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Date
Use the date picker or enter the date you prepared this report. 12/15/21

Prescribing/Co-Prescribing
1. Briefly describe your efforts to partner with other prescribers at the community level to develop programs or best practices for prescribing and co-prescribing Food and Drug Administration (FDA) – approved overdose reversal drugs.

[REDACTED] has worked closely with members of our primary care, nursing and behavioral health staff to develop strategies for training and implementation of best practices for prescribing and co-prescribing overdose reversal drugs. Additionally, we have also sought guidance and insight on training methods and best practices from members of our Rural Health Opioid Program consortium (activities funded in part by [REDACTED]; this group also serves as the Advisory Board for our [REDACTED]).
Methods and best practices for prescribing and co-prescribing are discussed in depth during our consortium meetings.

As the grant program was being developed and implemented, efforts to develop strategies and provide training on prescribing and co-prescribing focused on providers at [REDACTED]. [REDACTED], is a federally qualified health center (FQHC) which provides primary care, dental and behavioral health care services to families from five locations in [REDACTED]. Since the grant’s inception, a total of 9 providers at [REDACTED] were trained on co-prescribing; seven of the providers trained were DATA waivered. In FY21, [REDACTED] provided services to approximately 8,836 individuals in the target community; as a result, focusing on ensuring that [REDACTED] providers are trained in co-prescribing
– and subsequently expanding efforts from there – will have a significant impact on the local community, considering the number of clients served annually. It is our intention to continue to offer training opportunities for providers internally and at other organizations throughout the community in future grant years, with a specific focus on Narcan and co-prescribing.
 (
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Training focuses on the benefits of prescribing Narcan, as well as procedures for co-prescribing and administering. (In Year 3, we also added content related to stigma surrounding alcohol/drug treatment.) During these trainings, providers receive education on the instances in/client characteristics for which co-prescribing naloxone would be the most beneficial; these include clients who are prescribed suboxone for medication-assisted treatment (MAT), as well as individuals participating in treatment for substance use disorder (SUD) who have a history or diagnosis that would put them at risk for an opioid overdose. For individuals in [REDACTED] that are assessed to be at risk for overdose, clients are prescribed Narcan upon leaving residential treatment. We have had similar discussions with primary care providers at [REDACTED]; primary care staff are aware that they can request Narcan for any individuals who are determined to be at risk for opioid misuse or overdose. Our agency                     standards recommend that all clients who are prescribed suboxone also receive a prescription for Narcan. If the client has Medicaid, he/she can often receive Narcan at no cost; however, if the client has no insurance, or if the co-pay for Narcan is not affordable, providers can contact [REDACTED] staff for access to grant-funded Narcan. After an initial provider meeting, every client is asked whether he or she has access to Narcan; if not, a kit of Narcan is provided (and can be replenished if necessary).

Co-prescribing is an agenda item at [REDACTED] staff trainings and during provider meetings. As a result, staff understand the benefits of co-prescribing, and they are aware of who to contact internally to ensure a client receives a Narcan kit as necessary. All of [REDACTED] nursing staff has access to Narcan on-site, at each facility, and is able to assist providers in accessing Narcan for individuals without other resources to pay for it.

In year 4, efforts to develop programs or best practices for prescribing/co-prescribing will include: further refinement of the provider training on co-prescribing, based on continued feedback from the Advisory Board; continued provision of virtual provider trainings as need, both during the continuation of the COVID-19 pandemic and potentially afterwards (in order to increase access to training throughout our rural training area); further development of educational materials related to the stigma surrounding substance use/mental health disorders and treatment; and the continuation of efforts to reach out to local hospitals to initiate further discussions about co-prescribing and offer training on co-prescribing to hospital staff. We continue to experience some challenges in engaging local hospital partners, which we attribute to the many competing demands that medical staff and hospital administrators must constantly juggle (particularly during the current grant year, with the continued spread of COVID-19). A representative from [REDACTED] has been attending our Advisory Board meetings, and we hope to build upon this relationship and work towards increased engagement, particularly around issues related to prescribing and co-prescribing. [REDACTED] conducts a community needs assessment every three years; our [REDACTED], sits on a community board that develops “Regional Health Improvement Strategies” and action  plans based on the identified needs. The needs assessment previously identified issues related


to opioids and primary care; for the first time, [REDACTED] has a “seat at the table” for these community-wide conversations. We hope that we can leverage this work to improve relationships with hospitals, and further develop procedures, policies and partnerships related to prescribing and co-prescribing. (It should be noted that due to the COVID-19 pandemic, the community board referenced did not meet at all during the reporting period; it has not yet been announced when meetings will resume.)

2. Provide information on the programs or best practices you and your partners developed for prescribing and co-prescribing FDA-approved overdose reversal drugs.  Add additional rows, as needed.
	Name of Program or Best Practice
	Brief Description of Program or Best Practice

	Co-Prescribing for Suboxone patients
	[REDACTED] co-prescribes Naloxone for all clients receiving suboxone for medication-assisted treatment (MAT).

	Provision of Narcan at discharge from residential SUD treatment for all clients
	Clients participating in treatment for substance use disorder (SUD) through [REDACTED] who have a history of opioid misuse and/or risk factors for overdose are provided Narcan at discharge from residential treatment.

	Provision of Narcan following first provider meeting for outpatient SUD treatment clients
	Clients participating in outpatient treatment (this includes both in-office and virtual service delivery) is asked, following the first meeting with a provider, if they have access to Narcan. If the client responds that they do not, Narcan is immediately provided to them.




Training
3. In what ways is your training curriculum informed by or consistent with the SAMHSA Opioid  Overdose Prevention Toolkit?

The entire training curriculum for our [REDACTED] project was developed utilizing information and materials from the [REDACTED] Opioid Overdose Prevention Toolkit. As a result, all training content is informed by and consistent with the Toolkit. All trainings contain information on the following topics:
· Background on opioid use/overdose (including the rise of the opioid crisis, current national data on overdose death, and information about the state’s targeted opioid response)
· Basics of addiction (effects of opioids on the brain, risk factors for substance use, and information on how medication-assisted treatment works)
· Overdose information (basic facts, risk factors, signs and symptoms, how to respond)
· Naloxone (different forms, how it works, how/when to use, what happens once Naloxone is administered, importance of Naloxone in saving lives, how to access Naloxone, Good Samaritan laws)

During trainings, the presenters also talk through situations about when Narcan/Naloxone might be needed, and provide practical guidance for assessing the situation, administering Naloxone, and necessary follow-up.

While trainings always utilize the same general structure and basic information, the presentations are tailored towards the groups to which we are presenting. For example, the training provided to the [REDACTED] also contained information about [REDACTED] Naloxone Policy (Administration of Opioid Overdose Antidote, 434.9), while trainings for colleges contain material geared towards students and education staff. A copy of our training materials utilized with [REDACTED] are attached to this report.


4. For this reporting period*, enter the name of the facility that employs the Health Care Providers and Pharmacists being trained. Then, for each facility you list, indicate the number of health care providers and pharmacists employed there and the number of physicians, physician assistants, nurse practitioners, pharmacists, and others trained on prescribing drugs or devices approved or cleared under the Federal Food, Drug, and Cosmetic Act for emergency treatment of known or suspected opioid overdose.  Add additional rows, as needed.
	Name of Facility that Employs the Health Care Providers and Pharmacists Being Trained
	FOR EACH FACILITY INDICATE THE NUMBER OF …

# of Health
# of	# of
Care Providers	# of	# of
Physician	Nurse
& Pharmacists	Physicians			Pharmacists Assistants	Practitioners
Employed	Trained	Trained
Trained	Trained
There
	


# of Others Trained

	[REDACTED] (5/19/21)
	

22*
	

0
	

0
	

0
	

0
	

16

	[REDACTED] (12/18/20; 1/4/21; 3/16/21;
3/18/21;
4/20/21;
4/22/21)
	


22*
	

0
	

0
	

1
	

0
	

29


*Please note that 22 is the current count of Health Care Providers and Pharmacists Employed at both [REDACTED] combined ([REDACTED] is an FQHC operated by [REDACTED])


We have included a second table to identify non-medical organizations that received training from our [REDACTED] staff.
	FOR EACH FACILITY INDICATE THE NUMBER OF …
Name of
Facility that	# of Health
# of	# of
Employs the	Care Providers	# of			# of	 # of Physician	Nurse
Individuals	& Pharmacists	Physicians			 Pharmacists	Others Assistants	 Practitioners
Being Trained	Employed	Trained			Trained	 Trained Trained	Trained
(Non-Medical)	There

	[REDACTED] (1/25/21 – 1/28/21)
	

Unknown
	

0
	

0
	

0
	

0
	

62

	
[REDACTED] (3/31/21)
	
Unknown
	
0
	
0
	
0
	
0
	
6

	[REDACTED] (6/22/21; 8/17/21)
	
Unknown
	0
	0
	0
	0
	16

	[REDACTED] (8/17/21)
	
Unknown
	
0
	
0
	
0
	
0
	1

	[REDACTED] (9/23/21)
	Unknown
	0
	0
	0
	0
	26



A total of 3 community members were trained on the signs and symptoms of opioid overdose, and the administration of Narcan (6/2/21 and 6/22/21), at [REDACTED]. Additionally, a total of 9 community members received this training through [REDACTED]. These trainings were conducted by [REDACTED], and were offered to clients and families at both enrollment and discharge from substance use disorder (SUD) treatment.

5. Provide information on lessons learned or best practices for the trainings.

During the first three years of the grant, the primary lessons learned from our [REDACTED] trainings include:
a) Tailoring training to the audience. We realized early into the provision of trainings that it was necessary to tailor the curriculum for each group trained. All of the groups we trained during the first grant year had different levels of knowledge and comfort with substance use, specifically opioid use disorder, overdose, and Narcan. For example, when we provided training to a local community college ([REDACTED]), it became quickly apparent that many of the staff members participating in the training had very little knowledge of substance use disorder (SUD). As a result, in order for the training to be meaningful and effective, we needed to start at a very basic level of knowledge – such as providing information about general
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symptoms of substance use. Staff attempted to connect with the trainees on a personal level, by providing examples of what substance use disorder (SUD) symptoms look like in different circumstances. When training [REDACTED], we talked through examples of the park staff encountering an individual within a local park that might be affected by opioids. When providing training to [REDACTED], we were aware that many officers had already received information about drug  use in the community (some had even participated in a similar past training), and we were able to build off that information. The training provided to the police officers at [REDACTED] would not have been easy for another group, such as staff and administrators at [REDACTED], to understand and implement.

b) Benefits of “ live” demonstration. Trainees appear to leave the training with a higher comfort level in administering Narcan if they witness a live demonstration during a training session. When available, [REDACTED] trainers use expired Narcan for live demonstrations during presentations. This allows trainees to see exactly how to administer the Narcan in the event of an overdose. We have found this to be helpful even during the provision of virtual trainings, when clients watch the demonstration through the live video feed (vs. watching the demonstration in person).

c) Ample time for questions. Similar to the discussion of tailoring training, the [REDACTED] staff has indicated that the most successful trainings are those in which the trainers leave plenty of time for participant questions. Community members have a wide range of knowledge and personal opinions on drug use and abuse, the utilization of medication-assisted treatment (MAT) to treat opioid use disorder (OUD), and how MAT works. Trainees are curious about a number of topics, including how to access resources for Narcan, what to do when encountering a person in need of Narcan, and why medication is effective for treating SUD. When trainers leave sufficient time in the presentation to answer questions, trainees appear to leave feeling more knowledgeable and more confident in the material and skills learned.

d) New & relevant information/research: [REDACTED] trainers take time before each training session to review current research and news media, in order to intelligently discuss innovations and best practices related to MAT and prescribing/co-prescribing. This was especially important in Year 3, as rates of opioid overdose increased by nearly 30% from the year prior. Risk factors for substance abuse and overdose increased during the COVID-19 pandemic, as community members lost jobs and housing, became increasingly isolated, and dealt with themselves,  friends, and family members contracting COVID-19 (and, in some cases, the grief associated with the illness and death of a loved one). Our trainers spent a portion of the training discussing these increased risks, and the impact of COVID-19 on substance use and overdose. These conversations often helped participants retain information, as the discussion made the material current and relevant to them.
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e) Necessary adjustments for virtual training: The transition to (and continued provision of) virtual training was a relatively simple one for our grant team. [REDACTED] have offered treatment and education services via telehealth for many years; staff are familiar with the technology and equipment, our Information Technology (IT) staff is knowledgeable and able to effectively troubleshoot technical problems, and more importantly, as an agency, we are comfortable with and understand the benefits of providing services remotely. The provision of services virtually, via telehealth, has assisted our organization in reaching clients across large, rural areas of [REDACTED], where transportation options are limited, as is access to services.
Adapting the training to a virtual format was relatively without challenge; in fact, we have provided virtual trainings since the COVID-19 pandemic began in 2020, and anticipate that we will continue to do so, in order to increase access to providers and clients spread throughout our service area. The provision of virtual trainings has helped with scheduling, as we participants can access training across a wide variety of times and settings. We did find that the distribution of Narcan proved challenging initially; the biggest lesson we learned from developing our  Narcan distribution plan was to remain flexible, and utilize multiple strategies to get Narcan into the hands of those who need it. To this end, the strategies that we utilized included: 1) arranging a contact-free “pick up” day, where individuals who attended training could pick up            Narcan at a [REDACTED] facility and 2) mailing Narcan in bulk to organizations in which several staff members completed training.
f) Simplifying evaluation: At the beginning of the grant period, in collaboration with our grant project staff, the evaluation team at [REDACTED] adopted an existing, validated pre-post test assessment tool to collect basic information on training participants (demographics, etc.) and also measure increase in knowledge and attitudes prior to and following participation in training (see Evaluation tab in [REDACTED]). Over the past two years, we have had some challenges with effective completion of the assessments. Some participants  seem to be quickly completing the survey, without careful consideration of the questions asked (i.e. giving the same Likert scale response to all items), while some do not answer all of the questions, perhaps indicating that they felt the survey is too long. Some respondents have noted the survey’s length in open-ended comments as well. Our biggest challenge is “matching” pre and post assessments; in order to do this without requesting individuals to provide identifying information, we ask participants to enter a portion of their phone numbers (last 4 digits) at the top of both surveys, allowing us to match a pre-test to a post-test. However, a number of individuals are not entering their phone number on at least one assessment, which makes matching the pre and post-tests quite difficult.
As a team, we discussed several strategies by which to address these challenges. Some of the strategies included potentially changing the length of the survey, thinking that  participants might be more likely to complete a shorter survey. However, after discussing the survey challenges with our GPO, we decided not to make any changes to the survey instrument at this point, as we did felt that all of the questions included in the assessments were important to the evaluation of the training (all scales utilized are validated, published measures; but, see Conclusions section in Evaluator’s report for more discussion of this issue). As a result, our GPO recommended that we do not shorten the assessment tool, but rather, think about how to make completing the survey a relatively easy experience for the participants.


 (
2017
 
Cohort
 
Deadlines:
  
Oct.
 1
 
–
 
March
 
31
 
(due
 
Apr.
 
30)
 
and
 
Apr. 
1
 
–
 
Sept.
 
30
 
(due
 
Oct.
 
31)
2018
 
Cohort
 
Deadline
:
 
Oct.
 
1
 
–
 Sept
 
30
 
(due
 
Dec.
 
31)
)
9

g) Consistent training opportunities: In order to ensure that all new staff at [REDACTED] have the opportunity to participate in overdose prevention/Narcan training, we anticipate that we will implemented a quarterly training schedule that will provide the opportunity for all new team members to receive training on a set date/time once per quarter. We have discussed possibly automatically enrolling these new staff members in this training, to ensure 100% participation. We anticipate that we will offer this training virtually, to ensure equitable access to all training attendees across [REDACTED].


Total Amount of OD Treatment Access Grant Funds Spent
6. For this reporting period*, indicate the amount of OD Treatment Access grant funds spent and the number of kits purchased on drugs or devices approved or cleared under the Federal Food, Drug, and Cosmetic Act for emergency treatment of known or suspected opioid overdose.

	

Type of Kit
	OD Treatment Access Grant Funds Spent
	
# of Kits Purchased

	Nasal spray kits, 2 mg (Adapt/Narcan)
	$	0.00
	0

	Nasal spray kits, 4 mg (Adapt/Narcan)
	$	22,921.03
	121

	Injectable (intramuscular), .4 mg/10 ml vial kits (Hospira)
	$	0.00
	0

	Injectable (intramuscular), .4 mg/1 ml vial kits (Mylan or West-Ward)
	$	0.00
	0

	Injectable (intramuscular), 1 mg/2 ml vial kits (Aurum)
	$	0.00
	0

	Auto-injector kits (Kaleo/Evzio)
	$	0.00
	0

	Other kits (specify Click or tap here to enter text.)
	$
	

	Other kits (specify Click or tap here to enter text.)
	$
	

	TOTAL
	$	22,921.03
	121
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7. For this reporting period*, indicate the amount of OD Treatment Access grant funds spent on co-payments and other cost sharing associated with drugs or devices approved or cleared under the Federal Food, Drug, and Cosmetic Act for emergency treatment of known or suspected opioid overdose.

	Type of Effort
	OD Treatment Access Grant Funds Spent

	Co-Payments
	$	5,045.87

	Other Cost Sharing Efforts
	$	0.00

	TOTAL AMOUNT
	$	5,045.87




Connection to Appropriate Treatment
8. Briefly describe your efforts to connect patients who experience a drug overdose to appropriate treatment. Be specific in terms of how the treatment response is tailored to the individual’s needs.

During Year 3, approximately 97 clients were referred to treatment through [REDACTED] grant. Of those, approximately 34 reported having either a recent overdose, or an overdose at some point in the past. (This brings our totals through three years to 356 referrals, with 71 of those being individuals who reported a recent overdose.) Typically, referrals of clients to treatment via the [REDACTED] grant have come from law enforcement, Probation & Parole, or primary care offices.

All clients – those who have experienced an overdose, as well as those who have not – complete a comprehensive assessment with a service provider at [REDACTED]. As part of the assessment, the clinician asks questions about past and current substance use, treatment preferences, and barriers to treatment, and also administers standardized tools that allow us to identify any potential physical and/or mental health problems that require services or further follow-up.
Upon completion of the assessment, the clinician discusses treatment options with the client, with the goal of finding the most appropriate fit in terms of location, programming/curriculum, intensity of services, and specific services provided. [REDACTED], diverse offering of services provides options for care based on client need and preference. For example, some clients may require intensive residential services (including detoxification), while others might be able to participate on an outpatient basis. Some clients may benefit from solely seeing a medical provider, whereas others need concurrent counseling/behavioral health services. [REDACTED] both individual and group services, and our range of programming includes “traditional” treatment, Assertive Community Treatment (ACT), Comprehensive Psychiatric Rehabilitation Center (CPRC) services, integrated treatment for co- occurring disorders, and access to recovery support groups.
 (
10
)


Following completion of the assessment and discussion of treatment options with the client, treatment recommendations and action items are recorded in the individualized client treatment plan, which is electronically stored in the client’s Electronic Health Record (EHR) within our NextGen system. Documentation of participation in treatment activities and progress towards meeting identified goals is recorded and updated as treatment progresses. In the event that the treatment/service recommendations need to be adjusted, clinicians once again discuss service options with the client, and document any changes made within the individual EHR.

9. For this reporting period*, enter the number of patients who experienced a drug overdose that were connected with the appropriate treatment and the number who initiated treatment.

	
Type of Treatment
	# of Patients Connected with Treatment by Type
	# of Patients who Initiate Treatment by Type

	Medication Assisted Treatment (MAT)
	30
	21

	Counseling
	29
	16

	Behavioral Therapies
	0
	0

	Other Types of Treatment
	36
	36

	TOTAL NUMBER OF PATIENTS
	36
	36


Please note that the numbers presented for each type of treatment in this table are not unduplicated. Clients who had experienced an overdose were counted as connected to MAT if they were connected to any MAT provider. Clients who had experienced an overdose were counted as connected to Counseling if they were connected with a Therapist for a comprehensive assessment. Clients who had experienced an overdose were counted as connected to Behavioral Therapies if they were connected to co-occurring services by a licensed clinician. Clients who had experienced an overdose were counted as connected to Other Types of Treatment if they were connected to care coordination or case management services.

Comments (optional)

Other highlights and accomplishments achieved in the second grant year include:
· The continued spread of COVID-19 within our service area has presented challenges during Year 3. However, COVID-19 also gave us the opportunity to “think outside the box”, and pilot new strategies with regards to both training and treatment activities.  The shift to virtual services, while not without some challenges, was fairly straightforward for [REDACTED], given our decades-long history of providing select behavioral and physical health services through telehealth. As a result, staff were comfortable with the technology and the virtual service platform, and were able to quickly initiate virtual treatment services for clients. Some clients remain hesitant to participate in virtual services, preferring to receive only in-person treatment; however, many more clients have responded quite positively to the provision of in- person services. Since initiating virtual treatment services, we have had success engaging a number of patients who were resistant to the idea of traditional (in-person)


treatment, but were willing to participate virtually. Given the increased access afforded by virtual treatment, we have continued to offer a wider selection of virtual services, in addition to in-person treatment, since the inception of the COVID-19 pandemic.
· As mentioned throughout this report, COVID-19 also presented our grant team with opportunities to rethink the way we provide our opioid overdose awareness trainings. Previously, the training was provided in a standard form: in-person instruction, following a power-point presentation, lasting one hour. However, when it became impossible to safely provide training on opioid overdose and Narcan administration in-person, to large groups of people, we began to brainstorm different strategies for continuing to provide education, outreach and training to our target communities. We have shifted the “traditional” training to an on-line format; however, since this training is no longer conducted in person, there are no space constraints that would limit the number of participants. As a result, we are able to increase our reach of individuals served by utilizing a virtual platform. Additionally, we have developed a “condensed” version of our training that focuses primarily on the administration of Narcan; the condensed version typically takes about ten minutes, and participants are provided with a brochure detailing the process described in the training. (We have also developed a video describing the proper method by which to administer Narcan, and can share this video upon request with community members who wish to be trained, but are unable to attend a formal training session.) Originally, we thought that only individuals who completed the one hour training would participate in the training evaluation (pre-post assessment); however, following recent grant team meetings between program and evaluation staff, as well as guidance provided by our GPO, we have determined that we will attempt to collect some brief information (five questions) from participants who participate in the condensed training. The evaluation items for the condensed training assessment will cover topics related to participant attitudes and knowledge, including:
1) the availability of education about the risks of opioid overdose and the use of Narcan,
2) knowledge of risk factors for overdose, 3) ability to recognize signs and symptoms of overdose, 4) ability to administer Narcan, 5) likelihood of administering Narcan, and 6) access to Narcan. Information collected from these condensed assessments will help the team evaluate the effectiveness of the training, and identify situations in which follow- up or additional education might be needed.
· COVID-19 has provided unique challenges to Advisory Group participation. While applications like google meet or zoom seem to work well for staff meetings, it has been challenging to foster and maintain the collaborative conversations that were characteristics of our in-person Advisory Group meetings. Our group members seem less likely to participate as fully in conversation when the meeting is held online; similarly, attendance in general is down. Reduced participation in Advisory Group activities was a relatively new trend at the end of Year 2; however, it continued throughout year 3. Our initial assessment was that the virtual format limited participation, and we determined that offering a hybrid meeting option (giving each participant the change to attend on-line or in-person, so long as community conditions
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allowed for safe gathering). However, at our first “hybrid” meeting, only two people attended in person, which the rest attended virtually (and overall attendance was, once again, lower than pre-pandemic). We will continue to monitor participation and attendance of the Advisory Group. In the meantime, we continue to ensure that all Advisory Group members receive regular communication from the group; for example, we sent meeting minutes and educational presentations on relevant topics to all Advisory Group members on a monthly basis.
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