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Acronym Guide

Acronym Definition

AA Alcoholics Anonymous

ACE Adverse Childhood Experience

ACT Assertive Community Treatment

AHC Accountable Health Communities

AHRQ Agency for Healthcare Research and Quality

ARC Assessment of Recovery Capital

ASAM American Society of Addiction Medicine

ASQ Ask Suicide-Screening Questions

BARC-10 Brief Assessment of Recovery Capital

BH Behavioral Health

CBCM Community-Based Care Management

CFRS Certified Family Recovery Specialist

CM Care Management

CMHC Community Mental Health Centers

CMS Centers for Medicare and Medicaid Services
CMS-HRSN | The AHC Health-Related Social Needs Screening Tool
COE Opioid Use Disorder Centers of Excellence
COVID-19 Coronavirus Disease 2019

(of0]| Continuous Quality Improvement

CRS Certified Recovery Specialist

C-SSRS Columbia Suicide Severity Rating Scale

DDAP Pennsylvania Department of Drug and Alcohol Programs
DDDM Data-Driven Decision Making

DHS Pennsylvania Department of Human Services

DSM Diagnostic and Statistical Manual of Mental Disorders
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Acronym Definition
ED Emergency Department
EHR Electronic Health Record
EMS Emergency Medical Services
FASD Fetal Alcohol Spectrum Disorder
FDA Food and Drug Administration
FQHC Federally Qualified Health Center
FTS Fentanyl Test Strips
GAD-7 General Anxiety Disorder-7
HCV Hepatitis C Virus
HIPAA The Health Insurance Portability and Accountability Act of 1996
HIV Human Immunodeficiency Virus
HRSN Health Related Social Need
ID Identification
v Intravenous
LOCA Level of Care Assessment
LOS Level of Service
MA Medical Assistance
MAID Medical Assistance ldentification
MAT Medication-Assisted Treatment
MATP Medical Assistance Transportation Program
MCO Managed Care Organization
MCOPS Managed Care Operations and Policy Section
MD Medical Doctor
MDT Multidisciplinary Team
Mi Motivational Interviewing
MOU Memorandum of Understanding
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Acronym Definition

MOUD Medication for Opioid Use Disorder

NOWS Neonatal Opioid Withdrawal Syndrome

NPS Novel Psychoactive Substances

OB Obstetrics

OBGYN Obstetrician-Gynecologist

OBOT Office Based Opioid Treatment

OMAP Office of Medical Assistance Programs (Pennsylvania)
OMHSAS Office of Mental Health and Substance Abuse Services (Pennsylvania)
OTP Opioid Treatment Program

oubD Opioid Use Disorder

PA Pennsylvania

PCP Primary Care Provider

PDMP Prescription Drug Monitoring Program

PDSA Plan, Do, Study, Act

PH Physical Health

PHQ-9 Patient Health Questionnaire-9

PMPM Per Member Per Month

POC Point of Contact

PRAPARE Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences
PRO-A Pennsylvania Recovery Organizations Alliance
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RC Recovery Capital
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Acronym Definition

SCA Single County Authority

SCS Safer Consumption Sites
SDOH Social Determinants of Health
TA Technical Assistance

TIC Trauma-Informed Care

UA Urine Analysis

VBR Voucher-Based Reinforcement
WHO Warm Handoff

WWID Women Who Inject Drugs
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A. Introduction to the Resource Guide

The purpose of this guide is to provide a comprehensive resource for existing and newly designated Pennsylvania
(PA) opioid use disorder (OUD) Centers of Excellence (COE) sites across the Commonwealth of Pennsylvania.

Since 2016, Pennsylvania’s OUD COEs have utilized Community-Based Care Management (CBCM) teams to help
reduce barriers to recovery for individuals with OUD. This comprehensive guide is designed to support both
leadership and staff at COEs by providing an overview of the COE model, including its history, expectations, and
evidence-based practices to strengthen care management (CM) programming in alignment with the program’s
guiding principles. Other than the items outlined within the COE Fidelity Guidelines, the additional information in
this guide should be viewed as recommendations, meant to be adapted based on the unique needs and
preferences of each COE’s population. This guide is intended to supplement, not replace, the existing policies and
procedures of each COE organization.

Throughout this guide, there will be icons indicating when additional resources are available. Different resources
can be identified by the following icons:

A recorded training on this topic is available for COE staff. If you’re interested in accessing this
resource, you can reach out to the University of Pittsburgh. Please keep in mind that some sites
have an internal process in place where leadership manages access or coordinates requests, so it
may be helpful to check with your site leadership before reaching out.

A reference document from the University of Pittsburgh exists on this topic. If you’re interested in
accessing this resource, you can reach out to the University of Pittsburgh. Please keep in mind that
some sites have an internal process in place where leadership manages access or coordinates
requests, so it may be helpful to check with your site leadership before reaching out.

An external reference document exists on this topic. Access the associated document through
the hyperlink in this guide.

A regulatory document exists on this topic. Access the associated document through the
hyperlink in this guide.

K o) & [

Contact information for a COE partner organization is provided.
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B. History of the COE

The COE program was launched in 2016 to address the opioid crisis and improve outcomes for clients with OUD.
The program was designed to ensure that clients with OUD receive evidence-based, person-centered care by
integrating physical health (PH) and behavioral health (BH) services, coordinating care across systems, and
offering robust support services, including CM and peer recovery support. Over time, the COE program has
responded to the opioid public health crisis, continuing to provide responsive care to those who need it the most.

B.1. Where it Started

The COEs were created as a response to the growing opioid public health crisis, which continues to impact
counties across the Commonwealth. In 2016, Governor Tom Wolf introduced the COEs as one strategy for
addressing the growing public health and public safety crisis related to opioid use. Additionally, the COEs were
envisioned as a community resource that would be used to break down the barriers that have long impacted
clients’ ability to receive the services and treatment that they need to adequately address their substance use
disorders (SUD) and other health concerns.

The Pennsylvania Department of Human Services (DHS) oversaw the distribution of a grant funding application that
invited PH and BH providers across the Commonwealth to apply to become a designated COE for OUD, which
provided them with funding to establish CBCM teams that were designed to perform outreach into local
communities, identify clients with OUD, and ensure that they receive the treatment and non-treatment services
that will assist them into long-term recovery. Furthermore, the designated COEs were tasked with increasing
access to medication for opioid use disorder (MOUD) and integrating PH and BH services. Funding was awarded to
45 providers across the Commonwealth, representing a unique blend of providers including health systems,
Federally Qualified Health Centers (FQHCs), SUD treatment providers, and Single County Authorities (SCAs)
serving clients in counties across the Commonwealth.

As the COEs continued to mature and engage thousands of clients with OUD, there was a need to implement a
sustainable funding stream that would ensure that these providers could continue to remain as part of an
integrated care system for clients in the Commonwealth with OUD. Beginning in 2019, the HealthChoices PH and
BH Managed Care Organizations (MCOs) paid COEs for the CM services that were provided to members. Under a
directed per-member-per-month (PMPM) payment structure, the COEs were provided with the opportunity to
improve their sustainability prospects and work to expand their services in their communities. In 2020, DHS
announced that it would enroll providers in the medical assistance (MA) program using Specialty Designation 232 -
Opioid Centers of Excellence, which allowed additional PH and BH providers to enroll in the MA Program as COEs
and receive payment for CM services provided to clients with OUD. The application became available in July 2020,
with new providers being able to bill HealthChoices MCOs beginning in January 2021.

Effective January 1, 2023, COE CM services became a Pennsylvania state plan service, approved by the Centers for
Medicare and Medicaid Services (CMS). This meant that Medicaid MCOs, both PH and BH, were now required to
reimburse COE care coordination using the G9012 billing code. Rates for this code may be negotiated directly
between MCOs and COEs, in accordance with PA Medicaid rules and HealthChoices policies. MCOs must ensure
that at least two COE providers accepting new patients are available within 30 minutes in urban areas and 60
minutes in rural areas. Oversight and monitoring responsibilities are shared by DHS and the MCOs.

On August 1, 2024, the COE Fidelity Guidelines were released to promote effective, coordinated care for both
medical and psychosocial needs. Developed collaboratively by DHS, MCOs, and COEs through regular meetings,
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focus groups, and a comprehensive review process, these guidelines are referenced throughout this guide and
serve as the framework for aligning COE services with program expectations.

B.2. Opioid Public Health Crisis

The opioid public health crisis remains one of the most pressing
challenges in the United States, driven by the widespread misuse of

COE Learning
prescription opioids, the surge of synthetic opioids like fentanyl, and the Network:
evolving landscape of adulterants in the illicit drug supply.” Overdose Current Trends in

deaths continue to rise, disproportionately affecting marginalized SUD
communities and straining healthcare and harm reduction systems.’ As
synthetic opioids and novel psychoactive substances (NPS) become more
prevalent, the crisis grows more complex, demanding urgent policy
responses, expanded access to treatment, and improved overdose
prevention strategies.’

B.2.1. United States Overall

Substance use remains a significant public health concern in the United States, affecting individuals across all
demographics. In 2022, approximately 108,000 people died from drug overdoses in the U.S., with 82,000 (76%)
involving opioids.? Overdose deaths are increasingly linked to polysubstance use such as fentanyl combined with
methamphetamine and a highly toxic illegal drug supply.’ From 1999 to 2019, significant urban-rural differences in
drug overdose death rates emerged, with the age-adjusted rate increasing from 6.4 to 22.0 per 100,000 in urban
counties and from 4.0 to 19.6 per 100,000 in rural counties.®

Although efforts to limit opioid prescriptions have reduced overall availability, use remains prevalent, particularly
among high-risk populations.® Healthcare disparities, socioeconomic challenges, and stigma further obstruct
progress on reducing overdoses, with racial and ethnic minorities experiencing disproportionately high overdose
rates due to disparities in prescribing practices and harm reduction resources.? National surveillance programs
underscore the urgent need for policies that not only address the shifting drug landscape like counterfeit pills
laced with fentanyl but also expand prevention strategies, equitable treatment access, and overdose reversal
interventions like naloxone.®

B.2.2. Pennsylvania Specific

Pennsylvania continues to grapple with a severe opioid crisis, with 5,168 overdose deaths in 2021
| and an average of 14 Pennsylvanians losing their lives daily as the result of overdose.® In response,

;—2/_ Pennsylvania has prioritized prevention, treatment, and harm reduction efforts, including expanded
naloxone access and data-driven interventions like Allegheny County’s Overdose Dashboard and the

Pennsylvania Open Data Portal, among others.’

B.2.2.1. Overdose Death Rates

In 2023, opioids were involved in 82% of Pennsylvania’s 4,721 overdose deaths, with fentanyl contributing to 76%
of cases and NPS like nitazenes further driving fatalities.® Racial disparities continue in overdose death rates, with
Black adults aged 45-64 experiencing the highest overdose mortality rates, underscoring systemic inequities in
healthcare access and socioeconomic marginalization.® Additionally, a rural-urban divide is evident, as rural
counties report higher overdose death rates (42.3 per 100,000) compared to urban areas (34.0 per 100,000), a
disparity exacerbated by limited harm reduction resources.®
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B.2.2.2. Overdose Reversal Data

Pennsylvania has distributed over 1.3 million doses of Naloxone to date, reversing an estimated 24,000
overdoses.' Naloxone distribution showed a steady increase from 2018 to 2021, reflecting the state’s ongoing
efforts to combat the opioid crisis, although there was a slight decline in 2022."° Despite these efforts, the growing
prevalence of xylazine has complicated the effectiveness of haloxone in some cases, as emergency medical
services (EMS) in certain areas report needing to administer multiple doses due to the presence of opioid mixtures
or novel psychoactive substances.’® Additionally, disparities exist between rural and urban counties, with rural
areas experiencing lower naloxone reversal success rates. These disparities are primarily attributed to the delayed
response times of EMS in rural regions, further highlighting the challenges faced in addressing the opioid crisis
across different geographic areas.®

B.2.2.3. Changing landscape: Adulterants

Pennsylvania’s illegal substance supply is increasingly contaminated with synthetic opioids and other dangerous
substances, creating serious public health risks."" Between 2022 and 2024, 35% of tested drug samples contained
five or more compounds, with adulterated samples rising 244% in one year.® Potent synthetic opioids like
nitazenes, up to 100 times stronger than fentanyl, are less responsive to naloxone and drive overdose deaths.™
Xylazine, found in substances linked to 31% of Philadelphia’s 2023 overdose deaths, causes severe wounds and
resists naloxone." Fentanyl is also appearing in stimulants like methamphetamine, contributing to a 17% rise in
mixed stimulant-opioid fatalities." Emerging drugs like designer benzodiazepines and synthetic cathinones further
complicate overdose responses, with 49% of samples containing unregulated substances." These trends make
substance use increasingly dangerous and unpredictable.

B.2.2.4. Current Legislation

Pennsylvania has implemented important harm reduction measures to address the overdose crisis. A statewide
standing order enables pharmacies to dispense naloxone without a prescription, though insurance coverage may
vary." This standing order allows Pennsylvania residents at risk of an opioid overdose, along with their friends and
family, to obtain Naloxone. In addition, as of September 2023, naloxone is available over the counter. Additionally,
Act 139 (Good Samaritan Law) offers legal protection to individuals who administer naloxone or call911 in an
emergency." While syringe service programs (SSPs) are still limited to Philadelphia and Pittsburgh, efforts to
legalize them in other areas are ongoing. In December 2022, the X waiver, previously required for clinicians to
prescribe buprenorphine, was eliminated in an effort to increase access to the medication.’™
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C. Supporting Entities

Currently, the COE project has three guiding entities: DHS, Pennsylvania HealthChoices MCOs, and the University
of Pittsburgh (Figure 1).

Figure 1. COE Guiding Entities.

University of
Pittsburgh

Designates Reimbursement

Provides training
and technical
assistance

for COE services
and program
monitoring

providers as COEs

C.1. Pennsylvania Department of Human Services

DHS reviews, approves, and enrolls providers in the MA Program using Specialty Designation 232 — Opioid Centers
of Excellence. In addition to reviewing and approving COE providers, DHS is responsible for providing overarching
program direction to both the COEs and the MCOs through the review and distribution of COE Fidelity Guidelines,
frequently asked question documents, Managed Care Operations and Policy Section (MCOPS) memos,
HealthChoices Agreements, including HealthChoices Agreement Exhibit G / Behavioral HealthChoices Appendix G
and other guidance documents. DHS also outlines the key components of a COE program in the State Plan, which
describes the COE as a Medicaid reimbursable service.

Contact DHS regarding:
Submitting new COE site

applications (these
should be submitted

Updates to COE contact
information listed on

Questions about the
overall administration of

DHS’ COE website through the PROMISe

system)

the COE program

@ Unless submitting required application materials through the PROMISe system, COEs can reach
out to DHS at RA-PWSUDCOE@pa.gov.

C.2. Pennsylvania HealthChoices Managed Care Organizations

MCOs in Pennsylvania reimburse providers with the Specialty Designation 232 — Opioid Centers of Excellence for
the COE’s enhanced CM services. MCOs will answer COE’s questions related to billing and reimbursement for
COE enhanced CM services. MCOs also monitor the COE program to ensure fidelity to the COE model and to
contractual requirements. Monitoring by MCOs may occur through chart reviews and/or reviews of service
descriptions, policies, procedures, and training logs. Some MCOs may also schedule onsite visits to review COE
programs.
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https://www.pa.gov/content/dam/copapwp-pagov/en/dhs/documents/healthchoices/hc-services/documents/2026-physical-healthchoices-agreement-exhibit-g.pdf
https://www.pa.gov/content/dam/copapwp-pagov/en/dhs/documents/healthchoices/documents/2025-01-01-hc-bh-psr-appendices.pdf#page=54
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Contact MCO(s) regarding:

Suggested action(s)
Billing for COE services following an alignment
review

Monitoring of the COE
program

COE activities outside

Data reports provided by S lziilsied Lide

the MCO generated from
billing data

Regular meetings with State Plan, COE Provider
MCO representatives Enrollment MA Bulletin
and/or the COE Fidelity
Guidelines

@ COEs can reach out to their MCO(s) using the information on COE Contact Sheet. If additional
contacts are needed, the University of Pittsburgh can facilitate connections between COEs and
MCOs.

C.3. The University of Pittsburgh

DHS contracts with The University of Pittsburgh to provide training and technical assistance (TA) to the COEs. The
TA team at the University of Pittsburgh provides individualized TA for each COE organization focused on data and
quality improvement. The University of Pittsburgh is also responsible for data collection through the REDCap
system (described in detail in section J.2.) and COE program evaluation in partnership with DHS. Each approved
COE is assigned to a TA provider from the University of Pittsburgh, often referred to as their TA point of contact
(POC). This individual will meet with the COE at least monthly to provide TA. In addition to one-on-one TA meetings,
the University of Pittsburgh offers an online biweekly COE Learning Network training series that provides continuing
education to COE staff on topics relevant to COE operations. The learning network is beneficial for COE leadership,
members of the COE’s CBCM teams, data entry personnel or any others involved with the implementation of the
COE program. The University of Pittsburgh also facilitates quarterly affinity group meetings for COE leadership to
talk with one another about the administration of the COE program within specific settings and a monthly
newsletter to update all COE staff on topics of interest. In addition, the University of Pittsburgh partners with
Pennsylvania Recovery Organizations Alliance (PRO-A) to offer monthly support calls for peer recovery staff at
COEs and peer recovery supervisors. To facilitate partnership with the State Department of Corrections (DOC), the
University of Pittsburgh maintains a list of contacts at COEs who can accept referrals for clients exiting
incarceration.
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Contact the University of Pittsburgh regarding:

Support with
implementing the COE
Fidelity Guidelines

Data reports generated
by the University of

Pittsburgh using REDCap
data

Agendas for PRO-A’s
COE peer support and
peer supervisor calls

>

| Page

Support with technical
assistance needs such
as quality improvement,
staff hiring and
onboarding, and overall
COE program design

COE learning network
sessions facilitated by
the University of
Pittsburgh

Progress on new COE site
applications that have
been submitted through

the PROMISe system

Support with REDCap
data entry

Affinity groups
facilitated by the
University of Pittsburgh

Updating DOC contacts
or any other contacts for
activities that the
University of Pittsburgh
facilitates

COEs can reach out to The University of Pittsburgh using the COE Contact Sheet.



D. COE Guidance Documents

designated as COEs. The COE Provider Enrollment MA Bulletin'® and the Managed Care Operations

Memorandum # 01/2025-001 (MCOPS Memo # 01/2025-001) are outlined in this guide. COEs should

also be aware of pages 6.i. and 6.j of Attachment 3.1A/3.1B to the Pennsylvania Medicaid State Plan,"’
and HealthChoices Agreement Exhibit G / Behavioral HealthChoices Appendix G as they pertain to the COE
program. The COE Provider Enrollment MA Bulletin outlines the origins and operational structure of the COE
program that was introduced as a provider specialty type in 2021, requiring providers to be formally enrolled in the
MA program to receive reimbursement for CM services via procedure code G9012. MCOPS Memo #01/2025-001
builds on this foundation by providing detailed guidance on how MCOs should use the Fidelity Guidelines (outlined
in Section H of this guide) to oversee COE operations and ensure program consistency and quality. Together, these
documents clarify provider enrollment expectations and activities and define MCO responsibilities in supporting

Q) There are several key documents that clarify expectations and responsibilities of organizations
E

high-quality, evidence-based care delivery across the COE network.

D.1. COE Provider Enrollment Medical Assistance Bulletin: COE

“E Requirements
) ) Basicrequirements of the COEs as outlined in the COE Provider Enrollment MA Bulletin dated July 1,
2020':

Provision of at least one form of MOUD AND the ability to schedule the client’s induction into
MOUD within 24 hours of initial contact with the COE

Ability to accept referrals 24 hours a day, seven days a week
Use of an electronic health record (EHR) system to document CM activities

Use of quality management strategies

Identification of quantitative client outcomes (e.g., the target number of clients for COE services,
the target number of clients retained over a period of time)

A CBCM team that includes a Certified Recovery Specialist (CRS)

The ability to provide or refer to services such as primary care, mental health, and family planning

The use of an assessment tool for treatment and non-treatment needs

The administration of the Brief Assessment of Recovery Capital (BARC-10) assessment to each
COE client

The administration of an American Society of Addiction Medicine (ASAM) level of care assessment
(LOCA) onsite by a qualified provider or through referral
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D.2. COE Provider Enrollment Medical Assistance Bulletin: COE Expectations

COEs were established to provide enhanced CM services to clients across the Commonwealth of
Pennsylvania with OUD. These enhanced CM services are intended to be provided by a diverse group

y ) of providers, including social workers, physicians, and CRSs, and tailored to the unique needs of the

community in which they are provided. Although the design of the CBCM team at each COE may look

different, each COE is charged with achieving the same goals—to increase access to MOUD, improve care
coordination, and integrate physical and behavioral healthcare for individuals with OUD. DHS has issued more
specific guidance for the COEs, and this guidance is described in more detail in the July 2020 COE Provider
Enrollment MA Bulletin.®

The role of the CBCM team is to ensure that all clients are connected to identified treatment and non-treatment
services, as well as provide the essential follow-up care that is often required as clients move into recovery.
Although the roles of each member of the CBCM team may differ, it is the overarching expectation that the
members of the COE CM teams will provide the following:

13

Rapid Identification and Engagement. Members of the COE CBCM team must be prepared to rapidly
identify and engage potential clients within the community. The rapid engagement strategy requires that
the COE establish effective warm handoff (WHQO) agreements with agencies in the community that may
interact with individuals with OUD, such as hospital emergency departments (EDs), hospital inpatient
units, county jails, local police departments, EMS providers, and community service agencies. According
to the Agency for Healthcare Research and Quality (AHRQ), a WHO is a transfer of care between two
healthcare providers that takes place in front of the client.' It is generally considered best practice for
there to be formal WHO agreements that specify the process for conducting the WHO and providing
information between the two entities.

Mobile Response Capability. To support rapid identification and engagement of clients within the
community, the COEs must have the capacity and capability to conduct mobile outreach within
communities. The COEs have the unique responsibility of being able to focus on providing CM services,
which should allow for the expansion of these mobile response services to include the ability to meet with
clients where they present. Furthermore, a CM visit is not required to take place on location at the COE,
which allows for the CBCM team to meet clients where they are in the community to provide services and
enhance engagement.

Timely Assessments. Members of the COE CBCM team must have the capability of providing timely
assessments, as defined by the Pennsylvania Department of Drug and Alcohol Programs (DDAP) and DHS,
to identify a client’s treatment and non-treatment needs. This will help to ensure that clients are provided
with the services they need, right when they need them.

Timely and Coordinated Referrals. Members of the CBCM team must ensure that clients are receiving the
care they need when they need it. It is understood that members of the CBCM team understand the
importance of connecting individuals to services, especially SUD treatment, the moment the client
indicates willingness to access this service. The ability to conduct timely and coordinated referrals helps to
build rapport with clients and increases the likelihood that they will remain engaged with the services to
which they have been referred.
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D.3. COE Program Monitoring

Q) MCOPS Memo # 01/2025-001 was released in January 2025." The purpose of this memorandum is to
provide guidance regarding the use of standardized Fidelity Guidelines by all MCOs to oversee the
y ) operations of COE providers for the purposes of ensuring alignment with program goals and
objectives. Some elements are mandatory and must be implemented by each COE. Other elements
are suggested as best practices, which COEs are encouraged to implement but that COEs and MCOs may agree
are not applicable to or practical for a specific COE’s operational model. When monitoring COE activities, MCOs
must ensure that mandatory elements of the Fidelity Guidelines are adhered to but may not require alignment with
non-mandatory elements. Instead, MCOs should identify suggested best practices with which a COE is not in
alignment and discuss strategies for implementation. These guidelines, including those that are referenced as
mandatory, must be applied to each individual COE client’s circumstances. If the application of a guideline to a
specific client’s case is not justified clinically or would result in harm to that client, MCOs should not penalize the
COE for exercising professional judgment to deviate from the guideline as long as the reason justifying that
deviation is documented in the client’s records. Responses to frequently asked questions about the Fidelity
Guidelines can be found in the Fidelity Guideline FAQ Document® that was released with MCOPS Memo #
01/2025-001.
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E. Guiding Principles of the COE

Q) The guiding principles of the COE define the core activities and overarching vision of the program,
E

supporting a shared understanding across all COE programs and statewide partners regarding the
essential functions of a COE. These principles align with the basic requirements outlined in the COE
Provider Enrollment MA Bulletin'® and serve as the foundation for the activities specified in the Fidelity

Guidelines, ensuring consistency and fidelity to the program’s goals.

E.1. Guiding Principles Overview

The guiding principles of the COE program were outlined in the COE Fidelity Guidelines (discussed in detail in

Section H of this guide). These principles are:

1.
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The COE will assertively engage individuals with a history of ED treatment episodes for opioid use;
individuals with a history of inpatient or residential substance use treatment; individuals with a high risk for
overdose; individuals with opioid use in addition to polysubstance
use; and individuals with current intravenous drug use. See section
H.5.5. for more information about proactive outreach.

The COE will place primary focus on high-risk priority COE Learning

populations such as pregnant women, individuals recently Network:

Guiding Principles of

released from incarceration, individuals with intravenous COE
substance use, individuals with acute or chronic homelessness or
housing instability, individuals with a history of opioid overdose,

and Veterans. See section H.1.5.1. for more information about

priority populations.

The COE willinduct individuals on MOUD expeditiously. See
section H.3.3. for more information about rapid MOUD induction.
The COE will function as a hub and spoke program for diverse community resources and treatment
options. See section E.3. for more information about the hub and spoke model.

The COE will consist of care coordination that is assertive and community-based to eliminate gaps in
care. See section H.5.3. for more information about CM practices.

The COE will integrate interventions for mental health and substance use, and behavioral and physical
health. See section E.4. for more information about the importance of integrated care.
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E.2. Guiding Principles Explanation

The guiding principles of the COE program were thoughtfully developed to support the original vision of the
program: improving care and outcomes for individuals with OUD through coordinated, person-centered services.
These principles are not just theoretical; they are
intended to guide everyday practice at
organizations designated as COEs. The guiding
principles help clarify what high quality care looks
like in a COE setting and provide a consistent

Outlined for each Outlined for each
guiding principle guiding principle

inciple

foundation for decision making, collaboration,
and service delivery. Each guiding principle is
outlined in sections E.2.1. through E.2.6., along
with the core concept underlying the guiding
principle and the rationale behind its inclusion for
the COE program. Understanding and applying
these principles will help COEs ensure their
programs stay aligned with the goals of the COE model while delivering effective, compassionate care.

<
©
-
o
-
©
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E.2.1. Engaging High-risk Individuals with Opioid Use Disorder

The COE will assertively engage individuals with a history of ED treatment episodes for opioid use; individuals with
a history of inpatient or residential substance use treatment; individuals with a high risk for overdose; individuals
with opioid use in addition to polysubstance use; and individuals with current intravenous drug use.

The rationale behind enrolling these
“hard-to-engage clients” is to ensure
that those with the most complex
and high-risk situations receive
specialized care and support. By
addressing their unique needs and
struggling to either engage or remain challenges, the COE aims to improve
in MOUD or other SUD services, health outcomes, reduce ED visits,
encountering crisis settings (e.g., ED, prevent overdoses, and ultimately
hospitals, or recent discharge from enhance the overall well-being and
incarceration), experiencing non- quality of life for these individuals.

fatal overdoses, and using multiple
substances in addition to opioids.

Engaging individuals with an OUD
who are at high risk of an overdose,
due in part to being difficult to
engage in existing MOUD or other
SUD services, is the overarching goal
of the COE. These individuals are

inciple

Rationale
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E.2.2. Prioritizing High-risk Populations

The COE will place primary focus on high-risk priority populations such as pregnant women, individuals recently
released from incarceration, individuals with intravenous substance use, individuals with acute or chronic
homelessness or housing instability, individuals with a history of opioid overdose, and Veterans.
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Prioritizing high-risk populations for
the COE on individuals who are not
benefiting from existing SUD
services, including the following
subpopulations: individuals who use
intravenous (IV) opioids (with or
without other substances), pregnant
women, individuals recently
discharged from incarceration,
recurrent ED visits for overdose
events, and military veterans.
Conversely, the COE is not to be
used to replicate other case
management services available to
those who are already enrolled in
MOUD or other SUD services.

Rationale

>

The rationale of placing a primary
focus on these high-risk priority
populationsis so that the COE can
allocate resources, expertise, and
tailored interventions where they are
most needed. This targeted approach
aims to bridge gaps in care, reduce
health disparities, and improve the
overall health outcomes of these
vulnerable groups. Additionally, by
addressing the specific challenges
faced by these populations, the COE
can work towards fostering a more
inclusive and compassionate
healthcare system that meets the
diverse needs of its clients.

E.2.3. Providing Rapid Access to Medications for Opioid Use Disorder

The COE willinduct individuals on MOUD expeditiously.
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Providing rapid access to MOUD is a
core feature of the COE Program,
regardless of where the COE program
is housed. Individuals who are
eligible for the COE are provided with
access to all three Food and Drug
Administration (FDA)-approved
medications, with an emphasis on

same-day induction of agonist
medications. COEs are required to
bypass traditional, cumbersome
enrollment protocols to expedite
access to MOUD.

Rationale

The rationale behind expeditiously
inducting clients on medication for
opioid use disorder within the COE
program is centered on providing
timely, evidence-based, and effective
treatment that can significantly
improve clients’ chances of recovery,
reduce the risk of complications, and
promote overall well-being. Rapid
induction onto MOUD can serve as a
harm reduction strategy by
decreasing the risk of overdose and
the potential for engaging in risky
behaviors associated with seeking
and using illicit opioids.




E.2.4. Functioning as a Hub-and-Spoke Program

The COE will function as a hub and spoke program for diverse community resources and treatment options.

inciple
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Operating COEs as independent
hubs within a hub and spoke
framework serves as the core
structure of the program, due mostly
to expediting access to CM services
and MOUD, separate from traditional
SUD enrollment procedures. COEs
are required to be independent,
though integrated with the larger
agency or organization that houses
the CM team. COEs can refer
individuals to all other services
offered by the larger agency housing
the program; however, individuals
meeting the COE criteria are
expected to be enrolled rapidly in the
COE, prior to or in parallel to other
traditional SUD services. Conversely,
individuals cannot be automatically
enrolled in the COE through
traditional SUD services, as most of
these individuals would not be
eligible for the program or would
need to be enrolled voluntarily to the
COE program.

Rationale

The rationale behind the hub and
spoke model is that it allows the COE
to act as a central point of
coordination, providing specialized
care and allocating resources
efficiently. By collaborating with
various spoke providers, the COE can
ensure that clients receive
comprehensive and tailored
treatment, ultimately improving the
overall effectiveness and impact of
the program.

E.2.5. Providing Assertive, Community-based Care Management Services

The COE will consist of care coordination that is assertive and community-based to eliminate gaps in care.
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Providing assertive, community-
based services is the primary
intervention of COE CM teams. COE
care managers are deployed in the
community to both engage
individuals needing COE services or
re-engaging individuals who are
struggling to remain engaged.
Conversely, COEs are not to replicate
office-based services already
available to individuals through
existing case management or
counseling services. The majority of
CM contacts need to occur
physically in the community,
including crisis settings (e.g., EDs) or
through virtual contacts.

Rationale

>

The rationale behind using an
assertive and community-based care
coordination model within the COE
program is to ensure that clients with
opioid use disorders receive
comprehensive, personalized, and
continuous care. This approach
helps bridge gaps in care, improves
treatment engagement and retention,
and fosters a supportive environment
that enhances the likelihood of
successful recovery and overall well-
being.




E.2.6. Integrating Physical and Behavioral Services

The COE will integrate interventions for mental health and substance use, and behavioral and physical health.

Integrating both physical and
behavioral health services is the
other core feature of a COE program.
Individuals entering the COE program
will have access to both physical and
BH services, regardless of how the
COE is funded. COEs are required to

inciple

develop active referral protocols to
meet this requirement.
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E.3. Hub-and-Spoke Model

The hub-and-spoke model (Figure 2) is a cornerstone
of the COE model, enhancing care coordination for
individuals with OUD. In this model, the COE serves as
the central hub, overseeing specialized CM and
ensuring efficient resource allocation, while spoke
providers, including primary care physicians, mental
health professionals, and SUD treatment centers,
deliver direct services.? This structure enables a
seamless transition between treatment levels,
integrating BH and primary care while addressing
social determinants of health (SDOH) such as
housing, transportation, and employment.*' Providers
such as COEs can leverage this model to provide
whole-person, team-based care that extends beyond
clinical settings, ensuring sustained support and
minimizing treatment gaps.?

This model has been shown to significantly improve
treatment engagement and outcomes by expanding
access to MOUD, strengthening care coordination,

The rationale behind integrating
behavioral and physical health within
the COE program is to provide
comprehensive and client-centered
care that addresses the
interconnected nature of mental,
emotional, and physical well-being.
This approach leads to better
treatment outcomes, improved client
satisfaction, and a more effective
healthcare system overall.

Rationale

Figure 2. Hub-and-Spoke Model.
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and decreasing potential barriers to treatment adherence.? By fostering interdisciplinary collaboration, those who
implement this model ensure clients receive continuous, high-quality support, reducing overdose risk and

enhancing long-term recovery.?* Pennsylvania’s public-private approach to implementing the hub-and-spoke

model has further streamlined resource allocation and strengthened partnerships across healthcare systems,
ultimately improving client outcomes.* The model’s emphasis on both clinical and non-clinical needs ensures
comprehensive, client-centered care that promotes recovery and overall public health.®
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E.4. The Importance of Integrated Care

Integrated PH and BH care (integrated care) is essential for improving outcomes for clients with OUD, especially for
high-risk subpopulations such as those living in rural areas, people of color, pregnant women, individuals who
were recently released from incarceration, and frequent ED visitors.?®
Integrated care aligns PH and BH services, providing seamless care that
considers whole-person health. Historically, the separation of PH and BH
care has limited providers’ ability to provide truly effective treatment, as it COE Learning

fails to account for the connections between the mind and body.?’ Network:

Integrated Physical &

Research has shown that PH conditions such as chronic pain and other
health conditions are influenced by co-occurring mental health and
substance use conditions, just as BH conditions such as SUD, anxiety, and
depression can be exacerbated by physical factors.?®*° By breaking down
barriers between systems of care, integrated care empowers the

Behavioral Health

movement away from fragmented and difficult-to-access services.

Fragmented care is a significant issue because it creates barriers to accessing and navigating essential services,
leading to gaps in overall health outcomes.** When care is divided among multiple providers who fail to
communicate effectively, clients may feel overwhelmed or lost in the process. For those at high risk of overdose
who are not benefiting from existing systems, the impact of fragmented care is even more profound.®' An integrated
care approach ensures that medical needs, such as primary care, dental services, pregnancy care, treatment for
infections, and management for chronic health conditions, are addressed—alongside BH needs, including mental
health support and psychiatric services.

There are various ways or models to provide integrated care. Fully integrated care involves the systematic
coordination of PH and BH services within a single setting using a closely connected network, where responsibility,
resources, data, and infrastructure to deliver holistic, person-centered care are shared.?>3* When fully integrated
careis not possible, the establishment of solid referral pathways is critical. Strong partnerships between BH
organizations and local PH providers, and vice versa, help to ensure that every client receives the support and
attention they need.

There are multiple ways that COEs can support integrated care. One example is a BH COE ensuring that a pregnant
client with OUD has access to prenatal care and the necessary screenings at their local obstetrics and gynecology
(OBGYN) provider to foster better outcomes for both the parents and child. Similarly, a client at a PH COE receiving
wound care or primary care might disclose increased concerns about stress management at their new job.
Receiving timely access to MH counseling would be an example of a way integrated care could be supported in this
setting. This method of intentional collaboration and partnership is essential to meeting the unique needs of COE
clients. Research shows that integrated care can increase client trust in systems of care, streamline transitions,
and promote early intervention.?®%3® |n addition, integrated care can increase access to services for clients who
would typically struggle to connect to the range of services they need, demonstrating a community-wide
commitment to addressing the interrelated nature of wellness.?*3” Whether through direct co-located provision
or targeted referral systems, it is possible to address PH and BH needs in tandem.
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E.5. Medications for Opioid Use Disorder

MOUD is a fundamental component of evidence-based treatment for people with OUD. It combines the use of
FDA-approved medications with counseling and behavioral therapies, providing a comprehensive approach to
recovery. The primary medications used in MOUD—methadone, buprenorphine, and naltrexone—target the brain’s
opioid receptors to alleviate withdrawal symptoms, reduce cravings, and block the euphoric effects of opioids.*®
This stabilization enables individuals to regain control over their lives, allowing them to concentrate on recovery
and rebuild relationships.

Research consistently shows that MOUD is one of the most effective interventions for OUD, significantly
decreasing the risk of overdose and death.*® In addition to addressing the physiological aspects of SUD, MOUD
programs highlight the importance of tackling the psychological, social, and environmental factors contributing to
substance use.*’ By incorporating counseling and support services, MOUD fosters recovery and enhances overall
well-being, leading to improved mental health, better family relationships, and greater involvement in meaningful
activities.*

Although MOUD is highly effective, its broader implementation continues to face significant challenges. These
include stigma, limited access, and misconceptions about MOUD’s role in recovery, as well as systemic barriers
such as inadequate professional education and training; fragmentation within the treatment delivery system;
regulatory and legal constraints; limitations in public and private insurance coverage; and reimbursement policies
that fail to incentivize the provision of high-value care for OUD.*"*? Overcoming these barriers is essential to ensure
that more individuals can access this life-saving treatment.*? By expanding access to MOUD and addressing these
challenges, healthcare systems, policymakers, and communities can work together to confront the opioid crisis
and support individuals on their path to long-term recovery. The guiding principles of the COE specify the
importance of expeditious induction on MOUD. See section H.3.3. for more information specific to rapid MOUD
induction processes.

E.5.1. Methadone

Methadone is a full opioid agonist that has been used for decades to treat OUD. It binds to the brain’s opioid
receptors, reducing withdrawal symptoms and cravings while lessening the intensity of the euphoric effects
typically produced by other opioids.*® Although methadone is safe and effective when taken as prescribed, it
carries a risk of misuse, overdose, and serious health complications if not used as directed, especially when
combined with other substances.** Methadone can only be dispensed through licensed opioid treatment programs
(OTPs). OTPs provide methadone as part of comprehensive treatment that includes counseling and other BH
therapies. Evidence shows that methadone maintenance treatment improves treatment retention and reduces

illegal opioid use, overdose risk, and transmission of infectious diseases.***

E.5.2. Buprenorphine

Buprenorphine is a partial opioid agonist that alleviates withdrawal symptoms and cravings by partially activating
opioid receptors, offering a ceiling effect that reduces the risk of misuse, respiratory depression, and overdose.* It
can be prescribed in several FDA-approved formulations, including sublingual tablets (e.g., Subutex), buccal and
sublingual films (e.g., Suboxone), and extended-release monthly injections (e.g., Sublocade), allowing for tailored
treatment depending on client needs and provider capacity.** Because it can be prescribed in office-based settings
by providers, buprenorphine expands access to MOUD, especially in rural or underserved areas. Studies show that
buprenorphine is highly effective in reducing illegal opioid use and promoting retention in treatment, with
outcomes comparable to or better than methadone in some populations.*®4®

21 | Page



E.5.3. Naltrexone

Naltrexone is a non-opioid, opioid receptor antagonist that works by blocking the effects of opioids rather than
activating receptors. Unlike methadone or buprenorphine, it does not reduce withdrawal symptoms, and
individuals must be fully detoxified before starting treatment.*® Naltrexone is available in a daily oral form and an
extended-release injectable formulation (e.g., Vivitrol), with the latter addressing adherence challenges by
providing consistent receptor blockade for up to four weeks. While adherence to oral naltrexone has historically
been low, studies have shown that extended-release naltrexone is effective in promoting recovery, particularly
among individuals in criminal justice settings.*®

Figure 3. COE Visual Depiction.

E6 COE Visual DepiCtion Medical Community Emergency

Referral Referral Department

The primary goal of the COE is to provide comprehensive
care and support to clients with specific needs, '
particularly related to MOUD and health related social

needs (HRSN)/SDOH. Figure 3 illustrates a structured
and systematic approach taken by the COE to address

the complex needs of clients, ensuring they receive
comprehensive care through a network of specialized
providers and social support services. : COF Within 24
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. . i Rapid Assessment
Here is a breakdown of the steps in the workflow: : hours

Client Referrals: The COE receives client referrals from

medical providers, community-based organizations, the Preliminary

justice system, and first responders. These referrals likely : Care SDOH
. . . . . : Management Services
involve clients with complex medical and social needs. : Plan

Rapid Assessment: Within 24 hours of receiving the -
Continuously
client referral, the COE conducts a rapid assessment of Updated Care
the client’s condition and requirements. This quick Management
evaluation is crucial to identify immediate needs and Plan \

prioritize services accordingly. Refer to Spokes

As quickly as possible

MOUD Induction: The COE assesses the client’s 1
eligibility for MOUD and, if suitable, initiates the
induction process.

Preliminary Care Plan: The COE develops a preliminary

care plan for the client based on the assessment results.
This plan outlines the initial course of action and services
needed to address the client’s medical and social needs nfectious

Disease

effectively.

HRSN/SDOH Services: The COE begins providing

HRSN/SDOH services to the client. HRSN/ SDOH refers to the social and environmental factors that impact a
person’s health and well-being, such as housing, education, income, access to food, and transportation. The COE
aims to address these factors to improve overall health outcomes.
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Referrals to Spoke Providers: As HRSN/SDOH needs are identified, the COE places referrals to specialized
providers known as “spoke providers.” These providers can include Primary Care Providers (PCPs), Drug & Alcohol
(D&A) treatment centers, mental health specialists, pain management services, dental services, and infectious
disease providers.

Monthly Reassessment and Referrals: On a monthly basis, the COE reassesses the client’s HRSN/SDOH needs
to ensure they are receiving appropriate and ongoing support. If new or changing needs are identified, the referral
process to spoke providers is repeated to address those requirements.
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F. COE Staffing

Members of the community-based care management (CBCM) team are critical to the delivery of enhanced CM
services within the COE. While a specific staffing model is not mandated, COEs should carefully consider the
diverse roles and competencies of team members to ensure staffing structures effectively address the needs of
enrolled clients. Assigning responsibilities in alignment with each team member’s training and expertise is
essential to providing efficient, high-quality services.

F.1. ldeal Community-based Care Management Team

The COE program was designed to provide low-barrier care to individuals with an OUD in Pennsylvania. Due to the
wide variation in population density, available resources, and geographic landscape, there was a need for
programs that could adapt to the communities they were in.

The CBCM teams within the COEs are comprised of
CRSs, case/care managers, counselors, and other
healthcare providers (Figure 4). Members of this team
should be treated as equals in the treatment decision-

Figure 4. Ideal CBCM Team.
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making process. It is very important to specify the
roles of those providing CBCM concerning what

services they will be providing to each client, how they
will be providing these services, how they will
document the services provided, and how they will
interface with other COE healthcare team members. It
is also important to note that not every position will be
part of the CBCM for every COE. COE evaluation
outcomes have found that clear role specification of
the CBCM team is associated with improved staff
retention, and staff retention is associated with

improved client care outcomes. The CBCM team

Therapist

should be adaptive, inclusive, culturally aware, and

pragmatically client focused.

Q) According to the COE Provider Enrollment MA Bulletin,® originally released on July 1, 2020, “COEs use
a blend of licensed and unlicensed, clinical and non-clinical staff to coordinate the care needs of an
y ) individual to ensure that their treatment and non-treatment needs are met.” The COE Provider
Enrollment MA Bulletin also states “Employing a CBCM team, which must include a CRS credentialed
by the Pennsylvania Certification Board, and may include peer navigators, nurses, social workers, and other
provider types. The COE must employ sufficient staff to effectively manage their predicted caseloads.”

That leads us to the main question, “What is the ideal CBCM Model?”

Because of the varied COE models across Pennsylvania, it is expected that COEs will naturally have different
staffing structures to best meet the needs of the population they serve. However, the ideal COE model allows all
clients access to a variety of licensed and unlicensed providers based on their individual recovery needs. Ideally, a
COFE’s CM team would not be made up of only one type of staff member. Not every client will need or want to work
one-on-one with each member of the COE’s CBCM team, but every client should have access to medical
providers, CM staff, a CRS, and counselors if their recovery needs and preferences align with the responsibilities of
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these staff. Refer to Table 1. Typical Roles and Responsibilities of COE CBCM Team for more information about role
specifications for CBCM team members.

Given that each COE is unique, there are no staffing requirements that all COEs must adhere to, except for the CRS
requirement outlined in the COE Provider Enrollment MA Bulletin. Each COE should develop a CBCM team that
best serves their client population and has the capability to carry out the activities stated within the Fidelity
Guidelines (assessment, care planning, proactive outreach, family engagement, harm reduction, discharge
planning, etc.). Staffing should be sufficient to serve clients with high needs, many of whom often need several
monthly visits at the beginning of their recovery journey and may be best served through mobile engagement,
which is a more time intensive service.

In addition to ensuring clients have access to a variety of staff to adequately meet their recovery needs, COE’s
CBCM teams should engage in regular interprofessional collaboration and not use a model where team members
are singlehandedly addressing all of a client’s concerns. Interprofessional
collaboration is “a type of interprofessional work involving various health
and social care professionals who come together regularly to solve
problems, provide services and enhance health outcomes.”*P-21726) Ap
important note about interprofessional collaboration relates to the

requirement of each COE to employ a CRS. COEs who do not have a CRS Implementation

employed by their organization may contract their CRS services. However, p Plgg.:

COEs with CRS contracts in place are expected to develop regular feedback roviding
Recovery

loops between their onsite CBCM team and the CRSs at the contract Support Services

agency. This means that contracts and/or MOUs for CRS services should

include regular meetings between contracted CRSs and the other members
of the COE’s CBCM team (care managers, counselors, and/or medical
providers) so that the COE’s onsite staff are aware of recovery support needs met by the contracted agency and
can address any CM, mental health, or medical needs that the client may have discussed with the contracted CRS
that are better met by other members of the CBCM team.

Q) The “COE” should be defined as the department responsible for COE enhanced CM services, rather
than referring to the larger organization that houses the COE. This COE department includes members
y ) ofthe CBCM team who bill the G9012 code for CM. Additionally, depending on the service description,
it may also include other licensed or unlicensed providers who regularly collaborate with the CBCM
team to coordinate client needs. Within the COE organization or department, there may be other staff members
such as MOUD prescribers, counselors/therapists, or other personnel outlined in the service description as
internal to the COE who collaborate with the CBCM team but do not provide billable CM services as they provide
other reimbursable services such as MOUD prescribing or mental health counseling. Staff with varying titles (CRS,
Care Manager, Navigator, etc.) may provide CM activities that are billable under the G9012 code. All CRS services
delivered as part of the COE should be covered by the G9012 code and not billed separately unless the clientis a
non-COE client. COEs should ensure that they do not duplicate services within their organization and should refer
to HealthChoices Agreement Exhibit G / Behavioral HealthChoices Appendix G for more information about billable
CM services. COEs are also encouraged to speak with the managed care organization(s) with which they contract
for more details.
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Role

Care/Case Manager

Table 1. Typical Roles and Responsibilities of COE CBCM Team

Responsibilities

Create an individualized care
plan with client involvement.
Facilitate referrals to
appropriate services.

Conduct ASAM level of care
assessments, if appropriately
qualified and trained.
Collaborate with COE team,
including CRS/CFRS, to address
client needs.

Maintain clear and consistent
boundaries with clients.
Conduct the BARC-10
assessment per DHS-identified
frequency.

Monitor the client’s progress and
evolving needs.

Advocate for the best interest of
the client.

Other

NOT based on shared lived
experience.

See DDAP’s Case Management and
Clinical Services Manual* for
additional information on the role of
the Care/Case manager and position
qualification requirements.

CRS/Certified Family
Recovery Specialist
(CFRS)

Act as a role model, mentor,
advocate, and motivator.
Connect with the client through
shared lived experience.
Support recovery planning —
encouraging goal identification,
problem-solving, and dreaming
of possibilities.

Accompany clients to
community activities and
appointments.

Share information about skills
related to health, wellness, and
recovery.

Serve as part of the client’s
support system.

Collaborate with COE team to
address client needs.

Respects the client’s personal
choices and method of recovery
(does not promote their
personal recovery model)

Required position within all COEs
Have more fluid boundaries with
clients than the rest of COE staff.
NOT a sponsor, case manager, or
therapist.

Engagement with CRS/CFRS tends to
improve client engagement and
retention over the first six months of
treatment.*®

COEs may opt to include the creation
of arecovery plan (previously a
relapse prevention plan) as part of the
services offered by a CRS/CFRS.
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Role Responsibilities (04,14 ‘

Counselor/Therapist | = Provide evidence-based = NOT l?ased on a shared lived
treatments. EL{pletilisles,
- Complete and regularly update | = Asoutlined DDAP’s Case
treatment plans in collaboration Management and Clinical Services
with the client. Manual,* “An individual who meets
- Maintain clear and consistent the qualifications of a counselor or
boundaries with clients. counselor assistant but is providing
- Collaborate with COE team, case management services, must
including CRS/CFRS, to address deliver the services separately from
client needs. treatment or therapy services.”
MOUD Provider/ - Provides SUD treatment - Providers at the COE may include
Medical Team services, including, but not PCPs and SUD specialists that
Member limited to, MOUD such as support the full-body wellness of an
Examples: buprenqrphine. ' individual.
- Physician * Dependingon COE setting, The - SUD specialists are those providers
. Nurse Practitioner medical team member may: that have received special training and
(CRNP) o Facilitate access to certification from the American Board
- Physician infectious disease of Addiction Medicine to screen and
Assistant (PA) screenings (Human treat individuals that use substances.
» Registered Nurse Immunodeficiency Virus
(RN) (HIV), hepatitis, etc.),

o Provide wound care
recommendations,

o Assess need for MH/BH
services,

o Provide feedback and/or
referrals regarding other
medical needs,

o Providing MOUD Education.

F.1.1. Team-based Decision Making

Team-based decision making is a powerful tool that helps healthcare professionals better manage the complexity
of client needs.*° A key component of team based decision making is that it allows collaboration among multiple
healthcare professionals, allowing them to gain expertise from one
another.?" Benefits of this approach include error reduction, better sorting
and filtering of new information, and support of healthcare professionals’
ability to manage complex needs of the clients that they treat.®' This

i . . . COE Learning
practice can create a nonjudgmental environment where professionals .
Network:
feel more accepted and respected.®’ Team Based

Decision Making

At COEs, team-based decision making may involve holding team meetings
where the needs, barriers, and successes of a COE-enrolled client can be
reviewed, helping ensure the entire team agrees on a plan of action for a

client and can work together to support their recovery. COEs who have
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implemented this process report that it empowers team members by allowing each member to express their
opinion based on their experience.

F.2. COE Community-based Care Management Team Core Competencies

The core competencies of CBCM team positions assist COE leadership in establishing roles and responsibilities,
drafting job descriptions for new hires, and ensuring clarity of expectations among team members. Clearly defined
competencies also support effective onboarding, professional development, and performance evaluation
processes. By aligning each team member’s skills and expertise with their assigned responsibilities, COEs can
strengthen team collaboration, enhance service delivery, and better meet the diverse needs of clients enrolled in
care. Refer to sections F.3.1. and F.3.2. for more information about how core competencies can be used for hiring
and role specification.

F.2.1. Care Managers

Core competencies of care managers are the essential skills and capabilities that COE care managers need to
effectively coordinate and provide care to clients with complex needs. These competencies enable care managers
to deliver high-quality client-centered care and achieve positive recovery outcomes. Table 2 outlines core
competencies of a care manager.

Table 2. Core Competencies of a Care Manager

Competency Rationale

Assessment and Care Care managers must have the ability to conduct comprehensive assessments of
Planning clients’ medical, behavioral, and social needs. Based on these assessments, they
develop individualized care plans that address the specific goals and requirements
of each person.

Client Advocacy Care managers act as advocates for their clients, ensuring that their preferences,
values, and concerns are heard and considered in the care planning process. They
empower clients to actively participate in their care decisions and treatment
options.

Care Coordination Effective CM involves coordinating care across multiple healthcare and community
providers and settings. Care managers facilitate communication and collaboration
among healthcare professionals to ensure seamless transitions and continuity of

care.
Health Education and Care managers provide education and support to clients and their families, helping
Support them understand their care plans, HRSN/SDOH needs, and access to community-

based organizations and healthcare providers. They also assist clients in
developing self-management skills to improve health outcomes.

Communication Skills Excellent communication skills are essential for care managers to interact
effectively with clients, families, and other providers. They must be able to convey
information clearly and empathetically, ensuring all parties are informed and
involved in the care process.

Problem-Solving and Care managers must be adept at problem-solving and critical thinking. They
Critical Thinking encounter complex situations that require quick and effective decision-making to
address challenges and barriers to care.
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Competency Rationale

Cultural Competency

Understanding and respecting cultural diversity is crucial in CM. Being culturally
competent helps care managers provide client-centered care that aligns with the
cultural beliefs and values of clients they serve.

Care Transitions

Care managers facilitate smooth transitions between different levels of care, such
as hospital to home or primary care to specialty care. This includes coordinating
discharge plans, arranging follow-up appointments, and ensuring medication
reconciliation.

Data Management and
Documentation

Care managers need to maintain accurate and organized client records. Efficient
data management and documentation help track client progress, evaluate
outcomes, and ensure continuity of care.

Ethical and Legal
Awareness

Care managers must adhere to ethical standards and legal guidelines in
healthcare. They maintain confidentiality, respect client autonomy, and navigate
complex ethical dilemmas that may arise in CM.

Quality Improvement

Continuous quality improvement (CQI) is essential in CM. Care managers engage in
ongoing evaluation of care processes, identify areas for improvement, and
implement strategies to enhance the quality of care.

F.2.2. Certified Recovery Specialists

CRSs are individuals who have received specialized training and certification to provide support and assistance to
clients in recovery from SUD. Their peer-based approach fosters a sense of connection and understanding that can

be a powerful factor in achieving successful, sustained recovery. These professionals play a vital role in helping

clients achieve and maintain their recovery goals. Table 3 outlines core competencies of a CRS.

Table 3. Core Competencies of a CRS

Competency Rationale

Recovery Support and
Coaching

CRS possess the ability to provide non-clinical support and coaching to clients in
recovery. They offer encouragement, motivation, and guidance to help clients stay
focused on their recovery journey.

Recovery Support

CRS are individuals with lived experience in recovery. They draw upon their
personal experiences to offer empathetic and non-judgmental recovery support,
creating a connection with clients based on mutual understanding.

Advocacy

CRSs act as advocates for clients in recovery, helping them navigate the
healthcare system, access appropriate treatment and support services, and
address any barriers or challenges they may encounter.

Relapse Prevention

CRS are skilled in helping clients develop effective relapse prevention strategies.
They work with clients to identify triggers and develop coping mechanisms to
prevent relapse and maintain long-term recovery.

Communication Skills

Effective communication is crucial for CRS to build trust and establish a strong
therapeutic alliance with clients. They must be skilled in active listening and clear
communication to understand clients’ needs and concerns fully.

Boundaries and Ethics

CRSs are trained in maintaining professional boundaries and adhering to ethical
standards in their interactions with clients. They respect confidentiality and
ensure that their support remains non-clinical and focused on recovery-based
assistance.
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Competency Rationale

Cultural Competency CRS demonstrate cultural competency to provide support that is sensitive to the
diverse needs and backgrounds of the clients they serve. They respect and honor
the cultural beliefs and values of their clients.

Crisis Intervention CRS are trained in crisis intervention techniques and are prepared to assist clients
during times of acute distress or emergency situations. They can provide
immediate support and link clients to appropriate resources if needed.

Goal Setting and Planning | CRS work with clients to establish recovery goals and develop personalized
recovery plans. They collaborate with clients to identify strengths and resources to
achieve these goals effectively.

Self-Care CRS understand the importance of self-care to maintain their own well-being
while providing support to others. They practice self-awareness and engage in
self-care strategies to prevent burnout and promote resilience.

F.2.3. Certified Recovery Specialist Supervisors

CRS supervisors are individuals who oversee and guide CRS professionals in their work, ensuring that they provide
effective and quality support to clients in recovery from OUD. CRS supervisors have additional responsibilities that
require specialized competencies to effectively lead and mentor CRS professionals. Table 4 outlines core
competencies of a CRS supervisor.

Table 4. Core Competencies of a CRS Supervisor

Competency Rationale

Leadership CRS supervisors must demonstrate strong leadership skills to effectively guide
and mentor their team of CRS professionals. They provide direction, set clear
expectations, and support their team in achieving their goals.

Clinical and CRS Support | Supervisors of CRS professionals should have a thorough understanding of both
Knowledge clinical approaches and recovery-based support strategies in the context of SUD
recovery. This allows them to provide valuable guidance and insight to CRS
professionals as they support clients in recovery.

Supervision Techniques CRS supervisors are skilled in providing supervision tailored to the needs of CRS
professionals. They utilize different supervision techniques, such as reflective
practice, case discussions, and feedback sessions, to support professional
growth and development.

Program Management Supervisors are responsible for overseeing the implementation of the CRS
program. They coordinate program activities, track progress, and ensure that the
program adheres to established guidelines and best practices.

Quality Assurance CRS supervisors monitor the quality of services provided by CRS professionals.
They conduct audits, evaluate performance, and provide constructive feedback
to enhance the effectiveness of the CRS program.

Ethics and Boundaries CRS supervisors’ model ethical behavior and promote adherence to professional
boundaries for both CRS professionals and the clients they serve. They ensure
that ethical standards are upheld and guide CRS professionals in managing
challenging situations appropriately.

Cultural Competency and | Supervisors understand the importance of cultural competency in providing
Diversity support to clients in recovery from diverse backgrounds. They promote cultural
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Competency Rationale

awareness among CRS professionals and ensure that services are delivered in a
culturally sensitive manner.

Professional CRS supervisors support the professional growth of CRS professionals. They
Development identify training and educational opportunities, encourage ongoing learning, and
provide resources to enhance the skills and knowledge of their team.

Team Building and Effective CRS supervisors foster a positive team culture and encourage
Collaboration collaboration among CRS professionals. They promote open communication and
create a supportive environment for professional growth.

Crisis Management CRS supervisors are prepared to handle crisis situations that may arise in the
course of providing support to clients in recovery. They have crisis management
skills and know how to guide CRS professionals in managing such situations
effectively.

F.3. Staff Hiring and Onboarding

Given that COEs often rely on multidisciplinary teams, they may need to recruit a diverse workforce, including
nurses, counselors, care managers, and CRS among others, to deliver comprehensive care.®> However, workforce
shortages, stigma, and barriers to entry for individuals with lived experience present ongoing challenges.®® To
attract and retain skilled professionals, healthcare employers may consider offering competitive salaries or loan
repayment incentives.>® Additionally, fostering an inclusive workplace through equitable hiring practices, such as
recognizing lived experience as a qualification, removing unnecessary degree and work experience requirements,
and implementing structured, bias-reducing hiring processes, along with trauma-informed supervision and
culturally responsive training, can strengthen workforce diversity and improve retention.>® Addressing these
workforce challenges is critical to expanding access for COE clients to high-quality enhanced CM services and
reducing disparities in care.®

A well-structured staff onboarding process can be beneficial for smoothly integrating new staff into an
organization’s culture and operations.> Effective onboarding goes beyond introducing job roles, policies, and
responsibilities, it also emphasizes relationship-building and socialization within the team.>® This approach
highlights relationship building to help new employees understand organizational goals and values, aligning them
with the mission of providing high-quality care.>® Specialized roles require tailored training and mentorship to
develop role-specific competencies.>® For example, a COE might pair a new care manager with a seasoned staff
member for regular check ins and shadowing. Regular communication and ongoing support through supervision
can help keep employees engaged, address challenges, and reduce turnover.®* By prioritizing these elements,
COEs can foster a welcoming environment that enhances employee satisfaction, strengthens performance, and
improves long-term staff retention.*

The Fidelity Guidelines outline training guidelines for members of a COE’s CBCM team who conduct identification,
enrollment, and initial assessment activities. These training courses should be considered for new staff, following
the specified timelines for completion. To support a broader understanding of the COE program, the University of
Pittsburgh offers a bimonthly new staff orientation. These sessions are designed to enhance awareness of the COE
program’s vision, operations, and key processes.
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F.3.1. Posting New Staff Positions

When posting new staff positions at COEs, a clear, competency-based job description is essential for defining job
functions, responsibilities, and required skills. This approach helps in appropriate pay grading and supports
performance evaluation.®*® Competency-based descriptions outline the skills needed for advancement, including
the abilities and conduct required to effectively carry out these responsibilities.®®° These types of job descriptions
help recruiters select the right candidates, reducing turnover by ensuring better job-applicant matches while also
supporting career development.®® Section F.2. outlines competencies for care managers and CRSs that COEs can
refer to when crafting competency-based job descriptions.

To attract diverse, culturally competent candidates aligned with the organization’s mission, COEs should employ
targeted recruitment strategies, such as using data-driven approaches to identify workforce needs, like analyzing
trends in turnover, performance, and service gaps to inform hiring decisions, building community partnerships,
leveraging multiple platforms such as social media, community boards, and professional networks to maximize
visibility.>® Highlighting the organization’s culture and values in job postings can appeal to candidates seeking a
supportive and inclusive workplace, while engagement through informational sessions or open houses can further
generate interest.®® Additionally, gathering input and insights can help refine recruitment strategies by identifying
areas for improvement in the hiring process.*’ If a COE needs support with staff hiring strategies, they are welcome
to reach out to their TA POC at the University of Pittsburgh to discuss support options.

F.3.2. Importance of Highly Specified Roles

Highly specified roles involve clearly defining responsibilities, tasks, and expectations within the workplace.%®
Establishing well-defined roles can help reduce burnout, improve staff well-being, and enhance the quality of care
provided.®® The Fidelity Guidelines emphasize the benefits of specifying CBCM roles, including what services they
will provide to each client, how these services will be delivered, how services will be documented, and how they
will collaborate with other members of the COE team.5? Although COEs may have different staffing structures, best
practice is to ensure clients have access to a range of licensed and unlicensed providers based on their recovery
needs.'® Clearly defined roles can reduce ambiguity, strengthen team collaboration, and support more effective
service delivery.®? While there is no single ideal COE staffing model, some typical roles and responsibilities for
various CBCM team members are outlined in section F.1., Table 1.2

F.4. Staff Retention Strategies

To promote staff retention COEs can adopt strategies that focus on job satisfaction, organizational support, and
burnout prevention. Job satisfaction is a significant predictor of staff retention, with factors such as perceived
fairness, supportive leadership, and autonomy contributing to a lower likelihood of turnover.®® Organizations can
enhance job satisfaction by adopting participatory management structures, allowing staff to be involved in
decision-making processes, which can increase their commitment to the organization.®® Examples of participatory
management at a COE include gathering staff input on potential new electronic health record (EHR) systems,
involving team members in hiring decisions, and collaboratively identifying community resources to better support
clients.®' Additionally, providing opportunities for regular supervision and fostering a positive workplace culture
where staff feel valued can further reduce turnover rates.®

Another important factor in retaining staff is addressing burnout, which has been consistently linked to higher
turnover rates. Effective strategies for mitigating burnout include ensuring a manageable workload, offering
support through mentoring, and promoting self-care practices.®* Moreover, providing staff with higher levels of job
autonomy and control has been shown to lower burnout and improve job satisfaction.®? By addressing these
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issues, COEs may improve staff retention and in turn ensure that their workforce remains stable and capable of
delivering high-quality care to those in need.

F.4.1. Supervision

Effective supervision at COEs is built on mutual trust and respect between supervisors and supervisees, fostering
an environment where open communication and reflective practice thrive.®® Key elements include the supervisor’s
expertise and credibility, which enhance engagement, and the provision of timely, constructive feedback to
support professional growth.5® Regular sessions, ideally weekly or monthly, coupled with ad hoc support for urgent
needs, ensure continuity and adaptability.5® Supervision should focus on both skill development and emotional
support, reducing stress and improving job satisfaction.®®

Protected time, private spaces, and organizational commitment are essential for maintaining consistency, while
tailored approaches enhance effectiveness.®® Training for supervisors and clear agreements on session goals
further solidify effectiveness, ensuring alignment with professional and service delivery standards.5®

Implementing effective supervision at COEs requires addressing systemic barriers such as heavy workloads,
insufficient resources, and unclear role definitions.®® Employers must prioritize protected time, provide supervisor
training, and foster management buy-in to embed supervision into organizational culture.®® Flexibility in scheduling
and format ensures accessibility for all staff, including those on irregular shifts. Combining managerial oversight
with external or peer-led supervision can balance organizational accountability with personal development
needs.®® Supervision models should be adaptable, integrating feedback mechanisms, such as allowing staff to
share what type of leadership support works best for them or reviewing client feedback with the staff who are
supporting them for continuous improvement. In addition, at organizations such as COEs, where stress levels
could be high, supervisors should recognize the emotional demands of high-stakes environments.®®

By emphasizing structured yet flexible frameworks, COEs can enhance team cohesion, client care quality, and
staff retention, aligning supervision practices with overarching goals of excellence and resilience.®® Supervisors
should also be trained in motivational interviewing (Ml) techniques to support supervisees in overcoming
resistance, enhancing engagement, and fostering growth.®* Ml strategies (highlighted in section G.5.) can help
navigate difficult conversations, encourage self-reflection, and reinforce professional development.®* Additionally,
cultural awareness training is essential to ensure supervision is inclusive and responsive to diverse backgrounds,
experiences, and needs.® Providing ongoing education and opportunities for personal and professional growth
further strengthens the supervisory process and contributes to a more effective workforce.

F.4.1.1. CRS Supervision

Supervision of CRSs at COEs requires special considerations to effectively integrate CRSs into interdisciplinary
teams, ensure ethical practice, and foster professional development.® One of the key aspects of CRS supervision
is bridging the gap between CRS and non-CRS.%¢ Regular interdisciplinary meetings allow CRSs to share their
unique perspectives while helping clinicians and administrators better understand the value of lived experience in
supporting client engagement and recovery.®’

Ml techniques can be integrated into CRS supervision to facilitate open dialogue, reinforce collaboration, and
model client-centered communication strategies that benefit the entire team.® Using Ml in CRS supervision
encourages reflective practice, helping peers explore their experiences, develop problem-solving skills, and
strengthen their commitment to ethical CRS support.®
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Ethical boundary training further supports the professionalization of CRS roles.®® Regular check-ins, whether one-
on-one or in group settings, provide opportunities to discuss challenges, reinforce ethical guidelines, and offer
strategies for maintaining professionalism.®® Investing in professional development and advocating for career
advancement opportunities contribute to a sustainable and effective CRS workforce within COEs.5* Supervision
should also emphasize cultural competence, ensuring that CRSs feel supported and valued in diverse work
environments.® By addressing these unique needs, COEs can create a supportive infrastructure that maximizes
the impact of CRS services while upholding professional and ethical standards.

The University of Pittsburgh partners with the Pennsylvania Recovery Organizations Alliance (PRO-A) to provide
targeted support for CRSs and their supervisors. These sessions focus on topics such as professional
development, self-care, and CRS competencies.

To learn more about attending these CRS-focused meetings, COEs can reach out to the University of
Pittsburgh using the COE Contact Sheet.

F.4.1.2. Importance of Self-Care

Itis important that supervisors are aware of the impact of self-care and the role that self-care can play in staff
wellness and job satisfaction. Self-care is essential for BH providers, as the emotional demands of supporting
individuals with complex needs can contribute to compassion fatigue, burnout, and secondary traumatic stress.®°
Engaging in regular self-care can help reduce these risks by promoting emotional regulation, self-awareness, and
personal recovery, which may support both personal well-being and professional effectiveness.” Providers can
benefit from practices like mindfulness, reflective supervision, ongoing training, and setting boundaries to support
a healthy work-life balance.”” These habits may also help maintain empathy, encourage ethical decision-making,
and allow for long-term engagement in the work.

CRSs may especially benefit from intentional self-care, as their roles often involve sharing lived experience while
managing their own recovery.”? Establishing boundaries between personal and professional life is a key part of self-
care for CRSs, helping to prevent emotional exhaustion and support long-term wellness.” Regular supervision and
opportunities for skill-building through training can also support CRSs in handling the emotional challenges of their
roles.”® While CRSs may sometimes experience stigma or misunderstanding in the workplace, consistent self-care
and supportive environments could help strengthen their sense of belonging and overall well-being.”
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G. Client-Centered Approaches to Care

This section highlights useful practices at COEs that contribute to effective CM and client engagement. These
practices include fostering a stigma-free environment, embracing harm reduction strategies, and utilizing mobile
engagement to reach clients in their communities. Trauma-informed care (TIC) is emphasized to ensure sensitivity
to clients’ past experiences, while Ml techniques are employed to empower clients in their recovery journey.
Contingency management is utilized to reinforce positive behaviors, and a focus on organizational health ensures
a supportive, collaborative environment for both staff and clients. Additionally, maintaining confidentiality is
critical to building trust and ensuring that client information is handled with the utmost respect and privacy.
Together, these approaches create a holistic, client-centered framework that supports sustainable recovery and
engagement in care. While these are common approaches used by COEs, this is not an exhaustive list of all client-
centered approaches that exist. COEs should employ client-centered approaches that align with their needs and
expertise. These approaches include tailoring services to meet each client’s unique needs, honoring their chosen
pathway to recovery, and actively involving them in the planning and delivery of their care.

G.1. Stigma Reduction

Reducing stigma is essential to improving treatment access and
outcomes for individuals with SUD.”* Stigma can lead to discriminatory
practices, such as denying access to treatment or treating individuals
poorly when they do seek help, which exacerbates negative health

. . - o COE Learning
outcomes and discourages engagement in care.”* In many communities, Network:
stigma is evident in barriers to housing for individuals utilizing MOUD, Recognizing.and
limiting their ability to access stable recovery support.”* Additionally, Reducing Stisma

stigma can negatively impact treatment by influencing provider
attitudes, leading some to view clients involved in the criminal justice
system as undeserving or unlikely to benefit from support, for example.
As aresult, providers may be less likely to refer clients to evidence-

based but stigmatized treatments like comprehensive reentry programs

that integrate substance use treatment with housing and employment

support. This reluctance can limit access to effective care ultimately leading to poorer outcomes.”® Furthermore,

stigma can weaken the therapeutic alliance between providers and clients, reducing trust and engagement in the
treatment process, which is crucial for successful recovery.”® Addressing stigma is therefore critical in creating an
inclusive and effective treatment system that supports all recovery pathways.

G.1.1. What is Stigma

Stigma is defined as a “set of negative beliefs that a group or society holds about an identifiable topic or group of
people” that can manifest in different ways, including prejudice and discrimination.”*’” Stigma surrounding SUD
significantly hinders recovery efforts. A prevalent misconception views SUD as a moral failing or a choice rather
than a chronic medical condition.”® This perception often labels individuals with SUD as weak-willed or
irresponsible, leading to negative attitudes, discrimination, and social exclusion.” Individuals with SUD are
blamed and marginalized due to perceived character flaws.” Furthermore, a lack of understanding and knowledge
about SUD fuels negative stereotypes and discrimination against those perceived to be different.”® The historical
and cultural stigmatization of substance use has deeply ingrained these biases, influencing current attitudes and
beliefs.”® The media also plays a significant role in perpetuating stigma by often portraying individuals with SUD in a
negative light, focusing on crime and violence rather than the complex underlying issues of the disorder.
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G.1.2. How to Address Stigma

COEs can effectively combat stigma against individuals with SUD through a multi-pronged approach. By providing
accurate information about SUD and challenging harmful myths, educational initiatives can reduce self-stigma
and foster empathy within the community.® Additionally, facilitating contact between individuals with SUD and the
general public can directly challenge negative attitudes and beliefs, fostering understanding and empathy.®' Finally,
advocating for people with SUD is crucial for addressing structural stigma. This includes supporting access to care,
challenging discriminatory policies, and promoting understanding and evidence-based approaches to addressing
the complex factors that contribute to SUD.®2 These strategies are evidence-based examples of efforts that COEs
can make to decrease self-stigma, social stigma, and structural stigma by providing resources and connecting

clients to interventions that promote positive behavior change.

G.1.2.1. Person-first Language

Research shows that use of person-first language decreases stigma and focuses on the individual, not their

disease.?® Awareness of language usage is critical in creating and maintaining a space where all individuals,
regardless of health status, feel safe in seeking care.® The use of person-first language is an important way to
combat stigma that COE-enrolled clients may have experienced in the past and therefore support them in

receiving non-stigmatizing care at the COE. Table 5 highlights person-first alternatives to stigmatizing language that

is often used in relation to SUD.

Don’t say...

Addict, Druggie, Junkie, User

Table 5. Person-first Language””

Instead, say...

Individual with SUD

Reason

Using person-first language
emphasizes that a person has a
condition rather than is the condition,
helps to reduce negative
associations, punitive attitudes, and
individual blame.

Substance abuse,
Dependence

Substance use

Provides a more accurate and less
stigmatizing description.

“Clean,” “Dirty” or “Fail”
when discussing urine
screen results

Positive or negative screen for
substance

Clinically accurate, non-stigmatizing
terminology should be used, just as it
is for other medical conditions.

Clean, Sober

Individual in recovery or not
actively using substances

Removes stigmatizing language,
moral judgement, and promotes
recovery.

Resistant to treatment

Choosing not to

Respects client autonomy by
recognizing that individuals have the
right to make informed decisions
about their care.

MAT (Medication-Assisted
Treatment), Opioid
substitution, Replacement
therapy

MOUD (Medications for
Opioid Use Disorder)

Addresses the misconception that
medications simply replace one
addiction with another and affirms
theirrole in recovery.
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G.2. Confidentiality

Disclaimer: This document is intended to be used for general guidance/reference and should not be viewed as
legal advice or counsel. It is the responsibility of each individual professional and organization to educate
themselves on relevant laws regarding confidentiality in SUD treatment. Individuals are also encouraged to
familiarize themselves with their organization’s policies and procedures related to confidentiality. Information
concerning SUD treatment is subject to specific confidentiality requirements under state and federal law,
including 42 C.F.R. § 2.64% and 4 Pa. Code §255.2° The contents of this section are not legal advice and should not
be understood as such. Providers should consult their legal counsel regarding any confidentiality issues or
questions.

Confidentiality is a fundamental principle in healthcare that ensures sensitive information shared by clients
remains private and protected. This is particularly crucial for individuals with SUD, who may hesitate to disclose
their condition due to concerns about legal consequences, stigma, and social discrimination.® Confidentiality
laws surrounding SUD are distinct from general healthcare privacy laws and include additional protections.®” By
upholding strict confidentiality policies, COEs can create a safe and trusting environment that encourages
individuals to seek support without fear of judgment or repercussions.2®

Pennsylvania’s SUD services framework is governed by a layered structure of federal and state regulations
designed to protect client rights, ensure quality care, and uphold ethical standards.?>®**° These regulations
encompass critical details such as consent requirements for sharing client information, permissible disclosure
scenarios (e.g., legal or safety-related exceptions), and procedures for securing sensitive health data.?>®-*° For
COEs, adhering to these guidelines ensures compliance, prevents legal risks, maintains client trust, and upholds
quality care which are key to addressing barriers like stigma and systemic gaps while advancing recovery
outcomes statewide.®®®' Below is a list of select regulations that COEs should familiarize themselves with. Please
note these regulations may not include all confidentiality requirements with which COEs must comply.

Q) 42 Code of Federal Regulations Part 2 outlines the confidentiality of SUD client records, emphasizing

the protection of personal information within treatment programs. It specifies conditions for disclosing
y ) client data, detailing when consent is required and instances where disclosure without consent is
permitted, such as for law enforcement or legal purposes.® For COEs, understanding these
regulations is vital for ensuring compliance with privacy laws, preventing unauthorized disclosures, and
safeguarding client trust.

Q) 1972 Act 63 focuses on the establishment of confidentiality protections for individuals receiving
treatment for SUD in Pennsylvania. Its primary goal was to safeguard client records from unauthorized
y —> disclosure, ensuring privacy and encouraging individuals to seek treatment without fear of stigma or
legal repercussions.® For COEs, understanding this legislation is key to ensuring compliance with
state requirements and coordinating care across systems, ultimately supporting the state’s goals of improving
access and outcomes for individuals with SUD.

Pa. Title 71 81690.108 amends Pennsylvania’s Drug and Alcohol Abuse Control Act to align
confidentiality rules with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). It
allows disclosure of substance use treatment records without client consent to covered entities and

business associates under HIPAA’s privacy rules.?” However, federally assisted programs remain

governed by stricter federal confidentiality rules. COEs should be aware of this amendment because it impacts
how they handle client confidentiality and record sharing.
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4 Pa. Code 8 255.5 outlines the conditions under which client information in substance use treatment

programs may be disclosed. It specifies scenarios where disclosure is permitted, such as to judges,

probation officers, attorneys, and medical personnel in emergencies.?® The section also details what

specific information may be shared and under what restrictions.?® For COEs, understanding these
rules is crucial for ensuring legal compliance, protecting client privacy, and maintaining ethical standards in
treatment.

o 28 Pa. Code § 709.28 outlines confidentiality requirements for client records. It mandates written

procedures for securing client data, detailing staff access, consent requirements, and proper storage
y—> of both electronic and paper records.® Among other things COEs should ensure informed consent for
disclosures and provide clients with copies of consent forms. When consent is not needed,
disclosures must be documented, and clients informed.? This helps COEs maintain legal compliance and protect
client privacy.

G.3. Harm Reduction

By recognizing the realities of substance use, harm reduction strategies provide life-saving interventions that
reduce disease transmission, prevent overdose deaths, and increase engagement in treatment and support
services.?? Harm reduction focuses on using practical approaches with community-driven public health efforts.
This includes prevention, risk reduction, and health promotion strategies.® The main object of harm reduction is to
empower those living with an OUD to ensure they are given the opportunity to live healthier lives.*® The Substance
Abuse and Mental Health Services Administration (SAMHSA) provides a detailed framework based on six pillars of
harm reduction: acceptance, compassion, collaboration, empowerment, respect, and understanding.®® By
fostering trust and meeting individuals where they are, harm reduction saves lives and empowers individuals to
make healthier, self-directed choices.%

G.3.1. The Importance of Harm Reduction

Harm reduction enhances engagement in care for individuals who continue substance use by reducing barriers
that may prevent them from seeking treatment. This approach helps mitigate serious health risks, such as HIV,
hepatitis C (HCV), and injection-related infections, through evidence-based interventions like safer injection
education and access to sterile supplies.®* Moreover, harm reduction acknowledges that the continued use of
MOUD, even with ongoing substance use, is beneficial, as these treatments reduce overdose risk and improve
long-term health outcomes, supporting the idea that MOUD itself is a harm reduction strategy.** Harm reduction
strategies such as SSPs, safer injection sites, and naloxone distribution often face bias and stigma, with critics
mistakenly believing they enable substance use rather than prevent harm.? However, evidence shows that these
interventions improve outcomes by reducing the spread of infectious diseases, preventing overdoses, and
increasing engagement with treatment and supportive services.®

Recovery from SUD takes many forms, and harm reduction recognizes that each person’s path is unique. MOUD,
such as methadone and buprenorphine, are evidence-based treatments that support long-term stability by
reducing cravings and preventing withdrawal, making recovery more accessible and sustainable.®® While 12-step
programs like Alcoholics Anonymous work well for some, harm reduction emphasizes the importance of multiple
pathways, including moderation-based programs which allow controlled substance use, and secular recovery
models, which offer non-religious support, both of which provide effective alternatives for others.* By prioritizing
individual needs and reducing barriers to care, harm reduction fosters a person-centered approach that meets
people where they are, whether their goal is abstinence, reduced use, or improved quality of life. Expanding
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awareness and acceptance of diverse recovery methods helps ensure that people receive the support that best
aligns with their circumstances, ultimately improving health and well-being.®”

G.3.2. Overdose Reversal

Overdose reversal agents, particularly those used for opioid overdoses, are critical tools in responding to drug
overdoses and preventing fatalities. These medications work by rapidly reversing the effects of an overdose,
including respiratory depression, which can be fatal without intervention.® This is particularly important because
in 2023, over 40% of fatal overdoses had a bystander present.? Overdose reversal medications like naloxone and
nalmefene are safe and effective tools for reversing opioid overdoses, including those caused by fentanyl. As a key
harm reduction strategy, overdose reversal medications have been shown to save lives.* Two formulations of
naloxone nasal spray, as detailed below, are available without a prescription.®

G.3.2.1. Naloxone and Kloxxado

In 2015, the FDA approved the first naloxone nasal spray with the brand name NARCAN with its generic formulation
four years later. In 2021, the FDA approved a higher dose of naloxone nasal spray KLOXXADO. Kloxxado’s higher
dose (8mg as opposed to 4mg) has benefits, as many overdose events require multiple 4mg doses to be
administered.’® Bystanders administering the reversal agents also noted more confidence in the higher dose.
However, more research needs to be done on how overdose survivors react to the initial higher dose, as it can
cause precipitated withdrawal. As access to overdose reversal agents continues to expand, it is important to stay
informed about developments and ensure that overdose prevention education is grounded in the most current,
evidence-based information.''-1%3

G.3.2.2. Never Use Alone Resources

Research has shown that individuals who use opioids alone are at significantly increased risk of fatal
| overdose, due to the absence of someone nearby to administer naloxone or to call for help.'%4% A

f% major component of harm reduction is encouraging safer substance use strategies.'”® Some factors
contributing to solitary use include stigma, not wanting to share, and wanting to use substancesin a
comfortable familiar environment.’'% For those who choose to use alone, resources are available to help reduce

the risk. One available resource is the Never Use Alone Hotline, which operates 24 hours a day, seven days per
week and is operated by people with lived experience."'® This service connects individuals to a person who stays
on the phone while an individual uses and can call EMS if the person becomes unresponsive, helping to prevent
overdoses.'? Since its inception, the Never Use Alone hotline has received 60,000 calls.'

Never use alone resources are an important consideration for supportive or transitional housing
| environments.”""""2 In response to the increased risk of fatal overdose when using alone, digital harm
fclf_ reduction tools, such as overdose safety timers, have been developed. For instance, the
LifeguardLite™ emergency response device, sometimes called the “never use alone button,” has

been installed in some supportive and transitional housing environments as an overdose prevention tool.
Overdose emergency detection devices are one example of emerging harm reduction technologies.'”® Overdose
detection safety timers are designed to detect when someone may be unresponsive after using substances and
automatically alert emergency responders. These systems typically rely on motion sensors, timers, and
environmental monitoring to detect signs of distress, such as prolonged inactivity or abnormal room conditions.
When a potential emergency is identified, the system automatically alerts building staff, emergency responders, or
a central control panel. Some devices operate independently of Wi-Fi or smartphones, using LTE connections to
ensure reliability. Additional safety features may include smoke detection, evacuation alarms, and real-time alerts
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to staff via text, call, or email for life-saving intervention. Some have even developed an application for individuals
to install on their personal devices. For instance, in addition to the timer, Lifeguard has an app, LifeguardConnect,
that provides access to a Naloxone guide, CPR instructions, nearby services, crisis lines, and direct 911 calling,
offering critical tools to support safer substance use and quick emergency response.

G.3.3. Narcotic Testing Strips

Narcotic testing strips, such as fentanyl test strips (FTS), have become an important harm reduction tool in
response to the opioid overdose crisis." These strips were originally designed to detect fentanyl in urine but have
been repurposed to test illegal substances for the presence of fentanyl before use.”* With the increasing
prevalence of fentanylin the drug supply and its role in overdose deaths, testing strips provide a way for individuals
to make more informed decisions about their substance use.* Individuals who use substances appear willing to
utilize FTS, particularly when combined with naloxone distribution and overdose education.'* As a practical and
accessible harm reduction strategy, FTS have the potential to reduce overdose risk and empower individuals to
make safer choices regarding substance use.*

G.3.4. Syringe Services Programs (SSP)

SSPs are harm reduction initiatives designed to provide sterile syringes and other supplies to people who inject
drugs (PWID) to prevent the transmission of bloodborne infections such as HIV and HCV.""® Originally implemented
in the 1980s in response to rising HIV infection rates, SSPs operate in various settings, including fixed locations,
mobile units, and pharmacies."'® Despite their demonstrated public health benefits, SSPs have faced legal and
political barriers in the U.S., including state-level restrictions and past federal funding prohibitions." In
Pennsylvania, there is no state law permitting needle exchange, though some local communities have authorized

syringe exchange programs.'"®

G.3.5. Safer Consumption Sites

Safer consumption sites (SCS) are also commonly referred to as overdose prevention centers or safe/supervised
injection facilities. This service allows individuals to consume pre-obtained substances under the supervision of
clinical staff members and is designed to reduce health issues associated with consumption.’” The overall goal is
to decrease overdose deaths with site staff giving immediate intervention if necessary. Staff are present and able to
provide sterile injection supplies and medical supervision. Staff members can administer first aid and monitor
individuals for an overdose, and can refer clients to SUD treatment, medical treatment, and other social
services.''® SCS aim to reduce communicable diseases by providing sterile needles and education. ASCS is
intended to complement existing prevention, harm reduction, and treatment interventions.™®
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G.3.6. Wound Care Kits

Wound care is a critical aspect of harm reduction, particularly for individuals affected by xylazine-associated
wounds. Xylazine, a powerful sedative increasingly found in Pennsylvania’s illegal drug supply, causes severe and
complex wounds that require specialized treatment.'* Unlike wounds
associated with other substances, xylazine-related injuries can worsen
rapidly, sometimes reaching the bone and requiring surgical interventions
like skin grafts or amputations.’ Since COEs connect clients to PH and COE Learning
BH care, they are well-positioned to educate clients on proper wound Network:
management and facilitate access to medical treatment. COEs may also Humanizing

train staff in identifying and addressing wounds, ensuring that clients Healthcare Through
Harm Reduction

receive timely referrals to healthcare providers when necessary.

Wound care kits are essential tools designed to provide immediate and

effective treatment for various types of wounds, helping to prevent
infection and promote healing.'?' These kits typically include supplies for
cleaning, moisturizing, and protecting wounds, such as antiseptic wipes,
sterile water, antibiotic ointments, non-adherent dressings, gauze, bandages, and medical tape.'* They are
distributed in a variety of settings, from medical facilities and first aid stations to harm reduction programs. Wound
care kits are particularly valuable for individuals with limited access to healthcare, as they allow for basic wound
management and reduce the risk of complications.”® In harm reduction efforts, specialized wound care kits are
distributed to help people who are at high risk for serious infections, ensuring they have the necessary tools to care
for their wounds and seek further medical attention when needed.’®®

G.4. Trauma-Informed Care

Health policymakers and practitioners are increasingly recognizing the harmful effects of trauma on health.’®* The
Adverse Childhood Experiences (ACEs) study revealed that experiences such as abuse, neglect, discrimination,
and violence significantly raise the risk of chronic conditions and risky behaviors later in life.’?*'2* By implementing
TIC, healthcare providers can improve treatment outcomes and reduce unnecessary costs.'? Organizations that
adopt a trauma-informed approach create safer environments for their staff and clients, resulting in better health
outcomes.'® COEs can consider integrating trauma-informed practices as part of the enhanced CM services they
offer, in line with the COE guiding principles of addressing the complex needs of high-risk individuals, reducing
barriers to treatment, and integrating mental health, substance use, and physical health care to ensure
comprehensive support.

G.4.1. What is Trauma

Trauma can profoundly impact an individual’s life experience. It can occur at any stage and affects people from
various demographic backgrounds.'* Trauma encompasses a range of events, sequences of experiences, or
situations that an individual perceives as physically or emotionally threatening.'*® Examples include accidents,
natural disasters, acts of violence, emotional abuse, and the loss of a loved one."® Traumatic events can disrupt
daily functioning and lead to lasting harm to physical and mental health.'?® These experiences can influence
individuals, entire generations, and even broader communities and cultures.'® Nevertheless, with appropriate
support systems in place at the individual, family, and community levels, recovery and healing from trauma are
attainable.’®®
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The psychological effects of trauma can lead to enduring negative consequences, affecting a person’s ability to
engage in daily activities and impacting their emotional, social, and physical well-being."?*'?* Furthermore, trauma
is associated with various health challenges, including anxiety, depression, and PTSD, which can obstruct recovery
efforts.’®

The repercussions of trauma often extend beyond the individual, influencing families and communities and
creating cycles of distress that can be difficult to break.'® Understanding the complex nature of trauma is crucial
for developing effective interventions that promote healing and resilience, empowering individuals to reclaim their

lives, and fostering stronger, healthier communities.®

G.4.2. Trauma and the Impact on Substance Use Disorder

In response to trauma, some individuals may develop maladaptive coping mechanisms.'?® Studies have found that
there is a strong connection between trauma and issues like alcohol or substance use, as well as the risks of
overdose and suicide.” The prevalence of individuals with PTSD diagnosed with a SUD varies from 19% to 35%,
while the rate of comorbid alcohol use disorder ranges from 36% to 52%."%° Those with SUD are more likely to
experience traumatic events, creating a cycle that perpetuates both issues.'®

G.4.3. Trauma-Informed Care

The ACEs study has provided valuable insights into how traumatic experiences affect individuals.'® These
experiences, ranging from abuse and neglect to discrimination and exposure to violence, are associated with an
increased risk of chronic health conditions and engagement in risky behaviors in adulthood.'® In light of these
findings, trauma-informed programs have been developed to thoroughly understand and acknowledge the
significant effects of trauma on an individual’s overall well-being, recognizing trauma as a crucial factor in the

recovery process.'?®

A key component of trauma-informed programs is their dedication to recognizing that recovery pathways are highly
individual.”® Each person’s journey toward healing is influenced by their unique history, circumstances, and innate
resilience.'® Consequently, professionals in TIC should receive specialized training to identify the signs and
symptoms of trauma in their clients and their colleagues.'?® This training fosters a culture of empathy and
awareness within the organization.

Organizations are encouraged to integrate a deep understanding of trauma into their policies and practices to
create a supportive environment that promotes resilience and healing.'* This includes implementing strategies
designed to support clients by carefully considering their traumatic experiences.'* Additionally, minimizing the risk
of re-traumatization is emphasized, ensuring all interactions are conducted with respect, safety, and a focus on
empowerment.'®

A COE can implement TIC by creating job descriptions and onboarding processes emphasizing training in this
area.'® Policies should ensure that clinic spaces are calm and safe, minimizing triggers, and establish de-
escalation protocols centered on empathy and client dignity.'* Additionally, forming advisory councils that include
individuals with experiences of OUD and trauma can help shape policies and evaluate care models, promoting
shared governance and reducing re-traumatization.'* Examples of trauma-informed polices for organizations and
clients are highlighted in Table 6.
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Table 6. Trauma-informed Policies’??

Trauma-informed policies for organizations Trauma-informed policies for clients
Emphasize the importance of including Incorporating trauma-informed principles into
individuals with lived experiences of trauma in | the organization’s mission, bylaws, and
leadership roles and decision-making operational policies will ensure alignment with
processes. partner organizations.

Policies should include peer support Regular reviews of policies will ensure their

programs, mental health days, and employee relevance and effectiveness, and a formal
assistance programs to support staff who work | process will empower clients and staff to
with trauma survivors. address trauma needs uniquely, including
access to gender-responsive services and
traditional cultural healing practices.

G.5. Motivational Interviewing

Ml is a communication approach that supports individuals in exploring their
motivations for change.'” It employs a person-centered, collaborative
approach to help individuals identify areas for change and work towards their
goal.”® Research has shown that Ml is effective across all types of SUD, COE Learning
leading to increased engagement and reduced risky behaviors."” The core Network:
principles, referred to as the Spirit of M, guide all interactions and Motivational
interventions, serving as the foundation of the approach. As illustrated in Interviewing Practice
Figure 5, the spirit of Ml—characterized by partnership, acceptance,
compassion, and empowerment—serves as the foundation for the core

counseling skills necessary to enhance clients’ motivation to change.’” Ml is
a concept that operates on the principle that people are more likely to change
when they feel heard, rather than being told what they should do with their
health.'® This approach helps people work through mixed feelings about change.'® While commonly discussed in
the context of counseling, Ml is an important practice for members of the CBCM team to use to support clients in
remaining engaged in treatment, overcoming ambivalence they may experience related to their recovery, accessing

needed services for SDOH, or building recovery capital (RC)."’

Empathy is essential for helping clients achieve and sustain lasting
behavior changes, shifting away from more authoritative approaches used
in the past. Key skills that align with the spirit of Ml can be summarized
using the acronym OARS, which stands for open questions, affirmations,
reflective listening, and summarization.' Table 7 highlights each of the

Implementation
OARS strategies.

Plan:
Motivational

Interviewing in

Treatment
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Figure 5. Spirit of MI.7?7

Empowerment

Acceptance Compassion

Partnership

Table 7. OARS™’

Open-Ended Questions

Use open-ended questions to encourage clients to share their
stories instead of relying on closed questions that only provide
brief information or a simple yes/no response. For instance, a
closed question could be, ‘Did you exercise today?’ while an open-
ended question could be, ‘Tell me about your experience with
exercise today.” Open questions allow clients to provide a full
picture of their experiences. Asking open-ended questions helps a
provider understand the origins or context of a behavior.

Affirmations

Enhance client confidence by highlighting their strengths, previous
successes, and their efforts towards achieving change goals, even
if they are small. This method promotes a supportive and
encouraging atmosphere, allowing clients to feel more assured in
their ability to make changes.

Reflective Listening

Reflective listening requires the provider to infer the meaning
behind how or why a statement is made and share what they hear
with the client to confirm they are on the same page.

Summarization

Summarization allows the provider to review the conversation, and
place emphasis on moments the client was moving toward change.
This, along with reflective listening, allows clients to hear change
talk not just when they make a statement, but multiple times over
the course of the conversation.
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G.6. Stages of Change

The Transtheoretical Model (TTM) or the Stages of Change (SOC) model is a comprehensive framework that
outlines a process of how individuals move through the recovery process (Figure 6).' By assessing an individual’s
current stage of change, specific strategies and targeted interventions can be developed and applied. Ml
techniques should be adjusted to align Figure 6. Stages of Change.?®

with the individual’s level of readiness
to change their substance use
behaviors at each of the five stages of Maintenance
the SOC."? Tailoring interventions in this

way enhances engagement, supports /

sustained behavior change, and
increases the likelihood of successful
outcomes in substance use \ .

. . . Return to Precontemplation
treatment."® This model aligns with the Use and
phases of recovery outlined in the

Recycle
fidelity guidelines by offering a \

structured approach to assessing
R
<>

readiness for change and guiding stage-

In this stage, individuals do not consider the possibility of change and have no intention of doing so in the near
future. They may be unaware of a problem or feel discouraged about the prospect of changing their behavior, often
believing that their substance use is not problematic.’

matched interventions that support
individuals through Engagement &
Stabilization, Integration of Global
Health & Skills Training, and Expansion
of Recovery Capital, Skills Training, and

Transition to Self-Management.'

G.6.1. Precontemplation

G.6.2. Contemplation

At this stage, individuals recognize that they have a problem and begin weighing the pros and cons of making a
change.'” While they continue to use substances, they contemplate stopping or reducing their use soon.' They
may consider their habits, or look for help, often alternating between the desire to change and fear of losing the
comfort associated with the habit.”’

G.6.3. Preparation

In this stage, individuals acknowledge that the benefits of changing their behavior outweigh the drawbacks of their
substance use.'®” They start planning for change, which may involve setting goals, informing close friends, and
making small adjustments.’” They intend to stop using or cut down on using substances in the near future.'”
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G.6.4. Action

Individuals actively implement their chosen strategy for change, working to modify their substance use behaviors
and lifestyle.”®” They encounter challenges such as temptations and withdrawal symptoms but remain committed
to the change process by following recommended strategies.’

G.6.5. Maintenance

This stage focuses on sustaining the progress achieved during the Action stage and preventing a return to use.'?’

Individuals identify triggers that could lead to substance use and develop coping skills to manage these situations,
ultimately building a new lifestyle free from previous substance use behaviors.'”’

G.7. Mobile Engagement

Despite the increasing availability of office-based SUD services, the prevalence of OUD-related overdose
continues to disproportionately impact vulnerable populations due to barriers to care.”™ To effectively engage
clients at the highest risk of overdose and those experiencing poorer health outcomes, mobile models can bring
services to clients more directly. Many people with OUD face significant
barriers to accessing care, including lack of transportation, unstable
housing, stigma, or a history of negative healthcare experiences.'*'3#
Relying solely on office-based appointments assumes that clients can and COE Learning

will come to services, which is not always the case for those most in need. Network:

Utilizing Mobile

There are various methods for providing assertive care, often referred to in Engagement Teams
the COE program as proactive outreach. Proactive outreach activities may
include activities such as home visits or visits on-location to high-overdose

areas." Mobile units or vans are being increasingly utilized to flexibly meet
clients wherever they are in the community.'**'%" Some mobile units also
allow for the provision of a combination of services such as harm
reduction (e.g., naloxone, safer use supplies), medical or clinical care (including the initiation and provision of
MOUD), peer recovery support, and CM."%" |n addition, street-based outreach teams may use real-time overdose
data to deploy recovery specialists to high-need areas.’® Some mobile engagement efforts involve targeting
transportation barriers.'>'*3 More information about transportation is available in this guide in section H.5.9.9.

A study on mobile care models found that in contrast to their brick-and-mortar clinics, clients with OUD seen on
the mobile unit were more representative of high-risk populations (e.g., people experiencing homelessness and
people using high-risk injection methods), highlighting the potential of mobile services to improve access for
underserved populations.’® Mobile models have also been shown to improve retention in care.’* Meeting people
where they are not only improves access but also allows providers to offer support when needs arise.

G.8. Telehealth

Telehealth uses telecommunication technologies and electronic information to deliver care and enhance client-
provider interactions.’® It encompasses various remote healthcare modalities, enabling access to services at a
distance.'® Telehealth operates in two forms: synchronous and asynchronous.'®® Synchronous telehealth involves
real-time communication between clients and providers via phone, video calls, or web conferencing.'**'%’
Asynchronous telehealth, delivered through client portals, emails, texts, symptom tracking tools, or mobile
applications, allows health information to be collected and reviewed later to support treatment and care
planning.™® While telehealth is not an intervention itself, it serves as a mode of service delivery.'® Its adoption has
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increased, particularly for OUD care, since the Coronavirus Disease 2019 (COVID-19) pandemic.' During the
pandemic, telehealth helped reduce stigma associated with treatment, lowered no-show rates, and improved
client retention.¢

Telehealth expands access to a wide range of services, including screening, assessment, treatment, recovery
support, crisis intervention, and medication management, across diverse healthcare settings.'* Telehealth
addresses barriers related to geography, employment schedules, childcare needs, and accessibility, making care
more convenient.' Telehealth is particularly helpful for clients with physical, visual, or hearing impairments, as
well as for isolated clients like older adults or those incarcerated.’ Telehealth enhances access to MOUD. #7148
Additionally, telehealth reduces the stigma of seeking care and offers providers increased flexibility in scheduling,
extending care beyond regular office hours and locations.'* This flexibility helps decrease no-shows and
cancellations while increasing the likelihood of clients attending appointments regularly.' Telehealth also allows
providers to assess a client’s home environment, gaining insights into their living situation, family support systems,
and whether an in-person visit is appropriate or safe.’ This can reveal challenges and opportunities that are often
overlooked during in-person office visits.'*® Furthermore, telehealth enhances care coordination, improving the
integration and delivery of care, particularly within the COE’s hub-and-spoke model.'* By addressing treatment
gaps, telehealth makes services more accessible, convenient, and effective, improving health outcomes and
reducing disparities.’® It also enables clients to connect with providers who are equipped to offer culturally

sensitive care tailored to their specific needs.’®

Q) Those who offer BH and/or SUD treatment services are encouraged to offer telehealth.’ At COEs,
telehealth can support CM visits and connections to bridge clinics or internal prescribers, with
y ) telehealth offerings tailored based client needs and preferences.’® It is important to consider client-
specific factors, such as access to reliable internet and technology, when using telehealth.®
Telehealth should provide low-barrier pathways for clients and providers to connect, assess care needs, create

care plans, initiate care, and ensure long-term continuity of services.' Additionally, telehealth practices' should
150

align with organizational policies as well as those set by the Pennsylvania Office of Medicaid Programs (OMAP)
and the Pennsylvania Office of Mental Health and Substance Abuse Services (OMHSAS)."®" When developing
telehealth policies, providers should address non-technical aspects such as integrating telehealth into
organizational workflows, ensuring staff are adequately trained, and planning to address potential barriers, such as
if a client becomes disconnected from the video or phone call.™’

G.9. Contingency Management

Contingency management is an evidence-based behavioral intervention that reinforces positive behaviors like
treatment attendance and decreasing substance use, through tangible incentives.’® Two widely used Contingency

Management approaches, voucher-based reinforcement (VBR) and prize incentives, have been proven effective'®:
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e VBR: a type of contingency management where clients earn
vouchers that can be exchanged for things like groceries,
electronics, or other useful items. This type of system provides
regular, tangible rewards for positive actions like reducing COE Learning
substance use or attending therapy.'* In some contingency Network:
management programs, clients earn “points” for meeting Contingency
treatment goals, which can be exchanged for rewards like movie Management
tickets or gift cards.'® Research has demonstrated that this
approach leads to improvements in treatment attendance and
overall substance use outcomes.'*®

e Prize incentives: a type of contingency management that involves
clients earning chances to win larger rewards, such as gift cards or
vacations, based on their achievements.’® This approach has been linked to long-term substance use
recovery.’®

While both systems aim to encourage positive behaviors, the main difference is that VBR offers more immediate
and consistent rewards, while prize systems often rely on big rewards that are given less frequently. One
consideration with prize incentives is that if the rewards are not meaningful or seem too hard to achieve, clients
might lose interest or motivation, making the system less effective. Those who are using prize incentives
contingency management should therefore ensure rewards are meaningful and achievable to avoid losing their

effectiveness.™?

Research demonstrates that contingency management significantly improves retention in MOUD programs,
consistently demonstrating that incentives help increase medication adherence and therapy attendance.’™” 8 In
addition, studies conducted with MOUD and psychosocial counseling treatment programs have repeatedly
demonstrated that these incentive-based interventions are highly effective
in increasing treatment retention and reducing substance use.'%21%4157.159
Contingency management has been shown to be effective in a variety of
settings, from outpatient clinics to residential treatment programs, and has
demonstrated positive outcomes for individuals who have both opioid and
stimulant use disorders.”® Moreover, research suggests that contingency
management can have a lasting impact on behavior change, helping clients

Implementation
Plan:
Contingency

maintain progress even after the intervention ends, making it a powerful
tool in supporting sustained recovery.'*® While the benefits of this
intervention may wane over time, combining it with Ml can extend its
impact, particularly for high-risk clients.' To optimize outcomes when
implementing contingency management programs, staff should receive

Management

training in both contingency management protocols and Ml techniques to address ambivalence and sustain
engagement.'®
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G.10. Organizational Health

Organizational health is foundational to the success of COEs, particularly
in their ability to deliver high-quality, patient-centered care. COEs are COE Learning
designed to provide specialized, evidence-based services across complex Network:
health conditions such as cardiovascular disease, cancer, and behavioral Satisfaction Surveys
health. To fulfill their mission, COEs must operate with clarity of purpose, as Part of CQI
cohesive leadership, and strong communication key indicators of
organizational health. A healthy organization ensures that staff at all levels

understand the care model, feel empowered to collaborate, and are alighed

around shared goals related to safety, efficacy, and patient experience.'®?
Without this alignment, COEs may struggle to consistently apply protocols,
coordinate interdisciplinary care, or respond to ever challenging clinical
environments.

Quality of care is directly influenced by the internal culture and structure of

a healthcare organization. Research consistently shows that when COE Learning
Network:

clinicians and support staff feel psychologically safe, respected, and s
Organizational

engaged, they are more likely to follow best practices, report safety

Health and
Sustaining Change

concerns, and participate in continuous improvement efforts. For COEs,
this is especially critical because of the high acuity and complexity of the
populations they serve. COEs with healthy organizational environments are

better positioned to foster this kind of proactive, safety-oriented behavior
among staff.’

Good organizational health also enables COEs to implement quality improvement initiatives more effectively.
When leadership, clinical staff, and operations teams are aligned and communication flows transparently, it
becomes easier to collect and analyze data, identify gaps in care, and act quickly on performance insights. For
example, a healthy organization is more likely to successfully roll out a new care coordination model or client

engagement technology, ensuring that it’s adopted consistently across teams.®*

Ultimately, organizational health enhances client outcomes by building systems that support reliability,
compassion, and efficiency. In the context of COEs, this translates into better continuity of care, reduced
readmission rates, improved management of chronic conditions, and higher client satisfaction. Organizations that
prioritize staff well-being and collaboration often experience lower burnout and higher staff retention rates that can
affect the consistency and quality of care. As COEs strive to set the standard for excellence in healthcare delivery,
fostering a healthy internal environment is a critical component for success.

G.11. Continuous Quality Improvement

Continuous quality improvement (CQI) is vital in CM."®%2 COEs are expected to engage in this type of ongoing
evaluation, identify areas that need improvement, and implement strategies to enhance the quality of care. CQl is
a systematic approach for analyzing performance and the efforts made to improve it.'®

CQl focuses on enhancing service delivery and client outcomes through ongoing evaluation and adjustment of
care processes.'® COEs can use data reports generated from data entered into REDCap to track progress and
identify areas for improvement. These reports provide valuable information about client engagement, retention,
risk characteristics, and the most common client needs. Descriptions of these metrics can be found in the
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REDCap data dictionary. TA providers from the University of Pittsburgh can provide a copy of the REDCap data
dictionary by request. By understanding trends in the metrics on their data reports, COEs can uncover patterns in
client behaviors and needs, allowing them to refine their approaches accordingly. Regular review of these reports
creates a continuous feedback loop that drives improvements in both service delivery and client outcomes over
time.

Numerous models are available to collect and analyze data and test modifications. The plan, do, study, act (PDSA)
is one framework that provides a systematic approach to addressing identified issues (Figure 7).' The PDSA
methodology serves as a means to assess the effectiveness of implemented changes.'®® Progressing through the
specified four steps facilitates a thoughtful examination of the task, enabling the breakdown into manageable
stages, subsequent evaluation of outcomes, enhancement of results, and further testing.’®®

Figure 7. PDSA Methodology.

Plan

What are the tasks you will
complete?

Act Do

What changes will be How was the plan
made based on the result? accomplished?

Study

What were the results of
your actions?
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H. COE Fidelity Guidelines

Standard guidelines ensure that all Pennsylvania COEs provide consistent, evidence-based care to individuals
seeking treatment for OUD. Following established guidelines helps ensure that individuals receive the most
effective and up-to-date treatments, increasing the likelihood of successful recovery. Standard guidelines
facilitate better coordination among healthcare providers within the COE, this coordinated approach ensures that
individuals receive comprehensive and integrated care, addressing both their medical and psychosocial needs.
Guidelines help streamline workflows and procedures within the COE, leading to more efficient and effective care
delivery. Consistent procedures promote staff efficiency and reduce variability in care. Establishing standard
guidelines promotes client safety, care coordination, regulatory compliance, and data-driven improvement efforts,
ultimately leading to better outcomes for individuals and strengthening the overall response to the opioid crisis.

Q) The implementation of the Fidelity Guidelines does not override the COE Provider Enrollment MA
Bulletin or HealthChoices Agreement Exhibit G / Behavioral HealthChoices Appendix G which
Yy ) continue to serve as guidance documents for COEs alongside the Fidelity Guidelines. The COE

Provider Enrollment MA Bulletin continues to provide requirements for approval of new COE

locations and outlines the requirements to which all existing COEs should adhere. HealthChoices Agreement

Exhibit G / Behavioral HealthChoices Appendix G continue to outline the CM services that are billable under the

G9012 code. However, providers should consider an approach to COE services that is not focused on minimum

standards for billing, but a commitment to high-quality CM that balances the need for accurate and timely billing

with the delivery of evidence-based practices that facilitate each community member’s ability to achieve optimal

health, well-being, recovery, and choice.

H.1. Client Inclusion

The COE inclusion criteria ensure that individuals at the highest risk for OUD receive enhanced CM services.
Eligible clients must be 18 or older, enrolled or eligible for Medicaid, meet the Diagnostic and Statistical Manual of
Mental Disorders (DSM) criteria for OUD without sustained remission, and have not been engaged in substance
use treatment for more than 30 days, with certain exceptions for those facing significant risks.®?> These criteria help
prioritize individuals who would benefit most from comprehensive support and care coordination.

H.1.1. COE Client Inclusion Criteria

The ideal client to include in the COE should:

e Be 18 years and older,

e Currently be enrolled or eligible for Medicaid Coverage,

e Meet the criteria for an opioid use disorder (OUD) and not in sustained remission'®® based on criteria in the
current version of the Diagnostic and Statistical Manual of Mental Disorders (DSM), and

e Not currently enrolled or have been enrolled in a substance use treatment program, including but not
limited to MOUD treatment, OBOT, OTP or other outpatient providers, for less than 30 days.

Exception(s):

o Theclient has been enrolled in a MOUD program beyond 30 days but shows reasonable harm,
including a recent increase in substance use (verified by >2 urine drug screens [UDS]), recent
overdose or other opioid-related medical event or a treatment episode in an inpatient or
residential level of care in the past 30 days (psychiatric or SUD treatment);
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o The client experiences a change or continuation of significant HRSN/SDOH needs which could
impact recovery (the specific HRSN/SDOH needs to be identified in the client’s chart, including
what has changed that could risk the client’s ability to avoid opioids); or

o Theclientis a transfer from another COE and continues to submit positive UDS and/or have
significant HRSN/SDOH needs.

*It is recommended that all clinical and HRSN/SDOH needs be documented in the client chart to indicate the
necessity for enrollment into COE services.

**The 30-day enrollment criteria apply to each COE individually; the clock does not start until the client enters
services at your location.

***The exceptions to the inclusion criteria only apply when new COE clients are enrolled in the COE’s enhanced
care management services after 30+ days in SUD treatment at a facility. For guidance on discharging/transitioning
enrolled clients, refer to the Discharge/Transition section.

H.1.2. MCO Client Inclusion Criteria

The COE program was specifically designed for Medicaid beneficiaries, if MCOs or primary contractors (PCs)
would like to expand coverage and payment to non-Medicaid clients they may be permitted to do so. An additional
indicator may be placed in REDCap to identify the clients not covered by Medicaid.

It is recommended that MCOs verify that the COE is using the outlined inclusion criteria and a SDOH screening
tool to accurately determine medical and non-medical care management needs through the submission of service
descriptions. Service description submission from the COEs may be recommended by the MCOs as services may
be enhanced or modified through continued quality improvement.

MCOs can use claims data to assess the length of stay (LOS) of clients in a MOUD program prior to enrolling in the
COE as well as claims for assessing increased risk of clients who were enrolled after 30 days in a MOUD program.
Claims that show increased risk include those that indicate the client was likely to experience harm because of
their opioid use disorder, such as recent inpatient or residential treatment, ED encounter or other crisis level of
care provided to clients within the past 60 days before the first G-code bill is submitted. The 60-day timeframe is
the denominator of analyses; MCOs are not required to collect real-time data, considering the claims lag. Thus,
these instructions are for creating a cohort for analyses.

BH-MCOs can monitor the LOS of clients in OTPs to limit access to those who are likely stable in standard OTP
services (the same for those in an OBOT). UDS data can also be used, available to BH-MCOs and PH-MCOs, to
assess clinical changes in clients leading to COE enrollment. One positive UDS should not be used, as nearly all
clients in a MOUD program will have a positive UDS for illicit substances in the year (consider 2 to 3 consecutive
positive UDS tests for enrollment or a combination of a positive UDS screen and at least one crisis service in the
past 60 days). The 60-day timeframe is for the cohort analyses. Because of the claims data lag, real-time tracking
of UDS patterns is not possible. BH-MCOs can see the UDS results through chart reviews while PH-MCOs can
utilize claims data.

MCOs will encourage the COEs to retain clients in medication management if they no longer meet case
management criteria.

Through chart review and/or review of COE’s policies and procedures, MCOs can confirm the documentation of
items related to Inclusion outlined in the Fidelity Guidelines Documentation Guidance.
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H.1.3. Purpose of COE Inclusion Criteria

The purpose of the COE inclusion criteria is to identify and enroll individuals who would most benefit from the
COF’s enhanced CM services, ensuring they receive comprehensive support for OUD. The criteria align with the
COFE’s guiding principles by prioritizing high-risk populations, including individuals with a history of ED visits for
opioid use, inpatient or residential substance use treatment, high overdose risk, polysubstance use, and current
intravenous drug use. Additionally, the inclusion criteria focus on those who would benefit most from the COE’s
hub-and-spoke model and assertive, community-based care coordination, reinforcing the COE’s commitment to
bridging gaps in care and improving access to treatment and recovery services.

H.1.4. Applicable Diagnoses Codes for COEs

Q) According to the Fidelity Guidelines, one of the characteristics of the ideal COE client is an OUD that is
not in sustained remission based on criteria in the current version of the DSM. Diagnosis codes
y ) applicable to this inclusion criterion are outlined in Table 2 of MCOPS Memo # 02/2019-002."7°(-8
Diagnosis codes indicating sustained remission are the exception to this rule, as outlined by the
Fidelity Guidelines Inclusion Criteria.

Q) While the inclusion criteria align with the guiding principles of the COE program to enroll those who
would most benefits from enhanced CM services, there are instances where a COE may enroll a client
Yy ) with adiagnosis of OUD in sustained remission, as outlined in the Fidelity Guidelines FAQ document.?

Exceptions to the diagnosis section of the inclusion criteria should be allowed on a case-by-case
basis. If an individual who is in sustained remission is enrolled in a COE, the COE should document why the client
is at risk of return to use based on circumstances such as recent release from a controlled setting or the presence
of significant SDOH needs such as a lack of housing. The documentation in the client’s chart at enrollment should
also demonstrate an individualized discussion between a COE’s CBCM team and the client regarding their CM
needs, other CM programs that may be more appropriate based on the client’s need and preference, and why the
COE program is the most appropriate care coordination option for that individual client given their risk of return to
use despite their diagnosis of OUD in sustained remission.

H.1.5. Special Populations

Understanding populations at heightened risk for poor outcomes due to SUD is critical to addressing systemic
inequities and improving public health. By identifying and prioritizing these populations, COEs can connect these
individuals to the services they need to support their specific circumstances. Through proactive engagement with
high-risk groups, COEs help mitigate preventable harm and advance health equity in SUD treatment.

H.1.5.1 Priority Populations

Priority populations were identified due to the significant health disparities they face related to their SUD.*® DDAP
originally designated five priority populations: pregnant women, women with children, persons who inject drugs
(PWID), overdose survivors, and veterans.*® Recognizing the heightened risks faced by individuals returning to the
community after incarceration, DHS added this group as the sixth priority population for COEs."" COEs are tasked
with prioritizing enrollment for these populations, ensuring rapid access to care to mitigate risks such as overdose,
infectious disease, and barriers to treatment.*® By focusing on these priority populations, COEs can work to reduce
disparities and improve health outcomes for those most at risk."”’
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H.1.5.1.1. Pregnant Women

Pregnant individuals with SUD represent a critical priority population requiring immediate, specialized attention
due to the potential health impacts on both the parent and developing fetus.'”?> Barriers like stigma, legal fears,
child protective services involvement, and withdrawal concerns often delay treatment, while shame and guilt
further discourage care."”® Substance use increases risks of miscarriage, stillbirth, low birth weight, preterm birth,
birth defects, and neonatal abstinence syndrome, with injection drug use adding risks of HIV and hepatitis."”®
Research shows about 30% of opioid-related pregnancies result in preterm birth, underscoring the need for early
intervention.’? COEs play a vital role in improving outcomes by addressing barriers, reducing stigma, and providing

comprehensive support, including MOUD, counseling, and prenatal care.

H.1.5.1.2. Persons Who Inject Drugs

PWID are considered priority populations due to their heightened vulnerability to various health conditions and
social inequities. This group faces disproportionate rates of HIV, Hep C, and other blood borne infections, as well
as an increase in overdose risk.””* Their health outcomes are often further complicated by social determinants
including poverty, stigma and limited access to healthcare, outreach and integrated services that address both
their immediate health needs and underlying social factors increase positive health outcomes.’”* Access to COE
services reduces the negative healthcare experiences this population faces.

H.1.5.1.3. Women with Children

Women with children are included as a priority population due to the impact of substance use on family stability
and child well-being."”® A significant portion of individuals with OUD are caregivers, highlighting the intersection of
substance use and family responsibilities.””® Studies have shown that a substantial percentage of adults with SUD
live with children, with women more likely to be primary caregivers.'”® National estimates indicate that millions of
children reside in households affected by parental substance use, exposing them to increased risks of instability
and adverse experiences.'”® Prioritizing this population helps break cycles of SUD, promote stability, and support
long-term well-being.

H.1.5.1.4. Overdose Survivors

Overdose survivors are considered a priority population for COEs because they are at significantly increased risk
for future overdoses, long-term health complications, and premature death.'”” Research indicates that up to 40%
of overdose survivors experience another overdose within five years, and 5-15% die within that same period."”’
Many face severe physical and cognitive consequences, such as neurological damage, respiratory dysfunction,
and cardiovascular issues, which further complicate their recovery journey."’” Their complex medical and social
needs require a proactive approach to reduce harm and improve long-term outcomes.

H.1.5.1.5. Veterans

Veterans are a priority population for COEs, facing unique challenges with SUD often linked to their military
experience. Combat exposure, traumatic brain injury, PTSD, and the physical and emotional demands of service
contribute to higher substance use rates among veterans.'”® Many use alcohol, prescription medication, or other
substances to manage sleep disorders, anxiety, depression, and trauma-related symptoms.’”® The transition to
civilian life can further increase substance use risks. COEs offer specialized programs, including evidence-based
therapy, CRS support, and counseling tailored to veterans. Barriers like stigma, concerns about military records,
and limited rural access can prevent some veterans from seeking care.'”®
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H.1.5.1.6. Individuals Recently Released from Incarceration

Individuals recently released from incarceration are considered a priority population because they face a
significantly heightened risk of overdose, health complications, and re-incarceration.’® Many of these individuals
have a history of substance use, and the abrupt transition from incarceration to the community increases
vulnerability to return to use, overdose, and related harms.'® The risk of fatal overdose is especially high post-
release due to reduced tolerance.'®® Additionally, social and environmental challenges, such as housing instability,
unemployment, and exposure to substance-using networks, further complicate successful reentry."®® Addressing
the needs of this population is essential to reducing harm and improving long-term stability."®°

H.1.5.2 Other High-Risk Populations

While the designated priority populations are prioritized for services, they are not the only groups at high risk for
poor health outcomes related to SUD. The Guiding Principles of the COE outline the need for COEs to consider
high-risk populations due to their heightened vulnerability and/ or challenges engaging with traditional SUD
treatment services. Other high-risk populations include pregnant women who inject, individuals experiencing
homelessness, individuals with mental health needs, and individuals with criminal justice involvement.

H.1.5.2.1. Pregnant Women Who Inject

Women who inject drugs (WWID) face unique health and social challenges due to gender inequalities that increase
their vulnerability to harm. They experience higher levels of stigma and discrimination, even within drug-using
networks, which creates barriers to accessing harm reduction programs and healthcare.” Many WWID also
engage in sex work, compounding their risk of HIV and other infections, especially in settings where sex work is
criminalized.® Additionally, the threat of violence and societal expectations around caregiving roles make it even
more difficult for WWID to seek support and practice safer substance use. These issues are even more

pronounced for pregnant women."®!

H.1.5.2.2. Individuals Experiencing Homelessness

Homelessness and SUD often intersect in a complex relationship where each condition can contribute to and
exacerbate the other.”®> Substance use can lead to job loss, financial instability, and breakdown of social support
networks, potentially triggering homelessness.'® The trauma and hardships of homelessness may drive individuals
to use substances as a coping mechanism, creating a challenging cycle to break.'®? People experiencing both
homelessness and SUD face significant barriers to treatment and recovery, including lack of transportation,
inability to maintain regular healthcare appointments, limited access to medication storage, and difficulty
maintaining contact with providers.'? The stigma associated with both conditions can further complicate access
to services and support. Many individuals experiencing homelessness and SUD have co-occurring mental health
conditions, creating a need for integrated treatment approaches that address housing stability, substance use, and
mental health simultaneously.'®® Housing First programs, which provide stable housing without requiring sobriety
as a prerequisite, have shown promise in improving outcomes for this population, as they create a foundation of
stability from which individuals can better engage in substance use treatment and other supportive services.'®

H.1.5.2.3. Individuals with Mental Health Needs

Individuals with mental health needs are a population at increased risk due to the strong correlation between
mental health disorders and SUD, commonly referred to as co-occurring disorders. Each year, approximately 9.2
million U.S. adults experience both conditions simultaneously.’* These individuals face an increased risk of
adverse outcomes, including higher rates of suicide, frequent hospitalizations, and significant difficulties in
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securing stable housing and employment.'®® Addressing co-occurring disorders within COEs is essential, as
untreated conditions can exacerbate both mental health and substance use issues, leading to more severe health
complications and increased societal costs. By helping to coordinate care between mental health and substance
use treatment providers, COEs can improve client outcomes and enhance long-term recovery prospects.'®

H.1.5.2.4. Individuals with Criminal Justice Involvement

COEs can play an important role in supporting individuals involved in the criminal justice system by addressing the
barriers they face, such as disrupted treatment during incarceration, limited access to MOUD, and challenges
maintaining care during reentry."®® SUD often precipitates legal system involvement, leading to devastating
personal losses like health decline, incarceration, and increased mortality."® The research is clear that SUD
treatment significantly reduces recidivism, disrupting the cycle of crime and SUD. Those with criminal justice
involvement may require intensive, tailored approaches addressing maladaptive coping mechanisms, criminal
thinking, and vocational deficits.'® Prioritizing this population not only fosters individual rehabilitation but also
mitigates broader societal harm, enhancing public safety and reducing economic strain through effective,
evidence-based care.®®

H.2 Client Identification

The COE identification section focuses on the establishment of a documented outreach process to actively recruit
clients from both treatment and non-treatment communities, ensuring referrals extend beyond internal programs.
COEs are encouraged to implement structured WHO processes with community partners such as EDs, crisis
services, hospitals, residential programs, and correctional facilities, with a commitment to accepting new clients
within 24 hours of interception. Additionally, this section outlines identification strategies such as the development
of policies to identify and reduce disparities in enrollment, ensure staff receive training in evidence-based client
engagement strategies, and maintain thorough documentation of outreach efforts, referrals, and completed
trainings.

H.2.1. COE Client Identification Criteria

Each COE will be expected to develop a documented outreach process (see section H.2.4.3.) (i.e., referral
arrangements with an active MOU, a formal written referral agreement, a systematic process for checking for
eligible clients within specified organizations or a systematic case finding outreach process) that involves actively
recruiting clients from the treatment and non-treatment communities, not just from their internal programs and
referral processes (the origin or pathway needs to be documented in REDCap).

Each COE will develop a process for warm handoffs (WHO) from emergency departments, crisis services (EMS,
police, crisis response teams), hospitals (psychiatric & medical), residential programs, and incarceration (jails and
prisons). The WHO process includes a plan for accepting new clients within 24 hours of the WHO interception.
COEs will ensure that the referral sources for enrollment are documented in the client’s chart as well as in
REDCap. This guidance does not take the place of the DDAP funded WHO program and COEs should work in
conjunction with existing WHO programs in their area when establishing warm handoff processes.

Each COE has a written strategy for identifying as well as reducing disparities (e.g., racial, ethnic, cultural,
language, gender) in client identification or enrollment processes (see section H.2.5.).

Staff involved in client identification have received training in evidence-based client engagement strategies (i.e.,
use of Motivational Interviewing Principles) and the identification process. COE staff have up to one year to
complete required training (see section F.2. for full list of staff competencies). COEs should select staff training
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thatis best for their model and staff makeup. They may reference relevant DDAP trainings as necessary. COEs
should keep documentation of completed trainings in organizational training logs.

*Itis recommended that the COE keeps a record of outreach attempted to local organizations (e.g., SCAs,
hospitals, correctional facilities, and other SUD programs) for MOUs and WHOs.

H.2.2. MCO Client Identification Criteria

MCOs will verify that the COE has a demonstrated outreach process that involves one or all the three processes
listed (i.e., referral arrangements with an active MOU/referral agreement; systematic process for checking for
eligible clients within specified organizations/communities, and/or a systematic case finding outreach process)
through the submission of service descriptions.

MCOs will assist COEs in the connections to local organizations or other providers to assist in the MOU and WHO
process.

MCOs can review COE REDCap data quarterly through University of Pittsburgh provided reports to track referral
sources for clients enrolled with the COE and can work with the COE to identify gaps in referral/identification
sources.

MCOs can confirm through COE’s service description that the COE has a process developed for reducing
disparities, MCOs can verify that the process is used appropriately through a comparison of client claims,
demographic data, and regional demographic data.

MCOs can confirm through submission of training logs that the COE staff involved in client identification have been
adequately trained on the identification process and evidence-based client engagement strategies. MCOs can
determine when and how the information is acquired.

Through chart review and/or review of COE’s policies and procedures, MCOs can confirm the documentation of
items related to Identification outlined in the Fidelity Guidelines Documentation Guidance.

H.2.3. Warm Handoffs

A “warm handoff” (WHQO) refers to a direct and coordinated transfer of care where a client is personally introduced
from one healthcare provider or service to another. This process typically involves a face-to-face meeting where
the current provider, such as a PCP or counselor, physically or virtually introduces the client to the next provider,
such as a specialist or treatment center representative. The warm handoff ensures that the client does not fall
through the cracks during transitions in care, fostering continuity, trust, and immediate engagement with the new
service provider, which is crucial for individuals in vulnerable situations.

H.2.3.1. Benefits of Warm Handoffs

AWHO is a real-time, personal interaction between individuals to ensure a smooth and supported transition of
care for someone in need of services, especially during high-risk periods such as discharge from a higher level of
care to community-based services.'® Research highlights the importance of coordinated care transitions for
individuals with OUD, as individuals with OUD are at higher risk of return to use and overdose following the
transition from one level of care to another.'®'% Yet, all care transitions carry risk including those from EDs or
primary care settings to BH services.'® These considerations are also important for mental health risks, as nearly
thirty percent of people who die by suicide visit a healthcare provider in the week before their death.”®® WHOs can
occur between internal departments or between agencies. To maintain continuity of care between agencies or
staff, the sender should directly communicate necessary details to the receiving provider.'®'%2 This
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communication should occur in real-time through in-person meetings, telehealth, or phone communication rather
than solely relying on EHRs or paper-based referrals, which lack immediate feedback or observation.'9%.19%-1%

Studies show that WHOs improve engagement with services and satisfaction with care. For instance, individuals
with SUD introduced directly to support providers during treatment had better six-month outcomes than those
receiving only a list of local support.’**In addition, those referred via in-person warm handoffs were three times
more likely to access mental health services than those referred electronically.”®* Similarly, families referred
through a telehealth-enabled WHO for mental health services were three times more likely to complete their intake
screening compared to standard referrals.’® WHOs have also been demonstrated as an equally effective approach
for tobacco cessation enrollment when compared to traditional quit-line information distribution methods.'”
There are also benefits for the care providers as WHOs have been shown to improve provider knowledge of
individuals’ needs’ and lead to fewer communication issues between team members.’*® Research has shown that
collaborative relationships characterized by friendliness are associated with expanded joint programming and
consultation, which increases social capital and promotes the use of evidence-informed practices.' These

findings underscore the effectiveness of WHOs in improving connection to care.

COEs can conduct WHOs in a variety of ways. For example, they may partner with a local emergency department
to engage clients who have recently experienced an overdose or collaborate with county providers who refer
clients when appropriate. Another approach is to establish co-located services, where COE staff are given
dedicated space at a partner organization to support clients referred for services. Additionally, COEs may develop
partnerships that allow them to be contacted when someone is in need, enabling them to travel to the client and
transport them to the appropriate level of care.

H.2.3.2. Importance of Building Community Partnerships

Community partnerships serve as the backbone of effective enhanced CM.' Partnerships with external agencies
enhance the effectiveness of WHOs by fostering clear, real-time communication and mutual understanding
between teams.?* Collaborative relationships between sending and receiving providers create a foundation for
timely information exchange, shared accountability, and smoother transitions of care.?*® Forming and maintaining
effective relationships with other entities within the community is a way to bridge gaps between care providers,
social service organizations, and community stakeholders, creating a more comprehensive network of support. By
collaborating with multidisciplinary partners, CM providers can offer comprehensive yet tailored support that
empowers clients and fosters trust.>®' For populations at high risk of overdose, these partnerships ensure timely
access to critical services such as MOUD, crisis response, mental health support, housing, and harm reduction
tools.?®" Collaboration is an important element in providing care as it fosters open communication and reduces
redundancies.?*®> Regular communication among providers facilitates a comprehensive understanding of the
client’s circumstances, allowing a responsive approach to emerging risks and crises.”®?%

Community partnerships are also important for ensuring effective referral processes. These partnerships support
the development of WHO protocols to ensure continuity for clients moving between systems.?® Effective referral
networks rely on pathways with diverse community partners.?** When considering SDOH needs, partnerships
increase an organization’s capacity to address factors that often act as barriers to recovery.?** No single agency
can effectively meet every need of the clients it serves on its own. Human needs are often complex. By diversifying
resources through partnerships, organizations can focus on their strengths while ensuring that clients have access
to the broader spectrum of support that maximizes the quality and scope of care.
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H.2.3.3. Developing Partnerships with Healthcare Systems

OUD care providers can improve whole-person outcomes for clients by developing strategic partnerships with
physical healthcare systems, such as hospital systems, primary care, pain care providers, and specialty care.3*2°5
219 COEs can play a vital role in facilitating these partnerships by coordinating care, establishing referral pathways,
and integrating services to ensure clients receive comprehensive, person-centered treatment. Research has
shown that services that span different types of care can lead to improvements in both unmet social needs and
self-reported health outcomes, and COEs ensure clients are screened for health and social needs while actively
connecting them to appropriate services through comprehensive care coordination and follow-up.?""*'* For
instance, an increase in WHOs from Community Health Workers to families with identified social needs within
primary care demonstrated how teams can not only improve care coordination between physical and BH services

but also more effectively address social needs.?"

In the area of infectious disease, partnership has allowed for program development, data-sharing, pilot
innovations, and the coordination of responses to trends in identified health conditions.?*® This has been done in
various ways such as co-located services, MOUD provision, and harm reduction (e.g., naloxone distribution);
embedded SUD staff in EDs; and the use of community health workers, peer navigators, and social workers to help
clients navigate services, attend appointments, and maintain long-term engagement in care.?®® By establishing
referral pathways, co-location models, or shared care agreements, COEs and their partners can foster more
coordinated care across sectors.?>?'° These collaborations help to bridge gaps in care for clients with complex
medical and BH needs.?**?'° These partnerships also offer opportunities for cross-training and shared
understanding of treatment goals, reducing stigma, and improving client trust.2%>'°

H.2.3.4. Developing Partnerships with First Responders

First responders, including EMS personnel, firefighters, and law enforcement officers, play a critical role in
addressing the opioid epidemic by identifying overdoses and providing immediate care, including administering
naloxone to reverse overdoses.?'*2'¢ They frequently respond to emergencies related to substance use and other
health or social challenges faced by people who use substances.?'*?'® Beyond emergency response, first
responders can connect individuals to treatment and recovery services, linking people with follow-up care and
support.2'5217218 \Working alone or with partner agencies, they can distribute naloxone, refer individuals to services,

and facilitate care transitions.?'®

Collaborative efforts between first responder agencies and COEs help identify community needs, improve care
coordination, and develop strategies that reduce ED costs, arrests, jail admissions, and improve access to care.?'®
The first step is identifying local first responder agencies to partner with, then building a meaningful relationship
and establishing referral protocols to the COE. Engaging first responder leadership, aligning with their mission, and
highlighting benefits like reduced overdoses and emergency transports strengthens buy-in, which is crucial for
implementing referral pathways.?' To remind first responders to make COE referrals, agencies can place the
referral number in vehicles or on clipboards/tablets, distribute COE marketing materials or business cards, or
leave behind naloxone kits, regardless of hospital transport.?'® Building trust with the agency is key and can be
achieved by sharing experiences with individuals with OUD and providing data on the opioid crisis. COEs play a
critical role in strengthening partnerships with first responders to ensure individuals experiencing overdoses are
connected to the care they need. By proactively engaging first responders, streamlining referral pathways, and
addressing stigma, COEs can help shift emergency response efforts toward long-term recovery solutions.?'®* COEs

should take the lead in developing sustainable collaboration models that improve community outcomes.
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H.2.3.5 Developing Partnerships with the Criminal Justice System

A priority population for the COE is individuals recently released from incarceration. By partnering with public
agencies such as law enforcement, corrections facilities, and the courts, the COE can help mitigate the punitive
measures of the court systems and direct individuals with SUD to their chosen recovery pathway. Potential
criminal justice partners include public organizations (e.g., law enforcement, courts, probation), private entities
(e.g., private prisons, legal service providers), and community organizations (e.g., hon-profits, advocacy groups,
reentry programs, treatment providers, faith-based organizations). Some of the challenges of forming partnerships
with members of the criminal justice system include jails or prisons restricting access to MOUD, organizations
being resistant to new partnerships due to existing partnerships or stigma, and communication challenges such as
common jargon and inability to find common ground.?'%2°

Engaging with various personnel within these organizations, such as probation officers or case managers, who
work directly with clients is essential. Even without a formal referral agreement, collaboration to provide
information and resources to clients is possible. Regular meetings and check-ins are key for building strong
relationships.?' Connecting justice-involved individuals to a network of treatment options ensures access to vital
recovery resources, supporting reintegration into the community and reducing recidivism.?*>?* When engaging
with the criminal justice system, aligning messaging with shared goals like public safety and reducing recidivism is
crucial. Focusing on rapid access to treatment, improved health outcomes, and highlighting data on reduced
recidivism through effective treatment strengthens these partnerships. These collaborations allow COEs to offer
comprehensive support, ensure coordinated care for individuals transitioning from incarceration, and reduce the
likelihood of return to use.?*® Additionally, these partnerships may open up new funding opportunities, as many
grants and policy initiatives focus on integrated health and justice solutions.?*

Some ways COEs partner with the criminal justice system include providing CM and MOUD for incarcerated clients
through collaborations with local county jails. Others arrange visits to support existing clients while they are
incarcerated at correctional facilities, ensuring continuity of care. Additionally, COE staff often advocate on behalf
of clients during court proceedings or are present at treatment court to facilitate rapid access to treatment. These
efforts highlight how COEs can engage with the criminal justice system to support individuals with SUD, promote
recovery-focused interventions, and facilitate smoother transitions back into the community.

H.2.4. Outreach

“Qutreach” refers to the proactive efforts made by the COE to connect with individuals, communities, and
organizations to identify, engage, and support those who may be struggling with OUD. Outreach activities may
include community education, public awareness campaigns, collaborations with local healthcare providers, visits
to high-risk areas, and direct engagement with potential clients and their families. The goal of outreach is to raise
awareness about available services, reduce stigma, and ensure that individuals who need treatment and support
are aware of and can access the comprehensive care provided by the COE. Tracking outreach attempts could be
helpful for coordinating follow-up or understanding of where outreach has already occurred.

H.2.4.1. Marketing Strategies for COE Services

Marketing COEs is essential for building relationships, increasing visibility, and attracting both clients and skilled
staff.?> The literature makes it clear that any kind of healthcare marketing is complex, as there are few
standardized approaches, and many strategies must be developed specifically for the field rather than adapted
from other industries.?”® Healthcare providers should actively market their services to create awareness,
differentiate themselves from competitors, and appeal to potential employees, especially in a time of workforce
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shortages.?”® Given the increasing standardization of healthcare services and the growing emphasis on reputation,

effective marketing is crucial to maintain relevance and sustain operations.?*

COEs have found it helpful to adopt a strategic and compassionate marketing approach that balances visibility
with trust. An effective strategy should generate awareness, highlight available services, and reach individuals
actively seeking enhanced CM while fostering credibility with clients, families, and referral sources. Clear, stigma-
free messaging is an important consideration to make it easier for individuals to understand and access care. It is
important to ensure that messages are specific, concise, and appropriate for different literacy levels. Information
from the COE’s client-facing service description can be adapted for different audiences, such as the public or
other service providers, to create marketing materials that maintain consistency while clearly outlining how to
access services. This approach reinforces the COE’s commitment to high-quality, compassionate care while
making services more accessible to those in need.

H.2.4.2. Where to Market COE Services

Marketing COE programs can include outreach within settings where messaging will reach those in
| need of services and key referral partners. Digital platforms like Facebook, Google Ads, and LinkedIn
fQ\/_‘ can provide broad exposure. Listing a COE program in trusted directories like SAMHSA’s
FindTreatment.gov or Psychology Today can also improve discoverability while online

advertisements that appear based on a user’s physical location may help attract nearby individuals seeking care.
To reach those in need of services, flyers or pamphlets that can be left at places where people who use substances
congregate like shelters, laundromats, or parks may help to reach prospective clients who lack digital access and
who may not attend a recovery event. Local engagement may be helpful in engaging key referral partners. This type
of engagement can include participating in community health fairs, sponsoring recovery-related events, and
collaborating with other providers, which can help integrate COE programs into regional care pathways. People
who use substances are likely to have contact with criminal justice providers, including law enforcement, first
responders, and others who can serve as important referral sources, making outreach to these partners an
important strategy.'® In addition, building relationships with insurers and policymakers could enhance credibility
and expand access for those seeking care. By combining digital outreach with community-centered engagement,
COEs can establish themselves as a trusted resource for those on their recovery journey.

H.2.4.3. Sample Outreach Plan

Effective outreach is essential for engaging new clients and ensuring appropriate referral sources to address
client’s needs.?* This proactive approach not only helps to build trust and foster strong community relationships
but also boosts the impact of programs by reaching and supporting those who are most in need.?*® This document
provides actionable recommendations for COEs to enhance their outreach efforts.

1. Establish Partnerships
a. lIdentify potential partners: Focus on organizations that engage with high-risk populations for
OUD, including hospitals, primary care providers, mental health clinics, courts, probation, parole,
and SDOH providers (e.g., food banks, harm reduction services, and housing providers).?*®
b. Develop MOUs and referral agreements: Create Memorandums of Understanding (MOUs) and
formal written referral agreements with partner organizations. The agreements should detail the
referral process, roles, responsibilities, and how information will be shared while complying with
confidentiality laws.??®
c. Engage regularly: Conduct regular meetings with partner organizations, including potential case

conferences, to ensure they understand the referral process, the services offered by the COE, and
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how to coordinate comprehensive care. These sessions also help identify clients appropriate for a

COE referral and engage potential clients effectively.??’

2. Outreach

a.

Community outreach teams: Deploy outreach teams to engage directly with the community in
high-risk areas, including conducting educational sessions, participating in community events, and
offering on-site preliminary assessments.?*’

Social media: Create awareness and provide information about OUD treatment options and COE
services through social media and digital platforms targeting both treatment and non-treatment
communities.??

Educational workshops and seminars: Organize educational workshops and seminars in
collaboration with local libraries, schools, community organizations, and places of worship.??®
Partner with employers: Work with local employers to provide information and resources about

OUD to their employees.?*®

3. Referral process

4. Nurture Partnerships

a.

a.

a.

Referral process: Develop a system for receiving referrals from both internal and external sources.
Monitor the utilization of this system and document the referral source for all clients to streamline
the referral process effectively.?*®

Timely response protocol: Implement a structured protocol to ensure timely responses to
referrals, including initial contact with potential clients. This protocol prioritizes prompt
engagement and support for incoming referrals.??®

Follow up: Ensure referral sources are promptly updated about missed appointments,
cancellations, or instances where individuals are referred to other specialists for more appropriate
care. This transparent communication strengthens collaboration and maintains continuity in client

management.??
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b. Adapt: Continuously adapt outreach strategies based on feedback and data analysis (Figure 8).
Identify successful approaches that can be scaled and new opportunities for partnership or
outreach.?

H.2.4.4. Principles for Developing Clinical Collaborations with COE Service Providers

For each type of service, determine the desired and likely frequency the average COE enrolled client will need to
access the service. The following are issues for consideration in determining the number of clients who will need to
be effectively connected with services such as mental health, primary care, MOUD, dental care, gynecologic/
obstetrical care, pediatric care:

1. What are the projected average humbers of clients who will need these services at the frequencies
recommended by the US Preventative Services Task Force (i.e., yearly, semi-annually, monthly, weekly,
daily)?

2. From this projected average number and contact frequency, determine the range in number of available
service providers needed to meet the anticipated clients’ needs. When determining the projected average
number, COEs should consider the proportion of clients who already have a suitable service provider when
determining the number of service providers to which a referral agreement is needed.

3. Determine if issues such as type of third-party payer accepted, accessibility, and receptivity to COE client
population would require an even larger pool of potential service providers.

Approach potential service providers ensuring that they are in areas convenient to the enrollees, will accept their
third-party payment, and are willing to take the enrollee on as a client. In approaching these providers develop
clear expectations for how frequently they will be asked to take on a client and what they can expect regarding how
the client’s access will be managed and monitored by the COE. Ensure that written materials are provided that
explain the COE program in a clear concise manner.

For some service providers such as MOUD, mental health, primary care, and obstetrical care service providers itis
recommended that a collaborative referral agreement be executed between the COE and the service providers that
permits, with appropriately applied enrollee consent, the sharing of basic information such as service access
dates. These agreements provide vital information to the COE CM service functionalities that permit it to ensure
that the enrollees are consistently accessing the services they may require.

The COE should consistently survey their enrollees to determine the reasons why they are not accessing services
to which they have been referred and from this ascertain whether it should expand its list of collaborating service
providers. The REDCap data reports will also assist in identifying gaps in service access for COE enrollees.

H.2.5. Strategies for Reducing Disparities

A written strategy for reducing disparities is essential for delivering
culturally responsive services. By outlining clear objectives and methods

COE Learning
based on demographic research and organizational self-assessment, the Network:
plan serves as a blueprint for action.?®" It ensures consistent Addressing
implementation, facilitates progress tracking, and enhances service Disparities

delivery by evolving to meet the community’s diverse needs.®’ This
strategic document strengthens organizational accountability and
commitment to cultural humility.®" Table 8 outlines the essential

components of a written strategy to reduce disparities that COEs can use
in developing an individualized strategy for their COE program.
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Table 8. Essential Components of a Written Strategy to Reduce Disparities?®’

Section Components

Introduction = Purpose: Define the aim of the strategy, highlighting the importance of
equitable access and the commitment to reducing disparities in the
identification and enrollment processes.

» Scope: Outline the areas of service or sectors the strategy will cover,
specifying the types of disparities (racial, ethnic, cultural, language,
gender, etc.) it aims to address.

Background and Rationale « Context: Provide an overview of the current situation within the COE’s
service area regarding disparities.

« Detail methods for collecting and analyzing data to identify existing
disparities, including using local data sources.

Goals and Objectives » Goals: State the goals of the strategy, such as reducing racial and ethnic
health disparities within the service area and achieving health equity
within the organization.

» Objectives: List specific objectives, including measurable targets for
identifying and reducing disparities.

o Break down the strategy into actionable steps with assigned
responsibilities.

o Provide a timeline for the implementation of each action item.

o Outline the resources (financial, human, technological) required.

Monitoring, Evaluation, and - Establish monitoring and evaluation mechanisms to track the

Reporting effectiveness and health impact of implemented programs. By
systematically assessing outcomes and collecting data, organizations
can identify successful interventions, address shortcomings, and
continuously improve strategies to advance health equity for all
individuals.

* Include in a written strategy:

o Data: Define indicators for measuring progress toward reducing
disparities. Detail ongoing data collection and analysis plans to
monitor implementation and outcomes.

o Reporting: Describe how progress will be reported to stakeholders
and the broader community.

o Feedback: Establish mechanisms for receiving and incorporating
feedback from clients and stakeholders.

o Review: Outline procedures for regularly reviewing the strategy’s

effectiveness and making necessary adjustments.

H.3. Client Enrollment

The COE enrollment section outlines items that COEs complete on the first day that they engage with the COE’s
enhanced CM program. Enrollment is described as a structured, interactive process. During enrollment, all eligible
clients receive a program overview and formally consent to enrollment, acknowledging their choice to receive COE
services. Rapid access to MOUD is encouraged alongside the enrollment process, ensuring timely initiation of
treatment without delays. Enrollment includes a face-to-face or telehealth meeting, receipt of contact information
for the COE team, confirmation of service eligibility, completion of necessary paperwork, and a rapid assessment
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of immediate needs. Arapid CM plan is developed to support engagement, address urgent health and social
needs, and reduce the risk of disengagement during the initial 30 days of COE services.

H.3.1. COE Client Enrollment Criteria

Enrolling clients in the COE requires a formal, interactive process that cannot be automated, (i.e., assigning clients
to the COE) and must include the following requirements:

e Allclients who are eligible for the COE must be provided with a brief description of the program (verbal or in
writing).

e Allclients must sign a formal consent to enrollment in the COE before they can be enrolled, this consent is
an acknowledgement and acceptance to receive COE services (see section H.3.4.2. for consent form
example).

e COE consent forms should include language that indicates the COE as the client’s choice of provider for
COE services.

For WHO encounters, enrollment in the COE may be delayed until the person can understand the purpose of COE
program and provides consent for COE activities (it is recommended that COEs delay enrollment until the person’s
readiness for treatment can be determined).

COE programs are encouraged to offer rapid access to MOUD before or during the enrollment process but must
not delay access to MOUD while completing the COE enrollment process; in other words, initiate buprenorphine or
methadone rapidly while completing the enrollment process (a person may receive MOUD but decline the COE
program). It is recommended that COE clients who consent to receive MOUD are inducted on MOUD within 24
hours of initial contact, as outlined in the MA Bulletin.

e Pathways to prescribers can include, but are not limited to: prescribers on the COE team that offer on-site
inductions; telehealth if the COE prescriber is not on-site at the time of enrollment; telehealth prescribing
by a bridge clinic; or same day referral and access to a verified COE partner prescriber.

e COEs were required to outline their process for rapid MOUD induction to enroll as a COE provider. These
processes should be updated in the COE service description as changes are made.

Rapid access to MOUD is encouraged as a parallel process to the COE and not after these steps are completed.
COE clients are not required to be on MOUD to receive COE services, MOUD is client choice. COE staff should
encourage the use of MOUD as an evidence-based best practice.

After acquiring consent for COE services, the following additional steps for enrollment should be completed:

e A meeting with a COE team member, preferably face-to-face, but may occur by telehealth; this will likely be
the same person acquiring the consent and providing the overview of the COE program (if during WHO, it
may require more than one meeting);

o Selection of face-to-face meeting vs. telehealth meeting should be based on client need and
preference.
Telehealth meetings should follow organizational and OMAP)and OMHSAS policies.
Face-to-face meetings can occur in the office or in the community via mobile engagement

e Clientreceipt of contact information for their COE team should they need to contact them for support prior
to the next scheduled appointment;
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Determine that the person resides in or is going to reside in the service catchment area and can receive
care management services;

COE-specific enrollment paperwork to include the completion of ROls for providers in the area to allow for
coordination of care and ROls to release de-identified data to MCOs, DHS, and the University of Pittsburgh.
COEs should document in the client’s chart the outreach to other COEs, MOUD, and care management
providers in the area to avoid client duplication (see section H.3.6. for best practices for avoiding
duplication);

A rapid assessment of needs following the fidelity guidelines below (can be brief to cover basic
requirements including review of immediate HRSN/SDOH needs, referrals to address these immediate
needs, suicide risk screening, and provision of MOUD education — more detailed data collection can be
collected over days or weeks);

If any screening tool (C-SSRS, GAD-7, etc.) was completed by staff outside the COE (an outside agency, an
SUD treatment department of the facility, etc.) on the same day as COE enrollment, COE staff should
obtain and review those results with the client and determine if an assessment is needed. COE staff should
document in the client’s chart that these screening results were reviewed and updated as needed. If
clinically appropriate, the screening should be repeated at COE enrollment. A rapid care management plan
which should focus on helping the person stay engaged in COE services and substance use, mental health,
and/or medical treatment services— a more detailed plan can evolve over time (see section H.4.4.10. for
sample rapid care plan template).

o Arapid care management plan is intended to reduce the risk of disengagement during the initial
30 days of COE enrollment.

o Itisrecommended that COE staff focus on the highest indicated needs (e.g., transportation;
housing; harm reduction).

o Itisrecommended that the rapid care plan and strategies for preventing disengagement be
documented in the client’s intake note in their electronic record (see section H.4.4.11. for
sample strategies for presenting disengagement).

Once these requirements have been completed, the enrollment date must be entered into REDCap - this date will
begin tracking retention by the University of Pittsburgh.

The following items must occur on the client’s COE enrollment date:

1.
2.

5.

Confirmation of COE eligibility (using inclusion criteria).

Completion of intake assessment(s) / screening(s) (which takes less than 120 minutes and is completed in
whole).

Development of rapid care management plan.

Completion of COE-specific enrollment paperwork.

Introduction to case manager (preferably face-to-face and not telephonic or via referral).

If additional information is required, that can be assessed during a subsequent meeting, but enrollment is
considered to have occurred at the completion of all the above activities during one session on one calendar day.
The above must be documented in the client chart.

Every COE ensures that staff involved in the above enrollment activities have received training in conducting the
activities and in evidence-based patient engagement strategies. COE staff have up to one year to complete
required training. COEs should select staff training that is best for their model and staff makeup. They may

66 |

Page



reference relevant DDAP trainings, as necessary. COEs should keep documentation of completed trainings in
organizational training logs.

H.3.2. MCO Client Enrollment Criteria

MCO can confirm through chart review that the enrollment activities have been conducted during the first visit for
each client.

MCO can confirm through chart review that there is an enrollment date for each client that corresponds to their
rapid care management plan development.

MCO can confirm through submission of training logs that the COE staff have received training on enrollment
process and evidence-based engagement process.

Through chart review and/or review of COE’s policies and procedures, MCOs can confirm the documentation of
items related to Enrollment outlined in the Fidelity Guidelines Documentation Guidance.

H.3.3. Medications for Opioid Use Disorder Rapid Access and Education

MOUD can play a pivotal role in the recovery journey of an individual with OUD. When a client consents to receive
MOUD treatment and it is clinically appropriate, MOUD induction should not be delayed based on assessment and
intake timelines or dependent on behavioral therapy or COE participation. When office-based induction hinders
rapid access to MOUD, alternatives like bridge clinics, telehealth, and home-based induction should be
considered.??

H.3.3.1. Importance of Rapid Access

The 2023 National Survey on Drug Use and Health found that only about 1 in 4 (23.6%) of individuals received
substance use treatment that were classified as needing treatment.’® Rapid access methods are a way to bridge
this treatment gap, as they allow the provider to meet the client where they are and use the momentum of the
decision to make a change.?*® This timely intervention enhances the likelihood of successful treatment and
empowers clients to take an active role in their care, facilitating meaningful and lasting changes in their health
journey. Utilizing methods to facilitate rapid access to MOUD is vital as research has shown that clients seeking
SUD treatment are approximately eight times more likely to attend medication and treatment appointments, if they

are inducted on the same day compared to waiting two or more days.?*

H.3.3.2. Pathways to Rapid Access

For individuals with OUD, the ability to initiate treatment quickly can be lifesaving. Delays in treatment initiation
can lead to disengagement, overdose, or continued substance use. Several innovative pathways have emerged to
enhance access to MOUD by reducing logistical, structural, and bureaucratic barriers that often delay treatment
initiation. These include bridge clinics for short-term treatment, telehealth or home-based inductions, and priority
scheduling based on clinical need.?*®
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H.3.3.2.1. Telehealth

Telehealth offers a convenient alternative for clients facing challenges traveling to a physical healthcare facility.
This approach utilizes technology to connect clients with healthcare providers remotely, ensuring they receive
essential care from the comfort of their own homes.?*? Research has demonstrated that both office-based and
home buprenorphine induction methods are safe and effective in managing addiction treatment. These findings
highlight the flexibility and accessibility of telehealth services, making it easier for clients to receive the support

they need without the barriers of transportation limitations.?*

H.3.3.2.2. Bridge Clinics

Bridge clinics offer a streamlined approach to healthcare, delivering quick COE Learning
and easily accessible short-term services for individuals seeking Network:
assistance. In these clinics, practitioners can prescribe buprenorphine Bridge Clinics
while clients await their initial appointments with their designated
treatment providers. Clients can choose between in-person consultations
or virtual appointments, ensuring access is available in the best format
that suits their needs.?%2%

H.3.3.2.3. Priority Scheduling

Priority-based scheduling assigns clients different wait times based on their specific healthcare needs. For
instance, clients struggling to remain engaged in treatment may be offered appointments that accommodate their
specific needs, preferences, or circumstances. This approach differs from routine follow-up visits, which are
typically scheduled based on general client trends. Priority-based scheduling creates multiple queues, each with
distinct wait times, thereby allowing for more timely access to MOUD.

H.3.4. Client-Facing Enrollment Resources

This section provides an overview of key client-facing enrollment resources, including releases of information,
program descriptions, and consent to treatment. There is also valuable information offered about client orientation
to the COE’s enhanced CM services. These resources help ensure that clients are well-informed about the services
they will receive, understand their rights and responsibilities, and provide necessary consents for participation. It is
essential to offer clear and accessible materials and communication to foster trust and engagement. The following
section will outline the purpose and importance of each resource in supporting client understanding, participation
in their care, and maintaining confidentiality throughout the process. While these resources are client-facing,
verbal instruction from healthcare providers is crucial to ensuring understanding of written materials. These
methods support clients’ autonomy by encouraging shared decision-making and enhancing client satisfaction.
Healthcare professionals should prioritize understanding their clients’ concerns and providing thorough education
and counseling to ensure efficient healthcare delivery.

H.3.4.1. Client Consent to Treatment

The COE Fidelity Guidelines indicate that a client’s consent for services should be obtained prior to services
starting.5? While there is no clear standard on how informed consent should be incorporated into intake processes;
there is agreement that informed consent is the process where clients are made aware of their rights related to
treatment, along with the potential benefits and risks involved.®” The informed consent process is not only a
signed document but an ongoing process that integrates bias-free communication with clearly written
information.*® Obtaining informed consent refers not to the one-time moment of agreement, but to the entire
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process of gathering information, making a decision, and giving consent.?*® It is critical to consider whether the
client can make an informed decision in choosing to enrollin the COE. The criteria for determining a client’s
competence to make informed decisions includes the ability to express their choice, comprehend relevant
information, recognize the importance of the situation and available options, and logically assess the

alternatives.?®”

When implementing consent processes, it is important to consider the goals related to receiving informed
consent. The goals associated with informed consent include safeguarding clients’ rights, promoting independent
decision-making, delivering efficient healthcare, and fostering trust necessary for effective therapeutic
interventions.?*° Standard elements of consent include the clinical aspects of the diagnosis, treatment
recommendations, the potential risks and benefits of the treatment the financial costs associated with the
intervention, alternative options if the suggested care is declined, and the right to accept or decline care.?® For the
COE program these elements may include information about OUD, recommendations and benefits of CM, CRS
support, or MOUD services, the fact that services are reimbursed through their MA insurance, other services or
providers available, and the client’s right to refuse COE services at any point in time. It may also be helpful to have
the program expectations related to a client’s participation within the consent; for example, the client will meet
with COE team every 2 weeks for the first 2 months.

An informed consent process offers several possible positive outcomes for clients. It can help them to clarify their
priorities, set realistic expectations, and take a more active role in decision-making.?*' Informed consent may also
help clients recognize their ability to make decisions, address their vulnerabilities, and promote active involvement

in treatment, leading to better engagement and a lower likelihood of early discontinuation of care.?*
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H.3.4.2. Sample Client Consent Form

SAMPLE CONSENT FORM

<INSERT COE Name, Address, and Logo (if applicable)>

Agreement to Receive Centers of Excellence Care Management and Certified Recovery Specialist Services

As a patient interested in medication for opioid use disorder (MOUD), you may benefit from the care management
program our Centers of Excellence (COE) offers to Medicaid enrollees. The services available through our COE care
management program include:

e Helping you manage concerns relating to social determinants of health (e.g., housing, transportation, food
security, childcare etc.) as well as physical and behavioral health conditions.

e Making sure you can get in touch with your provider or care team 24-hours-a-day, 7-days-a-week, including
by telephone, email, and telehealth.

e Seeingthat you each time you come to the health center you see a regular provider or care team, whenever
possible.

e Working with you to develop and continuously update a care management plan for how to best care for
your health and social determinants of health needs.

e Helping you work with and coordinate care across different providers and settings, including specialists or
other providers, hospitals, and emergency departments.

Your Rights

As part of the COE care management services, you will receive a copy of your care plan each time there is an
update. You have the right to stop COE care management services at any time (effective the end of a calendar
month). Please contact the COE at (xxx) xxx-xxxx to withdraw your consent and discharge from the COE. A
discharge plan will be completed with you at that time.

You agree and consent to the following by signing this agreement:
You consent to XXX COE providing care management and certified recovery specialist support services to you.

e You agree to allow XXX COE to bill Medicaid for these services during any month that we provide at least 20
minutes of care management and/or certified recovery support services to you.

e You agree to meet with a care manager or certified recovery specialist a minimum of one time per month to
discuss and update a care plan which includes the identification of social determinant of health needs and
physical/behavior health needs.

e You are aware that only one provider or hospital can provide and bill for COE care management services for
you during a calendar month. Please let us know if you receive these services from any other provider
during any month.

e You agree that the COE can share deidentified data to behavioral health managed care organizations,
physical health organizations, the Department of Human Services, and the University of Pittsburgh.

Patient Name:

Signature:

Date:
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H.3.4.3. Release of Information

An authorization for release or ROl is a designated form and procedure used to obtain a client’s consent to disclose
protected information for a particular purpose.?*? ROls enable communication between the treatment provider and
partners such as referral sources, courts, other healthcare providers, and those with a legitimate need to know.>**
This authorization allows the provider to share specific treatment details with an organization and/or a designated
individual until the consent expires on a specified date or upon meeting a certain condition.?** SAMHSA’s
confidentiality regulation Title 42, Part 2 of the Code of Federal Regulations (42 C.F.R. Part 2)% protects the privacy
and confidentiality of identifying information for individuals involved in substance use services.® Due to the
stigmatization of substance use, the regulations ensure that a client receiving services for a substance use
condition is not put at greater risk than someone with the same disorder who does not seek treatment.?** To learn
more about confidentiality, refer to section G.2. While some clients may be reluctant to sign a release of
information, a strong client-provider relationship increases clients’ willingness to disclose sensitive SUD
information, as they feel confident that their information will be used to support their care and managed
responsibly.>** Clearly explaining the use of clients’ SUD information and/or data reduces client anxiety and
encourages consent by highlighting its role in their safety and care.?**

Discussing the need to release information with the client during their enrollment into the COE is important. The
enrollment section of the Fidelity Guidelines outlines specific enrollment paperwork that should be completed
upon COE enrollment. That paperwork includes the completion of ROls for providers to allow for coordination of
care and to release de-identified data to MCOs, DHS, and the University of Pittsburgh. Establishing ROls for
providers the client is involved with and/or the members of the client’s support system (e.g.; family, friends) allows
for coordination of care, permitting the team to outreach to these entities if the client becomes absent from COE
services. In addition, ROIs support the COE team in coordinating care with other service providers with which a
clientis engaged so that services are not duplicated, progress can be shared, and successful strategies may be
communicated.

While ROI completion is encouraged during the enrollment process; they should be completed anytime a client
begins working with a new provider where coordination is necessary or new members of their support system need
to be communicated with regarding the client’s care.

H.3.4.4. Client-facing Program Descriptions — Orientation

When conducting screenings and assessments for enrollment in the COE program, orienting clients to the COE is
essential. Making this initial step as client centered as possible and focusing on establishing a therapeutic
relationship is a strategy for enhancing retention and, in turn, improving outcomes.?* It is essential for COEs to
consider who conducts the intake and orientation process. This person should have genuine respect for and
interest in the client, possess strong communication skills, and approach the interaction with a client-centered
mindset.?** Overall, healthcare providers should be respectful and attentive to each client’s unique preferences,
needs, and values, ensuring that these values inform all decisions.?*® This client-centered approach is critical,
striking a careful balance between gathering enough information for appropriate care decisions and respecting
clients’ emotional and physical readiness to participate and share sensitive details.?*® It is equally important for
clients to feel welcomed and have a positive experience when they are entering the COE program.?’

The overall clinic experience can impact care efforts, as punitive or dismissive staff may deter clients from
returning for follow-up.5? Setting clear expectations is key; clients should be informed about the CM process and
what to expect.®? This can be achieved through a detailed program description, as recommended in the Fidelity
Guidelines, which outlines the services offered and highlights the potential benefits of enrollment.
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For clients to be fully engaged, they must be able to access, understand, and communicate health information
effectively. Supporting engagement based on a client’s health literacy may involve using clear and simplified
language to reduce confusion, offering examples that align with their lifestyle and cultural background,
incorporating visual data representations, and integrating decision-support tools throughout the care process.*® In
a health-literate care model, information should be communicated in a way that aligns with the client’s level of
understanding and extends across all areas where services take place, including the clinical setting, home, and

community.24®

Providing client education and support that aligns with their needs and
health literacy can enhance their confidence in managing their health.
Access to accurate, reliable information is essential for client engagement
in decision-making, care, and self-management. When this information
comes from a trusted professional, it can help prevent clients from being Implementation
influenced by misleading or commercially biased sources.?* Plan:

Orientation
An orientation serves as the first step in the COE program, offering an

overview of the COE’s rules and requirements, the client’s rights and duties,
and the protections in place for confidentiality.?*” During this time, a COE

team member should address any specific questions as well as common
elements like the anticipated duration of services, the frequency of CM
sessions, and the program’s scheduled hours.?*” Key COE program information should be reinforced through verbal
explanation or written information, such as a handout.?*” Orientation also offers a chance for staff members,
including the program director, to introduce themselves, greet new clients, strengthen clients’ motivation to
continue treatment, and guide them into their respective roles.?*’

Orientation can help alleviate any ambiguity or fears clients may have about starting a new program. Examples of
topics that COEs can include in their orientation are highlighted in Figure 9.
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Figure 9. Sample COE Orientation Topics.

COE Communication
Procedures

COE Mission/Vision

COE Policies and Procedures

eDescribe how and what COE Confidentiality Practices
information will be shared
amongst team members

and other providers (e.g.,

*Forms that protect client rights

that impact the client

*Hours of operation
*Missed appointments
eSafety rules

*Drug testing
eDischarge information

COE Services Provided

*Helping clients manage
concerns relating to SDOH
(e.g., housing, transportation,
food security, childcare etc.)

el inking to services for physical
and behavioral health
conditions

eAssisting the client in building
recovery capital

eAddressing the client’s needs
related to their recovery journey

MOUD prescriber)

COE Team Members
e|dentify those that will
work with the client

*Provide contact
information for team
members

COE Service Details

*Where services are
available (community,
office, virtual)

eFrequency of services

COE Client Rights,
Responsibilities & Expectations

*Right to decline services at any
time & be treated with dignity and
respect

*Responsibility to participate in
care management service, to
inform COE of changes in contact
information & comply with
program rules

eExpectation of client actively
participating in care planning

COE Team Responsibilities

*Provide services
*Protect confidentiality

e|nform and educate clients on
treatment and resource options

eCoordinate client’s care
eDocument services provided

Clearly communicating the scope of the COE program to the client on day one, including an explanation of the
suggested frequency of visits with the CBCM team and the COE’s outreach strategy, should the client not be able
to be reached for future visits. By addressing the client’s immediate needs from the start, it ensures their
understanding of how the COE can assist them, fostering a sense of confidence and motivation to return for future

visits.

H.3.5. Strategies for Creating a Welcoming Environment

Creating a welcoming environment is essential for fostering trust and engagement with clients. This section
explores strategies that can help create such an environment, including the use of person-first language, and

ensuring that the diversity of staff reflects the community they serve. Additionally, it emphasizes the importance of
guiding clients through the intake process with care and sensitivity, making sure that processes are client centered.
These approaches can contribute to an atmosphere that encourages client participation and helps build a
foundation for ongoing participation in CM.
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H.3.5.1. Diversity of Staff that Reflects the Community

Staff diversity can be a pathway toward meaningful engagement and rapport with clients and staff.?® An important
consideration for organizations that address SUD is ensuring that their decision-making and community-based
leadership reflect the population they aim to serve.?*® Workforce diversity has been identified as a potential
strategy to improve engagement in treatment among racially and ethnically diverse populations. The racial and
ethnic makeup of staff and clients plays a role in access and retention outcomes, such as wait time.?*® Workforce
diversity is also linked to improved OUD treatment retention; However, notably its effectiveness is shaped by
broader structural and organizational factors involving a supportive infrastructure and intentional program design
to ensure that diverse teams can translate into meaningful improvements in care and retention.

Efforts to foster a representative workforce reflect how well the organization is attuned the needs of both the staff
and the community it serves.?*° Diversity management, as described in the literature, involves not only the
organization’s cultural responsiveness but also the quality of leadership’s interactions with staff and the dynamics
between employees of varied backgrounds.?®' These elements contribute to employee satisfaction and, ultimately,
to organizational effectiveness.?®*?*" Importantly, the ability to manage diversity well is often rooted in the
organization’s broader culture and values, rather than in standalone initiatives.?%%"

The intent behind considering staffing that reflects the community being served is to receive valued input from
multiple perspectives, improve client outcomes, and to reduce barriers to care. Focusing on diverse staffing can be
a practical strategy to align care with their community’s needs and values.?***°>?%% The goal is not simply to meet a
quota but to create a care environment that fosters connection, cultural considerations, and access to services,
key elements shown to improve both provider-client relationships and overall treatment effectiveness.

H.3.5.2. Strategies for Helping Clients Through the Intake Process

Intake processes for CM and treatment services can be challenging for both clients and treatment providers.
Clients may face significant stress and discomfort when navigating detailed assessments that ask them to
disclose sensitive personal information.?** Providers have specific deadlines for completing some assessments,
adding additional pressure for clients and staff.®? The intake process is crucial for identifying the appropriate level
of care and ensuring that all treatment and non-treatment needs are addressed.? However, lengthy, repetitive
assessments can be overwhelming, especially for individuals experiencing withdrawal symptoms or emotional
distress, which may lead to disengagement from the treatment recovery process.?**

Effective intake strategies help bridge these challenges, improving
engagement from the start of treatment. Client-centered approaches like
personalized care plans, active listening, and collaborative decision-
making boost satisfaction by considering clients’ unique needs.?*® In

addition, culturally aware practices such as culturally sensitive Implementation

Plan:
Motivational

communication and culturally tailored interventions are another way to
foster trust, creating a more inclusive environment.?*® Culturally responsive

practices that promote an inclusive intake process include the use of Interviewing

standardized tools such as the American Society of Addiction Medicine During Intake

(ASAM) level of care assessment (LOCA) to efficiently identify substance

use severity and co-occurring conditions, helping to streamline care
pathways and reduce bias.>®” However, it can be helpful to consider ways to
reduce burden on the client related to the time commitment of the intake process. Providing clients with breaks or
time to decompress during lengthy assessments can make the intake process more comfortable for clients.?
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H.3.5.3. Intake Paperwork Reduction

Intake paperwork reduction refers to the process of simplifying and streamlining the documentation required for a
client to begin services.?®® Research suggests that reducing the administrative load on both clients and providers
has a positive impact on both client satisfaction and retention, as clients
feel more welcomed and understood in a process that prioritizes their well-
being over administrative formalities.?*® By streamlining intake forms,
providers such as COEs can increase the focus on discussing a clients’
immediate needs and goals, which improves rapport and engagement.®
Simplified paperwork enables staff to respond more quickly to clients’ Implementation
pressing concerns—such as securing housing, transportation, or mental Plan:

255

health support, facilitating faster and more targeted interventions. Intake Process

. . . Review
To reduce intake paperwork effectively, COEs can adopt a systematic

approach that includes eliminating redundancy. By implementing a

standardized form with distinct sections for medical, psychological, and

recovery support services, providers can capture comprehensive

information without overwhelming clients.?®® Using Ml (see section G.5.) and trauma-informed principles (see
section G.4.) when asking questions can also create a supportive environment, allowing clients to share
information in a way that feels respectful and relevant to their experiences.?®"' Electronic forms with conditional
logic can further streamline the process, displaying only questions that apply to the client’s specific
circumstances and reducing the time spent on unnecessary fields.?®® By focusing on the essential intake items and
presenting them in a structured, user-friendly way, COEs can make the intake process more efficient, thus
enhancing client engagement and improving long-term outcomes.

COEs can work with their TA POC and/or use an implementation plan developed by the University of Pittsburgh to
reduce duplicative questions throughout their intake process.

H.3.6. Strategies for Avoiding Duplication of Client Services

Duplication of services occurs when multiple COE providers deliver the same service to a client, leading to
inefficiencies and potential billing conflicts. This is problematic because it can result in fragmented care, client
confusion, and wasted resources. Ensuring that services are not duplicated helps maintain streamlined,
coordinated care, prevents unnecessary expenditures, and aligns with regulatory and billing requirements. A
suggested process for minimizing client enrollment in two COE programs (Figure 10) includes:

1. Assess client eligibility for the COE program.®>%°
a. Educate the client about the program and its benefits.
b. Allow clients to opt-out if they don’t want the enhanced CM the COE offers, even if the client
appears to need support.
c. Clarify to the client that COE program is separate from treatment.
2. Determine if the clientis already enrolled in a COE.
a. Askthe client if they work with a care manager or CRS at another COE in your area.
i. Review service titles to avoid confusion due to different program terminology.
ii. Some common titles of COE staff include care coordinator, care manager, case coordinator,
CRS, and mentor.
b. Ifthe clientreceives MOUD or is connected to other providers check to see if those locations are
COEs.
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C.

Check the Prescription Drug Monitoring Program (PDMP) to see what providers have worked with

the client recently and determine if these locations are COEs.

If another COE is involved with the client:

Understand that future duplication may arise. Talk with clients regularly to see if they have started any new
services. If a client begins treatment with or changes their MOUD provider, be aware of the possibility of

Do not automatically enroll if the client is already in another COE program.

Explain to the client that they must choose a single COE provider.

Respect the client’s choice to stay with their current COE or switch to your COE.

Obtain a Release of Information (ROI) if the client is agreeable.

i Work with the other COE location and determine, with the client, which services each will

provide.

duplication and address, as necessary.

Figure 10. Sample Process for Minimizing Duplication.

Assess Client Eligibility

COE program

Allow clients to opt out of
COE services

Clarify that COE is
separate from treatment

Educate clients about the

Determine if client is enrolled in a COE

Askif the client if they
receive other SUD related
services from another
provider

If the client receives
MOUD or other services
elsewhere, determine if
that provideris alsoa
COE

If another COE is involved

Do not automatically
enroll

Explain they must choose
one COE

Respect client’s choice
Obtain an ROI

H.3.6.1. FAQs Regarding Avoiding Duplication of Client Services

As the COE program has evolved, answers to frequently asked questions about duplication have been developed

to help COEs better understand this topic. Key questions and answers are outlined below.

Q. Can COEs have contracts with both BH and PH MCOs for their COE clients?
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A. According to COE Transition to Managed Care FAQs that is allowed; however, DHS encourages COEs to

select one during the application stage.

MCOs and DHS both encourage COEs to use a client choice form at intake. A client choice form is used to
identify other local providers that clients may be enrolled with including other COEs, drug & alcohol counseling
providers, SCAs, and/or CM services.

COEs should obtain a release of information (ROI) for all COEs in their area for care managers to confirm the

client’s enrollment and status.

MCOs encourage COEs to have signed consents for both PH and BH MCOs to provide effective and efficient

coordination of care.
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A COE may not bill both a PH and BH MCO for CM services rendered to the same member during the same
month.

Helpful Tips

e Become familiar with the local COEs in your region.

e Establish memorandums of understanding (MOUs) with relevant providers in your area to facilitate
collaboration.

e Create a comprehensive Informed Consent process to ensure client understanding and consent for
services.

e Conduct athorough review of all healthcare providers (both PH and BH) involved in an individual’s care and
request a signed Release of Information (ROI) to facilitate effective communication and collaboration.

e The University of Pittsburgh can assist in the development of client choice forms, or to identify COEs in your
region.

Q. How can COEs ensure that they are not billing for both BH and PH for the same client?

A. COE leadership should work with their fiscal/billing department to ensure that claims are not submitted for
both PH and BH.

Helpful Tips

e The University of Pittsburgh can send the original application and service description to COE leadership to
verify which type of specialty provider they applied to be (physical health/behavioral health).

e If your COE has billed both types of managed care in the past; make the determination internally and
confirm with the MCO that you will no longer bill for the G-9012 code.

Q. How can COEs ensure that they are not billing for clients who are enrolled in services at another COE?

A. COEs should obtain ROIs and outreach to the neighboring COEs to verify which organization will be
continuing client enrollment. Clients will be able to choose which COE they would like to continue enrollment
with based on their individual recovery needs, and the services and structure offered.

Limited and brief overlap of care (no longer than 2 consecutive months) is expected when clients are
transferring COEs, finding a COE that meets their recovery needs, and/or if the client is leaving/entering
residential substance use treatment.

If the COE refers out to a partner for MOUD prescribing, both parties are highly encouraged to have ROIs signed
by the client for effective coordination of care and minimization of care manager/ CRS service duplication.

COEs should develop and maintain positive working relationships with the SCAs in their region. There are
multiple SCAs in the Commonwealth that also function as COEs. Coordination and collaboration of CM and
ASAM LOCA are essential to ensure multiple providers are not submitting G-9012 claims for the same member.

Helpful Tips
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e [tisrecommended that COEs develop a “Consent to Treatment” for each COE client, as this may help to
identify which services are offered at your COE to assist clients in deciding which COE best meets their
recovery needs.

e The University of Pittsburgh can assist in the development of a “Consent to Treatment” form.
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o The University of Pittsburgh can also send your original application and service description to COE
leadership to identify which services to include in your “Consent to Treatment” form.

Q. What other services may be duplicative of the G-9012 billing code?

A. The following are services considered to be duplicative of COE CM services rendered using the G9012
procedure code:

e Drug and Alcohol (D&A) Level of Care Assessment

e Alcohol and/or other drug abuse (sic) service, not otherwise specified (D&A other requires service
description approved by the OMHSAS)

e Alcohol and/or drug services: case management (D&A Intensive Case Management)

e Alcohol and/or drug services case management (D&A Resource Coordinator) CRS services being
provided by another outside agency

Helpful Tip

Client choice and consent to treatment forms could help mitigate this risk by ensuring that the client is aware of
the services they are being provided at your COE.

Q. What parameters have been developed for COEs to follow when engaging/enrolling clients that are
currently in residential substance use treatment, or inpatient hospital stays for physical health concerns?

A. Coordinate with the MCO to which you will be submitting COE CM claims prior to proceeding, as guidance
on how to proceed may differ.

Integrating COE services while the client is in residential and/or inpatient can be beneficial in keeping these
clients consistently engaged as they transition back into the community.

Helpful Tip

ROIs and MOUs with residential and hospital-based providers will be essential for this collaborative care and
WHO.

H.4. Initial Assessment

The COE initial assessment process includes thorough documentation, staff training, and structured evaluations
to ensure clients receive appropriate care and support. COEs are encouraged to document any challenges in
completing required paperwork within specified timeframes and ensure that staff conducting assessments are
trained in evidence-based client engagement strategies. A rapid assessment of immediate HRSN/SDOH is
conducted at intake, with a full assessment completed within seven days, alongside suicide risk screening and
MOUD education.

Within the first 72 hours, an ASAM LOCA helps determine the appropriate treatment pathway. Clients receive the
BARC-10 within 30 days to support the expansion of recovery capital. Additional optional screenings, such as a
MOUD placement guide and risk screening tools, can further tailor CM interventions to meet client needs.

H.4.1. COE Client Initial Assessment Criteria

COEs should document the challenges with completing the outlined paperwork items when they are unable to
meet them within the specified timeframes. If a COE prefers to complete additional items at enrollment, they may
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do so if the intake assessment does not exceed 120 minutes as specified above. An individualized approach
should be reflected in the notes.

Any COE staff person involved in client assessment must be trained in the assessment process and in evidence-
based client engagement strategies. COE staff have up to one year to complete required training. COEs should
select staff training that is best for their model and staff makeup. They may reference relevant DDAP trainings, as
necessary. COEs should keep documentation of completed trainings in organizational training logs.

Rapid Assessment of Needs (to be completed for COE enrollment as specified in the enrollment section of
the fidelity guidelines):

All COEs will need to provide an HRSN/SDOH assessment forimmediate health-related social needs/social
determinants of health needs using a validated tool (further explanation of the PRAPARE and The Accountable
Health Communities Health-Related Social Needs Screening Tool (CMS-HRSN) can be found in sections H.4.6.4.
and H.4.6.5. These resources are recommendations not requirements). Immediate needs should be assessed
during enrollment, with full HRSN/SDOH assessment completed within 7 days of COE enrollment.

All COEs will need to identify HRSN/SDOH needs in the client’s chart and REDCap. In REDCap this can be
indicated in the interactions under “Need Identified.”

*PA Navigate is a hub that can be utilized by COEs to place referrals and assess closed loops of service.

A rapid care management plan (see section H.4.4.10. for sample rapid care plan template) is developed (same
calendar day) to decrease risk of overdose & substance using behaviors and to address immediate needs that
could create barriers to consistent attendance within the first month after COE enrollment. An extended care
management plan around HRSN/SDOH gaps can be implemented by the second month and updated through
monthly monitoring. If substance use behaviors appear to be constant with no reduction, maintain focus on harm
reduction (if appropriate to programming with which the client is involved) and reducing substance use with a
focus on pressing HRSN/SDOH needs, until substance use behaviors decrease.

Suicide risk screening is applied by a COE staff member using the Columbia Suicide Severity Rating Scale
(C-SSRS) or other validated screening/assessment tool (see section H.4.3.3. for C-SSRS suicide screening tool).

e Afull comprehensive suicide assessment should be completed by licensed clinical staff if indicated in the
screening that it is needed.

e Suicide screenings should occur annually unless otherwise indicated by institutional protocols.

e Screening score and follow-up screening timeframe should be documented in the client’s electronic
record.

Medical team or trained COE staff member is available on the first day of COE enrollment to provide an overview of
MOUD options to clients. The medical team or trained COE staff member does not need to be on the campus;
however, all clients should have access to the medical team or trained COE staff member (e.g., telehealth) to
review the MOUD options and the client’s preference about MOUD on the first day of the COE enrollment. This
review includes the client’s concerns around stigma and MOUD.

All clinical questions regarding medication should be documented and discussed with licensed medical
provider during the client’s first visit with the medical team.

79 | Page



Within 72 hours of COE enrollment:

ASAM Level of Care assessment is applied by a trained person (see section H.4.5.4. for ASAM Requirements for
COEs) to each client within 72 hours of their enrollment, unless an ASAM LOCA was completed within 6 months
prior. It is recommended that the ASAM LOCA is reviewed and updated (if needed) by the COE during enrollment.
An ASAM level of care assessment will assist the COE staff in determining the level of care the client should be
referred to for substance use treatment.

e |fthe ASAM was completed prior to COE enrollment, the date of completion should be documented in the
client’s electronic record.

e Ifthe ASAM was completed at an outside agency, it is recommended that an ROl be signed by the client to
obtain a copy of the most recent ASAM LOCA.

Within 7 days of COE enrollment:

All COEs will need to provide an HRSN/SDOH assessment for health-related social needs/social determinants of
health needs using a validated tool (further explanation of the PRAPARE and The Accountable Health Communities
Health-Related Social Needs Screening Tool (CMS-HRSN) can be found in sections H.4.6.4. and H.4.6.5. These
resources are recommendations not requirements).

Clients can be assessed using a rapid HRSN/SDOH assessment at least monthly for the first two months, with the
full HRSN/SDOH screening repeated and every six months thereafter while they are enrolled in the program. Care
plans should be updated every six months or sooner if there is a new need identified.

Within 30 days of COE enrollment:

All clients should receive the BARC-10 in the first 30 days. BARC-10 scores must be utilized by COE staff to assist
clients in building recovery capital (see section H.4.7. for BARC-10 information).

Optional Additional Screenings to Include within Assessment/Screening Process:

MOUD placement guide is applied by the COE medical team to each client within 48 hours of their enrollment (the
University of Pittsburgh developed MOUD Guide as an instrument to assess what type of MOUD the client should
receive; more information is available in section H.4.8.).

A client risk screening process is applied that at minimum includes placing the client into categories for more
intensive to less intensive care management interventions based upon their risk for overdose. Consider using the
University of Pittsburgh’s Risk Screening Instrument (see section H.4.4.7.).

H.4.2. MCO Client Initial Assessment Criteria

MCO ensures that the assessment process (including timeframes) and instruments as well as the application of
evidence-based client engagement processes are applied as described. Assessment timeframes may be
monitored through chart review, while application of evidence-based client engagement processes may be
monitored through the submission of training logs.

MCO provides feedback to COEs based on the University of Pittsburgh provided REDCap data reports around
engagement and retention within the first 90 days. Identification of factors that appear to be leading to
disengagement including slow uptake of MOUD, slow uptake of care coordination, limited or no monitoring of
substance use behaviors, racial disparity, or transportation/distance to the COE may be found through client chart
reviews.
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MCOs will receive and review the University of Pittsburgh provided REDCap reports that focus on disparities
quarterly.

Through chart review and/or review of COE’s policies and procedures, MCOs can confirm the documentation of
items related to Initial Assessment outlined in the Fidelity Guidelines Documentation Guidance.

H.4.3. Suicide Risk Screening and Assessment

Suicide risk screening and assessment work together to identify clients at risk of suicide, serving distinct but
complementary roles.?® Screening is a quick, standardized process that uses tools to flag clients who may need
further evaluation, essential for early detection and intervention.?* Suicide screening standardizes tools and
processes across an organization, ensuring all staff use the same methods to assess risk, with clear guidelines on
screening frequency and follow-up actions after a positive result.?®® By contrast, suicide risk assessment is a
comprehensive, clinician-led evaluation that examines an individual’s mental health history, stressors, and other
risk factors to confirm risk and inform a treatment plan.?®*2%* While screening is designed to efficiently identify at-
risk individuals, the assessment process dives deeper to determine the level of risk and appropriate support.
Similar to other medical screenings, like measuring blood pressure, a positive suicide screen doesn’t establish a
diagnosis but indicates the need for further assessment.?®® Together, these processes enable a structured
approach to suicide prevention, allowing timely and tailored support that can significantly impact safety and well-
being.?*

H.4.3.1. Importance of Suicide Screening

Suicide screening is critical for COE staff supporting people with OUD as substance use and mentalillness are two
risk factors for suicide.?®® Screening allows for the early identification of clients at heightened risk, ensuring timely
intervention and support. Universal screening programs are applied to all clients, regardless of perceived risk level,
to provide consistent, structured identification of those needing further evaluation.?® This is essential since
predicting who will die by suicide is impossible; rather, screening aims to identify those at elevated risk and offer

targeted support until their risk diminishes.?®”

Screening tools help COE staff assess the level of suicide risk and determine necessary follow-up actions. In many
cases, individuals who die by suicide have visited a healthcare provider within the months prior, highlighting a
critical opportunity to connect them with mental health resources.?®® COE staff, along with other healthcare
providers, play an essential role in this prevention strategy by integrating suicide screening into intake and routine
care. Importantly, having established systems for follow-up care and support is vital for anyone identified as at risk,
ensuring a comprehensive approach to suicide prevention that includes family, friends, and others who may notice
warning signs but need training on how to act.?®® CM teams following up with BH providers, PCPs, and other
relevant supports ensures that clients with elevated suicide risk receive timely support and referrals in accordance
with established care pathways during high-risk periods.?”°

H.4.3.2. Types of Suicide Screenings

The Patient Health Questionnaire (PHQ-9) is a common depression screening tool used in various healthcare
environments. Item or question 9 of the PHQ-9 is commonly used to identify the presence of suicidal ideation as it
asks individuals how often that have had thoughts that they would be better off dead or of hurting themselves.?”
Research has found that individuals who respond, “nearly every day” to this question had a suicide risk that was
ten times greater than those who respond, “not at all.”?”> While the predictive value of this question remains
unclear, it is recommended to complete a full suicide risk assessment for individuals who answer in the

affirmative.?”
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COEs are encouraged to use a validated or evidence-based suicide risk screening tool, meaning that the tool has
been thoroughly tested and proven to accurately measure what it is intended to measure, in this example — suicide
risk.

Two examples of evidence-based suicide risk screening tools are the Ask Suicide-Screening Questions (ASQ) and
the Columbia Suicide Severity Rating Scale (C-SSRS). The ASQ tool is a brief validated tool.?® It was designed to
screen for suicide risk in people 8 years and older presenting in medical settings such as EDs, inpatient and
outpatient settings, and primary care settings.?®® It includes four questions that take about 20 seconds to
administer.?®® |t also provides decision-making guidance for next steps if a client screens positive.?®® The C-SSRS,
uses straightforward, yes-or-no questions to assess an individual’s suicide risk.?’® It features a series of two to six
guestions that help determine risk severity, urgency, and the necessary level of support.?”® The C-SSRS is designed
for diverse settings, including primary care, EDs, and law enforcement with triage steps integrated into each form
for ease of use.?”® Responses are color-coded to quickly indicate risk levels, and multiple versions are available to

fit different populations and environments.?®

H.4.3.3. Columbia Suicide Severity Risk Scale

The C-SSRS (Figure 11)**is a widely used and evidence-based tool for assessing suicidal ideation and behavior. It
was developed by researchers at Columbia University to provide a standardized and comprehensive method for
evaluating suicide risk across different populations and settings. It consists of a series of structured questions that
focus on various aspects of suicidal
ideation and behavior. The tool is typically Figure 11. C-SSRS.*7*
administered through an interview format,

. COLUMBIA-SUICIDE SEVERITY RATING SCALE
but there are also self-report versions

Screen Version - Recent

available for individuals to complete on Past
. . SUICIDE IDEATION DEFINITIONS AND PROMPTS
their own. The C-SSRS assesses suicidal month
Ask questions that are bolded and underlined. YES | NO

ideation along a continuum, ranging from

mild thoughts of suicide to more severe and Ask Questions 1 and 2

concrete plans or attempts. It consists of
the following components: 2) A,

iy had an hits of killin I

1.

Suicidal Ideation Severity Scale:
This section evaluates the
frequency, intensity, and duration of
suicidal thoughts over the past
month. It assesses the presence of
passive suicidal thoughts (e.g.,
“wish to be dead”) and active
suicidal thoughts (e.g., “wish to kill
oneself”) and categorizes them
based on severity.

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.

3) Have you been thinking about how you might do this?
E.g. "I thought about taking an overdose but 1 never made  specific plan as fo when
wheare ar fiow I wouwld actually do it...and I wowd never go through with it"

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note,
took out pills but didn't swallow any, held a gun but changed your mind or it was grabbed from
your hand, went to the roof but didn't jump; or actually took pills, tried to shoot yourself, cut

2. Suicidal Behavior Scale: This yourself, tried to hang yourself, etc.

component assesses suicidal WYES, ask: \yas this within te pastthree montis?
behaviors, including preparatory

. O Low Risk
acts, interrupted attempts, and O Moderate Risk

B High Risk
completed attempts. It helps
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determine the level of risk and whether the individual has taken any steps towards carrying out a suicide
plan.

3. Reasons for Living Scale: In contrast to assessing suicidal ideation and behavior, this section identifies
protective factors and reasons for living. It explores factors that may serve as a buffer against suicide risk,
such as family support, coping skills, and future goals.

The C-SSRS provides a systematic way to evaluate suicide risk, enabling clinicians to identify individuals at risk for
suicide, initiate appropriate interventions, and monitor changes in risk over time. It helps differentiate between
various levels of suicidal ideation and behavior, allowing for a more targeted and individualized approach to
treatment and support.

Due to its reliability and validity, the C-SSRS is widely used in clinical settings, research studies, and suicide
prevention efforts. It helps to improve the identification of at-risk individuals and facilitate early intervention,
ultimately contributing to reducing suicide rates and providing support to

those in need.

H.4.4. Rapid Assessment of Needs

Assessing clients’ needs and determining which of those needs should be COE Learning

addressed immediately is essential for effective CM and retention during Network:

Rapid Assessment

the initial stages of care.?’**’® Addressing immediate needs such as housing of Needs
stability, transportation accessibility, Medicaid coverage, co-occurring
mental health issues, and social support can significantly impact a client’s

ability to remain engaged in care.?’® Addressing these factors promptly is

essential because of their impact on clients’ ability to fully participate in
their care, as they directly impact critical outcomes and client safety. These
factors are also fundamental in supporting clients with activities of daily
living, which are crucial for establishing a stable foundation for recovery. During initial discussions, clients may
disclose various health, social, or economic needs. However, to ensure comprehensive support, there is also the
need to screen for additional needs or challenges that may not be readily mentioned.?®*?”” This proactive approach
lays the groundwork for effective, holistic care that maximizes positive health outcomes and supports sustainable
recovery. This also aligns with care models for vulnerable populations which focus on addressing mental health,
substance use, and competing needs when working with vulnerable groups such as unhoused individuals.?®*2"’

In addition to assessing for the most pressing SDOH needs, it is important to consider the CM visit frequency
needed to address these immediate needs in a timely fashion and improve retention in care. Retaining clients after
their initial visit is important as research indicates that clients who receive at least two or more visits for specialty
outpatient SUD or mental health treatment with coordinated effort to address biopsychosocial needs within 30
days following discharge from a higher level of care have reduced readmission rates, improved medication
adherence, and more engagement in outpatient services.?”®

H.4.4.1. Rapid Assessment of Housing Needs

Housing instability is a primary structural barrier to accessing treatment for OUD and is repeatedly identified as a
significant barrier to engagement and retention, making it an important SDOH need to assess shortly after a client
engages in CM.™*"% Research shows that unstable housing is one of the strongest risk factors for discontinuation
of MOUD within the first six months."® Experiencing homelessness was also found to be a significant predictor of
MOUD treatment participation, with those experiencing homelessness being less likely to have continued
engagement in MOUD than those who were not experiencing homelessness.?’® In addition to its role in treatment
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retention and initiation, housing instability is a known risk factor for opioid overdose death.?®° Housing, as a
fundamental need, provides the stability required for clients to fully engage in their treatment).2%%28! Without secure
housing, clients may struggle with the day-to-day stresses of survival, making it difficult for them to prioritize their
health and recovery.

H.4.4.2. Rapid Assessment of Transportation Needs

Transportation is a critical factor impacting client retention that should be considered shortly after a client engages
with a care manager. Transportation barriers prevent clients from attending follow-up appointments, which can
disrupt continuity of care. Multiple studies have found unreliable transportation to be a significant barrier in MOUD
adherence.'® In addition, longer distances from MOUD providers result in lower MOUD retention, highlighting the
need for adequate transportation services.?®>?% This need has been highlighted in rural areas, where drive times of
more than 60 minutes have been associated with a lower retention in MOUD.?®® Studies suggest that providing
reliable transportation or helping clients navigate public transit can significantly improve retention rates.’®
Providing transportation vouchers, shuttle services, or public transit passes to help clients overcome
transportation barriers are particularly effective when implemented during the first 30 days of treatment,

demonstrating the importance of assessing for transportation need at the client’s first CM visit.'3

H.4.4.3. Rapid Assessment of Economic Instability

Economic instability is an important factor to assess early in a client’s COE journey. Economic factors are closely
linked with opioid related mortality, with higher rates of opioid-related mortality in counties with high poverty, high
unemployment, high rates of uninsurance, and lower educational attainment.?®* Early intervention in assisting with
one of these economic factors, insurance enrollment, plays a key role in promoting engagement as it impacts the
client’s ability to access and continue care.” Regular access to phone communication is another economic factor
related to clients’ initial return to care.”® While COEs may not be able to provide immediate financial assistance,
assessing for economic support needs and connecting clients to resources such as MA and cellular service can
serve as short-term intermediaries. These connections help reduce immediate economic barriers to care that are
related to larger-socio economic gaps, with the ultimate aim of promoting retention in care.

H.4.4.4. Rapid Assessment of Co-Occurring Risk

Assessing for co-occurring mental health conditions is another important factor to consider related to retention in
care. Co-occurring mental health conditions are prevalent among clients with OUD.?®® Mental health symptoms,
such as those found in depression and PTSD, may interfere with early recovery and initial engagement because
these conditions can impact energy levels, the executive functioning needed to follow directions and keep
appointments, and decision-making.?®® Further emphasizing the need for early recognition of co-occurring mental
health conditions is the fact that clients enrolled in SUD bridge treatment programming have higher engagement
and retention rates in the first 60 days when they receive co-occurring psychiatric support.?®” Related to co-
occurring mental health conditions, it is crucial to assess the risk of suicide shortly after a client’s engagement in
services.?®8?® [f g suicide risk is identified, establishing clear referral pathways to facilitate safety and address the
client’s needs is essential.?*®® The early identification of suicide risk allows care managers to implement targeted
interventions, such as safety planning, and referral to specialized behavioral health/mental health services to
reduce the likelihood of fatal overdoses.?' Addressing these risks promptly supports the immediate safety of
clients.

84 | Page



H.4.4.5. Rapid Assessment of Social Support Needs

Identifying the presence or absence of social support can significantly affect a client’s ability to engage in CM,
making it an important assessment factor early in a client’s CM journey. There is evidence that clients with low
social support experience higher levels of psychological distress and are more likely to discontinue care.?%2%2
Studies have found that social support is associated with MOUD retention.?**-2% Strengthening social support
networks, whether through CRS support or family involvement is vital for improving continued engagement. It is
also important to recognize the role of CRS support in retention in MOUD programs. COEs are required to employ
CRSs, who play a pivotal role in client engagement, particularly in the early stages of treatment. Research suggests
CRS involvement within the initial six months of enrollment for outpatient recovery treatment leads to increased
engagement, when compared to treatment without CRS support.?®® Moreover, there is increasing evidence that
involving family members enhances retention in MOUD treatment.?®” Being aware of and including social support
and/or family support early on helps to create a more comprehensive support network for the client, addressing
not only their individual needs but also considering the broader social dynamics and support that impact recovery.

H.4.4.6. Rapid Assessment of Overdose Risk and Harm Reduction Needs

Another area for early assessment is risk of overdose. It is critical to assess the risk of overdose during the initial
stages of care. Early identification of overdose risk allows for the implementation of life saving interventions,
ensuring clients remain engaged in care and have the most fundamental opportunity; the ability to live and live
safely. Without addressing this immediate risk, opportunities for continued care may be tragically lost. Ongoing
engagement in care is imperative because individuals who continue MOUD beyond 60 days have a lower overdose
risk compared with those who discontinue by day 60.2°® Additionally, Individuals with OUD are also at a heightened
risk for overdose during periods of instability, such as early recovery or lapses in treatment.?*°

Various risk factors can elevate a client’s risk of overdose, such as biological, psychological, family, community, or
cultural characteristics.?® Gathering client-level information that may indicate overdose risk, such as overdose
recency and details of substance(s) used is crucial for evaluating a client’s needs. Studies show that there are
several factors associated with a higher risk of overdose, including history of overdose, substance use that
includes injection of substances, mental health conditions, substance use and mental health treatment history,
and criminal justice involvement,?8-288.289.299-301 The need to assess an individual’s risk of overdose also reinforces
the importance of harm reduction strategies early in COE care, especially when overdose risk is present. The
provision of resources to prevent overdose are critical, such as the provision of naloxone.*? By equipping clients
with life-saving tools during their initial CM visit, COEs can help individuals remain safe, therefore increasing the
ability to remain engaged in COE services.

H.4.4.7. High-Risk Client Screening

There are multiple factors that can place an individual at risk for an opioid overdose.3**%% Because clients enrolling
in a COE’s enhanced CM services may have one or more of these factors, it is important to screen for these factors
in order to provide relevant support and referrals.

Assessing the risk of overdose at intake to substance use treatment is of paramount importance for several
reasons:

e Safety of the Individual: The primary concern in any substance use treatment program is the safety and
well-being of the individual seeking help. Assessing the risk of overdose allows providers to identify
individuals who may be at immediate risk and implement appropriate interventions to prevent overdose.?®
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o Differentiates Acuity of Clients: The results of client risk screenings can help differentiate the acuity or
severity level of risk amongst clients.®% This in turn can help stratify CM needs and services provided to
clients.

o Tailored Treatment Planning: Understanding the risk of overdose helps treatment providers tailor the
treatment plan to meet the individual’s specific needs.**” For example, individuals at high risk of overdose
may require closer monitoring, more intensive interventions, or
specialized services such as MOUD to address OUD.

o Prevention of Fatalities: Overdose is a leading cause of death
among individuals with SUD. By assessing the risk of overdose at

COE Learning
Network:
Risk Assessment

intake, providers can intervene early to prevent potentially fatal
outcomes. This may involve providing individualized education

based on client’s risks on overdose prevention, distributing
naloxone (an opioid overdose reversal medication), or referring
individuals to services that can help reduce their risk, such as
supervised consumption sites,3053%

e Identification of Co-occurring Disorders: SUD often co-occurs
with other mental health conditions, such as depression, anxiety,
or PTSD. These co-occurring disorders can increase the risk of
overdose due to factors such as self-medication or impaired judgment.’® Assessing the risk of overdose at
intake allows treatment providers to screen for and address any co-occurring disorders that may contribute
to overdose risk.

e Continuum of Care: Assessing overdose risk is not a one-time event but rather an ongoing process. By
continually reassessing overdose risk, providers can adapt the care plan as needed to ensure the individual
receives the appropriate level of care and support.

Assessing the risk of overdose at intake to substance use treatment is essential for ensuring the safety of
individuals seeking help, tailoring treatment plans to meet their specific needs, preventing fatalities, identifying co-
occurring disorders, and providing a continuum of care to support long-term recovery.

The University of Pittsburgh has developed a screening tool that can be used at intake to rapidly assess risk and
inform the rapid care plan, this assessment follows through several domains that include:

e Overdose History,

e Social Determinant of Health Needs,
e Substance Use History,

e Mental Health,

e \eteran Status, and

e Pregnancy.

To discuss this risk screening tool, COEs can reach out to The University of Pittsburgh using the COE
Contact Sheet.

H.4.4.8. Referrals for Immediate Needs

Referral practices during early engagement with OUD care are crucial for ensuring engagement and retention
efforts that support recovery.?®¢3'° Many individuals served by COEs face complex challenges in addition, such as
mental health symptoms, economic hardships, housing insecurity, risk of overdose, risk of death by suicide, and
limited social support, which can directly impact their ability to engage in and sustain services.?®:3""-313 Referrals
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forimmediate needs upon initial contact help to address these barriers, creating a solid foundation for continued
connection to supportin recovery. Current research underscores the importance of beginning client relationships
by engaging in conversations focused on individuals’ needs, strengths, and available resources.®'* A key objective
is to assess and address individuals’ immediate needs.?’>?7

H.4.4.9. Considerations for Immediate Needs Referrals

Rapportis one important consideration related to placing referrals forimmediate needs. Establishing rapport from
the outset is not merely a step in the process. Rapport is foundational to successful engagement.?' Rapport allows
a pathway for trust and open discussion. This might involve factors such as actively observing mood, behavior, and
indicators of needs in addition to client reports.?®® When identifying needs, COEs should recognize that addressing
immediate concerns like safety, risk of overdose, risk of suicide, transportation, and healthcare access are
essential to maintaining treatment engagement (add the sources from the previous section). These issues often
present significant barriers to treatment participation.’”*° For clients to engage successfully, these immediate
and often fundamental needs should be prioritized to ensure early engagement in COE services.

Collaboration is another consideration related to addressing immediate needs. By collaborating with
multidisciplinary partners, COEs can offer comprehensive yet tailored support that empowers clients and fosters
trust.?® Regular communication among providers facilitates a comprehensive understanding of the client’s
circumstances, allowing a responsive approach to emerging risks and crises.®'?%'® Effective referral networks rely
on pathways with diverse community partners. By building strong relationships with these partners through formal
agreements, providers can improve service coordination and enhance access to care.?*® Creating a streamlined
process allows for referral to trusted, quality services quickly and effectively.®'® An organized, regularly updated
network not only facilitates rapid referrals but also enables an open line of communication between partners.*’

Finally, advocating for clients is an essential function of the CM framework. Simply referring clients to services is
often just a starting point; clients at high-risk benefit from support in navigating systems, especially when barriers
arise, such as complex eligibility criteria or conflicting requirements.®'” Developing a network of community
resources, following up on referrals, and addressing obstacles as they arise ensures that each client receives the
support necessary for continued COE support.

H.4.4.10. Sample Rapid Care Plan Template

A rapid CM plan which should focus on helping the person stay engaged in COE services and substance use,
mental health, and/or medical treatment services— a more detailed plan can evolve over time. Arapid CM plan is
intended to reduce the risk of disengagement during the initial 30 days of COE enrollment. An example of how to
document the rapid care plan is listed below. The rapid CM plan can be documented in the intake note in the
client’s EHR as stated in the Enrollment section of the fidelity guidelines.

¢ Immediate need #1 (e.g. housing, harm reduction, or transportation)
o Resources provided onsite:
o Referral(s) placed:

¢ Immediate need #2 (e.g. housing, harm reduction, or transportation)
o Resources provided onsite:
o Referral(s) placed:

e Immediate need #3 (e.g. housing, harm reduction, or transportation)
o Resources provided onsite:
o Referral(s) placed:
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¢ Immediate need #4 (e.g. housing, harm reduction, or transportation)
o Resources provided onsite:
o Referral(s) placed:
e Strategies for preventing disengagement
o See section H.4.4.11. for sample strategies for preventing disengagement

H.4.4.11. Sample Strategies for Preventing Disengagement

COEs should complete rapid CM plans for each client at COE enrollment, which are intended to reduce the risk of
disengagement during the initial 30 days of COE enrollment. These plans are important to increase client
engagement with the COE and ensure they can return to care to move forward with their recovery journey. Rapid
CM plans should include referrals and resources provided to address the highest indicated HRSN/SDOH needs.
These needs should be determined through the rapid assessment of needs, which COEs administer at enrollment.
COEs should include strategies for preventing disengagement in the rapid CM plan.

Examples of strategies for preventing disengagement include:

e Communicating clearly with the client on how the enhanced CM offered by the COE will support them in
their recovery journey. Consider developing an elevator speech about how CM can be tailored throughout
their time in the COE program so they understand how their needs will continue to be addressed by the
CBCM team.

e Communicating the scope of the COE program to the client on day one, including an explanation of the
suggested frequency of visits with the CBCM team and the COE’s outreach strategy should the client not be
able to be reached for future visits.

e Completing a client locator form (section H.5.5.4.) to ensure the COE has multiple ways to contact the
client if one method is unsuccessful. Consider recording multiple avenues of contact such as phone, e-
mail, text, or in-person outreach.

e Ensuring the client has contact information for their CBCM team should a need arise prior to their next
scheduled visit. Consider a direct phone number as opposed to a general number for the COE organization
and let the client know the hours that the CBCM team will be responsive at this number.

e Ensuring the client’s immediate needs are addressed on day one, so they understand how the COE can
help them and have a desire to return for future visits.

o Thisincludes immediate needs determined by the COE and the needs with which the client
requests support on day one.

o Ifimmediate needs cannot be addressed on day one (ex: long housing wait lists), consider
educating the client on how the CBCM team can start the process of addressing their needs
during the first visit and how they will continue to follow up on these needs during CM visits.

o Confirm the client has transportation to return for future visits.

e Building rapport with the client on day one so they feel they have a personal connection with their CBCM
team. Participants with more robust social networks have greater treatment engagement.?® So, until a
social network can be built in the community, the CBCM team can provide social support to the client.

o Consider offering support from a CRS on day one to connect to ensure social support from an
individual with lived experience.

o Members of the CBCM team should provide a welcoming, non-stigmatizing, individualized CM
environment that offers multiple recovery pathways.
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e Rapidly connecting clients with MOUD (if the client chooses to receive MOUD). Rapid induction improves
engagement and client’s ability to work on their treatment plans.’®32** CBCM teams should ensure that
clients are connected with one of the pathways to prescribers cited within the fidelity guidelines during
their first CM visit.

e |ndividualizing the suggested timeframe for clients’ second appointment. Clients at higher risk of
disengagement may need to be seen within a shorter period after their initial visit. Consider using the
University of Pittsburgh’s risk screening tool to assess risk.

e Communicate the next appointment date to the client.

o Ifthe COE offers walk-in appointments or “drop in” periods for clients to see the CBCM team,
let them know how they can access the CBCM team without an appointment.
If the COE provides appointment reminders, let the client know when they will receive these.
Explain the importance of returning to see the CBCM team and that rescheduling missed
appointments is welcomed.

H.4.5. American Society of Addiction Medicine Criteria Level of Care Assessment

The ASAM LOCA is used to identify the client’s needs, abilities, and conditions. It is focused on the whole person
and not just needs related to an individual’s substance use. The results of the LOCA are applied to the ASAM
Dimensional Admission Criteria to determine the recommended level of care for substance use treatment.

In 2017, Pennsylvania’s Department of Drug and Alcohol Programs announced that it would be transitioning to use
the ASAM Criteria, Third Edition, for level of care designation and determination.®'® Previously, adults in
Pennsylvania were assessed for level of care (LOC) eligibility using the Pennsylvania Client Placement Criteria
(PCPC), and adolescents were assessed using the ASAM LOCA.3'8 With the transition to the ASAM LOCA (effective
July 2018) for all clients, the adolescent and adult world of SUD treatment came together to work from the same
model. The ASAM Criteria are updated over time and the current version is the 4th edition; however, Pennsylvania
providers are currently bound to the 3rd edition.

The ASAM Criteria were created to offer a structured, evidence-based, and transparent method for making
addiction treatment placement recommendations.?®” The ASAM Criteria includes six biopsychosocial areas
including: acute intoxication and/or withdrawal potential; biomedical conditions and complications; emotional,
behavioral, cognitive conditions and complications; readiness to change; relapse, continued use, and continued
problem potential; and recovery environment. The results of the LOCA are applied to the ASAM Criteria which
recommends a level of care intended to prioritize client safety, enhance treatment success, and maintain cost-
effectiveness.®”

Q) The COE Provider Enrollment MA Bulletin® and the Fidelity Guidelines®? outline the requirement that
COE clients must have an ASAM LOCA. Itis recommended that an ASAM LOCA be completed by a
y ) trained person for each client within 72 hours of an individual’s COE enrollment, unless an ASAM
LOCA was completed within 6 months prior.52
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The ASAM continuum of care includes four broad treatment levels (1-4), shown in Figure 12. Within each treatment
level, there are further gradations of intensity and types of care provided which are delineated by the decimal
number.®'® For example, level 3 is the residential/inpatient level of care that includes three services. The least
intensive is 3.1, which is

Cllnlcally Managed Low- Figure 12. ASAM Continuum of Care.3'®

Intensity Residential

Services. The next level of

intensity that individuals in FATAIEL
PA have available is 3.5, - %
Tt -
. . . N Ocr—
Clinically Managed High "
Intensity Residential 4 Prevention/Early Intensive Outpatient/ LEVEL4

Intervention Partial Hospitalization Intensive Inpatient

Services, and the most

LEVEL1

intense level of services is .
Outpatient

3.7, Medically Monitored
Intensive Inpatient Services. @_}
The main distinction

5 Early Intervention 3.3 Clinically Managed Population-Specific High-Intensity
. 1 Qutpatient Services Residential Services
between these leve l-S 1S the 2.1 Intensive Outpatient Services 3.5 Clinically Managed High-Intensity Residential Services
. 2.5 Partial Hospitalization Services 3.7 Medically Monitored Intensive Inpatient Services
degree Of thera peut|c and 3.1 Clinically Managed Low-Intensity Residential Services 4 Medically Managed Intensive Inpatient Services

medical supervision and the
amount of clinical services provided. The ASAM Criteria textbook clearly outlines each level of care and specifies
the appropriate client for each.®'® An individual with OUD may move left to right or vice versa on the continuum
depending on their substance use, symptoms, and progress in their recovery and treatment. There is no
requirement for a client enrolling in a COE to be engaged in or recommended for a specific level of care. The COE
should use the results and recommendations from the ASAM LOCA to determine the level of substance use
treatment and other services (e.g., mental and physical health) that the client may need. Clients may need to be
referred to alternative levels of care and the best practice is to have referral partners identified for each LOC in
case a referralis warranted. The discussion of the ASAM LOCA should be client-centered and choosing a level of
care or additional services is always the client’s choice.®"® A client may be recommended for a specific level of
care, for example 3.5, but will only accept 2.1. It is critical for the assessor to review the levels of care and what is
recommended with each client. It should be documented in the client’s chart what level of care was
recommended and accepted.

I,Q/I For additional resources regarding the ASAM LOCA, visit ASAM’s website.

H.4.5.1. Benefits of American Society of Addiction Medicine Criteria Level of Care Assessment

The ASAM LOCA is a widely used, research-based and updated assessment. There are several benefits to
conducting an ASAM LOCA documented in the literature; some are outlined below.

e Clients who complete an ASAM LOCA have a more client-centered intake.?®” They feel the assessor wants
to learn about them and connects their needs to recommendations.?’

e Clients who receive an ASAM LOCA are more satisfied with their selected treatment setting.>’

e Clientsreceiving treatment in settings not aligned with the appropriate level of care face a higher risk of
negative outcomes, including challenges with treatment engagement, completion, substance use, return

to use, housing, employment, and incarceration.?®*
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e When clients’ needs and treatment are mismatched, it leads to poorer follow-through to the next treatment
stage, increased substance use during follow-up, and excessive resource consumption.®?°

e The ASAM LOCA and its biopsychosocial dimensions have proven to predict treatment success while
remaining cost-effective.3°

H.4.5.2. American Society of Addiction Medicine Levels of Care

Levels of care are placed along a continuum, from lowest intensity of services and intervention (on the left) to

highest of services and intervention (on the right) (Figure 12). Each level represents an increase in the intensity of
services from its predecessor. Levels of care are described in detail in Table 9.

Description®'®

Table 9. ASAM Levels of Care

Setting

Features

0.5: Early
Intervention

services are
designed to explore
and address
problems or risk
factors that appear
to be related to
substance use and
addictive behavior,
and to help the
individual recognize
the harmful
consequences of
high- risk substance
use and/or addictive
behavior.”

Clinical offices,
schools, work
settings,
community
centers,
emergency
departments,
primary care
settings, or an
individual’s
home.

Screening Brief
Intervention Referral to
Treatment tool.

1:1 counseling with at-risk
individuals.

Educational programs.

“Early intervention

Psychoeducation
on risks of
substance use
and how to avoid
substance use
engagement.

1: Outpatient

“In Level 1 services,

Clinical offices,

Ongoing services, typically

Enact change in

Services SUD, mental health health clinics, less than nine contact substance use
treatment, or general | school-based hours per week for adults and related
health care programs, and less than six contact behavioral
personnel, including | primary care hours per week for issues.
SUD-credentialed facilities, SUD adolescents.
physicians, provide treatment May be the initial LOC or
professionally programs, the “step down” from a
directed screening, mental health higher LOC.
evaluation, clinics, Length of service
treatment, and child/adolescent dependent on the severity
ongoing recovery and | behavioral of individual’s substance
disease health clinics. use and response to
management treatment; can be ongoing
services.” to maintain recovery.

Individuals may enter
treatment while actively
using substances or while
in recovery and requesting
support to maintain their
recovery.
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Description®"®

Setting

Features

1: Opioid
Treatment
Program

Same as Level 1 -
Outpatient Services
with the addition of

Methadone:
clinical offices.

Buprenorphine:

Methadone: can only be
prescribed through a
licensed Narcotic

Enact change in
substance use
and related

medication. primary care, Treatment Program (NATP). | behavioral
behavioral Buprenorphine: any issues.
health, and SUD medical provider with a
treatment DEA license can prescribe.
settings. Naltrexone: any medical
. provider with a DEA license
Naltrexone: .
. can prescribe.
primary care,
behavioral
health, and SUD
treatment
settings.
2.1 Intensive “Intensive outpatient | Any appropriate Maijority of structured Structured
Outpatient programs (IOPs) setting that programming is group support to assist
Services generally provide 9- meets state counseling. in gaining insight

19 hours of licensure or Can occur during the day, and motivation to
structured certification evening, or weekend (goal enact change.
programming per criteria. is least disruption to the
week for adults and client’s school/work
6-19 hours for schedule).
adolescents, Once someone completes
consisting primarily IOP, they typically “step
of counseling and down” to outpatient
education. about services.
SUD-related and Someone can participate
mental health in OTP and IOP
problems.” concurrently.
2.5: Partial “Partial Any appropriate Typically, they have in- More intense
Hospitalization | hospitalization setting that house services for one or provision of
(PHP) Services | programs (PHP), meets state all the following: services at lower
known in some areas | licensure or psychiatry, medical, LOC with
as ‘day treatment,’ certification laboratory. increased multi-
generally feature 20 criteria. Adolescents: educational disciplinary
or more hours of needs must be addressed treatment.
clinically intensive by the treatment provider.
programming per Treatment services:
week.” counseling (group,
individual, family),
psychoeducation,
occupational/recreational
therapy.
3.1: Clinically “Level 3.1 programs Usually, a Clients live and receive Establishing and

Managed Low-

offer at least 5 hours

freestanding

clinical services on-site.

strengthening

Intensity per week of low- facility that Treatment services: healthy living and
Residential intensity treatment of | meets state counseling (individual, coping skills with
Services substance-related group, family), medication | discharge to an
disorders. When the management,
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Description®"®

Setting

Features

clinical services and
recovery residence
components are
provided together,
Level 3.1 programs
often are considered
appropriate for
individuals who need
time and structure to
practice and
integrate their
recovery and coping
skills in a residential,
supportive
environment.”

licensing
criteria.

Example:
halfway house,
group homes
with treatment
component,
supportive living
environment
(SLE).

psychoeducation, mental
health treatment, vocation
rehabilitation, job
placement, life skills.
Additional peer/self-help
groups to supplement
professional services.
Residential services of this
level can be combined with
IOP under certain
circumstances, Residential
component: 24-hour
staffing, opportunity to
work on interpersonal
skills.

NOT: sober/recovery
houses, group homes
without treatment,
boarding houses.

independent
setting.

3.3: Clinically
Managed
Population-
Specific High-
Intensity
Residential
Services
(Adult, no
adolescent
equivalent)

*Currently, there are not any Level 3.3 facilities in Pennsylvania.

3.5: Clinically
Managed High

“Level 3.5 programs
are designed to serve

Freestanding
residential and

Clients live and receive
clinical services on-site.

Assists clients in
building a

Intensity individuals who, clinical facility Common stepdown from support system
Residential because of specific that meets state inpatient treatment. and addressing
Services functional licensing Clients at this level need basic needs
(Adult) and limitations, need criteria. 24-hour supportdue to a (housing,
Clinically safe and stable living lack of progress with employment,
Managed environments to previous recovery etc.) while
Medium- develop and/or attempts. facilitating
Intensity demonstrate Emphasis on treatment recovery.
Residential sufficient recovery community as the
Services skills so that they do therapeutic agent
(Adolescent) notimmediately (connecting with those

relapse or continue around what is effective).

touseinan Clients typically lack

imminently stable, supportive, and

dangerous manner healthy relationships/

upon transferto a supports; clients

less intensive level of commonly involved

care.” criminal justice system and

93 | Page




Description®"®

Setting

Features

have extensive history of
previous treatment.
Effective treatment is often
habilitative rather than
rehabilitative, one can’t
rehabilitate things
someone never learned in
the first place.

Clients commonly have
experienced significant
mental health issues and
trauma, and more complex
histories among clients.
Treatment services:
activities to bolster
interpersonal skills,
counseling (group,
individual), medication
management, skill-
building groups,
occupational and
recreational supports,
health education.

3.7: Medically

“Level 3.7 programs

Freestanding

What someone typically

Stabilization of

Monitored provide a planned residential and thinks of when they hear physical and
Intensive and structured clinical facility “inpatient detox.” emotional health
Inpatient regimen of 24-hour that meets state Appropriate for those who | for transitionto a
Services professionally licensing need inpatient care dueto | lower LOC.
(Adult) and directed evaluation, | criteria. biomedical, emotional, This LOC isn’t
Medically observation, medical behavioral or cognitive going to be the
Monitored monitoring, and SUD problems, but not acute place where
High-Intensity | treatmentinan medical need. intensive
Inpatient inpatient setting.” Examples: medically counseling leads
Services monitored withdrawal to long- term
(Adolescent) without any complications. | recovery; this

Treatment services: LOC is about

physician monitoring, stabilizing the

nursing care, psychiatric person’s overall

services, counseling health to enable

(individual, group, family), | their pursuit of

recreational activities, recovery.

medication management,

withdrawal symptom

management.

Daily treatment decisions

are not made by a

physician, rather by an

interdisciplinary team.
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Description®"® Setting Features

4: Medically
Managed
Intensive
Inpatient
Services

“Level 4 Medically Held within an < Physical health (including Stabilize acute
Managed Intensive acute care potentially severe signs and
Inpatient Servicesis | general hospital, withdrawal symptoms) and | symptoms with
an organized service | an acute mental health take emphasis on
delivered in an acute | psychiatric precedence over enacting | case
care inpatient hospital or change toward recovery. management
setting. It is psychiatric unit - Treatment services: daily and coordination
appropriate for within an acute physician monitoring, 24- of care for
clients whose acute care general hour nursing care/ transitionto a
biomedical, hospital, or a monitoring, psychiatric lower LOC.
emotional, licensed SUD services, counseling
behavioral, and treatment (individual, group, family),
cognitive problems specialty recreational activities,
are so severe that hospital with medication management,
they require primary acute care withdrawal symptom
medical and nursing | medical and management.
care.” nursing staff. = Physicians make daily

decisions regarding

treatment.

H.4.5.3. Who Can Complete the American Society of Addiction Medicine Criteria Level of Care Assessment?

The ASAM Criteria do not specify who can complete the Level of Care Assessment; but recommend these

assessments are completed by clinical staff who are trained in the application of the criteria. The requirements for
LOCA assessors are defined by each state. In Pennsylvania, the Office of Mental Health Substance Abuse Services
(OMHSAS) determines this. The requirements for who can complete the ASAM LOCA may be found in section

H.4.5.4.

Three suggested ASAM training resources include:

—
O—

—

S

Iy

95 | Page

The Change Companies offers ASAM LOCA training modules. There are two modules available
related to the ASAM. Module 1: Multidimensional Assessment is focused on teaching participants
how to assess and implement the six dimensions. Module 2: From Assessment to Service Planning
and Level of Care helps assessors understand the client’s assessment and identify the best level of
care. These modules include knowledge reviews and tests.

The American Society of Addiction Medicine has trainings available for individuals new to the ASAM
Criteria (the Foundation Course) and those looking to build their skills (the Skill-Building Course).
There is also a course that combines these two training courses (the Criteria-two-day Course). The
Foundation Course is an eight-hour self-paced online course, and the Skill-Building Course is an
eight-hour virtual course.

Train for Change offers a 2-day ASAM Ciriteria skill building course. This course includes review of
ASAM criteria foundations, six dimensions, biopsychosocial assessment, and discharge criteria.
There are opportunities for skills practice.



https://shop.changecompanies.net/
https://elearning.asam.org/asam-criteria-education
https://www.trainforchange.net/

H.4.5.4. American Society of Addiction Medicine Criteria Level of Care Assessment Requirements for COEs

COEs designated by DHS, will not be required to be licensed by the Department of Drug and Alcohol Programs in
order to complete the LOCA. The LOCA must be completed by an individual who meets the qualifications and
minimum experience and training requirements identified in Part 5.08 of DDAP’s Case Management & Clinical
Services Manual*®r-2°-3% or who is a licensed individual trained in administering LOCAs. The minimum experience
and training requirements for the applicable classifications are as follows:

o D&A Case Management Specialist Trainee: A Bachelor’s Degree in Chemical Dependency, Sociology,
Social Welfare, Psychology, Nursing or a related field; OR a Bachelor’s Degree which includes or is
supplemented by successful completion of 18 college credits in sociology, social welfare, psychology,
criminal justice or other related social sciences; OR an equivalent combination of experience and training.

o D&A Treatment Specialist Trainee: One year of experience as a Social Worker; OR a bachelor’s degree
that includes 18 college credits in the behavioral sciences; OR certification by the PA Chemical Abuse
Certification Board as a “Certified Addictions Counselor”; OR a master’s degree with major course work in
addictions science, psychology or social work; OR an equivalent combination of experience and training
which includes 18 college credits in the behavioral sciences.

A CRS may not complete LOCAs. A CRS may complete a screening, as defined in Part 5.01 of DDAP’s Case
Management & Clinical Services Manual,*®"P- 178 pyt a trained Case Manager or Counselor must complete the
assessment. If a CRS has the required training and meets the minimum education and training as a Case Manager
or Counselor, they should be acting in the role of a Case Manager rather than the role of a CRS.

Additional ASAM LOCA resources include:

ASAM National Practice Guideline for the Treatment of Opioid Use Disorder — 2020 Focused

—
fclf Update?*?
)

KCA/ ASAM National Practice Guideline for the Treatment of Opioid Use Disorder: Pocket Guide®”'

H.4.5.5. Strategies for Completing the American Society of Addiction Medicine Criteria Level of Care Assessment

Existing COEs have shared successful strategies for effectively completing the ASAM LOCA in the expected
timeframe. These strategies are outlined in Figure 13.
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Figure 13. Strategies for Completing the ASAM LOCA at COEs.

Coordinating with Single County Authority and other assessment
centers.

Q) *COEs should follow telehealth polices™® from OMHSAS™' and OMAP™ if completing the ASAM
E LOCA in this fashion.
) )

H.4.6. Social Determinants of Health

COEs are tasked with assessing each client’s SDOH using a standardized, evidence-based tool. Social
determinants are non-medical factors like socioeconomic status, education, living environment, and community
support systems that influence health outcomes and quality of life.®?>%2% For instance, lower socioeconomic status
may limit access to nutritious food, quality healthcare, and safe housing, impacting health outcomes.3?
Recognizing and addressing these factors is critical for developing individualized care plans for clients with OUD,
enabling COEs to support clients’ recovery comprehensively.

H.4.6.1 What is an SDOH Assessment?

An SDOH assessment is a structured evaluation used to identify non-medical factors affecting health outcomes,
such as economic stability, education, environment, and social support.®** Examples of SDOH assessments
include PRAPARE, a standardized tool developed by the National Association of Community Health Centers to
address clients’ social risks; and the Accountable Health Communities (AHC) Health-Related Social Needs
Screening Tool (CMS-HRSN), which identifies critical social needs such as housing and transportation.32532¢
Further explanation of the PRAPARE and The AHC CMS-HRSN can be found in sections H.4.6.4. and H.4.6.5. These
resources are recommendations not requirements. These types of assessments reveal obstacles to health equity,
helping providers develop tailored interventions that address these barriers.*”” For COEs, SDOH assessments
inform decision-making by highlighting individual needs and guiding service providers toward personalized support
strategies, leading to improved client outcomes. Through SDOH assessments, COEs gain insights into clients’
broader life conditions, enabling a more holistic approach to health and wellness. These assessments support
COEs in addressing the root causes of health disparities, which is essential to advancing health equity within
communities.3?®

To ensure both comprehensive and individualized SDOH assessment, COE staff must understand how to use the
SDOH assessment tools selected by their COE’s leadership to identify client needs and use the results in care
planning, and referrals. When SDOH needs cannot be met internally, COEs should build partnerships with
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community agencies to address clients’ SDOH-related needs, creating supportive networks that facilitate long-
term recovery.

H.4.6.2. Benefits of Social Determinants of Health Assessment

Conducting an SDOH assessment provides numerous benefits, as it helps identify critical non-medical factors
influencing health outcomes. By evaluating social conditions such as income, education, and community
resources, healthcare providers can create interventions that support clients beyond clinical care.??” Addressing
SDOH fosters a holistic care model, which is linked to reduced health disparities and improved client well-being.3*
For COEs, SDOH assessments enable efficient resource allocation by highlighting the specific needs of high need
populations, ensuring that interventions are both effective and equitable.®*” Ultimately, using SDOH assessments
aligns with public health goals of promoting health equity and fostering resilience within communities.??

H.4.6.3. Using Social Determinants of Health Assessment to Increase Engagement

Addressing SDOH is essential for enhancing client engagement within COEs. By mitigating barriers like lack of
transportation, unstable housing, or limited food access, COEs can reduce obstacles to participation in OUD
treatment programs. When treatment providers connect clients to community resources addressing these needs,
clients experience fewer immediate stressors, enabling more consistent treatment engagement.3*°

Moreover, through the use of an SDOH assessment, COEs
can improve trust and inclusivity by tailoring care to address
specific SDOH challenges faced by high-risk populations.
Providing culturally relevant support and addressing < PRAPARE
economic barriers can help build rapport with clients who P v . e
may otherwise hesitate to engage fully in treatment.®?° This

Figure 14. Protocol for Responding to and Assessing
Individuals’ Assets, Risks, and Experiences.%?®
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The PRAPARE tool consists of a series of questions that cover key areas related to HRSN/SDOH, including:

o Demographic Information: This includes questions about the client’s age, race, ethnicity, and primary
language spoken.

e Socioeconomic Status: Questions related to the client’s employment status, income, housing situation,
and access to transportation are included to understand their financial stability and potential barriers to
healthcare access.

e Health Insurance: The tool collects information about the client’s health insurance coverage, including
Medicaid, Medicare, private insurance, or lack of insurance.

e Social Support: Individuals are asked about their social support networks, such as family, friends, and
community resources that can contribute to their well-being.

e Education: The tool assesses the client’s educational background and potential impact on health literacy
and understanding of healthcare information.

e Family and Household Composition: Individuals are asked about the composition of their households,
including the number of family members and dependents.

e Housing: The tool inquires about the client’s housing stability, such as homelessness, unsafe or unstable
housing, or concerns about housing affordability.

e Food Insecurity: The toolincludes questions about the client’s access to sufficient and nutritious food.

e Employment: Questions related to employment status, job security, and workplace safety are included.

e Stress and Mental Health: The tool assesses the client’s emotional well-being, stress levels, and any
history of mental health concerns.

By gathering this information, healthcare providers can identify individuals who may be at higher risk due to social
factors and provide targeted interventions to address their specific needs. The data collected using the PRAPARE
tool can inform care plans, resource allocation, and community partnerships to improve health outcomes and
promote health equity among individuals from diverse backgrounds. Moreover, aggregating data across client
populations can help identify patterns and trends related to SDOH, guiding broader public health initiatives and
advocacy efforts.

H.4.6.5: The Accountable Health Communities Health-Related Social Needs Screening Tool

The CMS-HRSN (Figure 15)%*%° is a standardized assessment tool used by healthcare providers and
Ol organizations participating in the CMS AHC Model. The AHC Model is a community-based initiative
f“/—‘ aimed at addressing health-related social needs (HRSNs) to improve health outcomes.

The CMS-HRSN tool is designed to identify and assess the various health-related social needs that
individuals may be experiencing. These social needs are often referred to as HRSN/SDOH and can significantly
impact an individual’s overall health and well-being. The tool aims to identify these needs and connect individuals
with appropriate community resources and services that can help address them.
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The CMS-HRSN tool typically covers the following domains of health-related social needs:

o Housing Instability: This includes assessing the client’s Figure 15. CMS-HRSN.5%

housing situation, such as homelessness, inadequate or

unsafe housing, or concerns about housing affordability. — (' S
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educational background, which can impact their
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e Employment: This domain assesses employment status and
any employment-related issues, such as job security or workplace safety.
e Sociallsolation: The tool identifies any social isolation or lack of social support experienced by the client.

Healthcare providers can use the information gathered from the screening to tailor care plans and interventions
that address the specific social needs of their individuals. Additionally, the data collected using the CMS-HRSN
toolis used to track client outcomes, evaluate the impact of interventions, and inform community partnerships to
address SDOH more effectively.

H.4.7. The Brief Assessment of Recovery Capital

The BARC-10 (Figure 16)**' is a short, 10-item measure developed to
evaluate RC. It is adapted from the original 50-item Assessment of
Recovery Capital offering a more streamlined and accessible format.?*

This tool assesses RC across ten domains: substance use and sobriety, COE Learning
Network:
Using the BARC-10 as

a Tool to Support

psychological and physical health, citizenship and community

involvement, social support, meaningful activities, housing and safety,

risk-taking, coping and life functioning, and recovery experience.®' The
BARC-10 uses a 6-point Likert scale and takes 2-5 minutes to complete,
making it a practical option for community-based settings.®' Research has

Recovery

shown the BARC-10 to be valid and reliable, and higher scores have been

correlated with successful SUD treatment completion, predicting positive

outcomes in recovery.®’

For COE, the BARC-10 is an effective tool for assessing an individual’s RC and tailoring care. RC encompasses the
resources necessary to initiate and sustain recovery, including social, physical, human, and cultural assets. Using
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the BARC-10, staff can identify a client’s strengths and pinpoint areas where additional support may be needed.®"
The BARC-10 is a valuable tool in recovery planning, helping providers determine appropriate levels of care and
support.®®' By identifying areas where clients might need additional resources, such as housing, social support, or
job training, COEs can ensure that CM plans are personalized and holistic, enhancing the chances of long-term
recovery.®® Furthermore, tracking changes in RC over time enables COEs to adjust engagement strategies and
ensure clients receive the ongoing support

needed for sustained recovery.®% Figure 16. BARC-10.%'
Examples of the domains assessed by the BARC-10
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in an individual’s recovery journey.

6. Family Support: The BARC-10 examines the level of support received from family members and the
family’s understanding of recovery.

7. Global Drug or Alcohol Use: This item assesses the extent of an individual’s substance use.

The BARC-10 provides a quantitative measure of an individual’s RC and can be useful in treatment planning,
assessing progress in recovery, and identifying areas where additional support may be needed. It helps treatment
providers tailor interventions and support services to address the specific needs and strengths of each individual,
ultimately enhancing their chances of achieving sustained recovery.

H.4.7.1. What is Recovery Capital

RC refers to the accumulation of personal, social, environmental, and cultural resources that aid an individual’s
recovery from SUD. It includes various domains, such as social support, housing stability, physical and
psychological health, and community involvement.®** These resources, collectively known as RC, play a vital role in
the recovery process by providing individuals with the necessary support to sustain recovery. The strength of an
individual’s RC is often linked to better recovery outcomes, with higher levels of RC correlating to more successful
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treatment completion and sustained long-term recovery.*® Understanding and assessing RC can guide treatment
planning and ensure that resources are effectively allocated to meet an individual’s unique needs.3%*

H.4.7.2. Strategies on Using the Brief Assessment of Recovery Capital to Inform Enhanced Care Management

The BARC-10 provides a structured approach to inform treatment by evaluating an individual’s RC, the personal,
social, and community resources that support sustained recovery. By identifying strengths and gaps, the BARC-10
allows treatment providers to tailor interventions that enhance specific areas, such as social support networks or
financial stability.** Regular administration of the BARC-10 also facilitates progress monitoring, enabling providers
to make informed adjustments to treatment plans as individuals’ RC evolves.**® This dynamic approach ensures
that treatment remains relevant to the client’s changing needs.

Additionally, the BARC-10 can guide strategies to address barriers to recovery by highlighting RC that has
opportunities for improvement, such as limited access to resources or lack of supportive relationships.
Recognizing these challenges allows providers to develop targeted strategies to mitigate obstacles, fostering a
more comprehensive approach to care.*®” By combining the strengths identified through RC with efforts to address
barriers, providers can create a holistic treatment plan that supports both retention and long-term recovery
outcomes.**® Balancing RC assessments with an understanding of the medical model and the complexity of SUD
ensures that treatment is both person-centered and evidence-informed.3%’

H.4.7.3. Delivering the Brief Assessment of Recovery Capital

Before beginning the assessment, it is necessary to consider literacy. If assessments are typically delivered in a
paper format, COEs should be aware that this may not be an appropriate delivery method for all clients and adapt
the delivery method when necessary.***Consider delivering the BARC-10 via interview in circumstances where
literacy is a concern. It may be helpful to explain what RC is and how it can be a valuable tool. It may also be
helpful for clients to know when and COE staff will revisit the information covered in the questionnaire (Corrie L.
Vilsaint, PhD, Conversation, October 8, 2023).

To maintain accuracy, revisiting and clarifying questions during the administration process is advisable, ensuring
clients fully comprehend and respond accurately (Corrie L. Vilsaint, PhD, Conversation, October 8, 2023).
Combining the BARC-10 with Ml is recommended where clinical judgment can provide a more comprehensive
understanding of a client’s RC.

H.4.7.4. Sample Brief Assessment of Recovery Capital Clarifying Questions

Each domain of the BARC-10 can be used by the CBCM to help an individual build RC. Table 70 outlines clarifying
questions and follow up questions that the CBCM can use in association with each domain of the BARC-10.

Table 10. BARC-10 Clarifying and Follow-up Questions

Domain Questions from the Clarifying Questions Follow up Questions
BARC-10
Substance Use There are more Are there things in life that | « What are some of those things?
and sobriety important things to me | matter more to you than « What helps you to prioritize
in life than using using drugs or alcohol? other things over your
substances. substances?
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Domain

Questions from the
BARC-10

Clarifying Questions

Follow up Questions

Global
psychological
health

In general, | am happy
with my life.

Are you happy with your
life most of the time?

What does “happy with your life”
look like for you?

How do you define happiness?
What brings you happiness?

Global physical
health

| have enough energy
to complete the tasks |
set for myself.

Do you have enough
physical energy to

accomplish the things you

set outto do?

What tasks do you accomplish?
What things help energize you?

Citizenship and
community
involvement

| am proud of the
community | live in and
feel a part of it.

Are you proud to live in

your neighborhood and do
you feel connected to it?

What community activities are
you involved in?

What locations in your
community do you frequent?

Social support

| get lots of support
from friends.

Do you have friends you

can callif you need help?

Who do you identify as a friend
right now?

What does friendship mean to
you?

Are there people you would like
to have friendships with?

Meaningful
activities

| regard my life as
challenging and
fulfilling without the
need for using drugs or
alcohol.

Do you feel the need to use

alcohol or drugs to be
challenged (in a positive
way) and feel fulfilled?

What is fulfilling in your life?
What in life do you find
challenging but worthwhile?
What gives you purpose?

Housing and
safety

My living space has
helped to drive my
recovery journey.

Do you feel like where you

live is conducive to your
recovery?

What in your living space can
you easily change/improve?
What is the most peaceful area
of your living space?

Risk-taking

| take full responsibility
for my actions.

Do you feel like you’re
accountable for your
conduct and choices?

How do you take responsibility
for your recovery journey?
What does being accountable
mean to you?

Coping and life
functioning

| am happy dealing
with a range of
professional people.

Are you comfortable

interacting with a variety of

people like service
providers, teachers,

tradespeople (mechanics,

plumbers), etc.?

What kinds of professionals do
you have regular contact with?

Recovery
experience

| am making good
progress on my
recovery journey.

Do you feel like you are
moving closer to your
recovery goals?

What aspects of your recovery
are you making good progress
on?

What aspects of your recovery
would you like to improve
progress on?

103 | Page




H.4.8. Medications for Opioid Use Disorder Guide

The MOUD Guide is a comprehensive set of guidelines to determine if an individual with OUD is a candidate for
MOUD. Care managers should use this guide with the ASAM LOCA, and any available individual medical records to
explore individuals’ substance use, physical and psychiatric health, psychosocial environment, barriers, and
motivation for treatment.*°

The purpose of the MOUD Guide is to increase client retention by increasing the number of clients who have
MOUD matched to their clinical needs.

The aim of incorporating the MOUD Guide within the COE initial assessment process is to tailor specific MOUD
and dosages to each client’s clinical needs whether the COE offers that MOUD on-site or not. The three types of
MOUD included in the guide are methadone, buprenorphine, and naltrexone. If one of these medications is not
provided on-site, COEs are expected to refer clients through a warm handoff to a nearby provider that does offer it.
There is significant evidence that when clients do receive the most appropriate MOUD, retention with the
medication is improved.339:340

The MOUD Guide is a tool to help case managers determine potential SUD treatment options for a client, including
determining outpatient MOUD treatment candidacy, identifying the most appropriate MOUD treatment for the
patient, and selecting the MOUD treatment provider/facility best suited to meet the patient’s unique needs. It was
developed for adults (=18 years old) who meet the criteria for ASAM levels 1, 2.1, and 2.5 outpatient treatment,
Users of this guide should note that it is not meant for adolescents (<18 years old) or those who require a higher
level of care.

H.4.8.1. Creation of the Medications for Opioid Use Disorder Guide Figure 17. MOUD Guide.

The MOUD Guide (Figure 17) is a resource developed by the University of
Pittsburgh based on current clinical guidelines for MOUD**341-343 (g, g.,

SAMHSA Treatment Improvement Protocol 63, ASAM National Practice P%Rplij:::ﬂr:g;’s:f_;::
Guideline for the Use of Medications in the Treatment of Addiction Involving (MOUD) Guide

ase managers in
cy and referrals
s for Opioid Use

Opioid Use), peer-reviewed literature, and consultations with healthcare
providers experienced in prescribing MOUD and treating individuals with
SUD and case management agencies experienced in managing and
supporting individuals with SUD. Physician consultants and case managers
thoroughly and systematically reviewed the MOUD Guide, and the
University of Pittsburgh incorporated feedback with each iteration. Case
manager feedback noted that a streamlined decision-making tool to assist

2023 | Version 1.4

them in identifying if an individual is a good candidate for outpatient MOUD

and how to determine the most appropriate MOUD medication would be
the most beneficial. In response, the University of Pittsburgh worked @ﬁt;:gg;gh\m PER.U |z

collaboratively with a physician consultant to create this guide to assist
case managers in determining appropriate referrals for individuals for OUD.

H.4.8.2. Medications for Opioid Use Disorder Guide Application in COEs

Because the MOUD Guide was developed with feedback from case managers, this tool can be useful for the CBCM
teams at COEs. COEs can use the MOUD Guide to:
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e Educate and train new and existing staff in assessment and referral
best practices.

e Advise clients of treatment options, address concerns and
questions, and make evidence-based referrals.

e |ntegrate systematic treatment protocols and processes into an

Implementation
Plan:
MOUD Matching

agency’s in-person and telehealth workflow. Improve treatment
recommendations using a systematic process based on clinical
guidelines, scientific literature, and FDA-approved medications.

e Reduce client barriers with options offering the best opportunities
for initiation, engagement, and recovery. Incorporate client-

centered tools to discuss goals, priorities, and preferences to
ensure client involvement in treatment decisions.

Steps within MOUD Guide implementation include:

1. Assess the need forimmediate intervention

2. Administer the What | Want from Treatment Questionnaire to assess preferences

3. Review the sections of the LOC to complete the University of Pittsburgh MOUD Guide

4. Complete the University of Pittsburgh MOUD Guide: Section | with the individual to determine if MOUD is
recommended

5. Complete the University of Pittsburgh MOUD Guide: Section Il with the individual to determine the MOUD
medication

6. Complete the University of Pittsburgh MOUD Guide: Section Ill to determine the MOUD provider/facility
7. Develop and review the service plan
8. Referindividual to MOUD provider via facilitated warm handoff

The University of Pittsburgh has training available to assist COEs in incorporating the MOUD Guide into
@ current enrollment processes. To learn more about the MOUD Guide, COEs can reach out to the University
of Pittsburgh using the COE Contact Sheet.

H.5. Care Management

The CM section focuses on supporting clients in reducing substance use, accessing essential services, and
addressing HRSN/SDOH through an individualized approach. It outlines tailored CM options, such as offering a
variety of visit frequencies and formats, including mobile engagement and telehealth. The section also emphasizes
the use of care plans and a stepped care model, starting with engagement and stabilization, progressing to
addressing global health and co-occurring needs, and ultimately focusing on expanding RC and promoting self-
management strategies.

H.5.1. COE Care Management Criteria

COE care management services may include activities such as supporting clients with reducing substance use,
assisting clients in accessing or re-engaging with services, enhancing recovery capital (e.g., social support),
removing deficits in HRSN/SDOH, working with family members to support the client, enrollment and/or
recertification of Medicaid, or assessing clients’ needs for the aforementioned services (e.g., an ASAM LOCA,
locator form (see section H.5.5.4.), or risk of disengagement).
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COEs are encouraged to offer a variety of visit frequencies and venues based on clients’ needs, goals and
preferences. An individualized approach should be reflected in care management notes and data. At least one
COE care management visit each month should be 15 minutes or longer.

Mobile engagement is encouraged based on client need and preference. It is recommended to follow your COE’s
organizational policies; but consider incorporating strategies to engage with clients in the community which could
help prevent client disengagement. Clients who prefer office-based care management visits are not required to
complete them in the community. However, mobile engagement is an important component of the COE program
as the intention of COE is to engage individuals who do not respond to the traditional SUD system and therefore
may require more proactive engagement to remain engaged in services. COEs should have a documented mobile
engagement policy that indicates how they will provide this service based on need and preference of the client.

Telehealth should follow organizational and OMAP' and OMHSAS'" policies.

The extended care management plan (initially developed by the end of month two) should be updated every six
months, or sooner if there is a new need identified. Care plans should contain the client’s phase of recovery (listed
below), as designated by the COE based on assessment and clinical expertise. When a new need is identified, the
care plan should be updated to reflect that need if it is something the client will be working on in the long-term.
Care management support for short term needs can be reflected in the EHR note but may not necessitate a care
plan update if the need is addressed in one care management visit. Extended care management plans should
include the client’s treatment and non-treatment needs as identified on the full HRSN/SDOH screening and goals,
objectives, and/or action items to address those needs. Extended care management plans can also include client
strengths and recovery specific needs and goals. Extended care management plans should contain
documentation (such as signature) that the client agrees with the goals and participated in the development of the
plan. The client, the care manager, and other individuals on the CBCM team (see section F.1.) (or as specified by
the COE organization) should sign the initial and all subsequent care plans (see section H.5.4.1.).

Continuous Assessment is suggested based on the clients’ stage of readiness and timeframe in the COE. Consider
three phases for the COE, in terms of screening, with the first phase focusing on the first month, the second phase
focusing on the next three months, and the third phase occurring in the fifth month, approximately (timeframes are
flexible based on individuals’ recovery needs).

Care management services can be provided through a stepped care approach, based on the clients’ stability (i.e.,
clinical status) and needs. Care management services can be grouped into three phases over a period of 12
months (more time can be added), based on clinical status, including (all phases are considered guides, not
mandatory timeframes):

e Engagement and stabilization of substance using behaviors (approximately the first 30 days),

e Integration of global health care issues and skills training to manage urges (months two to four), and

e Expansion of recovery capital and transition to self-management of OUD/SUD behaviors (months 5to 12 or
beyond).

Engagement and Stabilization:

In the first month, the primary focus is retaining the clients in COE services and connecting to services and
providers to assistin HRSN/SDOH barriers. Encourage clients to integrate family members in the program during
the engagement phase and provide family members with education on the client’s service options and needs (e.g.,
benefits of MOUD, need for long-term care). The COE can obtain ROls for family members and/or natural supports
at the time the client is agreeable to involving these individuals in their care. Any emergent medical or mental
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health needs (see section H.2.4.4.) can also be addressed in this phase through coordination of care, such as
referral for pre/post-natal care or psychiatric consultations (e.g., hospitalization for suicidal behaviors).

e Depending on the makeup of the care management team and provider type, some physical or mental
health needs can be addressed on-site without referral.

e Focusing on active substance use and harm reduction behaviors during the first 30 days is critical, as COEs
are intended to enroll the clients who are at the highest risk of disengagement.

o Allclients should receive the BARC-10 in the first 30 days. BARC-10 scores must be utilized by COE staff to
assist clients in building recovery capital. The BARC-10 should be repeated every 6 months.

Integration of Global Health and Skills Training:

In the second phase, assuming clients can be engaged or reengaged in COE services (e.g., does not need to be
transferred to another COE or an inpatient or residential program), begin to focus screening, assessments, and
care management activities on more global healthcare and co-occurring needs as well as social support systems
that can help clients stay actively involved in any behavioral health treatment. Care managers can focus on gaps in
HRSN/SDOH during this phase, mental health and primary care needs/services (can also include dental, pre and
post-natal care, HCV/HIV screening and treatment). During the second phase, focus consistently on client’s
substance use patterns, as most disengage because of ongoing substance use (even if they want COE services).
Substance use patterns should be monitored weekly, if not more frequently for those who are known to disengage
and reengage. Substance use can be assessed through biometrics, weekly check in for risk of substance using
patterns, and monitoring of emotional states known to trigger substance use (e.g., weekly screening or check ins
using the PHQ-9, GAD-7, or other validated psychiatric scales with psychometric properties) are encouraged but
not required due to differences in COE provider types. If the client is receiving behavioral health or substance use
treatment within your facility, it is recommended that care team meetings be conducted to ensure that all
members of the client’s community-based care team stay informed.

Integrate family members into the clients’ care management plans, as family members can help re-engage clients
during this phase. Help family members see the value of MOUD as well as how to provide support. The integration
of family into client’s care management plans is client’s choice; however, COE staff should encourage
involvement.

Expansion of Recovery Capital, Skills Training, and Transition to Self-management:

During the third phase, focus on expanding social supports for clients, through educating family members on
helping clients manage urges, family therapy to reduce stigma, and/or coaching on how to support recovery (e.g.,
Community Reinforcement Approach). Focus also on addressing critical healthcare needs, such as screening and
treatment for HCV/HIV (if not already done in phase 2), sexually transmitted diseases, smoking cessation and
medications for those who smoke cigarettes, and unmet HRSN/SDOH/recovery capital needs (e.g., education,
employment, expanding social networks). The third phase is also used to identify a PCP/FQHC or OTP where
clients can receive MOUD and healthcare services beyond the COE. The BARC-10 should be assessed at 6-month
intervals to demonstrate recovery capital. Successful discharge includes enrolling clients in a PCP/FQHC/OTP
where they can receive ongoing MOUD and health care services.

H.5.2. MCO Care Management Criteria

MCOs can use claims, REDCap, and pharmacy data to identify when clients are disengaging from the COE and
what types and frequency of care management services are being offered. Look for discrepancies in intensity of
care management services (e.g., everyone receives one contact per month) and disengagement rates. REDCap
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quarterly summary reports will provide comparison aggregate interaction data which can help to identify patterns
of disengagement.

MCOs can also provide resources/support on using a combination of stepped care for counseling/care
coordination, family training, harm reduction for those who are using other substances (without a decrease in use
over time), and dosing patterns to address relapse risks (e.g., increasing dosing when still using opioids or other
substances).

MCOs are encouraged to develop a file sharing protocol with COEs related to the enrollment and recertification of
Medicaid. This will help to ensure that clients remain covered for COE and other Medicaid services.

Consider VBP models that encourage rapid access to MOUD and intensive services within the first and second
phases of the COE Program

Offering resources/support on how to use simple monitoring tools to assess risk of substance use, suicide (how to
use the Columbia scale) and symptoms of behavioral health disorders (e.g., anxiety, depression, or PTSD)

Help COEs to lower burden of paperwork to complete screens or delay some assessments if clients remain
difficult to engage. Help COEs to develop low-barrier protocols to provide buprenorphine or methadone even if
clients struggle to engage in other SUD services or continue to use illicit substances (look for policies that remove
clients from treatment for ongoing substance use).

BH-MCOs should help COEs to coordinate services with SUD inpatient/residential programs and monitor the risk
of disengagement due to disruptions in coordination of care between the COE and inpatient/residential providers,
such as elimination of MOUD during the inpatient/residential stay or a transfer to a non-COE program upon
completion of the inpatient/residential stay without coordination with the COE.

MCOs can confirm, through chart review, that the COE is using a care plan that includes the client’s treatment and
non-treatment needs as identified on the full HRSN/SDOH screening and goals, objectives, and/or action items to
address those needs and that the care plans contain documentation (such as signature) that the client agrees with
the goals and participated in the development of the plan. The MCO may confirm that the care plan was signed by
the client and the COE team member who developed it and that the care plan is updated as indicated.

Through chart review and/or review of COE’s policies and procedures, MCOs can confirm the documentation of
items related to Care Management outlined in the Fidelity Guidelines Documentation Guidance.

H.5.3. What is Care Management?

CMiis a proactive, collaborative, and client-centered approach to coordinating healthcare services and resources
for individuals with complex conditions or chronic illnesses.®** It involves a systematic and individualized process
aimed at ensuring continuity of care, improving health outcomes, enhancing biopsychosocial functioning, and
optimizing the overall healthcare experience.?* This team-based approach also includes care coordination
activities to effectively manage chronic illnesses and support clients and their support systems.?** CM focuses on
improving the health of a defined population by implementing targeted interventions to reduce health risks,
distinguishing it from disease-centric case management often managed by health plans.34534¢

CM begins with a comprehensive assessment of an individual’s medical, cognitive, behavioral, social, and
functional needs—considering cultural and linguistic factors—to develop a personalized care plan with input from
the individual, their support system, and the healthcare team.*’ The next aspect of CM focuses on coordinating
comprehensive services to address the individual’s needs identified by the assessment by connecting them to
aligned resources, facilitating WHOSs for smooth transitions, and continuously evaluating referral suitability.35:34
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Continuously monitoring and following up on the individual’s progress involves evaluating service effectiveness,
recognizing improvements, addressing challenges, revising the care plan collaboratively, assessing referral
outcomes, and maintaining communication to ensure adherence, with adjustments made as needed based on
treatment progress and changing circumstances.?*®3%¢ Educating and empowering individuals involves clear
explanations of the referral process, informed decision-making, and promoting self-advocacy to support self-
determination and active engagement in their health management.®*>34¢ Advocacy is integral throughout CM, as it
enhances the individual’s care experience, quality of services, and safety by addressing needs, coordinating
services, facilitating transitions, and ensuring effective education and monitoring.®¥’

H.5.4. Strategies for Developing a Comprehensive Care Management Plan

Developing care plans is a core activity of COE CM services. There are key considerations for the care planning
process and standard components of care plans that are important to include. A care plan can lead to reduction in
lengths of stay, improved quality of care and client satisfaction, better allocation of resources and coordination of
services, and improved communication systems among the various disciplines.3*®

H.5.4.1. Care Planning Considerations

Care planning addresses the full range of an individual’s needs: health, personal, social, economic, educational,

and mental health while considering an individual’s unique circumstances (e.g. ethnic and cultural background,

housing situation, welfare benefits, access to care and stage of change).347:34°

e Care planningincludes several key elements:

o ldentification and discussion of needs and problems

caused by or related to OUD This should include the COE Learning
review of all formal assessments completed.?’ Networks:
o Decision making about what treatment and non- Care Planning

Care Planning |
Care Planning Il

treatment services the client needs or wants.®°

Location of where services will be provided.?*’
Identification of who will monitor the individual’s
progress.?¥’

o Outlining how services will be coordinated.?*’

e Clients should be involved in care planning.®*

o Shared decision making considers both the expertise of the individual and the team members.
o There should be a shared understanding of the individual’s needs, goals and outcomes.
o Theindividual’s values and concerns should shape the way their OUD is managed.

H.5.4.2. Key Elements of the Care Plan Document

e Acareplanis a client-centered document designed to facilitate communication among members of the
care team with the client.'®®
e Multiple purposes of a care plan

o ldentifies goals in all relevant life domains, using the strengths, needs and wants articulated
during the assessment process.?"

o Includes jointly agreed upon goals and actions for managing the client’s health problems.3*°

109 | Page


https://www.tomorrowshealthcare.org/home/communities/coe/coe-learning-sessions/2024-learning-sessions/care-planning-august-28-2024
https://www.tomorrowshealthcare.org/home/communities/coe/coe-learning-sessions/2026-learning-sessions-2/drug-checking-statewide-mail-in-resources-04-22-2026
https://www.tomorrowshealthcare.org/home/communities/coe/coe-learning-sessions/2026-learning-sessions-2/care-planning-i-05-06-2026

o ldentifies the opportunities for collaboration with internal and external services, family, and
friends.%’
o Enables the care manager to make referrals, coordinate the services, and monitor the

individual’s progress.®*’
e Key elements of a care plan®?

o Should be individualized to each unique client.

o Theclient should lead the discussion and identification of problems or needs to be addressed
(e.g. shared decision making).

o Include identified strengths connected to the client’s goals.

e Components that should exist in each care plan

o Goal: the intended outcome that is determined through assessment and care planning. The
care plan should have client identified measurable goals (Table 17).3*

o Objective: a step to be achieved in progress toward the identified goal. Each goal should have
measurable objectives with time frames to achieve them.?"’

o Interventions: actions or steps that will be taken by the CBCM team to assist the clientin

achieving objectives toward overall goal completion.3*®
e Care planning best practices to consider:

o Incorporation of the client’s strengths and areas of prior success helps inform the CM
interventions.?¥’

o Consideration of the individual’s readiness to change when determining appropriate treatment
and/or support interventions.®’

o Allteam members have input into the care plan, ongoing access to it, and update it as
needed.'®®

o Inclusion of the individual’s family and or other supports to maximize the potential for achieving
goals.?®

H.5.4.3. Example Care Plan Goal, Objectives and Interventions

Goal: Within the next 3 months, improve my ability to manage cravings and reduce opioid use through
personalized coping strategies as evidenced by daily self-report.

Objective 1: Develop a relapse prevention plan with clear strategies and steps to take when facing high-risk
situations or triggers (within 1 month).

Intervention: CRS will provide a relapse prevention plan template and coach client on completion
of it.

Objective 2: Find a method that works for me to track cravings and coping strategies (within 2 weeks).

Intervention: Care manager will provide and review options of tracking cravings and coping
strategies. CRS will review pros and cons of methods.

Objective 3: Track cravings and coping strategies 5 out of 7 days per week for the next 2 months.

Intervention: Care manager and/or CRS will check-in with the client weekly to remind them to track.
CRS will discuss coping strategies with client and identify which are most effective.
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Table 11. Making Care Plan Goals Measurable®?

Attribute Content

S Specific What exactly is to be accomplished?

M Measurable | How will progress and completion be measured? What evidence will clearly
demonstrate to any reviewer whether the goal has been met?

A Attainable | It’s realistic for the client to achieve the goal. It is reasonable to expect them
to achieve the goal in the amount of time determined.

R Relevant Related to the purpose of services and the client’s needs/interests.

T Timely Identify the timeline for the goal to be accomplished. A specific date should
be used, not vague references to time, such as “soon” or “in the future.”

H.5.5. Proactive Outreach

Proactive outreach refers to providers connecting with individuals or
communities before challenges escalate into crises.®? Rooted in
principles of Assertive Community Treatment (ACT), this model
emphasizes active and personalized engagement to deliver timely support, COE Learning
resources, and interventions.®®®%* Unlike traditional reactive methods, Network:

which rely on individuals recognizing problems and seeking help, proactive Proactive Outreach
outreach reduces barriers by reaching out directly to those who may
benefit from services, even if they have not actively requested assistance.
This method fosters early intervention, improves access to care, and
prioritizes prevention, enhancing individual and community well-being.*

Proactive outreach is particularly valuable in addressing complex health

and socialissues, including OUD, by providing compassionate and

immediate support to vulnerable populations.*’ Proactive outreach in intensive community-based case
management has also been shown to increase referrals to SUD treatment.®® Proactive care is helpful in reducing
gaps in care, preventing overdoses, and building relationships that support engagement with service providers.

H.5.5.1. Confidentiality and Consent with Proactive Outreach

Confidentiality and consent are foundational principles in proactive outreach, ensuring that individuals’ rights,
autonomy, and trust are respected throughout the process.*° Proactive outreach sometimes means speaking with
people who aren’t the actual client. It’s important to be careful with what is shared, following HIPAA’s rule to
disclose only the minimum necessary information. For example, if COE staff visit a client’s home and someone
else answers the door, they should be mindful of what they say to protect the client’s privacy.**® Protecting
confidentiality builds trust between outreach teams and the individuals they serve, fostering a safe environment
where people feel comfortable sharing sensitive information.®* In the context of OUD, maintaining confidentiality
is especially vital due to the stigma and potential legal or social repercussions associated with seeking
treatment.*® Information about consent regulations in Pennsylvania can be found in sections G.2. and H.3.4.1.

Obtaining informed consent is equally important in proactive outreach, as it ensures individuals understand the
purpose of outreach, how their information will be used, what outreach avenues will be used to contact them, and
their rights to decline services or withdraw consent at any time.*” This can be achieved through clear and culturally
sensitive communication, using language that aligns with the individual’s literacy level and preferences.*** COE
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staff conducting outreach can further safeguard confidentiality and consent by adhering to regulatory standards
such as HIPAA, implementing secure data storage practices, and involving individuals in decisions about their
care. By prioritizing confidentiality and consent, proactive outreach programs can uphold ethical standards,
strengthen engagement, and promote long-term trust and participation.

H.5.5.2. Locating Clients in the Community

Locating clients in the community is a critical component of proactive outreach, particularly for individuals with
OUD who may face barriers to accessing care. Effective strategies include collaborating with local partners such
as shelters, community centers, faith-based organizations, and first responders to identify individuals.354%8
Outreach teams can also use geospatial mapping tools or local data to identify areas with high overdose rates or
limited access to treatment services, enabling targeted interventions.** Building relationships with community
leaders and conducting regular street-level outreach in locations where individuals with unmet needs are known to
congregate, such as parks or transit stations, can further enhance efforts to locate and engage clients.’® These
approaches should be paired with culturally sensitive and trauma-informed practices to ensure outreach is
respectful and builds trust, fostering better engagement with services.?*°

H.5.5.3. Locating Clients through Virtual Means

Locating clients through virtual means involves utilizing digital tools to identify and engage individuals in need of
support. COE staff conducting outreach can collaborate with online communities, such as forums or social media
groups, where individuals struggling with OUD may seek information or peer recovery support.*° Locating clients
through virtual means could also include the use of Vinelink, the PDMP, the PA eDocket, or The Unified Judicial
System of Pennsylvania to understand life circumstances that may be affecting their participation in COE services.
In addition to engaging through these platforms, outreach efforts can include direct digital communication
methods such as text messaging or email reminders to connect individuals to treatment and support services,
provided that informed consent has been obtained.*®'*% |t is essential to ensure that virtual outreach efforts are
conducted ethically, respecting users’ privacy and adhering to regulations such as HIPAA to avoid breaching
confidentiality.

EHRs and telehealth systems can assist in identifying individuals with missed appointments or a history of SUD,
facilitating targeted follow-up. At the community level, digital advertising platforms with geotargeting capabilities
allow organizations to focus outreach efforts on communities with high overdose rates or limited treatment
access. Forinstance, SAMHSA provides guidance on evaluating overdose communication campaigns,
emphasizing the importance of adapting strategies to meet the unique needs of targeted communities.*** These
approaches require careful adherence to privacy regulations, as well as culturally sensitive and trauma-informed
communication to build trust and encourage engagement.
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H.5.5.4. Client Locator Form Example

The CM section of the COE Fidelity Guidelines mentions the use of the locator form as one potential CM activity.
The purpose of this form is to assist the provider in the collection of information to reach out for general
appointment reminders, connections to internal and external services, and/or to assist in reengagement of care.

General Contact Information

Name (First, Middle Initial, Last):

Nickname or Preferred Name:

Date of Birth:

SSN:

Preferred Phone #:

COHome [COWork [CICell [ Other:

Secondary Phone #:

COHome [COWork [CICell [ Other:

Emergency Contact Name: Phone #:

Relationship:

Home Environment

Primary Address:

City: State: Zip:

[IHouse [JApartment [IRecovery Residence [IHotel [lOther:

Does anyone else live with you: [ Yes [ No

Name: Relationship: Phone #:
Name: Relationship: Phone #:
Name: Relationship: Phone #:
Name: Relationship: Phone #:

How often do you stay at the identified residence?

[1 Every night [J 3-5 times a week [ 1-3 times a week [J Less than 4 times a month

How long have you been at this address?
[1 0-6 months [ 7-12 months [ 1-3 years [ Longer than 3 years
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If less than 12 months, please list previous addresses:

Address:
City: State: Zip:
Address:
City: State: Zip:

If experiencing homelessness, unstable housing, or concerns over losing housing, please identify other places you
would stay overnight:

Would you like immediate assistance in securing housing:
[IYes [INo [Unsure at this time

Personal Contacts
Please identify at least 4 reliable individuals who could help locate you, that do not reside at the same address

Name:

Relationship:

Address:

Phone #:

Release of Information Signed: CJYes [INo

Name:

Relationship:

Address:

Phone #:

Release of Information Signed: (IYes [INo
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Name:

Relationship:

Address:

Phone #:

Release of Information Signed: (1Yes [] No

Name:

Relationship:

Address:

Phone #:

Release of Information Signed: [J Yes [ No

Community Supports

Is there a case worker, counselor, physician, community clinic, or other contact that you see regularly?

1 Case worker [ Counselor [ Physician [1 Community Clinic
1 Other:

Name:

Address:

Phone #:

Release of Information Signed: [J Yes [ No

[1 Case worker [] Counselor [ Physician [1 Community Clinic
L1 Other:

Name:

Address:

Phone #:

Release of Information Signed: [J Yes [1 No
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Are you currently on probation, parole, or have active court cases?

1 Probation [l Parole [ Active Court Cases
1 Next probation/parole/court date:

Probation/Parole County:

Probation/Parole Officer Name:

Probation/Parole Officer Phone #:

Release of Information Signed: [J Yes [1 No

Are there any places you go regularly to hang out or meet up with friends?

Name:

Address:

Phone #:

Times you may be there:

Prior to enrolling in treatment, where would you most often use?

If you do not know the address, please identify the city/town/neighborhood and restaurants/businesses nearby

If you were to return to use, would these be the same places you would go?
[1Yes [0 No [ Unsure

Other places you may go if you return to use:
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H.5.6. Family/Support System Involvement in Care Management

SUD programs like those who house COEs, have traditionally focused care on the individual seeking treatment,
following the disease model of addiction that treats SUD as a condition specific only to the individual seeking
treatment.**® This approach often excludes family members, despite evidence showing that they play a critical role
in supporting individuals through the SUD care process and contribute to the wellbeing of the individual.*®® Social
support, which includes family and significant others, plays a crucial role in helping individuals recovering from
SUD as it can help them feel valued and cared for by others.?®® Social support for individuals with SUD can include
informational, practical, or emotional help.*®® Informational support may include providing suggestions for
resources, practical support may include providing transportation or housing to the individual, emotional support
may include the love and trust provided to the person.

Case managers should recognize the important role of family and social networks in treatment and recovery.®' The
benefits of family member involvement in SUD care include aiding clients in engaging with and successfully
completing SUD treatment.®® Involving families in treatment leads to better outcomes, such as reduced
substance use and improved family functioning, compared to individual treatment.®¢®

Family members can be involved with OUD treatment and CM by encouraging treatment participation, attending
treatment sessions, discussing recovery including what is beneficial, identifying the signs of return to use, and
helping stabilize an individual if they experience a return to use.*%2%7:38 Including families or supportive others can
occur in any phase of an individual’s involvement in the COE; including initial or ongoing assessment, care
planning, and ongoing recovery support. Research suggests that including the client’s family throughout treatment
and offering couples or family-based treatment services are meaningful ways to involve families in SUD care.®¢ In
addition, supportive persons can be invited to attend COE CM appointments or provided education in group
settings. COEs can engage families by providing information about treatment, client rights to participate or refuse
services, as well as offering education on topics like recovery, relapse, overdose education, and mutual support
groups_see,ses

H.5.7. Stepped Care Approach

The stepped care model is a healthcare delivery framework that tailors treatment intensity based on an individual’s
specific needs, aiming to optimize resource use effectively. Typically, a stepped care model begins with the least
intensive, least restrictive intervention shown to be effective. Clients then receive higher-intensity interventions
only if they don’t respond to initial treatment, thus focusing resources where they’re most needed and reducing
unnecessary treatments.**%*° A central feature of stepped care is its “self-correcting” nature.****”" This means
progress is continuously monitored, and clients are “stepped up” or “stepped down” in intensity based on clinical
response, symptom severity, and functional impairment.®”"*”2 The goal of using a stepped care approach is to
organize resources efficiently, ensuring that interventions are aligned with the client’s needs and evidence-based
guidelines.?>%® The model includes structured collaboration among primary care providers, care managers, and
specialists, who communicate as necessary to adjust and personalize treatment plans without always relying on
formal case conferences.®”® This coordination aims to balance effectiveness and cost, providing the right level of
support for each client to achieve optimal outcomes.?”%373

The stepped care approach outlined in the Fidelity Guidelines draws inspiration from other stepped care models of
care for chronic illnesses, mental health, and cascade of care (CoC) frameworks. COE clients ideally progress
through a stepped-down approach where the intensity of services is higher at the beginning and decreases as the
clientimproves. For example, progressing from phase 1: engagement and stabilization to phase 2: integration of
global health and skills training and then to phase 3: to expansion of recovery capital, skills training, and transition
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to self~-management may mean the client needs less intensive services over time as their clinical status improves
and they move into the later phases. However, the flexibility of stepped care allows for stepping back up to more
intensive phases if more support is needed due to circumstances such as changes in clinical status, return to use,
or re-engagement with COE services following a period of disengagement. The COE stepped care approach, like
the CoC framework, can be effective in addressing gaps in treatment processes, emphasizing evidence-based
interventions, and improving outcomes for individuals with OUD.** Beyond immediate stabilization, stepped care
approaches facilitate long-term recovery by addressing structural barriers such as employment, housing, and
social relationships, focusing on improving quality of life and community reintegration.®’® This aligns with the
specific CM activities suggested within each phase of the Fidelity Guidelines’ stepped care approach. The
approach allows for immediate needs to be addressed right away so the client can progress to focusing on
important, but less immediate needs as they stabilize.> Together, these phases create a comprehensive, dynamic
system for COEs supporting individuals with OUD, enabling tailored, high-quality care and better long-term

recovery outcomes.*”®

H.5.8. Phases of Recovery

The stepped care approach (Figure 18) described in the Fidelity Guidelines,
similar to other stepped care models, organizes CM services into three
phases based on the client’s clinical status. Phase one, engagement and

COE Learning
stabilization, focuses on the first 30 days of a client’s COE enrollment. Network:
Integration of global health and skills training, phase two, focuses on Introduction to PA

months two to four. Finally, month five and beyond, is phase three, CareerLink Services

expansion of recovery capital, skills training, and transition to self-
management. These phases serve as flexible frameworks rather than rigid
timelines, allowing care to adjust to each client’s needs. The primary goal
is to align services with the client’s phase of recovery, ensuring they
receive appropriate resources at the right time.

The engagement and stabilization phase prioritizes client retention—critical during this high-risk period for
disengagement—while emphasizing MOUD initiation and addressing immediate barriers such as harm reduction,
housing, food, transportation, and insurance enrollment to build trust and engagement.*’**”® In the second phase,
care expands to broader health needs, including HRSN/SDOH, primary and mental healthcare, and HCVHIV
treatment, with evolving care plans updated every six months.*3* Stability is maintained through problem
resolution, lifestyle support, return-to-use prevention, and timely access to essential SDOH resources.***”* Peer
providers and family involvement enhance engagement, MOUD adherence, and treatment participation, while care
team meetings ensure coordinated support.*’>*”¢ The third phase shifts focus to strengthening social supports,
building recovery capital, and addressing any remaining healthcare or HRSN/SDOH needs, such as HCV/HIV
treatment, education, employment, and social network expansion.*®**”* Expanding RC fosters long-term stability,
social reintegration, and positive life changes like securing employment and rebuilding relationships.®*%"° A key
goal is preparing clients for discharge with continued support for MOUD adherence and healthcare participation,
with an individualized approach emphasizing patient activation to encourage self-management of health.?””
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Figure 18. Phases of Recovery.

Phase 2:
Phase 1: Engagement and Integration of Phase 3: Expansion

Stabilization Global Health and of Recovery Capital
Skills Training

Timeframes are flexible based on clients’ recovery needs

H.5.9. Need-Specific Care Management

This section outlines CM that may be specific to the needs of the client,
highlighting the importance of tailoring referrals and goals to their unique

medical and non-medical needs. Addressing areas such as dental health, COE Learning
Network:
Facilitating

Emergent Referrals

tobacco recovery, pre- and post-natal care, co-occurring disorders, and
access to primary care, along with housing and transportation, can play a

pivotal role in ensuring clients receive the comprehensive support they
require. By focusing on these individualized needs, CM teams can provide
tailored support. These are not all the needs thata CBCM team may need
to address, but a sample of common CM needs among COE clients.

H.5.9.1. Dental Health and OUD

OUD significantly affects dental health, especially for individuals taking
MOUD. Medications such as buprenorphine and Suboxone are important

COE Learning
tools in managing OUD but these medications may sometimes cause a dry Network:

mouth as a side effect, which heightens the risk of cavities and tooth Dental Health
decay.®’® Additionally, MOUD has been linked to increased cravings for
sugary foods, further exacerbating oral health challenges.*”® While there
are dental side effects related to MOUD, this medication is lifesaving for
many and therefore, CM teams can help Individuals on MOUD take
practical steps to safeguard their dental health while undergoing MOUD
treatment.

Daily oral hygiene practices are essential to promote dental health while taking MOUD. Community-based CM
teams can share dental health guidance that suggests that individuals should brush their teeth twice a day for at
least two minutes, use fluoride toothpaste, and floss daily.** It is also recommended to perform a gentle mouth
rinse after taking certain forms of MOUD, like Suboxone.®' Reducing sugar consumption and visiting the dentist
regularly for preventative care, including fluoride varnish treatments, are also beneficial strategies.*®? These steps
can help clients maintain their dental health while managing OUD effectively.

COEs should consider that individuals with OUD, unfortunately, often face stigma when seeking dental care, which
can create a barrier to receiving necessary services.*® Advocacy efforts to educate dental professionals about
OUD and MOUD can foster supportive, non-judgmental, and strength-based care environments.** By addressing
stigma and promoting accessible dental health resources, CBCM teams and dental health providers can play an
important role in improving both oral and overall health outcomes for individuals with OUD.
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H.5.9.2. Tobacco Recovery

Tobacco recovery supports individuals in reducing or quitting tobacco use through evidence-based interventions,
counseling, and pharmacological support.*® This approach is particularly relevant within treatment settings like
COEs, where individuals with SUD have higher rates of tobacco use.*® Integrating tobacco recovery into various
healthcare settings, including SUD treatment aligns with holistic care
models, ensuring clients receive comprehensive support for all aspects
of their health.*®” A common belief is that addressing tobacco use and
SUD simultaneously may overwhelm clients or detract from other COE Learning
treatment goals. However, research supports the integration of tobacco Network:
recovery into SUD treatment.® Studies have shown that addressing Tobacco Recovery:

tobacco use alongside SUD improves both outcomes for tobacco Hope-inducing
Engagement

cessation and overall recovery, with the potential to reduce return to use
rates and improve BH and PH outcomes.*® This integrated approach also
enhances long-term recovery success by addressing multiple

dependencies simultaneously, which is crucial for individuals facing
complex, co-occurring health issues.®®®

Integrating tobacco recovery into specialized treatment settings, such as COEs, offers numerous benefits,
including improved health outcomes, reduced chronic disease risk, and enhanced mental well-being.38%3%
Effective tobacco recovery programs should incorporate nicotine replacement therapy, behavioral counseling, and
peer support groups, all of which play vital roles in recovery.**?> Addressing tobacco use enables COEs to provide
comprehensive, individualized care. By leveraging COEs’ resources and peer support systems, integrating tobacco
recovery alongside opioid recovery can strengthen whole-person care and promotes long-term well-being.

H.5.9.3. Pre- and Post-Natal Care

Pregnant women represent a priority population for COEs, enabling COEs to direct resources, expertise, and
specialized interventions where they are most needed. The COEs can provide unique support for this high-risk
group, as research highlights that integrated care is a crucial strategy for enhancing engagement in OUD
treatment.®*® Engaging this population is essential, as opioid use and overdose rates have risen during the perinatal
period, which is from 22 weeks of pregnancy and lasts until 7 days after the baby is born.*32%* Standard prenatal
and postpartum care models often fail to address the unique challenges faced by individuals with OUD, such as
limited social support, infant care difficulties, fears of child welfare involvement, and MH concerns—all of which
increase overdose risk.??

COEs can address the need for prenatal care by connecting pregnant people to obstetrician (OB) and gynecologist
(GYN) providers who can provide information about neonatal opioid withdrawal syndrome (NOWS) and other
delivery expectations.**® COEs can coordinate with those providers to develop a plan of safe care for the client and
infant. COEs can connect the client to transportation to ensure they can attend pre- and postnatal appointments.
A COE can connect a pregnant person to peer recovery services because CRSs, who have lived experience in
recovery and parenting, provide valuable guidance, resources, and encouragement.®*** Their support can help
navigate challenges, access essential resources, and strengthen recovery.**® Additionally, COEs can encourage the
connection to additional social support, for example, including family and friends in CM and assisting with
connections to childcare services during the pre-and postnatal periods. Connection to and retention on MOUD is
another way care teams can assist a person during or after pregnancy.**® Additionally, they can connect clients to
mental health services for perinatal depression as indicated by client need.**® Perinatal depression includes
prenatal and postpartum depression.**® Symptoms may involve sadness, anxiety, irritability, self-blame, sleep and
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appetite changes, and difficulty bonding with the baby.%%*® Support from organizations such as COEs is essential for

both parent and child well-being.®%®

H.5.9.4. Plans of Safe Care

A plan of safe care is a “document that directs services and supports to ensure the safety and well-being of a
substance-affected infant (SAl) and their family or caregiver.”*” These plans are designed for infants up to one year
of age who have been affected by substance use, withdrawal symptoms from prenatal substance exposure, or a
Fetal Alcohol Spectrum Disorder (FASD), as well as their families or caregivers with SUD.*” The first step in
developing a plan of safe care is to identify the SAl and their family or caregiver. A SAl is an infant under one year of
age whom a healthcare provider has determined, based on professional standards, to have been born affected by
substance use, withdrawal symptoms due to prenatal drug exposure, or a FASD.**” Once identified, the next step is
notifying ChildLine via their service portal or hotline.?*® While plans of safe care are voluntary, notification is
mandatory if the infant exhibits physical, developmental, cognitive, or emotional delays or harm associated with
maternal substance use or withdrawal, regardless of substance type or other safety concerns, as assessed by a
healthcare provider.®¥”3%° After notification, a multidisciplinary team (MDT) is convened, consisting of professionals
from various fields, such as medical providers, drug and alcohol and

mental health treatment professionals, and county children and youth

agencies.**” The MDT collaborates with the caregiver or family to develop
and implement the plan by assessing the strengths, needs, and barriers of COE Learning

both the birthing person and infant.**” This team ensures coordinated Network:
Plans of Safe Care

support by identifying resources and providing linkages to necessary

services for the infant and their caregiver/family.®¥’

COEs, as the center or hub within the hub-and-spoke model, are uniquely
positioned to assist in developing and implementing plans of safe care.

COEs provide whole-person care by integrating physical and BH services
while addressing both medical and non-medical needs. They deliver
community-based care, meeting clients where they are. The CRS on the
COE team can offer education, hope, and service coordination throughout the prenatal and postpartum periods
and beyond. Plans of safe care developed within a COE may include components such as SDOH concerns,
substance use and treatment history, prenatal care history, MOUD progress and dosage, and identified infant care
and supportive partners.3®

H.5.9.5. Co-occurring Disorders

A co-occurring disorder refers to the simultaneous diagnosis of two disorders in an individual.*®® This term is most
commonly used to describe the presence of both a SUD and a mental health disorder. Within the United States,
co-occurring disorders are prevalent. According to the 2023 National Survey on Drug Use and Health,
approximately 19.7 million American adults (7.8 percent) had any mental illness and SUD within the past year past
year.’®® Another aspect of co-occurring disorders is the risk of suicidal ideation/behavior.*°"4%2 |n 2023,
approximately 12.8 million adults 18 years and older expressed serious suicidal ideation, 3.7 million adults had
serious suicidal ideation (made suicide plans) and about 1.5 million adults made a suicide attempt.®* Research

indicates that the risk is increased for individuals with co-occurring disorders.*"

Supporting a client with a co-occurring diagnosis can present challenges for the provider in understanding which
diagnosis should be addressed first and whether one disorder is a symptom (secondary to) of another.**® However,

the recommended treatment for individuals with co-occurring disorders is through integrated interventions.*%
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COEs can support individuals with co-occurring disorders by offering integrated treatment approaches, such as
training staff to screen for both mental health and substance use issues and providing education on TIC
(referenced in section G.4.) and Ml (referenced in section G.5.). They may also facilitate WHOs between mental
health and SUD services, assisting individuals in navigating care across systems.

H.5.9.6. Connecting Clients to Primary Care

When considering health and OUD, access to primary care plays a central role. PCPs are often the first point of
contact for individuals seeking treatment or services, making them instrumental in initiating conversations about
OUD and connecting clients to the appropriate resources.*®* Primary care is essential for everyone because it
serves as the foundation of a strong and effective healthcare system.*** Primary care offers individuals a consistent
healthcare provider, fostering long-term relationships and personalized treatment based on their health history.**
This continuity of care allows for early detection and management of health issues, such as chronic diseases.*%
PCPs also offer preventive services, like immunizations, screenings, and health education, empowering individuals
to maintain their well-being and make informed decisions about their health.*®> Due to the co-occurring nature of
physical and behavioral health, access to continuous care is vital.*

Access to primary care is especially crucial for individuals with OUD, who often face stigma and resource
limitations when seeking healthcare.*°® COE teams play a role in connecting clients to primary care. When making
these connections to primary care, it is important to consider the client’s unique needs, strengths, and potential
challenges, such as transportation, insurance coverage, and the availability of supportive and nonjudgemental
partners.*%®47 Additionally, care managers can help coordinate appointments, assist with health insurance issues,
and follow up to make sure the client remains engaged in coordinated primary care.*°® OUD care can also be
integrated into primary care settings, as itis a pathway for individuals to receive a holistic approach to their health,
which can improve health outcomes and reduce the stigma often associated with seeking specialty care.**4'°
Connections to primary care are an actionable way for COEs to support their clients in accessing the continuous
and comprehensive health services essential for overall well-being.

H.5.9.7. Referring Clients to Higher Levels of Care

The ASAM Criteria provide a standardized framework for assessing client needs and determining the most suitable
level of care.?'® Referring clients to higher levels of care as needed is a core responsibility of the COE program to
ensure that individuals receive the appropriate intensity of treatment based on their clinical needs.’® Clients with
severe withdrawal symptoms, co-occurring psychiatric disorders, or a high risk of relapse may require inpatient or
residential treatment rather than outpatient services.®*'® The ASAM Criteria provide a standardized framework for
assessing client needs and determining the most suitable level of care.®'® Ensuring timely and appropriate referrals
can help mitigate potential complications, like overdose, severe withdrawal symptoms, or psychiatric crises, that
could be life-threatening.*"" Beyond immediate stabilization, referrals to higher levels of care foster continuity of
treatment by connecting clients with comprehensive services tailored to their specific challenges.*'? COEs are
well-positioned as experts in their communities to play a key role in coordinating these transitions, facilitating
communication between providers, and addressing barriers such as insurance coverage or transportation, which
can hinder access to higher levels of care. By maintaining strong referral networks and partnerships with inpatient
and residential facilities, COEs can help clients access the care they need while minimizing disruptions in
treatment. Additionally, COEs can play a key role in ensuring a smooth transition back to outpatient care by
developing follow-up plans, providing ongoing support, and utilizing engagement strategies such as regular check-
ins and collaboration with outpatient providers to keep clients actively involved in their recovery.
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Referrals to higher levels of care should be based not only on clinical assessments, like the ASAM LOCA, but also
on the client’s personal goals, preferences, and readiness for change.®'® Considering the client’s unique
circumstances, treatment history, and recovery aspirations tailors the referral process to their needs.**® This
person-centered approach improves engagement, reduces resistance to treatment, and supports long-term
recovery. It is also important to consider client preference.®*® When clients have an active role in selecting their
next level of care, they are more likely to stay engaged and committed to their recovery.®*® However, it is important
to recognize that clients may refuse higher levels of care, even when clinically indicated. In these cases, respecting
their autonomy while addressing concerns can help maintain a collaborative relationship and increase the
likelihood of future treatment success.**

A well-structured referral process ultimately enhances client outcomes and promotes a more effective, person-
centered approach to recovery.®'® COEs can work to ensure structured referral processes are established for
individuals in their programs, ensuring seamless coordinated care both into and out of higher levels of care. This
approach aims to reduce disengagement during these important transition periods and includes consistent follow-
up with referral partners to monitor progress and address any challenges that may arise post-transition.

H.5.9.8. Housing

Housing instability is a critical barrier faced by many individuals with OUD.?°#'34'4 A [ack of stable housing disrupts
not only daily routines and access to basic necessities (e.g., clean water, warm meals, hygiene facilities and
supplies, access to showers, safe places to sleep and rest, or storage for personal belongings) but also makes it
more difficult to engage consistently in treatment (e.g., store and take medications safely or to attend
appointments).’**'¥” Additionally, stress and instability can increase the risk of overdose, return to use, and
disengagement with treatment.*'>*'® Moreover, stigma, criminal justice involvement, and systemic inequities often
intersect with housing insecurity.*"” Stable housing is recognized as a key component of positive RC.4'® Research
has shown that housing can be treated as a modifiable RC factor that can improve retention and recovery

outcomes.*'®

Enhanced CM teams can play a pivotal role in addressing housing-related barriers. In some communities, service
providers have taken the approach where they have successfully embedded case managers within street outreach
teams or coordinated programs to serve unhoused individuals. However, the solutions are often not one-size-fits-
all.*"® Some use the “Housing First Model” where the intent is to provide immediate access to housing without
requiring individuals stop using substances or attend treatment.*?° Additionally, “Housing Choice Models” provide
individuals with a choice between transitional housing, permanent supportive housing, non-treatment associated
housing, and/or recovery housing models.*?° Another option is to build partnerships with local housing agencies,
shelters, and supportive housing programs.*'®4*' CM teams can assist clients in applying for housing vouchers,
connecting to emergency shelters or transitional housing, and advocating for priority placement in supportive
housing.**" Flexible funding streams and creative use of recovery support services grants have been leveraged by
organizations to cover housing-related costs such as application fees, short-term stays, or transportation to
housing appointments.*?' COEs can serve as vital coordinators in addressing housing instability by leveraging their
CM teams, CRSs, and cross-system partnerships to meet clients’immediate and long-term housing needs. By
embedding housing support within their processes, COEs promote recovery stability, reduce overdose risk, and
support reengagement in care.

H.5.9.9. Transportation

Transportation barriers impact individuals with OUD, often limiting their ability to access essential services,
maintain consistent care, and meet basic needs."®* Lack of reliable transportation can lead to missed
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appointments, treatment interruptions, or premature discontinuation of care, all factors that increase the risk of
return to use and overdose.*?? Transportation is critical for employment, daily activities, and social participation.*?®
Additionally, transportation barriers can exacerbate social isolation and hinder access to supportive services such
as counseling, MOUD, primary care, and chronic condition appointments.**> Addressing transportation as a

structural barrier is, therefore, essential to improving engagement, retention, and outcomes in OUD care, as it has

proven to be a common need.'*?

One way to address the transportation barrier involves utilizing a mobile model.’®"'%%'4° These mobile models are
discussed in more detail in section G.7. of this guide titled mobile engagement. Other initiatives focus specifically
on removing transportation barriers. Some states have begun to offer
Medicaid-funded non-emergency transportation to OUD care, like the
Medical Assistance Transportation Program (MATP) in Pennsylvania.’? In

addition, some programs provide direct transportation services, such as COE Learning
vans or contracted drivers, which have been shown to support higher Network:
143 Transportation

treatment retention by providing a dependable, accessible ride to care.
Other options involve using transportation vouchers or stipends,
reimbursement programs, and subsidized ride-sharing services.’® These
efforts recognize that for clients without reliable transportation, especially

those living in rural areas, experiencing homelessness, or managing
caregiving responsibilities, getting to appointments can be a significant
challenge."244% Together, these varied approaches reflect a growing
recognition that transportation is not a secondary issue but a central determinant of whether people can access
and remain engaged in services. COEs are well positioned to help mitigate transportation barriers through direct
service coordination and creative partnerships. By prioritizing transportation within care planning, COEs can
enhance access, improve continuity of care, and ultimately support recovery outcomes.

H.6. Enhanced Care Management Discharge/Transition

The discharge section outlines the criteria and process for transitioning clients out of enhanced CM services at the
COE. Discharge can occur for various reasons, including completing the CM plan, no longer needing intensive
support, inactivity, or incarceration for an extended period. The section emphasizes the importance of ensuring
clients are able to navigate community resources independently at the point of discharge. It also details the
documentation requirements for discharge, including ongoing care recommendations and referrals.

H.6.1. COE Enhanced Care Management Discharge/Transition Criteria

Discharge from enhanced care management at the COE can occur for a variety of reasons, there is no specification
of the lengths of time a client can receive COE services; however, if a client has completed their care management
plan and/or has no new goals or significant HRSN/SDOH needs that they wish to work on the clients can be
transitioned out of enhanced care management services to allow capacity for other high-risk clients. At the point of
COE transition, the client should be able to navigate community-based resources independently.

Clients should not be immediately discharged upon stabilization*; clients may need less intensive support while
continuing to work on goals that are set in the client’s care management plan or until care management plan goals
can be managed outside the COE by the client. COE staff should continue to document which care management
plan goals are being worked on during each visit.
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Enhanced care management discharge/transition should occur if one or more of the following criteria are met:

1.

Client had no contact with the program for > 60 days, and there is a record of three or more attempts to
contact by the COE that includes friends or family members as well as other providers who have worked
with the client in the past (e.g., residential treatment providers, community mental health centers
(CMHCs), or PCPs). The date of this discharge ascertainment is as close to the 61-day window with contact
attempts as possible. COE indicates the discharge date and a qualifier that this is a Discharge Without
Contact (DWC).

Client is incarcerated and cannot be contacted for at least two months, in which case the estimated
release date from jail or prison is provided or estimated, based on the sentence. COE indicates the
discharge date and a qualifier that this is a “Client Incarcerated.” COE will indicate in the discharge plan in
the EHR the name and location where the client is incarcerated, if available. If the client can be reached,
even if Medicaid cannot be billed, and will likely be released within the next two to three months, COEs
should keep the client as active and indicate incarcerated status.

Client has completed planned COE care management services; the COE indicates the transition date and
thatis a successful “transition from COE services” and codes it as “Client Completed Planned COE
Services.”

Client requires more intensive care coordination, is moving, or chooses to receive services from another
provider; the COE indicates the discharge date and codes it in REDCap as “Client Transferred to other
COE.” If the client transfers to a provider that is not a COE, the care management can be provided by their
current COE.

Client has died. The COE indicates the discharge date (which is the date the death is known) and code the
discharge reason as “Client Deceased.”

Client has contact with the COE but declines to continue receiving COE services, code the discharge
reason “Client Voluntary Discharge.” COE staff should offer client rapid re-enrollment should the client
wish to reengage with COE services.

COE will listin the discharge plan in the client’s chart the names and locations of PCP, OTP, CMHC, peer
services/recovery support and/or other treatment provider(s) who will provide ongoing care and medication to the

client after they leave the COE. In addition to the providers noted above, the discharge plan should also include but

is not limited to:

Last available BARC-10 score,

Current recommendations for continued care,

Referrals placed,

Documentation that client received information on how to return to the COE if needed,

Documentation that client received Naloxone/harm reduction supplies, and

Signature of the client indicating that the plan was completed in collaboration with the client, if the client
was present at the time the transition/discharge is indicated.

COEs should refer to the Fidelity Guidelines documentation guide for guidance on documenting their COE’s
discharge policy.

Note One: Clients who no longer meet eligibility for MA can sometimes receive funding for continued care via the

relevant SCA. Thus, the COEs are strongly encouraged to understand how to access the SCAs sources of funding

for clients who are not eligible for MA or other third-party payment.
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Note Two: Clients who continue to submit positive drug screens for any substance should not be discharged from
the COE, unless the client requests discharge. This would fall under “Client Voluntary Discharge.”

Note Three: BARC-10 scores at discharge can show an increase or decrease in recovery capital, which could
assist COE staff in the development of aftercare plans and recommendations for the client.

Clients who have completed their planned COE services, or who no longer wish to be enrolled in care
management/peer recovery support services, may remain in medication management and/or primary care with the
COE. This information should be placed in the client’s chart.

*Stabilization indicates consistent medication adherence (MOUD), absence of opioid use, and positive supports
arein place.

H.6.2. MCO Enhanced Care Management Discharge/Transition Criteria

MCOs can track the COE’s client population using claims data, with gaps in claims of 61 days used to define a
client as disengaged from the COE; the client population size from claims data can be compared to the REDCap
report of active clients for agencies to maintain consistency in reporting discharges. The 61-day gap in claims is the
timeframe for defining an individual as having disengaged from the COE, not the suggested timeframe for
monitoring retention. Because of the claims lag, MCOs will not be able to assess discharge/retention in real time
but can run cohort analyses within the past 12 months (e.g., six-month retention rates for all individuals who have
been enrolled between the past 9 and 12 months).

MCOs can also track clients who may disengage from a COE and return after 60 days to the same COE (most will
return to the same COE) or initiate services with another COE (track clients that tend to cycle in and out of COE
episodes as well as COEs that seem to be related to poor retention; cycling clients tend to use crisis services
between COE episodes).

Itis suggested that MCOs consider the completion of the client’s care plan goals combined with no ongoing
HRSN/SDOH needs (as determined by a validated tool) as a point to suggest discharge/transition. It is not
appropriate for an MCO to use standard timeframes for COE services that apply to all clients universally.

Track the outcomes of clients who have been discharged successfully from the COE, when possible, to confirm the
patientis still receiving MOUD and other services from a PCP, recovery support service provider, or other type of
service provider (e.g., CMHC, peer services, OTP). Most clients will require MOUD for several years.

Through chart review and/or review of COE’s policies and procedures, MCOs can confirm the documentation of
items related to Discharge/Transition outlined in the Fidelity Guidelines Documentation Guidance.

H.6.3. Importance of Outreach in Client Disengagement

Client disengagement, commonly described as failure to attend appointments, participate in treatment, or follow
through with care plans, poses a substantial barrier to effective treatment for OUD. Research highlights the
relationship between early disengagement and poorer treatment outcomes, such as higher relapse rates and
reduced recovery success.**® While this challenge is widely acknowledged within the field, research consistently
highlights its impact on treatment outcomes. Disengagement has been shown to correlate with increased relapse
rates, poorer recovery trajectories, and reduced overall success in managing OUD.** The COE program was
designed to prevent disengagement that is often seen in SUD treatment programs, in line with the guiding principle
of the COE program to provide care coordination that is assertive and community-based to eliminate gaps in care.
Outreach efforts are crucial in reconnecting clients who may have discontinued services due to stigma, logistical
challenges, return to use, lack of trust in the healthcare system, or worsening SDOH.%* Effective outreach
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strategies to reduce disengagement include proactive follow-ups, Ml, and peer recovery support, which can help
address client concerns and encourage re-engagement in care.*® In addition, maintaining contact through
multiple channels, such as phone calls, text messages, or home visits, may be helpful outreach strategies to
reduce disengagement. Research has shown that using a variety of communication methods, including mobile
health technologies, enhances treatment adherence and engagement, ultimately leading to better retention in

care and improved outcomes.*?®

In addition to keeping clients connected to treatment and CM providers, outreach plays a key role in harm
reduction and the prevention of adverse health events. Clients who disengage from care are at increased risk of
return to use, overdose, and untreated co-occurring conditions.*® Research emphasizes the importance of
structured outreach protocols, particularly for high-risk clients, and the value of community partnerships to extend
support services in addressing OUD.*?” COEs can apply these principles by implementing similar outreach
strategies to ensure sustained engagement and support for individuals with OUD.

H.6.4. Helping Clients Navigate Resources Independently

Helping COE clients navigate resources
independently is an important function of the COE. Figure 19. Helping Clients Navigate Resources.
This process may involve leveraging the

multidimensional framework of RC, which

emphasizes building personal, social, and BH

community resources and connections to foster Services

self-sufficiency.*?® Key domains such as human Other

capital (e.g., skills, resilience), social capital Support Social

(supportive networks), and community capital Services SERIEDE

(access to culturally relevant services) are critical
for empowering clients to autonomously access
and utilize resources.*?® To enhance clients’
awareness of these assets, CM team can connect
clients to recovery networks, implement strategies

Residential
Care

to enhance life skills, and link them to community-
based supports.*?® COEs can help empower clients
to strengthen their ability to independently manage
recovery. Tailored approaches that align resources Probation/
with clients’ values and mitigate negative capital Parole
including systemic barriers are essential for
addressing gaps in cultural capital.*?® Prioritizing

education on available resources and fostering self-efficacy ensures clients dynamically build and sustain RC,
promoting long-term resilience without reliance on direct oversight.**® The hub-and-spoke model previously
outlined in section E.3. highlighted the COE as the “hub,” referring the client to the various “spokes” which are
providers of needed medical and non-medical services. As a client understands how to navigate resources
independently, they can be considered at the “hub” of this model (Figure 19), as they have either had their needs
met through referrals provided by the COE or have learned how to navigate these resources without support of their
CBCM team. This aligns with the Fidelity Guidelines recommendation that, “if a client has completed their CM plan
and/or has no new goals or significant HRSN/SDOH needs that they wish to work on the clients can be transitioned
out of enhanced CM services to allow capacity for other high-risk clients. At the point of COE transition, the client
should be able to navigate community-based resources independently.”®?
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Empowering COE clients to navigate resources independently aligns with the core principles of harm reduction:
accessibility, autonomy, and pragmatism.** By adopting a low-threshold approach which minimizes barriers to
care by removing requirements like mandatory abstinence, COEs ensure that clients can access essential harm
reduction services like SSPs, methadone programs, and safer-sex education without stigma, ultimately promoting
engagement and better health outcomes.** Peer recovery-led initiatives empower clients through shared
experiences, fostering trust and practical guidance. Education on risk reduction such as safe injection practices
and overdose prevention equips clients with tools to minimize harm autonomously.*?® Culturally tailored programs,
designed with community input, ensure resources resonate with diverse needs, enhancing engagement.*?° By
prioritizing nonjudgmental support and meeting clients “where they are,” COEs enable clients to independently
leverage these resources, promoting self-efficacy and reducing harm while respecting personal choice in their

recovery journey.*?°

H.6.5. Connecting Clients to Natural Supports

Connecting clients to natural supports like family, friends, colleagues, and community resources helps build social
and community capital and may offer significant benefits in fostering a more holistic approach to recovery.*?#43°
These informal, reciprocal relationships can enhance emotional, social, and psychological well-being, potentially
providing a foundation for greater independence and resilience.**® Natural supports are often more accessible and
culturally relevant than formal services like counseling, MOUD, and residential programs.**° By providing
personalized, real-time assistance, they can help reduce reliance on paid systems such as social services, and
criminal justice interventions.** Individuals with strong social connections tend to experience better health
outcomes and may have increased longevity.**® For COEs, facilitating access to community supports can
encourage client engagement, help create efficiencies by directing resources to where they are most needed, and
empower clients to take an active role in their recovery.

H.7. COE Fidelity Guidelines Documentation Guidance

The COE Fidelity Guidelines outline suggested documentation of items within the client’s chart and within the
COFE’s policies and procedures. This documentation demonstrates a COE’s alignment with the Fidelity Guidelines.
Each suggested documentation item is outlined in Table 12.

Table 12. COE Fidelity Guidelines Documentation Guidance

Guideline Location Chart/REDCap Details

Policies and Procedures

Written procedure on how COE staff check with other COE

Policies & providers in the area to ensure that there is no duplication of
Procedures services, including a process for obtaining ROls for care
coordination purposes.

Inclusion

Have a documented outreach process with active MOUs,
Policies & referral agreements, a systematic process for checking for
Inclusion/Identification Procedures eligible clients within specified organizations, or a systematic

case finding outreach process for treatment and non-
treatment organizations.

Have a documented warm handoff process from emergency

Policies & departments, crisis services, jail/prison, hospitals, substance
Procedures use treatment, and mental health treatment. If the COE is
having difficulty with warm handoff partners itis

Identification
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Guideline Location Chart/REDCap Details

recommended that the COE keeps a record of outreach
attempted to local organizations (e.g., SCAs, hospitals,
correctional facilities, and other SUD programs) for MOUs

and WHOs.

Training plans for all staff involved in identification,
Identification/Enrollment/ Policies & enrollment, and client assessment that include engagement
Initial Assessment Procedures best practices like motivational interviewing (Ml), updated

regularly to indicate that training was completed.

Policies & COE service description, with updates as applicable.

Inclusion
Procedures

Policies & Program description which is meant to be client facing that
Enrollment explains the care management services offered, and the
Procedures . .
potential benefits of enrollment.

A written strategy for identifying and reducing disparities (e.g.,

Identification Policies & racial, ethnic, cultural, language, gender) in client enrollment

Procedures

processes.
Policies & Consent form for COE services that includes the COE as the

Enrollment ., . . .

Procedures client’s choice of provider for COE services.
Care Management Policies & Mobile engagement policy.

Procedures

Care Management Policies & Telehealth policy (if applicable).

Procedures
Discharge/transition policy that includes:

e Thereasons why a client will be discharged from
program that includes transfers, incarceration,
completion of services, and discharge without contact

. . Policies & and an explanation of the reasons.
Discharge/Transition )
Procedures e The outreach efforts that must be taken prior to

discharging a client for disengagement.

e Therequired resources and referrals that must be
made available to a client prior to discharge and how it
must be documented in the discharge note.

Client Chart Documentation

Client Profile Information: DAY ONE

Client chart/ Documentation of client’s age (year of birth).

Inclusion REDCap

Documentation of client’s MA number or documentation that
Clientchart/ | the client uninsured, but MA eligible and the COE is helping
DHS crosswalk | the client enroll in MA- should be documented in client chart

and in the quarterly COE crosswalk provided to DHS.

Inclusion

. Documentation of client’s Client ID — should be documented
Client chart/

Enrollment DHS crosswalk :;_(':élent chart and in the quarterly COE crosswalk provided to
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Guideline Location

Chart/REDCap

Details

Enrollment

Client chart/
REDCap

Documentation of enrollment date.

Identification

Client chart/
REDCap

Documentation of client’s referral source.

Documentation of client’s OUD Dx, not in sustained

Enrollment

Client chart/
REDCap

Inclusion Client chart remission based on the most recent version of the DSM
criteria.
Inclusion Client chart Applicable exception to inclusion criteria (if applicable).

Client Intake Assessments/Screenings: DAY ONE

Rapid HRSN/SDOH assessment for immediate health-related
social needs/social determinants of health needs.

Enrollment

Enrollment

Client chart/
REDCap

Client chart/

Suicide risk screening using a validated tool.

Client Intake Note: DAY ONE

Documentation of client’s consent to receive COE services

REDCap (Signed form should be in client’s chart).
Documentation of client receipt of contact information for
Enrollment Client Chart their COE team should they need to contact them for support
prior to the next scheduled appointment.
. Documentation of client receipt of an overview of the COE
Enrollment Client chart

program.

Inclusion/Enrollment

Client chart

Documentation of a discussion verifying client is not enrolled
in another program that may be duplicative.

Documentation that the client resides in or is going to reside

Enrollment Client chart in the service catchment area and can receive care
management services.
Documentation of ROIs that were signed for providers in the
area and that the client acknowledges involvement with these
. providers that allows for coordination of care. COE should
Enrollment Client chart . N
document in the client’s chart the outreach to other COE,
MOUD, Care Management providers in the area to avoid client
duplication.
Enrollment Client chart Documentation that ROl was signed to release de-identified
data to MCOs, DHS, and the University of Pittsburgh.
Client chart/ Documentation that MOUD education was provided.
Enrollment
REDCap
Enrollment Client chart Documentation of the client’s MOUD acceptance or refusal.
. Documentation that the client met with a member of the COE
Client chart/ . _
Enrollment CBCM team; include the team members position (Care
REDCap
manager; CRS, etc.).
Client chart/ Documentation if COE CBCM meeting occurred in-person or
Enrollment .
REDCap virtually.
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Guideline Location

Chart/REDCap

Details

Enrollment

Client chart/
REDCap

Rapid care management plan that identifies immediate needs
to reduce risk of overdose and reduce barriers to COE
attendance.

Enrollment/Initial

Client chart/

Rapid HRSN/SDOH needs identified in the client’s chart and

REDCap

Assessment REDCap REDCap (“need indicated”).
Client chart/ Documentation of referral(s) placed for any immediate needs.
Enrollment
REDCap
. Documentation that a suicide screening was completed with
Client chart/ . .
Enrollment the client, the screening score, and the recommended follow

up and referrals placed, if necessary.

Initial Assessment

Client chart

Documentation that all clinical questions regarding MOUD
were discussed with licensed medical provider during clients
first visit with medical team (if the first visit with the medical
team occurred on day one. Otherwise, document that clinical
questions regarding MOUD were addressed on the date of the
first visit with the medical team).

Initial Assessment

Initial Assessment

Initial Assessment

Client chart

Client chart/
REDCap

Client chart/
REDCap

Documentation of the challenges completing the outlined
paperwork items when unable to meet them in the specified
timeframes.

Client Intake Assessments: Within 72 Hours of Client Intake Appointment

ASAM LOCA or verification that client completed one in the
last 6 months.

Client Note Corresponding with 72 Hour Assessment/Screenings

Documentation that the ASAM was completed, or results
were received from organization that completed it within the
last 6 months (with appropriate ROI).

Initial Assessment

Client chart/
REDCap

Documentation of the ASAM LOC recommended based on
the assessment.

Initial Assessment

Client chart

Documentation of who completed the ASAM LOCA
(internal/external, position, CBCM team/other staff from
organization).

Initial Assessment

Initial Assessment

Initial Assessment

Client Note Correspondi

Client chart

Client chart/
REDCap

Documentation of the challenges completing the outlined
paperwork items when unable to meet them in the specified
timeframes.

Client Intake Assessments/Screenings within 7 Days of Client Intake Appointment

Full HRSN/SDOH Screening using a validated tool.

ng with 7 Day Assessment/Screenings

Documentation that a full HRSN/SDOH screening was
completed.

Initial Assessment

Client chart

Documentation of who on the CBCM team completed the
HRSN/SDOH screening with the client.

131 | Page




Guideline Location

Chart/REDCap

Details

Initial Assessment

Client chart/
REDCap

HRSN/SDOH needs identified in the client’s chart and
REDCap (“need indicated”).

Initial Assessment

Client chart/
REDCap

Referrals that were placed based on the HRSN/SDOH
screening results identified in client’s chart and in REDCap
(“referral for service”).

Initial Assessment

Client Intake/Ass

Initial Assessment

Initial Assessment

Client chart

Client chart/
REDCap

Client chart/
REDCap

Documentation of the challenges completing the outlined
paperwork items when unable to meet them in the specified
timeframes.

essment/Screenings within 30 Days of Client Intake Appointment

BARC-10.

Client Note Corresponding with 30 Day Assessments/Screenings

Documentation that the BARC-10 was completed with client
and the domain scores.

Initial Assessment

Initial Assessment

Client chart

Client chart/
REDCap

Documentation of who on the CBCM team completed the
BARC-10 with the client.

Subsequent Care Management Notes Should Include:

Documentation of repeated rapid HRSN/SDOH assessment
during the first 2 months.

Initial Assessment

Client chart/
REDCap

Documentation of repeated full HRSN/SDOH assessment
every 6 months.

Initial Assessment

Client chart/
REDCap

Documentation of care plan updates every 6 months or
sooner if there is a new need identified.

Care Management

Client chart/
REDCap

Documentation of the development of an expanded care
management plan (completed by the end of first 2 months).

Care Management

Client chart

Documentation within the expanded care management plan
(such as signature) that the client agrees with the goals and
participated in the development of the plan. The client, the
care manager, and other individuals on the CBCM team (or as
specified by the COE organization) should sign the initial and
all subsequent care plans.

Care Management

Client chart

Documentation of client’s phase of recovery, with care plan
goals aligned to the appropriate phase.

Care Management

Care Management

Client chart/
REDCap

Client chart

Documentation of continuous assessment based on the
client’ stage of readiness and timeframe in the COE, including
BARC-10 assessment every 6 months.

All Client Care Management Notes Should Include:

Documentation of the activity that was conducted to bill the
G-9012 code.

Care Management

Client chart

Length of time of visit.

132 | Page




Guideline Location

Chart/REDCap

Details

Care Management

Client chart/
REDCap

How the visit was completed, virtual or in-person.

Care Management

Client chart/
REDCap

Where it was completed, in office (and which satellite office)
or in the community.

Care Management

Client chart/
REDCap

Who completed the care management visit.

Care Management

Client chart/
REDCap

Needs that were addressed or referrals placed.

Care Management

Client chart/
REDCap

The care management plan goal addressed during the visit
and the referrals the client received (if client received referrals
at a previous visit, best practice is to document follow up to
ensure services were received. When services are confirmed
as received, they should be documented in REDCap as
“service performed”).

Care Management

Discharge/Transition Note S

Client chart

Next planned activities for CBCM team AND the client.

hould Include the Following, if applicable:

Discharge/Transition

Client chart/
REDCap

Reason for discharge.

Discharge/Transition

Client chart

Documentation of 3 or more attempts to contact the client
prior to discharge, if being discharged for inactivity.

Discharge/Transition

Client chart

Names and locations of providers (PCP, OTP, CMHC, other
treatment providers) who will provide ongoing care.

Discharge/Transition

Client chart/
REDCap

Last available barc-10 score.

Discharge/Transition

Client chart

Recommendations for continued care.

Discharge/Transition

Client chart/
REDCap

Referrals that were placed.

Discharge/Transition

Client chart

Documentation that the client received information on how to
return to COE (N/A if client disengaged prior to this).

Discharge/Transition

Client chart/
REDCap

Documentation that the client received harm reduction
supplies/Naloxone.

Discharge/Transition

Client chart

Documentation whether the client will remain engaged in
medication management or primary care at the organization
after discharge from the COE.
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|. Client Chart Documentation

Documentation is a required and critically important aspect of providing COE services to clients. Documentation
refers to how healthcare providers record their observations, assessments, plans, and actions during client care.**
Each COE may have their own documentation templates and expectations based on their unique structure,

however, there are some overarching aspects of documentation that are applicable across organizations.

Documentation is both a record of care and a way for members of a care team to communicate.*®' There are
several purposes of documentation that help explain why it is important for a client’s care. There are also many
benefits to quality documentation.**? The purposes and benefits include:

e Documentation is the primary communication tool among healthcare professionals, detailing the planned
care for an individual, the treatment/services provided, and treatment outcomes for that individual. By
acting as a communication tool, it supports continuity of care for the client.**?

o Documentation is multi-faceted in nature and indicates a record of the care provided, assessments made,
professional judgment utilized, and critical thinking used by the healthcare professional.**?

e Clear and detailed documentation is necessary as it serves administrative purposes; for example, it meets
compliance and billing requirements.**'

o Documentation is critical for client care as it may serve in a legal manner to provide evidence of services or
actions taken.**' Documentation of client services also helps reconstruct events and recall circumstances
accurately without relying on memory, while also justifying or defending the care provided.**?

e Accurate documentation is crucial as it supports client safety, including ensuring that errors are not made,
and interventions are not missed.*®

e Documentation has the ability to demonstrate team members’ professionalism and expertise to the client
and to the payor of services.**

e The documentation in the client’s chart offers a chronological record of client evaluation,
treatment/services, and response to interventions, serving as a tool for assessing care quality.**?

e |nformation and data from screenings, assessments, care plans, and chart note documentation are

necessary as they may be used to analyze and evaluate the program.*

[.1. Documentation Best Practices

Due to the importance of documenting client services, the literature outlines several best practices to consider.
These include:

e Completing documentation in a timely manner is essential to ensuring continuity of care as well as
reducing client risk.***

e Each client’s documentation should include only information relevant to their care and their response to
each team members’ interventions.**

e |tis essential that all documentation includes person-first language that prioritizes the individual person
instead of their OUD condition. For example, “Client reports using opioids,” not, “Client says they’re an
opioid user.” For additional information on using person-first language please refer to section G.1.2.1.

e [tisimportant for documentation to include unbiased language. Biased language in EHRs can negatively

impact future provider perceptions and client care.**®
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l.2. Progress/Case Note Documentation

The notes that document interactions with a client may be called by different names, such as progress, case, case
management, or encounter notes. These notes serve as the main tool for documenting care, conveying plans, and
guiding follow-up services. It is important to consider documentation quality, as inadequate documentation
quality can negatively impact client care and health outcomes.**

Notes should be tied to the client’s care plan and indicate what action was taken towards each goal and/or
objective.® Notes should be readable, accurate, complete, and lead to the appropriate action or intervention
occurring.** It is not possible to include everything that was discussed during an interaction, so it is important to
focus on what is currently relevant for the client.**® High-quality notes have several components.*®® Examples of
these components include:

¢ Including enough information to explain the interventions provided.**

e Ensuring readability and clarity to anyone who may read the note, including other providers, the client, or a
support person (e.g., family member, spouse, etc.).**®

e Containing only current, relevant, and factually correct information for the client’s care.***

e Be organized so that another team member may identify the “client’s story” being told from one note to

another which helps facilitate care coordination.*

There are many considerations regarding what should be included in progress/case notes. Table 13 outlines tips
identified in the literature that may be helpful for writing notes.

Table 13. Case/Progress Documentation Recommendations

What to Include What Not to Include ‘
- Respectful language.*®’ » Problematic terms such as “drug seeker, addict,
- Information related to client’s diagnosis.**® frequent flier, manipulative.”*
. . . ; 436
» Reasons for interventions and plans.*®® Gossip or hearsay.

< Comments that the client may perceive as
insulting, embarrassing, or excessively

- Client’s concerns or needs.*®

» Review of client’s symptoms.*
. . H'™ 436

» Changes in a client’s symptoms or status.* critical.

- Assessment of client’s progress.“® - Statements that may reflect personal
« Interventions used by staff.*® judgments or values (e.g., “lazy,” “weak”).**
» Plan for next steps for client and staff.** = Abbreviations or slang that may not be

understood.*®
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J. COE Data Entry

As the contracted TA provider for COEs statewide, the University of Pittsburgh collects data on the COE program to
support quality improvement, reporting, and evaluation. COEs submit this data through a system called REDCap,
which is used by the University to summarize key metrics for individual COE locations and conduct statewide
evaluations of the COE program as a whole. Additionally, REDCap data helps assess the program’s ongoing
alignment with COE Fidelity Guidelines.

The data entered into REDCap is deidentified, as the University of Pittsburgh does not collect any protected health
information in the system. To track retention metrics for individuals enrolled in COE programs, COEs assign each
new enrollee a unique client ID, free of any identifiable information, which is used to enter data on the CM services
provided.

All COE program data is entered into the REDCap database, except for an Excel spreadsheet known as the
crosswalk, which COEs submit quarterly to DHS. The crosswalk contains the matching of a COE-enrolled
individual’s MA ID number with their REDCap ID (which is automatically generated when a new client is entered
into the REDCap system).

J.1. Data Entry Expectations for COEs

Q) Per the COE Provider Enrollment Medical Assistance Bulletin data entry is required for approved COE
locations.’ There are expectations for COEs related to data entry timeliness and scope. COEs are
y ) expected to submit data monthly into the REDCap system. Data is due via REDCap by the end of the

following month after the CM visits occurred. For example, data representing CM visits that occurred

in November should be entered into REDCap by the end of December. Crosswalks should be submitted to DHS

quarterly through the DocuShare system, which is described in section J.8. COEs are expected to work toward real-

time submission and work with the University of Pittsburgh, DHS and the MCOs to solve data-related problems and

improve data quality with the goal of engaging in data-driven decision making (DDDM) to ensure optimal client

outcomes.

The University of Pittsburgh has many resources available to support COE data entry. Broadly, the expectations for
REDCap data entry are to submit the following forms within the corresponding timeframes after an individual
enrolls in a COE program.

1. Client Profile: this is a form that COEs should submit once for each COE-enrolled individual. This form
collects demographics and is where the COE enters the non-identifiable client ID. The REDCap ID is
automatically generated when the Client Profile is created in the REDCap system. If a client disengages
and reengages in the COE program, the same profile and client ID should be used.

2. Client Interaction Form: this is a form that COEs should submit one per day each time a member of the
COE’s CBCM team completes a qualifying CM interaction with a COE-enrolled client, attempts contact
with a client or conducts some CM activity with a partner when the client is not present. The form indicates
the screenings, assessments, referrals, and support that the individual received during each visit with the
COE.

3. BARC-10 Form: this is a form where COEs submit a client’s BARC-10 assessment results. Per the MA
Bulletin, COEs must complete the BARC-10 within 30 days of a client’s initial enrollment into the COE
program and repeat this assessment every six months while the client remains enrolled in the COE
program.
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4. Client Discharge Form: This is a form COEs should submit when a client is discharged from a COE
program. The form should be submitted when a client is discharged for any of the reasons outlined in the
Fidelity Guidelines.

5. Client Profile Update Form: This is a form that COEs should submit when there is a change to one of the
demographic items within the client profile. Instead of changing the items within the client profile itself,
changes should be indicated by entering a client profile update form. This allows for tracking of changes
over time.

J.2. REDCap

REDCap is the system used for COE data collection. Itis a secure web application for building and managing
online surveys and databases that support both on and offline data capture. It is both free and HIPAA compliant.

J.2.1. Setting up a REDCap Account

To set up a REDCap account, COE staff members should start by completing the REDCap Account Request Form.
The assigned TA POC from the University of Pittsburgh can provide a link to this form. This form is designed to
collect essential details from the requester, including the parent organization’s name and the specific COE site(s)
for which access is requested, as well as the requester’s personal information, such as their name, email address,
and phone number. The form also asks the requester to specify the locations under the parent organization for
access. Depending on their needs, the requester may choose to add a new account, update an existing account,
reactivate a suspended account, or deactivate an account due to staff transition.

Select the “Add New Account” option to create new accounts. After submission, the requester will receive an
email confirmation once the account is created, followed by another email granting access to the specified
locations. This streamlined process ensures that COE staff can quickly access REDCap for their data entry and
management tasks.

Figure 20. REDCap Account Request Form.

1. Parent Organization *

Select your answer ~

2. COESite *

enteryour answer  COE Parent

3. Data Staff (First Name Last Name) *

Enter your answer COE Loation(s)

4. Data Staff Email *
This must be your work email, REDCap will not accept gmail, hotmail, or other personal email addresses,

Enter your answer

5. Type of Request *
Select your answer

Add New Account
' Update an Existing Account
Reactivate an Account

ey Deactivate an Account
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J.2.2. Electronic Health Record Integration

EHR integration is a process that COEs may consider to enhance data management and streamline workflows.
This could take the place of direct data entry into REDCap. While this integration can provide significant benefits, it
is not required and may not be appropriate for all COEs. Therefore, COEs should consult with their TA POC if they
are interested in exploring this option. Ultimately, a thoughtful evaluation of each COE’s unique needs and
capabilities will help determine if EHR integration is the right approach to improve their data management
processes.

The EHR integration process typically starts with the site extracting information from the backend of its EHR
system. Since EHR platforms vary widely, the specifics of this step can differ significantly, which limits the extent of
support the University of Pittsburgh can provide during this stage. Once the data is extracted, it must be translated
into a template suitable for upload to REDCap. Some COEs have hired external contractors for this complex task.
This has been beneficial for some, but the University of Pittsburgh cannot recommend or guide specific
contractors. Other COEs have utilized Excel spreadsheets to create formulas that automate data translation,
ensuring it was in the required format. Once finalized, this template is uploaded monthly to a SharePoint site,
which can be processed for REDCap import.

COEs who are interested in completing EHR integration should reach out to their TA POC. This contact can provide
templates and codebooks to help a COE’s information technology (IT) team begin mapping data from the EHR to
the REDCap template. A COE’s TA POC can also facilitate meetings with the University of Pittsburgh’s Data and
Analytics team to support the integration process as needed.

For more questions about EHR integration, COEs can reach out to The University of using the COE Contact
Sheet.

J.2.3. Manual Entry into REDCap

COEs caninput data directly into REDCap by adhering to a structured process for capturing client information.
Many sites have found it beneficial for direct care staff to handle data entry. However, when staff members without
direct client contact manage data entry, implementing certain practices can enhance the process. For instance,
mirroring REDCap forms in the EHR helps ensure that all necessary data is readily accessible. Numerous
resources exist to support direct REDCap data entry, including the bimonthly REDCap Basics training sessions
conducted by the TA team at the University of Pittsburgh to assist with accurate data entry into REDCap.

If the site for which data is being entered is part of a larger organization, multiple locations may be listed within that
organization’s REDCap system. Instead of creating separate REDCap sites for each location, the system is
designed to allow account holders to switch between different locations within the same REDCap project. This
approach streamlines data management by centralizing data entry and ensuring consistency across all locations
within the organization. Account holders can easily navigate between locations using the system’s interface,
enabling them to input and access data specific to each site without needing multiple logins.

Itis also recommended that designated staff member(s) be responsible for entering data into REDCap and
ensuring that all required fields are accurately populated. Designating specific individuals for this task helps
maintain high data integrity and accuracy standards. By having trained staff well-versed in the data entry process
and familiar with the REDCap system, COEs can ensure that data is entered promptly and correctly, reducing the
likelihood of errors or omissions. This approach improves data quality and streamlines reporting, enhancing
decision-making and operational efficiency.
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J.3. Data Entry Best Practices

To ensure optimal functioning and effective service delivery, COEs should establish clear protocols for data entry,
ensuring that designated staff are responsible for accurate and timely data capture.®? Regular training can be
provided to staff, keeping them updated on data entry best practices and system navigation. Implementing
structured data collection tools is essential, as they help streamline the process and minimize errors, which is
particularly important in high-stakes environments like social services.** Data should be captured consistently
and in real-time, whenever possible, to maintain accuracy and prevent errors.

Clearly defining roles and responsibilities for data collection and reporting within the COE is crucial. Regular
supervision and quality control measures can be used to identify and address any inconsistencies in the data.
When inaccuracies are reported, staff can examine specific fields in data reports to troubleshoot and resolve
issues. Although data validation strategies are built into the REDCap system like restricting response options and
using count functions to ensure completeness, sites replicating REDCap forms in their EHR should likewise ensure
that this validation is mirrored to maintain data accuracy and prevent errors. Additionally, COEs can leverage
available resources, such as data refresher training, FAQs, and process-sharing documents, to assist staff in
refining their data entry practices. Regularly reviewing and updating data entry protocols enhances the reliability of

the collected data.**°

A feedback loop can be created to encourage staff to share insights about the data entry process, ensuring
continuous improvement in data collection, reporting, and service delivery. This feedback loop may involve regular
TA meetings where TA providers from the University of Pittsburgh review monthly and quarterly data reports,
providing a platform to address challenges, share best practices, and implement necessary adjustments based on
observed data trends. By following these best practices, COEs can boost operational efficiency, enhance data
accuracy, and deliver high-quality care to clients.

J.4. COE Staff-facing Data Entry Materials

The University of Pittsburgh provides data entry resources to

OI support staff entering information into REDCap. These COE Learning
f\/— resources include a comprehensive REDCap Data Network:

Dictionary data report user guides, and informational one- Accurate REDCap
pagers on data entry. Staff can also request additional guidance or training Data Collection
from the University of Pittsburgh’s TA team to address any questions or
challenges they may encounter with data entry. COEs can reach out to
their TA POC from the University of Pittsburgh to get access to these
resources.

J.4.1. REDCap Forms

To support data entry, COE staff can review the pdf versions of each of the REDCap forms. These documents list
the same fields that are to be entered directly into the REDCap system at the intervals specified in section J.1. To
receive individual copies of any of these forms, COEs can reach out to their TA POC at the University of Pittsburgh.
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J.4.1.1. Client Profile Form
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Client Profile

A DHS - Cantars of Excaliancs
fagsa 1

REDCap ID

COE Location: [user-dag-label]

Client ID

{Please enter a de-identified client ID, DO NOT
enter their Medicaid ID.)

Has this client data been previously entered in the
spreadsheet submission?

{7 Yes
{7 No
{3 NYA {Site was designated COE in 2021)

Initial Contact

Please review the date of initial contact. The date should not be greater than today's date.

Note: If a client chooses not to answer or you do not expect to have access to the information requested, please

|leave the corresponding field klank.

MCO Coverage

{_) Behavioral Health
{") Physical Health

Please indicate which Managed Care Organization will
ke billed for COE care management services

() Carelon

{3 Community Behavioral Health {CBH)

{1 Community Care Behavioral Health {CCBHO)
{7 Magellan

) PerformCare

Please indicate which Managed Care Organization will
ke billed for COE care management services

) AmeriHealth

) Geisinger

{1 Highmark WholeCare

() Jeffersan Healthcare

{1 Keystone First

) PA Health & Wellness

) United Healthcare

) UPMC

{7 UPMC Community Health Choices {CHC)

Please indicate if the client provided consent to
receive COE services

{1 Yes
{1 No

Note: it is not recommended to enroll an individual in the COE without consent. Consent should be obtained at the

next wisit.

0272272024 4:38pm
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fagz 2

Birth Year {YYYY)

Gender Identity

{_) Cisgender, not transgender

{) Transgender female-to-male

{) Transgender male-to-female

{7 Gendergueerfgender nancanforming
) Other

Sex Assigned at Birth

{7 Female

{1 Male
) Intersex

) Other

Race

) White alone

() Black algne

{1 American Indian and Alaska Native alone

() Asian alone

{1 Native Hawaiian and Other Pacific Islander alone
() Two or more races

Ethnicity

{7y Hispanic
{) Non-Hispanic

Criminal Justice Involvement

) Yes, current involvement
() Yes, past involvement
{) None

Criminal Justice Involvement Details {check all that
apply)

[J In the last 30 days, client has been arrested on
drug or substance related charges.

[ In the last 30 days, dient has spent more than
two consecutive nights in jailfprison.

[ Client is currently awaiting sentencing.

[ Client is currently on probationtparcle.

[] Client is currently paying fines or making
restitution.

[ None of the above apply.

Military Status

(") Active Duty

{7 Prior Military: Deployed Veteran

{7 Prior Military: Non-Deployed Weteran
) None
) {Legacy
) {Legacy
() {Legacy
(O {Legacy

Active Reserve

Inactive Ready Reserve

Prior Service without Veteran Status
Retired/Veteran

Children

{1 Yes, in the home

{1 Yes, not in the home
) No

{){Legacy) Yes

Overdose History

) Yes, one

{1 Yes, multiple

{1 Not to dient's knowledge
{1 {Legacy) Yes, unsure

Has the dient experienced an overdose in the past 30
days?

0272272024 4:38pm

{1 Yes
{1 No
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fagz 3

Number of overdoses in past 30 days

O1
{123
{_) greater than 3

Intravencus {1V} Drug Use Status

) Yes, current
{) Yes, former

{J No
() {Legacy) Yes, unsure

Has the dlient used intravenous {IY) Drug Use in past
30 days?

{7 Yes
{7 No

Please indicate if client has received medication for
opicid use disorder in the past

{71 ¥es, in last 6 months

{7 Yes, more than & months but less than 1 year
{_) Yes, greater than one year

{_) No history of MOUD

Which fonmi{s) of MOUD has this individual received in
the past?

Suboxone)
Subutex)
Sublocade)
Brixadi)

[1 Buprenorphine
[1 Buprenorphine
[] Buprenorphine
[ Buprenorphine
[ Naltrexone
O Methadone

Current Pregnancy ) Yes
) No
What best descrikes the agency or individual who {0 Walk-in/Self

referred this individual te the COE?

() Dept of Corrections {county, state, federal)

{1 Healthcare Provider {Physical and/or Behavioral)
{1 Single County Authority

{1 EMS/Fire

{) Law Enforcement

{) Family/Friend

{1 Treatment Court

{) Community Based Organization

{) Other COE

{1 {Legacy) County Jail

() {Legacy) Federal Prisons

{1 {Legacy) PA Department of Comrections {PA DOC)
{1 {Legacy) Retuming Client
() {Legacy) Warm Hand-Off
{1 {Legacy) Other

Please Identify the Referral Source

Date Created

0272272024 4:38pm
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J.4.1.2. Client Interaction Form

Client Interaction

4 DHS - Cantars of Excaiancs
fags 1

REDCap ID

COE Location: [user-dag-label]

Client ID: [client_id]

Interaction Date

Please review the interaction date. The date should not be greater than today's date.

Interaction Type

{") Scheduled

{1 Unscheduled {Walk-in)

{_) Outreach {via email, text message, etc)
{) Care Coordination {no client present)
{) No Show

Is this individual returning to the COE after 604 days
of inactivity?

{) No
{7 Yes

For how long has this individual keen inactive from
COE services?

{_) Between 60 days and 6 months
{1 More than & months but less than 1 year
() Greater than one year

Please indicate why client returned

Please indicate which staff person at the COE
delivered the COE care management interaction

[ Medical Provider {MDy, CRNFP, PA, RN)
[ Care manager

[ CRS

[ Counselor/Therapist

Follow-Up After Client No-Show?

) Yes
{1 No

Please indicate the topici{s) of the care coordination
interaction.

[] Physical Health Need Coordination

[ Behavioral Health Need Coordination

[ Sccial Determinants of Health! Health Related
Social Needs Coordination

[] Family Education! Family Coordination

Interaction Location ) Onsite
) Offsite
) Virtual
Client Engagement {Face-to-Facefvirtual) ) Yes
{3 No

0272272024 4:38pm
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Assessments/Treatments

1 ASAM Levels of Care Assessment (LOCA) [ Drug 5creen

[ Assessment of Needs [] care Plan Creation

[ Wedication for Gpinid Use Disorder (MOUD} Prowvision [] Care Plan Update

[ Prescription Drug Monitoring Program (POMP} Check [ Suicide Screening

[ 5ocial Determinants of Health {SDOH} [ MOUD Decision Guide Applied
[15UD Treatment

ASAM Level
.5 Early Intervention

. OQutpatient/Opicid Treatment Program

.1 Intensive Qutpatient Services

.5 Partial Hosgpitalization

.1 Clinically Managed Low-Intensity Residential
.3 Clinically Managed Population-Specific
igh-Intensity Residential

.5 Clinically Managed High-Intensity Residential
.7 Medically Monitored Intensive Inpatient

. Medically Managed Intensive Inpatient

0o
5o
Gt
i
)2
&3
O3
H
&5
O3
Ot
8]

Medication for Opioid Use Disorder {MOUD) Type Buprenorphine {Suboxone)
() Buprenorphine {Subutex)
() Buprenarphine {Sublocade)
(") Buprenorphine {Brixadi)

() Methadone

) Naltrexone {Vivitrol)

) Other

Medication for Opiocid Use Disorder {(MOUD) Action ) Induction
{_) No Change in Dosage
{_) Decrease in Dosage
(") Increase in Dosage
(") Discharge from Medication
{1 NfA {Client receives MOUD from non-COE provider)

Interaction Activities (Activity Codes)

Medical Services

Need Referral for Service Service Service Mo Legacy Option
Indicated Service Performed /  Performed by Longer {Not
Meed Met by Other Meeded Available}
COE MNon-COE
Provider
Behavioral/Mental Health O O O 1l O [i]
Dental Care I [l Il | O |
Health-related Education O O O | O O
Hepatitis C Screening [l [l [l | & 1
Hepatitis C Treatment [l [l [l | O Ol
HIV Screening i [l Il | O ]|
022272024 4:38pm projectredcap.org hEDcap

144 | Page



fagsa
HIV Treatment O [l [l | ] ]
MOUD Education O O O O O ]
Pain Management O O O O | =
Pharmacy Services O O O O O O
Postnatal Care i [l [l (| ] [i]
Prenatal Care [l [l [l | | |
Primary Care O O O O | (]
Smoking Cessation O O O O O O
Speciality Care O O O O O O
Occupational {Physical/Speech il [l O | O |
Therapy
Other Medical Services [l ] [l | [ [i]
Non-Medical Services
Need Referral for Service Service Service No Legacy Qption
Indicated SEerce Performed ;  Performed by Longer {Not
Need Met by Other Heeded Available)
COE Mon-COE
Prerrider

Childcare Services O O O O O O
Farmily Protective Services {CYS, O O O O O O
CF5, CYF, APS) Coordination
Coalition/Task Force [ O O | | ]
Community Center O O O O & 1
Disability {SSDI/SSI Application, 1l O O O O O
Accessibility Resources)
Drug and Alcohol Counseling O O O O [ S|
Education-related Services i [l [l (| ] [i]
Employment & Vocational O O O O O O
Services
Faith-based Services I Il Il | O |
Food Services O O [+ | O O
Hanm Reduction O O [l | [ |
Housing O O O O O O
Legal Services O O O O O ]|
LGETQIA+ Services O O O O [ O
Life Skills O O O O O O
Medical Assistance {Medicaid O O O O [ O
Application)
Probation/Parocle Consultation O O O B
Recovery Housing i [l [l (| O Ol
Transportation O [l [l |
022272024 4:38pm projectredcap.org &EDCap
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Weteran Services O O O O O O
Yocational Services O O O O O O
Other Non-Medical Services O O O O O =
Other Social Determinants of O O O O O O
Health Needs {i.e., furniture,
clothing, infant/child necessities
diapers; bottles)
Peer Support
Need Referral for Service Service Service No Legacy Qption
Indicated SEerce Performed ;  Performed by Longer {Not
Need Met by Other Needed Available)
COE Mon-COE
Provider
Connection to Recovery i [l [l | O ]|
Rescurces
Educational Materials O O O O [ i
Other Peer Support W [l [l | O |

Date Created

0272272024 4:38pm
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J.4.1.3. BARC-10 Form

147

R4 DHS - Cantars of Excaliance

BARC-10
REDCap ID
COE Location: [user-dag-label]
Client ID: [client _id]
Survey Date
Please review the survey date. The date should not be greater than today's date.
BARC-10
Strongly Disagree Somewhat Somewhat Agree Strongly
Disagree Disagree Agree Agree
1. There are more important O ] @] O @ @)
things to me in life than using
substances.
2. In general | am happy with my &) O O O
life.
3. I have encugh energy to O O 0 O
complete the tasks | set for
myself.
4. 1 am proud of the community | O O ) O O @
live in and feel a part of it.
5. 1 get |ots of support from O 8] O )
friends.
@. | regard my life as challenging O ] QO @)
and fulfilling without the need
forusing drugs or alcochol.
7. My living space has helped to o o ) ] o (]
drive my recovery journey.
8. | take full responsibility for my O O )] O O ()
actions.
9. 1 am happy dealing with a O O ) O O ()
range of professional people.
10. 1 am making good progress O O O O Q 0O
on My recovery journey.
BEARD-10 Score
02/22/2024 4:38pm projectredeap org ﬁEDcap
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J.4.1.4. Inactive/Discharge Form

R4 DHS - Cantars of Excaliance
fags 1

Inactive/Discharge

REDCap ID

COE Location: [user-dag-label]

Client ID: [client _id]

Inactive/Discharge Date

Please review the discharge date. The date should not be greater than today's date.

Inactive/Discharge Reason () Client Deceased
(") Client Incarcerated
(") Client Transferred to other COE
() Client Relocated; No COE Transfer
) Client Completed Planned COE Service
() Client MA Ineligible; Income Guidelines
{_) Client Voluntary Discharge; AMA
{7y Client Non-voluntary Discharge
{_) Client Inactivity =61 Days
{7 {Legacy) Client Discharged from COE for Policy
Violation
{7 {Legacy) Client Relocated
{1 {Legacy) Client Transferred within COE
() {Legacy) Other

Please ldentify the Inactive/Discharge Reason

Date Created

D2/22/2024 4:38pm projectredeap.org ﬁEDCap
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J.4.1.5. Client Profile Update Form

R4 DHS - Cantars of Excaliance
- _ fape 1
Client Profile Update
REDCap ID
COE Location: [user-dag-label]
Client ID: [client _id]
Profile Update Date
Please review the profile update date. The date should not be greater than today's date.
Select the Fields to Update [ Children
[ Client Consent
[ Criminal Justice Involvement
[1 Current Pregnancy
[] Ethnicity
[] Gender Identify
O Intravencus {I¥) Drug Use Status
O MCO Coverage
[J MOUD History
[ Military Status
[ Overdese History
[ Race
[] Referral
Children {1 Yes, in the home
{7 Yes, not in the home
) No
{7 {Legacy) Yes
Please indicate that the client was provided a consent ) Yes
to COE Services {7 No
Criminal Justice Involvement ) Yes, current involvement
{1 Yes, past invelvement
{1 None
Criminal Justice Invclvement Details {check all that [ In the last 30 days, client has keen arrested on
apply) drug or substance related charges.
[ In the last 20 days, client has spent more than
two consecutive nights in jailfprison.
[ Client is currently awaiting sentencing.
[ Client is currently on prebation/parcle.
[ Client is currently paying fines or making
restitution.
[ None of the above apply.
02/22/2024 4:38pm projectredeap org ﬁEDcap
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Current Pregnancy {7 Yes
) No
Ethnicity () Hispanic

) Non-Hispanic

Gender Identity

() Cisgender, not transgender

() Transgender female-to-male

() Transgender male-to-female

(") Gendergueerigender noncenfonming
) Other

Intravencus {IV) Drug Use Status

{3 Yes, current

) Yes, former

) No

() {Legacy) Yes, unsure

Has the dlient used intravenous {IY) Drug Use in past
30 days?

) Yes
{J No

MCO Coverage

{_) Behavioral Health
(") Physical Health

Identify which Managed Care Organization will be
billed

{) Carelon

{3 Community Behavioral Health {CEH)

() Community Care Behavioral Health {CCEHO)
{7 Magellan

) PerformCare

Identify which Managed Care Organization will be
billed

) AmeriHealth

{) Geisinger

{1 Highmark WholeCare

(") Jefferson Healthcare

(") Keystone First

() PA Health & Wellness

{) United Healthcare

{3 UPMC

{7 UPMC Community Health Choices {CHC)

Please indicate if client has received medication for
opicid use disorder in the past

{1 Yes, in last 6 months

{1 Yes, more than & menths but less than 1 year
{1 Yes, greater than one year

{1 No history of MOUD

Which formi{s) of MOUD has this individual received in
the past?

0272272024 4:38pm

[ Bugrenorphine
[ Buprenorphine
[] Buprenorphine
[ Buprenorphine
[ Naltrexone
O Methadaone

Suboxone)
Subutex)
Sublocade)
Brixadi)
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Military Status {7 Active Duty
{» Prior Military: Deployed Veteran
() Prior Military: Non-Deployed Veteran
() None
() {Legacy) Active Reserve
{7y {Legacy) Inactive Ready Reserve
{1 {Legacy) Prior Service without Veteran Status
() {Legacy) Retired/Veteran

Owerdose History ) Yes, one
) Yes, multiple
{7 Mot to dient's knowledge
{7y {Legacy) Yes, unsure

Has the dient experienced an overdose in the past 30 () Yes
days? {1 Mo
Number of overdoses in past 30 days 1
{23
{_) greaterthan 3
Race ) White alone
{) Black alone

{ American Indian and Alaska Native alone

{1 Asian alone

{1 Native Hawaiian and Other Pacific Islander alone
{7 Two or more races

What best describes the agency or individual who {1 Walk-in/Self
referred this individual to the COE? {") Dept of Cotrections {county, state, federal)
{_) Healthcare Provider {Physical and/or Behavioral)
{1 Single County Authority
{1 EMS/Fire
{1 Law Enforcement
{» Family/Friend

{1 Treatment Court
{7 Community Based Organization
{» Other COE
Last Update
0272272024 4:38pm projectredeap. org /ﬁEDCap
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J.4.2. Indicating Care Management Needs in the REDCap Interaction Form

The REDCap Interaction Form includes a section where COE staff can indicate the medical and non-medical
services received by COE clients. To ensure accurate data entry, it is important to select the services that were
provided on the specific date of each CM visit.

J.5. Data-Driven Decision Making

DDDM is a systematic approach to decision-making that relies on data analysis and interpretation rather than
intuition or personal experience.*' This approach is particularly advantageous for organizations with a social
mission, as it enhances their performance and effectiveness in reaching their goals.**' The DDDM process involves
several stages: collecting data, analyzing it, and using insights gained to make informed decisions.*"’

COEs can utilize data reports that include metrics derived from the data entered into REDCap as a tool for DDDM.
This enables them to monitor progress, identify trends, and make data-informed adjustments to improve service
delivery and client outcomes. These reports feature performance indicators, such as engagement and retention
rates, providing insights into how effectively clients interact with services. COE data reports also present
information related to risk characteristics and clients most frequently identified needs. By analyzing this data,
COEs can identify patterns in client needs and adjust their strategies accordingly. Furthermore, the regular review
of these reports promotes a continuous feedback loop that enhances decision-making and drives improvements in
client outcomes over time.

J.6. Data Reports Provided by the University of Pittsburgh

The University of Pittsburgh generates comprehensive data reports for COEs, providing key metrics on CM services
for each program. These reports are distributed monthly and quarterly to support ongoing performance monitoring
and improvement. Upon request, the TA POC for a COE can offer user guides and conduct in-depth reviews of the
data during TA meetings, helping COEs interpret metrics and apply insights to enhance care delivery.

J.6.1. Monthly Reports

COE monthly reports provide key metrics, including new client enrollment, monthly discharges, engagement and
retention rates, and BARC-10 assessment completion. These reports also include data on the proportion of both
new and existing clients who need specific medical and non-medical services. They highlight the top 5 most-
needed medical and non-medical services, helping COEs prioritize resources and identify gaps in service
provision. The data is broken down by COE site and, for organizations with multiple locations, includes
organization-wide averages. Additionally, the reports present statewide averages across all COEs and trend lines
showing changes in these metrics over the past six months.

J.6.2. Quarterly Reports

There are two types of COE reports distributed quarterly: tiering reports and summary reports.

Quarterly tiering reports: These reports evaluate a COE’s performance on key metrics, averaged over a specific
quarter. Performance tiers are determined by how many of these metrics fall above or below the average compared
to other PH or BH COEs. COEs in the highest performance tiers have the majority of their key metrics above the
average, while those in the lowest tiers have most of their metrics below the average. These reports provide insights
into key metrics that help COEs assess service delivery and alignment with fidelity guidelines.
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Quarterly Summary Reports: These reports highlight high-risk indicators within the COE population and include
data on the proportion of individuals needing and receiving referrals for medical and non-medical services. By
analyzing this information, COEs can refine their approaches, strengthen partnerships, and allocate resources to
better support individuals with specific risk factors and needs.

J.6.3. How is this Data Used?

TA providers from the University of Pittsburgh use REDCap data to generate reports that identify trends, measure
performance, and guide quality improvement efforts. These reports highlight key metrics such as client
engagement and service provision, helping COE leadership recognize strengths and areas for improvement. Based
on data reports, TA providers can offer targeted recommendations, develop customized training, and support
COEs inimplementing new processes to enhance care coordination and client support. Additionally, these reports
track progress over time and serve as a communication tool between COEs and MCOs, demonstrating COE
progress toward Fidelity Guideline alignment.

J.6.4. How is the Data Shared?

COE data reports are shared with both COEs and MCOs to promote transparency, collaboration, and a shared
understanding of performance metrics. These reports are distributed regularly, providing key insights into client
engagement, service utilization, and areas where quality improvement support may be needed. By making this
data accessible to both COEs and MCOs, the University of Pittsburgh facilitates data-driven discussions that help
align priorities, address challenges, and enhance care coordination. Additionally, meetings with TA providers from
the University of Pittsburgh provide opportunities to review the data, clarify findings, and strategize on best
practices, ensuring that all stakeholders are working together to improve outcomes for individuals receiving COE
enhanced CM services.

J.7. Importance of Accurate Data Entry

The data reports generated by the University of Pittsburgh are only as accurate as the data that is entered into the
REDCap database, making accurate and timely data entry imperative to the reporting process. Accurate data entry
by COEs into REDCap is essential for effective evaluation of the COE program as a whole and for individual quality
improvement initiatives at COEs. Reliable data ensures that outcomes for COE clients, enhanced CM services
provision, and operational efficiencies are accurately assessed. In addition, accurate data allows COEs to identify
trends, gaps, and areas for improvement using the data reported that are generated from the REDCap database,
allowing COEs to engage in data-driven decision making. Inaccurate or incomplete data can lead to inaccurate
reports, meaning that decisions made based on the data could be misinformed. By prioritizing accurate data entry,
COEs contribute to a system that continuously improves care quality, enhances client outcomes, and supports
data-driven policy and program development.

J.8. DocuShare

COEs are required to submit crosswalks of MA ID numbers and REDCap ID numbers for COE-enrolled individuals
on a quarterly basis directly to DHS through the DHS DocuShare platform. DocuShare is a secure content
management system used by DHS to store and manage COE crosswalks. These crosswalks should never be
submitted to the University of Pittsburgh, as they contain identifiable information, which is not collected or stored
by the University. Reminders of crosswalk due dates are in the monthly newsletter.
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J.8.1. Crosswalk Submission

Crosswalks are typically submitted on a quarterly basis by a designated individual at each COE location and do not
require multiple staff members to complete. It is essential for COEs to have a secure internal system to cross-
reference each client’s Client ID, REDCap ID, and MA ID number. This ensures that each client has only one
identifier, reducing the risk of data entry errors such as duplicate entries. For example, many COEs use an internal
spreadsheet for cross-referencing.

COEs can reach out to their TA POC from The University of Pittsburgh if they need the instructions for initial

DocuShare account setup. Once the DocuShare account is created, the designated COE representative can follow
these steps to submit the crosswalk:

Reset the password upon initial login.

Go to the DocuShare link provided.

Enter the username and password that was provided as the temporary password.
Select “Managed” as the domain.

Click “Login.”

Return to the home page and reset the password.

apr b=

Once the password has been reset crosswalks can be submitted using the following process:

Go to the “DPW Office of the Secretary” collection.
Click the “COE” folder.

Click the unique COE site sub-folder

Use “Choose file” to select the spreadsheet file.
Click “Apply.”

o owbd=

J.8.2. The Importance of Crosswalk Submission

The submission of crosswalks linking MA ID numbers and REDCap ID nhumbers is essential for evaluating COE
effectiveness. By securely submitting these crosswalks through the DHS DocuShare platform, COEs ensure that
DHS can integrate REDCap data with MA claims data. This connection allows for a comprehensive assessment of
COE impact, including service utilization, referral outcomes, and overall effectiveness of COEs in addressing the

needs of enrolled individuals. This process enables DHS to conduct meaningful analyses of service delivery and
outcomes.

154 | Page



Bibliography

1.

10.

11.

12.

13.

155 |

Talcherkar, A., & Smith, J. (2022, April 28). 7 New Street Drugs To Watch For In 2025. Addiction Resource by
Recovery Guide. https://www.addictionresource.net/blog/street-drugs-to-watch-2022/

Centers for Disease Control and Prevention. (2025, February 13). SUDORS Dashboard: Fatal Drug
Overdose Data. U.S. Department of Health and Human Services. Overdose Prevention.
https://www.cdc.gov/overdose-prevention/data-research/facts-stats/sudors-dashboard-fatal-overdose-
data.html

Hedegaard, H. (2021). Urban-Rural Differences in Drug Overdose Death Rates, 1999-2019. National Center
for Health Statistics. https://doi.org/10.15620/cdc:102891

National Center for Drug Abuse Statistics. (2023). NCDAS: Substance Abuse and Addiction Statistics.
National Institutes of Health. Drug Abuse Statistics. https://drugabusestatistics.org/

Early Warning System. (2024, November 20). Q&A with NDEWS Scientific Advisory Group member Jim Hall.
https://ndews.org/2024/11/20/qa-with-jim-hall/

Pennsylvania Office of Attorney General. (2025). Opioid Battle: Opioids—Pennsylvania’s #1 Public Health
and Public Safety Crisis. Opioid Battle. https://www.attorneygeneral.gov/protect-yourself/opioid-battle/

Hennan, A. (2023, April 28). Pa. Has Sent Out More Than 1M Doses of Anti-Overdose Drug. Olean Times
Herald. https://www.oleantimesherald.com/2023/04/28/pa-has-sent-out-more-than-1m-doses-of-anti-
overdose-drug/

Pennsylvania Office of Drug Surveillance and Misuse Prevention. (2025). Pennsylvania ODSMP - Drug
Overdose Surveillance Interactive Data Report. Commonwealth of Pennsylvania.
https://public.tableau.com/app/profile/pennsylvania.pdmp/viz/PennsylvaniaODSMPDrugOverdoseSurveill
ancelnteractiveDataReport/Contents

Center for Rural Pennsylvania. (2023). Drug Overdoses in Rural and Urban Pennsylvania: A Progress Report.
Center for Rural Pennsylvania. https://www.rural.pa.gov/getfile.cfm?file=Resources/fact-
sheets/Overdose%20Fact%20Sheet%202023.pdf&view=true

Pennsylvania Commission on Crime and Delinquency. (2023). Improving Naloxone Access in Pennsylvania:
Naloxone for First Responders Program (2017-2022). Commonwealth of Pennsylvania.
https://web.archive.org/web/20250702021413/https://www.pa.gov/content/dam/copapwp-
pagov/en/pccd/documents/criminaljustice/advisory_boards/documents/pccd%20report%20-
%20improving%20naloxone%20access%20in%20pennsylvania%20-%20august%202023.pdf

PA State Epidemiological Outcomes Workgroup. (2024). Emerging Drug Trends: Adulterants and Novel
Psychoactive Substances in Pennsylvania. Pennsylvania Department of Drug and Alcohol Programs.
https://www.pa.gov/content/dam/copapwp-
pagov/en/ddap/documents/documents/seow/2024%20emerging%20drug%20trends%20in%20pa.pdf

Pennsylvania Department of Health. (2025, September 5). Naloxone Standing Order DOH-001-2025-
Amended [Order]. Commonwealth of Pennsylvania. https://www.pa.gov/content/dam/copapwp-
pagov/en/health/documents/topics/documents/opioids/General%20Public%20Standing%200rder.pdf

Pa Stat Ann Tit 35 8§780-113.7 - Drug Overdose Response Immunity, Pub. L. No. PL 2487, No. 139, Pa Stat
Ann (2014). https://www.legis.state.pa.us/WUO1/LI/LI/US/HTM/1972/0/0064..HTM

Page



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

156 |

Allegheny County Health Dep’t Rules and Regulations, Art Il, Syringe Services Programs Approval and
Reporting (2023).
https://www.alleghenycounty.us/files/assets/county/v/2/government/health/documents/human-health-
regulations/article-2-syringe-services.pdf

Bilden, R. C., Roberts, M. S., Stein, B. D., &Jones, D. B. (2025). Examining the impact of eliminating the X
waiver on buprenorphine dispensation in 63 counties in Pennsylvania. Substance Use & Addiction Journal,
46(3), 503-509. https://doi.org/10.1177/29767342241303583

Pennsylvania Department of Human Services. (2020, July 1). Medical Assistance Bulletin: Addition of
Opioid Use Disorder Centers of Excellence Provider Specialty. Commonwealth of Pennsylvania.
https://www.pa.gov/content/dam/copapwp-
pagov/en/dhs/documents/docs/publications/documents/forms-and-pubs-omap/MAB2020070101.pdf

Pennsylvania Department of Human Services. (2016, July 18). Medicaid State Plan | Attachments 3.1A and
3.1B. Commonwealth of Pennsylvania. https://www.pa.gov/agencies/dhs/resources/medicaid/medicaid-
state-plan

Agency for Healthcare Research and Quality. (2023, June). Warm Handoff: Intervention.
https://www.ahrq.gov/patient-safety/reports/engage/interventions/warmhandoff.html

Pennsylvania Department of Human Services. (2025, January 9). Managed Care Operations (MCOPS)
Memorandum #01/2025-0017. Commonwealth of Pennsylvania.
https://www.pa.gov/content/dam/copapwp-pagov/en/dhs/documents/healthchoices/hc-
services/documents/managed-care-operations-memos/mcs-01-2025-001.pdf

Pennsylvania Department of Human Services. (2024). COE Fidelity Guidelines FAQs. Commonwealth of
Pennsylvania. https://www.pa.gov/content/dam/copapwp-pagov/en/dhs/documents/healthchoices/hc-
services/documents/managed-care-operations-memos/mcs-01-2025-001-attachment1-fidelity-guideline-
fags-20241029.pdf

Brooklyn, J. R., & Sigmon, S. C. (2017). Vermont hub-and-spoke model of care for opioid use disorder:
Development, implementation, and impact. Journal of Addiction Medicine, 11(4), 286-292.
https://doi.org/10.1097/ADM.0000000000000310

Alaigh, P., Zander, G., & Pringle, J. L. (2020). Pennsylvania’s novel public-private approach to combatting the
opioid crisis. Catalyst Non-Issue Content, 1(5). https://doi.org/10.1056/CAT.20.0302

Rawson, R., Cousins, S. J.,, McCann, M., Pearce, R., & Van Donsel, A. (2019). Assessment of medication for
opioid use disorder as delivered within the Vermont hub and spoke system. Journal of Substance Abuse
Treatment, 97, 84-90. https://doi.org/10.1016/j.jsat.2018.11.003

Miele, G. M., Caton, L., Freese, T. E., McGovern, M., Darfler, K., Antonini, V. P., Perez, M., & Rawson, R.
(2020). Implementation of the hub and spoke model for opioid use disorders in California: Rationale,
design and anticipated impact. Journal of Substance Abuse Treatment, 108, 20-25.
https://doi.org/10.1016/j.jsat.2019.07.013

Paquette, C. E., Syvertsen, J. L., & Pollini, R. A. (2018). Stigma at every turn: Health services experiences
among people who inject drugs. International Journal of Drug Policy, 57, 104-110.
https://doi.org/10.1016/j.drugpo.2018.04.004

Page



26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

157 |

Oldfield, B. J., Mufioz, N., McGovern, M. P., Funaro, M., Villanueva, M., Tetrault, J. M., & Edelman, E. J.
(2019). Integration of care for HIV and opioid use disorder. AIDS, 33(5), 873-884.
https://doi.org/10.1097/QAD.0000000000002125

Lando, J., & Marshall Williams, S. (2006). Uniting mind and body in our health care and public health
systems. Preventing Chronic Disease, 3(2), A31.

Hooten, W. M. (2016). Chronic Pain and Mental Health Disorders. Mayo Clinic Proceedings, 91(7), 955-970.
https://doi.org/10.1016/j.mayocp.2016.04.029

Gatchel, R. J. (2004). Comorbidity of Chronic Pain and Mental Health Disorders: The Biopsychosocial
Perspective. American Psychologist, 59(8), 795-805. https://doi.org/10.1037/0003-066X.59.8.795

Priester, M. A, Browne, T., lachini, A., Clone, S., DeHart, D., & Seay, K. D. (2016). Treatment access barriers
and disparities among individuals with co-occurring mental health and substance use disorders: An
integrative literature review. Journal of Substance Abuse Treatment, 61, 47-59.
https://doi.org/10.1016/j.jsat.2015.09.006

Zerden, L. D. S., Cooper, Z., & Sanii, H. (2021). The primary care behavioral health model (PCBH) and
medication for opioid use disorder (MOUD): Integrated models for primary care. Social Work in Mental
Health, 19(2), 186-195. https://doi.org/10.1080/15332985.2021.1896626

Korthuis, P. T., McCarty, D., Weimer, M., Bougatsos, C., Blazina, I., Zakher, B., Grusing, S., Devine, B., &
Chou, R. (2017). Primary care-based models for the treatment of opioid use disorder: A scoping review.
Annals of Internal Medicine, 166(4), 268-278. https://doi.org/10.7326/M16-2149

National Council for Mental Wellbeing. (2025, February 13). The Comprehensive Health Integration (CHI)
Framework. https://www.thenationalcouncil.org/resources/the-comprehensive-health-integration-
framework/

Berge, J. M., Trump, L., Trudeau, S., Utrzan, D. S., Mandrich, M., Slattengren, A., Nissly, T., Miller, L., Baird,
M., Coleman, E., & Wootten, M. (2017). Integrated care clinic: Creating enhanced clinical pathways for
integrated behavioral health care in a family medicine residency clinic serving a low-income, minority
population. Families, Systems, & Health, 35(3), 283-294. https://doi.org/10.1037/fsh0000285

Robinson, P., Von Korff, M., Bush, T., Lin, E. H. B., & Ludman, E. J. (2020). The impact of primary care
behavioral health services on patient behaviors: A randomized controlled trial. Families, Systems, &
Health, 38(1), 6-15. https://doi.org/10.1037/fsh0000474

Eaves, E. R., Williamson, H. J., Sanderson, K. C., Elwell, K., Trotter, R. T. |., & Baldwin, J. A. (2020). Integrating
behavioral and primary health care in rural clinics: What does culture have to do with it? Journal of Health
Care for the Poor and Underserved, 31(1), 201-217. https://doi.org/10.1353/hpu.2020.0018

Substance Abuse and Mental Health Services Administration. (2026). Evidence-based, whole-person care
for pregnant women who have opioid use disorder (SAMHSA Advisory Nos. PEP23-02-01-002). U.S.
Department of Health and Human Services. https://store.samhsa.gov/sites/default/files/pep23-02-01-
002.pdf

Blanco, C., & Volkow, N. D. (2019). Management of opioid use disorder in the USA: Present status and
future directions. The Lancet, 393(10182), 1760-1772. https://doi.org/10.1016/S0140-6736(18)33078-2

Santo, T., Clark, B., Hickman, M., Grebely, J., Campbell, G., Sordo, L., Chen, A, Tran, L. T., Bharat, C.,
Padmanathan, P., Cousins, G., Dupouy, J., Kelty, E., Muga, R., Nosyk, B., Min, J., Pavarin, R., Farrell, M., &
Degenhardt, L. (2021). Association of opioid agonist treatment with all-cause mortality and specific causes

Page



40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

158 |

of death among people with opioid dependence: A systematic review and meta-analysis. JAMA Psychiatry,
78(9), 979. https://doi.org/10.1001/jamapsychiatry.2021.0976

Substance Abuse and Mental Health Services Administration. (2021). Medications for Opioid Use Disorder
(TIP 63) (Nos. PEP21-02-01-002; Treatment Improvement Protocols 63). U.S. Department of Health and
Human Services. https://store.samhsa.gov/product/tip-63-medications-opioid-use-disorder/pep21-02-01-
002

Farhoudian, A., Razaghi, E., Hooshyari, Z., Noroozi, A., Pilevari, A., Mokri, A., Mohammadi, M. R., &
Malekinejad, M. (2022). Barriers and facilitators to substance use disorder treatment: An overview of
systematic reviews. Substance Abuse: Research and Treatment, 16, 11782218221118462.
https://doi.org/10.1177/11782218221118462

Committee on Medication-Assisted Treatment for Opioid Use Disorder, Board on Health Sciences Policy,
Health and Medicine Division, & National Academies of Sciences, Engineering, and Medicine. (2019).
Medications for Opioid Use Disorder Save Lives (A. l. Leshner & M. Mancher, Eds.; p. 25310). National
Academies Press. https://doi.org/10.17226/25310

National Institute on Drug Abuse. (2025, March 20). Medications for Opioid Use Disorder.
https://nida.nih.gov/research-topics/medications-opioid-use-disorder

Mattick, R. P., Breen, C., Kimber, J., & Davoli, M. (2014). Buprenorphine maintenance versus placebo or
methadone maintenance for opioid dependence. Cochrane Database of Systematic Reviews, 2014(2).
https://doi.org/10.1002/14651858.CD002207.pub4

Volkow, N. D., Frieden, T. R., Hyde, P. S., & Cha, S. S. (2014). Medication-assisted therapies—Tackling the
opioid-overdose epidemic. New England Journal of Medicine, 370(22), 2063-2066.
https://doi.org/10.1056/NEJMp1402780

Lee, J. D., Nunes, E. V., Novo, P., Bachrach, K., Bailey, G. L., Bhatt, S., Farkas, S., Fishman, M., Gauthier, P.,
Hodgkins, C. C., King, J., Lindblad, R., Liu, D., Matthews, A. G., May, J., Peavy, K. M., Ross, S., Salazar, D.,
Schkolnik, P,, ... Rotrosen, J. (2018). Comparative effectiveness of extended-release naltrexone versus
buprenorphine-naloxone for opioid relapse prevention (X:BOT): A multicentre, open-label, randomised
controlled trial. The Lancet, 391(10118), 309-318. https://doi.org/10.1016/S0140-6736(17)32812-X

Institute of Medicine. (2015). Measuring the Impact of Interprofessional Education on Collaborative
Practice and Patient Outcomes. The National Academies Press. https://doi.org/10.17226/21726

Pennsylvania Department of Drug and Alcohol Programs. (2023). Case Management and Clinical Services
Manual, 3rd Ed. Commonwealth of Pennsylvania.
https://web.archive.org/web/20250207223338/https://www.pa.gov/content/dam/copapwp-
pagov/en/ddap/documents/professionals/documents/sca-manuals-and-incorporated-documents/2023-
manual-updates/case_mgt_and_clinical_srvcs 2020-2025.pdf

Agency for Healthcare Research and Quality. (n.d.). Patient-Centered Care Plans. Retrieved January 17,
2025, from https://integrationacademy.ahrqg.gov/products/playbooks/opioid-use-disorder/implement-mat-
for-oud/patient-centered-care-plans

Swarnalatha, M. V., & Mukherjee, S. (2024). Competency based job description leads to organizational
productivity: An integrated literature review approach. Academy of Marketing Studies Journal, 28(4), 1-176.

Page



51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

159 |

Roosan, D., Law, A. V., Karim, M., & Roosan, M. (2019). Improving team-based decision making using data
analytics and informatics: Protocol for a collaborative decision support design. JMIR Research Protocols,
8(11), e16047. https://doi.org/10.2196/16047

Pennsylvania Department of Human Services. (2024). COE Fidelity Workgroup Criteria [Fidelity Workgroup
Criteria]. Commonwealth of Pennsylvania. https://www.pa.gov/content/dam/copapwp-
pagov/en/dhs/documents/healthchoices/hc-services/documents/managed-care-operations-memos/mcs-
01-2025-001-attachment2-fidelity-workgroup-criteria-2024.pdf

Paradise, R. K., & Wakeman, S. E. (2024). Recruiting and retaining a diverse and skilled addiction treatment
workforce. Substance Use &amp; Addiction Journal, 45(1), 10-15.
https://doi.org/10.1177/29767342231210210

Frogéli, E., Jenner, B., & Gustavsson, P. (2023). Effectiveness of formal onboarding for facilitating
organizational socialization: A systematic review. PLOS ONE, 18(2), e0281823.
https://doi.org/10.1371/journal.pone.0281823

Dickson, R. K., & Isaiah, O. S. (2024). An exploration of effective onboarding on employee engagement and
retention in work organizations. Journal Of Human Resource, 9(1).
https://www.researchjournali.com/view.php?id=6168

Sheryl A. Larson & Amy S. Hewitt. (2012). Staff Recruitment, Retention, & Training Strategies for Community
Human Services Organizations. Research and Training Center on Community Living, University of
Minnesota. https://ici-s.umn.edu/files/FGtRH-K_y3/staff_recruitment_book?preferredLocale=en-US

Hu, X. (2024). A quantitative analysis of recruitment strategies and theirimpact on employee engagement.
Pacific International Journal, 7, 35-42. https://doi.org/10.55014/pij.v7i3.614

Zettna, N., Yam, C., Kunzelmann, A., Forner, V. W., Dey, S., Askovic, M., Johnson, A., Nguyen, H., Jolly, A., &
Parker, S. K. (2025). Crystal clear: How leaders and coworkers together shape role clarity and well-being for
employees in social care. Human Resource Management, 64(1), 5-20. https://doi.org/10.1002/hrm.22245

Knudsen, H. K., Ducharme, L. J., & Roman, P. M. (2006). Counselor emotional exhaustion and turnover
intention in therapeutic communities. Journal of Substance Abuse Treatment, 31(2), 173-180.
https://doi.org/10.1016/j.jsat.2006.04.003

McNulty, T. L., Oser, C. B., Aaron Johnson, J., Knudsen, H. K., & Roman, P. M. (2007). Counselor turnover in
substance abuse treatment centers: An organizational-level analysis. Sociological Inquiry, 77(2), 166-193.
https://doi.org/10.1111/j.1475-682X.2007.00186.x

Fukui, S., Wu, W., & Salyers, M. P. (2019). Impact of supervisory support on turnover intention: The
mediating role of burnout and job satisfaction in a longitudinal study. Administration and Policy in Mental
Health and Mental Health Services Research, 46(4), 488-497. https://doi.org/10.1007/s10488-019-00927-0

Ducharme, L. J., Knudsen, H. K., & Roman, P. M. (2007). Emotional exhaustion and turnover intention in
human service occupations: The protective role of coworker support. Sociological Spectrum, 28(1), 81—
104. https://doi.org/10.1080/02732170701675268

Kehoe, M., Rothwell, C., & Illing, J. (2019). The Characteristics of Effective Clinical and Peer Supervision in
the Workplace: A Rapid Evidence Review. https://www.hcpc-
uk.org/globalassets/resources/reports/research/effective-clinical-and-peer-supervision-report.pdf

Substance Abuse and Mental Health Services Administration. (2023). Chapter 5—Supervision of Peer
Specialists. In Incorporating Peer Support Into Substance Use Disorder Treatment Services [Internet].

Page



65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

160 |

Substance Abuse and Mental Health Services Administration.
https://www.ncbi.nlm.nih.gov/books/NBK596264/

Substance Abuse and Mental Health Services Administration. (2020). The Substance Use Disorder
Counseling Competency Framework: An Overview (SAMHSA Advisory Nos. PEP20-02-01-017). U.S.
Department of Health and Human Services. https://library.samhsa.gov/sites/default/files/pep20-02-01-
017.pdf

A. S. Daniels, T. P. Tunner, I. Powell, L. Fricks, & P. Ashenden. (2015). Pillars of Peer Support—VI: Peer
Specialist Supervision. Pillars of Peer Support Services Summit Six.
https://copelandcenter.com/sites/default/files/2024-02/POPS2014.pdf

Phillips, K., Harrison, J., & Jabalee, C. (2019). Supervising Peer Workers: A Toolkit for Implementing and
Supporting Successful Peer Staff Roles in Mainstream Mental Health and Substance Use/Addiction
Organizations. Center for Excellence in Peer Support, CMHA Waterloo Wellington. https://cmhaww.ca/wp-
content/uploads/2023/07/Supervising-Peer-Workers-Toolkit-CMHA-WW-2019.pdf

Elswick, A., Murdock, M., & Fallin-Bennett, A. (2024). Enhancing role integrity for peer workers. Community
Mental Health Journal, 60(1), 124-130. https://doi.org/10.1007/s10597-023-01156-4

Cetrano, G., Tedeschi, F., Rabbi, L., Gosetti, G., Lora, A., Lamonaca, D., Manthorpe, J., & Amaddeo, F.
(2017). How are compassion fatigue, burnout, and compassion satisfaction affected by quality of working
life? Findings from a survey of mental health staff in Italy. BMC Health Services Research, 17(1), 755.
https://doi.org/10.1186/s12913-017-2726-x

Cuartero, M. E., & Campos-Vidal, J. F. (2019). Self-care behaviours and their relationship with satisfaction
and compassion fatigue levels among social workers. Social Work in Health Care, 58(3), 274-290.
https://doi.org/10.1080/00981389.2018.1558164

Grise-Owens, E., Miller, J. “Jay,” Escobar-Ratliff, L., & George, N. (2018). Teaching note-teaching self-care
and wellness as a professional practice skill: A curricular case example. Journal of Social Work Education,
54(1), 180-186. https://doi.org/10.1080/10437797.2017.1308778

Assumption University, & Williams, C. (2021). To help others, we must care for ourselves: The importance of
self-care for peer support workers in substance use recovery. Journal of Addiction & Addictive Disorders,
8(2), 1-7. https://doi.org/10.24966/AAD-7276/100071

Tate, M. C., Roy, A., Pinchinat, M., Lund, E., Fox, J. B., Cottrill, S., Vaccaro, A., & Stein, L. a. R. (2022). Impact
of being a peer recovery specialist on work and personal life: Implications for training and supervision.
Community Mental Health Journal, 58(1), 193-204. https://doi.org/10.1007/s10597-021-00811-y

National Institute on Drug Abuse. (2022, June 1). Stigma and Discrimination. Research Topics.
https://nida.nih.gov/research-topics/stigma-discrimination

Committee on the Science of Changing Behavioral Health Social Norms, Board on Behavioral, Cognitive,
and Sensory Sciences, Division of Behavioral and Social Sciences and Education, & National Academies of
Sciences, Engineering, and Medicine. (2016). Ending Discrimination Against People with Mental and
Substance Use Disorders: The Evidence for Stigma Change. National Academies Press (US).
http://www.ncbi.nlm.nih.gov/books/NBK384915/

Higgins, S. T., Alessi, S. M., & Dantona, R. L. (2002). Voucher-based incentives. Addictive Behaviors, 27(6),
887-910. https://doi.org/10.1016/S0306-4603(02)00297-6

Page



77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

161 |

National Institute on Drug Abuse. (2021, November 29). Words Matter—Terms to Use and Avoid When
Talking About Addiction. National Institutes of Health. Health Professions Education.
https://nida.nih.gov/nidamed-medical-health-professionals/health-professions-education/words-matter-
terms-to-use-avoid-when-talking-about-addiction

Link, B. G., & Phelan, J. C. (2001). Conceptualizing stigma. Annual Review of Sociology, 27(1), 363-385.
https://doi.org/10.1146/annurev.soc.27.1.363

Keyes, K. M., Hatzenbuehler, M. L., & Hasin, D. S. (2011). Stressful life experiences, alcohol consumption,
and alcohol use disorders: The epidemiologic evidence for four main types of stressors.
Psychopharmacology, 218(1), 1-17. https://doi.org/10.1007/s00213-011-2236-1

United Nations Office on Drugs and Crime, & Hendrickson, E. L. (2010). World Drug Report (Sales No.
E.10.X1.13, pp. 16-20). United Nations.
https://www.unodc.org/documents/wdr/WDR_2010/World_Drug_Report_2010_lo-res.pdf

Corrigan, P. W., & Watson, A. C. (2002). Understanding the impact of stigma on people with mental illness.
World Psychiatry, 1(1), 16-20.

Berman, A. H., Gajecki, M., Sinadinovic, K., & Andersson, C. (2016). Mobile interventions targeting risky
drinking among university students: A review. Current Addiction Reports, 3(2), 166-174.
https://doi.org/10.1007/s40429-016-0099-6

Barry, C. L., Sherman, S. G., & McGinty, E. E. (2020, January 30). Language Matters: The Specific Terms
Used to Describe Harm Reduction Services May Make a Big Difference in the Public’s Acceptance and
Support of Them. Recovery Research Institute. https://www.recoveryanswers.org/research-post/harm-
reduction-language-acceptance/

Procedures and Criteria for Orders Authorizing Uses and Disclosures for Noncriminal Purposes, 42 C.F.R. §
2.64 Code of Federal Regulations (2024). https://www.govinfo.gov/app/details/CFR-2024-title42-vol1/CFR-
2024-title42-vol1-sec2-64

Projects and Coordinating Bodies: Disclosure of Client-Oriented Information, 4 Pa. Code § 255.5. Retrieved
April 30, 2025, from
https://www.pacodeandbulletin.gov/Display/pacode?file=/secure/pacode/data/004/chapter255/s255.5.ht
ml&d=reduce

American Society of Addiction Medicine. (n.d.). ASAM Confidentiality. Practice Management. Retrieved
https://www.asam.org/advocacy/practice-resources/regulatory-resources/confidentiality-(42-cfr-part-2)

Pa Stat Ann Tit 71 §1690.108 - Confidentiality of Records, Pub. L. Nos. 430, No. 33, Pa Stat Ann (2022).
https://www.palegis.us/statutes/unconsolidated/law-information/view-
statute?SESSYR=1972&SESSIND=0&ACTNUM=63&SMTHLWIND=&CHPT=&SCTN=8&SUBSCTN=

42 CFR Part 2 - Confidentiality of Substance Use Disorder Patient Records (2024).
https://www.ecfr.gov/on/2025-04-30/title-42/part-2

1972 Act 63 - Pennsylvania Drug and Alcohol Abuse Control Act, Pub. L. Nos. 221, No. 63, Pa Stat Ann
(1972). https://www.palegis.us/statutes/unconsolidated/law-information/view-statute

Confidentiality, 28 Pa. Code § 709.28. Retrieved April 30, 2025, from
https://www.pacodeandbulletin.gov/Display/pacode?file=/secure/pacode/data/028/chapter709/s709.28.h
tml

Page



91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

162 |

Manuel, J. K., Newville, H., Larios, S. E., & Sorensen, J. L. (2013). Confidentiality protections versus
collaborative care in the treatment of substance use disorders. Addiction Science & Clinical Practice, 8(1),
13. https://doi.org/10.1186/1940-0640-8-13

Hawk, K. F., Vaca, F. E., & D’Onofrio, G. (2015). Reducing fatal opioid overdose: Prevention, treatment and
harm reduction strategies. The Yale Journal of Biology and Medicine, 88(3), 235-245.

Substance Abuse and Mental Health Services Administration. (2023, February 22). Harm Reduction. U.S.
Department of Health and Human Services.
https://web.archive.org/web/20250112141427/https://www.samhsa.gov/substance-use/harm-reduction

Taylor, J. L., Johnson, S., Cruz, R., Gray, J. R., Schiff, D., & Bagley, S. M. (2021). Integrating harm reduction
into outpatient opioid use disorder treatment settings: Harm reduction in outpatient addiction treatment.
Journal of General Internal Medicine, 36(12), 3810-3819. https://doi.org/10.1007/s11606-021-06904-4

Oesterle, T. S., Thusius, N. J.,, Rummans, T. A., & Gold, M. S. (2019). Medication-assisted treatment for
opioid-use disorder. Mayo Clinic Proceedings, 94(10), 2072-2086.
https://doi.org/10.1016/j.mayocp.2019.03.029

Eddie, D., Bergman, B. G., Hoffman, L. A., & Kelly, J. F. (2022). Abstinence versus moderation recovery
pathways following resolution of a substance use problem: Prevalence, predictors, and relationship to
psychosocial well-being in a U.S. national sample. Alcoholism: Clinical and Experimental Research, 46(2),
312-325. https://doi.org/10.1111/acer.14765

Shepley, E. L., Jackson, M. C., & Hogan, L. M. (2024). A qualitative exploration of the process and
experience of change in moving on in my recovery: An acceptance and commitment therapy based
recovery group for substance use disorder. Behavioral Sciences, 14(12), 1237.
https://doi.org/10.3390/bs14121237

Disney, A., Olson, K. M., Shafer, A. M., Moore, S. C., Anand, J. P,, Traynor, J. R., & Husbands, S. M. (2022).
Opioid antagonists from the Orvinol series as potential reversal agents for opioid overdose. ACS Chemical
Neuroscience, 13(21), 3108-3117. https://doi.org/10.1021/acschemneuro.2c00464

National Institute on Drug Abuse. (2023, October 17). Overdose Reversal Medications. Research Topics.
https://nida.nih.gov/research-topics/overdose-reversal-medications

The Medical Letter. (2021). Higher-dose naloxone nasal spray (Kloxxado) for opioid overdose. JAMA,
326(18), 1853. https://doi.org/10.1001/jama.2021.15948

Lemen, P. M., Garrett, D. P,, Thompson, E., Aho, M., Vasquez, C., & Park, J. N. (2024). High-dose naloxone
formulations are not as essential as we thought. Harm Reduction Journal, 21(1), 93.
https://doi.org/10.1186/s12954-024-00994-z

Strickland, J. C., Marks, K. R., Smith, K. E., Ellis, J. D., Hobelmann, J. G., & Huhn, A. S. (2022). Patient
perceptions of higher-dose naloxone nasal spray for opioid overdose. International Journal of Drug Policy,
106, 103751. https://doi.org/10.1016/j.drugpo.2022.103751

Abdelal, R., Raja Banerjee, A., Carlberg-Racich, S., Darwaza, N., Ito, D., Shoaff, J., & Epstein, J. (2022). Real-
world study of multiple naloxone administration for opioid overdose reversal among bystanders. Harm
Reduction Journal, 19(1), 49. https://doi.org/10.1186/s12954-022-00627-3

Deo, V. S., Bhullar, M. K., Gilson, T. P., Flannery, D. J., & Fulton, S. E. (2024). The need to rethink harm
reduction for people using drugs alone to reduce overdose fatalities. Substance Use & Misuse, 59(3), 450-
458. https://doi.org/10.1080/10826084.2023.2280534

Page



1065.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

163 |

Woijcicki, J. M. (2019). Dying alone: The sad irrelevance of naloxone in the context of solitary opiate use.
Addiction, 114(3), 574-575. https://doi.org/10.1111/add.14508

Hawk, M., Coulter, R. W. S., Egan, J. E., Fisk, S., Reuel Friedman, M., Tula, M., & Kinsky, S. (2017). Harm
reduction principles for healthcare settings. Harm Reduction Journal, 14(1), 70.
https://doi.org/10.1186/s12954-017-0196-4

Winiker, A. K., Tobin, K. E., Gicquelais, R. E., Owczarzak, J., & Latkin, C. (2020). “When you’re getting high...
you just don’t want to be around anybody.” a qualitative exploration of reasons for injecting alone:
Perspectives from young people who inject drugs. Substance Use & Misuse, 55(13), 2079-2086.
https://doi.org/10.1080/10826084.2020.1790008

Gicquelais, R. E., Genberg, B. L., Maksut, J. L., Bohnert, A. S. B., & Fernandez, A. C. (2022). Prevalence and
correlates of using opioids alone among individuals in a residential treatment program in Michigan:
Implications for overdose mortality prevention. Harm Reduction Journal, 19(1), 135.
https://doi.org/10.1186/s12954-022-00723-4

Papamihali, K., Yoon, M., Graham, B., Karamouzian, M., Slaunwhite, A. K., Tsang, V., Young, S., & Buxton, J.
A. (2020). Convenience and comfort: Reasons reported for using drugs alone among clients of harm
reduction sites in British Columbia, Canada. Harm Reduction Journal, 17(1), 90.
https://doi.org/10.1186/s12954-020-00436-6

U.S. National Overdose Prevention Line. (n.d.). Never Use Alone. Retrieved April 30, 2025, from
https://neverusealone.com/

Fernando, S., Hawkins, J., Kniseley, M., Sikora, M., Robson, J., Snyder, D., Battle, C., & Salmon, A. (2022).
The overdose crisis and using alone: Perspectives of people who use drugs in rural and semi-urban areas of
British Columbia. Substance Use & Misuse, 57(12), 1864-1872.
https://doi.org/10.1080/10826084.2022.2120361

Fleming, T., Boyd, J., Gagnon, M., Kerr, T., & McNeil, R. (2024). Using drugs alone in single room occupancy
housing: Understanding environmental drivers of overdose risk. International Journal of Drug Policy, 128,
104444. https://doi.org/10.1016/j.drugpo.2024.104444

Oteo, A., Daneshvar, H., Baldacchino, A., & Matheson, C. (2023). Overdose alert and response
technologies: State-of-the-art review. Journal of Medical Internet Research, 25, e40389.
https://doi.org/10.2196/40389

Peiper, N. C., Clarke, S. D., Vincent, L. B., Ciccarone, D., Kral, A. H., & Zibbell, J. E. (2019). Fentanyl test
strips as an opioid overdose prevention strategy: Findings from a syringe services program in the
Southeastern United States. International Journal of Drug Policy, 63, 122-128.
https://doi.org/10.1016/j.drugpo.2018.08.007

Mackey, K. M., Beech, E. H., Williams, B. E., Anderson, J. K., Young, S., & Parr, N. J. (2023). Effectiveness of
syringe services programs: A systematic review. U.S. Department of Veterans Affairs.
http://www.ncbi.nlm.nih.gov/books/NBK598962/

PA Harm Reduction Network. (n.d.). Pennsylvania State Policies. PA Harm Reduction Network. Retrieved
April 30, 2025, from https://www.pahrn.org/papolicies

Zhu, D. T, Bajaj, S. S., & Kerr, T. (2024). Supervised safe consumption sites—Lessons and opportunities for
North America. The Lancet Regional Health - Americas, 39, 100889.
https://doi.org/10.1016/j.lana.2024.100889

Page



118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

130.

131.

164 |

Berrigan, P., & Zucchelli, E. (2022). Public preferences for safe consumption sites for opioid use: A discrete
choice experiment. Drug and Alcohol Dependence, 238, 109578.
https://doi.org/10.1016/j.drugalcdep.2022.109578

National Harm Reduction Coalition. (2024). Overview of Supervised Consumption Services in the United
States. National Harm Reduction Coalition.
https://web.archive.org/web/20250213182435/https://harmreduction.org/issues/supervised-
consumption-services/overview-united-states/

Reed, M. K., Esteves Camacho, T., Olson, R., Grover, Z., Rapoza, T., & Larson, M. J. (2025). Xylazine’s
impacts on the community in Philadelphia: Perspectives of people who use opioids and harm reduction
workers. Substance Use & Misuse, 60(1), 100-107. https://doi.org/10.1080/10826084.2024.2409720

Pennsylvania Department of Health. (2024, August 2). Shapiro Administration Distributes 50,000 Wound
Care Kits to Help Pennsylvanians Combat Xylazine-Associated Wounds. Commonwealth of Pennsylvania.
https://www.pa.gov/agencies/health/newsroom/shapiro-administration-distributes-50-000-wound-care-
kits-to-hel

Center for Health Care Strategies, Inc. (2017, August). Key ingredients for trauma-informed care. Center for
Health Care Strategies, Inc. https://www.chcs.org/media/Fact-Sheet-Key-Ingredients-for-TIC.pdf

Substance Abuse and Mental Health Services Administration. (2023). Practical Guide for Implementing a
Trauma-Informed Approach (Nos. PEP23-06-05-005). U.S. Department of Health and Human Services.
http://archive.org/details/tr-inf-care

Campbell, J. A., Walker, R. J., & Egede, L. E. (2016). Associations between adverse childhood experiences,
high-risk behaviors, and morbidity in adulthood. American Journal of Preventive Medicine, 50(3), 344-352.
https://doi.org/10.1016/j.amepre.2015.07.022

Banerjee, S., & Spry, C. (2017). Concurrent Treatment for Substance Use Disorder and Trauma-Related
Comorbidities: A Review of Clinical Effectiveness and Guidelines. Canadian Agency for Drugs and
Technologies in Health. http://www.ncbi.nlm.nih.gov/books/NBK525683/

Treatment (US), C. for S. A. (2014). Trauma-Informed Care: A Sociocultural Perspective. In Trauma-Informed
Care in Behavioral Health Services. Substance Abuse and Mental Health Services Administration (US).
https://www.ncbi.nlm.nih.gov/books/NBK207195/

Miller, W. R., & Rollnick, S. (2013). Motivational Interviewing: Helping People Change (3rd ed.). The Guilford
Press.

Substance Abuse and Mental Health Services Administration. (2019). Enhancing Motivation for Change in
Substance Use Disorder Treatment (TIP 35) (Nos. PEP19-02-01-003; Treatment Improvement Protocols).
https://library.samhsa.gov/product/tip-35-enhancing-motivation-change-substance-use-disorder-
treatment/pep19-02-01-003

DiClemente, C. C. (2018). Addiction and Change: How Addictions Develop and Addicted People Recover
(2nd ed.). The Guilford Press.

Connors, G. J., DiClemente, C. C., Velasquez, M. M., & Donovan, D. M. (2015). Substance Abuse Treatment
and the Stages of Change: Selecting and Planning Interventions (2nd ed.). The Guilford Press.

Regis, C., Gaeta, J. M., Mackin, S., Baggett, T. P., Quinlan, J., & Taveras, E. M. (2020). Community care in
reach: Mobilizing harm reduction and addiction treatment services for vulnerable populations. Frontiers in
Public Health, 8, 501. https://doi.org/10.3389/fpubh.2020.00501

Page



132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

143.

144.

145.

165 |

Regis, C., Gaeta, J. M., Mackin, S., Baggett, T. P., Quinlan, J., & Taveras, E. M. (2020). Community Care in
Reach: Mobilizing Harm Reduction and Addiction Treatment Services for Vulnerable Populations. Frontiers
in Public Health, 8. https://doi.org/10.3389/fpubh.2020.00501

Hutchison, M., Russell, B. S., Leander, A., Rickles, N., Aguiar, D., Cong, X. S., Harel, O., & Hernandez, A. V.
(2025). Trends and barriers of medication treatment for opioid use disorders: A systematic review and
meta-analysis. Journal of Drug Issues, 55(2), 193-214. https://doi.org/10.1177/00220426231204841

Jalali, M. S., Botticelli, M., Hwang, R. C., Koh, H. K., & McHugh, R. K. (2020). The opioid crisis: A contextual,
social-ecological framework. Health Research Policy and Systems, 18(1), 87.
https://doi.org/10.1186/s12961-020-00596-8

Krawczyk, N., Williams, A. R., Saloner, B., & Cerd4, M. (2021). Who stays in medication treatment for opioid
use disorder? A national study of outpatient specialty treatment settings. Journal of Substance Abuse
Treatment, 126, 108329. https://doi.org/10.1016/j.jsat.2021.108329

Nguyen, C. M. T., Kubiak, G., Dixit, N., Young, S. A., & Hayes, J. R. (2024). Evaluating barriers to opioid use
disorder treatment from patients’ perspectives. PRIMER, 8. https://doi.org/10.22454/PRiMER.2024.458349

Simpson, S. A., Hordes, M., Blum, J., Rinehart, D., & Al-Tayyib, A. (2022). Barriers to engagement in opioid
use disorder treatment after buprenorphine induction. Journal of Addiction Medicine, 16(4), 479-482.
https://doi.org/10.1097/ADM.0000000000000943

McCurry, M. K., Avery-Desmarais, S., Schuler, M., Tyo, M., Viveiros, J., & Kauranen, B. (2023). Perceived
stigma, barriers, and facilitators experienced by members of the opioid use disorder community when
seeking healthcare. Journal of Nursing Scholarship, 55(3), 701-710. https://doi.org/10.1111/jnu.12837

Bagley, S. M., Schoenberger, S. F., Waye, K. M., & Walley, A. Y. (2019). A scoping review of post opioid-
overdose interventions. Preventive Medicine, 128, 105813. https://doi.org/10.1016/j.ypmed.2019.105813

Pinkhover, A., Celata, K., Baker, T., Chatterjee, A., & Lunze, K. (2024). Mobile addiction treatment and harm
reduction services as tools to address health inequities: A community case study of the brockton
neighborhood health center mobile unit. Frontiers in Public Health, 12, 1407522.
https://doi.org/10.3389/fpubh.2024.1407522

Tschampl, C. A., Regis, C., Johnson, N. E., Davis, M. T., Hodgkin, D., Brolin, M. F., Do, E., Horgan, C. M.,
Green, T. C., Reilly, B., Duska, M., & Taveras, E. M. (2023). Protocol for the implementation of a statewide
mobile addiction program. Journal of Comparative Effectiveness Research, 12(5), e220117.
https://doi.org/10.57264/cer-2022-0117

Boyd, J., Carter, M., & Baus, A. (2024). Access to MAT: Participants’ experiences with transportation, non-
emergency transportation, and telehealth. Journal of Primary Care & Community Health, 15,
21501319241233198. https://doi.org/10.1177/21501319241233198

Harwerth, J., Washburn, M., Lee, K., & Basham, R. E. (2023). Transportation barriers to outpatient
substance use treatment programs: A scoping review. Journal of Evidence-Based Social Work, 20(2), 159-
178. https://doi.org/10.1080/26408066.2022.2150530

Langabeer, J., Champagne-Langabeer, T., Luber, S. D., Prater, S. J., Stotts, A., Kirages, K., Yatsco, A., &
Chambers, K. A. (2020). Outreach to people who survive opioid overdose: Linkage and retention in
treatment. Journal of Substance Abuse Treatment, 111, 11-15. https://doi.org/10.1016/j.jsat.2019.12.008

Substance Abuse and Mental Health Services Administration. (2021). Telehealth for the Treatment of
Serious Mental lllness and Substance Use Disorders (Nos. PEP21-06-02-001). U.S. Department of Health

Page



146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

156.

157.

166 |

and Human Services. https://library.samhsa.gov/product/telehealth-treatment-serious-mental-illness-
and-substance-use-disorders/pep21-06-02-001

Lin, L. (Allison), & Frank, C. J. (2021, October 12). Telehealth for Opioid Use Disorder Toolkit: Guidance to
Support High-Quality Care [Providers Clinical Support System]. Substance Abuse and Mental Health
Services Administration. https://pcssnow.org/wp-content/uploads/2021/10/0UD-
Toolkit_FINAL_10.2021.pdf

HHS Office of the Assistant Secretary for Planning and Evaluation & Office of Disability, Aging and Long-
term Care Policy. (2018, November). Using Telehealth to Support Opioid Use Disorder Treatment [ASPE
Issue Brief]. U.S. Department of Health and Human Services.

Sonnier, S., Makkenchery, A., Maharrey, S., Latimore, A., Heil, S., & Johnson, K. (2020). Using Telehealth to
Meet the Challenges of the Opioid Epidemic. American Institutes for Research.

Pennsylvania Department of State. (n.d.). Frequently Asked Questions About Telemedicine in Pennsylvania.
Commonwealth of Pennsylvania. Professional Licensing Resources.
https://www.pa.gov/agencies/dos/resources/professional-licensing-resources/telemedicine-faqs

Pennsylvania Department of Human Services. (2023, August 2). Medical Assistance Bulletin: Updates to
Guidelines for the Delivery of Physical Health Services via Telehealth [Memorandum]. Commonwealth of
Pennsylvania. https://www.pa.gov/content/dam/copapwp-
pagov/en/dhs/documents/docs/publications/documents/forms-and-pubs-omap/MAB2023080201.pdf

Pennsylvania Office of Mental Health and Substance Abuse Services. (2022). OMHSAS Behavioral Health
Telehealth Information. Commonwealth of Pennsylvania. Behavioral Health Telehealth Policy and
Guidance. https://www.pa.gov/agencies/dhs/resources/mental-health-substance-use-disorder/omhsas-
behavioral-health-telehealth

Bolivar, H. A., Klemperer, E. M., Coleman, S. R. M., DeSarno, M., Skelly, J. M., & Higgins, S. T. (2021).
Contingency management for patients receiving medication for opioid use disorder: A systematic review
and meta-analysis. JAMA Psychiatry, 78(10), 1092. https://doi.org/10.1001/jamapsychiatry.2021.1969

Benishek, L. A., Dugosh, K. L., Kirby, K. C., Matejkowski, J., Clements, N. T., Seymour, B. L., & Festinger, D. S.
(2014). Prize-based contingency management for the treatment of substance abusers: A meta-analysis.
Addiction, 109(9), 1426-1436. https://doi.org/10.1111/add.12589

Petry, N. M., & Stitzer, M. L. (2002). Contingency Management: Using Motivational Incentives to Improve
Drug Abuse Treatment (P50 DA 09241; Training Series No. 6). Yale University Psychotherapy Development
Center. https://ctnlibrary.org/pdf/cmmanual.pdf

Silverman, K., Chutuape, M. A., Bigelow, G. E., & Stitzer, M. L. (1999). Voucher-based reinforcement of
cocaine abstinence in treatment-resistant methadone patients: Effects of reinforcement magnitude.
Psychopharmacology, 146(2), 128-138. https://doi.org/10.1007/s002130051098

Petry, N. M., Martin, B., & Simcic, F. (2005). Prize reinforcement contingency management for cocaine
dependence: Integration with group therapy in a methadone clinic. Journal of Consulting and Clinical
Psychology, 73(2), 354-359. https://doi.org/10.1037/0022-006X.73.2.354

Prendergast, M., Podus, D., Finney, J., Greenwell, L., & Roll, J. (2006). Contingency management for
treatment of substance use disorders: A meta-analysis. Addiction, 107(11), 1546-1560.
https://doi.org/10.1111/j.1360-0443.2006.01581.x

Page



158.

159.

160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

171.

167 |

Pfund, R. A., Ginley, M. K., Rash, C. J., & Zajac, K. (2022). Contingency management for treatment
attendance: A meta-analysis. Journal of Substance Abuse Treatment, 133, 108556.
https://doi.org/10.1016/j.jsat.2021.108556

Dugosh, K., Abraham, A., Seymour, B., McLoyd, K., Chalk, M., & Festinger, D. (2016). A systematic review on
the use of psychosocial interventions in conjunction with medications for the treatment of opioid
addiction. Journal of Addiction Medicine, 10(2), 93-103. https://doi.org/10.1097/ADM.0000000000000193

Sayegh, C. S., Huey, S. J., Zara, E. J., & Jhaveri, K. (2017). Follow-up treatment effects of contingency
management and motivational interviewing on substance use: A meta-analysis. Psychology of Addictive
Behaviors, 31(4), 403-414. https://doi.org/10.1037/adb0000277

Forster, S. E., DePhilippis, D., & Forman, S. D. (2019). “I’s” on the prize: A systematic review of individual
differences in Contingency Management treatment response. Journal of Substance Abuse Treatment, 100,
64-83. https://doi.org/10.1016/j.jsat.2019.03.001

Camp, A., Gast, A., Goldstein, D., & Weddle, B. (2024). The power of organizational health.
https://www.mckinsey.com/capabilities/people-and-organizational-performance/our-
insights/organizational-health-is-still-the-key-to-long-term-performance

Jacobs, R., Mannion, R., Davies, H. T. O., Harrison, S., Konteh, F., & Walshe, K. (2013). The relationship
between organizational culture and performance in acute hospitals. Social Science & Medicine, 76, 115-
125. https://doi.org/10.1016/j.socscimed.2012.10.014

Wyatt, R., Laderman, M., Botwinick, L., Mate, K., & Whittington, J. (2016). Achieving Health Equity: A Guide
for Health Care Organizations. IHI White Paper. https://www.ihi.org/library/white-papers/achieving-health-
equity-guide-health-care-organizations

O’Donnell, B., & Gupta, V. (2023). Continuous Quality Improvement. In StatPearls. StatPearls Publishing.
http://www.ncbi.nlm.nih.gov/books/NBK559239/

Langley, G. J., Moen, R. D., Nolan, K. M., Nolan, T. W., Norman, C. L., & Provost, L. P. (2009). The
Improvement Guide: A Practical Approach to Enhancing Organizational Performance (2nd ed.). Jossey-
Bass. https://psnet.ahrq.gov/issue/improvement-guide-practical-approach-enhancing-organizational-
performance-2nd-ed

The W. Edwards Deming Institute. (n.d.). PDSA Cycle. Https://Deming.Org/. Retrieved
https://deming.org/explore/pdsa/

Brach, C. (Ed.). (2024). AHRQ Health Literacy Universal Precautions Toolkit, 3rd Ed. (Nos. 23-0075). Agency
for Healthcare Research and Quality. https://www.ahrg.gov/sites/default/files/wysiwyg/health-literacy/3rd-
edition-toolkit/health-literacy-toolkit-third-edition.pdf

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (5th ed.)
[Hardcover]. American Psychiatric Association Publishing.
https://doi.org/10.1176/appi.books.9780890425596

Pennsylvania Department of Human Services. (2019, February 1). Managed Care Operations (MCOPS)
Memorandum # 02/2019-002 [Memorandum]. Commonwealth of Pennsylvania.
https://www.pa.gov/content/dam/copapwp-pagov/en/dhs/documents/about/documents/find-
coes/c_291268.pdf

Pennsylvania Department of Drug and Alcohol Programs. (2025, November 21). New 2025-26 State Budget
Expands Access to Lifesaving Medications for Individuals with Substance Use Disorder in the Justice

Page



172.

173.

174.

175.

176.

177.

178.

179.

180.

181.

182.

183.

168 |

System. Commonwealth of Pennsylvania. Newsroom. https://www.pa.gov/agencies/ddap/newsroom/new-
2025-26-state-budget-expands-access-to-lifesaving-medication

Krans, E. E., Cochran, G., & Bogen, D. L. (2015). Caring for opioid-dependent pregnant women: Prenatal
and postpartum care considerations. Clinical Obstetrics & Gynecology, 58(2), 370-379.
https://doi.org/10.1097/GRF.0000000000000098

Terplan, M., Martin, C. E., Premkumar, A., & Krans, E. E. (2021). Caring for pregnant and parenting women
with opioid use disorder. In S. E. Wakeman & J. D. Rich (Eds.), Treating Opioid Use Disorder in General
Medical Settings (pp. 203-221). Springer International Publishing. https://doi.org/10.1007/978-3-030-
80818-1_14

Brownstein, H. H. (Ed.). (2015). The Handbook of Drugs and Society (1st ed.). Wiley.
https://doi.org/10.1002/9781118726761

Seibert, J., Stockdale, H., Feinberg, R., Dobbins, E., Theis, E., & Karon, S. L. (2019). State Policy Levers for
Expanding Family-Centered Medication-Assisted Treatment. Office of the Assistant Secretary for Planning
and Evaluation. http://aspe.hhs.gov/reports/state-policy-levers-expanding-family-centered-medication-
assisted-treatment-0

Ghertner, R. (2022). National and State Estimates of Children Living with Parents Using Substances, 2015-
2019. U.S. Department of Health and Human Services, Office of the Assistant Secretary for Planning and
Evaluation. http://aspe.hhs.gov/reports/children-living-parents-using-substances

Gold, M. S. (2024, December 4). Overdose Survivors: Medical and Addiction Challenges. Psychology Today.
Addiction. https://www.psychologytoday.com/us/blog/addiction-outlook/202412/overdose-survivors-
medical-and-addiction-challenges

Teeters, J., Lancaster, C., Brown, D., & Back, S. (2017). Substance use disorders in military veterans:
Prevalence and treatment challenges. Substance Abuse and Rehabilitation, Volume 8, 69-77.
https://doi.org/10.2147/SAR.S116720

Phillips, S. M., Rossi, M. M., Parker, J., Radunovich, H., & Parisi, M. A. (n.d.). 4.3 Impact of Transition to
Civilian life on Veterans’ Mental Health. U.S. Department of Veterans Affairs. Office of Rural Health.
Retrieved https://fycs.ifas.ufl.edu/media/fycsifasufledu/rural-veteran-lab/docs/VA-4.3_Mental-Health-
Impact.pdf

Chamberlain, A., Nyamu, S., Aminawung, J., Wang, E. A., Shavit, S., & Fox, A. D. (2019). Illicit substance use
after release from prison among formerly incarcerated primary care patients: A cross-sectional study.
Addiction Science & Clinical Practice, 14(1), 7. https://doi.org/10.1186/s13722-019-0136-6

Iversen, J., Page, K., Madden, A., & Maher, L. (2015). HIV, HCV, and health-related harms among women
who inject drugs: Implications for prevention and treatment. Journal of Acquired Immune Deficiency
Syndromes, 69(Supplement 2), S176-S181. https://doi.org/10.1097/QAI.0000000000000659

Baxter, A. J., Tweed, E. J., Katikireddi, S. V., & Thomson, H. (2019). Effects of housing first approaches on
health and well-being of adults who are homeless or at risk of homelessness: Systematic review and meta-
analysis of randomised controlled trials. Journal of Epidemiology and Community Health, 73(5), 379-387.
https://doi.org/10.1136/jech-2018-210981

Stringfellow, E. J., Kim, T. W., Gordon, A. J., Pollio, D. E., Grucza, R. A., Austin, E. L., Johnson, N. K., &
Kertesz, S. G. (2016). Substance use among persons with homeless experience in primary care. Substance
Abuse, 37(4), 534-541. https://doi.org/10.1080/08897077.2016.1145616

Page



184.

185.

186.

187.

188.

189.

190.

191.

192.

193.

194.

195.

169 |

Substance Abuse and Mental Health Services Administration. (2021). Key Substance Use and Mental
Health Indicators in the United States: Results from the 2020 National Survey on Drug Use and Health (Nos.
PEP21-07-01-003; NSDUH H-56). U.S. Department of Health and Human Services.
https://library.samhsa.gov/product/results-2020-national-survey-drug-use-and-health-nsduh-key-
substance-use-and-mental-health

National Institute On Drug Abuse. (2023, October 2). Comorbidity: Substance use and other mental
disorders. National Institutes of Health.
https://web.archive.org/web/20231002175937/https://nida.nih.gov/research-
topics/comorbidity/comorbidity-substance-use-other-mental-disorders-infographic

Substance Abuse and Mental Health Services Administration. (2005). Substance Abuse Treatment: For
Adults in the Criminal Justice System (TIP 44) (Treatment Improvement Protocols 44). Substance Abuse and
Mental Health Services Administration (US). http://www.ncbi.nlm.nih.gov/books/NBK64137/

Pace, C. A., Gergen-Barnett, K., Veidis, A., D’Afflitti, J., Worcester, J., Fernandez, P., & Lasser, K. E. (2018).
Warm handoffs and attendance at initial integrated behavioral health appointments. The Annals of Family
Medicine, 16(4), 346-348. https://doi.org/10.1370/afm.2263

DiScala, S., Talebreza, S., Lowery, A. W., Bowman, E. H., Palunas, N., & Ngodup, T. (2020). When you know
less is more but need the patient and family to buy in: Using SPIKES for deprescribing (TH338). Journal of
Pain and Symptom Management, 59(2), 426-427. https://doi.org/10.1016/j.jpainsymman.2019.12.076

Duber, H. C., Barata, I. A., Cioé-Penfa, E., Liang, S. Y., Ketcham, E., Macias-Konstantopoulos, W., Ryan, S.
A., Stavros, M., & Whiteside, L. K. (2018). Identification, management, and transition of care for patients
with opioid use disorder in the emergency department. Annals of Emergency Medicine, 72(4), 420-431.
https://doi.org/10.1016/j.annemergmed.2018.04.007

Zero Suicide Institute. (2024). Toolkit: Transition. Education Development Center. Zero Suicide Toolkit.
https://zerosuicide.edc.org/toolkit/transition

Saag, M. S., Benson, C. A., Gandhi, R. T., Hoy, J. F.,, Landovitz, R. J., Mugavero, M. J., Sax, P. E., Smith, D. M.,
Thompson, M. A., Buchbinder, S. P., Del Rio, C., Eron, J. J., Fatkenheuer, G., Glinthard, H. F., Molina, J.-M.,
Jacobsen, D. M., & Volberding, P. A. (2018). Antiretroviral drugs for treatment and prevention of HIV
infection in adults: 2018 recommendations of the international antiviral society—-USA panel. JAMA, 320(4),
379. https://doi.org/10.1001/jama.2018.8431

Sword, W., Niccols, A., Yousefi-Nooraie, R., Dobbins, M., Lipman, E., & Smith, P. (2013). Partnerships
among Canadian agencies serving women with substance abuse issues and their children. International
Journal of Mental Health and Addiction, 11(3), 344-357. https://d0oi.org/10.1007/s11469-012-9418-x

Timko, C., Schultz, N. R., Cucciare, M. A., Vittorio, L., & Garrison-Diehn, C. (2016). Retention in medication-
assisted treatment for opiate dependence: A systematic review. Journal of Addictive Diseases, 35(1), 22—
35.

Anand, P., & Desai, N. (2023). Correlation of warm handoffs versus electronic referrals and engagement
with mental health services co-located in a pediatric primary care clinic. Journal of Adolescent Health,
73(2), 325-330. https://doi.org/10.1016/j.jadohealth.2023.02.032

Coker, T. R., Porras-Javier, L., Zhang, L., Soares, N., Park, C., Patel, A., Tang, L., Chung, P. J., &Zima, B. T.
(2019). A telehealth-enhanced referral process in pediatric primary care: A cluster randomized trial.
Pediatrics, 143(3), e20182738. https://doi.org/10.1542/peds.2018-2738

Page



196.

197.

198.

199.

200.

201.

202.

203.

204.

205.

206.

207.

208.

170 |

The Joint Commission. (2017). Sentinel Event Alert 58: Inadequate Hand-Off Communication (Sentinel
Event Alert 58). Department of Corporate Communications, Patient Safety Advisory Group.
https://www.jointcommission.org/en-us/knowledge-library/newsletters/sentinel-event-alert/issue-58

Richter, K. P., Faseru, B., Shireman, T. I., Mussulman, L. M., Nazir, N., Bush, T., Scheuermann, T. S.,
Preacher, K. J., Carlini, B. H., Magnusson, B., Ellerbeck, E. F., Cramer, C., Cook, D. J., & Martell, M. J. (2016).
Warm handoff versus fax referral for linking hospitalized smokers to quitlines. American Journal of
Preventive Medicine, 51(4), 587-596. https://doi.org/10.1016/j.amepre.2016.04.006

Mariano, M. T., Brooks, V., & DiGiacomo, M. (2016). PSYCH: A mnemonic to help psychiatric residents
decrease patient handoff communication errors. The Joint Commission Journal on Quality and Patient
Safety, 42(7), 316-320. https://doi.org/10.1016/S1553-7250(16)42043-X

Austin, C. D., McClelland, R. W., & Gursansky, D. (2006). Linking case management and community
development. Care Management Journals, 7(4), 162-168. https://doi.org/10.1891/cmj-v7i4a001

Campbell Britton, M., Hodshon, B., & Chaudhry, S. 1. (2019). Implementing a warm handoff between
hospital and skilled nursing facility clinicians. Journal of Patient Safety, 15(3), 198-204.
https://doi.org/10.1097/PTS.0000000000000529

Substance Abuse and Mental Health Services Administration. (2015). Comprehensive Case Management
for Substance Abuse Treatment (TIP 27) (Nos. SMA15-4215; Treatment Improvement Protocols). U.S.
Department of Health and Human Services. https://store.samhsa.gov/product/tip-27-comprehensive-
case-management-substance-abuse-treatment/sma15-4215

Grimshaw, P., McGowan, L., & McNichol, E. (2016). Building a system-wide approach to community
relationships with the findings of a scoping review in health and social care. Journal of Health Organization
and Management, 30(7), 1047-1062. https://doi.org/10.1108/JHOM-01-2016-0018

Carrier, E., Dowling, M. K., & Pham, H. H. (2012). Care coordination agreements: Barriers, facilitators, and
lessons learned. The American Journal of Managed Care, 18(11). https://www.ajmc.com/view/care-
coordination-agreements-barriers-facilitators-and-lessons-learned

DePriest, K., Glasgow, L., Bayer, E. M., Weiss, S., & Hacker, K. (2025). Building healthy, equitable, and
resilient communities: Lessons learned from multisector community partnerships addressing the social
determinants of health. Journal of Public Health Management & Practice, 371(1), 83-89.
https://doi.org/10.1097/PHH.0000000000001998

Kawasaki, S., Dunham, E., Mills, S., Kunkel, E., & Gonzalo, J. D. (2021). The opioid epidemic: Mobilizing an
academic health center to improve outcomes. Journal of Substance Abuse Treatment, 121, 108199.
https://doi.org/10.1016/j.jsat.2020.108199

Lagisetty, P., Klasa, K., Bush, C., Heisler, M., Chopra, V., & Bohnert, A. (2017). Primary care models for
treating opioid use disorders: What actually works? A systematic review. PLOS ONE, 12(10), e0186315.
https://doi.org/10.1371/journal.pone.0186315

Ellis, M. S., Kasper, Z., & Cicero, T. (2021). Assessment of chronic pain management in the treatment of
opioid use disorder: Gaps in care and implications for treatment outcomes. The Journal of Pain, 22(4), 432—-
439. https://doi.org/10.1016/j.jpain.2020.10.005

Flaherty, Ma, PhD Candidate, A., Hossain, Ms, Hec-C, PhD Candidate, F., & Vercelli, Ma, A. (2021). Meeting
at the crossroads of pain and addiction: An ethical analysis of pain management with palliative care for

Page



2089.

210.

211.

212.

213.

214.

215.

216.

217.

218.

219.

171 |

individuals with substance use disorders. Journal of Opioid Management, 17(3), 207-214.
https://doi.org/10.5055/jom.2021.0631

Burns, R. H., Pierre, C. M., Marathe, J. G., Ruiz-Mercado, G., Taylor, J. L., Kimmel, S. D., Johnson, S. L.,
Fukuda, H. D., & Assoumou, S. A. (2021). Partnering with state health departments to address injection-
related infections during the opioid epidemic: Experience at a safety net hospital. Open Forum Infectious
Diseases, 8(8), ofab208. https://doi.org/10.1093/ofid/ofab208

Seval, N., Eaton, E., & Springer, S. A. (2020). Beyond antibiotics: A practical guide for the infectious disease
physician to treat opioid use disorder in the setting of associated infectious diseases. Open Forum
Infectious Diseases, 7(1), 0fz539. https://doi.org/10.1093/ofid/0fz539

Sanderson, D., Braganza, S., Philips, K., Chodon, T., Whiskey, R., Bernard, P., Rich, A., & Fiori, K. (2021).
Increasing warm handoffs: Optimizing community based referrals in primary care using QI methodology.
Journal of Primary Care & Community Health, 12,21501327211023883.
https://doi.org/10.1177/21501327211023883

Springer, S. A., Korthuis, P. T., & Del Rio, C. (2018). Integrating treatment at the intersection of opioid use
disorder and infectious disease epidemics in medical settings: A call for action after a national academies
of sciences, engineering, and medicine workshop. Annals of Internal Medicine, 169(5), 335-336.
https://doi.org/10.7326/M18-1203

Proceedings of the AMCP partnership forum: Breaking the link between pain management and opioid use
disorder. (2015). Journal of Managed Care & Specialty Pharmacy, 21(12), 1116-1122.
https://doi.org/10.18553/jmcp.2015.21.12.1116

Oliver, A. P.,, Adams, Z. W., Ott, C. A., & Agley, J. (2022). Promoting best practices for managing opioid
overdoses in the field: A novel project extension for community healthcare outcomes program for first
responders. Preventive Medicine Reports, 30, 102038. https://doi.org/10.1016/j.pmedr.2022.102038

Substance Abuse and Mental Health Services Administration. (2023). Connecting Communities to
Substance Use Services: Practical Tools for First Responders (Nos. PEP23-06-01-010). U.S. Department of
Health and Human Services.
https://web.archive.org/web/20250307235757/https://library.samhsa.gov/product/connecting-
communities-substance-use-services-practical-tools-first-responders/pep23-06-01

North Carolina Department of Health and Human Services. (n.d.). First Responders. The State of North
Carolina. Overdose Eipdemic. Retrieved May 2, 2025, from https://www.ncdhhs.gov/about/department-
initiatives/overdose-epidemic/first-responders

Siddiqui, S. T., La Manna, A., Connors, E., Smith, R., Vance, K., Budesa, Z., Goulka, J., Beletsky, L., Wood, C.
A., Marotta, P., & Winograd, R. P. (2024). An evaluation of first responders’ intention to refer to post-
overdose services following SHIELD training. Harm Reduction Journal, 21(1), 39.
https://doi.org/10.1186/s12954-024-00957-4

Program Evaluation and Research Unit. (n.d.). SCOPE. SCOPE. Retrieved https://www.peru.pitt.edu/scope-
statewide/

Sutter-Barrett, R., Spencer, N. R. B., Elnahas, N., Hurd, R., Delaney, M., & Bivens, A. (2025). Navigating
barriers and embracing facilitators of connection: Insights from peer recovery specialists working with
individuals with substance use disorder and criminal justice involvement: a qualitative analysis. Health &
Justice, 13(1), 7. https://doi.org/10.1186/s40352-024-00300-w

Page



220.

221.

222.

223.

224,

225.

226.

227.

228.

229.

230.

231.

232.

233.

172 |

Hollis, M. E. (2016). Community-based partnerships: Collaboration and organizational partnerships in
criminal justice. Journal of Family Strengths, 16(2). https://doi.org/10.58464/2168-670X.1325

John Snow, Inc. (2012, March 19). Engaging Your Community: A Toolkit for Partnership, Collaboration, and
Action. Department of Health and Human Services, Office of Adolescent Health (Canada).
https://web.archive.org/web/20240703023711/https://publications.jsi.com/JSlinternet/Inc/Common/_dow
nload_pub.cfm?id=14333&Lid=3

Lee, B. X., Sells, D., Klimczak, M., Barber, C., & DeMatteis-Lepore, L. (2018). Connecting criminal justice,
mental health, and family support for better delivery of human services. International Journal of Public
Health, 63(8), 897-898. https://doi.org/10.1007/s00038-018-1080-z

Yamatani, H., & Spjeldnes, S. (2011). Saving our criminal justice system: The efficacy of a collaborative
social service. Social Work, 56(1), 53-61. https://doi.org/10.1093/sw/56.1.53

Pinals, D. A., & Felthous, A. R. (2017). Introduction to this double issue: Jail diversion and collaboration
across the justice continuum. Behavioral Sciences & the Law, 35(5-6), 375-379.
https://doi.org/10.1002/bsl.2322

Thomas, R. K. (2008). Health Services Marketing: A Practitioner’s Guide (p. 160).
https://doi.org/10.1007/978-0-387-73606-8

Substance Abuse and Mental Health Services Administration. (2022). Community Engagement: An
Essential Component of an Effective and Equitable Substance Use Prevention System (Nos. PEP22-06-01-
005). U.S. Department of Health and Human Services. https://store.samhsa.gov/sites/default/files/pep22-
06-01-005.pdf

Clinical and Translational Science Awards Consortium, Agency for Toxic Substances and Disease Registry,
Centers for Disease Control and Prevention, & National Institute of Health. (2011). Principles of
Community Engagement (2nd Ed). U.S. Department of Health and Human Services.
https://stacks.cdc.gov/view/cdc/11699

Reif, S., Brolin, M. F., Stewart, M. T., Fuchs, T. J., Speaker, E., & Mazel, S. B. (2020). The Washington state
hub and spoke model to increase access to medication treatment for opioid use disorders. Journal of
Substance Abuse Treatment, 108, 33-39.

Centers for Medicare and Medicaid Services. (2016). Managing Referrals — Providing a Patient-Centered
Referral Experience. Transforming Clinical Practice Initiative.
https://www.cms.gov/priorities/innovation/files/x/tcpi-changepkgmod-referrals.pdf

Golden, R. E., Klap, R., Carney, D. V., Yano, E. M., Hamilton, A. B., Taylor, S. L., & Thakar. (2021). Promoting
learning health system feedback loops: Experience with a VA practice- based research network card study.
In Healthcare, 8.

Substance Abuse and Mental Health Services Administration. (2014). Improving Cultural Competence (TIP
59) (Nos. SMA14-4849; Treatment Improvement Protocols). U.S. Department of Health and Human
Services. https://library.samhsa.gov/sites/default/files/sma14-4849.pdf

American Society of Addiction Medicine. (2020). The ASAM National Practice Guideline for the Treatment of
Opioid Use Disorder - 2020 Focused Update. American Society of Addiction Medicine.
https://doi.org/10.1097/ADM.0000000000000633

Substance Abuse and Mental Health Services Administration. (2021). Advisory: Using Motivational
Interviewing in Substance Use Disorder Treatment (based on TIP 35) (Nos. PEP20-02-02-014). U.S.

Page



234.

235.

236.

237.

238.

239.

240.

241.

242.

243.

244,

245.

173 |

Department of Health and Human Services. https://library.samhsa.gov/sites/default/files/PEP20-02-02-
014.pdf. https://store.samhsa.gov/product/advisory-using-motivational-interviewing-substance-use-
disorder-treatment-based-tip-35

Roy, P. J., Choi, S., Bernstein, E., & Walley, A. Y. (2020). Appointment wait-times and arrival for patients at a
low-barrier access addiction clinic. Journal of Substance Abuse Treatment, 114, 108011.
https://doi.org/10.1016/j.jsat.2020.108011

Lynch, M. J,, Vargas, D., Winger, M. E., Kanter, J., Meyers, J., Schuster, J., & Yealy, D. M. (2024). A
telemedicine bridge clinic improves access and reduces cost for opioid use disorder care. Drug and
Alcohol Dependence Reports, 11,100227. https://doi.org/10.1016/j.dadr.2024.100227

Kaplan, G., Lopez, M. H., McGinnis, J. M., Care, C. on O. S. in H., & Medicine, I. of. (2015). Issues in Access,
Scheduling, and Wait Times. In Transforming health care scheduling and access: Getting to now. National
Academies Press. https://www.ncbi.nlm.nih.gov/books/NBK316141/

Walker, R., Logan, T., Clark, J. J., & Leukefeld, C. (2005). Informed consent to undergo treatment for
substance abuse: Arecommended approach. Journal of Substance Abuse Treatment, 29(4), 241-251.
https://doi.org/10.1016/j.jsat.2005.08.001

Spatz, E. S., Krumholz, H. M., & Moulton, B. W. (2016). The new era of informed consent: Getting to a
reasonable-patient standard through shared decision making. JAMA, 315(19), 2063.
https://doi.org/10.1001/jama.2016.3070

Perrenoud, B., Velonaki, V.-S., Bodenmann, P., & Ramelet, A.-S. (2015). The effectiveness of health literacy
interventions on the informed consent process of health care users: A systematic review protocol. JB/
Database of Systematic Reviews and Implementation Reports, 13(10), 82-94.
https://doi.org/10.11124/jbisrir-2015-2304

Hall, D. E., Prochazka, A. V., & Fink, A. S. (2012). Informed consent for clinical treatment. Canadian Medical
Association Journal, 184(5), 533-540. https://doi.org/10.1503/cmaj.112120

Azevedo, K., Cantone, R. E., & Garvey, B. T. (2022). Improving management of opioid use disorder training
with novel resident co-PCP model. PRIMER, 6. https://doi.org/10.22454/PRIMER.2022.396130

Hudgins, C., Rose, S., Fifield, P. Y., & Arnault, S. (2013). Navigating the legal and ethical foundations of
informed consent and confidentiality in integrated primary care. Families, Systems, & Health, 31(1), 9-19.
https://doi.org/10.1037/a0031974

McCarty, D., Rieckmann, T., Baker, R. L., & McConnell, K. J. (2017). The perceived impact of 42 CFR part 2
on coordination and integration of care: A qualitative analysis. Psychiatric Services, 68(3), 245-249.
https://doi.org/10.1176/appi.ps.201600138

Wei, M., Murcko, A., Nookala, S. P., Bhattu, D. T., Vemula, S. J., Chern, D., Lott, E., Whitfield, M. J., Stavros,
N., Ariosto, D., & Grando, M. A. (2025). Advancing health equity through substance use medical record data
sharing: Insights from healthcare providers. International Journal of Environmental Research and Public
Health, 22(4), 462. https://doi.org/10.3390/ijerph22040462

Treiman, K., Padwa, H., Mark, T. L., Tzeng, J., & Gilbert, M. (2021). "The assessment really helps you with the
first step in recovery.” What do clients think substance use disorder treatment intake assessments should
look like? Substance Abuse, 42(4), 880-887. https://doi.org/10.1080/08897077.2021.1878085

Page



246.

247.

248.

249.

250.

251.

252.

253.

254.

255.

256.

257.

258.

174 |

Krist, A. H., Tong, S. T., Aycock, R. A., & Longo, D. R. (2017). Engaging Patients in Decision-Making and
Behavior Change to Promote Prevention. In Health Literacy (Vol. 240, pp. 284-302). |OS Press.
https://doi.org/10.3233/978-1-61499-790-0-284

Center for Substance Abuse Treatment. (2006). Substance Abuse: Clinical Issues in Intensive Outpatient
Treatment (TIP 47) (Nos. SMA06-4182; Treatment Improvement Protocols). Substance Abuse and Mental
Health Services Administration. http://www.ncbi.nlm.nih.gov/books/NBK64093/

Jordan, A., & Jegede, O. (2020). Building outreach and diversity in the field of addictions. The American
Journal on Addictions, 29(5), 413-417. https://doi.org/10.1111/ajad.13097

Guerrero, E. G. (2013). Workforce diversity in outpatient substance abuse treatment: The role of leaders’
characteristics. Journal of Substance Abuse Treatment, 44(2), 208-215.
https://doi.org/10.1016/j.jsat.2012.05.004

Findler, L., Wind, L. H., & Barak, M. E. M. (2007). The challenge of workforce management in a global
society: Modeling the relationship between diversity, inclusion, organizational culture, and employee well-
being, job satisfaction and organizational commitment. Administration in Social Work, 31(3), 63-94.
https://doi.org/10.1300/J147v31n03_05

Mallow, A. (2010). Diversity management in substance abuse organizations: Improving the relationship
between the organization and its workforce. Administration in Social Work, 34(3), 275-285.
https://doi.org/10.1080/03643107.2010.481181

Kong, Y., Guerrero, E., Frimpong, J., Khachikian, T., Wang, S., D’Aunno, T., & Howard, D. (2024). Identifying
the heterogeneity in the association between workforce diversity and retention in opioid treatment among
black clients. In Review. https://doi.org/10.21203/rs.3.rs-3932153/v1

Guerrero, E. G., Kong, Y., Frimpong, J. A., Khachikian, T., Wang, S., D’Aunno, T., & Howard, D. L. (2022).
Workforce diversity and disparities in wait time and retention among opioid treatment programs.
Substance Abuse Treatment, Prevention, and Policy, 17(1), 74. https://doi.org/10.1186/s13011-022-00500-
3

Padwa, H., Treiman, K., Mark, T. L., Tzeng, J., & Gilbert, M. (2022). Assessing assessments: Substance use
disorder treatment providers’ perceptions of intake assessments. Substance Abuse, 43(1), 451-457.
https://doi.org/10.1080/08897077.2021.1946891

National Institute of Mental Health. (2025, March). Finding Help for Co-Occurring Substance Use and
Mental Disorders. National Institutes of Health. Health Topics.
https://www.nimh.nih.gov/health/topics/substance-use-and-mental-health

Eller, A. J., DiDomizio, E. E., Madden, L. M., Oliva, J. D., Altice, F. L., & Johnson, K. A. (2022). Strengthening
systems of care for people with or at risk for HIV, HCV and opioid use disorder: A call for enhanced data
collection. Annals of Medicine, 54(1), 1714-1724. https://doi.org/10.1080/07853890.2022.2084154

Mark, T. L., Hinde, J., Henretty, K., Padwa, H., & Treiman, K. (2021). How patient centered are addiction
treatment intake processes? Journal of Addiction Medicine, 15(2), 134-142.
https://doi.org/10.1097/ADM.0000000000000714

Hemesath, A., Wright, K., Draelos, M. M., & Draelos, R. L. (2023). The Cydoc smart patient intake form
accelerates medical note writing (Version 1). arXiv. https://doi.org/10.48550/ARXIV.2306.13680

Page



259.

260.

261.

262.

263.

264.

265.

266.

267.

268.

269.

270.

271.

272.

175 |

Abbott, P. J. (2010). Case management: Ongoing evaluation of patients’ needs in an opioid treatment
program. Professional Case Management, 15(3), 145-152.
https://doi.org/10.1097/NCM.0b013e3181c8c72¢c

Cowden, S., &Johnson, L. C. (2004). A process for consolidation of redundant documentation forms. CIN:
Computers, Informatics, Nursing, 22(2), 90.

Hurlocker, M. C., Moyers, T. B., Hatch, M., Curran, G., McCrady, B., Venner, K. L., & Witkiewitz, K. (2023).
Effectiveness and feasibility of a motivational interviewing intake (MII) intervention for increasing client
engagement in outpatient addiction treatment: An effectiveness-implementation hybrid design protocol.
Addiction Science & Clinical Practice, 18(1), 63. https://doi.org/10.1186/s13722-023-00412-y

Lindsay, M. R., & Lytle, K. (2022). Implementing best practices to redesign workflow and optimize nursing
documentation in the electronic health record. Applied Clinical Informatics, 13(03), 711-719.
https://doi.org/10.1055/a-1868-6431

Horowitz, L. M., Ryan, P. C., Wei, A. X., Boudreaux, E. D., Ackerman, J. P., & Bridge, J. A. (2023). Screening
and assessing suicide risk in medical settings: Feasible strategies for early detection. Focus, 21(2), 145-
151. https://doi.org/10.1176/appi.focus.20220086

Suicide Prevention Resource Center. (2026). Suicide Screening and Assessment (Rev. Ed.).
https://sprc.org/resources/suicide-screening-and-assessment/

Zero Suicide Institute. (n.d.). Screening for Suicide Risk. Zero Suicide Institute. Screening.
https://zerosuicide.edc.org/toolkit/identify-screening-and-assessment/screening

Suicide Prevention Resource Center. (2025). Risk and Protective Factors. University of Oklahoma.
https://sprc.org/risk-and-protective-factors/

National Action Alliance for Suicide Prevention. (2018). Recommended Standard Care for People with
Suicide Risk: Making Health Care Suicide Safe. Education Development Center, Inc.
https://www.samhsa.gov/resource/ebp/recommended-standard-care-people-suicide-risk

National Institute of Mental Health. (n.d.). Ask suicide-screening questions (ASQ) toolkit. National
Institutes of Health. https://www.nimh.nih.gov/research/research-conducted-at-nimh/asqg-toolkit-
materials

Suicide Prevention Resource Center. (n.d.). Identify and assist persons at risk. University of Oklahoma.
https://sprc.org/effective-prevention/a-comprehensive-approach-to-suicide-prevention/identify-and-
assist-persons-at-risk/

Suicide Prevention Resource Center. (n.d.). Ensure access to effective care and treatment. University of
Oklahoma. https://sprc.org/effective-prevention/a-comprehensive-approach-to-suicide-
prevention/ensure-access-to-effective-care-and-treatment/

Kim, S., Lee, H.-K., & Lee, K. (2021). Which PHQ-9 items can effectively screen for suicide? Machine
learning approaches. International Journal of Environmental Research and Public Health, 18(7), 3339.
https://doi.org/10.3390/ijerph18073339

Simon, G. E., Rutter, C. M., Peterson, D., Oliver, M., Whiteside, U., Operskalski, B., & Ludman, E. J. (2013).
Does response on the PHQ-9 depression questionnaire predict subsequent suicide attempt or suicide
death? Psychiatric Services, 64(12), 1195-1202. https://doi.org/10.1176/appi.ps.201200587

Page



273.

274.

275.

276.

277.

278.

279.

280.

281.

282.

283.

284.

285.

176 |

The Columbia Lighthouse Project. (2016, April 6). About the protocol. https://cssrs.columbia.edu/the-
columbia-scale-c-ssrs/about-the-scale/

Posner, K., Brent, D. A., Lucas, C., Gould, M., Stanley, B., Brown, G. K., & Mann, J. (2016). Columbia-Suicide
Severity Rating Scale (C-SSRS). Columbia University. https://cssrs.columbia.edu

Bradywood, A., Leming-Lee, T. “Susie,” Watters, R., & Blackmore, C. (2021). Implementing screening for
social determinants of health using the Core 5 screening tool. BMJ Open Quality, 10(3), e001362.
https://doi.org/10.1136/bmjog-2021-001362

Joe, G. W., Simpson, D. D., Greener, J. M., & Rowan-Szal, G. A. (1999). Integrative modeling of client
engagement and outcomes during the first 6 months of methadone treatment. Addictive Behaviors, 24(5),
649-659. https://doi.org/10.1016/S0306-4603(99)00024-6

Gelberg, L., Andersen, R. M., & Leake, B. D. (2000). The behavioral model for vulnerable populations:
Application to medical care use and outcomes for homeless people. Health Services Research, 34(6),
1273-1302.

Schmidt, E. M., Wright, D., Cherkasova, E., Harris, A. H. S., & Trafton, J. (2022). Evaluating and improving
engagement in care after high-intensity stays for mental or substance use disorders. Psychiatric Services,
73(1), 18-25. https://doi.org/10.1176/appi.ps.202000287

Gaeta Gazzola, M., Carmichael, I. D., Christian, N. J., Zheng, X., Madden, L. M., & Barry, D. T. (2023). A
national study of homelessness, social determinants of health, and treatment engagement among
outpatient medication for opioid use disorder-seeking individuals in the United States. Substance Abuse,
44(1-2), 62-72. https://doi.org/10.1177/08897077231167291

Kristensen, K., Williams, L. D., Kaplan, C., Pineros, J., Lee, E., Kaufmann, M., Mackesy-Amiti, M.-E., &
Boodram, B. (2023). A novel index measure of housing-related risk as a predictor of overdose among young
people who inject drugs and injection networks. In Review. https://doi.org/10.21203/rs.3.rs-3083889/v1

Pérez-Figueroa, R. E., Obonyo, D. J., Santoscoy, S., Surratt, H. L., Lekas, H. M., Lewis, C. F,, Lyons, J. S., &
Amesty, S. C. (2022). Housing instability, structural vulnerability, and non-fatal opioid overdoses among
people who use heroin in Washington Heights, New York City. Behavioral Medicine, 48(4), 320-330.
https://doi.org/10.1080/08964289.2021.1922347

Villamil, V. I., Underwood, N., Cremer, L. J., Rooks-Peck, C. R., Jiang, X., & Guy, G. P. (2024). Barriers to
retention in medications for opioid use disorder treatment in real-world practice. Journal of Substance Use
and Addiction Treatment, 160, 209310. https://doi.org/10.1016/j.josat.2024.209310

Pham, H., Ober, A., Baldwin, L.-M., Mooney, L. J., Zhu, Y., Fei, Z., & Hser, Y.-I. (2024). Social determinants of
health and continuity of medications for opioid use disorder among patients receiving treatment in rural
primary care settings. Journal of Addiction Medicine, 18(3), 331-334.
https://doi.org/10.1097/ADM.0000000000001274

Bohler, R., Thomas, C. P., Clark, T. W., & Horgan, C. M. (2021). Addressing the Opioid Crisis Through Social
Determinants of Health: What Are Communities Doing? Opioid Policy Research Collaborative at Brandeis
University. https://opioid-resource-connector.org/resources/addressing-opioid-crisis-through-social-
determinants-of-health-what-are-communities-doing

Vekaria, V., Bose, B., Murphy, S. M., Avery, J., Alexopoulos, G., & Pathak, J. (2021). Association of co-
occurring opioid or other substance use disorders with increased healthcare utilization in patients with
depression. Translational Psychiatry, 11(1), 265. https://doi.org/10.1038/s41398-021-01372-0

Page



286. Brown, C. H., Bennett, M. E., Li, L., & Bellack, A. S. (2011). Predictors of initiation and engagement in
substance abuse treatment among individuals with co-occurring serious mental illness and substance use
disorders. Addictive Behaviors, 36(5), 439-447. https://doi.org/10.1016/j.addbeh.2010.12.001

287. Wakeman, S. E., McGovern, S., Kehoe, L., Kane, M. T., Powell, E. A., Casey, S. K., Yacorps, G. M., Irvin, J. R.,
Rodriguez, W., & Regan, S. (2022). Predictors of engagement and retention in care at a low-threshold
substance use disorder bridge clinic. Journal of Substance Abuse Treatment, 141, 108848.
https://doi.org/10.1016/j.jsat.2022.108848

288. Bogdanowicz, K. M., Stewart, R., Chang, C.-K., Downs, J., Khondoker, M., Shetty, H., Strang, J., & Hayes, R.
D. (2016). Identifying mortality risks in patients with opioid use disorder using brief screening assessment:
Secondary mental health clinical records analysis. Drug and Alcohol Dependence, 164, 82-88.
https://doi.org/10.1016/j.drugalcdep.2016.04.036

289. Nestadt, P. S., & Bohnert, A. S. B. (2020). Clinical perspective on opioids in the context of suicide risk.
Focus, 18(2), 100-105. https://doi.org/10.1176/appi.focus.20200003

290. Regehr, C., Paterson, J., Sewell, K., Birze, A., Bogo, M., Fallon, B., & Regehr, G. (2022). Tolerating risk:
Professional judgment in suicide risk assessment. Social Service Review, 96(1), 4-33.
https://doi.org/10.1086/718580

291. National Institute of Mental Health. (2025, May 7). Substance Use and Co-Occurring Mental Disorders.
National Institutes of Health.
https://web.archive.org/web/20250507080043/https://www.nimh.nih.gov/health/topics/substance-use-
and-mental-health#main-content

292. Dobkin, P. L., Civita, M. D., Paraherakis, A., & Gill, K. (2002). The role of functional social support in
treatment retention and outcomes among outpatient adult substance abusers. Addiction, 97(3), 347-356.
https://doi.org/10.1046/j.1360-0443.2002.00083.x

293. Cavazos-Rehg, P, Xu, C., Krauss, M. J., Min, C., Winograd, R., Grucza, R., & Bierut, L. J. (2021).
Understanding barriers to treatment among individuals not engaged in treatment who misuse opioids: A
structural equation modeling approach. Substance Abuse, 42(4), 842-850.
https://doi.org/10.1080/08897077.2021.1876199

294. Kleinman, M. B., Anvari, M. S., Seitz-Brown, C. J., Bradley, V. D., Tralka, H., Felton, J. W., Belcher, A. M.,
Greenblatt, A. D., & Magidson, J. F. (2023). Psychosocial challenges affecting patient-defined medication
for opioid use disorder treatment outcomes in a low-income, underserved population: Application of the
social-ecological framework. Journal of Substance Use and Addiction Treatment, 149, 209046.
https://doi.org/10.1016/j.josat.2023.209046

295. Schweitzer, E. M., Urmanche, A., Kong, J., Hafezi, S., Zhao, J., Cooperman, N. A., & Konova, A. B. (2024). The
role of social connection in opioid use disorder treatment engagement. Psychology of Addictive Behaviors,
38(2), 222-230. https://doi.org/10.1037/adb0000934

296. Zuccarini, M. M., & Stiller, C. (2024). The effect of peer support on treatment engagement for opioid use
disorder. Journal of the American Psychiatric Nurses Association, 30(3), 709-715.
https://doi.org/10.1177/10783903221128062

297. Al Ghafri, H., Hasan, N., Elarabi, H. F., Radwan, D., Shawky, M., Al Mamari, S., Abdelgawad, T., El Rashid, A.,
Kodera, A., Al Kathiri, H., Lee, A. J., & Wanigaratne, S. (2022). The impact of family engagement in opioid

177 | Page



298.

299.

300.

301.

302.

303.

304.

305.

306.

307.

308.

309.

178 |

assisted treatment: Results from a randomised controlled trial. International Journal of Social Psychiatry,
68(1), 166-170. https://doi.org/10.1177/0020764020979026

Burns, M, Tang, L., Chang, C. H., Kim, J. Y., Ahrens, K., Allen, L., Cunningham, P., Gordon, A. J., Jarlenski, M.
P., Lanier, P., Mauk, R., McDuffie, M. J.,, Mohamoud, S., Talbert, J., Zivin, K., & Donohue, J. (2022). Duration of
medication treatment for opioid-use disorder and risk of overdose among Medicaid enrollees in 11 states:
A retrospective cohort study. Addiction, 117(12), 3079-3088. https://doi.org/10.1111/add.15959

Webster, L. R. (2017). Risk factors for opioid-use disorder and overdose. Anesthesia & Analgesia, 125(5),
1741-1748. https://doi.org/10.1213/ANE.0000000000002496

Priest, K. C., Lovejoy, T. I., Englander, H., Shull, S., & McCarty, D. (2020). Opioid agonist therapy during
hospitalization within the veterans health administration: A pragmatic retrospective cohort analysis.
Journal of General Internal Medicine, 35(8), 2365-2374. https://doi.org/10.1007/s11606-020-05815-0

Stafford, C., Marrero, W. J.,, Naumann, R. B., Lich, K. H., Wakeman, S., & Jalali, M. S. (2022). Identifying key
risk factors for premature discontinuation of opioid use disorder treatment in the United States: A
predictive modeling study. Drug and Alcohol Dependence, 237, 109507.
https://doi.org/10.1016/j.drugalcdep.2022.109507

Center for Drug Evaluation and Research. (2024, August 9). Information about naloxone and nalmefene.
U.S. Food & Drug Administration. https://www.fda.gov/drugs/postmarket-drug-safety-information-patients-
and-providers/information-about-naloxone-and-nalmefene

Park, J. N., Rouhani, S., Beletsky, L., Vincent, L., Saloner, B., & Sherman, S. G. (2020). Situating the
continuum of overdose risk in the social determinants of health: A new conceptual framework. The Milbank
Quarterly, 98(3), 700-746. https://doi.org/10.1111/1468-0009.12470

Oliva, E. M., Bowe, T., Tavakoli, S., Martins, S., Lewis, E. T., Paik, M., Wiechers, I., Henderson, P., Harvey, M.,
Avoundjian, T., Medhanie, A., & Trafton, J. A. (2017). Development and applications of the Veterans Health
Administration’s stratification tool for opioid risk mitigation (STORM) to improve opioid safety and prevent
overdose and suicide. Psychological Services, 14(1), 34-49. https://doi.org/10.1037/ser0000099

Skoy, E., Frenzel, O., Eukel, H., Lothspeich, E., Steig, J., Strand, M., & Werremeyer, A. (2022). Evaluation of a
program to screen patients in community pharmacies for opioid misuse and accidental overdose.
Preventing Chronic Disease, 19, 220028. https://doi.org/10.5888/pcd19.220028

Watson, T., Tindall, R., Patrick, A., & Moylan, S. (2023). Mental health triage tools: A narrative review.
International Journal of Mental Health Nursing, 32(2), 352-364. https://doi.org/10.1111/inm.13073

Passik, S. D., Kirsh, K. L., & Casper, D. (2008). Addiction-related assessment tools and pain management:
Instruments for screening, treatment planning, and monitoring compliance. Pain Medicine, 9, S145-5166.
https://doi.org/10.1111/j.1526-4637.2008.00486.x

Bohnert, A. S. B., Bonar, E. E., Cunningham, R., Greenwald, M. K., Thomas, L., Chermack, S., Blow, F. C., &
Walton, M. (2016). A pilot randomized clinical trial of an intervention to reduce overdose risk behaviors
among emergency department patients at risk for prescription opioid overdose. Drug and Alcohol
Dependence, 163, 40-47. https://doi.org/10.1016/j.drugalcdep.2016.03.018

Doggui, R., Adib, K., & Baldacchino, A. (2021). Understanding fatal and non-fatal drug overdose risk factors:
Overdose risk questionnaire pilot study—validation. Frontiers in Pharmacology, 12, 693673.
https://doi.org/10.3389/fphar.2021.693673

Page



310.

311.

312.

313.

314.

315.

316.

317.

318.

319.

320.

321.

322.

179 |

Morgenstern, J., Hogue, A., Dauber, S., Dasaro, C., & McKay, J. R. (2009). A practical clinical trial of
coordinated care management to treat substance use disorders among public assistance beneficiaries.
Journal of Consulting and Clinical Psychology, 77(2), 257-269. https://doi.org/10.1037/a0014489

Nunes, E. V., & Levin, F. R. (2008). Treatment of co-occurring depression and substance dependence: Using
meta-analysis to guide clinical recommendations. Psychiatric Annals, 38(11), 730-738.
https://doi.org/10.3928/00485713-20081101-05

Sanchez, K., Walker, R., Campbell, A. N. C., Greer, T. L., Hu, M.-C., Grannemann, B. D., Nunes, E. V., &
Trivedi, M. H. (2015). Depressive symptoms and associated clinical characteristics in outpatients seeking
community-based treatment for alcohol and drug problems. Substance Abuse, 36(3), 297-303.
https://doi.org/10.1080/08897077.2014.937845

Substance Abuse and Mental Health Services Administration. (2008). Managing Depressive Symptoms in
Substance Abuse Clients During Early Recovery (TIP 48) (Nos. SMA13-4353; Treatment Improvement
Protocols 48). U.S. Department of Health and Human Services.
http://www.ncbi.nlm.nih.gov/books/NBK64057/

Alio, P. A. (2017). Identifying, prioritizing, and addressing client needs: Strategies for home visitors.
University of Rochester Medical Center, NYS Maternal & Infant Health Center of Excellence, 14642.

Kosten, T. R. (1986). A 2.5-year follow-up of depression, life crises, and treatment effects on abstinence
among opioid addicts. Archives of General Psychiatry, 43(8), 733.
https://doi.org/10.1001/archpsyc.1986.01800080019003

Bontemps, A. P, Chana, S. M., Hawes, E. S., ALRawi, Y., Cenczyk, C. E., Atkins, L. R., Li, L., & Cropsey, K. L.
(2024). Predictors of MOUD referral among persons with involvement in the criminal legal system. Journal
of Opioid Management, 20(2), 97-102. https://doi.org/10.5055/jom.0831

Claus, R. E., &Kindleberger, L. R. (2002). Engaging substance abusers after centralized assessment:
Predictors of treatment entry and dropout. Journal of Psychoactive Drugs, 34(1), 25-31.
https://doi.org/10.1080/02791072.2002.10399933

Pennsylvania Department of Drug and Alcohol Programs. (2018, March 23). Pennsylvania’s Transition to
ASAM [Memorandum]. Commonwealth of Pennsylvania. https://www.pa.gov/content/dam/copapwp-
pagov/en/ddap/documents/professionals/documents/asam-page/asam-
archive/asam%?20transition%20timeline%203-23-18.pdf

Mee-Lee, D. (Ed.). (2013). The ASAM Criteria: Treatment Criteria for Addictive, Substance-Related, and Co-
Occurring Conditions (3rd ed.). American Society of Addiction Medicine. https://www.asam.org/asam-
criteria/asam-criteria-3rd-edition

Stallvik, M., Gastfriend, D. R., & Nordahl, H. M. (2015). Matching patients with substance use disorder to
optimal level of care with the ASAM Criteria software. Journal of Substance Use, 20(6), 389-398.
https://doi.org/10.3109/14659891.2014.934305

American Society of Addiction Medicine. (2024). ASAM National Practice Guideline for the Treatment of
Opioid Use Disorder: Pocket Guide (No. ASAMOPI3203). American Society of Addiction Medicine.
https://www.samhsa.gov/resource/ebp/asam-national-practice-guideline-treatment-opioid-use-disorder-
pocket-guide

Braveman, P., & Gottlieb, L. (2014). The social determinants of health: It’s time to consider the causes of
the causes. Public Health Reports®, 129(1_suppl2), 19-31. https://doi.org/10.1177/003335491412915206

Page



323.

324.

325.

326.

327.

328.

329.

330.

331.

332.

333.

334.

335.

336.

337.

180 |

World Health Organization. (n.d.). Social Determinants of Health. Health Topics.
https://www.who.int/health-topics/social-determinants-of-health

Artiga, S., & Hinton, E. (2018, May). Beyond Health Care: The Role of Social Determinants in Promoting
Health and Health Equity [Issue Brief]. Henry J. Kaiser Family Foundation.
https://collections.nlm.nih.gov/catalog/nlm:nlmuid-101740257-pdf

National Association of Community Health Centers. (2024, June 26). Protocol for Responding to and
Assessing Patients’ Assets, Risks and Experiences (PRAPARE). National Association of Community Health
Centers. Non-Clinical Factors of Health. https://www.nachc.org/resource/prapare/

Alley, D. E., Asomugha, C. N., Conway, P. H., & Sanghavi, D. M. (2016). Accountable health communities—
Addressing social needs through medicare and medicaid. New England Journal of Medicine, 374(1), 8-11.
https://doi.org/10.1056/NEJMp1512532

Alderwick, H., & Gottlieb, L. M. (2019). Meanings and misunderstandings: A social determinants of health
lexicon for health care systems. The Milbank Quarterly, 97(2), 407-419. https://doi.org/10.1111/1468-
0009.12390

Centers for Disease Control and Prevention. (2024, October 15). Social Determinants of Health. U.S.
Department of Health and Human Services. Priorities. https://www.cdc.gov/about/priorities/why-is-
addressing-sdoh-important.html

Garg, A., Boynton-Jarrett, R., & Dworkin, P. H. (2016). Avoiding the unintended consequences of screening
for social determinants of health. JAMA, 3716(8), 813. https://doi.org/10.1001/jama.2016.9282

Centers for Medicare and Medicaid Services. (2021, August 10). The Accountable Health Communities
Health-Related Social Needs Screening Tool. U.S. Department of Health and Human Services.
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf

Vilsaint, C. L., Kelly, J. F., Bergman, B. G., Groshkova, T., Best, D., & White, W. (2017). Development and
validation of a Brief Assessment of Recovery Capital (BARC-10) for alcohol and drug use disorder. Drug and
Alcohol Dependence, 177, 71-76. https://doi.org/10.1016/j.drugalcdep.2017.03.022

Best, D., & Hennessy, E. A. (2022). The science of recovery capital: Where do we go from here? Addiction,
117(4), 1139-1145. https://doi.org/10.1111/add.15732

Ashford, R. D., Brown, A., Canode, B., Sledd, A., Potter, J. S., & Bergman, B. G. (2021). Peer-based recovery
support services delivered at recovery community organizations: Predictors of improvements in individual
recovery capital. Addictive Behaviors, 119, 106945. https://doi.org/10.1016/j.addbeh.2021.106945

White, W. L., & Cloud, W. (2008). Recovery capital: A primer for addictions professionals. Counselor, 9(5),
22-27.

Best, D., Sondhi, A., Best, J., Lehman, J., Grimes, A., Conner, M., & DeTriquet, R. (2023). Using recovery
capital to predict retention and change in recovery residences in Virginia, USA. Alcoholism Treatment
Quarterly, 41(2), 250-262. https://doi.org/10.1080/07347324.2023.2182246

De Meyer, F., De Ruysscher, C., Roets, G., & Vanderplasschen, W. (2026). The role of addiction treatment in
building recovery capital: Findings from 2022 life in recovery survey in flanders, belgium. Journal of Drug
Issues, 56(2), 278-294. https://doi.org/10.1177/00220426241283688

Pars, E., VanDerNagel, J. E. L., Dijkstra, B. A. G., & Schellekens, A. F. A. (2023). Using the recovery capital
model to explore barriers to and facilitators of recovery in individuals with substance use disorder,

Page



338.

339.

340.

341.

342.

343.

344.

345.

346.

347.

348.

349.

350.

181 |

psychiatric comorbidity and mild-to-borderline intellectual disability: A case series. Journal of Clinical
Medicine, 12(18), 5914. https://doi.org/10.3390/jcm12185914

Garett, R., & Young, S. D. (2023). Potential effects of digital inequality on treatment seeking for opioid use
disorder. International Journal of Mental Health and Addiction, 21(2), 890-895.
https://doi.org/10.1007/s11469-021-00629-5

Greiner, M. G., Shulman, M., Choo, T.-H., Scodes, J., Pavlicova, M., Campbell, A. N. C., Novo, P., Fishman,
M., Lee, J. D., Rotrosen, J., & Nunes, E. V. (2021). Naturalistic follow-up after a trial of medications for opioid
use disorder: Medication status, opioid use, and relapse. Journal of Substance Abuse Treatment,
131(108447), 108447. https://doi.org/10.1016/j.jsat.2021.108447

Wakeman, S. E., Larochelle, M. R., Ameli, O., Chaisson, C. E., McPheeters, J. T., Crown, W. H., Azocar, F., &
Sanghavi, D. M. (2020). Comparative effectiveness of different treatment pathways for opioid use disorder.
JAMA Network Open, 3(2), €1920622. https://doi.org/10.1001/jamanetworkopen.2019.20622

Kampman, K., & Jarvis, M. (2015). American Society of Addiction Medicine (ASAM) National practice
guideline for the use of medications in the treatment of addiction involving opioid use. Journal of Addiction
Medicine, 9(5), 358-367. https://doi.org/10.1097/ADM.0000000000000166

Substance Abuse and Mental Health Services Administration. (2015). Federal guidelines for opioid
treatment programs. U.S. Department of Health and Human Services. ark:/13960/t8rc4rg3z.
http://archive.org/details/pep15-fedguideotp

Substance Abuse and Mental Health Services Administration. (2018). Clinical Guidance for Treating
Pregnant and Parenting Women with Opioid Use Disorder and Their Infants (HHS Publication No. SMA18-
5054). U.S. Department of Health and Human Services. https://library.samhsa.gov/product/clinical-
guidance-treating-pregnant-and-parenting-women-opioid-use-disorder-and-their

Giardino, A. P., & De Jesus, O. (2026). Case Management. In StatPearls. StatPearls Publishing.
http://www.ncbi.nlm.nih.gov/books/NBK562214/

Putra, A. D. M., & Sandhi, A. (2021). Implementation of nursing case management to improve community
access to care: A scoping review. Belitung Nursing Journal, 7(3), 141-150.
https://doi.org/10.33546/bnj.1449

Buja, A., Francesconi, P., Bellini, ., Barletta, V., Girardi, G., Braga, M., Cosentino, M., Marvulli, M., Baldo, V.,
& Damiani, G. (2020). Health and health service usage outcomes of case management for patients with
long-term conditions: A review of reviews. Primary Health Care Research & Development, 21, e26.
https://doi.org/10.1017/S1463423620000080

Ross, S., Curry, N., & Goodwin, N. (2011). Case Management: What It Is and How It Can Best Be
Implemented. The King’s Fund. https://www.kingsfund.org.uk/insight-and-analysis/reports/case-
management

Tahan, H. A. (2002). A ten-step process to develop case management plans. Professional Case
Management, 7(6), 231-242.

Mancini, M. (2012). Assessment Strategies for Substance Use Disorders. In Social Work Practice in the
Addictions. https://doi.org/10.1007/978-1-4614-5357-4_4

Coulter, A., Entwistle, V. A., Eccles, A., Ryan, S., Shepperd, S., & Perera, R. (2015). Personalised care
planning for adults with chronic or long-term health conditions. Cochrane Database Syst. Rev., (3),
CD0105283. https://doi.org/10.1002/14651858.CD010523.pub2

Page



351.

352.

353.

354.

355.

356.

357.

358.

359.

360.

361.

362.

363.

182 |

Case Management Society of America. (2016). Standards of Practice for Case Management.
https://www.abqgaurp.org/DOCS/2016%20CM%20standards%200f%20practice.pdf

Fu, S.S., Van Ryn, M., Sherman, S. E., Burgess, D. J., Noorbaloochi, S., Clothier, B., Taylor, B. C., Schlede, C.
M., Burke, R. S., & Joseph, A. M. (2014). Proactive tobacco treatment and population-level cessation: A
pragmatic randomized clinical trial. JAMA Internal Medicine, 174(5), 671.
https://doi.org/10.1001/jamainternmed.2014.177

Bond, G. R., Drake, R. E., Mueser, K. T., & Latimer, E. (2001). Assertive community treatment for people with
severe mentalillness: Critical ingredients and impact on patients. Disease Management and Health
Outcomes, 9(3), 141-159. https://doi.org/10.2165/00115677-200109030-00003

Substance Abuse and Mental Health Services Administration. (2008). Assertive Community Treatment
(ACT) Evidence-Based Practices (EBP) Kit (Nos. SMA08-4344). U.S. Department of Health and Human
Services. https://library.samhsa.gov/product/assertive-community-treatment-act-evidence-based-
practices-ebp-kit/sma08-4344

Fisk, D., Rakfeldt, J., & McCormack, E. (2006). Assertive outreach: An effective strategy for engaging
homeless persons with substance use disorders into treatment. The American Journal of Drug and Alcohol
Abuse, 32(3), 479-486. https://doi.org/10.1080/00952990600754006

Goldstein, M. M., & Pewen, W. F. (2013). The HIPAA omnibus rule: Implications for public health policy and
practice. Public Health Reports, 128(6), 554-558. https://doi.org/10.1177/003335491312800615

The Joint Commission. (2022). Informed Consent: More Than Getting a Signature (Quick Safety Issue 21).
Department of Corporate Communications, Division of Health Care Improvement.
http://www.jointcommission.org/resources/news-and-multimedia/newsletters/newsletters/quick-
safety/quick-safety--issue-21-informed--consent-more-than-getting-a-signature/informed-consent-more-
than-getting-a-signature/

U.S. Department of Homeland Security. (2018, June). Engaging Faith-Based and Community Organizations:
Planning Considerations for Emergency Managers. U.S. Department of Homeland Security.
https://www.fema.gov/sites/default/files/2020-07/engaging-faith-based-and-community-organizations.pdf

Weinstein, Z. M., Kim, H. W., Cheng, D. M., Quinn, E., Hui, D., Labelle, C. T., Drainoni, M.-L., Bachman, S. S.,
& Samet, J. H. (2017). Long-term retention in office based opioid treatment with buprenorphine. Journal of
Substance Abuse Treatment, 74, 65-70. https://doi.org/10.1016/j.jsat.2016.12.010

Ashford, R. D., Curtis, B., & Brown, A. M. (2018). Peer-delivered harm reduction and recovery support
services: Initial evaluation from a hybrid recovery community drop-in center and syringe exchange
program. Harm Reduction Journal, 15(1), 52. https://doi.org/10.1186/s12954-018-0258-2

Bergman, B. G., & Kelly, J. F. (2021). Online digital recovery support services: An overview of the science and
their potential to help individuals with substance use disorder during COVID-19 and beyond. Journal of
Substance Abuse Treatment, 120, 108152. https://doi.org/10.1016/j.jsat.2020.108152

Muench, F., Van Stolk-Cooke, K., Morgenstern, J., Kuerbis, A. N., & Markle, K. (2014). Understanding
messaging preferences to inform development of mobile goal-directed behavioral interventions. Journal of
Medical Internet Research, 16(2), e14. https://doi.org/10.2196/jmir.2945

Boggs, J. M., Quintana, L. M., Beck, A., Clarke, C. L., Richardson, L., Conley, A., Buckingham, E. T.,
Richards, J. E., & Betz, M. E. (2024). A randomized control trial of a digital health tool for safer firearm and

Page



364.

365.

366.

367.

368.

369.

370.

371.

372.

373.

374.

375.

376.

183 |

medication storage for patients with suicide risk. Prevention Science, 25(2), 358-368.
https://doi.org/10.1007/s11121-024-01641-6

Center for Substance Abuse Treatment. (2015). Using Technology-Based Therapeutic Tools in Behavioral
Health Services (TIP 60) (Nos. SMA15-4924; Treatment Improvement Protocols No. 60). Substance Abuse
and Mental Health Services Administration (US). http://www.ncbi.nlm.nih.gov/books/NBK344045/

Dopp, A. R., Manuel, J. K., Breslau, J., Lodge, B., Hurley, B., Kase, C., & Osilla, K. C. (2022). Value of family
involvement in substance use disorder treatment: Aligning clinical and financing priorities. Journal of
Substance Abuse Treatment, 132, 108652. https://doi.org/10.1016/j.jsat.2021.108652

Ventura, A. S., & Bagley, S. M. (2017). To improve substance use disorder prevention, treatment and
recovery: Engage the family. Journal of Addiction Medicine, 11(5), 339-341.
https://doi.org/10.1097/ADM.0000000000000331

Klostermann, K., & O’Farrell, T. J. (2013). Treating substance abuse: Partner and family approaches. Social
Work in Public Health, 28(3-4), 234-247. https://doi.org/10.1080/19371918.2013.759014

Daley, D. C. (2013). Family and social aspects of substance use disorders and treatment. Journal of Food
and Drug Analysis, 21(4), S73-S76. https://doi.org/10.1016/j.jfda.2013.09.038

Firth, N., Barkham, M., & Kellett, S. (2015). The clinical effectiveness of stepped care systems for
depression in working age adults: A systematic review. Journal of Affective Disorders, 170, 119-130.
https://doi.org/10.1016/j.jad.2014.08.030

Meeuwissen, J. A. C., Van Der Feltz-Cornelis, C. M., Van Marwijk, H. W. J., Rijnders, P. B. M., & Donker, M. C.
H. (2008). A stepped care programme for depression management: An uncontrolled pre-post study in
primary and secondary care in The Netherlands. International Journal of Integrated Care, 8(1).
https://doi.org/10.5334/ijic.228

Bower, P., & Gilbody, S. (2005). Stepped care in psychological therapies: Access, effectiveness and
efficiency: narrative literature review. British Journal of Psychiatry, 186(1), 11-17.
https://doi.org/10.1192/bjp.186.1.11

Berger, M., Fernando, S., Churchill, A., Cornish, P., Henderson, J., Shah, J., Tee, K., & Salmon, A. (2022).
Scoping review of stepped care interventions for mental health and substance use service delivery to youth
and young adults. Early Intervention in Psychiatry, 16(4), 327-341. https://doi.org/10.1111/eip.13180

Von Korff, M. (2000). Individualized stepped care of chronic illness. Western Journal of Medicine, 172(2),
133-137. https://doi.org/10.1136/ewjm.172.2.133

Williams, A. R., Nunes, E. V., Bisaga, A., Levin, F. R., & Olfson, M. (2019). Development of a Cascade of Care
for responding to the opioid epidemic. The American Journal of Drug and Alcohol Abuse, 45(1), 1-10.
https://doi.org/10.1080/00952990.2018.1546862

Stanojlovi¢, M., & Davidson, L. (2021). Targeting the barriers in the substance use disorder continuum of
care with peer recovery support. Substance Abuse: Research and Treatment, 15, 1178221820976988.
https://doi.org/10.1177/1178221820976988

Best, D., & Laudet, A. B. (2010). The Potential of Recovery Capital. RSA Projects.
https://web.archive.org/web/20250611010221/https://facesandvoicesofrecovery.org/wp-
content/uploads/2019/06/The-Potential-of-Recovery-Capital.pdf

Page



377.

378.

379.

380.

381.

382.

383.

384.

385.

386.

387.

388.

389.

184 |

Greene, J., & Hibbard, J. H. (2012). Why does patient activation matter? An examination of the relationships
between patient activation and health-related outcomes. Journal of General Internal Medicine, 27(5), 520-
526. https://doi.org/10.1007/s11606-011-1931-2

Knopf, A. (2022). FDA warns about dental problems with buprenorphine medicines dissolved in the mouth.
The Brown University Child & Adolescent Psychopharmacology Update, 24(3), 8-8.
https://doi.org/10.1002/cpu.30656

McDonald, Ms, Fnp-Bc, E., & Laurent, PhD, Fnp-Bc, J. (2019). Hedonic eating behaviors and food
preferences associated with medication-assisted treatment for opioid use disorder. Journal of Opioid
Management, 15(6), 487-494. https://doi.org/10.5055/jom.2019.0539

Segelnick, S. L., & Weinberg, M. A. (2024). Orally dissolving buprenorphine for opioid use disorder linked to
caries. Journal of the American Dental Association, 155(7), 561-564.
https://doi.org/10.1016/j.adaj.2024.03.001

Indivior UK Incorporated. (2022, June). Suboxone Medication Guide. Indivior UK Incorporated.
https://www.indivior.com/admin/resources/dam/id/1071/Suboxone_MedGuide.pdf

Professionally applied topical fluoride. (2006). The Journal of the American Dental Association, 137(8),
1151-1159. https://doi.org/10.14219/jada.archive.2006.0356

Schuler, M. S., & Seney, V. (2024). “It’'s my secret”: Shame as a barrier to care in individuals with opioid use
disorder. Journal of the American Psychiatric Nurses Association, 30(3), 456-464.
https://doi.org/10.1177/10783903241242748

Simon, L., Choudhary, A., Ticku, S., Barrow, J., & Tobey, M. (2022). Dental care utilization in Massachusetts
before and after initiation of medication for opioid use disorder: A cross-sectional study of a state all-payer
claims database. Journal of Public Health Dentistry, 82(4), 461-467. https://doi.org/10.1111/jphd.12488

Patnode, C. D., Henderson, J. T., Coppola, E. L., Melnikow, J., Durbin, S., & Thomas, R. G. (2021).
Interventions for tobacco cessation in adults, including pregnant persons: Updated evidence report and
systematic review for the US preventive services task force. JAMA, 325(3), 280.
https://doi.org/10.1001/jama.2020.23541

Custodio, L., Malone, S., Bardo, M. T., & Turner, J. R. (2022). Nicotine and opioid co-dependence: Findings
from bench research to clinical trials. Neuroscience & Biobehavioral Reviews, 134, 104507.
https://doi.org/10.1016/j.neubiorev.2021.12.030

Tobacco Use and Dependence Guideline Panel. (2008). Treating tobacco use and dependence: 2008
update. US Department of Health and Human Services. https://www.ncbi.nlm.nih.gov/books/NBK63952/

Substance Abuse and Mental Health Services Administration. (2018). Implementing tobacco cessation
programs in substance use disorder treatment settings (Nos. SMA18-5069QG).
https://library.samhsa.gov/product/implementing-tobacco-cessation-programs-substance-use-disorder-
treatment-settings/sma18-5069qg

Nalini, M., Shakeri, R., Poustchi, H., Pourshams, A., Etemadi, A., Islami, F., Khoshnia, M., Gharavi, A.,
Roshandel, G., Khademi, H., Zahedi, M., Abedi-Ardekani, B., Vedanthan, R., Boffetta, P., Dawsey, S. M.,
Pharaoh, P. D., Sotoudeh, M., Abnet, C. C., Day, N. E., ... Malekzadeh, R. (2021). Long-term opiate use and
risk of cardiovascular mortality: Results from the Golestan Cohort Study. European Journal of Preventive
Cardiology, 28(1), 98-106. https://doi.org/10.1093/eurjpc/zwaa006

Page



390.

391.

392.

393.

394.

395.

396.

397.

398.

399.

400.

401.

402.

403.

185 |

Lewer, D., Cox, S., Hurst, J. R., Padmanathan, P., Petersen, |., & Quint, J. K. (2022). Burden and treatment of
chronic obstructive pulmonary disease among people using illicit opioids: Matched cohort study in
England. BMJ Medicine, 1(1), e000215. https://doi.org/10.1136/bmjmed-2022-000215

Baca, C. T., & Yahne, C. E. (2009). Smoking cessation during substance abuse treatment: What you need to
know. Journal of Substance Abuse Treatment, 36(2), 205-219. https://doi.org/10.1016/j.jsat.2008.06.003

Prochaska, J. J., Das, S., & Young-Wolff, K. C. (2017). Smoking, mental illness, and public health. Annual
Review of Public Health, 38(1), 165-185. https://doi.org/10.1146/annurev-publhealth-031816-044618

Ellis, L. P., Parlier-Ahmad, A. B., Scheikl, M., & Martin, C. E. (2023). An integrated care model for pregnant
and postpartum individuals receiving medication for opioid use disorder. Journal of Addiction Medicine,
17(2), 131-139. https://doi.org/10.1097/ADM.0000000000001052

Blencowe, H., Hug, L., Moller, A., You, D., & Moran, A. C. (2025). Definitions, terminology and standards for
reporting of births and deaths in the perinatal period: International Classification of Diseases (ICD-11).
International Journal of Gynecology & Obstetrics, 168(1), 1-9. https://doi.org/10.1002/ijgo.15794

Van Scoyoc, A., Lowell, A., Bosk, E., Chaiyachati, B., Terplan, M., & Cioffi, C. (2022). Substance Use and
Recovery in Pregnancy and Early Parenting. The Center on Parenting and Opioids.
https://cpo.uoregon.edu/sites/default/files/2023-01/substance-use-and-recovery-in-pregnancy-and-
parenting-section-1.pdf

Carlson, K., Mughal, S., Azhar, Y., & Siddiqui, W. (2026). Perinatal Depression. In StatPearls. StatPearls
Publishing. http://www.ncbi.nlm.nih.gov/books/NBK519070/

Pennsylvania Department of Human Services. (2019). Plan of Safe Care Guidance (POSC Guidance).
Commonwealth of Pennsylvania. https://www.pa.gov/content/dam/copapwp-
pagov/en/dhs/documents/keepkidssafe/resources/documents/POSC_Guidance.pdf

Pennsylvania Department of Human Services. (n.d.). Plans of Safe Care. Commonwealth of Pennsylvania.
Keep Kids Safe. https://www.pa.gov/agencies/dhs/resources/keep-kids-safe/about-keep-kids-safe/plans-
safe-care

Child Welfare Information Gateway. (2019). Plans of safe care for infants with prenatal substance exposure
and their families (State Statutes Series). U.S. Department of Health and Human Services, Administration
for Children and Families, Children’s Bureau. https://cwig-prod-prod-drupal-s3fs-us-east-
1.s3.amazonaws.com/public/documents/safecare.pdf?Versionld=SsISyDYxLAtZdECsRRp5fX8QRj66iaFx

National Alliance on Mental Illness. (2020, May). Substance Use Disorders. Conditions.
https://www.nami.org/about-mental-illness/common-with-mental-illness/substance-use-disorders/

Onaemo, V. N., Fawehinmi, T. O., & D’Arcy, C. (2022). Risk of suicide ideation in comorbid substance use
disorder and major depression. PLOS ONE, 17(12), e0265287.
https://doi.org/10.1371/journal.pone.0265287

Na, P. J., Bommersbach, T. J., Petrakis, I. L., & Rhee, T. G. (2022). National trends of suicidal ideation and
mental health services use among US adults with opioid use disorder, 2009-2020. eClinicalMedicine, 54,
101696. https://doi.org/10.1016/j.eclinm.2022.101696

Substance Abuse and Mental Health Services Administration. (2020). Substance Use Disorder Treatment
for People with Co-Occurring Disorders: Updated 2020 (TIP 42) (Treatment Improvement Protocols 42). U.S.
Department of Health and Human Services. http://www.ncbi.nlm.nih.gov/books/NBK571020/

Page



404.

405.

406.

407.

408.

409.

410.

411.

412.

413.

414.

415.

416.

417.

186 |

Oddone, E. Z., & Boulware, L. E. (2016). Primary care: Medicine’s Gordian knot. The American Journal of the
Medical Sciences, 351(1), 20-25. https://doi.org/10.1016/j.amjms.2015.10.010

Rothman, A. A., & Wagner, E. H. (2003). Chronic illness management: What is the role of primary care?
Annals of Internal Medicine, 138(3), 256-261. https://doi.org/10.7326/0003-4819-138-3-200302040-00034

Incze, M. A., Chen, D., Galyean, P., Kimball, E. R., Stolebarger, L., Zickmund, S., & Gordon, A. J. (2023).
Examining the primary care experience of patients with opioid use disorder: A qualitative study. Journal of
Addiction Medicine, 17(4), 401-406. https://doi.org/10.1097/ADM.0000000000001140

Davies, A., & Wood, L. J. (2018). Homeless health care: Meeting the challenges of providing primary care.
Medical Journal of Australia, 209(5), 230-234. https://doi.org/10.5694/mja17.01264

Taylor, E. F., Machta, R. M., Meyers, D. S., Genevro, J., & Peikes, D. N. (2013). Enhancing the primary care
team to provide redesigned care: The roles of practice facilitators and care managers. The Annals of Family
Medicine, 11(1), 80-83. https://doi.org/10.1370/afm.1462

Brackett, C. D., Duncan, M., Wagner, J. F., Fineberg, L., & Kraft, S. (2022). Multidisciplinary treatment of
opioid use disorder in primary care using the collaborative care model. Substance Abuse, 43(1), 240-244.
https://doi.org/10.1080/08897077.2021.1932698

Buresh, M., Stern, R., & Rastegar, D. (2021). Treatment of opioid use disorder in primary care. BMJ, n784.
https://doi.org/10.1136/bmj.n784

Yeboah-Sampong, S., Weber, E., & Friedman, S. (2021). Emergency: Hospitals are Violating Federal Law by
Denying Required Care for Substance Use Disorders in Emergency Departments. Legal Action Center.
https://americanhealth.jhu.edu/news/new-report-legal-action-center-finds-denying-necessary-care-
substance-use-disorders-emergency

Ojo, S., Okoye, T. O., Olaniyi, S. A., Ofochukwu, V. C., Obi, M. O., Nwokolo, A. S., Okeke-Moffatt, C., lyun, O.
B., Idemudia, E. A., Obodo, O. R., Mokwenye, V. C., & Okobi, O. E. (2024). Ensuring continuity of care:
Effective strategies for the post-hospitalization transition of psychiatric patients in a family medicine
outpatient clinic. Cureus. https://doi.org/10.7759/cureus.52263

Harris, D. R., Anthony, N., Quesinberry, D., & Delcher, C. (2023). Evidence of housing instability identified by
addresses, clinical notes, and diagnostic codes in a real-world population with substance use disorders.
Journal of Clinical and Translational Science, 7(1), €196. https://doi.org/10.1017/cts.2023.626

Hood, J. E., Banta-Green, C. J., Duchin, J. S., Breuner, J., Dell, W., Finegood, B., Glick, S. N., Hamblin, M.,
Holcomb, S., Mosse, D., Oliphant-Wells, T., & Shim, M.-H. M. (2020). Engaging an unstably housed
population with low-barrier buprenorphine treatment at a syringe services program: Lessons learned from
Seattle, Washington. Substance Abuse, 41(3), 356-364. https://doi.org/10.1080/08897077.2019.1635557

Yamamoto, A., Needleman, J., Gelberg, L., Kominski, G., Shoptaw, S., & Tsugawa, Y. (2019). Association
between homelessness and opioid overdose and opioid-related hospital admissions/emergency
department visits. Social Science & Medicine, 242, 112585.
https://doi.org/10.1016/j.socscimed.2019.112585

Cano, M., & Oh, S. (2023). State-level homelessness and drug overdose mortality: Evidence from US panel
data. Drug and Alcohol Dependence, 250, 110910. https://doi.org/10.1016/j.drugalcdep.2023.110910

Almaquist, L., & Walker, S. C. (2022). Reciprocal associations between housing instability and youth criminal
legal involvement: A scoping review. Health & Justice, 10(1), 15. https://doi.org/10.1186/s40352-022-
00177-7

Page



418.

419.

420.

421.

422.

423.

424.

425.

426.

427.

428.

429.

430.

187 |

Headid, R. J., Doane, T. C., Cohen, B. D., Smith, E. C., Redden, D., & Stoner, A. M. (2024). Identifying
components of recovery capital that support substance use disorder treatment completion. Addictive
Behaviors Reports, 19, 100538. https://doi.org/10.1016/j.abrep.2024.100538

Padwa, H., Bass, B., & Urada, D. (2022). Homelessness and publicly funded substance use disorder
treatmentin California, 2016-2019: Analysis of treatment needs, level of care placement, and outcomes.
Journal of Substance Abuse Treatment, 137, 108711. https://doi.org/10.1016/j.jsat.2021.108711

Pfefferle, S. G., Karon, S. S., & Wyant, B. (2019). Choice Matters: Housing Models That May Promote
Recovery for Individuals and Families Facing Opioid Use Disorder. U.S., Department of Health and Human
Services, Assistant Secretary for Planning and Evaluation, Office of Disability, Aging and Long-term Care
Policy. http://aspe.hhs.gov/reports/choice-matters-housing-models-may-promote-recovery-individuals-
families-facing-opioid-use-disorder-0

Lee, J. )., Jagasia, E., & Wilson, P. R. (2023). Addressing health disparities of individuals experiencing
homelessness in the U.S. with community institutional partnerships: An integrative review. Journal of
Advanced Nursing, 79(5), 1678-1690. https://doi.org/10.1111/jan.15591

Wolfe, M. K., McDonald, N. C., & Holmes, G. M. (2020). Transportation barriers to health care in the United
States: Findings from the National Health Interview Survey, 1997-2017. American Journal of Public Health,
110(6), 815-822. https://doi.org/10.2105/AJPH.2020.305579

Steinfeld, A., & Steinfeld, E. (2017). The Importance of Public Transportation. In Accessible Public
Transportation. Routledge.

Bunting, A. M., Oser, C. B., Staton, M., Eddens, K. S., & Knudsen, H. (2018). Clinician identified barriers to
treatment for individuals in appalachia with opioid use disorder following release from prison: A social
ecological approach. Addiction Science & Clinical Practice, 13(1), 23. https://doi.org/10.1186/s13722-018-
0124-2

Stopka, T. J., Estadt, A. T., Leichtling, G., Schleicher, J. C., Mixson, L. S., Bresett, J., Romo, E., Dowd, P,
Walters, S. M., Young, A. M., Zule, W., Friedmann, P. D., Go, V. F., Baker, R., & Fredericksen, R. J. (2024).
Barriers to opioid use disorder treatment among people who use drugs in the rural united states: A
qualitative, multi-site study. Social Science & Medicine, 346, 116660.
https://doi.org/10.1016/j.socscimed.2024.116660

Shiffman, S., Stone, A. A., & Hufford, M. R. (2008). Ecological momentary assessment. Annual Review of
Clinical Psychology, 4(1), 1-32. https://doi.org/10.1146/annurev.clinpsy.3.022806.091415

Olsen, Y., & Sharfstein, J. M. (2014). Confronting the stigma of opioid use disorder—And its treatment.
JAMA, 311(14), 1393. https://doi.org/10.1001/jama.2014.2147

Hennessy, E. A. (2017). Recovery capital: A systematic review of the literature. Addiction Research &
Theory, 25(5), 349-360. https://doi.org/10.1080/16066359.2017.1297990

Marlatt, G. A. (1996). Harm reduction: Come as you are. Addictive Behaviors, 21(6), 779-788.
https://doi.org/10.1016/0306-4603(96)00042-1

Lege, L., Swager, B., Whitehill, E., & Dalton, E. (2013). Natural Supports: A Scan of Current Use and Future
Opportunities. Allegheny County Department of Human Services.
https://www.alleghenycountyanalytics.us/wp-content/uploads/2016/05/Natural-Supports-A-Scan-of-
Current-Use-and-Future-Opportunities.pdf

Page



431.

432.

433.

434.

435.

436.

437.

438.

439.

440.

441.

188

Ho, Y.-X., Gadd, C. S., Kohorst, K. L., & Rosenbloom, S. T. (2014). A qualitative analysis evaluating the
purposes and practices of clinical documentation. Applied Clinical Informatics, 05(01), 153-168.
https://doi.org/10.4338/ACI-2013-10-RA-0081

Singh, V. P. (2015). Legal Issues in Medical Practice: Medicolegal Guidelines for Safe Practice. Jaypee
Brothers Medical Publishers. https://doi.org/10.5005/jp/books/18447

Hanson, J. L., Stephens, M. B., Pangaro, L. N., & Gimbel, R. W. (2012). Quality of outpatient clinical notes: A
stakeholder definition derived through qualitative research. BMC Health Services Research, 12(1), 407.
https://doi.org/10.1186/1472-6963-12-407

Watts, G., Prince, A., Vaughan, H., Watts, P., & Parker, B. (2019). Lessons from the field: A systems thinking
approach for case management documentation. Florida Public Health Review, 16(1).
https://digitalcommons.unf.edu/fphr/vol16/iss1/11

Raney, J., Pal, R., Lee, T., Saenz, S. R., Bhushan, D., Leahy, P., Johnson, C., Kapphahn, C., Gisondi, M. A., &
Hoang, K. (2021). Words matter: An antibias workshop for health care professionals to reduce stigmatizing
language. MedEdPORTAL, 11115. https://doi.org/10.15766/mep_2374-8265.11115

Zuckerman, E. L., & Kolmes, K. (2016). The paper office for the digital age: Forms, guidelines, and resources
to make your practice work ethically, legally, and profitably (5th ed.). The Guilford Press.
https://www.guilford.com/books/The-Paper-Office-for-the-Digital-Age/Zuckerman-
Kolmes/9781462528004

What should students and trainees learn about patient-centered documentation? (2024). AMA Journal of
Ethics, 26(3), E225-231. https://doi.org/10.1001/amajethics.2024.225

Reamer, F. G. (2005). Documentation in social work: Evolving ethical and risk-management standards.
Social Work, 50(4), 325-334. https://doi.org/10.1093/sw/50.4.325

Islam, M. R. (2024). Data Collection for Field Reports in Social Work Practice. In M. R. Islam (Ed.), Fieldwork
in Social Work: A Practical Guide (pp. 119-141). Springer Nature Switzerland. https://doi.org/10.1007/978-
3-031-56683-7_9

Kupzyk, K. A., & Cohen, M. Z. (2015). Data validation and other strategies for data entry. Western Journal of
Nursing Research, 37(4), 546-556. https://doi.org/10.1177/0193945914532550

Maxwell, N. L., Rotz, D., & Garcia, C. (2016). Data and decision making: Same organization, different
perceptions; different organizations, different perceptions. American Journal of Evaluation, 37(4), 463-485.
https://doi.org/10.1177/1098214015623634

Page



	Acronym Guide
	A. Introduction to the Resource Guide
	B. History of the COE
	B.1. Where it Started
	B.2. Opioid Public Health Crisis
	B.2.1. United States Overall
	B.2.2. Pennsylvania Specific
	B.2.2.1. Overdose Death Rates
	B.2.2.2. Overdose Reversal Data
	B.2.2.3. Changing landscape: Adulterants
	B.2.2.4. Current Legislation



	C. Supporting Entities
	C.1. Pennsylvania Department of Human Services
	C.2. Pennsylvania HealthChoices Managed Care Organizations
	C.3. The University of Pittsburgh

	D. COE Guidance Documents
	D.1. COE Provider Enrollment Medical Assistance Bulletin: COE Requirements
	D.2. COE Provider Enrollment Medical Assistance Bulletin: COE Expectations
	D.3. COE Program Monitoring

	E. Guiding Principles of the COE
	E.1. Guiding Principles Overview
	E.2. Guiding Principles Explanation
	E.2.1. Engaging High-risk Individuals with Opioid Use Disorder
	E.2.2. Prioritizing High-risk Populations
	E.2.3. Providing Rapid Access to Medications for Opioid Use Disorder
	E.2.4. Functioning as a Hub-and-Spoke Program
	E.2.5. Providing Assertive, Community-based Care Management Services
	E.2.6. Integrating Physical and Behavioral Services

	E.3. Hub-and-Spoke Model
	E.4. The Importance of Integrated Care
	E.5. Medications for Opioid Use Disorder
	E.5.1. Methadone
	E.5.2. Buprenorphine
	E.5.3. Naltrexone

	E.6. COE Visual Depiction

	F. COE Staffing
	F.1. Ideal Community-based Care Management Team
	F.1.1. Team-based Decision Making

	F.2. COE Community-based Care Management Team Core Competencies
	F.2.1. Care Managers
	F.2.2. Certified Recovery Specialists
	F.2.3. Certified Recovery Specialist Supervisors

	F.3. Staff Hiring and Onboarding
	F.3.1. Posting New Staff Positions
	F.3.2. Importance of Highly Specified Roles

	F.4. Staff Retention Strategies
	F.4.1. Supervision
	F.4.1.1. CRS Supervision
	F.4.1.2. Importance of Self-Care



	G. Client-Centered Approaches to Care
	G.1. Stigma Reduction
	G.1.1. What is Stigma
	G.1.2. How to Address Stigma
	G.1.2.1. Person-first Language


	G.2. Confidentiality
	G.3. Harm Reduction
	G.3.1. The Importance of Harm Reduction
	G.3.2. Overdose Reversal
	G.3.2.1. Naloxone and Kloxxado
	G.3.2.2. Never Use Alone Resources

	G.3.3. Narcotic Testing Strips
	G.3.4. Syringe Services Programs (SSP)
	G.3.5. Safer Consumption Sites
	G.3.6. Wound Care Kits

	G.4. Trauma-Informed Care
	G.4.1. What is Trauma
	G.4.2. Trauma and the Impact on Substance Use Disorder
	G.4.3. Trauma-Informed Care

	G.5. Motivational Interviewing
	G.6. Stages of Change
	G.6.1. Precontemplation
	G.6.2. Contemplation
	G.6.3. Preparation
	G.6.4. Action
	G.6.5. Maintenance

	G.7. Mobile Engagement
	G.8. Telehealth
	G.9. Contingency Management
	G.10. Organizational Health
	G.11. Continuous Quality Improvement

	H. COE Fidelity Guidelines
	H.1. Client Inclusion
	H.1.1. COE Client Inclusion Criteria
	H.1.2. MCO Client Inclusion Criteria
	H.1.3. Purpose of COE Inclusion Criteria
	H.1.4. Applicable Diagnoses Codes for COEs
	H.1.5. Special Populations
	H.1.5.1 Priority Populations
	H.1.5.1.1. Pregnant Women
	H.1.5.1.2. Persons Who Inject Drugs
	H.1.5.1.3. Women with Children
	H.1.5.1.4. Overdose Survivors
	H.1.5.1.5. Veterans
	H.1.5.1.6. Individuals Recently Released from Incarceration

	H.1.5.2 Other High-Risk Populations
	H.1.5.2.1. Pregnant Women Who Inject
	H.1.5.2.2. Individuals Experiencing Homelessness
	H.1.5.2.3. Individuals with Mental Health Needs
	H.1.5.2.4. Individuals with Criminal Justice Involvement



	H.2 Client Identification
	H.2.1. COE Client Identification Criteria
	H.2.2. MCO Client Identification Criteria
	H.2.3. Warm Handoffs
	H.2.3.1. Benefits of Warm Handoffs
	H.2.3.2. Importance of Building Community Partnerships
	H.2.3.3. Developing Partnerships with Healthcare Systems
	H.2.3.4. Developing Partnerships with First Responders
	H.2.3.5 Developing Partnerships with the Criminal Justice System

	H.2.4. Outreach
	H.2.4.1. Marketing Strategies for COE Services
	H.2.4.2. Where to Market COE Services
	H.2.4.3. Sample Outreach Plan
	H.2.4.4. Principles for Developing Clinical Collaborations with COE Service Providers

	H.2.5. Strategies for Reducing Disparities

	H.3. Client Enrollment
	H.3.1. COE Client Enrollment Criteria
	H.3.2. MCO Client Enrollment Criteria
	H.3.3. Medications for Opioid Use Disorder Rapid Access and Education
	H.3.3.1. Importance of Rapid Access
	H.3.3.2. Pathways to Rapid Access
	H.3.3.2.1. Telehealth
	H.3.3.2.2. Bridge Clinics
	H.3.3.2.3. Priority Scheduling


	H.3.4. Client-Facing Enrollment Resources
	H.3.4.1. Client Consent to Treatment
	H.3.4.2. Sample Client Consent Form
	Your Rights
	Patient Name: _______________________________________
	Signature: _____________________________________
	Date: ___________________________________

	H.3.4.3. Release of Information
	H.3.4.4. Client-facing Program Descriptions – Orientation

	H.3.5. Strategies for Creating a Welcoming Environment
	H.3.5.1. Diversity of Staff that Reflects the Community
	H.3.5.2. Strategies for Helping Clients Through the Intake Process
	H.3.5.3. Intake Paperwork Reduction

	H.3.6. Strategies for Avoiding Duplication of Client Services
	H.3.6.1. FAQs Regarding Avoiding Duplication of Client Services


	H.4. Initial Assessment
	H.4.1. COE Client Initial Assessment Criteria
	Within 72 hours of COE enrollment:
	Within 7 days of COE enrollment:
	Within 30 days of COE enrollment:
	Optional Additional Screenings to Include within Assessment/Screening Process:

	H.4.2. MCO Client Initial Assessment Criteria
	H.4.3. Suicide Risk Screening and Assessment
	H.4.3.1. Importance of Suicide Screening
	H.4.3.2. Types of Suicide Screenings
	H.4.3.3. Columbia Suicide Severity Risk Scale

	H.4.4. Rapid Assessment of Needs
	H.4.4.1. Rapid Assessment of Housing Needs
	H.4.4.2. Rapid Assessment of Transportation Needs
	H.4.4.3. Rapid Assessment of Economic Instability
	H.4.4.4. Rapid Assessment of Co-Occurring Risk
	H.4.4.5. Rapid Assessment of Social Support Needs
	H.4.4.6. Rapid Assessment of Overdose Risk and Harm Reduction Needs
	H.4.4.7. High-Risk Client Screening
	H.4.4.8. Referrals for Immediate Needs
	H.4.4.9. Considerations for Immediate Needs Referrals
	H.4.4.10. Sample Rapid Care Plan Template
	H.4.4.11. Sample Strategies for Preventing Disengagement

	H.4.5. American Society of Addiction Medicine Criteria Level of Care Assessment
	H.4.5.1. Benefits of American Society of Addiction Medicine Criteria Level of Care Assessment
	H.4.5.2. American Society of Addiction Medicine Levels of Care
	H.4.5.3. Who Can Complete the American Society of Addiction Medicine Criteria Level of Care Assessment?
	H.4.5.4. American Society of Addiction Medicine Criteria Level of Care Assessment Requirements for COEs
	H.4.5.5. Strategies for Completing the American Society of Addiction Medicine Criteria Level of Care Assessment

	H.4.6. Social Determinants of Health
	H.4.6.1 What is an SDOH Assessment?
	H.4.6.2. Benefits of Social Determinants of Health Assessment
	H.4.6.3. Using Social Determinants of Health Assessment to Increase Engagement
	H.4.6.4. Protocol for Responding to and Assessing Individuals’ Assets, Risks, and Experiences
	H.4.6.5: The Accountable Health Communities Health-Related Social Needs Screening Tool

	H.4.7. The Brief Assessment of Recovery Capital
	H.4.7.1. What is Recovery Capital
	H.4.7.2. Strategies on Using the Brief Assessment of Recovery Capital to Inform Enhanced Care Management
	H.4.7.3. Delivering the Brief Assessment of Recovery Capital
	H.4.7.4. Sample Brief Assessment of Recovery Capital Clarifying Questions

	H.4.8. Medications for Opioid Use Disorder Guide
	H.4.8.1. Creation of the Medications for Opioid Use Disorder Guide
	H.4.8.2. Medications for Opioid Use Disorder Guide Application in COEs


	H.5. Care Management
	H.5.1. COE Care Management Criteria
	Engagement and Stabilization:
	Integration of Global Health and Skills Training:
	Expansion of Recovery Capital, Skills Training, and Transition to Self-management:

	H.5.2. MCO Care Management Criteria
	H.5.3. What is Care Management?
	H.5.4. Strategies for Developing a Comprehensive Care Management Plan
	H.5.4.1. Care Planning Considerations
	H.5.4.2. Key Elements of the Care Plan Document
	H.5.4.3. Example Care Plan Goal, Objectives and Interventions

	H.5.5. Proactive Outreach
	H.5.5.1. Confidentiality and Consent with Proactive Outreach
	H.5.5.2. Locating Clients in the Community
	H.5.5.3. Locating Clients through Virtual Means
	H.5.5.4. Client Locator Form Example

	H.5.6. Family/Support System Involvement in Care Management
	H.5.7. Stepped Care Approach
	H.5.8. Phases of Recovery
	H.5.9. Need-Specific Care Management
	H.5.9.1. Dental Health and OUD
	H.5.9.2. Tobacco Recovery
	H.5.9.3. Pre- and Post-Natal Care
	H.5.9.4. Plans of Safe Care
	H.5.9.5. Co-occurring Disorders
	H.5.9.6. Connecting Clients to Primary Care
	H.5.9.7. Referring Clients to Higher Levels of Care
	H.5.9.8. Housing
	H.5.9.9. Transportation


	H.6. Enhanced Care Management Discharge/Transition
	H.6.1. COE Enhanced Care Management Discharge/Transition Criteria
	H.6.2. MCO Enhanced Care Management Discharge/Transition Criteria
	H.6.3. Importance of Outreach in Client Disengagement
	H.6.4. Helping Clients Navigate Resources Independently
	H.6.5. Connecting Clients to Natural Supports

	H.7. COE Fidelity Guidelines Documentation Guidance

	I. Client Chart Documentation
	I.1. Documentation Best Practices
	I.2. Progress/Case Note Documentation

	J. COE Data Entry
	J.1. Data Entry Expectations for COEs
	J.2. REDCap
	J.2.1. Setting up a REDCap Account
	J.2.2. Electronic Health Record Integration
	J.2.3. Manual Entry into REDCap

	J.3. Data Entry Best Practices
	J.4. COE Staff-facing Data Entry Materials
	J.4.1. REDCap Forms
	J.4.1.1. Client Profile Form
	J.4.1.2. Client Interaction Form
	J.4.1.3. BARC-10 Form
	J.4.1.4. Inactive/Discharge Form
	J.4.1.5. Client Profile Update Form

	J.4.2. Indicating Care Management Needs in the REDCap Interaction Form

	J.5. Data-Driven Decision Making
	J.6. Data Reports Provided by the University of Pittsburgh
	J.6.1. Monthly Reports
	J.6.2. Quarterly Reports
	J.6.3. How is this Data Used?
	J.6.4. How is the Data Shared?

	J.7. Importance of Accurate Data Entry
	J.8. DocuShare
	J.8.1. Crosswalk Submission
	J.8.2. The Importance of Crosswalk Submission


	Bibliography



