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e The UNC addiction medicine clinic was effective at reducing
readmission for high-risk patient with OUD and recent IVDU
associated infection. To accommodate their growth, they needed a
safe landing place for stabilized patients

e The IM MOUD (medications for opioid use disorder) clinic was
selected for a year-long, internally —supported IHQI project (Institute
for Healthcare Quality Improvement)

gualitative interviews, surveys, clinic support documents, frequent
communication, multiple training modalities and engaged
leadership.

e Embedding OUD treatmentin primary care has resulted in:
e 62% retention in OUD treatment
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S e Completion of Hepatitis C treatmentin primary care

e Connecting vulnerable patients with a PCP and preventive care
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screening rates for Social Determinants of Health (SDOH).
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Current work/Next Steps:

Our improvement team included a physician champion, an LCSW/LCAS,

a nurse, a medical administrator, a project manager and a quality IM Waivered Faculty * PDSASubstance use screening and equity in screening
improvement coach. We utilized QI methods from the IHI Model for T T—— * Resident-driven Ql project on OUD training in primary care
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e Smart Aim: Double growth from 13 to 26 patients from 9/21-9/22 Graph at right shows progress in

and maintain capacity for growth of at least 2 patients per month. number of faculty in clinic waivered :
to prescribe buprenorphineduring

* Process Measures: Turn around time from referral to first this program (prior to repeal of AUTHORS & DISCLOSURES

. i i waiver : ‘ . ?
appom.tment Of 21 days O.r |ess, SOCIaI detern:] Inants Of health ) S ' 4 ' ' ' ' ‘ West, H. Claire; University of North Carolina at Chapel Hill School of Medicine, Division of General Medicine and
screening, number of patients able to prescribe buprenorphine. R R, Clinical Epidemiology, Nothing to disclose
Claire_west@med.unc.edu
L This diagram shows our : : REFERENCES
% tiered|drivers of change SDOH SCREENING « UNC has a System-Wide quality goal of
. 100% . : :
O Q@ Intake/Scheduling - a0%, screening 55% of patients for Social 1. Injuryfreenc.dph.ncdhhs.gov/DataSurveillance
% _ Each driver generated gg:‘: Determinants of Health (SDOH) 2. Hilton K, Anderson A. [HI Psychology of Change Framework to Advance and Sustain Improvement. |HI White Paper.
O B \sit wor . o . : S Boston, Massachusetts: Institute for Healthcare Improvement; 2018. (Available at ihi.org)
N 605%
S — mu It'ple PDSAs 50% Patlenjcs n Ou_r QUD clinichave al?ove avgrage 3. HaffajeeRL, Lin LA, Bohnert ASB, Goldstick JE. Characteristics of US Counties With High Opioid Overdose Mortality
S B®  Panel Rev , - Bl Integration with a0% SDOH insecurities, unmet needs jeopardize and Low Capacity to Deliver Medications for Opioid Use Disorder. JAMA Netw Open. 2019;2(6):e196373.
E g oo tracke _g specialists a0 their stability doi:10.1001/jamanetworkopen.2019.6373
J)_[EeEquity/dermog i E _ 10 Results of PDSAs on adding SDOH screenings AC K N OW LE D G E M E NT
o EDIHOSpItaI ACT PLAN Financial Resource Food Insecurity Housing/Utilities Transportation tO our prOtOC0| Shown her‘e, We are
Strain Insecurity Meeds .
% _ o AL UNC - 5093 ORGAN ZATIONAL GOAL excee(.jlng. our system averagg and Thank you to my contributing colleagues and IHQI team members:
-V STUDY DO organizational goal for screening Dr. Jacob Amburn, MD; Diane Dolan-Soto, LCSW; Dr. Jennifer Elston-Lafata, PhD, Julianna Fischer, BS; Matthew
6 Spread Huemmer, MBA, MHA; Dr. Robyn Jordan, MD; Shayla Mitchell-Bigelow, Holly Moore, LPN; Dr. Shana Ratner, MD; Vickie
B Spread across L P _ : o ) :
O system Wheeley, Stephanie Wilhoit Reeves, MSW,LCSW; Jasmine Williams, LCSW, LCAS; Kelley Reilly



	Slide 1

