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Abstract
The opioid epidemic is agtting every aspect of communitiésm the national level down to
each state and city level. North Carolina reports overebsfent of deaths being related to heroin
and synthetic narcotics. There are many different treatment ofdioogioid addiction
however research evidence supptrts medication assisted treatment (MAT) has the most
successfl rates of longerm sobiety. UnfortunatelyMAT programscan be scarce and
expensive. Auality improvement project was designed to assisommunityclinic in
developing amutpatient MAT program. The clinic was awardedealth Resources and
Services AdministratiorHRSA) grant tosupport the creation of MAT program The project
includedthedevelopment of a cost benefit analysis, pat i ent 6 s scraeeni ng qu
admission protocol, an evaluation tool utilizing fhan-do-studyact PDSA) model, a substance
use listory and physicdiorm for useby the providersa patient information brochurand
marketing materials for the MAT progranThroughout the project, marketing of the program
and the clinicd the community became the primary focus. Omegketingstraegiesregarding
the MAT program wer@nplementedan increasén patient admissions to the outpatient
treatment prograraccurred This project addressedcess to carebjectives related to Healthy
People 2020, the North Carolina Opioid Action Plan, thiednstitute for Healthcare and

Improvement.

Key words opioid addiction, medication assisted treatment, community health clinic, addiction,

addiction treatmenbpiate addictionbuprenorphine/naloxonéeroin addiction
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Chapter One: Overview of the Problem of Interest

The opioid epidemic has become a nationwide emergé&yters for Disease Control
and Prevention [CDC], 2017)North Carolina, among other states in tagan, has been greatly
affected by opioid addiction. North Carolina has created a plan to address the specific state
concerns related to this epidemic. The familial, economic, and tretdtied effects of the
opioid crisisare greatly affectingjorth Carolina and MecklenburGounty. This quality
improvement project will identify patients in the community eligible for outpatient medication
assisted treatment for opioid use disorder.
Background Information

The opiate crisis has become a global epidé@i2C, 2016) It is not discriminatory,
affecting people from all walks of life. An opioid is defined as an agent that is synthetic or
natural, that stimulates the opioid receptors and produces diieieffects (Epocrates, Inc.,
2019). Examples of legand illegal opioids include codeine, fentanyl, morphine, methadone,
oxycodone and heroif{Epocrates, Inc., 2019). Opioidere originally developetb treat pain,
however theyhave become a drug of abubee to the effects a person experiences wakimg
opiate based drugs. The Substance Abuse & Mental Health Services Administration [SAMHSA]
(201%) citesthe DSM6 cr i t eri a for opioid use disorder (
by loss of control of opioid use, risky opioid use, impaired sdeiaitioning, tolerance, and
wi t hdr a-®)aThise OUDmliaghosis definitionreplate he pr evi ous ter ms 1ic
and Aopioi d depen dehpsa is fidRobed Bith OQULRIfAheyBuse
opioids and experience at least two of the elesyamptoms listed in the diagnostic criterseé

appendix Afor diagnostic criteripin a twelvemonth period (SAMHSA, 2013.
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It is estimated that in 2@lthere werean estimated 9.7 million peopleover the age of
twelvewith a substance use disordethe United States, witB52,0000f those classified as
heroin users (SAMHSA, 2@B). The Centers for Disease Control and Prevention [CDC] (2016)
have stated that opioid overdose deaths have quadrupled since 1999 nationwide. SAMHSA
(201849 also notedhat, according to their 2@Xkurveyresults,20.7million adults in the United
States needed substance use treatrhemtever,only 1.5 percent of people received treatment
and 91.3 percent felt that they did not need treatment. For those that felidbdgd treatment
but did not receive treatment, several reasmare citedor not receiving treatment937 percent
were not ready to stop usirgf).3percent did not have healthcare coveragsould not afford
the cost of treatmen20.5 percent were ogerned treatment might have a negative effect on
their job, 17.2 percent were concerned about negative opinions their community or neighbors
may have;10.9 percent did not know where to go for treatment, @pdrcent did not find a
program that offereche type of treatment they wanted (SAMHSA, 81 This demonstrates a
lack of community education and treatment options for persons with OUD.

The National Institute on Drug Abuse (NIDAgportsthat every day in the United States,
130 people die of anpinid overdose (NIDA, 2019). In the late 1990s healthcare providers
began prescribing opioid pain medications in large numbers due to the reassurance given by
pharmaceutical companies that patients would not become addicted to prescription opioid
medicatons (NIDA, 2019). Due to this increase, diversion and misuse of these medications rose,
resulting in higher and higher opioid related deaths (NIDA, 2019). It became apparent that these
medications were highly addictive as 1.7 million people nationwitfersd with a substance
use disorder (NIDA, 2019). Itis also noted that in 2006, there were 72.4 opioid prescriptions

written per 100 persons; this rate increased annually by 4.1 percent until 2008 (CDC, 2017). The
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rate of prescription opioids did noédpin to decrease until 2012, reaching 66.5 prescriptions per
100 persons in 2016 (CDC, 2017). While statistically the number decreased, it only decreased
5.9 prescriptions over a tgqear period.

In North Carolina, there were 1,505 opioid related deatl2016 with an average of 15.4
deaths per 100,000 (NIDA, 2018). This surpassed the national rate of 13.3 deaths per 100,000
(NIDA, 2018). It is evident that opioid use has becomstate of health emergency. These
increases in drug use and death isipour communities at risk due to the inherent risks of
intravenous (IV) drug use. In North Carolina in 2015, 8.1 percent of males and 11.3 percent of
females, were new cases of Hittributed to IV drug use (NIDA, 2018). In 2014, 84 percent of
the repoted new cases of hepatitis C were attributed to 1V drug use (NIDA, 2008. T
demonstratesie health of communitigs being directly impacted by the opioid crisis.

Not only are communities being negatively impacted by OUD, but families and friends of
the addicted person are greatly impacted. Families and friends often feel anger, fear,
helplessness, and sometimes they feel they are to blame for the addiicti©emn, Lubman,
Boardman, & Flood, 2017; Olafsdottir, Hrafnsdottir, and Orjasniemi, 20T8re are groups
such as NaAnon, a twelvestep program, to help families and friends of a loved wive ha
addiction to narcoticddowevert hese programs do not al ways al.
how to help their loved one, and they often do movjole education and options regarding the
addiction or treatment. One study found that 70 percent of family members of substance users
experienced aggression and violence that was stressful and emotionally exhausting @cCann
al,, 2017). The same stya@lso noted that families felt their capacity to prevent and cope in
these circumstances was undermined by the lack of access to and suppsrpfrera i al i st s 6

services (McCann et al., 2017). Olafsdottir, Hrafnsdéttir, and Orjasniemi (2018) found in their
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study of 143 participants assessing the effects of the psychosocial state of family members of
those with addiction, that 36 percent had average, serious, or very serious depression, anxiety, or
stress. In North Carolina, during the state fiscal year2B17-2018, it was reported that 41.7
percent of children entering the foster care system had parents with substance use as a factor for
out of home placement (North Carolina Department of Health and Human Services [NCDHHS],
2018). This is a 59 perceinicrease from SFY 2002010 (NCDHHS, 2018). At the same time,
grandparents are becoming responsible for caring for their grandchildren. In 2017, 44 percent of
North Carolinian grandparents were the responsible care giver for their grandchildren
(NCDHHS, 2018).

The economic burden of the opioid crisis is also devastating. According to North
Carolina Hospital Association [NCHA] and Hospital Industry Data Institute [HIDA] (2018), the
estimated total economic cost in 2016 was over $570 billion in the United &tateser $21
billion in North Carolina. This equates to 3.1 percent of the United States gross domestic
product (GDP) and 4.1 percent of North Carold]
Carolina Injury and Violence Prevention (2017) estimate MecklenBarg nt y6s t ot al I
costs of medical and work loss from medication and drug fatalities in 2016 was over $208
million. Murphy and Polsky (2016) completed a systematic review and suggested that
pharmacotherapy for OUD is associated with a total lowdttheare cost. This is because of
the high health care costs associated with substance use disorder, such as the costs of emergency
room visits and inpatient admissions (Murphy & Polsky, 2016). Overall, the cost of the opioid
epidemic is catastrophic wheonsidering the economic burden, healthcare related aaosits,

complicationsassociated with IV drug use, and rising rates of HIV and hepatitis C
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Lastly, relapse is a complication of addictidror the purposes of this quality
improvement project relae will be defined as en an addict becomes sober for a period of
time and then reverts back to substance abuse. One study reported relapse rates of opioid
dependence, after receivingpatient treatment, as high asf@rcent{(Smyth, Barry, Keenan, &
Ducray, 2010). The NIDA (2014) reports relapse rates as high-@8 gé€rcent Rong et al.

(2016) cite that some studies show rates of relapse as higkap8€cent This warraned

asking the questions: why are the relapse rates so high and whg avertmt therapies not
working? There are many researched and documented reasons and causes of relapse. These
range from motivation, environment, social constructs and social support systems, to behavior
and mental iliness, just to name a few. It haanbdiscussed in many research articles that
behavioral therapy is one of the best treatments for maintaining sobriety from drug addiction.
The NIDA (2014) discusses the importance of viewing addiction in the same light as any other
chronic disease. Whenchent with any type of chronic disease lapses in their treatment,
intervention to get them reinstated is necessary (NIDA, 2014). Relapse should not be viewed as
a failure, but a trigger to reinstate the intervention to help obtain sobriety again (RDDA),
Appropriate measures should be in place to assist the person when relapse occurs.
Significance of Clinical Problem

The Unital States government has addressed the cost of the opioid epidemic in the
Council of Economic Advisors report; the NCDHH&shaddressed funding opportunities for
opioid treatment, and North Carolina has developed the North Carolina Opioid Action Plan
20172021 to combat the opioid crisis by reducing opioid addiction and overdose death
(NCDHHS, 2017). The action plan include=ven key areas for North Carolina: create a

coordinated infrastructure, reduce oversupply of prescription opioids, reduce diversion and flow
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of illicit drugs, increase community awareness and prevention, make naloxone widely available

and link overdose suivors to care, expand treatment and recoveignted systems of care, and

measure the impact and revise strategies based on results (NCDHHS, 2017). The metrics for

each area is updated quarterly. As of January 2019, each area has shown improvesnent sin

implementation with the exception of the number of unintentional opedéded deaths, the

number of ED visits that received an opioid overdose diagnosis, and the percent of opioid deaths

involving heroin or fentanyl/fentanyl analogues; each of thesgesancreased (NCDHHS, 2019).
Addressing the opioid epidemic in North Carolina has become vitally important for the

health of the state and communities. Currently in North Carolina, heroin or synthetic narcotics

are now involved in over 50 percentddaths in the state (NCDHHS, 2017). Part of the action

plan is to expand treatment including increasing state and federal funding for treatment access

and increasing providerds ability to prescrib

based opid treatment (NCDHHS, 2017). SAMHSA (n.d.) currently has three MAT centers for

opioid treatment listed in Charlotite Mecklenburg County According to the United States

Census Bureau, in 2017 the population of Mecklen@angnty was just over 1 million ith over

12 percent being uninsured. NIDA (2016) reports that MAT has been shown to decrease opioid

use, overdose deaths, criminal activity, and infectious disease transmission and it increases social

functioning and retention in treatment. However,albstates are equipped with the resources

to provide adequate MAT, noting that less than half of privately funded treatment programs offer

MAT (NIDA, 2016). According to North Carolina Injury and Prevention (2018), one in five

North Carolinians died eaatay from an unintentional medication or drug overdose in 2016.

North Carolinabs action plan is addressing ea
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MAT is an important aspect of the action plan to decrease opioid addiction and overdose deat
in the stag.
Question Guiding Inquiry (PICO)

Canan admission protocol for an outpati®®T program retairthe number of persons
referred to the program fareamentof OUD in a community health clinic in Charlotte, North
Carolina?

Population. Thepopulation for this project asthe MAT trained primary care providers
the medical directonffice staff,and licensed clinical social workers (LCS)/t this
community clinic.

Intervention. Developanadmission protocol fahe MAT trainedprimary cae
providers and LCSWs to utilize for patient admission to the outpatient MAT program for OUD.
Educate office staff, primary care providers, and LCSWs about how to utilize the admission
protocol. Implement the admission protocol.

Comparison. This projeccompare the total number of patiemreferred to the MAT
program utilizing theadmissiorprotocolto the total number of patients thramairedin the
program after oneonth

Outcome(s) The outcome @asthat90% patientsreferred utilizing the admissio
protocol remairdin the program after omaonth Datawascollected througtibecembef019.
Summary

The opioid epidemic has had a deeasg impact in the United States, North Carolina,
and Mecklenbur@ounty The number of opioid deaths and overdoses has been steadily
increasing since the 1990s. The opioid epidemic has greatly impacted North Carolina as

evidenced by the death rate surpassing the

n
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threatening th health of communities, negatively affecting families, and it has created a large
economic burden on the United States and North Carolina. Due to each of the issues, multiple
governmental agencies are now involved to combat this epidemic, providingduamdi grants

to expand treatment services and educate communities. It is documented that MAT programs are
effective, but many states do not have resources to adequately implement these programs. North
Carolina has created an action plan to addressehes&ues for the state; providing quarterly

reports on the progress of the action plan and evaluating the action plan. One of the key issues
identified aligns with the national issue of resources for MAT programs. This community clinic
received a grartb implementa MAT program to address the problem of the opioid addiction

and overdose deaths. Since this clinic is a fee based sliding scale clinic, it serves the uninsured
and lowerincome populations within Mecklenbu@punty. Therefore, developing adssion

criteria for patients to receive treatment in this clinic will be vital in addressing OUD in this

county.
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Chapter Two: Review of the Literature

The American Society of Addiction Medicine [ASAM] (ASAM, 2019) defines addiction
as fMé&amary, chronic disease of brain reward,
Opioid addiction, or opioid use disorder, like many other addictions, has cycles of relapse and
remissions. The person is unable to abstain from use, which intipaiirability to control
behaviorscurb cravings for the drug, amecognize they have problems with interpersonal
relationships, and emotional responses (ASAM, 2015).

Recently, there has been a surge of research on this topic due to the nationwide opioid
epidemic. Mostesearch focusam Medication Assisted Treatment (MAT), either alone or in
combination with other treatments sucthakavioratherapy. Research has also explored
barriers to MAT such as physician resistance to MAT for opioid use disorder.

Literature Appraisal Methodology

Sampling strategies. The search for MAT foopioid use disorder used CINAHand
PubMed. The initial search terms included opioid addiction treatment and community opioid
addiction treatment. The search was narrowed using the following MeSH terms:
buprenorphine/therapeutic use, health services accessibility, methadone/tlheese apiate
substitution treatment/history, opierdlated disorders/drug therapy, patient compliance, adult,
buprenorphine, naloxone drug combination/therapeutic use, combined modality therapy, follow
up studies, heroin dependence/rehabilitation, digips/statistics & numerical data, patient
dropouts/statistics & numerical data, naltrexone/administration & dosage, naltrexone/economics,
naltrexone/therapeutic use, narcotic antagonists/administration & dosage, narcotic
antagonists/economics, narcotitagonists/therapeutic use, opiate substitution

treatment/economics, treatment outcome, and secondary prevention/methods. The initial search
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yielded 21,087 articles. Additional filters of publication year 20a&ent, full text, English
language, and &g19+ were applied, returning 967 articlédter applyingthe inclusion and
exclusion criteria, 513 remained. Ultimately, thistgven articles were selected for evaluation
on the topic.

Statistical data, current opioid drug use programs, and opieidissrder treatment
were also searched using Google search engine. This search included the following terms:
opioid use in the United States, opioid use in North Carolina, opioid use statistics nationwide,
unintentional drug overdose, unintentional dowgrdose death rates, population of Mecklenburg
county, NC opioid action plan, uninsured statistics for Mecklenburg county, SAMHSA, cost of
opioid addiction nationwide, cost of opioid addiction in North Carolina, and family effects of
opioid use. This seeh provided seventeen references necessary for statistical data on current
programs for opioid use disorder in the United States and in North Carolina.

Evaluation criteria. The revised Standards for Quality Improvement Reporting
Excellence (SQUIRE) gdelines were used to assess articles. This medentifiedthelevel
of evidence, the aimthe methods usedheinterventions, thevaluatiors, study limitations, and
application of findings to the proposed projelitwas used taritically evaluae thearticles and
their appropriateness to the proposed DNP project. Some articles focused on inpatient
interventionsand the medication utilized for the intervention. Several of the articles did not
place emphasis ahe implementation methddr treatng substance use disordand
incorporated the treatment p$ychiatric disorders. While these are important areas of research,
they dd not apply to the current project.

Inclusion and exclusion criteria were used to determine the application ofithe tart

the current project. The exclusion criteria included the following: emergency department
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implementation, hospital treatment, inpatient treatment, substance use disorder, alcohol use
disorder, chronic pain, pregnant women, age <18 years old, goligisic disorders.This
criterionwas excluded because it pertains to special populations or includes topic areas not
applicable to this projectThe inclusion criteria included the following: opioid use disorder,
adults, primary care, community heattnter, officebased treatment, heroin use, injectable
opioids, prescription opioids, addiction, dependency, opioid treatment, medication assisted
treatment, cognitive behavior therapy, buprenorphine, naltrexone, models of care for opioid
treatment, andlpysician/provider biasesThese inclusion criteria were used because they apply
directly to the population of focus, the topic of the project, or the intervention selected for the
topic.
Literature Review Findings

The articles utilized range in level of evidence from level one to levell$igre were
seventeen level one references that defined criteria/clinical guidelines on opioid use diserder,
statistics obpioid use disorder, treatment, and death ré&tesystematic review discusdthe
economic evaluation of current opioid use disorder interventions. There were two level two
articles that includech randomized control trial to assess the effectiveness of a community
based relapse prevention program trate was randomized comparative effectiveness study
of a communitybased program comparing the use of naltrexone to buprenosmdiinexone for
relapse prevention. A level three study assessed a pre and post interveatiomofunity
based buprenorjie treatment education program for referral to buprenorphine treatimiesrte
were five level fouarticlesthat included(1) a quantitativeopen cohorstudyevaluating
correlations between relapsedevelop strategies for relapse preventi@asix year

prospective, longitudinal study addressing the outcomes of maintenance treatment, such as
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retention, mortality, and abstinen¢8) a surveyof family physiciansusing quantitative and
gualitative measures to explore the barriers and facilitatdrsgeenorphine adoptio4) a
retrospectiveeohort study examining characteristics of office based buprenorphine treatment
retention; and5) a nonexperimental retrospective quality improvement pregstssing
retention and duration of buprenorphineatreent comparing a community primary care clinic
and an office based buprenorphine induction and stabilizelimn. Two level five articles
reported (1) a qualitative data analysis that
health home nael, as an opioid health home model anda(8ystematic review of the
Massachusetts Collaborative Care Model to expand treatment services for opioid use disorder at
community health center©ne level six article described a sestiuctured qualitativeeview of
family experiencewith a loved one suffering from substance use disorder. No level seven
articles were reviewed.

MAT effects on retention and sobriety. Multiple retrospective studies analyzed the
effects of retention and sustained sobrietyrat&T. The ASAM recommends four
medications for MAT use in OUD: methadone, (aagonist for treatment and withdrawal
management), buprenorphine, (a partiatagonist for treatment and withdrawal management),
naltrexone, (an antagonist for relagpsevention), and naloxor{ean antagonist to treat overdpse
(ASAM, 2015). The majority of research on MAT is focused around these treatments. For
example, Soyka, Strehle, Rehm, Buhringer, and Wittchen (2017) conducted a longitudinal study
of patients irmaintenance treatment that were prescribed methadone, buprenorphine, or
buprenorphinenaloxone combination. Thmatients were prescribed MAT in offidmsed

settings, by primary care providers, or from substitution centers (Soyka et al., 2017). Tliey foun
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that MAT helped 7@ercentof patients stay in treatment for at least six years (Soyka et al.,
2017).

Medication assisted treatment research indicat@screased likelihood to sustain
sobriety. The NIDA (2016)reportecthat MAT decreases opioid use/erdose death, and
increases treatment retention. DeFlavio, Rolin, Nordstrom, and Kazal (2015) reported that
buprenorphine maintenance treatment reduces opioid use and owdtseand a safe and
effective officebased treatment.

MAT implementation methods. Several articles described methods and settings for
MAT implementation in OUD. ClemarSope et al. (2017) performed a qualitative data analysis
to assess the Medicaid health home model to implement an opioid health home (OHH) model.
This modéincorporated opioid agonist treatment with comprehensive care management, care
coordination, health promotion, comprehensive transitional care and fofipimdividual and
family support, and referral to community and social services (Cle@aps et al 2017). The
researchers found that implementing OHH was successful: providers spent more time and
resources assessing patient needs, developing appropriate care plans, and monitoring progress
because these activities were reimbursed through the OHH (@dmansCope et al., 2017).
This study did not address the retention of patients in the OHH, however the population served in
the OHH were 780 percentMedicaid beneficiaries (Clemai®ope et al., 2017). It is evident
that this model was able to méleé needs of the underserved populations in this study.

LaBelle, Choongheon, Bergerand Samet (2016) reviewed a similar care model
implemented in community health centers, the Massachusetts Collaborative Care Model. This
model was designed to expatnelatment services for opioid use disorder in community health

centers (LaBelle et al., 2016). This model incorporated office based opioid treatment (OBOT),
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which consisted of four treatment strategies: screening and assessment of appropriateness for
OBOT, medi cation induction (buprenorphine) wund e
supervision, stabilization, and maintenance (LaBelle et al., 2016). Using this model, the authors
found that twethirds of patients were retained in treatment for more tvaivé months
(LaBelle et al., 2016). They also found that they were able to retain minorities in treatment,
indicating that expanding treatment in community health centers improved access to care
(LaBelle et al., 2016). Weinstein et al. (2017) found thiaiorities are less likely to engage in
substance use treatment and are less likely to be retained in any substance use treatment. Tierney
et al. (2018) conducted a nonexperimental retrospective quality improvement project to assess if
there was a diffemce in retention and duration between a community primary care clinic (CPC)
and an officebased buprenorphine induction and stabilization clinic (OBIC). Their findings
indicatal that there was no statistical difference in retention or duration betweéndlisettings
(Tierney et al., 2013

Setting of MAT implementation. Weinstein et al. (2017) conducted a retrospective
study examining characteristics of offideased buprenorphine treatment retentiver atwelve-
yearspan The researchefeund that53.7 percentof patients were retained at one year of
continuous treatment and 4@ércentwere retained at two to five years of treatment (Weinstein
et al., 2017). These results are comparable to the tfeamtyveek randomized comparative
effectivenessrial in a communitybased program that assessed retention of naltrexone injection
participants with buprenorphifrgaltrexone oral medication by Lee et al. (2018). In this study,
the retention of both groups of participants wast4percent findings irdicated that once
successful induction of either medication was completed, the results were similar with regard to

retention at twentjour weeks (Lee et al., 2018).
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Maarefvand et al. (2015) had 7pércentetention without MAT. They implementé a
communitybased relapse prevention (CBRP) program ilramancommunity. The double
arm randomized control study utilized participants discharged from atehorresidential
abstinencébased treatment centégarefvancet al., 2015). The contrgroup received routine
follow up, such as phone calls, and the intervention group received the routine follow up and the
CBRP program which consisted@aftensve community services and teamrk (Maarefvandet
al., 2015). The intervention was implemenlgchat least one social worker and one peer group
counselor and was implemented based on a written protdealréfvancet al., 2015). The
intervention group had 77dercant successful retention and the control group 4krcent
successful retention at 45 dayda@arefvandet al., 2015). This intervention involved community
engagement, participation, and behavioral change necessary to maintain retention.

Fox, Sohler, Frost, Lopez, and Cunningham (2017) collaborated with a tdratioa
agency to implement a communitased buprenorphine treatment (CBBT) prograhis
programeducatd staff at a harm reduction agency regarding buprenorphine treatment,
motivational interviewing, and referral to buprenorphine prescribers for pafient et al.,

2017) There was a prand post intervention measurement of the number of patients that

received buprenorphine treatment before the intervention and after the intervention (Fox et al.,
2017). The results indicated that before the intefeentl percentof patients initiated

buprenorphine treatmerand after the interventionfercentof patients initiated buprenorphine
treatment (Fox et al., 2017). The authors cited several limitations, such as: the CBBT

intervention was not observedtheé harm reduction agency, the referral for buprenorphine

treatment was not done the same day, and the clinic the patients were being referred to was not in

the same area, so travel to the clinic may have played a large role (Fox et al., 2017).
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Barriers to MAT. The research also indicdtbarriers to MAT. For example, Clemans
Cope et al. (2017) found in the implementation of the OHH that there were not enough primary
care providers, psychiatrists, etc. to provide MAT. They also cited that therens/élimgness
of medical providers to accept patientith OUD because these patients are perceived as high
risk for i nshow" appointmentand noncompliancéClemansCope et al., 2017). DeFlavio et
al. (2015)found the same results in their survey ofyiders to analyze barriers to buprenorphine
maintenance therapy (BMT). They found thatp@dcentof family physicians reported seeing
patients with addiction to opioids, but only one third of them stated they would consider
prescribing BMT if they had pine access to an addiction expert (Clenraope et al., 2017).
Tierney et al. (2018) reported that of physicians trained to prescribe buprenorphine,-66ly 44
percentdo. Evidently, they recognize a problem, becauseéi@entreport they feel a personal
responsibility to treat opioid addictiobut 94percentfelt this population is difficult to treat and
prefer they go elsewhere for treatment (Clem@ope et al., 2017). The sample size of
physicians surveyed was small aB1hich indicates the results may not be able to be
generalized (ClemarSope et al., 2017).
Limitations of Literature Review Process

The literature review had few limitations. There are many research studigddiction
substance use disorder, ayloid use disorder treatment. Several artidissussed
interventiongor OUD treatment, however many settings were in inpatient addiction centers,
hospitals, or emergency departmer@sirrent research incorporates community health centers
and officebased treatment, howevenuch of this literature i®w level evidence. Also, each
articledid notdefine the community health center and what population each community health

center served. There were a few randomized control trials in these settiegsll,Ghe
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limitations of the research did not inhibit the information obtained throughout the literature
review process.
Discussion

Conclusion of findings. Studies indicatéthat MAT wassuccessful at reducing relapse
rates and sustaining retentiosagardless of which medicatiovasused for MAT. Theravas
also evidence that the setting of MAT does not affect retention. Implementing MAT in
community health clinics provides better access to care for minorities and the underserved
populations. The daborative care model of treatment implemented in community health
centers may increase the geographical area of treatment distribution, promote engagement and
retention indisempowered populations, amdprovehealthcare reimbursement (LaBelle et al,
2016). Although research indicatsuccessful retention of abstinence without MAT, these
programs involve significant community education and engagement which may not be feasible.
Theproposed projedhterventionwasthe development ain admission prototor outpatient
MAT program at a community health clinic. This protocol incllittee recommendations from
ASAM and the DSM5 criteria for OUD.

Education on buprenorphine treatment, alone, is not effective. The education and
implementation of the inteention must be reinforced. Having providers with the ability to treat
MAT in the same clinic as the assessment can contribute to enrolling and retaining patients in
treatment.

Advantages and disadvantages of findings.There @e several advantages MAT for
OUD. Murphy and Polsky (2016) found that pharmacotherapy for OUD is associated with total
lower healthcare costs. MAT has also been shown to decrease opioid use and overdose death

rates (DeFlavio et al., 2015 & NIDA, 2016). The implementatiokAT in community health
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centers has been shown to increase access to care in the minority and underserved populations
(ClemansCope et al., 2017 & Weinstein et al., 2017). ASAM (2015) also recommends MAT for
treatment of OUD and provides guidelines featment initiation. The literature supports MAT
to retain patients in treatment and prevent relapse (Lee et al., 2018, Soyka et al., 2017, Tierney et
al., 2018, & Weinstein et al., 2017).

There are very few disadvantages to MAT described in the literedome
disadvantages for this project intervention include the education of MAT alone. It is evident that
education cannot be the only intervention for implementation of MAT. In addition, it is
important to consider sustainability for the interventidime Massachusetts Collaborative Care
Model and the Opioid Health Home model were both models funded by state prégaiake
et al., 2016 & Cleman€ope et al., 2017)Both modelsimplemened MAT interventions for
OUD (LaBelle et al., 2016 & ClemarBope et al., 2017). Ae authors described the importance
of appropriate physician training and buy in to sustain the interventions (LaBelle et al., 2016 &
ClemansCope et al., 2017). Fox et al. (2017) alsscusghe lack of buyin by the absence of
patients initiating buprenorphine treatment after their intervention.

Utilization of findings in practice change. The admission protocolagdeveloped
utilizing the ASAM clinical practice guidelines for MAT and the DSMliagnostic criteria for
OUD. The primay care providerd CSWs and office staffvereeducated regarding the
utilization of the protocadlor patient admission to the outpatient MAT progrdrne site place a
dedicated psychiatric nurse practition&AT trained FNPand LCSWs to provide initial
management of the patient in the program; the prograsoverseen by the medical director
that is board certified in addiction medicin@atientsvere alsaeferred, as needed, to other

healthcare providers within the clirtie provide comprehensive, collaborative care. Clemans
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Cope et al. (2017) discussthat the OHH model provided comprehensive care management and
care coordination which decreased unnecessary emergency department visits.

Maarefvand et al. (2015) describgaccess of their CBRP program with a written
protocol and dedicated members to implement their intervention. The CBRP veddA®t
program, however the implementation method was proven successfidntof a 77.1percent
successful retention rate aepenting opioid use relapse (Maarefvand et al., 2015). Fox et al.
(2017) also discuss that their programight have shown some success if there would have been
a dedicated buprenorphine referral coordinator.

The admission protocol for this projdmgan with the first contact of a patient seeking
treatment for OUD. LaBelle et al. (2016) wrote that the OBOT model consisted of a dedicated
nurse care manager to screen and assess a pat
the protocol for thigroject wasto initiate contact with dedicated admissions personnel to
determine appropriateness of admission to the outpatient MAT.

Summary

Healthy People 2020 has many objectives, one of which includes Injury and Violence
Prevention. One of the subseinder Injury and Violence Prevention includes unintentional drug
overdoses and substance abuse. The goals for this objective include: increasing the number of
admissions to substance abuse treatment for injection drug use and increasing the préportion o
persons who need alcohol and/or illicit drug treatment and with those who receive specialty
treatment for abuse or dependence (Healthy People 2020, 2019). Thisqegtsd and
implemented @ admission protocol for an outpatiddAT program in a cliic that primarily
provides care to the underserved and uninsured population. By providing an evidenced based

admission protocol for thigeatment program to ¢éfpopulation, treatment servicesre
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expanded which enalii¢hose needing specialty treatmémtabuse or dependence to have
better acces® care. The admission protocol thatsgeveloped in this projeetssisted
providersin direcing patients to needed care (i.e.: inpatient detoxification, inpatient treatment,
outpatient treatment, etc.). The protocol development and implementation adthess

unintentional overdoses and substance abuse component of Healthy People 2020.
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Chapter Three: Theory and Concept Model for Evidencebased Practice
Addiction, opioid use disorder, and MAT programs have lstetiedextensively in an
effort to provide resolutions to the current opioid epidentilis quality improvemenprojed

focusel on addiction to opiates and the usenfadmission protocol for an outpati®dAT

program Concepts specific to this projegerei dent i fi ed and defined.

Planned Changserveal as the theoretical framework to guide theation and implementation of
a new admission protocol for referral ta@nmunity clinicoutpatient MAT programThe Plan
Do-StudyAct (PDSA) is anevidenced based modblatwasusedto assess, implement, and
evaluate the change process
Concept Analysis

The overarching concepts for this QI project inclligatientcentered communication,
healthbeliefs and healthcare policy refornicach of theseomponentsverevital to the success
of this QI project. The components piaha role in évelopingand sustaiimg the intervention
for the project.

Patientcentered communicatiomasimportant for the success of this QI projectwits

important to maintaim nonjudgmental caring attitude during communication, especialith

patientswith addiction. Addiction is a highly stigmatized disease and patients often feel they are

Al ess thano bec auwasvitalfdrthd providers and dffiteestafé tb ensuee,
nortjudgmentalcommunication at every encounter with each patiera. prson feels judged in
a healthcare setting, they are less likely to be open and sharing of sensitive topics such as
addiction. If patientsdo not share the truth regarding their addiction, this can impact their
possible admission or lack of admission to the outpatient MAT prograwasliltimately the

staff andp r o v irabponsibikty to ensure this communicativaseffective. Therefar, non

t
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judgmental, caring, sensitive patiez@ntered communicatiomasnecessary to ensure the
success of this project.
Health beliefsvasan essential component to this QI project. This project indolve
patients wanting to change their health practisfs towards addiction and their overall
health. The patients must have a desire to want to change and achieve sdhdetjesire to
change is a foundational component to the intervention. The pwasbiased on changing an
unhealthy behaviota healthy behavior. The providers must be able to understand the current
health beliefs of the patient to be able to assist them in changing their behaviors to healthy
behaviors. The patients must have the desire to change their unhealthy behaddrstioh
and believe that this is the best path to develop healthy behaviors. The praeidsasey tool
in assisting the patients in understanding and developing healthy préctazseve sobriety.
Healthcare policy reforrmvasa foundational cong# for this project. Without current
healthcargolicy reform, the project may not have been a viable project. Because of healthcare
policy recognizing the opioid epidemic as a crisis, lawmaketphtinto place a multitude of
programs to effect posié change within communities to combat this epidemic. The project site
was able to apply for anslas awardea federal grant to fund the new MAT program.
Healthcare policy reform provided the opportunity for the project site to develop and implement
the MAT program. The intervention for this projegtasdirectly tied to the outpatient MAT
program. The admission protocoldthe potential to further effect healthcare policy within the
community and beyond.
The outcome of this projeuatasto identifywhetherthe created admission protocol for
the outpatient MAT programwassuccessfuby retaining 9(Qpoercentof patients that were

referred to the program after one manithe outcome for this project dghe potential to
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positively affect patieatentered communication within addiction treatment, health beliefs
regarding addiction treatment, and healthcare policy reform surrounding addiction treatment.
The admission protocolascreated, implemented and evaluated for effectivenéssilized
evidenced based practice guidelines regarding OUD MAT treatment. It enceaihes®SM
5 criteria for OUD and ASAM practice guidelindhe protocol determirtbwhethera patient
qualifiedf or referral to the clinicftesthadhedenpetetredent M,
to the clinicds o0 uobcpuaddieely and then biweekhafter reférralitol ow u p
determine if the patient remaidin the program. If the patienbdsnot remain in the program,
the reason for leaving the programasdocumented. The reasons th&redocumented ere
then assessed to determihtihe drop outwasdue to gaps in the admission protocthe goal
wasto retain 9Qpercentof patients that were referred to show a successful admission protocol.
Thisevduatedt he protocol 6s effectiveness in assessi
MAT program.
Theoretical Framework

Naming the Theory Kurt Lewi nds Theor y wadthetRebraticah e d Ch
framework for thigquality improvemenp r oj ect . Lewinbs theory has
unfreezing, moving, and refreezing (Mitchell, 2013). In addition to the three phases, Lewin
describes force field analysis to determine if a group or individual is ready for change (McFarian,
006 Br i ®immons&2019). This force field analysis is describadetifying driving forces
and restraining forces (Lewin, 1947). The driving forces surrounding change are forces that
support or push for the change (Lewin, 1947). Restraining forces surrgud@inge are forces
that will cause resistance or opposition to the change (Lewin, 184Dwing these forces prior

to changehelpsto address the relationship between the intended change and the group to
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experience the change (Lewin, 1947). When éséraining forces are present, there must be
driving forces to counteract the restraining forces to evoke change (Mitchell, 20(E3).
important to identify and understand the driving and restraining foritedly so that change
can be successful.

The first phase of Lewinds TPC is the unfre
change is identified (Lewin, 1947). The organization prepares and plans for change. The goal
during this phase is to collect data and present the reason for whatigeeds neededhange
agents are a key component of changeis will sometimes cause a heeded emotional response
to provide motion towards the change (Lewin, 194IM)is phase entails identifying the driving
and restraining forces for the change aadifis to develop resolutions for the restraining forces
strengthening the driving forc¢sewin, 1947 & Shirey, 2013)The change agents play an
important role in explaining the change and addressing the driving and restraining Fances.
example, McFai an, OO6Brien, & Simmons (2019) wutilize
experiences in the emergency department (ED). Their change agents included the director, nurse
manager, assistant nurse manager, charge nurses, and bedside roundindyigfeanesn(¢ al.,

2019). During their unfreezing phase, the change agents identified the driving and restraining
forces and prepared staff for the implementation of a new ED bedside rounding to improve
patient experiences in the ED.

Once the force field analysis has been completedntwvngp has e of Lewi nds
begins(Lewin, 1947). The moving phase entails the trial and error period of the change
(Manchester et al., 2014). Itis important to view change as a process durirtgagas ghose
experiencing the change are able to adapt to the change and it is vital that they are able to see the

positive effects of the change as a group to begin to accept the change (Lewin, 1947). Change is
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more likely to be long term if the majoribf the group accepts the change and views it as a
positive change (Lewin, 1947). It is much harder to sustain change when there is not a stable
group norm surroundinigg (Lewin, 1947). During the trial and error phase,t¢hange agents are
responsibldor helping the group address the restraining fordéanchester et al. (2014) discuss
this phase in thempplicationof L e wi n disa TgPeCr i at ri ¢ education cent
health professionals regarding the use of a falls risk assessmeirig s phase,the ut hor 6 s
state that the use of the TPC would allow for the falls assessment to be revised as it was
implemented, based on feedback and evidenced based practice (Manchester et alAs2bis}).
phase moves forward, the restrainingcés begin to diminish, allowing the driving forces to
continue to motivate the group to continue to act towards change (Lewin, 1947).

Once the group has accepted the changdrabeingphase of the TPC takes over
(Lewin, 1947). The motivation to acti@maused by the driving forces in the second phase now
provides stability for the organization becau
decisionso (Lewin, 1947) . I't is cruci al dur i
sustainate (Shirey, 2013).Shirey (2013) describes a hypothetical example of the creation of a
leadership development program within a community hospital. In this example, the senior
leadership of the hospital are the change agents. They developed an imitisggmonse to staff
requests and implemented a leadership program (Shirey, 2013). They engaged human resources
to address wages comparative to competitors for leadership roles, enabling the sustainability of
the change (Shirey, 2013J.he change agentsust continue to emphasize the driving forces to
counteract remaining restraining forces to cement the change. This provides a new equilibrium

for the group and organization to maintain the change.
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Application to practice changeL e wi n 6 s u n f begarwhenrthglinip h a s e
assessed the needs of the population and the patients they were serving on a daily basis. They
found that there was a gap and a need for treatment for Q&sewerethe initial driving
forces for the program. The restraining forces for the MAT prognataded funding to support
a new program and the need for an expert in the field of addiction to lead the prddpians a
nonprofit organizatiorthatreceived HBA grant fundingandacquiedthe necessary personnel
to implement the progranirhey secured a medical director board certified in addiction
medicine The medical director, chief operating officer, and psychiatric nurse practitianer
the change agenfor this site.The medical director met with the providers and LCSWs to
develop the initiation of the progranthe medical director and chief operating officer also met
with the office staff to discugbeir role within the new MAT program. The adnissprotocol
waswritten during the phase. The first drafasgivento the providers and LCSWs for feedback
and revision as needed before initiatid?ossible restraining forces thatuld havedevelogd
included thep r o v ipédreeptiébnof an increased workload with the new program and the
providers not having the education and support to treat patients with OUD using MAT. The
change agents addresgdhese with the driving forces; they provided the necessary training to the
providers to be able to use MAT aptbvideda dedicated psychiatric nurse practitioner to lead
the program with the addiction certified medical direcfbine sitealsoput in place dedicated
LCSWs to assist with the treatment of patients in the MAT progra

The moving phaskbeganin July 2019. Ibeganwith the initial implementation of the
admission protocol for the MAT program. During this trial and error phase, data collection and
feedback from providers ocaeedmonthly to assess the effectivenesshef new protocol.

Based on this information, the protocahsvevised as needed and the revisiomplemented. It
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wasimportant to include the providers and LCSWs feedback for revisions during this phase to
prevent restraining forces and strengthendifnang forces. This occuedover afour to five-
monthperiod to assess the most effective version of the admission protocol.

Once the admission protocoldiaeen througtmultiple cycles of trial and error, the
freezing phasbegan The final version ofhe admission protocolagimplemented to sustain
the change. The change agemésein place to ensure sustainability of the new protocol. In
collaboration with the providers, they will ensure #ugnission protocol continues to reflect
evidenced baskpractice. They will also be able to continue to strengthen the driving forces to
counteract any restraining forces that may develop.

EvidenceBasedPractice Change Theory

Naming the Change ModelThe PlarDo-StudyAct model was first pioneered by
Walter A. Shewhar{Butts & Rich, 2015) He found that when attempting to identify and
implement change, it was more important to focus on the process than the product. He
developed a method that is based on continuous improvement. Later, W. Edwards Deming
developed and named the RRo-StudyAct (PDSA), previously known as the Pi&o-Check
Act. It provides a framework focused on assessing, planning, acting, monitoring and evaluating,
reassessing, and acting again (Butts & Rich, 2015). It is used ityqualhagement to plan and
improve processes.

There are four cyclical steps included in this continuous quality improvement model
(Stikes & Barbier, 2013). The first step is the planning phase. Dumngj@hningohase, it is
important to study the cuent situation, gather data, and plan for improvement (Swamidass,
2000). Stikes and Barbier (2013) implemented this in their project to increase the use of the

kangaroo care model. During this phase, they identified their problem, defined their outcome,
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developed their process for the change, and their method for evaluating and monitoring the
change. Theseconckepto f t hi s mo ¢prase Thesplan idirapleféhiedon a trial
basis (Swamidass, 2000). Stikes & Barbier (2013) implemented thegecpaocess and
collected data on their change proceSepthreei s t he AStudyo phase, 1in
occurs to checlwhetherthe plan is working and to assess for any problems or opportunities that
may have occurred (Swamidass, 2000). Stik&agbier (2013) completed their data analysis
from assessment surveys, reviewed their results, and compared the desired outcome to the actual
outcome. Lastly, the finalepi s t h phas@évherd thee final plan is implemented and
usually leads back tthhte A PHaseBwamidass, 2000). Stikes and Barbier (2013) identified
possible modificationfor the implementation of their kangaroo care maaheldeveloped
guidelines on what was learned throughout the pracgag the PDSA modelThe PDSA
model isfoundationafor continuous improvement because it allows for reflection and validation
through the process of implementation (Stikes & Barbier, 2013).

The PDSA modelvas used in a study addressing improving patient experiences in an
outpatient substarcabuse rehabilitation facility. Thithorsfound that it was difficult to
maintain patient participation in therapy due topgha t i disgsatiséaction of the environment
and that they were not able to feel relaxed to engage in treatfeikt& Shah,2016) The
PDSA model allowed the facility to identify the probletiecreased patient satisfaction with
their experiences during addiction group therapy which lead to decreased engagement during
group therapyKulik & Shah, 2016) Theauthorstook the feedback obtained from patient
surveys andlevelogdand implemented process chande include a consistent peer support
worker to lead the group therapy meetifigslik & Shah, 2016) The goal was to increase

patient satisfaction and incregsatient engagement in group thergiylik & Shah, 2016)
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Kulik and Shah (2016)sed the PDSA model to identify, implement, and improve patient
satisfaction and engagement in the rehabilitation. They performed four cycles of the PDSA to
ultimately deterrine that patient engagement was improved and that patients preferred the use of
peer support worker&ulik & Shah, 2016). Staff satisfaction was also positively impacted
(Kulik & Shah, 2016).Kulik and Shah (2016) used the PDSA cycledevaluate, img@ment
additional changes, and identify and modify current practices at the treatment facility to increase
patient satisfaction and engagement.

Application to practice change.This quality improvement project utilidePDSAby
startingwith the planning pa s e . During the Apl andascrdtedlse, t he
using evidenced based practice guidelines. This protarsienviewed by the medical director
and providers to obtain feedback regarding content and implementation. During this phase,
eduation regarding MAT treatment, the use of the admission protocol, and the outcome of the
project wasgiven to the providers in the clinic. Education regarding the grant funding and aims
of the grant vasalso provided.

The secondtepwast he A do 0 pastle snal implemantaton afthe newly
created admission protocol. During this phase, patient referrals to the program, the retention
rate, and reasons for drop eudisassessedDrop outwasdefined as the patient not conting
in the MAT program.This phase continagfor one month. After one month of data collection,
the next phase of the PD®#%&gan

The thirdstep t h e # s,encanpassdrpviewirsy ¢he reasons for dropitand
assessing if theyererelated to gaps the admission protocolThis review occuedin
collaborationwith the medical directoand providers If gaps in the admission protoceére

identified, the protocol asrevised. During this phase, assessment and identification of
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unexpected outcoesalso occured If unexpected negative outcomes ocedrthis phase of the
cycle allowedfor reflection and revision in preparation of the next phase.

The newly revised protocolagt hen | mpl ement ed, bPElge nfma mtgo t
phase also facsedon unexpected outcomes, which trigegta separate PDSA cyclehenthe
unexpected outcome&gerenot minimal and requiesignificant changes. This cydeadsback
to the Aplano phase to assess and evaluate th
PDSA cycleoccuedwi t h t he new modi f i c atciton sphelsesepd. nni ng
A a ghase occuedfor one month with the new changesvakiation of the new changes
occuredduri ng the second Astudyo phase. Based or
phase, thisdetermidée he second fAacto phase. The PDSA cy
allowedthe clinical site to continue to asselss tise of the admission protocol. It alexior
feedback from providers to be considered and implemented as appropriate to allow for positive
change.
Summary

The PDSA cyclavasan important tool in assessing the effectiveness of the admission
protocol. It allovedfor planning and identification of barriers tive¢éreaddressed before the
implementation and assstin explainingtheresultsof the interventionL e wi nés Theor y a
Planned Changeasuseful in explaining how to implement the nelaange, planning fahe
individualGs responses to the change, and revising the interventions for future successful cycles
of the PDSA model . O vleeorygof Alapned Ghangepthatherusenfg o f L
the PDSA cycle as the theoretical amthoeptual framewd, provided evidenced based practice

for the implementation ainadmission protocol for MAT in other community health clinics.
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Chapter Four: Pre-implementation Plan

This community health clinic identifieal need irtheir communitya MAT provision for
opioid use disorder. After receivingederalgrant to implement an outpatient MAT program,
the clinic needed an admission protofmolthe program This chapter discusses thieparation
for the MAT program admission protocol implentation, the members involved in planning the
program, the SWOT analysis prior to implementation, the cost analysis of the admission
protocol, and the plan for implementation and analysis of the new admission pr@acblof
these areas were a vital cpament ofthe preimplementation phase of this quality improvement
project. This chapter ultimatelgefines how the new admission protocol was used to refer
patients to the outpatient MAT program.
Project Purpose

The U.S. opioid epidemic has become aamatl crisis. As previously stated\orth
Carolina and Mecklenbur@ounty in particular, have been seriously impacted by the opioid
crisis. Access to appropriate and affordable treatment is an issue for those addicted to opiates.
Detox facilities and fieabilitation centers seldom have spaces available for new admissions.
This project addressebeseissues surrounding the opioid epidemic. This project's purpose was
to create an admission protocol for a new outpatient MAT program at the projedi384
cycles were utilizeto assess h e p r aefféectivenesks id eferring patierdad retaining
patients inthe program.
Project Management

Organizational readiness for changeThis organization received a federal grant to
implement a MAT program in thcommunity health setting. Since receiving the grant, the

organization hired an addiction medicicertified medical director and a psychiatric nurse



COMMUNITY CLINIC MAT PROGRAM 41

practitioner to implement the program for one year. The clinic appointed a current family nurse
practiioner (FNP) as the main provider for the MAT program. This FNP was in the process of
completing the training to treat and administer medications for iAd completed the training
in July 2019 The psychiatric nurse practitioner mentored the FNP in tldizeatment and the
medical director oversaw the initial implementation. The admission protocol (see appendix B for
the admission protocol) and initial history (see appendix C for the substance use history) for a
substance abuse patient were approwetih® medical director and MAT trained FNR.cost
benefit analysis (see appendix D for the analysis) was completed. The project site had an
agreement with a local pharmacy to have a patient voucher for prescribed medications. Finally,
the site identiied one LCSW to complete the initial patient screening to determine referral
placement. The program preparation for implementation was completéamteenentation
steps that remained included: FNP MAT training completion, final versions of the admission
protocol and initial patient history, a secure agreement with the local pharmacy for patient
vouchers, and patient cost plantfarimgldmentagBonwas ci si on
scheduled for July of 2019.

Interprofessional collaboration. The ppject team members includiéhe medical
director, the MAT trained FNP, the psychiatric NP, the LCSWs, angrtiject lead The
medical directowasthe expert in addiction medicine. He provddpiidance and feedback about
the admission protocol. He astsdwith resources, final approval of the admission protocol, the
initial patient history questionnaire, and the cost benefit analysis. The LCSWs @utipdet
initial screening of patients and provithealuable feedback regarding the first step of the
admission protocol. The MAT trained FNP and the psychiatric idRethie main providers that

decida if a patient was referred appropriately by the admission protocol. Theyexsaeds
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treaedpatients once referred. During treatment, they detehirtbe admission protocol
inappropriately referred a patient to the outpatient MAT program. They also caditpkete
initial patient history and providevaluable feedback about the effectiveness of the history
portion. The medical director, MAT train&NP, and the psychiatric Nierevital to the

project's success. The medi cal director6s
addiction medicine asnecessary to revise the protocadn e e d e d . The FNPOGs
assessing and treating thatients also providkvaluable feedback itheadmission protocol and

history taking revisions as needed. The LCSWs first encounter and assesagiemostant in

deciding the first step of the patient referral to the program. The feedback efedirucial

during each PDSA cycle. Theoject leaceducatdt he t eam member 6s regard

and project andollecieddata to complete each PDSA cycle.

Risk management assessmernithe planning technique used for this project to identify
the risk maagement assessment was the strengths, weaknesses, opportunities, and threats
(SWOT) analysigsee appendix E for the SWOT analysi$herewereseveral project strengths
at this stage. First, the MAT treatment experseidentifiedfor the project. iese MAT
treatment expertwerethe psychiatric nurse practitioner, the addiction certified medical director,
the MAT trained FNP, and the LCSW for MAT assessments. The cost benefit analyalso
completed. Thipermittedclear definitions about hothe grantvasused to implement the
MAT program and cover some patient treatment costs. Finally, Waeyan arrangement with a
local pharmacy to accept patient vouchers to cover medication costs.

Several project weaknessasreidentified at this stageThe FNP, the primary provider
for the MAT program, héinot yet completed the MAT training. Thisasa minor weakness;

however, if not completed, itauld havethreaterd project implementation. The medical

an

WO
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director ha addiction medicine expertisepwever,hewasonly at the project site @e aweek.
This couldhavebeenproblematic if the MAT FNP i mme di at e concerns abou
treatment. The cost analysis allochteveral cost structures for patientmays in the MAT
program. The site vgainitially undecided about which cost structure to use for patepays
butdeci ded on one that best suiNegotiatiangwetha pat i en
local pharmacy were initially in progress about patients' medication costs, whichhave
delayed project implementation. However, an agreemasteached for the clinic to cover the
costs of treatment medications.

Project opportunities have also been identified. The sitegtio begin with five
patients in the first monthSince hiswasa new program at this clinithe site believathat by
beginning with five patients, theyould be able to grow by five patients each month to thirty
patients in six months. A minimum of 30 patients over a six month peoatthmeet one of
their grant requirements. The clinic's MAT FNRsmot dedicated to treating only MAT
patients, so this initial starting patient number and patientgrvata | so t o assi st in
wor ki ngo t he F Ndthe psychiatec nigehrctitaomess@xpértese to help with
treatment decisions. Finally, the grant cost analyascompleted to cover the patient
medication costs for the first six months. Thissa benefit for patients seeking treatment for
opioid use disorder.

Severathreats couldhaveimpactdproject sustainability. Because the MAT trained
FNPwasnot dedicated to that program, she must also treat the clinic's medical patients. This
couldhaveimpacedthe number of MAT patients she tredt The psychiatric nuespractitioner
wasa valuable asset as a mentor however, sisonly at the project site for four houasveek:

which was suboptimal time to assist the new MAT FNP. Theasno plan for sustainability
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after theinitial six months of patient medicatiosts. The grargould cover costs for a longer
period of time. Yet, the sitwasfocusing on program initiation and its first six months.
Organizational approval process The organization approval process for this project
was seamless. The organizati@d previously applied for and received a grant to implement a
MAT program. The medical director discussed this with NP studentind asked if the
studentwould be interested in taking part. TB&IP studentmet with the medical director and
the chiefoperations officer (COO) to discuss the grant and to write a project proposal. The grant
hadmany facets; however, thBNP project wasfocusedon one, thedmission and referral to
the MAT program. Once the project proposal was finalized, it was eghetCOO and the chief
executive officer (CEO) for final site approval. The approval letter was then received (see
appendix F for approval letter). TBNP studentmedical director, and MAT FNP met to
discuss the admission protocol and history questima. TheDNP studentind medical director
then met with the CEO to discuss the MAT program implementation and the projeddNPhe
studentwrote the admission protocol and cost benefit analysis which was then sent to the
medical director for review. fe buyin from the site was already in place due to the desire to
implement a MAT program and funding secured for the program. The medical director,
psychiatric nurse practitioner, and MAT FNRnealso already in place. Btig for the DNP
project was esy to obtain from these stakeholders because it helped the site meet an outcome for
their grant award.
Information technology. Several technology components were used for this project.
Microsoft OfficeE was used t atienwhisiotye t he proj e
guestionnair e, and to develop the cost benef.i

create the admission protocol. The electronic health record (EHR) used at the project was
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Epic©. The project site has a contract with a localtheate agency to use Epic© within their
organization.
Cost Analysis of Materials Needed for Project

The cost analysis of the project was completed. The medical director, MAT FNP,
certified medical assistants (CMAs), office staff, and LCSW salarggsomittedfor the first
six months analysis because these salargspaid whether or not the projemtcurred there
wasnot initially dedicated MAT staff. This perntéda cost savings to the clinic. The
psychiatric nurse practitioner salary was included because it contributed to MAT program
implementation. The salary was divided into monthly stipends.

The site use one specific supply company to obtain urine drugeer(UDS) analyses
kits and urine temperature cups. The UDS Wigsea ten panel screen testing for opiates,
oxycodone/oxycontin, fentanyl, cocaine, THC, amphetammethamphetamine, methadone,
buprenorphine, benzodiazepines, and alcohol. Urine pregtesting verealsoperformed on
all female patients. Shipping costs of kits and cups were negotiated to be included in the item
price. Urine drug testing ocawd at the initial visit and each subsequent encounter with the
MAT provider.

The cost of th@rescribed medication, buprenorphim@oxone wasaveraged to a daily
dosage of twelve milligrams per patient per day. An agreewanin place with a local
pharmacy to accept vouchers to cover patient medication costs over a six month period. The
totd clinic cost over the first six monthgasan estimated $23,318.7Thesecoss werecovered
by the grant awardThe DNP project itself lhno cost due to the grant covering costs, such as

printing of the admission protocol, et€he cost benefit anadis is provided in appendix D.
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Plans for Institutional Review Board Approval

The project site does not have an internal institutional review board (IR) process
completed for site approval was to obtain approval from the CEO. This was complstiztecs
above. The site approvaiter is included in appendix F

The IRB approval process for East Carolina University (ECU) was compl8tage one

included a project summary and questioglatedtda he pr oj ect 6s i ntent and

Discussion occurred between the student, faculty, and the IRB regarding the cotietiimn
medical record number (MRN) on the DNP data collection tool. Ultimately, the student received
approval to collect the MRN fatemographic andata collection prposes and it was determined
that this did not constitute a human research project and would not require further IRB review.
The second stage was completed after receiving faculty approval to move to stage two. Stage
two consisted of completing the ECREB Qualtrics survejor quality improvement projest
Approval was receivedn June 23, 2018om the ECU IRB and implementation of the project
began in July 2019.
Plan for Project Evaluation
Demographics The demographics collected for this projectidcerd pati ent 6 s
gender. Thelan was to represent thge in a table graph with the standard deviation, range, and
meanand to representegpder in a pie chart to clearly delineate the percentage of males and
females. This data was collected to pdavinformation about the project's patient population.
Outcome measurementThe projecbutcome was to determine if the admission protocol
appropriately referred patients to the outpatient MAT program. There were several process
measures to determitieis outcome.Data collected to determine this included: (1) the initial

UDS results, (2) appointment UDS results, (3) DSM 5 criteria results, (4) ASAM Crosswalk

ag
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criteria results, (5) if the patient met required LCSW visits, and (6) the reason thememige

were not met. This data determined if the admission protocol was effective. The data was used
in each PDSA cycle to learn where changes were needed within the admission protocol. Each of
these process measures provided specific information ikcadsitappraise the admission

protocol. The data also helped to determine if the admission protocol was responsible for an
inaccurate referral.

Evaluation tool.The DNP project's data collection tool was not an established tool with
validity and reliabilty. The tool was created specifically for this project. The tool was created
and reviewed by the addiction certified medical director and the MAT FNP. Feedback was
provided about the tool and it was revised accordingly. TWwerethree parts to the ¢d: part
A, part B, and part C. Each part gatttbinformation to assess the admission protocol's
effectiveness over the first five weeks of patient participation in the MAT program.

Part A of the tool was t he isittodetermiheifthe ses s m
outpatient MAT program was appropriate. This tool was completed by the LCSW, who
performed all initial assessments. The LCSW used the DSM 5 criteria (see appendix A for the
criteria) to determine the patient's level of opioidiatioh. The DSM 5 criteria may be used to
diagnose patients with opioid use disorder. The LCSW also used the ASAM Crosswalk for
outpatient placement criteria for treatment. There are six dimensions within the Crosswalk that
the LCSW addressed with egghitient. If the patient scatdetween seven to eleven, the
Crosswal k indicated that, based on the patien
outpatient MAT. An initial drug screen was also done. The result of each of these were
documented on thpart A tool. This initial screening provided insight into the first part of the

admi ssion protocol 6s effectiveness.
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Part B of the tool was completed by the MAT provider and included information about
the patientods fir st ihcludedtheldd® lesults,afthe paliest met the Ea
two required LCSW visits, and if they did not meet the visits, the reason. This data was used to
determine the patientds continuance in the pr

Part C of he tool was completed by the DNP student. This data collection tool dollate
all information from part A and part B and patient demographics. This tool was helpful in
identifying issues related to the admission protocol. It provided data to guidecamgopr
revisions. See appendix G for the DNP Data Collection tool.

Data analysisBoth the MAT program and the admission protocol were fogvthis
clinic, therefore there was no piraplementation data. Result analysis occurred with part C of
the data cllection tool once all information had been obtained from parts A and B. The most
important component of partWasthe reason for not meeting the requirements. This provided
valuable data regarding patient radherence. This information helped toedetine if the
reason the patient was non adhemasbecause they were inappropriately referred to outpatient
MAT. For example, if the patient experienced significant withdrayalptoms thaprovided
evidence that revision to the admission protocol khoacur to ascertain more information from
the patient regarding opioid use. This specific patient would have needed to be referred to detox
before admission to an outpatient MAT prografmother example would béthe patient dl
not meet the requireemts due to desire, the admission protocol would need to be revised to
include a more comprehensive psychosocial and environmental assessment of the patient. This
data was collected and analyzedietermine needed revisions of the protocol. The data was
collected every week by reviewing parts A and B of the DNP data collection tool. The analysis

and revisions occurred utilizing the PDSA cycle. The project goal was that the admission
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protocol will accurately refer 90ercentof patients. Because thisagra new program with a
newly written protocol, there were no national, state, or local benchmarks.

Data managementThe information collected on the DNP data collection tool parts A, B,
and C were kept as hard copies only. There were no digital copies of the information. The MRN
number was collected to permit tb&P studentccess to the medical record for demographi
information only. ThédNP studentaccessed the medical record with the-agsigned logon
username. Hard copies of the DNP collection tool were kept in a locked file cabinet behind two
locked office doors at the project site. Only team membersidisecti nvol ved i n the
care: the medical director, the MAT FNP, the psychiatric NP, the LCSW, aiiNRestudent
had access to the DNP collection tool information. After May 2020, all parts of the DNP
collection tool were shredded.

Summary

Overall the goal of the new admission protocol was to appropriately refer patients to the
outpatient MAT programThe organization identified a need in the community and secured
grant funding to meet the community need of an outpatient MAT progféus qualiy
improvement project assisted the clinic in meeting one of the requirements of the grant received
the need for an admission protoc@he participants that were needed for program
implementation were identified and put in pladée admission protocavas written and
approved by the site champions and experts in addiction med&iB8VOT analysis was
completed prior to implementation to assess the strengths and weaknesses of the planned
program. The project received approval as a quality improvepnejeict through ECU IRBIt

wasbeen determined that tigeant would cover the initial costs for thest six months of th
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program, which helped to effet patient costsTheplanwasfor theDNP data collection todb

beused to obtain information facrease the protocol effectiveness.
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Chapter Five: Implementation Process

This purpose of this project was to create and implement an admission protocol for a new
MAT program and evaluate the effectiveness of the protocot@tanunity health clinic. The
admission protocol for this clinic has been created and implemented. This chapter describes the
setting for this project, the participants involved in the project, the implementation method, and
the PDSA cycles utilized thrghout the implementation phase.
Setting

The setting for this project is a community health clinic in Charlotte, North Carolina. Itis a

Federally Qualified Health Center (FQHC) that receives funding from the U.S. Department of
Health and Human Séces. The clinic provides comprehensive care including, primary care,
dental care, behavioral health care, pediatric care, and chronic disease care. The population
served primarily includes the leimcome underserved and uninsured, howdwveclinic also
accepts those with insurance, Medicare, and Medicaid. For those that are unihsetit t
operates on a sliding fee scale based on the

This clinic applied for and was awarded grant funding fronHéalth Resources and
Services Administration (HRSA) to create and implement this MAT program. The MAT
program was a component of the grant. There were other components that this grant provided
funding for the clinic, however for the purposes of thisguhjthe MAT program was the focus.
Participants

The participants for this project included the DNP student, medical director, the
psychiatric nurse practitioner specializing in addiction medicine, the MAT trained FNP, two
LCSWs, the certified medical sistants (CMA), and the office staff. The DNP student was the

project lead for this quality improvement project. The student wrote the admission p(sé&col
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appendix B) the patient history questionnaire about substancésaseappendix C)nitial
s eening questions f or p(seeappendix@edapatierer est ed
handout explaining the prograisee appendix J)The student also assisted in leading the
monthly meetings to discuss project progress, success, and needed re¥iiensotocol
following the PDSA model. The medical director was board certified in addiction medicine. He
provided guidance and mentorship for this project. He provided feedback and approval of the
admission protocol and the DNP data collection.tddie psychiatric nurse practitioner provided
mentorship to the MAT FNP for treatment of addiction patients. She also patrticipated in
utilizing the protocol to treat patients. The MAT trained FNP provided feedback regarding the
admission protocol and Bstance use history form. She participated in utilizing the admission
protocol and history form and formulated the written substance use history form into an
el ectronic template for use in the clinficbs
the admission protocol. They assessed the patients initially to determine appropriate treatment
and referral. The CMAs participated in obtaining the UDS for each patient and documenting the
results appropriately. The office staff were educated reggate MAT program and were able
to answer questions by patients who were interested in the program. They were the initial
contact for patients and assisted them in making appointments for assessment and admission to
the outpatient program. Each partanip provided feedback regarding the admission protocol at
each PDSA cycle. Revisions to the protocol were made based on feedback from each
participant.
Recruitment

The project participants included the MAT trained primary care providers, the medical

diredor, office staff, and LCSW. Therefore this was a convenience sample because they were
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employees within the clinic. The project participants expressed interest and asked many
guestions regarding their roles within the program and in explaining the prograew patients.
They had many questions regarding the implementation of the program and were ready to
implement immediately. The process and timeline of preparation and implementation was
explained to each participant.

Theproject participantsvere \ery engaged at each step of the process and were very
supportive of the DNP student and the project. Their engagement and support of the program
was evident through their open communication with seeking clarification about the program and
protocol and irtheir willingness to provide feedback at each step of the process. The DNP
student educated the participants about the admission protocol and how to utilize the admission
protocol for each of their roles. The participants and DNP student worked tatpethgghout
the process to revise the admission protocol. The staff expressed that being given the
opportunity to participate in a change instead of being forced to accept a change increased their
satisfaction with their work environment and with theirveorkers. Once the program was
ready to begin implementation, the participants worked together to bring ideas regarding
marketing of the program to the public. There were no barriers identified with recruitment of the
participants.

Implementation Process

Marketing to the public began in June 2019 to advertise the program and was ongoing to
recruit patients to the program. Marketing was done by-anei student fellow completing an
internship at the clinic. She received input about marketing frontiratt staff and the DNP
project student lead. Flyers were made and sent to local physician offices and businesses to

advertise the program. The medical director was also interviewed by the local newspaper
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regarding the program. He was able to providermation about the program, the location, and
how patients could call to inquire about the program.

PDSA Cycle 1. Implementation of the project began in July 2019. The plan for the first
month was to recruit and retain five patients within the prograimpegan the first PDSA cycle
(see appendix H for PDSA cycle 1). The ADoo
admi ssion protocol and substance use history
review the data collected on the DNRtB Collection Tool and obtain feedback regarding the
admission protocol and make revisions as necessary. For the first cycle, the clinic did not have
any MAT patients. After a meeting, which included the project participants: the DNP project
lead, the MAT FNP, the medical director, the LCSW, and the impact fellow, the decision was
made to continue with the project as planned and wait through the second month and evaluate the
admi ssion protocol, this was the fAAct o phase

PDSA Cycle 2. The second month of implementation occurred during August 2019.

The project participants met to evaluate the second month of implementation. Again, there were
no patients enrolleth the MAT program. It was decided that marketing of the program needed

to be revisited if no patients were recruited during the third month of implementation (Plan). At
this point, the clinic decided to wait for recruitment of patients since the program was new (Do).

The impact fellow and the DNP project lead met to researmketing methods for the
MAT program (Study). The DNP project lead researched other local MAT programs and
assessed their websites, social media, and infographics related to their MAT programs. The
impact fellow and the DNP project lead developed a malto present at the next MAT

meeting regarding marketing and the use of social media to promote the program. The proposal
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included a new web site for the clinic, highlighting the MAT program and handheld fliers to be
distributed (Act).

SBAR 1. At this point in the project, implementation was in the third month, September
2019.

Situation. There were no patients enrolled in the MAT program.

Background. After discussion with the lead faculty and project faculty, it was decided
that the projecivould take a new direction from a quality improvement project to a process for
implementation plan project. Due to this change the operational tool changed from a PDSA
cycle to an SBAR (Situation, Background, Assessment, Recommendations) communication
format.

AssessmentDue to the lack of patients, the project participants decided that the cost
structure of the MAT patient visits would change to no cost for the patient because of the lack of
patient recruitment. Also, a local addiction treatment fgdinplemented a new MAT program
that was free of charge for anyone. The clindicatedthat in order to compete and recruit
patientsthe MAT program at the clinic also needed to be free of charge.

Recommendation.The project lead and impact fellowgsented the new marketing
proposal to the project participants. It was agreed that the website and fliers needed to be
redeveloped. The DNP project lead recruited a graphic designer to volunteer services for the
design of the fliers. The DNP projectdeereated the content for the new fliers and the graphic
designer designed the fliers to be half page, easily distributable fliers. The information on the
fliers included: what MAT is, who MAT is for, the cost of the MAT program, how to contact the

clinic to make an appointment, the Facebook® and Twitter® clinic pages, the location of the
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clinic, and the local bus routes for the clisee appendix Kor the flie). The fliers were
approved by the project participants and the clinic printed the fliers.

During this meeting, the project participants also met with a local pharmacy to discuss a
collaborative agreement for the MAT medication, buprenorphaiexone. The pharmacy
agreed to supply to medication to the clinic MAT patients at a set cost. fdesramt also
included that the patient must be the one dropping off and picking up the medication. With the
set cost, the clinic would pay for the medication and the patient would not have to pay for the
medication if it was filled at this pharmacy.

SBAR 2. October 2019 was the first month of the new project process implementation
plan.

Situation. A new medical director for the clinic was hired during this month. When the
medical director reviewed the program and grant guidelines, there was some cegagiimg
the clinic being able to allow the MAT patients to have free visits. The concern was if this
aligned with the guidelines of the grant and the guidelines of an FQHC.

Background. The DNP project lead and the impact fellow planned an outresactod
distribute the MAT fliers and discuss the program.

AssessmentOn the outreach day the DNP project lead and impact fellow visited local
phar macies and a doctordéds office and discusse
fliers for the pharmacy and doctor 6shabf fi ce.
assists people seeking employment. Lastly, they met with a local housing group that assists the

underserved, lovincome population in obtaining housing.
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Recommendation.The plan was for the medical director to review the grant and FQHC
informationand present her findings at the following MAT meeting. The DNP project lead and
impact fellow would also present their summary of the outreach day.

SBAR 3.During the fourth month, November 2019, the project participants met.

Situation. At this point,the clinic had four MAT patients enrolled.

Background. There was previous concern surrounding the grant guidelines and FQHC
guidelines regarding allowing free MAT patient visits.

AssessmentThe medical director discussed the guidelines of the grahtree FQHC
and determined that the MAT visits would be allowed to be free of charge for patients. Grant
money allocations were reviewed by the medical director to ensure proper distribution of the
funds. She also reviewed the grant money allocatiaresply line, to assess that the money was
being distributed correctly for the program.

RecommendationsBased on the current status of the program, there were several
recommendations for the process implementation plan. The first recommendation \&as that
triage nurse needed to be put in place to triage MAT patient calls during business hours. This
role would help identify if patients needed an urgent visit at the clinic, if they needed emergent
treatment at an emergency department, or aungent visitat the clinic. The second
recommendation was to allow patients to make MAT appointments without first being screened
by phone. The clinic determindiat this would streamline the admission process for the MAT
program because the patient could makepgoimtment with the LCSW for initial screening.

The pharmacy agreement was finalized and in place for the clinic. However, due to the EHR

restrictions, the clinic was unable tgeescribe. The providers discussed that this was a barrier
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for them becauesall prescriptions had to be written or printed. The medical director stated that
she would discuss this issue with the EHR support team to develop a solution.
Plan Variation

The evaluation of the project process implementation plan occurtied Bpring 2020 to
determine the success of the implementation plan in recruiting patients for the MAT program.
Initially this project was a quality improvement project, however after three months of
implementation it had to be redeveloped to a projemtgss implementation plan. This variation
was due to the lack of patients enrolled in the MAT program. The evaluation of the admission
protocol was dependent upon patients being enrolled in the program. Since there were no
patients enrolled in the pragn, the project lead was unable to collect data to evaluate the
admission protocol. Therefore, the project evaluation was performed based on the admission of
patients to the program after the revisions were made to the implementation plan.

The PDSA cyclavas originally chosen for the operation tool, however due to the change
of the project, the SBAR method of communication was selected for the operational tool. The
Institute for Healthcare Improvement (2019) discuss the SBAR communication method as a
framework that can be used among healthcare team members to communicate effectively. This
method was utilized for the remainder of the project.

Another variation that occurred was in the cost structure to patients. Originally, the clinic
decided that eadWAT visit would pay a $25.00 copay for each visit. After the lack of patients
and a new, local MAT program starting that was free to patients, the clinic decided the cost for
MAT patients would be free. This also included free MAT medications. A codtie
pharmacy agreement was put into place to allow the clinic to be billed for the MAT medications

so that they would be free of charge to the patients.
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Summary

The initial implementatioplanwas unsuccessful. The participants were clearlytified,
and each played a vital role in this project. Recruitment and marketing proved to be an
unforeseen barrier. The project participants provided valuable feedback regarding the project
process plan. They maintained open communication throughoptdbess and sought the
project | eaddés advice and suggestions for

SBARs were completed during the implementation phase.

mp
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Chapter Six: Evaluation of the Practice Change Initiative

The DNP project was redefined from a quality improvement project to a process
development project. Therefore, the evaluation of project outcomes changed to project
evaluation of the new marketing strategies. The following chapter discusses the DNP projec
participant demographics and the project program evaluation.
Participant Demographics

The DNP project participants included the MAT team members and the project lead (the
DNP student). When the project was redefined to focus on a process plan for development of a
MAT program, the project participants remained the same. The td&h members included
the following: the MAT trained FNP, the LCSW specializing in addiction medicine, the impact
fellow, the project lead, and the medical director. The medical director role remained the same,
however the person filling that role chadge November 2019. The clinic hired a new medical
director, in place of the previous medical director that was board certified in addiction medicine.
The new medical director specialized in community health and had experience working in
previous MAT prgrams. Each of the project participants were involved in the monthly
meetings utilizing the SBAR communication method. Each participant provided valuable input
regarding marketing strategies for the program, such as marketing to local pharmaciesgnarketi
to inpatient/outpatient drug rehabilitation programs, and incorporating social media for
marketing.
Program Evaluation

Before the project was redefined, there were two project outcomes: (1) assess whether the
new admission protocol appropriately referpatients to the MAT program and (2) assess if the

protocol retained 90% of patients referred. During the first three months of program
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implementation, there were no patient enrollment. The project was then evaluated and redefined
during month four dueotthe lack of patient enroliment in the program. Once the project was
redefined with a focus on process development, the intended outcome was revised to evaluate the
new marketing strategies and its impact on patient enrollment. After the creation and
implementation of the new marketing strategies, the program had six patients to enroll as of
January 2020.

One of the new marketing strategies included incorporating the use of social media
platforms, specificallfFacebook® and Twitter@ advertise the pgram. The project lead was
able to acquire volunteer assistance from a graphic designer to assist in revising easily
distributable fliers to the community. Lastly, the project lead and impact fellow conducted two
outreach days to educate the communitywd the program and bring awareness of the program
existence to the community. Examples of places that were included in the outreach days were:
local pharmacies, the local crisis ministry, section eight housing developments, workforce
assistance programand inpatient/outpatient substance use treatment facilities.
Project Analysis

Barriers and facilitators for planning, collaboration, implementation, and
evaluation. Once the decision to redesign the project was made, the development plan of the
project redesign had to be discussed. There were several facilitators for the new project. The
CEO of the community clinic, the medical director, the MAT trained FNP, the LCSW, the
impact fellow, and the project lead were on board. Several meetings wete éelfhge each
team member in bringing together ideas of the new marketing strategies. Each team member
participated in sharing ideas for new marketing strategies. Team members were a driving force

behind the collaboration, the facilitation, and theaedepment of the revised project. The impact
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fellow and the project lead were able to develop and implement the new marketing strategies
from these team meetings.

A few barriers were identified during the outreach days. Many of the businesses visited
were very open and willing to advertise the program. However, there were a few substance
abuse facilities visited that were adamantly opposed to MAT treatment ofrehfok opioid use
disorder. One facility provided feedback that this type of treatment only leads to further
substance abuse. The project lead provided evidenced based information to the facility and
discussed the evidenced based research supportingetsd MAT and indications as one of best
treatments options for opioid use disorder to maintain long term sobriety. Even with the
supporting evidence, the facility maintained their stance on MAT and refused to share MAT as
another option of treatment thitheir patient population.

The largest barrier in evaluating the new marketing strategies was that there was no plan
in place to determine how each of the enrolled patients learned about the MAT program at the
community health clinic. Therefore, whipatient enrollment increased after implementation of
the new strategies, there were no method of collecting information on how each of the patients
enrolled learned about the program to further evaluate the effectiveness of each marketing
strategy individially. Because of this limitation, the project was unable to evaluate the impact of
each of the marketing strategies on patient enrollment.

Internal benefits. The primary benefit of the project redesign was increased patient
enrollment. This benefitetthe clinic in several ways. The clinic was able to present data to the
federal grant funding committee on the utilization of grant funds for the MAT program. This
provided an opportunity to increase uninsured patient served in the clinic. Grantdantiers

the MAT training for the FNP was justified by providing the FNP with the new skills needed to
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care for the MAT patients. The LCSW was also able to utilize her skills in addiction counseling
with the MAT patients. With the redesign of the projecus on marketing strategies, the clinic
realized that their presence and the services provided may not be as well known to the
community as they originally perceived. Therefore, clinic representatives decided to revamp
their entire marketing of the clinby redesigning their website and increasing their presence on
social media.

External benefits. The project 6és external benefits in
MAT and affordable medical treatment to the community. The project was able to promote and
advertise the program to the community and increase patient enrollment. The clinic was able to
provide affordable treatment for opioid use disorder. As stated previously, treatment for opioid
use disorder can be costly to a person afflicted with thesades During the outreach days, there
were several businesses that had never heard of the clinic and were very positive in their desire
to advertise the program. One of the businesses expressed interest to partner with the clinic in
referring patients tthe clinic for MAT and affordable medical treatment and for the clinic to
refer patients to them for workforce assistance, housing assistance, and group therapy. This
project benefitted the community by providing opportunities for communication and
collaboration between local community organizations in providing services to the people they
serve.
Summary

Overall, the project was a success. While the project had to be redesigned, the process of
developing and implementing a new program was aropgaing experience. The project
provided valuable information regarding the steps to follow when implementiegv program.

Based on the increased patient enrollment after implementing the new marketing strategies, the
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evaluation of the project showed success. However, since there was no tracking tool in place to
assess how patients heard about the programprdifect lead was unable to determine which
marketing strategy was the most successful. There were barriers, facilitators, and benefits that
were identified throughout the implementation of the project that ultimately provided valuable

insight for the comunity clinic.
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Chapter Seven: Implications for Nursing Practice

The Doctorate of Nursing Practice (DNP) degree program is the highest practice degree
for advanced nursing practice (AACN, 2006). It differs from a research doctorate in that it is
more focused on the practice of nursing, integrating practice expermmt@sactice immersion,
rather than research, theory, and statistics (AACN, 2006). There are eight Essentials developed
by the American Association of Colleges of Nursing (AACN), who accredit piggrams that
are required to be met by the completionhaf DNP program (AACN, 2006). This chapter
defines each of these Essentials, discusses how this project development plan met each Essential,
and future recommendations and implications for practice from this project.
Practice Implications

Essantial I: Scientific underpinnings for practice. The first Essential for the DNP
advance practice nurse incorporates scientific underpinnings of practice and the foundation of
nursing at the doctorate level (American Association of Colleges of Nursing [AADNG6). It
is important for the DNP prepared nurse to understand and have a strong scientific foundation to
ground their practice. This is a crucial concept for the DNP student to gain throughout the DNP
program. In order to meet this Essential, tlaeethree relevant concepts for the DNP student to
successfully meet ntegmate nucsing sciemae with &rowledde Irom ethicsp i
the biophysicalpsychosocial, analytical, and organizational sciences as the basis for the highest
level ofnursingpractice (p. 9); (2) wutilizing evidenced ba
them to the nature and significance of health and healthcare delivery, discuss actions and
strategies to enhance and alleviate health and healthcare delivery, aradecoatcomes; and
lastly (3) to utilize nursing theories and theories from other disciplines to develop and evaluate

new approaches to practice (AACN, 2006).
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As previously discussed, opioid use in the United States and North Carolina is at
astonishinglyhigh rates, with a reported 81,000 fitshe heroin users in 2016 (More Powerful
NC, 2019). In North Carolina alone, everyday five people die from an opioid overdose (More
Powerful NC, 2019). Research has shown that medication assisted treatment @dATg h
highest rates of success for long term sobriety when treating opioid use disorder (NIDA, 2016).
The literature also discusses how physicians recognize that there is a problem with opioid
addiction, however they are less likely to prescribe MAT euttthe resource of an addiction
specialist and many of these physicians would prefer the patient go somewhere else for treatment
(ClemansCope et al., 2017). Incorporating the information from the literature, the statistics
surrounding opioid use, andetlhack of enough affordable resources in the community, this
project developed a program plan for implementation of an outpatient MAT program in a
community health clinic.

One theory and one model were utilized for project plan implementation. The Wesory
Lewinbdbs Theory of Planned Change, which can
This theory was applied to the planning and implementation of the project development. Kurt
Lewin was a social psychologist that developed field theory to $tuchan behavior (Lewin,

2018). His theory of planned change is not a specific nursing theory; however, it has been used
in multiple disciplines and was the theoretical framework for this project. This theory was
utilized and applied to this project tosteibe how the method of developing a plan for
implementing a new outpatient MAT program occurred in a community clinic setting.

The model i mpl e me nDeStudwAat $PDEAG winicatjodved thB | a n
project to be evaluated at each step of the po@aitts & Rich, 2015).There were two cycles

of the PDSA in this project prior to moving towards the SBAR method. Each cycle allowed for
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identification of barriers and discussion of new approaches to combat these barriers. With every
cycle, the new gmoaches were evaluated for improvement. As is evident in the PDSA cycles,
the lack of marketing of the program to the community prior to implementation was an
unforeseen barrier, which proved to be a vital component to the success of the prograsn. In thi
project, marketing was done after implementation of the MAT program, which resulted in the
clinic having no patients for the first three months of the program. Due to this, the admission
protocol was not able to be evaluated for the first three moiithes project then became a
program development project and the SBAR communication method was utilized for the
remainder of the implementation phase. This is an important implication for future practice
when developing and implementing new programs. Tagram plan must be fully in place

prior to implementation to decrease barriers to the success of the program.

This DNP project was able to meet Essential one with the use of up to date evidenced
basediteratureand practicdindings. Lewi nodlsanrmedroghafge and De mi
guided this project to successfully integrate nursing anehoiosing theories. The SBAR
communication method guided communication among the MAT project participants. This
allowed for the development and evaluation of mg@proaches to the treatment of opioid use
disorder and healthcare delivery within the community clinic setting.

Essentialll: Organization and systems leadership for quality improvement and
systems thinking The second DNP Essential emphasihesimportance of the DNP prepared
nurse to be able to improve health outcomes and provide patient safety utilizing organizational
and systems leadership (AACN, 2006). The DNP prepared nurse must have the underpinnings

of political, business, and finamtiskills. It is important for each of these skills to be integrated
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to develop scientific, evidenced based care delivery while ensuring ethical quality health care
and patient safety.

The focus of this project was the program development for an ounplstA&T program
at a community health clinic. When assessing the data of the2Z2dB/Mecklenburg County
Community Health Assessment (CHA), 88% of residents in Mecklerbougtyhad medical
insurance. The benchmark is 100%, set by Healthy People 2@Klgviburg County Public
Health, n.d.). While this percentage is high for healthcare coverage it does not meet the
benchmark, and 160,000 residents or 20.3%, still report not being able to see a doctor due to cost
(Mecklenburg County Public Health, n.d-Jhis is evident of a lack of access to care. Substance
abuse treatment is also included in access to care. North Carolina injury and violence prevention
(2017) report that there are 21 substance abuse treatment facilities and three opioid treatment
programs in Mecklenbur@ounty While this number seems somewhat adequate for the
population, substance abuse and opioid treatment can be costly to an individual who does not
have medical insurance coverage. These facilities have reported that thefnaen 80%
capacity North Carolina Injury and Violence Preventi@®17) This project assists in meeting
the lack of access to care for substance abuse.

In addition to assisting with lack of access to care, the project also assessed the budgetary
needs of the clinic related to implementation of a MAT program. After a cost analysis (see
appendix D) was completed, assessing several patient pay structures and grant money awarded
for the program, the project recommended the clinic provide the MA® abst to those
suffering with opioid use disorder. Providing free treatment allowed the clinic to meet the needs
of the community and positively affect the county and state benchmarks related to health, access

to care, and opioid use.
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The project sugggedimplementinga drug abuse screening assessment for community
clinic patients as a vital component of the project development. The Drug Abuse Screening Test
(DAST-10) was the recommended tool for this project. It is a short ten question, evidenced
based, validated tool to assess for drug abuse specifically (NIDA, n.d.). This project
recommends the implementation of drug abuse screening at all primary care offices, not just
within the community health clinic setting, to combat the nationwide opiditepc. With
each encounter with a medical provider, the diagnosis of substance use disorder could be
identified more quickly and could prevent the prevalence of substance use disorder if screening
were completed. Once a person is diagnosed with substaeaisorder, access to care is vital
in getting treatment for these individuals.

This project development met Essential two by determining the current needs of the
community to develop an evidenced based approach to deliver quality and affordahleaheal
treatment for opioid use disorder. The project outlined an implementation program for a new
MAT program in an outpatient clinic setting. The project lead was able to analyze the financial
and business needs of the clinic and patient populatimttonmend an affordable treatment
program while integrating the awarded federal grant guidelines into the developed program plan.
As previously stated, treatment facilities are at capacity. By increasing treatment options, this
would increase access tare for this disorder.

Essentiallll: Clinical scholarship and analytical methods for EBP. The DNP
Essential three requires the DNP nurse to be prepared to synthesize evidenced based literature
and apply it to develop new methods and practcegiide practice, provide quality healthcare,
and improve patient outcomes (AACN, 2006). The DNP nurse is able to evaluate current

practices and collaborate with other healthcare professionals to improve practices while
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incorporating information technady and research (AACN, 2006). This is an integral
component of DNP practice that distinguishes DNP prepared nurse practitioners from other
professions.

This project encompassed a thorough literature review regarding opioid use disorder,
treatment, andbkcal, state, and national statistics related to opioid use. The literature provided
that unintentional injury was the third leading cause of death in the county of the project site, and
this included unintentional drug overdoses (Mecklenburg County Rdéétth, n.d.). This
refers to any injury that is unplanned, including overdoses. The CHA reported that accidental
poisoning was the number one cause of deaths in this category at 42%, with 74% of the deaths
attributed to opioid abuse (Mecklenburg CouRtiblic Health, n.d.). There has been a 127%
increase in emergency department visits for opioid overdose (Mecklenburg County Public
Health, n.d.).North Carolina Injury and Violence Prevention (2017) estimate Mecklenburg
count ybés t ot anedidaliarfd evark losefrom meslication antl drug fatalities in
2016 was over $208 million.

The literature also revealed several treatment options for opioid use disorder with MAT
providing the most success for preventing reldpse et al., 2018, Soykd al., 2017, Tierney et
al., 2018, & Weinstein et al., 2017Jhroughout the synthesis of the literature, MAT \iasd
to beassociated witloveralltotal lower healthcare ctssanddecrease opioid use and overdose
death rates (Murphy and Polsi016 DeFlavio et al., 2015 & NIDA, 2016)The literature
review did reveal a gap in the literature with regards to outpatient treatment within the
community health setting. Many articles included inpatient treatment only or did not define the

population thatvas being served within the community setting. The use of the current literature
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assisted the project lead to develop a plan for implementing an outpatient MAT program in a
community health clinic.

The literature assisted in guiding the project leadieteelop the recommended steps for
implementation. These steps included the creation/implementation of the following: (1) a cost
benefit analysis, (2) initial screening questions for inquiry, (3) an admission protocol, (4) an
evaluation tool utilizing th€DSA model for the admission protocol, (5) a substance use history
and physical to be utilized by the providers, (6) the implementation of the £1.8%dol for
screening current clinic patients for substance abuse, (7) marketing materials for the MAT
program, and (8) a patient information haodt. This project was developed through the
synthesis of the literature to develop guidelines for implementing an outpatient MAT program,
enabling a community clinic to provide quality healthcare and improve patigcames while
addressing a gap in the literature. This project implementation could be followed and modified
as necessary for implementation of MAT programs within other community health settings. It is
recommended that more research be done surroumdptgmentation of outpatient MAT
treatment programs within community health settings.

EssentiallV: Information systems/technology and patient care technology for the
improvement and transformation of healthcare.The fourth Essential of DNP actice requires
the DNP prepared nurse to utilize and evaluate information technology with regards to practice,
patient care, communication, and ethical and legal issues to improve patient care (AANC, 2006).
With the growing use of technology, this Essans vital for the DNP prepared nurse. Itis
expected that the DNP prepared nurse will be able to analyze information technology and assist

with selecting and incorporating technology into practice (AACN, 2006).
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This project utilized the online libratg research information related to opioid use
disorder. Without the ability to search a large database of current information specific to the
topic, it would have been difficult to assess the current trends and interventions related to opioid
use disorde Throughout the development of the project, the author identified a lack of social
media, an important information technology platform. The implementation plan included social
media as a marketing tool for the project.

Lim (2016) identified several akeholders for social media in healthcare, such as patients
and providers. Lim (2016) defines social media as applications to facilitate the creation and
exchange of ideas over the internet, providing examples such as weblogs, internet forums, and
socialnetworking sites such as Facebook, Twitter, and Instagram. Social media holds a unique
place within healthcare. For example, 80% of patients use the internet for healthcare related
searches and up to 75% of physicians utilize social media technolggyfessional postings
(Lim, 2016). Pour and Jafari (2019) note that about 5,000 medical centers have social media
accounts.

There are many benefits to the use of social media in healthcare. A few thabapsy

project include: social mediaincreas t he patientds feelings of er
care, participatory medicine, and increased tacit knowledge sharing among pravide20(.6;

Panahi, Watson, & Partridge, 2Q16The clinic already had established social media accounts,
howeverthey were not utilizing them to communicate with patients and other providers. As part

of the i mplementation pl an, mar keting was cr e
accounts advertising the cl i nioddéergifiechseweralMAT pr o

support and provider groups related to opioid use and addiction that already existed within the

social media networks. The clinic became a part of these groups to increase awareness of the
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services they provided and to allow a platidior providers to discuss addiction treatment
related topics with other providers; maintaining confidentiality and upholding ethical standards
relating to the use of information technology.

The project lead was able to utilize and implement informaticimiaogy via social
media to increase healthcare knowledge. The lead was also able to provide leadership with
information technology in developing a new method for the clinic to communicate with patients.
The use of the online library assisted with maghil research and data necessary for the
projectds intent. One recommendation for fut
information technology/social media specialist. This would allow for an increased presence
within social media communicatianand woul d al |l ow for fchecks anoa
upholding regulatory and ethical standards surrounding information technology.

EssentialV: Healthcare policy for advocacy in healthcareEssential five calls for the
DNP prepared nurse tie a leader in healthcare policy (AACN, 2006). Leadership in healthcare
policy guides the DNP nurse to be able to understand health policy, influence policy makers,
educate about issues surrounding health policy, advocate for the nursing profession, and
advocate for health policy that supports social justice and equality (AACN, 2006). DNP nurses
can serve in each of these areas by being active members on committees and being involved in
institutional, local, state, or federal policy decisions (AACN, 2006)

The opioid crisis has become a national epidemic with a reported 130 people dying of an
opioid overdose every day (NIDA, 2019). NIDA (2018) reported in 2014 that 84% of the
reported new cases of hepatitis C were attributed to IV drug use. This epidatsio affecting
children. In North Carolina in 2017, 44% of grandparents were the responsible care giver for

their grandchildren, directly related to drug use (NCDHHS, 2018). The NCHA and HIDA
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(2018) estimated the total economic cost in 2016 of pi@adepidemic was over $570 billion in

the United States and over $21 billion in North Carolina. Due to the health, familial, and
financial burden of opioids, national and state lawmakers are recognizing that legislation needs
to occur to combat this plotem.

The federal government discussed the cost of the epidemic in the Council of Economic
Advisors report and the NCDHHS has addressed funding opportunities for opioid treatment
(NCDHHS, 2017). The community health clinic for this project is a felyegaklified health
center and was awarded a HRSA grant to implement an outpatient MAT program. North
Carolina has developed the North Carolina Opioid Action Plan-2027 to combat the opioid
crisis by reducing opioid addiction and overdose death (NCDRESE?).

A key component to the opioid action plan includes expanding treatment access and
increasing providerdés ability to prescribe
opioid treatment (NCDHHS, 2017). This project development addtéissdack of and access
to MAT centers for opioid use treatment in the Chariderklenburg area. Prior to the project
development, SAMHSA (n.d.) listed three MAT centers for opioid treatment in Charlotte
Mecklenburg. A fundamental component of thggebdevelopment was to provide free MAT
services to incr&se access to care since oveyold Mecklenburg county was uninsurecdhfted
States Census Bureau, .d.

This project worked parallel to the current policies at the state and national level to

combat the opioid epidemic. The project lead assessed the required components of the federally

awarded grant and blended those concepts into the framework of thet deyjelopment plan.

By merging the concepts of current health policy, health statistics, and clinic goals, the project

Me
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lead was able to develop a plan for MAT implementation in a community clinic thus meeting
Essential five.

EssentialVI: In terprofessional collaboration for improving patient and population
health outcomesThe AACN (2006) declares that Essential six has been met when the DNP
nurse is able to act as a leader in effective and collaborative communication among
interprofessionahnd intraprofessional teams to develop and change healthcare according to
evidenced based practice. From the beginning of this project, leadership was at the forefront.
Leadership began with the project lead identifying the project site and requestitegbarative
relationship for project implementation development.

The project site had been awarded a grant to implement an outpatient MAT program.
The project lead assumed the role of the development of the implementation plan. Initially, a
meeting ocurred with the CEO and COO of the clinic to determine clinic and financial goals.
After this meeting, the project lead completed a cost benefit analysis and presented it to the CEO
and COO. Throughout this leadership role, the project lead collabeviketthe medical
director, clinic providers, and clinic LCSW to develop an admission protocol and patient
education handut. The project lead discussed the need for the clinic to assess their patients for
substance use and introduced the DA®Tool forscreening. Additionally, the project lead
worked with an impact fellow employed by the clinic, the grant and marketing director, and a
graphic designer to develop marketing material for the program and increase social media
presence. The project lead@lprovided an executive summary of the project implementation
cost analysis to the CEO for reporting purposes to the grant.

Ultimately, the project lead effectively communicated, utilizing the SBAR

communication method, within the interprofessional arichprofessional relationships to
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develop the project implementation plan at this clinic. The participants were able to provide
feedback and insight at monthly meetings for the development of the MAT program
implementation plan. One recommendation fourfe program implementation plans is to

ensure that each step of program implementation has been completed prior to implementing the
program. This will provide a higher likelihood of successful implementation.

EssentialVIl: Clinical prevention and popul ation health for
health. The aim of Essential seven is centered around clinical prevention and population health
(AACN, 2006). The goal for the DNP nurse is to accurately analyze data, synthesize concepts,
and evaluateare delivery models to meet the national goals of Healthy People 2020 (AACN,
2006). There are many determinants of health that directly impact an individual and a
communityds health. Healt hy People 2020 iden
Injury and Violence Prevention. One of the subsets under Injury and Violence Prevention
includes unintentional drug overdoses and substance abuse. As previously stated, one of the
goals for this objective include increasing the number of admissiondstasice abuse treatment
for injection drug use (Healthy People 2020, 2019). Incorporating substance abuse screening for
all clinic patients was one aspect of the project that supported this objective.

Substance abuse and opioid treatment can be costiyitalividual who does not have
medical insurance coverage and many times these facilities are at or almost at capacity.
However, according to the National Institute on Drug Abuse [NIDA], (2018) for every dollar that
is invested into an addiction treatmig@rogram, there is between a $4 and $7 return for a decline
in drug-related crime, criminal justice costs, and thetien adding in the healthcare cost

benefit, there is a 12 to 1 savings versus cost.
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This Essential aligns directly with the intent bétproject development plan. This
project is centeredn clinical prevention of opioid use and promoting the health of the
population. Access to care is an important aspect for the prevention of any illness and increasing
healthy populations (Office ofiBease Prevention & Health Promotion, 2019). This project
allows for affordable and accessible access to opioid treatment, which is a necessary component
of Healthy People 2020. Recommendations for future practice implications include increasing
educatio of providers surrounding substance abuse treatment, increasing education regarding
affordable and accessible resources for patients in need of substance abuse treatment, and
increasing education of the public regarding substance abuse and avenuésiehtrea

EssentialVIII: Advanced nursing practice. Lastly, Essential eight encompasses
assessment skills with patient care decisions and an understanding of the consequences of those
decisions (AACN, 2006). This Essential requires the DNPertargffectively utilize advanced
assessment skills and clinic judgement to develop a plan of care that encompasses culturally
competent, therapeutic interventions grounded in evidenced based care to improve patient
outcomes (AACN, 2006). The DNP nursdlwe able to mentor and educate others through
nursing practice (AACN, 2006). This Essential is the culmination of didactic, clinical, theory,
and research concepts learned throughout the DNP program.

This project development plan utilized evidencededgsractice to develop interventions
for a community health problem. The plan developed an admission protocol based on evidenced
based practice and national guidelines to refer patients with opioid use disorder to the appropriate
treatment. It also incporated a validated tool for the assessment of substance use within the
current clinicbés patients. Throughout the de

and nonrhealth professionals was necessary. The project lead collaborated with thal medi
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director, providers, CEO, COO, LCSW, marketing, and graphic design to develop an
implementation plan. The project lead also participated in educating patients and the public
about opioid use and MAT. This project was able to meet Essential eiginhhice
combination of the assessment of needs of the clinic and the interventions proposed for project
development. For future implications of project development of MAT programs, it is
recommended that a needs assessment of current practice/clim¢sgagieompleted along with
the assessment of the local community that is to be served. This would allow for a more specific
development plan to be created based on current practice/clinic patient needs.
Summary

Each of these DNP Essentials dre fundamental foundation of DNP advanced nursing
practice. These Essentials were clearly defined in relation to the project development plan.
These Essentials guided the project lead throughout the project to ensure focus remained around
the practice ohursing to improve patient outcomes. Due to the significance of the opioid
epidemic, this project development plan could be utilized in other practice settings.
Recommendations to increase the successful implementation of a MAT program were outlined.
The project development plan could be utilized to improve practice surrounding substance abuse

and increase access to care within communities.
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Chapter Eight: Final Conclusions

This project identified several areas of interest regarding the findimays
recommendations for future research. This c¢ch
findings and the significance of redesigning the project. The strengths, weaknesses, benefits, and
barriers of the project in relation to Healthy Ped20 and the potential effects locally and
nationally will also be discussed. Telemedicine and interagency collaboration have been
identified as recommendations for future practice.
Significance of Findings

There were two initial outcomes thfe project, before it was redefined, they wé¢ig:
assess whether the new admission protocol appropriately referred patients to the MAT program
and (2) assess if the protocol retained 90% of patients refdtrisdsignificant to note that these
two oucomes were unable to be evaluated because of the lack of patient enrollment in the first
three months of implementation. At this point of implementation, the project was redefined from
guality improvement to process development.

The final outcome of thproject was to evaluate the new marketing strategies and the
impact on patient enrollmentt was clear with the implementation in the first three months that
the clinic was not as well known in the community as originally thoulyletv marketing
strateges were developed with a focus on the MAT program. This provided the clinic an
opportunity to reassess and evaluate their presence in the comnRetfibgus of the project was
the catalyst for the clinic to redesign and market itself to the commuriity.marketing
strategies implemented in the project were also implemented for other areas of the clinic, such as

anewly created, usérr i end | vy, bilingual website and i1 ncr
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media. The new marketing strategies appearetave a successful impact with a total of six
patientds enrolled as of January 2020.

The development and implementation of the MAT program was vital, however one of the
biggest lessons learned was the importance of markeTing clinic assumed at thediening
that the program would be a success because of the need for this type of treldtmaver, the
lack of patient enrollment during implementation brought to light the issue of the clinic not being
a known place for treatment in the communitihis impacted the clinic, providers, and the
community. The clinic not only began marketing the MAT program, but also other programs
within the organization including marketing the clinic as a general medical treatment facility for
the community.

Overall, inrplementing an affordable MAT program is necessary to decrease opioid
related deaths and to achieve the goals for Healthy People 2020. The project lead created a cost
benefit analysis utilizing the grant funding the clinic received. It has been documented
throughout the literature that for every dollar invested into addiction treatment, there is between
a $4 and $7 return that is seen through a decline irrétated crime, criminal justice costs, and
theft (NIDA, 2018a). When adding in healthcare co$@ddiction, there isuptoa12to 1l
savings versus cost (NIDA, 2018a). By spending the money to treat the addiction, this could
greatly decrease the United States and North
ultimately resulting in monetary sags and decreasing opioid related deaths.

Project Strengthsand Weaknesses
There were several strengths and weaknesses identified within the pidjectrengths
identified include: (1) the clinic ability to secure a grant funding for the MADm@am, (2) both

medical directors of the clinic had previous experience with addiction treatment, and (3) the
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interprofessional team coll aboration where th
willingness to reevaluate and make changes asledeFinancial funding for a project is often

one of the top concerns of any type of quality improvement profeatunately, the clinic

where the project took place had applied for and been awarded a federal grant to fund the
development and implemetitan of the MAT program.Having the financial component in

place provided support for the clinic to be able to focus on the development and implementation

of the program.The project lead completed a cost benefit analysis of the program to provide

insight for how and where the grant funds needed to be appliee.cost benefit analysis

provided important information for the clinic regarding sustainability of the program.

It was also valuable that both medical directors and site champions had experiknce
addiction treatmentThey were viewed as the experts and contributed in guiding the
development and treatment component for the progietmey were also able to mentor the
newly trained FNP into addiction treatment.

Lastly, a huge part of the swess of this project was due to the MAT interprofessional
team collaboration. Group cohesion and willingness-eveduate at every phase of the project
assisted in increasing the likelihood that changes would be succdggiaup cohesion did not
exist, this could have created conflict and a barrier to the success of the proditanthe
interprofessional collaboration and support among team members, changes were able to be made
and implemented, which ultimately resulted in success of the project.

There were also several weaknesses identified within the prdjeese included: (1) the
newly trained FNP was new to addiction treatment and still had training to complete during
implementation, (2) a delay of the first three months befgrafgiant changes were made, and

(3) the projectbds | ack of abnplenerdation ocouaredk et i ng
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initially in July 2019, however the primary provider selected to provide care for the addiction
patients, had not yet completed theiige training to receive the buprenorphine waiver, and was
new to addiction treatmeni his was identified as a weakness because if the provider had
previous experience with addiction treatment, she may have been able to provide different
insight into tke recruitment of patients for the progra®econdly, there was a delay during the
first three months of implementation before significant changes were made. This was identified
as a weakness because changes to the project should not have been deky@ddhdve been
made sooner than three montfisis unclear why it took three months for significant changes to
be made.Lastly, due to the lack of marketing, patient enrollment was delayed. This was viewed
as a weakness of the project since theimaigntent of the project was unable to be completed
and the original outcomes were unable to be evaluated.
Project Limitations

The major limitation fothis project was patient enrolimerAs previously mentioned, the
project began as quality improvement with two outcomes to measure the appropriateness and
accuracy of the new adssion protocol.However, withlack of patient enroliment, the project
lead was unable to evaluate those outconid®erefore, the project was redefd with a process
development focus on implementing marketing strategies for the MAT program.
Project Benefits

This project provides many benefits not only to the orgditin and the community, but
also at the state and federal level$ie project provides a model to create MAT programs in any
type of ambulatory care settin@his project assists the site and North Carolina in meeting their
objectives for the NC Opioidction Plan. The NC Opioid Action Plan focuses on three areas,

one of which is connecting to care (NCDHHS, 2019M)thin this objective lies increasing



COMMUNITY CLINIC MAT PROGRAM 83

linkages to treatment and recovery supports (NCDHHS, 20191®.plan describes strategies to

meethi s objective, which include increasing #dth
supports, including community based recovery supports that are inclusive of medication assisted
treatment ( MAT) 0 ( NCThidpt@ectisa 6tratBgly that ditly relhtes ta2 6 ) .

this objective and could be replicated in other community clinics throughout the state of North
Carolina in an effort to meet the objectives of the NC Opioid Action Plan.

At the federal level, this project impacts one of thalgof Healthy People 2020@nder
substance abuse screening and treatment objective is the goal of increasing the proportion of
people who need illicit drug treatment and receive specialty treatment (Healthy People 2020
2019. In the past year, this ddgjtive increased by 10% to 18.3% of people receiving the
specialty treatment they needed toward the target goal of 20% (Healthy Peopl2@30The
implementation of a MAT program can improve access to care and provide specialty treatment to
individuds.

Another benefit of the project is meeting the Institute for Healthcare Improvement (IHI)
Triple Aims. For example, the cost savings of implementing and utilizing MAT programs for
opioid use treatment assists in improving the health of populatmhgeducing the per capita
cost of health care (IHI, 2020). Statistics of opioid addiction highlight the increases in the
transmission of HIV and hepatitis C, however with the implementation of MAT programs,
patients are more likely to obtain sobriety angintain sobriety. It is well documented
throughout the research that the cost of implementing a MAT program is significantly outweighs
the cost of an opioid addiction. Therefore, by implementing MAT programs healthcare costs
would be reduced in the aBment of the addiction and the prevention of the spread of HIV and

hepatitis C.
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Practice Recommendations

A first practice recommendation is for the initial project to be replicated. It would be
important to assess whether the initial outconiehis project could be met with implementation
of the MAT program. A replication of the project could evaluate initial outcomes in assessing
the admission protocol for its appropriateness and effectiveness. Results could provide a
baseline admission piacol for other outpatient MAT programs to utilize, if determined
successful. It could also provide changes that would need to be made for future programs.
Therefore, it is recommended to replicate this project to develop a MAT program in a
community helth setting.

Based on the findings, strengths, weaknesses, limitations, and benefits of the project,
there are two areas that are recommended for future practice. These two areas include the
inclusion of telemedicine for MAT and the inclusioniteragency collaboration for MAT.

Both of these areas could provide valuable resources for future programs.

Throughout the literature, telemedicine is discussed in a variety of settings. Many
healthcare organizations today are already implementingeeieme in their practices and
telepsychiatry is also being utilized. Zinsmaster (2018) discusses how telemedicine could
positively influence addiction treatment. In order to implement telemedicine for MAT, a
provider must have at least onegerson meidal evaluation (Zinsmaster, 2018). This could be
conducted at the initial visit for admission into the MAT program. Once this is completed, the
medications for MAT can be prescribed. The weekly or monthly meetings with the provider
could be done via kemedicine and the counseling sessions could also be conducted via
telemedicine. Many MAT programs have random or scheduled urine drug screens to assess if

the patient is taking the prescribed medication and to also assess for any other drug use. These
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could be completed prior to the telemedicine visit. The provider could send the order for the
patient to complete the urine drug screen at a lab convenient for the patient and have the results
sent to the provider prior to the visit. Weintraub et al. 8 @bnducted a chart review of a
MAT program delivered via telemedicine and the program was conducted similarly as described
above. They ultimately found that MAT treatment with buprenorphine delivered via
telemedicine was effective (Weintraub et al.,@01Yang et al. (2018) also discussed several
studies where MAT was delivered via telemedicine. They found no statistical difference
between irperson and telemedicine treatment in relation to additional illicit drug use, relapse
rates, and also showedproved physical and mental health among patients (Yang et al., 2018).
In addition, if the MAT telemedicine program is implemented correctly, patient satisfaction
regarding care is the same among fctace and telemedicine patients (Zinsmaster, 2018).
Ultimately, MAT telemedicine could increase access to care for addiction treatment. The
NCDHHS (n.d.) has developed the NC Statewide Telepsychiatry Program which is designed to
help with acute mental health or substance abuse care. The state govermeoagizing the
important role that telemedicine has in MAT. Therefore, MAT telemedicine is recommended for
future practice.

Throughout the implementation of the outreach days, the prejesaled other business
interests in partnerships to betserve the community. This allowed an opportufoty
interagency collaboration and communication to better serve the commimésagency
collaboration in relation to substance abuse is discussed throughout the litdeathia. et al.
(2015) definanteragency collaboration as the integration between gg®policies and
programs that support mutual goalshas been discussed in the literature that interagency

collaboration decreases the likelihood of relapse, provides support for succesgkgration
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back into the community, and creates stronger family cohesion (lachini et al., 2015 & Hanson et
al., 2019). This would be an important area of further reseaildierefore, a recommendation
for future practice and implementation would be tosider implementing a MAT program in a
community clinic with interagency collaboration among local community organizatidns.
type of implementation has the potential to yield a high rate of success related to relapse
prevention.
Final Summary

In conclusion, this project provided valuable information regarding implementing a MAT
program in a community clinic. There were several benefits and weaknesses identified
throughout the project implementation. The biggest limitation was lack ohpatieollment,
which directly affected the outcomes of the project. Implementation of a MAT program assists
in meeting local, state, and national goals and benchmarks to combat the opioid epidemic. In
addition, the project has provided valuable insightf@iture areas of research and project

development to positively impact addiction treatment.
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Appendix A

Part 2 of 5 i Addressing Opioid Use Disorder in General Medical Settings

DSM-5 Opioid Use Disorder Checklist®?

Patientds Name:

Worksheet for DSM -5 Criteria for Diagnosis of Opioid Use Disorder

DIAGNOSTIC CRITERIA MEETS

(Opioid use disorder requires that at least 2 criteria be CRITERIA?
met within a 12-month period.) Yes OR No NOTES/SUPPORTING INFORMATION

1. Opioids are often taken in larger amounts or over
a longer period of time thamtended.

2. There is a persistenesire or unsuccessful efforts
to cut down or control opioidise.

3. A lot of time is spent in activities necessary to
obtain the opioid, use the opioid, or recover from
its effects.

4. Craving, or a strong desire to use opioids.

5. Recurrentopioid use resulting in failure to fulfill
majorrole obligationsatwork,schoolorhome.

6. Continued opioid use despite having persistent
recurrentsocialor interpersonalproblemscaused
or exacerbatedy the effectsof opioids.

7. Importantsocial, occupational, or recreational
activities are given up or reduced because of
opioid use.

8. Recurrent opioid use in situations in which it is
physically hazardous.

9. Continued use despite knowledge of having a
persistent or recurrent physicalr psychological
problem that is likely to have been caused or
exacerbated by opioids.

10. Tolerance,* aslefinedby either of thefollowing:
(a)a need for markedly increased amounts of
opioidsto achievdantoxicationor desiredeffect
(b) markedly diminisheeffect with continueduse
of the same amount of aopioid

11.  Withdrawal,*asmanifested byeither of the
following:
(a) the characteristiopioid withdrawalsyndrome

(b) the same (or a closely related) substance is
takento relieveor avoidwithdrawalsymptoms

*This criterion is not met for individuals taking opioids solely under appropriate medical
supervision.Severity: mild = 2 3 symptoms; moderate % 8 symptoms; severe = 6 or more
symptoms Signed: Date:




COMMUNITY CLINIC MAT PROGRAM

Appendix B

Admission Protocol

Transfer call to

97

MAT designated scheduler schedules
appointment with LCSW for initial

Patient inguires about MAT program W
h

MAT Admission Protocol reviews screening questions wit
patient. If deemed appropriate, transfer
Part 1 patient to MAT designated scheduler

e completed online within a minimum of

» 2 ment. New patient paperwork is to
b
L 24 hrs before appointment

v

At initial and subsequent
appointments, the CMA
documents the UDS results.

Does the patient mee
level 1 and the DSM 5 Criteria ™

-
+

Y

LCSW completes initial assessment
screening utilizing the comprehensive

for opioid dependence at
moderate or severe?

Refer patient to
appropriate level
of treatment.

Yes

LCSW: Obtain behavioral consent,
sign releases as needed, discuss

treatment goals, and refer to MAT
provider

clinical a ment. Document level
of treatment recommendation within
the MAT program assessment form

At check out, patient schedules
appointment within 1 week with
MAT provider.

MAT provider and

LCSW move to
Part 2 of admission
protocol.
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Appendix B (continued)

MAT Admission Protocad Part 2
For use by MAT providers & LCSWs

For the # MAT provider encounter:
Obtain treatment consent

Complete the North Carolina Controlled SubstariReporting System (NC CSRS)
Complete the medical history and physical in Epic

Complete the MAT Substance Use History in Epic

Educate about the MAT program requirements, including cost, medications
utilized, UDS, counseling, etc.

For subsequent MAT providencounters:
Complete the North Carolina Controlled Substances Reporting System (NC CSRS)
Pill counts (as needed)
Complete the MAT Program Patient Progress Assess(dmgitial spreadsheet on
shared drive)
If the patient does not meet the requirements, déop a plan with the patient
and LCSW

For LCSW encounter(s):
Pill counts (as needed)
Complete the MAT Program Patient Progress Assessfdmgiiial spreadsheet on
shared drive)
If the patient does not meet the requirements, develop a plan with the patient
and provider
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Appendix C

MAT Substance Use History
Mental Health lliness History
Has anyone in your family been diagnosed with a mental health illness? YES
If yes, which mental health illness(es)?

NO

Have you ever been diagnosed with a mental health illness? YESO
If yes, which mental health illness(es)?

At what age were you diagnosed?

Were you treated for the mental health illness? YES NO
If yes, what was the treatment?

Substance Use History
Has anyone in your family used alcohol? EY NO
If yes, which family member(s)?

Has anyone in your family used recreational drug(s)? YES NO
If yes, which family member(s)?

If yes,which recreational drug(s)?

Alcohol Use:

Do you drink alcohol?  YES NO
Number of beers/liquor/wine drinks per day
Number of beers/liquor/wine drinks per weekend day
How old were you when you had your first alcohol drink?

Have you ever had treatment/help for alcohol use? YES NO

If yes, how many times have you been treated/received help for alcohol use?
When? What was the treatment?

Are you concerned about your drinking?  YES NO

Have others told you that you drink too much?  YES NO

Drug Use:

List all recreational drug(s) you have used in the past.
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Are you currently using recreational drugs? YES NO
If yes, which drug(s)?

How many times per day are you using the drug(s)?

How long have you been usingcreational drug(s)?

What method(s) do you use to take the drug(s)?
By mouth SnortinglnjectingSmoking Other:

What was the first drug that you ever used?

How old were you when you used your first drug?
What happened after that?

Have you ever stopped using drugs? YES NO
If yes, when and for how long?

Have you ever received treatment/help for drug use? YES NO
If yes, how many times have you been treated/received help for drug use?
When? What was the treatmé?

How many times have you overdosed?
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Have you ever received medication assisted treatment (MAT) for drug use?

If yes, when and what medication was used?

For female patients:

Are you currently pregnant? YES NO
Are you currently using contraception? YES NO
If yes, which method of contraception are you using?

100

If no, are you interested in using contraception? YES NO
What are your plans to prevent pregnancy?

OB HistoryyG T P A L
In your past pregnancies, were you using recreational drda(sg pregnancy?

Did you or your baby experience any drug related complications during pregnancy or aftpathos)?
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Appendix D

Cost Bemrfit Analysis

Projected Supplies Cost for Months 16

UDS ($4.64/test)
Urine temperature cups ($0.17/cup)

BuprenorphineNaloxone 8 mg (average 12 mg/day=1.5 tablets/day:

$3.25/tablet)

July
UDS: 5 tests/new patient/month=23.20 * 5 pts
Urine temperature: 5 tests/patient/month=0.85 * 5 pts

BuprenorphineNaloxone 82 mg (average 12 mg/day=1.5 tablets/day:

$3.25/tablet * 1.5 tabs=4.88/day *30 days=146.25* 5 pts)
Projected total

August

UDS: 5 tests/newatient/month=23.20 * 5 pts

UDS: 2 tests/ 2nd month patient=9.28 * 5 pts

Urine temperature: 5 tests/patient/month=0.85 * 5 pts

Urine temperature: 2 tests/2nd month patient=0.0.34 * 5 pts
BuprenorphineNaloxone 8 mg (averagé2 mg/day=1.5 tablets/day:
$3.25/tablet * 1.5 tabs=4.88/day *30 days=146.25* 10 pts)
Projected total

September

UDS: 5 tests/new patient/month=23.20 * 5 pts

UDS: 2 tests/ 2nd month patient=9.28 * 5 pts

UDS: 1test/3rd month & beyond patient=4.64 * 5 pts

Urine temperature: 5 tests/patient/month=0.85 * 5 pts

Urine temperature: 2 tests/2nd month patient=0.0.34 * 5 pts

Urine temperature: 1 test/3rd month & beyond patient=0.17 * 5 pts

BuprenorphineNaloxone 82 mg (average 12 mg/day=1.5 tablets/day:

$3.25/tablet * 1.5 tabs=4.88/day *30 days=146.25* 15 pts)
Projected total

October
UDS: 5 tests/new patient/month=23.20 * 5 pts
UDS: 2 tests/ 2nd monthatient=9.28 * 5 pts
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$116.00
$4.25

$731.25
$851.50

$116.00
$46.40
$4.25
$1.70

$1,462.50
$1,630.85

$116.00
$46.40
$23.20
$4.25
$1.70
$0.85

$2,193.75
$2,386.15

$116.00
$46.40
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UDS: 1 test/3rd month & beyond patient=4.64 * 10 pts

Urine temperature: 5 tests/patient/month=0.85 * 5 pts

Urine temperature: 2 tests/2nd month patient=0.0.34 * 5 pts
Urine temperature: 1 test/3rd monthb&yond patient=0.17 * 10 pts

BuprenorphineNaloxone 8 mg (average 12 mg/day=1.5 tablets/day:

$3.25/tablet * 1.5 tabs=4.88/day *30 days=146.25* 20 pts)
Projected total

November

UDS: 5 tests/new patient/month=23.20 * 5 pts

UDS: 2 tests/ 2nd month patient=9.28 * 5 pts

UDS: 1 test/3rd month & beyond patient=4.64 * 15 pts

Urine temperature: 5 tests/patient/month=0.85 * 5 pts

Urine temperature: 2 tests/2nd month patient=0.0.34 * 5 pts

Urine temperature: 1 test/3rd month & beyond patient=0.17 * 15 pts

BuprenorphineNaloxone 82 mg (average 12 mg/day=1.5 tablets/day:

$3.25/tablet * 1.5 tabs=4.88/day *30 days=146.25* 25 pts)
Projected total

December

UDS: 5tests/new patient/month=23.20 * 5 pts

UDS: 2 tests/ 2nd month patient=9.28 * 5 pts

UDS: 1 test/3rd month & beyond patient=4.64 * 20 pts

Urine temperature: 5 tests/patient/month=0.85 * 5 pts

Urine temperature: 2 tests/2nd mtlo patient=0.0.34 * 5 pts

Urine temperature: 1 test/3rd month & beyond patient=0.17 * 20 pts

BuprenorphineNaloxone 82 mg (average 12 mg/day=1.5 tablets/day:

$3.25/tablet * 1.5 tabs=4.88/day *30 days=146.25* 30 pts)
Projected total
Total Projected Supplies Cost 1st 6 months
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$46.40
$4.25
$1.70
$1.70

$2,925.00
$3,141.45

$116.00
$46.40
$69.60
$4.25
$1.70
$2.55

$3,656.25
$3,896.75

$116.00
$46.40
$92.80
$4.25
$1.70
$3.40

$4,387.50
$4,652.05
$16,558.75
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Current Office Visit Patient Out of Pocket Expense for MAT Program

Current Office Visit Patient Out dfocketExpense $25.00
1st Month Patient Out of Pocket Expense # of required
visits Cost
Initial Assessment Screening with LCSW 1 $25.00
MD visit (1/week) 4 $100.00
LCSW visits (2/week) 8 $200.00
Total Patient Monthly Out of Pocket Expense $325.00
# of required

2nd Month Patient Out of Pocket Expense Visits Cost
Initial Assessment Screening with LCSW 0 $0.00
MD visit (2/month) 2 $50.00
LCSW visits (4/month) 4 $100.00
Total Patient Monthly Out of Pocket Expense $150.00

3rd Month Patient Out of Pocket Expense # of

required
visits Cost

Initial AssessmenBcreening with LCSW 0 $0.00

MD visit (1/month) 1 $25.00

LCSW visits (2/month) 2 $50.00

Total Patient Monthly Out of Pocket

Expense $75.00

4th-6th Month Patient Out of Pocket # of

Expense required

visits Cost

Initial Assessment Screening with LCSW 0 $0.00

MD visit (1/month) 1 $25.00

LCSW visits (1/month) 1 $25.00

Total Patient Monthly Out of Pocket Expense $50.00



COMMUNITY CLINIC MAT PROGRAM 104

Projected Total per month for Supplies, FNP, & Patient Expense for 1st 6 months of MAT Program
July 2019-December 2019

Patient Expense at $25 cc

Month Supplies FNP/month pay/office visit Monthly Total

Cost Co-pay Revenue
July (5 new pts) $851.50 $1,126.67 $1,625.00 $1,978.17 $1,625.00
August (5 new pts, 5 2nd month pts) $1,630.85 $1,126.67 $2,375.00 $2,757.52 $2,375.00
September(5 new pts, 5 2nd month pts,
3rd month pts) $2,386.15 $1,126.67 $4,375.00 $3,512.82 $4,375.00
October (5 new pts, 5 2nd month pts, 5 ¢
month pts, 5 4th month pts) $3,141.45 $1,126.67 $4,625.00 $4,268.12 $4,625.00

November (5 new pts, 5 2nd month pts,

3rd month pts, 5 4th month pts, 5 5th

month pts) $3,896.75 $1,126.67 $4,875.00 $5,023.42 $4,875.00

December(5 new pts, 5 2nd month pts, !

3rd month pts, 5 4th month pts, 5 5th

month pts, 5 6th month pts) $4,652.05 $1,126.67 $5,125.00 $5,778.72 $5,125.00
$23,318.77 $23,000.00
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Appendix E

SWOT Analysis
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Helpful

Harmful

Strengths
1 Expertsin place(psychiatric

NP, MAT trainedFNP,
addictioncertifiedmedical
director,LCSW for MAT

Weaknesses
1 FNPhasnotcompleted

MAT training (Currentlyin
progress)themedical
directoris notfull time and

assessments) is onsitel day/week
Now Costbenefitanalysiss Siteneeddgo agreeonthe
completed clearlydefining coststructurewith regards
how thegrantcanbe utilized to patientco-pay, thatthey
to coversomeof the costsof wantto use
treatmenftor the patients Needanofficial agreement
Planfor patientvoucherto in placewith the pharmacy
cove medicationcosts to guaranteeostof
medications
Opportunities Threats
1 Planningto beginwith 5 1 MAT trainedFNPis not
patientsandexpandoy 5 dedicatedo MAT program,
patientspermonthfor the shemustremaintreating
first 6 months;this should medicalpatient® could
helpto notfi o wweorr tked impacttime to treatMAT
Later FNP patients
Psychiatrc NP will bea The psychiatricNP will

mentorto the MAT trained
FNP

Grantcostbenefitin place
for 6 monthsto coverpatient
medicationcost

only beavailableon site for
4 hrs./week

Currentlyno planin place
for sustainabilitypast6
monthsregardingpatient
medicationcost
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Appendix F

Approval Letter

Date: April 5, 2019
To East Carolina University College of Nursing:

We at the ) have reviewed Amanda Cruz’s DNP Project
Proposal “Community Health Clinic Implementation of Medication Assisted Treatment program
for Opioid Use Disorder”. Ms. Amanda Cruz has organizational support and approval to conduct
their project within our institution (s) (if multiple clinics — will need approval for each unless
under one entity). We understand that the timeframe for this project is from the date of this letter
through April 30, 2020 or until completion of the DNP project. Implemgntation at the project site
will occur August/September through November 30, 2019, unless othenwise negotiated
(Negotiated for June/July 2019 or start of MAT at site). We understand that for Ms. Amanda
Cruz to achieve completion of the DNP program, dissemination of the project will be required by
the University which will include a public presentation related to the project and a manuscript
submission will be encouraged.

Our organization has deemed this project as a (select one of the followihg — quality improvement
initiative, program or process development, program or process assessment, or policy
development). Our organization is aware that this project will be processed through the
University and Medical Center Internal Review Board of East Carolina University (UMCIRB).
Our organization (select one — does or does not) have an Internal Review Board (IRB). (In the
absence of an organizational IRB, the project will be only submitted to UMCIRB).

Thank you,

Note: Must be the organization executive/director or designee (someone with organizational
authority)
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Appendix G
DNP Data Collectiorm ool
DNP Data Collection Tool Part A

CCHC MAT Program Patient Assessment Form
To be completed by LCSW

MRN:
Date of Initial Appointment (todayods date):
Initial appointment UDS results: Negative Positive (circle positiveresults)
Opiates Oxycodone/OxyContin Fentanyl Cocaine THC
Amphetamines/Methamphetamines Buprenorphine
Benzodiazepines Methadone ETG (alcohol)

DSM 5 Criteria Questionnaire Results: (circle appropriate diagnostic criteria)
Numerical Score: Mild Moderate Severe

Crosswalk of ASAM Patient Placement Criteria Results
Level of treatment recommendation:

Date of appointment with MAT provider:
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DNP Data Collection Tool Part B
CCHC MAT Program Patient Progress Assessment
To be completed by MAT provider

1st Appointment with MAT provider (Month 1, Week 1)

MRN:

Date of Appointment:
MAT provider appointment UDS results: Negative Positive (circlepositive results)
Opiates Oxycodone/OxyContin Fentanyl Cocaine THC
Amphetamines/Methamphetamines Buprenorphine

Benzodiazepines Methadone ETG (alcohol)

29 Appointment with MAT provider (Month 1, Week 2)

MRN:

Date of Appointment:
MAT provider appointment UDS results: Negative Positive (circle positive results)
Opiates Oxycodone/OxyContin Fentanyl Cocaine THC
Amphetamines/Methamphetamines Buprenorphine

Benzodiazepines Methadone ETG (alcohol)

Did patient meet required 2 LCSW visits during week 1? Yes No
Reason for not meeting requirements: Cost Desire Patient is no show
Referral to other treatment program:

Other:

39 Appointment with MAT provider (Month 1, Week 3)

MRN:

Date of Appointment:
MAT provider appointment UDS results: Negative Positive (circle positive results)
Opiates Oxycodone/OxyContin Fentanyl Cocaine THC
Amphetamines/Methamphetamines Buprenorphine

Benzodiazepines Methadone ETG (alcohol)

Did patient meet required 2 LCSW visits during week 2? Yes No

Reason for not meeting requirements: Cost Desire Patient is no show
Referral to other treatment program:
Other:
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4 Appointment with MAT provider (Month 1, Week 4)

MRN:

Date of Appointment:
MAT provider appointment UDS results: Negative Positive (circle positive results)
Opiates Oxycodone/Oxy@ntin Fentanyl Cocaine THC
Amphetamines/Methamphetamines Buprenorphine

Benzodiazepines Methadone ETG (alcohol)

Did patient meet required 1 LCSW visit during week 3? Yes No

Reason for not meeting requirements: Cost Desire Patient is no show
Referral to other treatment program:

Other:

5t Appointment with MAT provider (Month 1, Week 5)

MRN:

Date of Appointment:
MAT provider appointment UDS results: Negative Pasitive (circle positive results)
Opiates Oxycodone/OxyContin Fentanyl Cocaine THC
Amphetamines/Methamphetamines Buprenorphine

Benzodiazepines Methadone ETG (alcohol)

Did patient meet required 1 LCSW visit during week 47? Yes No

Reason for notmeeting requirements:  Cost Desire Patient is no show
Referral to other treatment program:
Other:
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DNP Data Collection Tool Part C
To be completed by DNP Student

Month 1, Week 1

Month 1, Week 2

Reasons for not
meeting
MRN Male/Female Age Initial UDS Appt UDS DSM 5 CriteriaASAM CrosswalR LCSW visits requirements ~ Comments

Month 1, Week 3

Reasons for not
meeting
MRN Male/Female Age Initial UDS Appt UDS DSM 5 CriteriaASAM CrosswalR LCSW visits requirements ~ Comments

Month 1, Week 4

Reasons for not
meeting
MRN Male/Female Age Initial UDS Appt UDS DSM 5 CriteriaASAM CrosswalR LCSW visits requirements ~ Comments

Month 1, Week 5

Reasons for not
meeting
MRN Male/Female Age Initial UDS Appt UDS DSM 5 CriteriaASAM CrosswalR LCSW visits requirements ~ Comments
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Appendix H

PDSA Cycle 1

Plan
Admission protocol creation

Substance Use history form
creation

Educate participants

Aquire 5 patients for
implementation

Act
Implement revised admission

protocol and susbtance use
history for month 2

Study

Review data collected on the
DNP Data Collection Tool

Meet with participants to
obtain feedback regarding
revisions to the protocol and
substance use history form

Make necessary revisions

111

Do

Utilize the admission protocol
and substance use history for a
minimum of 5 patients in the
first month
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Appendix |

ScreeningQuestions for MAT Program

1. What substance do you abuse?

Answer: The MAT program is currently treating for opiate abuse/dependency
2. What is your age?

Answer: You must be 18 years old or older to participate in this MAT program
3. How does the program work?

Answer: You will fill out an application for CCHC and make an appointment to
be assessed by the counselor. The counselor and provider will determine the most
appropriate treatment that you need and if you are suitable for this outpatient
program.

4. How long is the treatment?

Answer: It varies, depending on how much is used on a daily basis and how long
you have used opiates. It also depends on your compliance in the program.

5.1 donot have insurance, how much wi | t he

Answer: You willfill out an application to become a patient in this clinic. Each
office visit will be $25.00.

6. What medication is prescribed?

Answer: Buprenorphin®laloxone

7. How much is the medication?

Answer: The medication costs $3.25 per tablet. The dasedication will be
determined by the physician.

8. Is substance abuse counseling mandatory for this program?

Answer: Yes. Typically, it will be two times a week for the first two weeks, once
a week for the next two weeks, then once a month, however thigana
depending on physician and counselor recommendations and your compliance
within the program.

9. Do you see patients on the weekends?
Answer: No
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10. How often will | have to come to the clinic?

Answer: The first week you will see the counselor for ygmreening visit and

then have an appointment with the physician within one week. You will then see
the physician once a week and the counselor twice a week for the first two weeks.
The third week you will see the physician once a week and the counsedoao

week for two weeks. If you remain stable, in abstinence and remain compliant
with the program, you will see the physician and the counselor once every two
weeks. If you continue to remain stable, in abstinence and remain compliant with
the programyou will see the physician and counselor once a month.

11.Do you prescribe Subutex (buprenorphine only)?

Answer: Yes, but only to pregnant women and lactating women.

Pregnancy and Addiction Questions
12. Do you treat pregnant women?

Answer: Yes, over thage of 18. We treat with Subutex (buprenorphine only).
You will follow the same treatment plan and be assessed by the counselor and
physician.

13.Do you treat women who are breastfeeding?

Answer: Yes, over the age of 18. We treat with Sub(liaprenorphine only).
You will follow the same treatment plan and be assessed by the counselor and
physician.

14. Does the medication used go to the baby?

Answer:Yes, in small quantity, but is recommended by American College of

Obstetricians as the pesfed MAT during pregnancyYou can also discuss this
in further detail with the physician.

15. Will the baby have withdrawal symptoms at birth?

Answer:lt is possible but less likely with Buprenorphine compared to mothers
who are treated with methadone idgrpregnancy.
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Appendix J

MAT Program Information & Requirements
Patient Handout

1 Whatis MAT?

(0]
(0]
(0]

MAT stands for medication assisted treatment.

In this clinic, MAT is used for the treatment of addiction to opioid drugs.
Buprenorphinenaloxone(Suboxon®) is used as the medication in this
treatment program.

Pill counts of the buprenorphinealoxone (Suboxor@® will occur randomly at
visits. Bring your entire amount of the medication with yoet@ry visit

1 How often do | have to see thdoctor and counselor?

(0]

Initially, you will be seen by the counselor to complete an admission screening.
Your treatment goals will also be discussed at this appointment. This
appointment will take about two hours.

You will then make an appointment to beeseby the provider. A detailed

history and physical assessment will be completed. Your specific treatment plan
will also be discussed. This appointment will take about one hour.

Once you are cleared as appropriate for the outpatient MAT program, tite vis
schedule is as follows:

15 Month:
U Weekly visits with the provider (about 30 min.)
U Twice weekly visits with the counselor (about 1 hour)

24 Month:
U Every other week visits with the provider
U Once per week visits with the counselor

34 Month:
0 Once a monttvisit with the provider
U Twice per month visits with the counselor

4™ Month and beyond:

U Once a month visit with the provider

U Once a month visit with the counselor
This schedule may be revised according to the provider and counselor
recommendations.
Counseling is required to remain an active participant in the MAT program.
Visit(s) frequency may be increased or decreased based on your treatment plan.
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Appendix K
MAT Flier

(Front)

We Can Help You With Your

Opioid Pain Medication or Heroin Addiction

» MAT stands for
Medication Assisted Treatment

» Buprenorphine/Naloxone (ex:
Suboxone®, Zubsolve, etc.) is
used as the medication for the
treatment of withdrawal and
for opioid/heroin addiction

« Counseling is also a component
of the treatment plan

» We accept Medicaid, Medicare,
& most insurance plans

« If you do not have insurance,
treatment may be discounted
or free based on yourincome
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(Back)



