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Abstract

The US is confronted with a rise in opioid use disorder (OUD), opioid misuse, and opioid-
associated harms. Medication treatment for opioid use disorder (MOUD)—including methadone,
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buprenorphine and naltrexone—is the gold standard treatment for OUD. MOUD reduces illicit
opioid use, mortality, criminal activity, healthcare costs, and high-risk behaviors. The Veterans
Health Administration (VHA) has invested in several national initiatives to encourage access to
MOUD treatment. Despite these efforts, by 2017, just over a third of all Veterans diagnosed with
OUD received MOUD. VHA OUD specialty care is often concentrated in major hospitals
throughout the nation and access to this care can be difficult due to geography or patient choice.
Recognizing the urgent need to improve access to MOUD care, in the Spring of 2018, the VHA
initiated the Stepped Care for Opioid Use Disorder, Train the Trainer (SCOUTT) Initiative to
facilitate access to MOUD in VHA non-SUD care settings. The SCOUTT Initiative’s primary goal
is to increase MOUD prescribing in VHA primary care, mental health, and pain clinics by training
providers working in those settings on how to provide MOUD and to facilitate implementation by
providing an ongoing learning collaborative. Thirteen healthcare providers from each of the 18
VHA regional networks across the VHA were invited to implement the SCOUTT Initiative within
one facility in each network. We describe the goals and initial activities of the SCOUTT Initiative
leading up to a two-day national SCOUTT Initiative conference attended by 246 participants from
all 18 regional networks in the VHA. We also discuss subsequent implementation facilitation and
evaluation plans for the SCOUTT Initiative. The VHA SCOUTT Initiative could be a model
strategy to implement MOUD within large, diverse health care systems.

INTRODUCTION

The US is confronted with a rise in opioid use disorder (OUD), opioid misuse, and opioid-
associated harms. Medication treatment for opioid use disorder (MOUD)—including
methadone, buprenorphine and naltrexone—is the gold standard treatment for OUD. MOUD
reduces illicit opioid use, mortality, criminal activity, healthcare costs, and high-risk
behaviors.2-8 In addition, MOUD improves patients’ quality of life.>-12 Patient and system
outcomes generally improve with longer treatment duration and relapse to illicit use and
mortality increases when MOUD ceases.6:13-19 Thus, it is imperative to increase patients
access to MOUD care.20:21

The US Department of Veterans Affairs’ (VA) Veterans Health Administration (VHA) is the
largest direct provider of substance use disorder (SUD) care in the US.22 Since 2003, VHA
has established an expectation that MOUD be offered to all patients with OUD.22:23 Despite
extensive efforts to facilitate provision of MOUD and VHA policy requiring that it be
available, relatively few VHA patients with OUD receive MOUD. Since offered as a non-
formulary medication in 2003 and a formulary medication in 2005, access to buprenorphine
MOUD has risen steadily: by 2017 just over a third (34.8%) of all Veterans diagnosed with
OUD received MOUD.22:24 |n addition, a wide variation in MOUD prescribing rates occurs
across the VHA; many VA facilities provide MOUD to fewer than 10% of their patients with
ouD.®»

There exists substantial literature regarding the barriers of access to MOUD treatment in
VHA and non-VHA environments. In the VHA, system-, provider-, and patient-level
barriers reduce access to MOUD care.22:24-31 Within the VHA, significant provider barriers
to prescribing MOUD have been reported, including lack of interest, stigma, and education
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about MOUD treatment and how to deliver this treatment in VHA settings. However,
facilitators of improving access to MOUD treatment in the VHA include recognized need in
access of OUD care, health care provider interest, and being provided resources and time to
provide MOUD care. Another recognized facilitator to improve access to MOUD care is
local, regional, and national leadership directions and support. In prior studies, facilities with
a high number of prescribers who provided MOUD care had a recognized clinical champion
who advocated for this treatment.28 Thus, engendering national, regional, and local VHA
leaders to prioritize MOUD care and provide resources for this care as well as training
potential local clinical champions to advocate and provide MOUD care facilities may be
optimal strategies to facilitate more MOUD care in local clinical environments.

The VHA has invested in several national initiatives to encourage patient access to MOUD.
These include the Buprenorphine in the VA (BIV) Initiative and the Medication Addiction
Treatment in the VA (MAT-VA) Initiative—two national educational and consult services
with the stated goal to educate, advise, and mentor VHA providers to assess and mitigate
opioid-related risks and improve access to quality MOUD care across the VHA. These—and
other national VHA initiatives—have concentrated on access to MOUD in any VHA clinic
environment with less attention to improve access to MOUD care specifically in non-SUD
care settings like primary care, mental health, and pain clinic environments. These three
clinical environments are often where patients with OUD access ongoing, longitudinal care
and could be prime locations to engage patients who are unable or unwilling to access SUD
specialty care. The Veterans Affairs/Department of Defense Clinical Practice Guidelines for
the Management of Substance Use Disorders, which were revised in 2015, was one of the
first attempts by the VHA to specifically recommend primary care and other office based
clinicians to engage patients in SUD treatment within environments where they practice.

Provider-level factors may account for the limited uptake of buprenorphine in non-specialty
care settings.2>29:34 |n the VHA, too few providers are waivered to prescribe buprenorphine:
during one six-month period from 2017 to early 2018 only 2% of 72,272 VHA clinical
prescribers were credentialed to prescribe buprenorphine.28 In addition, few of those
waivered clinicians are prescribing buprenorphine; of the providers who were credentialed to
prescribe buprenorphine, over half (56.4%) of non-mental health providers and nearly one-
third (28.8%) of mental health providers, had not prescribed buprenorphine in the past 180
days. Most (89.1%) VHA MOUD prescriptions came from mental health prescribers who
worked predominately in VHA SUD specialty care settings. Only 6.8% of these
buprenorphine prescriptions came from primary care providers. This contrasts with non-VA
OUD care, where a vast majority of patients who receive MOUD care receive that care from
non-mental health prescribers,3%:36

Prescriber type and clinical setting are important for patient access and outcomes. Patients
are more likely to have ready access to primary care providers and to lack access to mental
health and SUD providers. This is especially true in rural areas, where Veterans are more
likely to live. Indeed, a recent Government Accountability Office (GAQ) report indicated
only 27% of \Veterans living in rural areas received MOUD compared to 34% of Veterans
living in urban areas. To improve specialty care access for rural Veterans, VHA has a
national network of approximately 1,400 community-based outpatient clinics (CBOCs),
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primarily staffed by primary care providers who are affiliated with mental health providers at
larger VHA Medical Centers. However, CBOCs often direct patients needing SUD care to a
VHA Medical Center specialty clinic. These VHA Medical Centers are usually in urban
centers, often geographically challenging for patients to access. Additionally, many patients
prefer to seek treatment for SUDs and mental health conditions in primary care to avoid the
perceived stigma of seeking addiction care. Providing more SUD care in primary care
settings, including CBOCs, could improve Veterans’ access to any SUD treatment.

Several initiatives over the years have targeted the VHA to improve Veterans’ ready access
to all health care services, especially specialty care services. For instance, the MISSION
Act, a recently enacted law, charges the VHA to provide non-VHA care to eligible Veterans
due to lack of timely access to VHA health care services or long travel distances to the
nearest VHA facility.38 The Act allows Veterans to seek care, reimbursed by the VHA, in
non-VHA healthcare environments. The MISSION act applies to mental health and SUD
care in the community—care that may not be as integrated, as effective, or efficient, as VHA
care. Thus, providing more ready access to addiction care to be contained within VHA
environment may improve integration and patient- and system-level outcomes.

We describe the Stepped Care for Opioid Use Disorder Train the Trainer (SCOUTT)
Initiative, a national VHA program intending to improve access to MOUD in primary care,
mental health, and pain clinic environments throughout the VHA. By improving access to
addiction care in these unique environments, Veterans could have more ready access to
addiction care regardless of their distance to VHA addiction specialty care and allow
integration of care within longitudinal care environments. The intention of this SCOUTT
Initiative description is not to show efficacy and effectiveness of the Initiative, but to
describe the purpose, the methods of implementing the program, and the activities of the
Initiative through the start-up phase.

Thus, we describe the purpose as well as the activities of the Initiative through the official
start of the Initiative, which occurred in August, 2018, when a national meeting brought
nearly 300 VHA staff from 18 regions of the country to learn about the Initiative and “kick
off” implementation of the SCOUTT Initiative in their local facilities. This Initiative could
be replicable and applied to non-VHA settings, such as State-wide initiatives, health systems
of care, and local community environments. Subsequent implementation facilitation
processes to support implementation as well as a formal evaluation of the SCOUTT
Initiative will be described elsewhere. Thus, this description provides a roadmap to
potentially replicate this or similar Initiatives in other health care and community
environments.

THE STEPPED CARE FOR OPIOID USE DISORDER TRAIN THE TRAINER
(SCOUTT) INITIATIVE

Recognizing the urgent need to improve access to MOUD care, in the Spring of 2018, the
VHA Office of Mental Health & Suicide Prevention (OMHSP) initiated the Stepped Care
for Opioid Use Disorder, Train the Trainer (SCOUTT) Initiative to facilitate access to
MOUD in VHA non-SUD care settings. OMHSP collaborated with a wide representation of

Subst Abus. Author manuscript; available in PMC 2021 February 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Gordon et al.

Page 5

VHA stakeholders in originating, planning, and implementing the SCOUTT Initiative,
including leaders representing (among others) national pain, primary care, mental health,
SUD specialty-care, primary care mental health integration, pharmacy, nursing, and
education services. These leaders formed the multidisciplinary Planning Committee for the
SCOUTT Initiative that began meeting monthly in January 2018 and continues to meet
today.

The SCOUTT Initiative’s primary goal is to increase MOUD prescribing in VHA primary
care, mental health, and pain clinics by training providers working in those settings on how
to provide MOUD and to facilitate implementation by providing an ongoing learning
collaborative. While not specifically targeting rural CBOCs or rural facilities within the
VHA, the SCOUTT Initiative’s outcomes may be most applicable to these environments by
bridging a huge gap of VHA OUD treatment for Veterans in rural settings.

OUD is a chronic medical condition, and like other chronic diseases, should be treated using
a chronic care model.3® The SCOUTT Initiative leadership recognized, that like other
medical illnesses, patients transition from acute, high intensity care environments (like SUD
specialty care settings) to non-acute, lower intensity care environments (like primary care,
mental health, and pain clinics) where longitudinal care can be provided. This is not atypical
for other chronic medical disorders. For example, patients with a new diagnosis of HIV are
often seen, assessed, and then started on antiretroviral medications by HIV/infectious
disease providers. Once stabilized on an appropriate regimen, patients return to their primary
care providers to continue a medication regimen. If patients have a crisis, or need more
intensive care, they can transition back to their HIV/infectious disease specialist for
stabilization. Patients then return to their primary care provider for ongoing care once the
crisis has stabilized. Patients thus “step up” or “step down” in care based on severity of the
illness or instability of the disease process.

Similarly, in OUD treatment, patients often initially present to SUD clinics or programs
where they are assessed and treated. Often these programs and/or clinics provide episodes of
care that are finite in duration. Patients, once stable, may be discharged from SUD specialty
care to a lower intensity of care, such as primary care, mental health, or pain clinic
environments. In addition, for patients with mild to moderate OUD who will not seek or
cannot access SUD specialty care, primary care, mental health, and pain clinic office-based
environments may be optimal clinical environments to initiate and maintain patients in care.
This is akin to patients with mild to moderate major depressive disorder or diabetes; diseases
that can be successfully treated in primary care environments without specialty mental
health or endocrinology care.

A stepped care approach to increase access to care and improve the quality of care is not a
foreign concept for a variety of mental health or physical health conditions. For example,
stepped care is an approach used in depression care where patients often typically start with
low-intensity evidence-based treatment and “step up” to higher intensity care if needed.*0 A
stepped care approach has been used and advocated for diseases such as hypertension and
osteoarthritis.#1-43 A recent literature review indicates some promise in the feasibility,
implementation, and efficacy of stepped care models in primary care settings for the
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management of chronic pain and opioid use, including patients with OUD and at risk for
development of OUD.

Recognizing that there are different “steps” in environments of care for many chronic
medical conditions, the SCOUTT Initiative designated three increasingly specialized levels,
or steps, of OUD care. SCOUTT designated STEP-0 as self-directed care/self-management
for OUD including the use of mutual support groups; STEP-1 environments as office based
primary care, mental health, and pain clinics; and STEP-2 environments as SUD specialty
care settings (FIGURE 1). In the VHA Stepped Care Model for OUD, the steps of care were
not mutually exclusive: patients could engage in STEP-0 care along with STEP-1 or STEP-2
care. However, an important element of the Stepped Care Model is that every patient would
have longitudinal care in office-based clinical settings, with a primary care, mental health, or
pain clinician. Thus, having clinicians with knowledge of OUD, particularly expertise to
assess and treat OUD, and systems to promote referral to STEP-2 care in these clinics are
essential. For this reason, SCOUTT targeted clinicians in STEP-1 clinics for training about
OUD assessment and treatment.

The SCOUTT Initiative intended to provide: 1) education on VA/DoD Clinical Practice
Guidelines and national policy requirements which recommend MOUD as primary
treatment for OUD and reinforce that psychosocial interventions alone are not
recommended; 2) means to address patient resistance to referral to SUD specialty care,
which impedes access to treatment; 3) promotion of care in settings where Veterans are most
likely to present; and 4) recognition that MOUD saves lives and can be successfully
implemented in non-SUD specialty settings. In fact, the majority of clinical research in and
outside the VA indicates that MOUD can be safely, effectively and efficiently provided in
non-SUD specialty care settings such as office based primary care, mental health, and pain
clinic environments.

Upon the suggestion of the SCOUTT Initiative’s multidisciplinary planning committee of
VHA stakeholders, leaders, and clinicians, in May 2018, VA directed regional VHA
Veterans Integrated Service Network (VISN) Directors to nominate interdisciplinary
SCOUTT Facility Implementation Teams (SCOUTT FITs) to lead and implement SCOUTT
activities in STEP-1 clinics in each of the VISNs and eventually spread this model across
their networks. In the VHA, each of the 18 VISNs within the VHA is responsible for the
planning, budgeting, and service delivery of healthcare to Veterans within its region and
each VISN Director is ultimately in charge of this mission in each VISN. For the SCOUTT
Initiative, the VISN Directors were directed to identify and nominate VISN teams of 13
VHA health care staff members from each VISN: four VISN leaders with decisional
authority within 1) mental health, 2) substance use disorder, 3) primary care, and 4) pain
services as well as a facility team consisting of: a physician-leader from a STEP-2 clinic, a
physician-leader from a STEP-1 clinic, and 7 associated interdisciplinary team members (2
physicians, nurse practitioners, or physician assistants; 1 pharmacist; 2 nurses; 2 therapists)
including members from SUD specialty care and one of three targeted clinics (general
mental health, primary care, pain). Nominated teams—SCOUTT FITs—were directed to
attend several webinars in the Spring and early Summer 2018 regarding MOUD care and
attend the national SCOUTT conference in August 2018.
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The charge of these SCOUTT FITs was to ensure the SCOUTT Initiative’s implementation
at two STEP 1 clinics at their facility within 12 months (PHASE 1) and another STEP 1
clinic at another facility within the VISN within 24 months (PHASE 2). PHASE 1 was
divided into three components which charged the SCOUTT FITs to 1) participate in
community of practice calls and the national learning community of the SCOUTT Initiative
(0-6 months), 2) implement the Stepped Care Model within a Step 1 clinic at their facility
(6-9 months), and 3) implement the Stepped Care Model within another Step 1 clinic at their
facility (9-12 months).

Based on feedback from the planning committee and at the direction of VHA, in the spring
of 2018, several national webinars introduced the 18 SCOUTT FITs to the SCOUTT
Initiative and to two models of care with evidence of effect outside of the VA for integrating
MOUD within STEP 1 clinics: the medication management (physician-led) and
collaborative care (nurse-led) models.#>46 In May 2018, a kickoff national webinar occurred
where Karen Drexler, MD, Director of SUD Services within the OMHSP, introduced the
SCOUTT FITs to the SCOUTT Initiative including the Initiative’s need, goals, and
processes. During this seminar, a discussant (David Fiellin, MD) described the role of the
physician/prescriber in providing medical management for MOUD and the utility of non-
pharmacologic approaches as an adjunct treatment for MOUD in office based settings; there
exists evidence that non-pharmacologic treatment may not be needed to improve patient,
addiction-specific outcomes for all patients.#”-51 In addition, another discussant (Colleen
Labelle, MSN, RN-BC, CARN) described how nurses and other allied health care providers
can assume a central role in the management of MOUD within office based settings.® Prior
to the SCOUTT Initiative Conference, additional webinars occurred to further orient the
SCOUTT FITs to the SCOUTT Initiative.

After these national webinars and before the subsequent SCOUTT Initiative Conference it
was identified by SCOUTT leaders that the SCOUTT FITs faced several barriers to
implementing SCOUTT. Many of these barriers have been described in prior studies.
25,28,30.31,52 perceived barriers included providers’ and administrators’ lack of knowledge
about MOUD, lack of education about MOUD care, workload concerns, length of treatment
and diagnosis and coding questions for OUD, tele-health prescribing concerns, and issues
with credentialing and privileging of buprenorphine prescribers. The pre-conference
webinars started to address these concerns; the SCOUTT Initiative Planning Committee
modified the SCOUTT Initiative Conference agenda to also address these perceived barriers
to MOUD implementation.

The 2-day SCOUTT Initiative Conference was held in August 2018 in Hartford,
Connecticut. All members of the 18 SCOUTT FITs were invited to participate (total of 234
staff members). The SCOUTT Conference was organized to address the barriers identified
by the SCOUTT FITs in the preceding months, further promote the evidence base of the two
models of care (medical management and collaborative care), and give providers knowledge
and skills to implement these models within their local SCOUTT STEP-1 clinics. The
SCOUTT Initiative Conference covered a range of topics including sessions focused on
stepped care for OUD; diagnosis of OUD in patients with chronic pain; medical
management of OUD; essential counseling skills for medical management; implementation
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challenges; facilitators of Stepped Care; examples of VA models that work in Step-1 care;
VA resources to assist the SCOUTT FITs in implementing SCOUTT, and verbal patient
testimonials regarding the value of MOUD care in primary care (TABLE: SCOUTT
Conference agenda). Presenters included both non-VHA and VHA scholars and clinicians
and a patient who described his experience on MOUD care in VHA primary care setting.
During the SCOUTT Initiative Conference, dedicated time was set aside for SCOUTT FITs
to network with other providers and facilitators to discuss local challenges in STEP-1
Stepped Care and to facilitate discussion to overcome those challenges. SCOUTT FITs
presented their ideas and plans for implementation at their facilities to the rest of the
SCOUTT Initiative Conference attendees.

The attendees of the SCOUTT Initiative Conference included 246 participants, including the
SCOUTT FIT members, lecturers/panelists, and national stakeholders from all 18 VVISNs.
Each SCOUTT FIT developed problem statements, aim statements, project scope, and
project deliverable plans to implement SCOUTT within their facility and regional network.
Informal post-conference evaluations among 168 respondents (68.3% of total) indicated
95% overall satisfaction with the SCOUTT Conference. Respondents identified themselves
as physicians (n=68), nurses (28), psychologists (26), pharmacists (25), social workers (13),
physician assistants (2), counselor (1), and/or others (n=5 no selection). Drug Addiction
Treatment Act of 2000 (DATA 2000) half-half optional buprenorphine x-waiver trainings
were also offered to participants prior to and after the SCOUTT Conference.30 Fifty-seven
participants also attended one of two optional, in-person buprenorphine x-waiver trainings
provided before and after the SCOUTT Initiative Conference. After the Conference, the
SCOUTT FITs returned to their facilities with their action steps to implement SCOUTT.

While the SCOUTT Initiative was guided by the belief that OUD is a chronic medical
condition that should be addressed within the confines of longitudinal settings (primary care,
mental health, and pain clinic environments), it was not grounded in any particular
implementation science framework. However, recognizing that education alone will not
change health care providers behaviors or facilitate overcoming emerging barriers, the VHA
subsequently funded two implementation research projects after the SCOUTT Initiative
Conference to facilitate implementation and evaluate the SCOUTT Initiative, which were
guided by the Promoting Action on Research Implementation in Health Services (i-
PARIHS) and the Reach, Effectiveness, Adoption, Implementation and Maintenance (RE-
AIM) frameworks.>3-58

The SCOUTT Initiative leadership was concerned that members of the SCOUTT FITs may
return to their facilities to have competing time demands, have lingering stigma of OUD and
MOUD, and have little incentive for real practice change.59-62 In addition, considering that
primary care, mental health, and pain clinic providers are often busy, overworked, and
confronted with several multiple competing mandates to accomplish, there existed a concern
about innovation fatigue after the SCOUTT Initiative Conference. Thus, the SCOUTT
Initiative leadership advocated for, and received, additional longitudinal implementation
intervention and evaluation support after the SCOUTT Initiative Conference. These projects
continue to assist the SCOUTT Initiative and are briefly described herein.
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The grant “Facilitation of the Stepped Care Model and Medication Treatment for Opioid Use
Disorder” (PEC 19-001, Gordon principal investigator) was funded to facilitate the
SCOUTT Initiative through intensive external implementation facilitation, ongoing
education, and 1:1 concierge consultation mechanism. The external implementation
facilitation intervention consists of assigning an implementation specialist to each SCOUTT
FIT team. In this project, a national implementation specialist is assigned to each SCOUTT
FIT team and tasked with convening monthly telephone contacts with the team to track
progress on action plans, identify barriers and assist in problem solving solutions to barriers.
On an as-needed basis, the implementation specialists connect SCOUTT FIT teams to
available resources, expert buprenorphine prescribers, and to national leadership to support
their efforts and assist in resolving barriers. Site visits from two members of the
implementation team were made available to SCOUTT FIT teams. All implementation
specialist contacts with SCOUTT FIT teams are recorded in an electronic tracking database.

This database is also utilized by the second implementation research project which was
funded to evaluate the SCOUTT Initiative, “Evaluating the Implementation of the VA
Stepped Care for Opioid Use Disorder Train-the-Trainer (SCOUTT)” (PEC 18-203,
Hawekins principal investigator). This project utilizes both quantitative (patient and
providers) and qualitative (providers) data to evaluate the impact of SCOUTT on number of
providers prescribing MOUD, number of patients with OUD receiving MOUD and to
document barriers to, facilitators of, and strategies for implementation. These ongoing
projects are synergistic and, to date, continue to meet weekly with national leaders and
stakeholders as the SCOUTT Initiative enters Phase 2. Further descriptions and results of
these two projects will be more fully described and reported elsewhere.

The SCOUTT Initiative works to empower primary care, mental health, and pain clinic
champions to introduce the SCOUTT Initiative to their facilities and another facility in their
VISN. Improving MOUD care in STEP 1 clinics is expected to increase access to MOUD
care throughout the VHA. Early results indicate increased access to MOUD care within
SCOUTT STEP-1 clinics, increased access to MOUD care within SCOUTT facilities, and
increased numbers of providers who are prescribing MOUD in both SCOUTT clinics and at
SCOUTT facilities. Patient and provider perspectives of the SCOUTT Initiative appear to be
positive.

Further research is needed to quantify SCOUTT Initiative progress and impact upon the
VHA and the two ongoing projects should elucidate the progress and outcomes of the
SCOUTT Initiative. Nevertheless, the SCOUTT Initiative is a large investment for the VHA
to improve the access to quality SUD treatment in non-SUD care settings for Veterans with
OUD. Time will tell whether the SCOUTT Initiative improves integration of SUD care in
non-addiction care settings, the retention of Veterans in VHA care, and SUD care
coordination in a variety of settings.

Ongoing evaluations will examine whether the SCOUTT Initiative is effective at improving
the access to MOUD treatment in primary care, mental health, and pain clinic environments.
If proven successful at improving access to MOUD, the Initiative could be a reproducible
model of implementation for other large healthcare systems to emulate. This is especially
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true if the SCOUTT Initiative reduces health care emergency room visits and hospitalization
for patients with OUD and proves to be a cost-effective evidence-based implementation
strategy. If so, it may be that the SCOUTT Initiative could be replicated by State-wide
initiatives, communities, health care systems, and insurers and be a model of implementation
to improve access to care and disease and health system metrics for other, non-OUD,
diseases.
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The Veteran Health Administration’s Stepped Care Model for Medication Treatment for
Opioid Use Disorder
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Agenda: Stepped Care for Opioid Use Disorder Train the Trainer (SCOUTT) Initiative Conference

DAY 1
Time Title of Presentation Type of
Presentation
7:00 - 7:45 a.m. Registration
7:45-8:00 a.m. National Anthem
8:00 - 8:15 a.m. Overview and Introductions Lecture
Welcome
8:15-9:00 a.m. Stepped Care for Opioid Use Disorder: One VA’s Experience Panel Discussion
9:00 - 9:30 a.m. Diagnosis of OUD in Patients with Chronic Pain Lecture
9:45 - 10:45 a.m. Medical Management of OUD Lecture
10:45-11:45a.m.  Essential Counseling Skills for Medical Management Lecture
12:45-2:45 p.m. Essentials of Office-based Treatment: Lecture
Screening/Intake; Induction; Stabilization; Maintenance; Red Flags
3:00 - 4:00 p.m. Action Team Implementation Session #1 Breakout
4:00 - 4:30 p.m. Wrap-up/adjourn Lecture
DAY 2
Time Title of Presentation Type of
Presentation
7:00 - 7:45 a.m. Sign-In
7:45-8:10 a.m. Welcome to Day 2 Lecture
Summary and Plan for the day
A few words from VHA Executive in Charge
8:10 - 9:00 a.m. Implementation Challenges, Facilitators, and Models That Work Panel Discussion
9:00 - 10:30 a.m. VA Resources that Can Help Lecture
. Academic Detailing
. Buprenorphine dashboard
. Pain Management Teams (PMT)
. Psychotropic Drug Safety Initiative (PDSI)
. Overdose Education and Naloxone Distribution (OEND)
. Stratification Tool for Opioid Risk Mitigation (STORM)
. Opioid Therapy Risk Report (OTRR); Patient Appointments Planning Tool
. Primary Care-Mental Health Integration (PC-MHI)
. Pharmacy Benefit Management (PBM) formulary; Recommendations for Use (RFU);
Criteria for Use (CFU)
. MAT VA
. Specialty Care Access Network-Extension for Community Healthcare Outcomes

(SCAN-ECHO)

10:45-11:15a.m.

Research to Inform Implementation: 2018-2019 projects Panel Discussion

11:15-12:30 p.m.

Action Team Implementation Session #2 Networking: Breakout
Charter and Statement of Work

1:30 — 2:30 p.m.

Action Team Implementation Session #3 Networking: Breakout
Charter and Statement of Work
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DAY 1

Time Title of Presentation

Type of
Presentation

2:45 - 4:00 p.m. Action Team Implementation: Plan Sharing

Group Discussion

4:00 —4:30 p.m. Wrap-up/adjourn

Lecture
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