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I Speaker Spotlight

o Dr Walsh is a general internist with
a focus on addiction medicine,
medical education, program
development, and health equity.
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Assistant Professor of M
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I Our Goal

o Combat the substance use crisis through
education on best preactices in a safe space
for peer-to-peer learning

o Engage healthcare providers in the primary
care setting to increase skills to safely and
compassionately manage, treat, and support
their clients with a substance use disorder

o Recognize the importance of reducing stigma
to advance equity and improve access to
care for patients with substance use
disorders
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I Learning Objectives

©  Describe the role of the hospital as a leader in bringing key
stakeholders together

°  Describe a system-based approach to addressing a community
health problem
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I Welcome to Rochester
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I Overdose Deaths in New York State

Rate of Opioid Related Overdose Deaths in New York Number of Opioid Related Overdose Deathsin New York
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Monroe County Exceeds State Rates

Heroine overdose

hospitalizations are increasing

9 61% of UR Medicine OUD
patients originate from Monroe

County*

Behavioral Health patients with

OUD were 2.4x more likely to be

hospitalized*

B SMH inpatients with OUD LOS
averaged 4.5 days longer
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Monroe C : Opioid d and crude rates per 100,000 population
(Prellmmary data as of May, 2019 - subject to change)
2017 Total Jan-Mar, 2018 Apr-Jun, 2018 Jul-Sep, 2018 Oct-Dec, 2018 2018 Total
Indicator | Locati | Rate | Rate | Rate | Rate ber | Rate ber | Rate
Deaths®

All opioid overdoses Monroe 212 | 284 49| 66 44| 59 45| 60 43| 58 181 | 242
NYS excl. NYC 2170 | 194 464 @ 41 464 | 41 438 | 39 340 | 30 1,706 | 152

Heroin overdases Monroe 67| 90 16| 21 10 13 gl 11 4| 05 38| 51
NYS excl. NYC 793 | 71 163 | 15 172 | 15 144 | 13 i i) 11 600 | 54

Overdoses opioid pain | Monroe 196 | 262 48| 64 44| 59 4a| 59 43| 58 179 | 239
omsrs s s A NYSexctNvC | 1903 |17.0 | 424 | 38| 432| 39| 39| 36| 309| 28| 1563|139

O visits

All opioid overdoses Monroe 719 | 962 131 [ 175 141 | 189 169 | 226 137 | 183 578 | 77.3
NYS excl. NYC 7222 (644 1334 | 119 1536 | 13.7 1562 | 139 1,195 | 107 | 5627 | 502

Heroin overdoses Monroe 552 | 738 98 | 131 115 | 154 122 [ 163 92|123| 427|571
NvsexcNve | 5199 |464| 956 85| 1125|100 1111 99| 843| 75| 4035 360

Opioid overdoses exchuding Monroe 167 | 223 33| 44 26| 35 47| 63 45| 60 151 | 202
perserackmtoy Leragy NYSexci NvC | 2,023 | 18.1 378| 34| 41| 37| as1| 40| 352| 31| 1502|142
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if there are fewer than 6 discharges.

https: //www health. ny. gov/statlstlcs/op|0|d/data/pdf/nvs jul19.pdf
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https://www.health.ny.gov/statistics/opioid/data/pdf/nys_jul19.pdf

I Call to Action — Opioid Task Force

= Multidisciplinary Team 80+ members
= Survey of all efforts

= Formation of 3 teams:
= Prevention
= |dentification
= JTreatment

RUTGERS



I Prevention

® Reduce overall exposure to opioids and opioid
availability in the community

® Develop best practices for the treatment of acute
pain

® Develop best practices for the treatment of chronic
pain

® Reduce variation in opioid prescribing practices
across service lines
Improve education

Increase naloxone prescribing/dispensing
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Ildenﬁﬁcaﬁon

® Al patients capable of answering questions are screened
for risk of OUD upon initial patient contact for the current
encounter

® Ppatients with a positive screen for high risk of developing
an OUD or positive for a current OUD, will be provided
education on OUD and receive treatment resources

® Ppatients with a positive screen for current OUD or at
moderate-high risk for development, will be documented
appropriately in the eRecord Problem List
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I Treatment

® FEvery patient with opioid use disorder will be linked to
treatment.

® Every patient who presents with an opioid overdose
will be linked to treatment.

® Every patient experiencing opioid withdrawal will
receive appropriate care at the appropriate facility.

® FEvery patient receiving MOUD will continue to receive
the medication without interruption at all levels of care

® Every patient receiving MOUD will continue to receive
it when transferring services or levels of care.
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I Identified Gaps — Treatment

‘ ) Gap between the number of patients who need treatment and our current

capacity to provide this care.

Increased screening and treatment will increase the number of patients who
need treatment.

Lack of PCPs able to provide buprenorphine leading to stable patients
remaining in specialty care and creating longer wait times for new patients.

Current consultation support for ED and inpatient services is operating at
maximal capacity.

There is a need for ongoing workforce education

) ) There is a workforce shortage.
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Primary Barriers to Prescribin

Need supervisory physician/protocol for NP/PA
Lack of access to addiction specialists for consultation
Prefer non-buprenorphine treatment options

Concerns over DEA intrusion into your practice

Lack of access to psychiatric services for patients with co-occurring mental
health disorders

Lack of confidence in managing patients with opioid use disorder

Do not want to be inundated with requests for buprenorphine

Federal or state regulations related to buprenorphine

Concerned about buprenorphine misuse or diversion

Getting practice started/no current practice site

Other barrier

No barriers

Lack of access to psychological services/other behavioral health providers

Resistance from practice partners/staff or lack of institutional support

Insurance reimbursement, prior authorization, or other insurance
requirements

Time constraints in my practice

Lack of patient demand

UTGERS
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Primary Incentives to Prescribing Buprenorphine
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Other incentive

None or prescribing at limit

Additional in-person or online education on addiction treatment

Improved guidance on clinical practice standards for opioid use disorder treatment

More time with patients

Nothing will increase my prescribing

Addiction medicine mentor

Easier system for referral to psychosocial or other behavioral health providers

Integrated system with direct access to addiction specialists and behavioral health
providers

Increased reimbursement

Institutional support for buprenorphine treatment

Increased patient demand
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This process led to the development of the
SUD-PC model: an innovative,

resource to reduce gaps,
delays/barriers to care, and hospital utilization
while supporting providers and providing
efficient use of limited resources.
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i SUD-PC Model

Mobile Teams

Identification and Triage and link to Treat and stabilize Transition to Maintenance

referral care nEIEREREE

SUD-PC structure innovates on evidence-based successes for system-wide approach

Addresses key barrier: “lack of institutional support”




I What impact did this have on access?

Average time from referral to initial intake
contact 1.5 days, down from 1.5 weeks using our
traditional treatment model
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None of this would have
happened W|thout the hospltal
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Thank youl!

Any questions?
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