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Operator:  Good day, everyone, and welcome to the Rural Health Clinic Technical Assistance webinar.  Today's event is being recorded.  And at this time, I'd like to turn our conference over to Bill Finerfrock.  Please go ahead, sir.

Bill Finerfrock:  Thank you, operator.  And as she said, my name is Bill Finerfrock.  And I'm the Executive Director of the National Association of Rural Health Clinics and I'll be the moderator for today's call.

	Today's topic is about opioids and opioid treatment and particularly the MAT Program.  And we're really pleased to have with us today someone who really has a strong connection to the Rural Health Clinic's Program and also is quite knowledgeable with regard to today's topic.

	John Lopes, for a number of years, was at the Central Michigan University PA program and he's recently been appointed as the Director of the Physician Assistant Educational Foundation's grant program on doing outreach and education on opioid education.

	Prior to that, John worked for a number of years in a rural health clinic in Illinois and was actually on the founding board of the National Association of Rural Health Clinics and served as our president in the late 1990s.

	John was also distinguished in his profession in that he was one of 12 individuals selected to go over to England back about 15, 17 years ago to really introduce the PA profession to England and the rest of the British Isles.  And as a consequence of their work, the PA profession is well established in Great Britain with eight PA programs in England as well as programs in Ireland and Scotland.

	So John comes to us with a wealth of knowledge, a breadth of experience not only about the topic but also understanding the environment in which you all work in terms of rural health clinic. So I'm really pleased that John was able to join us and help us out.

	A few things here just in terms of housekeeping.  The purpose of this series is to provide RHC staff with valuable technical assistance and RHC specific information.  Today's call is the 84th in the series.  There have been over 23,000 combined participants in these conference calls now being done as webinars.

	As you know, there is no charge to participate in the series.  And we encourage you to refer others who might benefit from this information to sign up and receive the announcements.

	We will have a Q&A at the end through both the webinar, through a chat box as well as over the phone.  We'll provide you with either of those options.  I did want, as the screen notes, that this project is done through a cooperative agreement with the National Association of Rural Health Clinics and the Federal Office of Rural Health Policy.

	If you have questions, ideas or suggestions, you can send those to bf@narhc.org and put RHC TA question or topic in the subject line.  So at this point, it gives me great honor and pleasure to introduce our speaker today, John Lopes.  John, it's all yours.

John Lopes:  Well, thank you, Bill.  I'm very happy to do this.  As you can see from the slide, I'm still on the faculty at Central Michigan University and I'm on loan under contract to PAEA as the project director for our waiver training initiative, which is part of a state targeted response technical assistance grant from SAMHSA.  And the goal is to get all PA students trained in the DEA waiver program so that they can apply for the waiver and prescribe buprenorphine, if they want, after they graduate.

	So I'm providing technical assistance to the PA programs to do that.  And, as Bill noted, I worked in a rural health clinic.  Right now I work in a opiate treatment program doing methadone maintenance treatment for people in Central Michigan.

	So here's the objectives.  And those of you who have the slides can read them.  But we're going to talk a little bit about the extent of the opiates use crisis.  And I'm sure many of you are very well aware of that.

	We'll talk about addiction as a chronic disease.  We'll talk about evidence for medication treatment and then we'll talk about the three medications that are currently approved for use and medication assisted treatment, or MAT.

	Right now, and at last count, in 2016 there were more than 63,600 drug overdose deaths in the United States.  And you can see that drug poisoning is now the leading cause of accidental death in the United States.

	The drug overdose deaths increased from 6.1 per 100,000 population in 1999 to 19.8 per 100,000 in 2016, a threefold increase.  And this has been a 10 percent per year increase from 1999 to 2006.

	And from 2014 to 2016, there was an 18 percent year-over-year increase in the death rates.  Rates were higher for males than females in 2016.

	The rate of drug overdose deaths increased from 99 in 2016 for all age groups.  And you can see that it's gone up considerably and this is for basically all age groups from 12 and up.

	So you can see here that for those 45 to 54 and then 25 to 35 and those groups have really gone up.  And this is really representative of what Anne Case and Angus Deaton at Princeton University described as diseases of despair.  And for the first time in a while, the death rate and the average age of longevity has decreased in those age groups particularly among middle class.

	There are two chemicals that are considered part of the opioid use crisis.  One is heroin which is a synthetic derivative of morphine and then there are opioid pain relievers.  And then for many people opioid pain relievers are the initial introduction to opiate use.

	Every year, the National Survey on Drug Use and Health collects dependence and abuse information for these two categories of drugs.  In 2016, there was an estimated 3.8 million people aged 12 or older who misused a prescription opioid and 2.1 million people aged 12 or over met the diagnostic criteria for an opioid use disorder.

	Substance treatment are intended to help people address problems associated with their substance use.  The National Survey on Drug Use and Health measures two things related to substance use treatment.  The need for substance use treatment and the receipt of substance use treatment.

	Again, in 2016, about 2.1 million people aged 12 or over met the criteria for use disorder and needed treatment.  But only about 380,000 of those received any substance use treatment in the prior year.

	So you can see that there's a tremendous gap in the number of people receiving treatment versus the number of people who require treatment.

	Today addiction affects about 16 percent of the U.S. population or 40 million people.  And this includes not just opioids but also tobacco, alcohol and other stimulants and depressant drugs.

	This actually exceeds the number of people afflicted with heart disease, which is 27 million, diabetes, which is 26 million, or cancer, which is 19 million.  So you can see that addictions or use disorders are a significant burden on the health of the United States.

	Again, the number of people dying from and addicted opioids is rising every year.  And despite the fact that the number of prescriptions that has been written for opioid pain relievers has actually gone down in the last couple of years, estimates are that the crisis won't peak probably until 2020 or 2022.

	Addiction has been sort of neglected within the health system.  And this is even despite the fact that a lot of things that occur to people such as indigestion, their sexual drive or high energy have been medicalized and turned into some sort of syndrome or disease.

	The disease model of addiction has existed for a long time but only now has it really come to the fore with the ability to actually demonstrate the physiologic changes that occur in the brains of people who have opioid addiction.

	And it's hoped that the concept of addiction as a relapsing chronic disease will help to destigmatize and legitimize the complaints of folks who have use disorders and will open the way to health insurance and research dollars.

	Again, the disease model also is the best response to a public health crisis that really shows no evidence of abating.  And addiction treatment when integrated within medicine works better than siloed care in specialty addiction treatment centers.  And we'll talk a little bit about that when we get to treatment.

	Again, if those of us in the medical profession don't take the lead in addressing what has been rightly called an epidemic, we will continue to perpetrate the problem.

	Now, the rise in opioid overdose and addiction for drove this crisis and the United States has faced several opioid crises in the past, most associated with things like the Civil War and the World Wars where large amounts of opioids were used to treat battlefield injuries.

	But this opioid crisis can pretty much trace its roots back to the late 80s, early 90s, when there was consideration that chronic pain was being undertreated, which coincided with the release of several very potent opioid analgesics.

	And I have to say, I was there in the clinic when all this started when pain became a fifth vital sign when the Purdue representative was in the office detailing oxycontin and other medications like that.  And so, you know, I was there sort of at the beginning of all of this.  And so, you know, obviously one of the biggest risk factors for opioid addiction is just access to the drug.

	About half of the risk of becoming addicted is genetic, more than for any other mental illness.  If a child has a biologic parent or grandparent with a substance use disorder, that child has a two to four times increased chance of developing addiction when compared to the general population, even when raised outside the substance using home.

	Chronic heavy substance use changes the brain over time such that the individual needs more of the substance to get the same effect, or develops a tolerance.  And then other natural rewards are no longer reinforcing.

	And so proponents of the disease model often compare addiction to Type 2 diabetes mellitus as both are chronic, relapsing and remitting diseases with a behavioral component.

	And in the case of diabetes, the behavioral component is the ingestion of excess calories.  In the case of addiction, it is the user's drug of choice.

	In both cases, ingestions of that substance can lead to irreversible chemical and morphologic changes in the body.  In both diabetes and addiction, a lifestyle change, either a change in diet or the cessation of drug use can restore the body to baseline.

	When the damage is not reversible, medication can be used to treat it.  So insulin or other medications can be used to treat diabetes.  For opioid use disorder - long acting opioid like buprenorphine, SUBOXONE or methadone are effective treatments for opioid use disorder.

	As I mentioned before, chronic exposure to opioids does cause physiologic changes in the brain.  And so there is an abnormal physiology such as occurs with things like hypertension, coronary artery disease and diabetes that can be normalized with the use of medication such as methadone or buprenorphine.

	On the slide, you can see that the relapse rate for drug addiction, which is 40 to 60 percent for those folks who have been through some sort of treatment program, is less, actually, than people who have high blood pressure who may not take their medication as prescribed or stopped taking their medication altogether and then have progression of their chronic disease.

	So we'll talk a little bit about the diagnosis of opioid use disorder.  So before you can offer any sort of beneficial treatment, you have to identify the patient as having opiate use disorder.

	The Substance Abuse and Medical Services Administration recommends the use of the screening, brief intervention and referral to treatment, or SBIRT, process.

	The SBIRT is a comprehensive, integrated public health approach that leads to the early identification of an intervention for individuals with one or more substance use disorders and also those who are at risk for developing these types of disorders.

	The SBIRT process can help primary care providers and other health care specialties detect the severity of substance use disorders, depression and other behavioral issues and identify the appropriate level of treatment.

	Early intervention and treatment are vital to achieve positive outcomes and an improved quality of life for individuals with both substance use disorders and mental illness.  So screening for use disorders is not any more difficult than screening for any other disease, such as cancer or heart disease or anything like that.

	So we'll talk a little bit about the process of SBIRT.  The three main components are screening, which is a brief process that effectively assesses the severity of substance use or mental health and identifies the appropriate level of treatment.

	Brief intervention focuses on raising awareness and increasing motivation toward behavioral changes, which supports overall health.  And then referral to treatment is the critical component that facilitates the clear pathway to follow-up with individuals that have been identified with substance use disorder or mental illness that are in need of specialized treatment.

	Asking is not screening.  All medical records contain a section on the social history of the patient, which includes information of their behaviors using substances with addictive potential.  So patients are asked if they smoke, drink alcohol or have illicit drug use and then some level of use is documented but then no further action is taken.

	So every medical practice should determine which screening tools to use and when, how and by whom they will be administered.  And you also need to identify steps to take when a patient screens positive.

	So here's a couple of things that you can use sort of as pre-screening.  These are well-validated tools.  There's a single item drug screen question you can see there.  And then there's a two item drug screen.  And this was developed in the Veterans Health Administration.

	And so any one of those - any positive response to either of those screeners should initiate a further more detailed screening to identify the substance abuse and how much and what the severity of the disorder is if they actually meet the criteria for having a disorder.

	So here are a list of evaluated screening instruments for drug use.  And you'll have the slide so you can look those up.  Some of them are very simple, four or five questions.  Most of these can be done by patient self-report.  So you give the patient the form.  They can fill this out while they're waiting to be seen either in the waiting area or in the exam room.  And then these can be reviewed by the provider or a medical assistant or nurse to see what the scoring is.

	Self-administration is generally as reliable as interviewer administration.  And so, again, you can save time by having the patient fill out the form.  Again, the provider should be non-judgmental and then use established rapport with your established patient to discuss the screening results with the patient.  And patients should be given the results of their screening tests.

	For those who are interested, the Substance Abuse Mental Health Service Administration produces a number of publications.  And they do have a publication on SBIRT, which is available free to download from the SAMHSA Web site.

	So here is the diagnostic criteria from DSM-5 for opioid use disorder.  And so a positive response to two or more of these criteria in 12 months defines an opioid use disorder.  And the more criteria the patient meets the more severe their use disorder is.

	So we'll move on to the medications used in the treatment of opioid use disorder.  So methadone is in the United States the oldest medication being used to treat opioid use disorder.  It was developed as an analgesic in the 1940s in Germany and was used as an analgesic for a long time.  It has a very long half so it stays in the body for a long time.  And that's what makes it useful as a treatment for opioid use disorder is it can be dosed once a day and can be effective at that level.

	The initial work was done by Drs. Dole, Nyswander and Kreek at Rockefeller University in New York.  And they used it to treat heroin addicts and found that in essence the patient's behaviors became normalized while they were taking the methadone.

	They showed that it eliminated cravings for heroin.  It prevented physical withdrawal symptoms.  And because of its relatively slow onset and mechanism of action, it did not produce any significant euphoria.  And because of their work and the studies that they did, the FDA approved methadone for long-term treatment of opioid addiction.

	It's probably one of the most studied medical interventions for the treatment of use disorders.  And the long half-life is made possible because the methadone is stabilized by absorption into the tissues.  And so it sort of stores itself in the tissues and slowly releases itself into the bloodstream.  And that's what makes it effective for use once a day for treatment of use disorders.

	It has a high affinity, which means it attaches quite strongly to the mu opioid receptor, the same one that most of the analgesics and heroin attach to.  And because of its strength of attachment, short acting opioids such as heroin or oxycodone or hydrocodone will not replace methadone at the receptor, but  it provides a blockade effect so that people who are on methadone, if they take another opiate, it will not have any effect.  They won't get high as a matter of effect.

	And so once a person is stabilized on a standard methadone dose, they essentially look and act just like anybody else.  And they are basically indistinguishable from persons who aren't taking methadone.

	Methadone does not have any adverse effects on psychological or actual physical performance.  And so these folks are able to drive, operate some machinery and basically live a relatively normal life once they are stable on methadone.

	And the key thing is for them to be on an adequate dose of methadone.  And so if they're not on an adequate dose, they probably will continue to use illicit opioids because of the persistence of withdrawal and craving.

	One of the interesting things to note is that despite the blockade effect of methadone on the euphoric effect of short-acting opiates, there doesn't seem to be a cross-tolerance for the analgesic effect so that people on stable doses of methadone who require medication for pain can be adequately treated with short-acting opiates and receive pain relief.

	Once patients are stabilized, most of them are able then to overcome triggers for use.  And most patients are generally maintained on the methadone dose of 80 to 120 milligrams daily.  But depending on individual patient response, higher doses may be required to resolve symptoms.

	There have been a number of analyses that demonstrate methadone versus placebo with or without psychosocial therapy reduces illicit opiate use, risky behaviors that transmit infectious diseases and criminality.  And, again, the higher the dose, the more likely the patient is to persist in treatment because of relief of the cravings and physical withdrawal symptoms.

	Administration of methadone for treatment of opioid addiction is regulated by federal and state law and available only through licensed and accredited opiate treatment programs.  Right now, there are about 1,600 accredited licensed opiate treatment programs in the United States.  This ranges from none in Wyoming to over 150 in California.

	And most of these are located generally in urban or suburban areas and there aren't a lot of opiate treatment programs providing methadone in rural areas, which makes office based opiate treatment with buprenorphine critical, particularly in rural areas.

	Part of the regimen in an opiate treatment program is a mandated psychosocial support with counseling as well as case management.  And so patients who have a long history of opiate use, who have a history of IV drug use, heroin use, who have serious co-morbid mental illnesses and chronic pain conditions are mostly likely to benefit from treatment with methadone.

	The Drug Addiction Treatment Act of 2000 authorized the use of buprenorphine for the medication-assisted treatment of opiate use disorder outside of opiate treatment programs.  The initial DATA 2000 authorized physicians to be able to prescribe buprenorphine.

	The Comprehensive Addiction Recovery Act of 2016 provided a time limited opportunity for PAs and nurse practitioners to also qualify to have the waiver from the DEA to prescribe buprenorphine for MAT.

	The CARA 2016 sunset is in 2021.  However, the House of Representatives passed, and the U.S. Senate is now working on, legislative that would eliminate the time limit so that going forward PAs and nurse practitioners would be able to continue to qualify for the waiver to prescribe buprenorphine.

	In states where PAs and advanced practice nurses are delegated prescribing authority, the supervising or collaborating physician must also have the DEA waiver or be qualified for the waiver if the PA or nurse practitioner is to prescribe buprenorphine.

	Now there are a number of states where nurse practitioners have independent prescribing authority.  And so that may not apply in those states.  You should check with your state pharmacy authorities to find out what the specific interpretation of that is in your state.

	Now buprenorphine is a synthetic opioid that was actually developed in the 1950s when biochemists were looking for a non-addictive analgesic with the same properties as morphine.  And so it is what's called a partial agonist/antagonist in that it does have an affinity for the mu opiate receptor but also it blocks the receptor from attachment by opiates.

	The difficulty with buprenorphine is that if somebody has recently used an opiate and you give them buprenorphine, the buprenorphine can dislodge the opiate molecule from the receptor and precipitate withdrawal in that patient.

	So patients who are - if you are considering using buprenorphine patients have to be abstinent from opiates for several days and actually be in withdrawal when they're inducted onto buprenorphine.

	Again, when taken orally, it's not all that effective.  The preparations used for treatment of use disorder are a sublingual film or dissolving tablet or a film that you put on the inside of the cheek that the medication is absorbed through the mucus membranes and because of that, it does not produce euphoria or sedation.

	And it also has what's called a ceiling effect in that the effects of buprenorphine occur up to a certain level.  And then no matter how much higher you raise the dose within reason, no further effect of the buprenorphine is noted.

	Buprenorphine does reduce craving and physical withdrawal and has very many of the same benefits as methadone for other conditions such as the spread of infectious diseases and criminality.

	Again, once a certain daily dose is reached, further dose increases will have no effect on resolving withdrawal symptoms.  And so as a result, persistence in treatment tends to be less with buprenorphine than with methadone because with methadone there theoretically is no maximum dose that you can use on the patient to prevent their withdrawal and craving.

	So proper patient selection is critical in the successful treatment of opiate use disorder with buprenorphine.  So patients who have a short history of opiate use who only use prescription opiate analgesics who are motivated, who don't have significant mental illness comorbidities are likely to do well on buprenorphine.  If they have any of the risk factors, they might be better off in an opiate treatment program.

	The most commonly used form of buprenorphine is sublingual or buccal film that also contains naloxone as a diversion deterrent.  There is a generic version available which should be cheaper than the brand name.

	The brand names that most of you might recognize are SOBOXONE, Subutex and ZUBSOLV.  SOBOXONE and ZUBSOLV have the naloxone component.  Subutex is buprenorphine only.  And that's the form that's recommended for use in pregnancy.

	In 2016 the FDA also approved a subdermal implant and a long acting injectable version of buprenorphine.  However, these have really only demonstrated efficacy in patients who are able to be managed on lower doses of buprenorphine rather than some of the higher doses.

	The latest medication approved for the treatment of opioid use disorder is naltrexone.  It's an opioid receptor agonist.  That means it blocks the receptor so that opiates cannot attach to them.

	It doesn't have any stimulatory activity on the receptors.  So there's no risk for developing tolerance or dependence.  However, that also means that it really doesn't have any effect on physical withdrawal symptoms.

	It does block the response to externally taken or what's called exogenous opioids.  Now if you have somebody who has recently used an opiate and you give them naltrexone, you can precipitate acute withdrawal symptoms.  So it's best used in patients who have been abstinent for short-acting opiates for at least a week and long acting opiates such as methadone and buprenorphine for at least two weeks.

	So this is often used in areas such as drug courts, patients who have recently been incarcerated and have been abstinent for some time, patients who have finished an inpatient detoxification program or an inpatient rehabilitation program who have been abstinent for some time.

	And it does reduce the cravings.  It does reduce the illicit opiate use.  But, again, it doesn't affect physical withdrawal symptoms.  So patients generally have to be over that part of the withdrawal before they can be given the naltrexone.

	It's currently marketed as vivitrol, as a long acting, extended release injectable version.  It's administered once a month.  And it is quite expensive.  So you would have to check with the insurance company pharmacy benefit manager to see what sort of coverage there might be.

	The Health and Human Services is providing a significant amount of funds for the opiate crisis.  And so you might check to see if your state has a program that might actually pay for these medications for your patient.

	So the Mental Health Parity and Addiction Parity Act compelled insurance companies to pay for mental health and substance abuse treatment just as they would for other chronic diseases.  Medicare, Medicaid and most commercial insurance companies will pay for substance abuse treatment on a fee for service basis.

	And medication for opioid use disorder, particularly buprenorphine, is generally covered under Medicaid or in the Part D formulary.  And most commercial pharmacy benefit managers will also pay for buprenorphine.

	There was a time when you needed to have some sort of prior approval for buprenorphine from commercial payers.  But many of the larger payers now are providing buprenorphine without prior authorization.  Again, check with individual payers regarding their particular policies covering outpatient based opioid treatments.

	Under the ACA, plans sold on the exchanges must cover substance abuse treatment the same way they cover any other treatment for medical conditions.  So if you have patients who are getting their coverage through the exchanges, those policies should cover MAT.

	Some payers do have limits on the amount of time that patients can receive prescriptions for buprenorphine.  So, again, check to make sure if there are any limits on the treatment.  Again, Medicare and Medicaid will pay for outpatient treatment when its reasonable and necessary.  And claims should be submitted as for any other patient visit.

	These are diagnosis codes from ICD 10.  F09 to F20 are sort of the use disorder codes and they cover everything from tobacco to stimulants to other drugs.  And so this one is related specifically related to opioids, which is F11.  Again, check with your local carriers to see which are the appropriate codes for billing.

	Medicare and Medicaid may require the additional use of HCPCS H or G codes for billing.  And if you are administering vivitrol, I believe there is a J code that may also be required for billing purposes.

	For DATA 2000 waiver training, again, MAT with buprenorphine is authorized under DATA 2000.  If the physician is not certified as an addiction psychiatrist or certified as an addiction medicine specialist, they have to take additional training.

	It's available for free from a number of organizations.  It's 8 hours of training.  They have to send proof of training and a letter of intent to prescribe buprenorphine to the Substance Abuse Mental Health Service Administration.

	SAMHSA will verify the training and then forward that to the DEA, which will issue a separate DEA number for use only with buprenorphine prescriptions for the treatment of use disorder.  You don't need the waiver to prescribe buprenorphine for pain.

	As mentioned, CARA also authorizes PAs and NPs to obtain the waiver.  However, PAs and NPs must take an additional 16 hours for 24 hours total of training.  Again, these are available for free.  And for PAs and nurse practitioners, they're also approved for CME credit.

	And so for those of you who have providers who need to get CME, this is a relatively simple way to get CME credits and also to gain an appreciation for and some training on the treatment of use disorders.

	Now just because you take the training doesn't mean you have to apply for the waiver.  So, again, it's a good way to get some credit and to gain a good appreciation of the treatment for use disorders.

	These are the waiver training Web sites.  The DATA 2000 specifies that training could only be obtained from organizations that were designated in the Act.  And these are the five that currently provide waiver training.

	Again, this is provided online for free except for the American Psychiatry Association.  There is a pay wall.  So you have to be a member of the Psychiatry Association in order to access that.  So Society of Addiction Medicine, the Provider Clinical Support System, Addiction Psychiatry and the Osteopathic Academy of Addiction Medicine all provide the waiver training for physicians, PAs and nurse practitioners at no cost.

	And you don't have to be a provider to take the training.  In fact, the Society of Addiction Medicine recommends that if you're going to do buprenorphine in your clinic that your staff also do the training to learn how it works, what's all involved.  Because as part of the training is also some discussion about billing and other administrative activities that go along with providing MAT.

	So MAT is shown to reduce morbidity and mortality when it's available.  Because of the scarcity of treatment resources in rural areas, rural health clinics really may be the only chance a person with a use disorder has for recovery.

	And so at this point, I'd be happy to try to answer any questions.

Bill Finerfrock:  Okay.  Operator, if you would give the instructions for folks to be able to ask a question on the phone, we will also open up the chat box function on your screen so that if you want to submit the question in writing through the chat box, we will have that open up.  While we're waiting on that, I wanted to point out a couple of things.

	In the upper left-hand corner of your screen, you'll see a link to RHI Hub Web site.  That is Rural Health's information hub Web site.

	And today's webinar is being recorded.  And an audio transcript of it should be up relatively quickly.  I think we're now down to being able to get it posted within 48 hours.

	There will be a written transcript to accompany that but we can go ahead and put up the audio before that's available.  We'll have to do some editing on the audio and the slides are already available on that site.

	So if there are others within your organization who you feel could benefit from hearing this presentation, go to the RHI hub within the next, I think, 24 to 48 hours and the webinar will be posted there.

	A little bit further down on the left-hand side of the page, you will see where it says file share MAT webinar.  And if you click on that you can download the slides that John used for today's presentation if for some reason you didn't get it through one of the other sources where we made that available.  So all of that is up there for your use.

	Operator, are there questions or do you want to go ahead and give the instructions on the phone call?

Operator:  Certainly.  If you would like to signal for a telephone question at this time, please do so by pressing star 1 on your telephone keypad.  A voice prompt on your phone line will indicate when your line has been opened.  Again, that's star 1 for questions at this time.

Bill Finerfrock:  Okay.  And so while we're waiting for anybody who may have that, on our screen there's a question from (Colleen Malmin).  I read that NPs and PAs can only prescribe MAT through October 20, 2021.  Is there any legislation in the works to expand this time frame?

	I think you addressed that in the presentation, John.  But would you go over that again as to the significance of the 2020 date and what is pending?

John Lopes:  Yes.  When CARA 2016 was initially written, the PA and NP - and the CARA 2016 language also included mid-wives, nurse anesthetists and clinical nurse specialists, I believe.  And so it had basically a sunset of 2021 after which PAs and at best practice nurses wouldn't be able to get the waiver.

	And so it was sort of put out there as sort of a demonstration.  However, I guess it was about a month ago the House of Representatives passed HR 6 which lifted the sunset provision.  And right now the Senate is working on their legislation.  And I believe there is also language in the Senate bill to lift the sunset provision.

	So right now everybody is sort of just waiting for the Senate to pass their bill for it to go to conference and then go to the President's desk at which time the sunset provision would be eliminated.

Bill Finerfrock:  Yes, and John, you're right, that the Senate, we're hearing, is planning to try and take up their version of the legislation in September with the idea of going to conference with the House to resolve differences with the House.

	I would also note that in that same House bill and hopefully in the Senate is some grant money that is new grant money for this program.  And rural health clinics are specifically identified as authorized recipients of that grant money should that be approved and funded so.

	The next question was can we get a copy of the slides emailed to us?  You can pull it down right there if you are on the screen.  You just click on that and you will be able to download it.

	If for some reason that doesn't work, you can go to the RHI hub Web site that I talked about earlier that's at the top.  There are copies of slides there.

	If neither of those work and you still feel that you need to have someone email it to you, send an email to me at bf@narhc.org and I can email you the slides from today.

	Similarly, the next question, (Jessie Segal), will there be a printout available of the closed captioning?  A transcript of today's call will be available.  It won't be up as quickly as the audio recording because we have to give the speaker an opportunity to go through and read the transcript to make sure that everything that was said was captured accurately.

	So there's a little bit of a lag time there.  But there will be a written transcript of the slides of the presentation that was done today.

	Operator, do we have any callers, any questions on the phone line?

Operator:  Yes, we do.  And we'll take that first question.  And just as a quick reminder, that is star 1 to signal.  Caller, please go ahead.

Bill Finerfrock:  Hello?

Operator:  And, caller, your line is open  Please unmute your line on your side.  And hearing no response, we'll move to our next caller.  Caller, please go ahead.  Your line is open.

Dr. Board:  Yes.  Hi.  Thank you for an excellent presentation.  My name is Paul Board.  I'm a physician with a DEA waiver since the beginning and had been enthusiastically prescribing buprenorphine since I started in a rural clinical about 10 years ago.

Bill Finerfrock:  Where are you located?

Dr. Board:  I'm in Sturgeon Bay, Wisconsin.

Bill Finerfrock:  Okay.  Thank you.  Go ahead.

Dr. Board:  But I went down from 60 or 70 patients to currently I have about 4 patients mainly because I was having difficulty in assuring that people were getting additional services because there weren't readily available services in our area.

	And because of the shortage of prescribing providers, I was kind of inundated by people coming even from out of the area.  And it was hard within a general medical practice to just organize that.

	And so I backed off and I only prescribe for a handful of people now.  So I'm wondering what your experience is on, you know, assuring people get appropriate other services and follow-up when those aren't really available.

John Lopes:  I can empathize with you, you know, having worked in Southeast Illinois where the availability of those sorts of services were - if they were available they were really overworked.

	And that's one of the largest barriers to the prescription of buprenorphine by physicians using outpatient based opioid treatment is the lack of the psychosocial support system, you know, the lack of certified addiction counselors or just the lack of mental health services in general or the inability to help patients with those other things such as housing and employment and things like that.

	I don't know that I have, you know, a solution other than hope that as the government or federal response or state response to the crisis evolves that they will consider, you know, expanding access to those sorts of things because in a lot of instances, the medication by itself can help a lot.  But, again, for some people they really need the psychosocial supports in order to help them overcome their addiction.

	So, you know, I worked in an opioid treatment program.  You know, we're right in the middle of Michigan.  We have over 400 patients in our clinic.  So, you know, we have 11 counselors and a case manager who provides a lot of this stuff, but we're also mandated to provide those things.

	And, again, so that's one of the biggest issues about the provision of office space opioid treatment is just access to the sort of ancillary things that are necessary for people with use disorder to overcome their problems.

Bill Finerfrock:  John, there's been a lot of talk in Washington about trying to expand telehealth and telehealth services and the types of services that could be available via telehealth.  Is that something that might be able to help contribute to resolving that shortage, that access issue?

John Lopes:  Yes.  You know, if you can make arrangements with a group of counselors or - I know, you know, most community mental health agencies are overwhelmed.  And generally, I know our local community mental health agency just sends all of their patients with use disorders to us because they can't, you know, take on that responsibility along with all the other stuff.

	But if you can, you know, maybe make arrangements with - if you know of a psychiatry residency or any other group of accredited, you know, drug abuse counselors, you might be able to do that via telemedicine.

Bill Finerfrock:  Yes.  We were out - (Joaquim), I don't know if you - when the National Advisory Committee was in Idaho last year, just almost a year ago, the Rural Health Critical Access Hospital had an addiction treatment program and they had a telehealth arrangement with a larger tertiary care facility.  Actually, I think it was in Utah.  And they made the arrangements for the mental health services to be available via telehealth arrangement because those were not available in the community.

	All right.  Any other questions on the phone?  I'm sorry, go ahead.

Female 1:  No.  I was just saying I remember.  Thank you, though.

Bill Finerfrock:  Operator, any other calls on the phone line?

Operator:  Not at this time.

Bill Finerfrock:  I don't see any additional questions.  If folks have things that they did want to raise or questions, it looks like we may have a couple people now are typing into the chat box.  So we'll take a second here to see what comes up in the chat box.

	On your screen are some additional links to other resources.  The RHC, if you know someone who could benefit from this project and this program, please have them sign up.  And that way they'll receive all the notices and information about the RHC TA webinar series.

	You can also at the Rural Health Information hub, all of the past calls and webinars are there available so you can go see all of those 70 plus webinars and conference calls that we've done, the audio and the slides for those if you want.

	There are a couple of key email addresses.  Mine is there as well as Nathan Baugh who works with me on rural health clinic issues and then the CMS Rural Health Clinic Center's Web page.  And then if you want to contact your state office of rural health, that information is there.

	We have a question from (Shawn Leonard).  I was wondering how long you keep patients on buprenorphine after induction.  Do you maintain them indefinitely or have a set duration?

John Lopes:  The best results are for patients on any sort of medication assisted treatment to be on the medication for as long as necessary.  And so for some patients that might be basically forever.

	For some patients, particularly those with short histories of use who have never used injection drugs, have not ever used heroin, it's possible after stabilization to wean them off of the buprenorphine or even methadone.  But it does take a particularly motivated patient to be able to be successful off of the medication.

	So right now even though, you know, some payers, you know, may have some time limit on the length of time they're willing to pay for the medication, the evidence shows that the longer a patient is on treatment, the better they do.

	So in our practice, patients are on it for as long as they want to be on it.  It's a voluntary thing.  They can taper off the medication at any time they feel that they're capable of doing so.  And we always provide them the provision that if they do stop the medication and they start to struggle and are at risk of relapse that they can always come back and restart the medication.

	So right now the evidence is that the longer somebody is on the medication, the better they do.

Bill Finerfrock:  In follow-up to that, (Shawn) asks how long do you taper them for?  So once you have a patient who said, you know, I think I want to get off this and you start, does that tapering process occur over a matter of days, weeks, months, patient specific?  How does that tapering work?

John Lopes:  It should be individualized.  Part of the thing with - you know, with us, when using methadone, we dispense a liquid.  So we can tailor the dose to the patient's condition.  And so in some instances, depending on the patient's dose, you know, it could take them, you know, two years to eventually stop taking the methadone.

	With buprenorphine, because it's a film that comes in basically sort of 4 milligram increments, it can be a little more difficult to titrate the dose.  But it should be basically patient determined.

	So you can set up a schedule where the patient decreases their dose by a particular amount, say 5 percent or 10 percent of the dose and then basically let the patient sort of manage their withdrawal from medication based on how they feel.

	Because if they start to reduce their dose and all of sudden they're having withdrawal symptoms again, you know, then they can stop the dose reduction or maybe increase the dose a little bit to resolve the symptoms, let everything stabilize and then start the dose reductions again.

	So it should be personalized for the patient.  And the patient should have, you know, some input into their dose reduction process.

Bill Finerfrock:  Okay.  (Brittany) asks are there any studies on patients who have been on the medication for long periods of time, 10 to 20 years, identifying potential side effects or other health effects from long-term use of the antagonist?

John Lopes:  I don't know that anybody's looked at specifically patients who have been on methadone for a long time.  I know just anecdotally in our practice we have folks who have been on methadone for, you know, years and years and years and years.

	And as best as the evidence indicates, there's no long-term adverse effects of being on methadone.  Again, buprenorphine, even though it was developed and actually used for treating opiate use disorder back in the 80s, it really wasn't formalized until, you know, the early 2000s when the current formulations were approved for the treatment.

	But, you know, the benefits of reduced transmission of infectious diseases, like hepatitis, HIV that's associated with cessation of illicit drug use, you know, probably outweighs any possible side effects.

	Most people become tolerant of the typical opiate side effects of constipation and that sort of stuff.  So as best as I know, there really isn't any sort of medical contraindication in long-term use of the buprenorphine and methadone.

Bill Finerfrock:  Okay.  (Nicole), I think it's just as much a comment, but you may be able to offer some guidance or insight.  It says we are having difficulty in Pennsylvania contracting family physicians with the behavioral health insurance plans to provide for SUBOXONE services, medical management only, since they are not specifically behavioral health providers.

	The primary diagnosis is mental behavioral health neural developmental, but family physicians do not meet the requirements for this specialty.  Are you encountering that where plans' mental behavioral health insurance policies will not contract with primary care providers, physicians or PAs and only want to contract with either, you know, addiction treatment or behavioral health types of clinicians?

John Lopes:  I'm sorry.  I don't any sort of experience or information on that.

Bill Finerfrock:  Okay.  All right.  I don't see - operator, do we have any other questions on the phone line?

Operator:  No, sir, not at this time.

Bill Finerfrock:  Well, in that case, I think we will call it a day.  I really appreciate, John, all of the just amazing information that you've shared with folks today.  Hopefully, a number of you will take a look at this service opportunity and whether or not it can be a benefit in your community to individuals who may be suffering from substance use disorders.

	And we will continue to monitor at the legislative end to make sure that whatever legislation is enacted, the health professionals who work in rural health clinics, physicians, PAs, nurse practitioners and others are able to have the authorities they need in order to provide these services and also that as grant programs or other opportunities are available, they will include rural health clinics are recognized recipients or participants, whatever it may be in those programs.

	We have not scheduled the next rural health clinic teleconference webinar.  But we will get information out to you as soon as possible once we have that set up, hopefully in the month of September.

	Again, I want to thank John for his presentation and also the Federal Office of Rural Health Policy for their support for this Rural Health Clinic Technical Assistance Series.

	Please encourage others that you think may find this of value to register for the RHC Technical Assistance Series.  And, again, we welcome your ideas and thoughts on future topics and send those to bf@narhc.org.

	Thank you for your participation.  For those of you who are going for the rural health clinic certification, the course CEU for that is J764KF.  Thanks, everyone, and we will talk to you soon.  Have a great day.

Operator:  That will conclude today's webinar.  Thank you all once again for joining.  You may now disconnect.
Page | 1	
