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Abstract

Objective: To assess the effectiveness of evidence-based quality improvement
(EBQI) as an implementation strategy to expand the use of medications for opioid use
disorder (MOUD) within nonspecialty settings.

Data Sources and Study Setting: We studied eight facilities in one Veteran Health
Administration (VHA) region from October 2015 to September 2022 using
administrative data.

Study Design: Initially a pilot, we sequentially engaged seven of eight facilities from
April 2018 to September 2022 using EBQI, consisting of multilevel stakeholder
engagement, technical support, practice facilitation, and data feedback. We estab-
lished facility-level interdisciplinary quality improvement (Ql) teams and a regional-
level cross-facility collaborative. We used a nonrandomized stepped wedge design
with repeated cross sections to accommodate the phased implementation. Using
aggregate facility-level data from October 2015 to September 2022, we analyzed
changes in patients receiving MOUD using hierarchical multiple logistic regression.
Data Collection/Extraction Methods: Eligible patients had an opioid use disorder
(OUD) diagnosis from an outpatient or inpatient visit in the previous year. Receiving
MOUD was defined as having been prescribed an opioid agonist or antagonist treat-
ment or a visit to an opioid substitution clinic.

Principal Findings: The probability of patients with OUD receiving MOUD improved
significantly over time for all eight facilities (average marginal effect [AME]: 0.0057,
95% Cl: 0.0044, 0.0070) due to ongoing VHA initiatives, with the probability of
receiving MOUD increasing by 0.577 percentage points, on average, each quarter,
totaling 16 percentage points during the evaluation period. The seven facilities

engaging in EBQI experienced, on average, an additional 5.25 percentage point
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increase in the probability of receiving MOUD (AME: 0.0525, 95%Cl: 0.0280,
0.0769). EBQI duration was not associated with changes.

Conclusions: EBQI was effective for expanding access to MOUD in nonspecialty settings,

resulting in increases in patients receiving MOUD exceeding those associated with tempo-

ral trends. Additional research is needed due to recent MOUD expansion legislation.

KEYWORDS
buprenorphine, implementation science, methadone, naltrexone, opioid use disorder, quality
improvement

What is known on this topic

In the last 10 years, the United States has seen a dramatic increase in opioid-related mortal-
ity, fueled by the prevalence of fentanyl and exacerbated by the COVID-19 pandemic.
Opioid-related mortality can be reduced by treating opioid use disorder (OUD), using medica-
tions for opioid use disorder (MOUD), such as methadone, buprenorphine, and extended-
release naltrexone.

MOUD adoption has been slow, particularly in nonspecialty settings, due to numerous imple-
mentation challenges, such as stigma, logistical barriers, and lack of knowledge and training
about MOUD.

What this study adds

Evidence-based quality improvement (EBQI) was an effective implementation strategy for
expanding access to MOUD in nonspecialty settings, resulting in increases in patients receiv-
ing MOUD exceeding those associated with temporal trends.

Quality improvement (QIl) teams participated in a learning collaborative and developed action
plans, resulting in an additional 5.25 percentage point increase in the probability of patients

receiving MOUD during the evaluation period.

1 | INTRODUCTION

In the last 10 years, the United States has seen a dramatic increase in
opioid-related mortality, with the number of deaths from opioid over-
dose quadrupling since 1999.2 Much of this increased mortality can be
attributed to the use of fentanyl? and other synthetic opioids, which
were responsible for over 90% of all drug overdose deaths in 2023,
according to provisional data from the CDC.2 Furthermore, the COVID-
19 pandemic contributed to the worsening of the opioid epidemic, with
monthly overdose deaths surging in the first year of the pandemic.®
Fortunately, opioid-related mortality can be reduced by treating opioid
use disorder (OUD), using medications for opioid use disorder (MOUD),
such as methadone, buprenorphine, and extended-release naltrexone.?
These medications can effectively treat OUD, significantly reducing the
risk of comorbid disease, overdose, and death.>”

The Veterans Health Administration (VHA) has strongly endorsed
MOUD®°; however, MOUD adoption has been slow, particularly in
nonspecialty settings (e.g., Primary Care, Mental Health), due to numer-
ous implementation challenges. Barriers in the last decade include both
patient and provider stigma, logistical barriers such as the previously
mandated training to obtain the Drug Enforcement Agency (DEA)
X-waiver to prescribe buprenorphine, the X-waiver itself, and lack of

o This project demonstrates that EBQI can be successfully used to implement evidence-based

practices, such as OUD treatment in nonspecialty settings.

knowledge and training about MOUD.**"*3 For example, in one study
of prescribers who received VHA-sponsored X-waiver training, only 7%
reported prescribing buprenorphine at 9-month follow-up.** Providers
in nonspecialty settings may be wary of engaging with patients with
OUD about treatment, because of their own stigma regarding patients
with substance use disorders (SUD).X® As a result, the majority of
buprenorphine prescribers work within specialty SUD clinic settings,
which many patients are reluctant to access due to stigma.*

We sought to expand the use of MOUD within nonspecialty set-
tings within one VHA region. This effort initially began as a pilot pro-
ject'® and then expanded into a larger trial under the umbrella of a
national VHA initiative to increase access to MOUD. We engaged sup-
port from multidisciplinary champions (i.e., primary care, SUD, pain,
pharmacy, inpatient) and facility leadership at seven VHA facilities, to
promote these therapies for OUD patients in any setting. Using a “no
wrong door” approach, we aimed to educate nonspecialty providers
about how to recognize OUD and its treatment options and to adapt
MOUD delivery models to the unique needs of each facility and setting.

We used evidence-based quality improvement (EBQI) as a sys-
tematic approach to engage facilities in OUD treatment from April
2018 to September 2022. EBQI involves cultivating a research-
clinical partnership and engaging national and regional senior
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organizational leadership and front-line staff in adapting and imple-
menting evidence-based practices through a bundle of implementa-
tion strategies. Evidence-based practices are adapted collaboratively
to local conditions, with researchers providing technical assistance,
formative feedback, and practice facilitation.® EBQI has been suc-
cessfully used in multiple previous large multisite studies, such as
implementation of a collaborative care model for depression,*”*®
women's health primary care,'? and patient-centered medical home,?°
as well as in multiple smaller evaluations of diverse EBQI initiatives in
primary care settings.*¢

We sought to assess the effectiveness of EBQI as an implementa-
tion strategy to expand the use of MOUD within nonspecialty set-
tings, with the hypothesis that EBQI would be an effective strategy to
expand access to these medications in settings outside of specialty
SUD treatment.

2 | METHODS

While this initially began as a pilot project in 2018, it transitioned into
a larger trial in 2020 as part of the national VHA initiative (Clinical
Trial No. NCT04178551). This larger trial was a hybrid type Il effec-
tiveness implementation trial®'?2 to assess the effectiveness of EBQI
as an implementation strategy. Our primary aim was to assess the
effectiveness of EBQI as an implementation strategy. Our secondary
aim was to examine the change in the proportion of patients with
OUD who received MOUD at the sites over time. To evaluate the
change in OUD treatment rates, we used a nonrandomized stepped
wedge repeated cross-sectional design to accommodate phased
implementation based on site readiness®>?* across eight facilities in
one VHA region from April 2018 to September 2022.

We partnered with VHA regional leaders for facilities located in
Southern California, Arizona, and New Mexico. Facilities A and B were
selected during the pilot phase of the project in 2018 by the VHA
regional leaders, given their relatively greater resources and interest
(i.e., organizational readiness?>) to implement MOUD in primary care
and develop tools to expand access. While not an explicit criterion,
these two sites were the top two performers in MOUD treatment
rates in the region and among the top 20th percentile in the nation.
Later, as part of the larger national VHA initiative, Facilities C, D, and
E were selected by VHA regional leaders as the next phase of sites
starting in 2020, with Facilities F, G, and H making up the final phase
beginning EBQI in 2021. Although we initiated engagement with lead-
ership and providers at Facility H, this site declined to receive EBQI
implementation services as part of this project, choosing instead to
focus on preexisting internal efforts around MOUD at their facility
(Table 1).

21 | Ethics statement

Per VHA Handbook 1200.21 (Veterans Health Administration 2019),
this project was conducted as a nonresearch evaluation under the

authority of the Veterans Affairs (VA) Office of Mental Health and
Suicide Prevention.

2.2 | Datasource

26 which combine

We analyzed VHA performance measure data,
encounter data, diagnoses, and pharmacy data from the VHA Corpo-
rate Data Warehouse. We used VHA performance measure data, as
these were a priority for our operational partners and routinely moni-

tored for quality improvement (QI) purposes.?”

2.3 | Primary outcome

Our outcome measure was whether (yes vs. no) patients received
MOUD among the patients with an OUD diagnosis in the past year.
For every quarter for the duration of the evaluation period, we
obtained aggregated facility-level data of the proportions of patients
who received MOUD, with the number of patients diagnosed with
OUD serving as the denominator and the number of patients receiv-
ing MOUD serving as the numerator at each facility, a VHA perfor-
mance measure.?®?” We used these data to calculate the number of
patients diagnosed with OUD who did and did not receive MOUD. In
sum, our data contained 131,388 patient-level observations during
the evaluation period.

Patients with an OUD diagnosis were identified using ICD-10
codes (F11.1**, F11.2**) from an inpatient admission or outpatient
encounter in the previous year. MOUD was defined as having at
least one visit to an opioid substitution clinic or a prescription for
at least one opioid antagonist [Naltrexone] or one of the specified
opioid agonists (Buprenorphine, Buprenorphine/Naloxone [Sub-
oxone], Methadone or Sublocade) in VHA and non-VHA

pharmacy data.

2.4 | EBQI implementation activities

EBQI core elements (Table 2) included multilevel stakeholder engage-
ment that was both “top-down” (i.e., leadership) and “bottom-up”
(i.e., front-line clinical staff), with external facilitators on the project
team providing technical support, EBQI training, practice facilitation,
and routine data feedback. External facilitators also facilitated across-
site learning collaboratives.

Stakeholders were enlisted across national, regional, and facility
levels. In the pilot phase of the project, we twice convened a national
advisory board consisting of national VHA experts in pain and SUD,
VHA regional and facility leaders in primary care and mental health,
and a VHA health economist to ensure alignment with national priori-
ties, develop consensus, and advise on benchmarks of success. We
met monthly with VHA regional leaders throughout all phases of the
project to review formative data on progress, discuss methods to

leverage facilitators, and address implementation barriers.
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TABLE 1 Facilities in the participating Veterans Health Administration (VHA) region.
Rural versus Unique patients Baseline MOUD treatment MOUD treatment rate EBQI
Site urban FY18 Q1 rate FY18 Q1 FY22 Q4 participation
Facility A Urban 63,436 364/848 (42.9%) 500/1051 (47.6%) Yes
Facility B Urban 4034 189/571 (33.1%) 311/454 (68.5%) Yes
Facility C Urban 52,488 139/660 (21.1%) 172/404 (42.6%) Yes
Facility D Urban 47,258 382/871 (43.9%) 373/840 (44.4%) Yes
Facility E Urban 62,074 144/658 (21.9%) 198/474 (41.8%) Yes
Facility F Urban 21,190 67/224 (29.9%) 200/329 (60.8%) Yes
Facility G Urban 36,261 122/451 (27.1%) 154/406 (37.9%) Yes
Facility H Urban 38,081 257/667 (38.5%) 248/540 (45.9%) No

Abbreviations: EBQI, evidence-based quality improvement; FY, fiscal year; MOUD, medications for opioid use disorder; Q, quarter.

TABLE 2

EBQI activity

Multilevel interdisciplinary
stakeholder engagement?®2?

EBQI training for Facility
Champions?®

Practice facilitation through
regular calls with the local
quality improvement
teams?82?

Structured QI action plan?®

Regular discussions of
formative data feedback?®%?

Across-site collaborative?82?

Descriptions of evidence-based quality improvement activities.

Description

Engagement of multiple levels of the healthcare
organization (e.g., national, regional, facility, and clinic
level), using data to agree on priorities and target
metrics at the start of the project.

Provide local QI team with problem-solving skills (Plan-
Do-Study-Act)®*3! and leadership skills to engage
healthcare leaders using data.

Coach local Ql team in QI principles to support
improvement in clinical practices.

Local Ql teams develop QI action plans that follow the
Plan-Do-Study-Act cycles,®° including data collection
and measurement

Review of progress towards target metrics using
administrative data and qualitative data

Multiple sites participate in a collaborative that enables
across-site learning, sharing best practices, and
problem-solving

Example(s) from project

Convened advisory committee meeting; met with VHA
regional workgroup monthly; met with QI teams from all
facilities monthly on cross-facility interdisciplinary
collaborative; met monthly with facility champions within
each discipline.

Trained facility clinical champions in Plan-Do-Study-
Act. Discussed metrics of success meaningful to
leadership.

Collaborated with facilities to help them consider
underlying problems, potential solutions, potential
explanations for results, and alternative solutions that
are specific to their facility.

Facility champions developed and presented 15 quality
improvement action plans to the cross-facility
interdisciplinary collaborative and to VHA regional
workgroup.

Provided quarterly updates on data to cross-facility
interdisciplinary collaborative and to VHA regional
workgroup.

Facilities participated in monthly cross-facility
interdisciplinary collaborative meeting. Champions within
each discipline across facilities met monthly.

Abbreviations: EBQI, evidence-based quality improvement; QIl, quality improvement; VHA, Veterans Health Administration.

At each facility, we established an interdisciplinary QI team
(e.g., primary care, SUD, pain, pharmacy). Each facility identified clini-
cal champions from various disciplines (e.g., primary care, mental
health, pharmacy) who received training in EBQI provided by a subject
matter expert (N = 19 champions trained). Champions then worked to
develop QI action plans for their facilities and disciplines, developing
and implementing 15 QI action plans across all facilities. We also con-
vened monthly discipline-specific meetings (i.e., primary care, phar-
macy) across facilities to help develop and refine QI action plans.

The cornerstone of our EBQI activities was a monthly cross-
facility interdisciplinary collaborative that allowed our facility QI teams
to share tools, lessons learned, and experiences. During these cross-

facility calls, we performed practice facilitation, provided education

and additional training (Plan-Do-Study-Act cycles, using data to
monitor progress, topics relevant to MOUD), developed tools, and
reviewed data. Champions presented and received feedback on their
QI action plans with the collaborative before presenting the QI action
plan to facility and regional leadership. For example, a champion who
developed a Ql action plan reviewing existing VHA dashboards to
identify patients who may benefit from MOUD received feedback
advising against excluding the patients who were in remission, as
including these patients may help with addressing relapse concerns
and other issues proactively. The collaborative met twice monthly for
a total of 23 meetings (average attendance = 6 QI team members/
meeting) during the pilot phase of activity (Facilities A and B) and then
monthly for a total of 27 meetings (average attendance = 20 Ql team
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members/meeting, with an average of 4 representatives per facility)
during the national VHA initiative (Facilities A-G) (Table 2).

2.5 | Stepped wedge design

For this project, while the phased implementation period was from
April 2018 to September 2022, the evaluation period extended
from October 2015 to September 2022 to allow us to evaluate for
changes in our outcome measure (proportion of patients with OUD
who received MOUD) over time, regardless of EBQI
implementation.

We used a stepped wedge design to evaluate the phased imple-
mentation®® of EBQI across facilities from October 2015 to
September 2022. The roll-out of the EBQI was nonrandom, that is,
not within researcher control. All facilities were in usual state from
Quarter 1 to 10. Facilities A and B started implementation in Quarter
11, Facility C in Quarter 19, Facilities D and E in Quarter 20, Facility F
in Quarter 23, and Facility G in Quarter 24 (Table 3). Facility H never
implemented the EBQI and remained in the usual state for the entire
evaluation period. In all, 7 out of 8 facilities implemented the EBQI at

5 distinct time points across 28 quarters.

2.6 | Data analysis

Our main independent variables were facility, time, implementation
status, and duration of implementation. Facility (Facilities A-H) repre-
sented differences between the eight facilities. Time (Quarter 1-
Quarter 28) represented linear time trend over the evaluation period
for all facilities. Implementation status (usual state vs. implementation)
indicated whether facilities were implementing EBQI at each quarter.
In addition, duration of implementation (0-18) represented the num-
ber of quarters that the facilities were in state of implementation.

Our data were multilevel and hierarchical®? with implementation
status (i.e., EBQI) targeted at the facility level, the explanatory vari-
ables at the time level, and the outcome of interest at the patient
level; patients were clustered within time and facilities, and time was
clustered within facilities. The three-level data were structured as a
repeated cross-sectional design, which included patients at level
1, the quarter during which outcome of interest was assessed at
level 2, and facilities at level 3. The use of a repeated cross-sectional
design allowed us to examine MOUD trends at the facility-level while
controlling for the compositional make-up, for example, demo-
graphics, of the patients at those facilities.>® Because the outcome of
interest was binary and the data were multilevel, we used a hierarchi-
cal multiple logistic regression.>* Our model included facility and quar-
terly time trends as controls to account for variation between sites
and changes over time. We obtained average marginal effects for the
explanatory variables after fitting our model.

In addition, we ran a facility-level model as a sensitivity analysis
using the aggregated facility-level data of the proportions of patients

who received MOUD among patients with OUD diagnosis at the

facility. We used multiple linear regression model with the same
explanatory variables site, time, EBQI implementation status, and
duration, and obtained average marginal effects. The facility-level data

contained 224 observations during the 28-quarter evaluation period.

3 | RESULTS

3.1 | Implementation activities

Multidisciplinary champions developed and implemented 15 QI action
plans for their facilities and presented them to the cross-facility Ql
team and to regional and facility leadership. QI action plans included
expanding buprenorphine/naloxone prescribing in clinical teams out-
side of SUD treatment settings, using existing VHA dashboards to
identify patients who may benefit from MOUD or were coded inap-
propriately for OUD, improving care transitions for OUD patients in
several different clinical settings (emergency room, inpatient, specialty
substance use disorder care, pain), and increasing access to harm
reduction supplies (e.g., fentanyl test strips).

Teams also developed a variety of tools for providers and for
patient marketing. Tools for providers included provider education
sessions, dashboard guides, screening tools, and resources for acces-
sing X-waiver training and certification. Patient marketing tools
included flyers to distribute in clinics, letters that were mailed out to
patients taking opioids, and messaging for public areas of the hospital
such as e-boards and “table toppers.” In addition, email and social
media campaigns were also created that included Veteran narratives
that were developed with multiple rounds of feedback from VHA pro-
vider stakeholders and a Veterans Engagement Board and included a
paragraph about how to access treatment. These were featured in

facility emails to Veterans and on facility social media channels.

3.2 | Clinical effectiveness

The proportion of patients with OUD receiving MOUD increased
at all eight facilities during the 7-year evaluation period (Figure 1).
According to our analytic model, the probability of patients with
OUD receiving MOUD improved significantly over time for all
eight facilities (average marginal effect (AME): 0.0057, 95% Cl:
0.0044, 0.0070), even without the EBQI implementation strategy;
the probability of receiving MOUD increased by 0.57 percentage
points on average each quarter, totaling an increase of 15.96 per-
centage points during the 28-quarter evaluation period (Table 4).
The seven facilities engaging in EBQI experienced an additional
5.25 percentage point increase, on average, in the probability of
receiving MOUD (AME: 0.0525, 95%Cl: 0.0280, 0.0769) during
the evaluation period, with a total probability of 21.21 percentage
point improvement during the evaluation period. The duration of
EBQI implementation was not associated with changes in patients
receiving MOUD. The sensitivity analysis yielded similar results
(Table A1).
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4 | DISCUSSION

In response to the accelerating national opioid epidemic, we partnered
with VHA regional leaders for Southern California, Arizona, and New
Mexico to increase MOUD treatment rates among patients diagnosed
with OUD. Beginning with a pilot project and then expanding under
the umbrella of a larger national VHA initiative, we used EBQI as an
implementation strategy to engage facilities in a multifaceted inter-
vention to expand the use of MOUD within nonspecialty settings with
support from multidisciplinary champions and facility leadership at
seven VHA facilities.

We found that the probability of patients with OUD receiving
MOUD treatment improved significantly over time (16 percentage
points over 7 years) for all eight facilities in the region, even without
EBQI. Given the significant national attention on preventing opioid-
related mortality, legislative changes around prescribing buprenor-
phine, and clinical practice guidelines for opioid prescribing> we
were not surprised by these findings. VHA initiatives during the evalu-
ation period 2015-2022 included academic detailing focused on opi-
oid safety and OUD treatment,3¢%” the use of interdisciplinary team

review of dashboards,384°

widespread naloxone prescribing to pre-
vent opioid-related mortality,** and train-the-trainer initiatives for
OUD treatment.*? All of these VHA national initiatives were already
underway by the time this project began and were continued through-
out this project (Table 3). Within the VHA, higher rates of OUD treat-
ment have been driven by increases in buprenorphine prescribing.*3
With the phased EBQI implementation from April 2018 to
September 2022, we found that the seven facilities that were
engaged in EBQI experienced an additional improvement of 5.25 per-
centage points, on average, on top of the 16 percentage point
increase over time, indicating that this implementation strategy was

effective in augmenting the MOUD expansion efforts already being

employed within the facilities and the overall VHA healthcare system.
In comparison, a recently published review!® of the EBQI literature
found positive, but varying effect sizes for a variety of QI targets, with
only one study reporting a statistically significant effect. This suggests
that MOUD treatment expansion may be particularly well-suited to
the EBQI approach, as well as being an extremely salient QI target in
the context of a worsening epidemic.

Implementation challenges to expanding access to MOUD con-
tinue to persist across many medical settings, despite significant
work to address them. As of 2018, few providers in nonspecialty set-
tings had completed the mandatory training to obtain the X-waiver

TABLE 4 Average marginal effects for the three-level multiple
logistic regression model with site, time, evidence-based quality
improvement (EBQI) implementation status, and duration as
explanatory variables.

Average marginal effect (AME)

SITE

O M m g O @ >

Time

Implementation status

Estimate (SE)
—0.0134 (0.0166)
0.0745** (0.0170)

—0.1419** (0.0137)

—0.00749 (0.0141)

—0.1574** (0.0134)

—0.0627** (0.0144)

—0.1532**(0.0132)
0.0057** (0.00079)

0.05245** (0.0125)

95% Cl

(—0.0465, 0.0186)
(0.0412, 0.1079)
(—0.1686, —0.1151)
(—0.0351, 0.0202)
(—0.1836, —0.1312)
(—0.0910, —0.0345)
(-0.1790, —0.1274)
(0.0044, 0.0070)
(0.0280, 0.0769)

Duration

(
(
(
(
(
(
(
(
(
(

0.00042 (0.0014) (—0.0023, 0.0031)

Abbreviations: Cl, confidence interval; SE, standard error.
**p < 0.0001.

Proportion of Veterans with OUD Receiving MOUD at each Facility FY2016-FY2022

80%
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FIGURE 1

— Facility D

FY20 FY21 FY22
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Proportion of Veterans with opioid use disorder (OUD) Receiving medications for opioid use disorder (MOUD) at each Facility
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from the DEA required to prescribe buprenorphine, the most cost-
effective and convenient MOUD option.? Recognizing this require-
ment as a major barrier to MOUD access, the DEA enacted a series
of changes to the training requirement for the X-waiver in response
to the dramatic increase in overdoses that were seen with the
COVID pandemic, with the intention of easing access. As of
December 2022, the Mainstreaming Addiction Treatment Act elimi-
nated the DATA-Waiver program, thus removing the X-waiver
requirement to prescribe buprenorphine.** However, given that
most providers with an X-waiver have never prescribed
buprenorphine, challenges to increasing access to MOUD are likely
to persist and will continue to require strategies to assist with imple-
mentation. The results of this project suggest that EBQI is a very
effective strategy to support MOUD implementation and should be
considered by healthcare leadership to augment existing efforts. Fur-
ther, an additional finding of this analysis was that the duration of
EBQI implementation was not associated with changes in patients
receiving MOUD. This indicates that the engagement in EBQI itself
is the critical ingredient to focus on, rather than aiming for a lengthy
duration of engagement. This has implications for healthcare leader-
ship who increasingly need to prioritize staffing bandwidth among a
plethora of competing demands.

The results of this project demonstrate that EBQI can be success-
fully used to implement OUD treatment in nonspecialty settings,
across diverse facilities within one VHA region. This multisite initiative
expands the demonstration of EBQI effectiveness beyond the previ-
ous evidence base of use in large multisite studies, such as implemen-

1718 women's

tation of a collaborative care model for depression,
health primary care, and patient-centered medical home,?° as well
as the multiple smaller evaluations of EBQI initiatives in primary care
settings.'®

The limitations of this project include limited generalizability
outside of VHA, the analytic design, and the use of aggregated
facility-level data. Veterans have more comorbidities and tend to be
more complex than patients in most healthcare systems.*® In addi-
tion, VHA offers integrated healthcare delivery and strong opioid
prescribing safety practices.*” However, other healthcare organiza-
tions with (1) multilevel structures (e.g., regional, local), (2) executive
leadership interest in evidence, in solving the problem, and willing-
ness to engage front-line staff, and (3) resources to conduct QI may
also benefit from EBQI.2**® In addition, we selected a pragmatic
study design that would most closely mimic the conditions for our
partnered research project. We used a stepped wedge design, which
traditionally randomizes sites sequentially to an intervention until all
sites are exposed. Because we collaborated closely with the VHA

2324 rather than

region, sites were selected based on site readiness
randomized. This allowed us to engage sites in EBQI during a time
when they were ready to participate. We did not evaluate whether
observed effects were similar among sites that initiated the interven-
tion early versus late in the project, and the outcome period varied
in duration for sites that initiated the intervention early versus late
in the project; however, we included variables in our model to

account for time and duration of implementation. Finally, we used

VA performance measure data as our outcome measure, as this was
a priority for our operational partners and routinely monitored for Ql
purposes.27 However, these data, which combine encounter data,
diagnoses, and pharmacy data, are facility-level data that limit dee-
per exploration into the data.

In this initiative, EBQI strategies used to engage healthcare teams
within nonspecialty settings were effective in expanding access to
MOUD. QI teams used an assortment of QI interventions and devel-
oped action plans to improve access to MOUD at their facilities,
resulting in an increase in patients receiving MOUD above and
beyond those associated with temporal trends. Given the recent
MOUD expansion legislation, additional work will be needed to
ensure these changes are consistently and equitably implemented and

that improvements are maintained.
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