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Coordinator:	Good afternoon and thank you all for standing by.  I’d like to inform all participants that your lines have been placed on a listen-only mode until the question-and-answer session of today’s call at which point you may press Star followed by 1 to ask a question.  Today’s call is also being recorded.  If anyone has any objections you may disconnect at this time.  I’d like to now turn the call over to Mr. Bill Finerfrock.  Thank you sir and you may begin.  

Bill Finerfrock:	Thank you operator.  And thanks everyone for participating in today’s webinar.  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 creating an opioid treatment program in your rural health clinic.  And we’re really pleased to have with us today Dr. Reid Lofgran. Dr. Lofgran is a physician at the North Canyon Medical Center Rural Health Clinic in Gooding, Idaho.  And he has set up an opioid treatment program and we thought that it would be timely for him and some of his colleagues to talk to you about how they went about doing this and some of the challenges they faced and some of the things they were able to do for their community.

	This series is sponsored by the Health Resources and Services Administration’s Federal Office of Rural Health Policy and is done in conjunction with the National Association of Rural Health Clinics. We’re supported by a cooperative agreement as you can see on your screen through the Federal Office of Rural Health Policy and that allows us to bring you these calls free of charge.  The purpose of the series is to provide RHC staff with valuable technical assistance and RHC specific information.  

	Today’s call is the 87th in the series which began in late 2004.  During that time there have been over 23,000 combined participants on the national teleconference calls now being done as webinars.  For those of you who are certified under the Certified Rural Health Clinic Professional Program, I wanted to let you know that the code for today’s program and will repeat it at the end is EP84WK.  That’s E as in everybody, P as in people, 84W as in week, K as in Kaley.  

	Again as, you know, there’s no charge to participate and we encourage you to refer others.  Today’s call is being recorded and so if you know others who may benefit from the information presented there is an opportunity to listen to the recording once it is posted and that will be up on the rural health information hub Web site.  If you have ideas for future topics, please send those to me at bf@narhc.org and put RACTA topic in the subject line.  

	At this time, I’d like to turn the meeting over to Dr. Lofgran and we’re looking forward to your presentation and thanks for being with us today Dr. Lofgran.

Reid Lofgran:	Thank you Bill.  It’s a pleasure to be here.  I really appreciate you inviting us to do this.  So today we’re going to talk just a little bit about opiate use disorder and what it is.  There’s a lot of information out there with the national attention on opiate use disorder right now.   I know a lot of people are getting into treatment for opiate use disorder. We’ve been asked to talk a little bit about the difference between providing a MAT program as an independent rural health clinic versus a provider based rural health clinic.  But I think it’s also important we talk about some of the technicalities of addiction and treatment and some of the parts we’ve found really necessary to run a good, complete treatment program.  

	So, we are going to start off by just introducing our staff. The people that we use to run this rural health clinic M.A.T. Program have become really critical to the program.  And as you can see on the slide here, those I have me, I’ll introduce myself a little bit more later. But we have Toni Lee who’s our Clinic Manager and she plays a very key component in this.  She is with us here today and I want her at the end of the presentation to give us a little bit of her perspective on running a provider based M.A.T. clinic.  She’ll be available for questions and answers at the end also.  

	We also have Amanda Braga who is our organizations social worker here today.  She will be here also, and give a few pointers at the end of the presentation and then be available for questions and answers.  We also have a Nursing Director, (Kaysie Runyan) and my Medical Assistant, (Ashlea Thiemann).  We’ve discovered that it’s really, really important to have a full team to run a good M.A.T. program.  Addiction’s a very complicated disease.  

	So just a little background how we got started.  I came out of residency in family practice in 2001 and moved to Gooding, Idaho, where the doctor who hired me, he was running a residential treatment program.  He just informed me I probably ought to learn a little bit about addiction.  I started covering for him when he was gone on vacations and working at the residential center.  I discovered really quickly that addiction is very, very complex.  It, in itself is a very complicated disease.  And I felt, like, I needed to understand addiction a lot better before I really got into the heart of the treatment.  

	So, before he retired I went and did a lot of work with ACE and the American Society of Addiction Medicine and became certified through them. It was not a board at the time.  But in 2010 the American Board of Addiction Medicine came to be.  And I went ahead and got board certified in addiction medicine through ABAM.  In 2004 we started providing M.A.T. services with suboxone.  This has gone through various iterations to where we are now.  That’s what we hope a little bit is, to share some of what we’ve done through those changes and how we’ve discovered making M.A.T. much more successful and much simpler for us.  

	So, to start with just as a review of the opioid crisis, in 2017 there were 70,000 overdose deaths in the United States. Overdose deaths fall under the category of accidental deaths.  And that is now the leading cause of actual accidental deaths in the United States under the age of 50.  This has become a major problem.  And one of the battles we’ve been fighting is the concept that addiction is a moral failing or a weakness or all criminality and that is not the case at all.  We are looking at the science behind addiction and really defining it now as a chronic disease.  And when we applied a chronic disease model we get much, much better results.  

	So, we have seen a huge escalation from the year 2000 up to 2016 and 2017. You can look at state by state and see the opiate dose over death rate.  In Idaho happily, we’re pretty low compared to a lot of other states.  But if you look at this graph this is what really raised alot of people’s awareness of the opioid crisis in the United States.  If you look at that far side of the graph the blue line is the overdose death rate that is a result of fentanyl and fentanyl analogs that are coming out of Mexico and Asia.  We can see the prescription opioid deaths is that topline for most of the graph.  But in 2015 it really became the third leading cause of deaths where we have fentanyl products, heroin and then prescription opioids.  

	A lot of times we’ve talked about heroin is the big killer.  It’s really not anymore. Fentanyl is.  And that is  really important to understand because these fentanyl analogs are so much more potent than any of the prescription opioids and even more potent than heroin and very deadly.  Another problem that we’re seeing is that the dealers are lacing anything they can with fentanyl or its analogs to make them more addictive.  Then they get the reputation of being the dealer with the good stuff and people go buy from them.  But it’s highly deadly and that’s why we’re seeing such an increase in the death rate.  

	So, to talk a little bit more about our community and how we approach our program, we have through the years just run our M.A.T. Program as an extension of our family practice clinic.  Because we’re a rural health clinic we’ve had to carve out space or time.  So that it does not go on the cost report.  And there’s a reason for that for us and I’ll talk about that in a few minutes.  But we have literally run it out of our family practice program and been very successful in doing that.  

	We utilize the same staff and the same resources that we have in family practice.  We’ve tried to educate and train our staff so that they really understand addiction is a disease and that they can and are willing to treat the patients with addictions very much, like, they would treat all of our other patients whether it be diabetes or heart disease or any of those other diseases. This has helped us be really successful in having people willing to come to us, trust us and have us help them with their disease of addiction.

	It is really, important if you are going to dive into the treatment of addiction that you do everything you can to reduce the stigma of addiction.  There’re so many stereotypes and so many stigmas about addiction that that it is one of our greatest barriers in helping people get well.  And we just really need to learn how to talk to these people as individuals and have compassion for what they’re going through.  

	Initially before we could even do M.A.T. with suboxone or buprenorphine products you have to have an X-waiver.  And in the year 2000 there was a law passed - the Drug Addiction Treatment Act of 2000.  So therefore, this has been called the data 2000 waiver or the DEA X-waiver or the X-waiver.  There’s a whole bunch of different names for it.  But essentially this law allowed us to use buprenorphine for the treatment of opiate addiction. This is really unique because prior to this,  it had been completely illegal to use opiates for the treatment of opiate dependence or addiction except for methadone.  

	Methadone’s been out there for a little while.  But methadone also has its own set of problems.  So, they came up with suboxone or buprenorphine products.  And these have just been quite miraculous in opening doors of opportunity for treatment.  

	Now once you get the X-waiver you can only treat 30 people at a time.  After you’ve treated 30 people or have had that waiver for a year if you can show that you are treating people and meeting the requirements of the federal programs then you can increase that waiver to 100 patients and then you can even increase it to 275 patients if you need to.

	This is changing dramatically state to state.  In 2015 Idaho only had 15 waivered physicians and I was one of those.  Since I started this clear back in 2005 there have literally only been 15 of us.  But then you can see in 2018 after we got this national attention on the opioid crisis a lot of doctors are getting their waiver to do this.  In 2018 in Idaho there were 90 people with a 30-patient waiver and 19 with a 100 patient waiver.  I’m not sure how many there were (providers) with 275 (patients) because that’s what I have, but they don’t show us on there (account for # of Providers with 275 patients in the state).  

	But every state’s like this.  We’re seeing a huge expansion of people who are waivered to treat addiction using buprenorphine.  But I think it’s critically important that anybody with a waiver really has a good understanding of the disease of addiction.

	Now one of the basic concepts here is there are three medications that we are using right now to treat opioid use disorder.  One is methadone.  That is a completely different animal.  It’s a very different kind of animal.  It’s a very different kind of clinic.  Having an X-waiver does not allow us to use methadone.  We have someone in the state of Idaho that didn’t understand that and so they got their X-waiver then they started treating opiate addiction with methadone. And that’s not actually allowed.  

	So, methadone is not cleared by having an X-waiver. Buprenorphine is.  Buprenorphine has a whole bunch of different forms of the drug.  It comes straight as buprenorphine.  It comes with various combinations of naloxone.  It comes orally. It comes as injections.  It comes as implantable rods.  

	There are a lot of different formulas of that which are important to know.  Now naltrexone has no oversight really.  It’s a very safe drug.  It’s being handed out to policeman and ambulance crews and everything.  It’s very available and we can use it to treat opioid addiction.  It helps prevent people from using and if they do use it,  it blocks the receptors, so the opioids have little or no effect.  But you also must be careful because if you give somebody naltrexone that has opiates in their system, it puts them into full withdrawal and makes them really, really sick.  That can happen also with buprenorphine, so you really have to understand how to initiate these medications.  

	If we look at the three different medications.  It is also really critical to understand with any drug there’s a therapeutic dose curve.  With naltrexone it’s really going to be hard to overdose somebody and do anything bad.  It is metabolized by the liver.  But if you give massive doses it could damage the liver.  But it’s a very safe drug. Buprenorphine is partial agonist, partial antagonist. It triggers some of the opiate receptors but blocks others.  

	And that’s ideal for what we use it for because we can avoid withdrawals. We can reduce and actually get rid of peoples’ cravings to use opiates. But it’s very, very unlikely that we could overdose somebody with straight buprenorphine. Now if they mix it with other things they certainly can overdose especially with benzodiazepines.  

	The other nice thing about buprenorphine is it blocks the receptors so that if they use an opiate it blocks the effect of that opiate and they don’t get any benefit.  They just waste their money.  The danger of buprenorphine is that sometimes people try to override the buprenorphine so that they can get high and they can actually cause an overdose before they get any euphoria from the buprenorphine.  

	Methadone on the other hand has that full dose curve where you get to a lethal dose.  And so, you have to be extremely careful with methadone.  Initiation of methadone can only be 30 mg to start with because of the metabolites that are very toxic.  And so, it has to be taken very slowly.  We don’t use methadone here but if you ever get into that understand methadone very well it has QT prolongation and several other very dangerous potential side effects.  It’s a very risky drug.  You have to know it very well.

	I also want to talk about terminology a little bit.  It’s really important.  As you can see on the bottom of the slide I put use disorder question mark.  A lot of our terminology has changed recently, and it really has to do with insurance billing.  The insurances wanted something easy to use to code so that they can identify billing practices.  And so now they use “disorder” whether it be opiate use disorder, then we have to define it as “mild, moderate, severe” . For example: Opioid/ Alcohol Use Disorder; mild, moderate, severe.  

	This really has very little to do with the clinical significance of the addiction unless you’re a counselor and you can really define those disorders out carefully.  For the clinical aspect of addiction, we really need to understand that tolerance is different than dependence is different than addiction is different than abuse.  

	So I had a patient in to see me today who has been taking Norco for years and she wants to get off of it but she has followed her prescription and never misused it and never had any significant side effects from it.  And she came in saying she’s addicted.  She actually is not addicted because she has never had misuse of her medication.  She has never had bad outcomes from the use of her medication.  She is using it legally and according to prescription.  

	So she is not addicted.  She definitely has a tolerance to the medicine so that we have had to slowly increase her dose over the years to get the same effect.  That’s tolerance.  She’s definitely dependent on the medicine.  If we stopped her right now she would have severe withdrawals.  So she is dependent.  She has never abused it.  Abuse is using it against law or using it inappropriately according to the prescription.  

	You can abuse cough syrup by going to the store and drinking a whole bottle of cough syrup to get high on the dexamethasone or the dextromethorphan sorry.  So that’s different than addiction.  Addiction is when you have attempted multiple times to stop using it.  You have the symptoms of withdrawal, you cannot stop it on your own.  You have bad outcomes such as loss of job, loss of family, loss of home.  Potentially legal consequences, that’s addiction. 

	Now relapse is really important because it seems that most people really don’t understand the concept of relapse.  And if you run an addiction treatment program you have to understand what relapse means.  Relapse is part of addict ion.  In fact, it’s a hallmark of addiction.  If you relapse all that means is, you have an addiction.  It does not mean that you failed in your recovery.  So, recovery is a process by which you get better and find healing in addiction.

	Our goal is recovery.  When somebody goes through treatment they are going to go stepwise through improving slowly physically and emotionally all these processes that help them eventually get to sobriety.  In the process they are going to relapse.  If we keep taking patients out of treatment programs simply because they relapsed we’re really never going to ever help people recover.  It’s really important we understand that and that we understand how to deal with it.  

	So how do we become an effective M.A.T. provider in a rural health clinic setting?  One thing is we have to have is an infrastructure in place. Like I said we ran it pretty much just out of our family practice program and that has given us a very good infrastructure.  One of the differences between doing it as an independent rural health clinic and doing it as a provider-based clinic now attached to a hospital is I have access to a social worker.  And the social worker in my mind is key to long-term recovery in relation with patients.  So, that has been a huge bonus for us.  I could not afford a social worker when I worked independently as an RHC.  Now we have that through the hospital and it’s really a benefit.  

	We also need to have referral options. We have fairly remote services from our community because we’re quite rural and it’s hard to get psychiatric services here.  You really have to build relationships with remote services and now there’s becoming a lot more telemedicine with counseling, tele-counseling services available.  And it’s really critical that these people with addictions get counseling and get good psychiatric care.  So here at our hospital we now have telepsychiatry and we have resources to access counseling for anybody that can’t get it we have tele counseling available through some of our behavioral health services in this valley.

	Those are critical because in reality the treatment of addiction is only a small portion medically.  Our medical portion of addiction treatment is simply stabilization.  The underlying causes of addiction have to do with emotional and mental health and traumas.  And we look at the ACE (Adverse Childhood Experiences)studies that were done, and we see how much trauma particularly childhood trauma affects the outcomes in health in nearly every category of health. So, it’s really important that these people have those services available to help them work through traumas, work through psychiatric issues.  

	One of the things that we require even though I am a family doctor is that I require my patients to have a different family physician so that I’m not doing both for them.  It really muddies the water when I have to be their family doc and their addiction doctor.  It also makes a mess if I have somebody who repeatedly reaches their contract and eventually I have to kick them out of the program.  Then I have a really sticky mess when I’m their primary doctor.  

	I think it’s really good to have the boundaries set so that you can have very frank and open conversations and help these people get the care they need but not necessarily be their primary caregiver.  We do have that luxury because I have several partners so even if they want to see somebody else in my clinic as a primary doc that’s fine with me.  Some of them see my P.A.s, some of them see my nurse practitioners. But wherever they live I have a lot of people who travel to see me.  

	 I like them to have a primary doc right close to where they live so that they don’t have to be calling me for a cold and they have easy access to care if they need it.  This also applies to their medications for their heart and their blood pressure.  I could handle those but I want a boundary there so that I am dealing with their addiction specifically.  

	We have very specific designated staff responsibilities that I’ll have Toni speak to in a few minutes.  But this has to do with who takes our phone calls which is really, really important.  These people with addictions are incredibly raw and vulnerable and if they call in and they hit a phone tree and they get people who don’t know what they’re dealing with, it’s a really, really vulnerable time for them and we just may lose it because they don’t want to follow the phone tree.  

	So, for the most part my office manager takes the phone calls regarding our addiction treatment.  Here though too is where I use the social worker quite a bit.  We tell patients at their visits that Amanda comes with me to the visits so that she can build a relationship with them.  And then the patient always has the option if they’re having difficulty, if they’re at risk of relapse, if they have relapsed and they’re afraid to call anybody they know they can call Amanda and she will help them through that and get them back on track.  

	It’s also really important just, like, with a pain clinic you have to have a treatment contract.  We started with a contract that was one page and now it’s six-eight pages. I’m sorry, because unfortunately people with addiction are very manipulative and very expert at finding loopholes.  

	So we’ve had to really protect ourselves and protect them and the contract really helps. We have not designed the contract as leverage just to kick them out if we want to.  We design the contract so that we can hold them accountable and say look you have breached your contract.  You need to fix this and if you don’t then we will have to dismiss you but, we will do everything we can to help you comply with that as long as you’re willing.

	Now that’s infrastructure.  Competency is another thing. I think anyone who treats addiction needs to understand addiction well.  This is somewhat similar to as a family doctor I do treat diabetes.  But if they become very complicated I send them to an endocrinologist.  I treat basic heart conditions.  But if they’re very complicated I sent them a cardiologist.  So, we really need to be comfortable with treating the disease of addiction and understand that an X-waiver does not make us an expert.  It allows us to prescribe buprenorphine, but you need to understand the disease if you’re going to prescribe buprenorphine.  It is not a benign medication.  There’s a lot of potential complications.  

	Know your limits!  Be willing to refer if you need to.  But I think it’s also really important that we do have docs with X-waivers who are willing in rural or underserved areas who are willing to work with these addiction patients and give them help.  

	Now staffing needs we talked about this a little bit already. But some of the issues here are that our program manager is the designated scheduler. Toni screens all of our potential candidates.  She provides education on what our program is, what they can expect.  And we like to do that before they come because they’re already terrified.  And when they come in for the first visit, they’re in full withdrawal.  So, we can initiate buprenorphine.  

	So the first exposure to me they usually don’t remember much.  They’re terrified to be there.  They’re in pain.  It’s really important that whoever educates them and schedules them gives them a good understanding of what to expect. We also try to get really consistent relationships through our clinic so that people here understand the disease of addiction and don’t treat it as a moral failing or a weakness.  

	When we have somebody designated in that position they also can help avoid a lot of the unnecessary calls and manipulative behavior that we see out of these patients.  So it’s amazing what you will see the patient with an addiction try to do.  Your program manager needs to have really good boundaries and know how to say no.  But also have the compassion to be able to say yes and we can help you.  

	Our Nurse Case Manager that’s Kaysie, LPN she helps us with all of our prior authorizations and medication management.  When people call in for refills or they call to ask if there’s interactions between medications that’s what my case manager does.  There are also several forms of buprenorphine that are not covered by insurances such as the Sublocade injectable or the buprenorphine and that’s the implantable rod.  Those have to go through prior authorization process and so she handles that for us.  

	As I said before we have a social worker.  She helps with coordination of all of our behavioral health services.  So she’s really good at getting resources from the community, helping patients find a counselor, helping them find meetings to attend and helping them.  She’s an open door if they’re having problems.  Obviously, you need an M.A.T. licensed provider.  Again, just understand that the M.A.T. licensing if it’s a X-waiver is only for buprenorphine and anybody can prescribe naloxone.  You don’t need any special license for that.

	And then of course our medical assistants that we have in the family practice side just do the regular job of rooming patients, taking vitals and kind of being our eyes and ears on the floor.  

	So my little tips here are if you’re not comfortable with it refer it.  And if the patient is really unstable and high risk of relapse and you haven’t been able to intervene, refer it to the specialist.  If you need resources that are not available to you such as the counseling services and you can’t get those and they’re not available by telemedicine, you probably really need to refer this patient to someone who can get those resources for them.  If they have recurrent relapses despite helping them refer them.  If they have really complicated psychiatric issues refer them.  

	Now we see the dual diagnosis constantly, so a lot of people come in have mental health disorders.  As family docs we’re generally pretty comfortable dealing with the basic bipolar disorders, anxiety disorders, depression disorders. If they get more complicated than that you need to have a psychiatrist involved. There’re some psychiatric illnesses that do not respond well to normal behavioral treatments.  

	Schizophrenics for example don’t do well in group settings for treatment.  So they really need specialized care.  If you’re uncomfortable with how the patient’s doing, if they’re not progressing like you want them to, if they continue to have problems, then there’s no harm in referring them to somebody that deals with this all the time.  

	Also when you have patients that have really bad behaviors and you end up thinking about firing them, really consider referral before you fire them.  Typically, when we fire people it throws them out there.  They can’t get access to their medicine and we absolutely know the outcome of that is they’re going to relapse and be back on the streets using heroin or fentanyl.  

	So look into the possibility of referrals in those cases because really our treatment program should be focused on risk mitigation and risk reduction.  There are a lot of ways to talk about that whether it be needle exchange programs.  But really, we do a lot of risk mitigation right in our clinics.  So, know your boundaries but know when to refer.

	Also, if you want to really learn a lot about addiction there are some good resources.  I studied through the programs available with the American Society of Addiction Medicine.  All you have to do is look at their Web site asm.org.  The government also has all kinds of resources.  NIDA is out there - the National Institute of Drug Abuse.  The National Institute of Alcohol Abuse and Alcoholism, substance use and mental health services - SAMSA.  Those are all great resources.  The Web sites are right there.  They’re easy to find.  I also have a Web site that’s up with basic information on drugs and drug classes - that’s reidlofgran.com.  You’re welcome to look at that resource anytime you’d like.  

	And then just some ideas around the concept of a rural health clinic is a standalone clinic versus a provider-based clinic.  Our biggest issue that had us wondering how to deal with a rural health clinic even when we were independent was how do we do this with a cost report because we require that anybody on an addiction treatment program have a zero balance in our program.  We cannot do that as a rural health clinic.  

	So we decided that we were going to separate it out from our rural health clinic require a zero balance so that they had the accountability of being in charge of their own program.  To me it did not do any good to have people with severe addiction suddenly building up huge bills and never paying them.  There’s no accountability in that.  They learn from that.  They really don’t progress.  Unfortunately, even with our zero account program we’ve had people build up an account balance and finally after giving them months and months of chances to straighten out their balance we’ve had to let them go because they’re just not taking accountability for their program.  

	And you’ll find that accountability in one area of the addiction is very tied into other addictions doing overall.  We decided to do a zero-balance contract, require that of everybody. So we had to pull it out of the rural health clinic.  We had to separate the space and time.  And we had to pull that out of our cost report.  

	Now here at the hospital it’s a little bit easier.  We still do that as a provider based.  But the hospital has a specialty clinic.  So now I just simply walk down the hall out of the rural health clinic space, see my patients there and then walk back to my family practice clinic.  So that is the biggest difference we’ve seen actually between the rural health clinic and provider-based clinic.  

	I do want to talk for just a minute about a chronic disease model of treatment.  There’s been a lot of debate of this over the years whether addiction is a disease or a moral failing.  And if we really look at the physiology of addiction and what it does to the brain, what it does to the body, there’s a lot of good argument that it really is a chronic disease, like, any other chronic disease we begin with.  

	So out of this we have looked at how do we create a model that’s going to be more supportive for the patients.  And if you’re looking at creating an M.A.T. clinic I think you should really consider what do we do here.  So much addiction medicine is just treated in silos where people get treatment in one spot.  They walk out.  We really don’t engage with them and then they go to another spot to get treatment such as counseling or they go to a residential treatment program and they’re there for 30 days.  

	And then they walk out.  They really have no connection there.  And it’s been very difficult for us because the HIPPA laws - the confidentiality laws around addiction are extremely, extremely tight. So whether it be addiction or psychiatric health we have a lot more restriction on just normal healthcare.  So it’s hard to keep track of these patients. 

	 One of the things we’re pushing for we believe is going to be a huge impact on how we’re doing this is we are engaging with those counseling services in our community.  We’re engaging with the residential treatment program in our community and we’re utilizing our social worker to tie all of those together so that we can keep long-term contact with the patients.  And this is really beneficial because addicts will relapse. And when someone who’s in addiction relapses they usually just fall off the radar.  We never see them again.  

	So if we have a social worker that’s in close contact with these people they can help support them from our clinic into the counseling services, or from our clinic into the residential treatment or into the hospital right here if they need medical services and back to their family doc and into A.A. meetings.  And we can keep long-term longitudinal track of these patients and we’ll see huge changes in the outcomes when we do that.  

	So when we look at it right now it’s just on the segmented care.  They get it in pieces and episodically and it just is not effective.  We’ve seen over the years the relapse rate and the cost put into people who have relapsed and end up in emergency rooms and end up repeating residential treatment.  It’s incredibly inefficient to put money into recovery.  This model concept we’ve actually seen when we treat nurses, airline pilots and physicians where they’re actually treated as a chronic disease.  And if they have longitudinal care mandated. They do really, really well.  

	So as you set up a program you need to look at how we can model after those programs because they need long-term longitudinal care.  Now as I said before what about relapse.  Relapse is part of addiction.  Should we punish relapse?  No.  That’s no different than the diabetic coming in with an A1C of 8.5 when six months they were 6.5.  That is a relapse.  So that’s really how we need to treat these people.  We shouldn’t punish them.  

	Now granted there are people who have criminal thinking.  Those people are not going to respond well to treatment.  They’re not ready for it.  They don’t want to do it.  Their drug use is making them money and they’re thinking, like, a criminal.  They’re pretty easy to pick out actually.  They’ll lie to you every time they come in.  They’ll have dirty drug screens constantly.  And even when trying to work with them to help them overcome that, it will be an ongoing pattern of behavior.  And so be aware that there is criminality.  Those are really high risk for you and the patient and you really can’t maintain them in the program.  There’s some people that are ready and some aren’t.  

	We try to emphasize honesty. We have someone that comes in and tells me they relapsed and slipped up, great let’s get you back on track and help you.  We have ideas around the concept that if you get caught in a dirty drug screen we may kick you out of the program.  If you tell us about your relapse we’re not going to kick you out we’ll help you.  

	We need to also talk long term politically about the decriminalization of addiction.  There’s so much fear around addiction because people are afraid that if they tell anybody they’ll end up in jail.  And so people are terrified to even admit to the doctor that they’ve used because they think they’ll end up in jail and we need to work on that.  There are countries that have experimented with decriminalization versus recovery and they’re having great results.  We’re also working on coordinating with our legal systems.  In a local community we have had meeting with a prosecuting attorney, the parole officer and the judge.  And we have all come to great agreements about how we’re going to do this.  And their legal system is now completely open to the concept of M.A.T. with buprenorphine.  

	So addiction needs a safe place to be treated.  Don’t be afraid to talk about addiction.  It is a disease.  Make your patients so they’re not afraid to talk about it and be authentic and genuine with your patients - really care about them.

	So that is the end of the slides.  I am going to just ask Toni to give us a couple of thoughts on what she does and then Amanda to give us a couple of thoughts.  And in about six minutes from now we’ll open it up to questions and answers.

Toni Lee:	Thank you Dr. Lofgran. This is Toni Lee, Clinic Manager, with the North Canyon Family Medicine.  It’s a true honor and pleasure to be here today.  We’re extremely passionate about what we do in our clinic.  And I think the biggest message I want to share today, one, is for all of you out there in really rural areas developing a caring, compassionate, successful program is possible.  It just takes people who want to learn about the disease itself, educating yourselves and coming together as a team and putting it to fruition.  

	One of the biggest things I want to talk about as a program manager that first phone call that comes into your clinic of a patient who is seeking care for suboxone - our suboxone treatment program with Dr. Lofgran.  One he’s got a really wonderful reputation throughout Idaho.  And it takes a lot for a person to call in and reach out for that type of help.  I’ve encountered a lot of fear.  

	A lot of the barriers are they’re just afraid to talk about their struggles and fight with addiction in itself.  And so recently I actually attended the National Behavioral Health Council Conference back in Nashville, Tennessee.  And the thing I took away from that and I feel, like, we’re doing in our clinic here is there is a much deeper need to medicine than what we’re doing in our family practices today.  There’s truly an emotional component of our wellbeing.  And we need to really stop treating the symptoms and start treating the underlying problem.  And starting those conversations means having open non-judgmental conversations with our patients.  

	So when they call in those first few moments are critical.  When having the consistency of who they can talk to, knowing that it’s safe to talk about the addiction, it’s safe to talk about the drugs that they are utilizing, you have to be able to screen them accordingly.  You need to know what they’ve been taking.  And know that it’s a safe place that they can self-report to you, that you’re not here to judge them.  We’re not here to punish them.  We’re here to help them get the care that they truly need.  It is one of the favorite parts of my week here in the clinic.  I manage - we manage a family practice.  

	I probably have about 25 staff including providers, nurses and administrators.  And we roughly do about 850 to 1,000 patient visits a month.  But these are people too.  These are people but - they’ve all had a story is that is unique.  We need to remember that.  They face adversity in different aspects of their life.  And they need that first encounter.  I can’t reiterate how important that first encounter with the person who calls in needing your help is.  

	So, the tone of your voice; are you educated and are you qualified to be able to have an intimate conversation with them about addiction?  Do you have the proper screening tools in place?  We have a consistent scheduler so they’re always calling into the same person so we’re not getting them lost in the practice.  I have one other person who’s a backup for me.  We get to know every time we go to a clinic it is either my space or I have a trained administrator as well who is there in my place if I’m not able to be there for registration purposes.  

	Setting clear boundaries and guidelines and having clear communication is extremely important to the program.  And also, I want to touch on the financial piece. I believe in having financial accountability.  One of two reasons when we’re looking in recovery when you wrap up debt, debt is stressful.  They’re already in enough stress as it is.  

	So not being afraid to talk about money also empowers them.  Nothing makes them feel better when they can stay on top of their bills.  That’s an accomplishment they’ve made that week.  I know it sounds ridiculous but believe it or not sometimes the small stuff really does matter.  And we’ve been successful in having those conversations, holding patients accountable and not only that, they’re accountable for themselves.  And it empowers them to be more proactive in their care.  

	So those are some of the things I just really wanted to touch on.  This truly can be a successful program.  We don’t always have great success either.  We have to go into this knowing the reality that this is a very dark disease and our ultimate job is to bring wellness and healing to individuals.  They do have to be ready but we also have to be prepared for a potential poor outcome.  

	So anyway thank you for allowing me to be here today.  I’m happy to answer any questions that you have.  I want to go ahead and turn this over to Amanda Braga.  Thank you.

Amanda Braga:	Hi I’m Amanda Braga.  I’m the social worker that works here with Dr. Lofgran and Toni.  I also work in our hospital full time.  The biggest thing that I try and focus on when working with these patients is being a partner with them.  So, I’m not here to tell them how to treat their addiction.  I’m not here to tell them what to do.  I’m here to partner with them.  And that’s what I tell all my patients when I meet them is my job is to help them succeed in whatever ways they can.  So, whether that means being an emotional support for them, you know, I have patients that I call on a weekly basis and just touch base, you know, whether that means helping them find a counselor.  I’m here to partner with them and help them be successful.  I think going into it with that mindset has been really effective for a lot of our patients.  

	So, the other thing that I’ve really focused on is knowing the community.  Knowing what resources are out there, who I can send my patients to especially my patients who are a little more vulnerable.  Knowing which counselors understand addiction, which ones don’t and really getting people to the right resources to help them.  So that’s another big key piece that I see as being really effective because when people come in they are afraid of what people are going to think.  

	You know there is a stigma about mental illness.  There’s a stigma about addiction.  But there’s also a stigma as far as counselors.  Counselors traditionally have been the people you go to when you’re “crazy”.  And so getting people over that stigma to say hey, you know, counseling can help you treat your addiction.  If you send them to somebody who doesn’t understand addiction and shames them, you’ve undone all the work that you’ve tried to do.  So that is another big focus for us.  

	And then really just when we work with people how we treat them.  So we really try in our clinic to use person first language.  So instead of calling people addicts we call them patients - patients with an addiction, patients with a disease.  And really focusing on that as a clinic and as staff is something that’s been hugely important because if we treat people, like, patients with an illness instead of addicts who are problems, it totally changes their outcomes and their willingness to engage in treatment.  

Reid Lofgran:	Okay (Bill) I think we can just go ahead and open up to questions and answers if you would like.  

Bill Finerfrock:	Sure, operator if you would give the instructions for folks who want to ask a question on the phone line and then for those of you who would like to ask the question via the chat box we can do that.  I know there are some there already.  So, operator why don’t you give out the phone instructions and then while we’re seeing if there’s anybody there I’ll go ahead and start working through some of the questions that were submitted via the chat box.  

Coordinator:	Thank you very much.  And for those of you who would like to ask their question on the phone please go ahead and press Star followed by a 1.  Make sure your phone is unmuted and record your name so that I may call on you to make your question.  Again, that is Star followed by 1 and then record your name.  One moment while we wait for questions.  You may do your questions from the chat box.

Bill Finerfrock:	Okay great.  First and I had the same question.  You mentioned your contracts.  Would it be possible to get a copy of that that we could post up and send a link so folks could have that as a sample?

Reid Lofgran:	Absolutely.  We can have Toni just post that wherever you want it posted.  

Bill Finerfrock:	Yes if…

Reid Lofgran:	We have both.

Bill Finerfrock:	…you could send it to me we’ll get it out to folks. 

Reid Lofgran:	Sure.  We have both a contract and a consent form.  So it really covers them just knowing what buprenorphine does and then the contract which is the behavioral component.  We’ll post both those.  

Bill Finerfrock:	Great, appreciate that.  This is from Dr. (Dan Criswell).  Are charges billed within the framework of the RHC or are they in a totally different cost center?  I believe you carved them out.  So you bill them not as RHC correct?  	

Reid Lofgran:	Correct. We carve them out but one of the things we’ve seen with addiction is that those people have very few resources.  So the thing we did as a service to our community was saying that our addiction services provided are going to be the exact same cost as any other family practice visit in our RHC.  So we’ve tried to keep them comparable but yes they are carved out differently.

Bill Finerfrock:	Okay.  And from (Dan David) are you providing your therapy individual or group in the specialty clinic as well or is that completely in the RHC?

Reid Lofgran:	So the therapies we’re still working with this trying to get therapy available at our facility.  We don’t actually have it because we’re so rural.  So we have no counselors available.  We don’t do group sessions here.  But we do have several counseling groups in the town and in the valley that we refer people to.  And they do both individual and group counseling.

Toni Lee:	I think it’s important to note that we do a large part of what is coordination of care.  And then we follow these patients jointly.  So we’re all in the same loop on the kind of care they’re receiving and if there’s any deficiencies through that patient’s follow up plan.  If they end up running into some issues that’s why we’ve come together.  We’re trying to close those loops of communication with other practitioners, so we make sure that their care is effective.  
Reid Lofgran:	But part of our contract now is we’re requiring patients to sign a release, so we can talk to counselors, the counselors can talk to us.

Bill Finerfrock:	Operator any phone questions?  Anybody on the phone line?  

Coordinator:	We do have a question from (Angela Martin).  Go ahead ma’am your line is now open.  

Bill Finerfrock:	(Angela) please let us know where you’re calling from and go ahead and ask your question.  

(Angela Martin):	This is (Angela) calling from Talladega, Alabama.  My question relates to Slide 12.  You got muddled or we didn’t hear you come through good when the question came up what to do with multiple dirty urine.

Reid Lofgran:	Okay.  That really depends on the patient and their behavior.  When we have somebody that repeatedly has a behavior that’s almost becoming predictable there’s a problem.  And so we sit down every time somebody has a dirty urine we sit down and talk to them and say okay what happened, what’s the story.  And they’ll always come up with pretty reasons why they relapsed.  But if this happens month after month after month we kind of say okay this has been four months in a row.  Obviously, you’re not serious about your recovery and we’re going to have to let you go.  

	So we do - we did give second changes, third chances a long as the patient seems to be trying and they’re working hard and we can get some time of sobriety, then we work with them.  But it’s obviously behavioral or criminal thinking and they’re just not serious about this and they’re just using the buprenorphine to come down off heroin, yes we let them go.

Bill Finerfrock:	Okay.

(Angela Martin):	Thank you  

Bill Finerfrock:	Thank you.  Any other questions on the phone line operator?

Coordinator:	At this time I see no other questions.  As a reminder to ask a question on the phone line please press Star followed by a 1 and record your name when prompted.  

Bill Finerfrock:	Okay we have a few more submitted online.  (Tasaley) and I apologize on the last name I’m not even going to try and pronounce it.  What is the percentage rate of relapse?  What should people anticipate?

Reid Lofgran:	You know we don’t actually have any solid numbers on rate of relapse . If I was going to to say are you talking about relapse one time I’d say you need to be really looking at 90 percentiles.  Relapse is just part of this.  If you’re talking about, you know, if we’ve kept somebody sober for a year it’s going to be very small.  So part of it is duration of their treatment, how long have they been sober.  So I can’t give you any specifics on the rate of relapse but early on it’s high.  

Bill Finerfrock:	Okay.  This is from (Dan David).  What training have you done with staff - front office, back office to reduce the stigma and comfort of treating as a patient. You’ve talked about it but are there specific things that you’re doing or you would suggest that you do?

Toni Hall:	Just from my experience - this is Toni the Clinic Manager.  I’ve been really blessed with training throughout the years.  I’m also a military veteran.  I’m a suicide prevention coordinator.  I’ve been in healthcare a really long time and so part of being a service member I was exposed early to behavioral health and behavioral modification due to my job.  And so coming into this as we’ve grown into this, one, there’s some really great resources out there for becoming educated on addiction.  I actually for addiction itself,  I really relied on Dr. Lofgran for those pieces.  We can provide you with some resources.  Reading - I’ve done a lot of reading.  I’ve also became a mental health first aide instructor. 
	I actually just recently became an instructor for youth.  Amanda is an instructor for adults.  And getting in there I would recommend that first and foremost for all staff.  It’s actually been our goal as a clinic to get all of our staff trained on mental health first aid.  One it really teaches us about having conversations with people.  And it doesn’t even have to be addiction.  It’s just people in general that are patients that are walking into our clinic who may be suffering from a mental illness.  

Amanda Braga:	One of the - this is Amanda sorry.  One of the things that we’ve also done that’s been really effective and that I’ve seen is just have some leaders who we’ve spent a lot of time working with and training who we’ve integrated into the treatment team here.  And having those people really model those behaviors and really model the attitude that we have about addiction.  It really helps the rest of the staff want to have those same attitudes.  And so once you have people that you’ve identified as being really passionate about addiction treatment and treating these people as patients with a disease, once you have them and you integrate them and you can see them start to be a champion and really do a lot of the training for you.  That’s what I’ve seen here.  

Toni Lee:	So we don’t have a set training program.  A lot of my education - our education through the years has been through trial and error.  Having a passion for it, learning what our resources are, attending any type of mental health training that we can.  And then what we do is we actually sit down as a team Dr. Lofgran, myself and Amanda and we really focus on training staff. And educating them, getting them to seminars, to conferences, anything that we can do to expand our knowledge base.  I hope that helps a little bit.

Bill Finerfrock:	No I think that’s great.  This is from (Alyssa).  Do you have any crossover to the V.A. MAT program?  

Reid Lofgran:	We don’t.  We’re pretty far from any V.A. services around here and we don’t really have any interaction with them at this time.

Bill Finerfrock:	Okay.  From (Martha Jaworski).  In your general practice do you and your colleagues have consistent processes for pain management in opioid prescribing?

Reid Lofgran:	We do.  We have guidelines in the clinic.  And they’re pretty much based on a lot of the federal guidelines that have come out of how many morphine milliequivalents we use.  We don’t do a lot of pain management here.  We still do some.  We refer a lot to the pain specialists but we do have really clear guidelines.  But again they’re based on the federal guidelines that have come out.  

Toni Lee:	We have a pain contract that we initiate - that we use here for all of our patients that are grandfathered in.  And the other piece I do want to touch on this is - this is Toni sorry.  There has been - I get a lot of phone calls for patients that they want to refer to us for suboxone because suboxone does help with pain.  But we do not use suboxone to treat pain in our clinic because our whole point of the program in treating addiction for recovery.  

Bill Finerfrock:	Great.  From Dr. (Dan Chris) what policies do you have in place to decrease diversion of buprenorphine?  

Reid Lofgran:	Okay.  So they have to bring in their medicine every month.  We also have that we can call them at any time.  They can come in for a medicine count.  We do random UAs.  We do them about every other month in the clinic.  But we also reserve the right to call them at any time and make them go do a random UA.  And that seems to be fairly effective because we know from studies that random checkups are much more effective than scheduled checkups.  We basically in the contract require people to always have their phone number accessible to us.  So, if we call in they have exactly 24 hours to get back with us and go do their UA.  We got the hospital here to get special drug tests for us that are 13 panels which include buprenorphine at a lower cost so they can afford them.  So those are some of the basic things we do.  

Bill Finerfrock:	How often are you having folks come in either on a regular basis or randomly?

Reid Lofgran:	They do it pretty routinely.  Every month we roll the dice.  It’s 50-50.  And then I would say about every third month we call for a random.  If people are having troubles they relapse.  I bring them randomly every two weeks for a drug screen.  We also have the lab here set up to do all the protocols to avoid fraudulent UAs.  They’re observed.  They turn the water off.  They do all those things just so that we make sure people aren’t bringing in somebody else’s urine.   

Bill Finerfrock:	Right.  Operator any calls, any questions on the phone line?

Reid Lofgran:	We do. Our next question on the phone lines comes from (Ana).  Go ahead ma’am your line is now open.
(Ana):	Hi yes so if things - it was determined that this model is not optimal in an independent RHC but in the case then in a small rural town for which the health system is not for profit that has a provider based RHC that’s already a department of its hospital has anyone evaluated if the program works within a provider-based RHC model in that instance where there is access to a significant funding for an indignant care program for the Medicaid patients to access for the RHC?  Has that been looked at?  

Reid Lofgran:	Yes absolutely.  We’re actually a provider based RHC and we do take Medicaid.  And so a lot of our patients are on Medicaid. And those are actually some of the easier ones because then it’s easy to keep a zero balance and Medicaid tends to cover the medications a lot better than some of the private insurances.  And obviously better than if you’re paying cash for the medications.  

	So we’ve run this on both levels an independent RHC and a provider-based RHC.  And really the only difference is now that we have a social worker with us that really helps our continuity.  Previously I just had my nurses doing that case management care.  So it’s working a little bit better with a social worker.  And then the other piece is in whichever setting you can just bill it as an RHC or you can carve it out in you cost report and bill it separately.  So that’s really the only big differences I see.  And if you have grant money to do indigent programs absolutely you could use it for this.

(Ana):	So are you currently then - so just make sure so I understand.  In the independent model you’re carving it out.  But in the provider-based model you are running it through the RHC billing model?

Reid Lofgran:	No we’re covering it out in both.  

(Ana):	Carving it out in both. And what was the main reason for that carve out?  I’m just thinking from a funding standpoint of hiring the additional staff, you know, if I can get the provider-based rates associated to that location it would be much more feasible for me to be able to hire the next three staff to make a full go at the program.  

Reid Lofgran:	Sure.

(Ana):	What was the main reason behind carving it out?

Reid Lofgran:	Our main reason is that we felt we needed to require a zero-dollar balance.  And we couldn’t do that if they’re in an RHC.  So it just gave us a little bit of flexibility in our contract with patients and yes we did take Medicaid.  We took private insurances. We also had a lot of cash paying patients who we felt, like, everybody needed to maintain that zero balance.  If you don’t do that, if your population is primarily Medicaid and you have very few self-pays, then it really wouldn’t make sense.  You might as well billed it as an RHC because Medicaid’s going to be paying you.  

Toni Lee:	We also - we’ve been pretty consistent about the prices for the clinic because obviously we have a large number of self-pay patients and we want to be able to take care of patients who need these services.  We actually are probably one of the lowest cost opioid dependency programs in southern Idaho that I’m aware of.  We charge a level three visit which for us is $125.  

	So when a patient comes in this is what their appointment looks like.  They do an initial intake with us.  That intake can take one to four hours depending on the patient.  We do a baseline UA.  We do a one-day follow up.  We administer that medication on that first visit to make sure, one, that they’re handling the medication okay, that there’s no adverse reaction.  They do a 24-hour follow up.  

	So we do a second day visit to make sure that they’re stabilized and doing well.  If they’re doing okay then Dr. Lofgran will prescribe for one week.  We do a seven-day follow up with that patient.  And then we see them, if they’re doing really well, we’ll see them on an outpatient basis every 28 to 36 days for the clinic. 

	So our initial intake just to share prices to give everybody an idea we charge $270 for the first visit plus the UA is $45.  They’re looking at $315 for that first visit.  Then every visit after that is $125.  We don’t include the medication.  We work closely with our local pharmacy on pricing for patients. There’s drug assistance programs out there.  There’s also a co-pay - a drug assistant card that suboxone offers for the films for private pay patients or self-pay.  

	So there’s some options out there to help them get through this.  But at the end of the day cost can drive a lot of people away and we have being in a rural area some of them don’t have the best paying jobs.  These are working individuals - the great majority of them.  And we want to set them up for success.  I don’t want money - we don’t want money to be an ultimate barrier.  I understand that we still need to bill.  We still need to collect costs.  They still have to pay for services.  But that is one area that we’ve really focused on not driving up the cost because we do want to make the care somewhat affordable for our patients.
 
Bill Finerfrock:	Another question. What are the outcomes if the patient does not call back within 24 hours or come in for the random drug screen what do you do?

Reid Lofgran:	Then I sick Toni on them because really, you know, this is where the boundaries come into play and Toni has really good boundaries but also a little bit of compassion.  You know we’ve had people that have been camping up in the mountains.  And if we have good reasonable data to show us if this person was legitimately out of phone service or something we’ll definitely work with them.  If they just blow us off and we know they’re not responding.  So, to be honest they usually get about two chances on not returning a phone call.  We’ve had people who have been having to go to a grandmother’s funeral.  They’ve had something happen with the police. 

	And we say okay well then just get us a program from the funeral so that we have documentation it was real or get us a police report so we know you were really tied up that day.  And so, we do ask for documentation verification so we can validate that.  But we typically won’t kick them out the first time.  But if they do something, like, that then they can just count on they’re going to be getting called every two weeks for a drug screen and randomly in those two weeks for probably six months.  

Toni Lee:	An honestly if you get into this and you get to know your patient base you get to know your patients.  And I think knowing your people is really important because for example we’ve had a lady in the program for quite some time.  She’s had a lot of good years.  And she had a really bad year and she had a relapse.  

	And so, you know, some of the things and decisions and choices she was making were completely out of character for her.  And I think the big thing that we need to remember these are people too.  They have lives and families as well and jobs and careers.  This does not discriminate.  This affects all walks of life.  We see people in our clinic that have had work-related injuries, very traumatic experiences, a loss of a loved one, a loss of a child.  There could be a number of reasons.  

[bookmark: _GoBack]	So, I think really knowing your people, know your patients is really going to be the telltale sign for you.  Is this patient normally compliant, are they not compliant, are they engaged in their recover, are they not engaged in their recovery?  It’s really going to determine that conversation with your patient.  But ultimately your contract helps you drive upholding your program compliance.  It’s your guideline, it’s our - it’s basically our compass.  

Bill Finerfrock:	Operator any questions on the phone line?

Coordinator:	At this point I see no further questions on the phone lines.  As a reminder if you - go ahead.  

Bill Finerfrock:	No, I think we’ve gone a little bit over today and I think I want to be respectful of the time of our speakers as well.  And so I’d like to thank everyone for today’s call and especially our speakers Dr. Reid Lofgran and his colleagues Toni Lee and Amanda for the contributions and the great information you’ve provided us.  I really was looking forward to this presentation and you didn’t disappoint.  I think it’s always good to hear from folks who are in the rural health clinic space as to the things that you’re doing and while what you do may not be replicable exactly by everybody perhaps you’ve given some inspiration to some folks to do some things that they might not have otherwise thought that they could do in their community.  So, I want to thank you for that.

	If there are folks - a reminder it was recorded.  So if there are folks in your organization that you think could benefit from listening to this webinar it will be up and available for download in a few days.  I would encourage you to go and look at that. Again, for those who are there for the Certified Rural Health Clinic professional the code is E as in Edward, P as in princess, 84W as in William and K as in Kaley.  We will be scheduling another call most likely for next month.  We’ll get information out on that and its topic in the not too distant future.  

	Again, I want to thank everyone for participating and particularly I want to thank the Federal Office of Rural Health Policy for hosting or sponsoring this with the National Association of Rural Health Clinics.  We will get a copy of the contract and the other documents from the folks at North Canyon and we will post those up to both the RHI hub Web site as well as the NARHC Web site and send out the links for those once we have them up and available.  Again, thanks everyone and look forward to talking to you in the future.  That concludes today’s webinar.  Thank you.

Coordinator:	And that concludes today’s call.  Participants on the phone lines you may disconnect at this time.  


END
