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Definition of CT BHP: 
 
The Connecticut Behavioral Health Partnership (CT BHP) is a partnership among the Department of 
Social Services (DSS), the Department of Children and Families (DCF), and the Department of Mental 
Health and Addiction Services (DMHAS). Beacon Health Options (Beacon) Connecticut continues to 
serve as the behavioral health Administrative Services Organization (ASO) for the CT BHP and 
manages behavioral health care for over 975,000 Medicaid/HUSKY members. Beacon’s role is to serve 
as the primary vehicle for organizing and integrating clinical management processes across the payer 
streams, supporting access to community services, promoting practice improvement, assuring the 
delivery of quality services, and preventing unnecessary institutional care. Additionally, Beacon is 
expected to enhance communication and collaboration within the behavioral health delivery system, 
assess network adequacy on an ongoing basis, improve the overall delivery system, and provide 
integrated services supporting health and recovery by working with the Departments to recruit and 
retain both traditional and non-traditional providers. Throughout this document, you may see Beacon 
Health Options also referenced as Beacon or the ASO.  
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I. Executive Summary 
As the opioid crisis continues to devastate communities in Connecticut, the need for access to evidence-
based treatment for Opioid Use Disorders (OUDs) has become critical. Medications for OUD (MOUD) 
have been shown to reduce the risk of relapse and overdose, and to support individuals with OUD in 
sustaining long-term recovery. Traditional withdrawal management services, however, fully detoxify 
individuals with OUD, leaving them at high risk for relapse and overdose upon discharge. 

Accordingly, the Changing Pathways model overviewed in this toolkit focuses on incorporating the option 
for MOUD induction into withdrawal management care. In this model, individuals with OUD are not fully 
detoxed to “zero,” but are instead given a maintenance dose of MOUD and a warm transfer to continuing 
care (see diagram below). The three essential components of the Changing Pathways model are (1) 
rigorous MOUD education for individuals with OUD during care; (2) MOUD inductions for individuals 
choosing this pathway; and (3) warm transfers allowing these individuals to seamlessly continue their 
MOUD post-discharge. The Connecticut Behavioral Health Partnership (CTBHP) sees this model as a 
person-centered approach to care that provides individuals with the knowledge and choice in pursuing the 
pathway to recovery that works best for them. 

The intent of this model is to support lasting recovery for individuals with OUD by providing access to 
evidence-based treatment, and an initial pilot has yielded promising outcomes. Thus, CTBHP has created 
this toolkit to act as an implementation guide for providers considering the adoption of this model in their 
organization. Necessary implementation steps, including understanding leadership support, assessing 
organizational capacity, establishing workflows and implementation plans, and continuous quality 
improvement activities are outlined in detail below. CTBHP recommends that interested providers 
consider these steps and any necessary adaptations to practice/policy in alignment with the mission and 
goals of their organization, in order to provide the highest quality care for their clients with OUD. 
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II. Introduction 
Opioid use and death from opioid overdose have reached epidemic proportions in Connecticut and the 
United States. Between 1999 and 2014, the number of overdose deaths in the United States nearly 
quadrupled; the CDC reports that on average 78 people die from an opioid overdose each day.1 Between 
1999 and 2013, the rate of drug-induced deaths in Connecticut increased by 76.5%; and since 2013, the 
death rate for drug and opioid overdose in CT has surpassed the national rate.2 In 2016, 917 people died of 
an opioid overdose (a 25% increase over the previous year), and in 2017, this further increased to at least 
1,040 deaths.3  
 
Use of Medications for Opioid Use Disorder (MOUDs) is an evidence-based practice associated with the 
most successful outcomes to date in the treatment of people with Opioid Use Disorder (OUD). Thus, 
induction on MOUD during withdrawal management and a seamless transition to follow-up care could 
save lives for individuals choosing to support their recovery with medication. 
 
To support providing Medicaid members with multiple pathways to recovery from the first level of care 
they often seek, CTBHP launched its Changing Pathways program to support providers in performing 
MOUD inductions and seamless transitions of individuals with OUD from inpatient withdrawal 
management programs to outpatient MOUD.  The sections that follow can serve as an implementation 
guide for providers interested in adopting the Changing Pathways model for individuals with OUD in 
inpatient care. 

 

III. Program Goals and Target Populations 
Overarching Goals of Changing Pathways 
The three essential components of the Changing Pathways model for inpatient providers are: 

1. Frequent and thorough education of individuals with OUD on MOUD and how it can support 
them in their recovery 

2. Offering individuals with OUD the option to be inducted on MOUD during their inpatient stay 
(instead of being detoxed to zero) 

3. Providing clients inducted onto MOUD with comprehensive discharge planning and seamless 
warm transfers to allow them to continue MOUD after discharge 

These three essential components have numerous benefits for providers and individuals with OUD. 
MOUD has been shown to reduce the risk of relapse and overdose, support individuals significantly in 
sustaining their long-term recovery, and to allow individuals to better tend to other behavioral or medical 
issues they are facing compared to individuals who pursue treatment without medication.4 Thus, CTBHP 
recommends that providers considering adopting the Changing Pathways model offer all three types of 
MOUD to their clients: buprenorphine, methadone, and naltrexone. Additionally, the Changing Pathways 
model can support providers in reducing repeated admissions to withdrawal management as well as the 
rate of clients leaving inpatient care against medical advice (AMA, see “Summary”). Collectively, this 
model supports providers in adopting an industry-leading, evidence-based practice with targeted process 
and outcomes measures to improve their practice and support their clients in achieving lasting recovery 
(see Table 1 in “Tracking Implementation Progress and Outcomes”). In support of this practice, the CT 
Department of Social Services (DSS) released an official bulletin noting that withdrawal management 
services, regardless of whether clients are inducted on MOUD or detoxed to zero, would be reimbursed at 
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the same rate (see Appendix A: DSS Bulletin 2018). 

Target Populations 
Any individual with OUD receiving inpatient care for withdrawal management or medical/psychiatric 
treatment is the target population of the Changing Pathways model. However, members of this population 
have disparate diagnoses and treatment needs, levels of readiness to engage with MOUD during their 
recovery, and access to lower levels of care upon discharge. Thus, inpatient providers performing MOUD 
inductions should ideally be equipped to handle these needs under the principle that all individuals with 
OUD are potential candidates for MOUD regardless of their individual circumstances. A wide variety of 
special populations with OUD can also benefit from MOUD. 

According to social needs surveys of members given 
during the Changing Pathways pilot phase, a majority 
of individuals with OUD struggle with homelessness 
and housing instability. Because relapse and illicit 
opioid use are often the most significant barriers to 
achieving stable housing and addressing other social 
determinants of health, members experiencing 
homelessness or housing instability are key candidates for MOUD inductions.A Additionally, opioid 
overdose mortality has surpassed hemorrhage, pre-eclampsia and sepsis as a cause of pregnancy-
associated death in the U.S.5 Accordingly, pregnant women with OUD are an important target population 
for MOUD inductions, as the American Society of Addiction Medicine has found detoxification to be 
inferior to MOUD induction in treating OUD for pregnant mothers.6,B 

Though the overall OUD population has a wide range of needs and readiness to engage in treatment and 
recovery, under the Changing Pathways model all Individuals with OUD are considered to be potential 
candidates for MOUD. 

 

IV. Assessing Organizational Capacity and 
Readiness 

Support from Provider Leadership 
In the pilot phase of Changing Pathways, unanimous support from leadership and an understanding of 
MOUD as an evidence-based pathway to recovery was essential in addressing barriers to implementation 
success and continuous quality improvement. Accordingly, an appropriate first step to adopting this 
practice change is to understand cross-departmental views on MOUD and the perceived value of 
performing MOUD inductions across medical, clinical, nursing, administrative and operational leadership 
in your provider organization.  Models of organizational readiness for change (ORC) have been shown to 

                                                             

A The CT Department of Mental Health and Addiction Services (DMHAS) has confirmed that all Sober Homes and Recovery Homes 
listed on their website have expressed their willingness to accept MOUD clients who may be experiencing housing instability or 
homelessness. Additionally, a large majority of CT’s homeless shelters allow individuals to maintain their adherence to MOUD while 
living in their facilities, which can be discussed directly with 211 during the mandatory shelter intake process (see “Establishing 
Referral Pathways”). 
B All Medicaid members who are pregnant and have OUD are eligible for enrollment in co-management with CTBHP and CT’s 
medical ASO, Community Health Network (CHN). 

All individuals with OUD are potential 
candidates for MOUD inductions, 
regardless of their individual 
circumstances. 

https://www.ctaddictionservices.com/index.php?bedView=SH
https://www.ctaddictionservices.com/index.php?bedView=RH
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predict successful adoption of practice changes in behavioral health care.7 Thus, the elements of ORC 
outlined below can serve as a starting point for exploring leadership support for Changing Pathways in 
your organization: 
 

1. Is your organization’s leadership aware of the volume and rigor of outcomes data supporting 
MOUD? 

a. Individuals with OUD are approximately 5 times more likely to continue treatment and 
avoid relapse 12 months after withdrawal management if they are on MOUD, and 
research shows that MOUD supports a wealth of other positive clinical and social 
outcomes in OUD populations.8 

2. Does your organization’s leadership believe that offering clients access to MOUD inductions and 
seamless transitions to lower levels of care is one of the most important practice changes they 
can adopt to address the opioid crisis? 

a. Given competing needs and priorities throughout your organization, it is important that 
leadership not only sees the benefit of MOUD and the Changing Pathways model, but 
prioritizes it as one of the most important things it can do to achieve its mission and 
address the opioid crisis. 

3. Does your organization’s leadership think that there is capacity to adopt the Changing 
Pathways practice change, or that capacity can be reasonably made to accommodate the 
change? 

a. Depending on other innovations or organizational initiatives that are happening during 
consideration of adopting the Changing Pathways model, capacity to adhere to the 
practices and principles of this model should be assessed with leadership prior to 
implementation. 
 

Collectively, understanding the views of leadership in response to the questions above can assist in 
understanding your organization’s readiness for change in adopting the Changing Pathways model. 

Readiness Self-Assessment 
To facilitate this review of your organization’s readiness, the CT BHP has developed a Provider Readiness 
Self-Assessment and a Self-Assessment Rubric (found in Appendix B). The assessment is in open-ended 
response format and should be completed in a group setting of implementation champions inclusive of at 
least one Executive Sponsor, senior leadership and staff across disciplines (nursing, social work, recovery 
support specialists and mental health workers) — see pages 7-8 for additional information on optimal 
implementation staffing and support. The Self-Assessment Rubric will help you and your team analyze 
the results of the self-assessment to identify areas of strength/readiness for MOUD adoption and areas of 
improvement suggested prior to adopting the Changing Pathways model.    
 

Capacity and Training 
With appropriate buy-in and support from leadership, it is important to assess what skills your 
organization’s staff will need to develop or enhance to support MOUD education, inductions and warm 
transfers, as well as whether additional staff will be necessary for implementation. All staff will require 
universal training on certain elements of MOUD and Changing Pathways, and certain staff roles and 
responsibilities will require new responsibilities. Throughout this section, considering whether your 
provider organization has the capacity to make these changes is key to successful implementation. 
 
Universal Staff Training on MOUD and Changing Pathways 
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CTBHP recommends identifying opportunities to train all staff, clinical and non-clinical, on the 
Changing Pathways model – including the evidence supporting MOUD, as well as staff attitudes 
towards MOUD that might hinder inductions (see Appendix C: Full List of Recommended MOUD 
Education Training Components). During the Changing Pathways pilot phase, CTBHP found that 
performing MOUD inductions during inpatient care requires a shift in attitudes and awareness 
about MOUD across a provider organization, including for non-clinical staff who will play an 
essential role in supporting the implementation and documentation of this practice change. 
Training on Changing Pathways will achieve its full intent if incorporated into universal staff 
training at regular intervals (e.g., semi-annually or yearly) and during the employee on-boarding 
process. The three essential ORC principles delineated in the previous section are important to 
address in this training as well. Ultimately, the sustainability and long-term success of Changing 
Pathways in your provider organization will require ongoing maintenance and training, especially 
for new or per-diem staff who might not have played a part in the initial implementation. 

The first essential component of the Changing 
Pathways model, and thus of universal staff 
training, is the delivery of MOUD education to 
all individuals with OUD during inpatient care. 
CTBHP believes that all staff members can 
engage in meaningful discussions about MOUD 
with clients during inpatient care, and thus 
universal training on delivering MOUD 
education to clients is recommended. According 
to the Substance Abuse and Mental Health Services Administration (SAMHSA), “discussing 
medications that can treat OUD with patients who have this disorder is the clinical standard of 
care and should cover at least:9  

o The proven effectiveness of methadone, naltrexone, and buprenorphine compared with 
placebo and with outpatient counseling without medication 

o Risks and benefits of pharmacotherapy with all three types of medication, treatment 
without medication, and no treatment 

o Safety and effectiveness of the medications when used appropriately 
o Pharmacologic properties, routes of administration, and where and how to access 

treatment with each medication 

Regular education on and discussions about MOUD allow clients multiple opportunities to engage 
with staff about (1) what questions or concerns they have about MOUD; (2) how induction during 
withdrawal management can mitigate relapse and overdose risk post-discharge; and (3) how 
MOUD might support them in their ongoing recovery. Thus, it is important that all multi-
disciplinary staff across departments within your organization have the capacity to be trained on 
the principles of MOUD and to provide MOUD education to clients. It is also particularly 
important for staff to provide MOUD education for clients who have readmitted to withdrawal 
management, as individuals who readmit might particularly benefit from consideration of a 
pathway to recovery supported by MOUD. CTBHP has created simple educational materials for 
overviewing the three types of MOUD with members based on recommendations from SAMHSA’s 
Tip 63 (see Appendix D: Changing Pathways Member Educational Material), which can be 
presented during universal staff training. 

Individual Roles in Support of MOUD and Changing Pathways 

Adherence to the essential components of the Changing Pathways model requires that a 
provider’s clients with OUD receive: 

• Education on MOUD during triage 

CTBHP believes that all staff members can 
engage in meaningful discussions about 
MOUD with clients during inpatient care, 
and thus universal training on delivering 
MOUD education to clients is 
recommended. 
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• Education on MOUD regularly throughout their inpatient stay 
• MOUD induction once a client has decided to pursue MOUD during treatment 
• Rigorous discharge planning and seamless internal and external warm hand-offs to 

support continuing MOUD 

Understanding your organization’s capacity to develop the following staff skillsets for supporting 
these components of the Changing Pathways model is key for assessing implementation 
readiness: 

• Triage/intake staff will need to provide MOUD education to clients upon admission 
• Clinicians and counselors should be equipped to provide MOUD education to clients 

during their inpatient stay 
• Medical staff should be equipped to discuss the risks and benefits of MOUD with clients 

and to perform MOUD inductions once a client has opted into MOUD, as well as nurses 
who might support medical staff in this practice (see the Providers Clinical Support 
System (PCSS) resources for treating OUD) 

• Staff responsible for discharge planning should feel comfortable scheduling 
seamless warm hand-offs for clients, whether they remain within your provider 
organization or are planning to discharge to an external community provider (see 
“Establishing Referral Pathways”) 

• Administrative staff will need training on the Higher Level of Care discharge form, 
where the performance of MOUD education as well as MOUD inductions are reported to 
CTBHP for measuring outcomes (see “Establishing Internal Protocols and 
Documentation”) 

• Operational staff should be identified for overseeing the day-to-day management of 
the practice change implementation 

Further details on the activities of these staff in support of the Changing Pathways model are 
discussed throughout this document.  

Internal Implementation Support 

During the pilot of Changing Pathways, CTBHP recognized that strategic operational 
management and communication between staff of all levels supporting this practice change is key 
to successful implementation. Thus, a staff person or group of staff responsible for overseeing the 
overall implementation and operations of Changing Pathways implementation as executive 
sponsor(s) can be identified – ideally with FTE time dedicated to this oversight. Under such 
management, CTBHP recommends that providers identify a regular, internal meeting including 
clinical and non-clinical staff representation for identifying and addressing barriers to successful 
implementation (see “Continuous Quality Improvement” below) for, at a minimum, the first year 
of adopting the Changing Pathways model. Capacity to employ appropriate operational oversight 
and to schedule standing meetings for implementation management is a key aspect of readiness 
for the Changing Pathways model. 

Infrastructural and Regulatory Considerations 
 

Finally, multiple policy and regulatory guidelines enforce the provision of MOUD. The Drug 
Enforcement Administration (DEA) requires that providers who offer both Buprenorphine and 
Methadone inductions store these medications separately and in a secure setting. During the 
Changing Pathways pilot, these regulations required minor infrastructural/storage changes for 
pilot providers, and thus ensuring compliance with DEA regulations is an obligatory aspect of 
implementation readiness.10 Additionally, in order to provide the full spectrum of MOUD, 

https://pcssnow.org/
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providers seeking to offer methadone will be required to obtain an Opioid Treatment Program 
(OTP) certification.11 Access to a Drug Addiction Treatment Act (DATA) 2000-waived prescriber 
will also be required for those providers seeking to offer buprenorphine. Please refer to SAMSHA 
for more information. 

 
Understanding the needs of your organization in developing the capabilities discussed above is vital to 
understanding readiness for change and ability to implement the Changing Pathways model successfully. 
If your organization has the capacity and is ready to perform these activities, an appropriate next step is to 
consider detailed implementation planning. 
 

V. Establishing Workflows and Implementation 
Planning 

Once your organization has committed to adopting the Changing Pathways model for inpatient care of 
individuals with OUD, key implementation planning activities to support this practice change include: 

 Revising your organization’s internal protocols, policies and/or procedures to support offering 
your clients the choice of MOUD induction and warm transfer to continuing MOUD treatment 

 Training your staff on the Changing Pathways model (discussed above) as well as appropriate 
documentation of the practice change that will support monitoring new processes and overall 
program outcomes 

 Establishing referral pathways for supporting warm transfers for individuals with OUD leaving 
your organization’s internal continuum of care post-discharge 

Establishing Internal Protocols and Documentation 
Implementation of the Changing Pathways model may require revising your organization’s internal 
workflows and/or protocols to support MOUD inductions and seamless warm transfers to lower levels of 
care. Because Medicaid reimburses providers for withdrawal management services irrespective of whether 
a MOUD induction or full detoxification is performed, providers are encouraged to shift the language of 
their informed consent documentation to “withdrawal management” instead of detoxification to be 
inclusive of either path an individual might choose (see Appendix A: DSS Bulletin 2018). 

Additionally, CTBHP recommends that providers update their internal protocols to reflect the 
expectations of staff who will support this practice change from admission to discharge. These 
expectations, and the recommended means of documenting them, are overviewed in the three sub-
sections below. Though these sub-sections overview the main internal protocols relevant to the Changing 
Pathways model, the Changing Pathways pilot providers made additional protocol updates during 
implementation that were relevant to their organization, such as their internal process for ordering 
buprenorphine to ensure appropriate supply for performing inductions. These and other lessons learned 
are discussed further in “Continuous Quality Improvement” below. 

MOUD Education 
The first essential component of the Changing Pathways model is the provision of MOUD education 
during triage and throughout inpatient care for all individuals with OUD, empowering them to explore 
multiple potential pathways to their recovery. Accordingly, CTBHP recommends making the following 
updates to protocols and workflows: 

 Protocols for intake and triage staff can indicate that MOUD education be performed upon 
admission for clients with OUD and noted in their chart and/or Electronic Medical Record 

https://www.samhsa.gov/medication-assisted-treatment/legislation-regulations-guidelines
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(EMR). 
 Roles and responsibilities of medical, clinical, and nursing staff can indicate that MOUD 

education is to be offered to clients with OUD at a regular cadence during inpatient care, ideally at 
a minimum of three discussions about MOUD per client. The delivery of this MOUD education 
should also be noted in the client’s chart/EMR. 

 Workflows for administrative staff can be created and shared for indicating that MOUD education 
was given to clients on their Higher Level of Care Discharge Form. 

The Changing Pathways pilot providers updated their internal protocols to delineate specific MOUD 
education touchpoints expected from staff of multiple disciplines throughout a client’s inpatient stay. 
Figure 1 below provides a summary of these internal protocols. 

Figure 1. A summary of internal protocols delineating the multiple touchpoints for providing MOUD 

Education to clients with OUD via staff from multiple departments and disciplines. 

The final box in the workflow above references appropriate documentation of MOUD education on the 
Higher Level of Care Discharge Form. The provision of MOUD education is a key process measure for 
understanding the progress and success of implementing the Changing Pathways model. CTBHP’s Higher 
Level of Care Discharge Form includes a question that allows providers to report delivering MOUD 
education to an individual (see Figure 2), which CTBHP will record and communicate to providers at an 
aggregate level (see “Tracking Implementation Progress and Outcomes”) to understand their MOUD 
education rate for clients with an OUD diagnosis. 

Figure 2. A screenshot of CTBHP’s Higher Level of Care Discharge Form. Individuals who received 
MOUD education during inpatient care should have “Yes” checked on their discharge form. 

 

As discussed, training for all administrative staff who complete discharge forms, including per diem staff, 
is key for consistent reporting of this aspect of the Changing Pathways model. Workflows for these staff 



 

Changing Pathways Provider Toolkit 11 

can be updated to reflect where in a client’s EMR/chart the performance of MOUD education is noted, 
and where on the discharge form this should be filled in. 

MOUD Inductions 
The second essential component of the Changing Pathways model is performing MOUD inductions for 
clients who choose this pathway. Accordingly, CTBHP recommends making the following updates to 
protocols and workflows: 

 Protocols for medical staff or nursing staff who will be dosing inducted clients on MOUD can be 
updated to reflect best practices for inductions. 

 Roles and responsibilities of medical, clinical, and nursing staff can indicate the types of support 
offered to clients who have opted for a MOUD induction. 

 Workflows for administrative staff can be created and shared for indicating that a MOUD 
induction was performed on a client’s Higher Level of Care Discharge Form. 

Consistent internal documentation of which clients are inducted during inpatient care is essential for the 
Changing Pathways implementation. CTBHP recommends that all provider staff be informed via EMR 
documentation as soon as a client has opted for a MOUD induction so that, throughout the remainder of 
the inpatient stay, staff are equipped to engage the client in discussions about incorporating MOUD into 
their daily lives. Discharge planning staff should also be informed of a client’s decision to be inducted via 
EMR documentation so that thoughtful discharge planning can occur, ensuring a successful warm 
transfer and a higher likelihood of sustained MOUD adherence. Providers not having EMRs capable of 
supporting this documentation can consider other forms of rapid communication of a client’s decision to 
be inducted on MOUD, such as an email to key stakeholders who will be involved in the client’s discharge 
planning and ongoing care. 

In order to understand a provider’s performance on 
MOUD induction rates over time and in comparison to 
other withdrawal management providers (see Tracking 
Implementation Progress and Outcomes), MOUD 
inductions should be reported to CTBHP through use of 
the Level of Care dropdown on the Higher Level of Care 
Discharge Form (see Figure 3). A consistent mechanism for documenting which clients received a MOUD 
induction in a provider’s EMR will allow administrative staff completing the discharge form to accurately 
communicate inductions to CTBHP. During the Changing Pathways pilot, one provider was able to note 
MOUD inductions in a reportable field within their EMR, allowing for the generation of automatic lists of 
inducted clients for cross-checking the data reported to CTBHP via the discharge form. A suite of member 
and population-level outcomes as a result of MOUD inductions will be available to providers if this 
dropdown is used correctly. 

 

Consistent internal documentation of 
which clients are inducted during 
inpatient care is essential for 
Changing Pathways implementation. 
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Discharge Planning and Warm Transfers 
CTBHP recommends that the roles and responsibilities of staff performing discharge planning and warm 
transfers of inducted individuals – the third essential component of the Changing Pathways model – be 
updated to emphasize the importance of a comprehensive and seamless warm transfer for clients who are 
not detoxed to zero during inpatient care. Further details on the establishing referral pathways in support 
of seamless warm transfers are discussed in the following section. 

Establishing Referral Pathways 
During the Changing Pathways pilot, providers evaluated their current work flows designed to ensure 
smooth transitions of care and were assisted by CTBHP in building and further refining their capacity to 
smoothly transfer individuals inducted on MOUD during inpatient care to external community providers. 
For instance, one of the Changing Pathways pilot providers had to work with the CT Department of Public 
Health to ensure that their storage of MOUD medications was aligned with DEA regulations. Additionally, 
both pilot providers began building relationships with community providers who often received their 
warm transfer clients. Though many individuals with OUD will stay in your organization’s continuum 
after discharging from inpatient care, for those who live too far from your organization’s catchment area 
or who cannot be admitted due to lack of capacity or ability to offer selected types of MOUD, establishing 
referral pathways with community providers is key to client health and ongoing recovery. Discharging 
clients on MOUD without an appointment to continue MOUD with an external provider – an 
appointment that the client has the transportation and means to attend – puts them at high risk for 
relapse and, potentially, overdose. Thus, the Changing Pathways pilot providers created detailed job aids 
for their staff who support MOUD inductions. These job aids delineated the exact steps for: 

1. Identifying the internal or external warm transfer provider closest to the client’s home or 
intended area of residence 

2. Filling out a referral form accordingly 
3. Delineating the exact day and time of the warm transfer appointment and communicating this 

information to appropriate organizational leadership 
4. Documenting this warm transfer information in the client’s chart/EMR appropriately 

CTBHP recommends that providers who are considering adopting the Changing Pathways model work 
closely with their staff to create job aids (e.g. workflows) that address the four main points above, to 
support discharge planning for clients on MOUD. See Appendix E for a sample job aid.  

Through its Provider Analysis and Reporting (PAR) program, CTBHP may be able to help your 
organization understand where your clients are discharging to after inpatient care (see Figure 4). Several 
CT providers have begun developing formal relationships to support smooth warm transfers for 
individuals with OUD discharging to or from their organizations. This relationship-building includes (1) 
designating single contact-persons at each provider organization who can be alerted when there are issues 
with or questions about a warm transfer, and (2) developing memorandums of understanding (MOUs) to 
delineate the expectations of each provider organization during a warm transfer (see Appendix F: Sample 
MOUs). 
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Figure 4. A screenshot of CTBHP’s Inpatient PAR Connect-to-care (C2C) report for one of the Changing 
Pathways pilot sites, InterCommunity, Inc. This report demonstrates that, though a large majority 

individuals receiving withdrawal management services from InterCommunity remain in their internal 
continuum of care 30-days post-discharge, others are received by external providers. Accordingly, 

InterCommunity began developing contacts and relationships with these providers to assist in the warm 
transfer process – a key aspect of the Changing Pathways model. 

 

 

An important consideration when performing warm transfers for individuals with OUD between provider 
organizations is a CT Department of Public Health (DPH) regulation requiring that all individuals on 
methadone receive a physical examination within 24 hours of admission. This regulation has made 
accepting warm transfers difficult for some provider organizations who do not have consistent access to a 
physician or physician extender for performing required physicals. Additionally, some community 
providers require certain documentation (e.g., a biopsychosocial assessment, labs, etc.) when receiving 
individuals on MOUD into their care. These considerations underscore the importance of developing 
meaningful relationships with community providers external to your organization who may be accepting 
your clients post-discharge to facilitate adequate communication. A mutual understanding of needs and 
expectations, formalized through an MOU, will assist in relationship-building and seamless warm 
transfers that allow individuals with OUD access to care that will support them in their long-term 
recovery. 

While building relationships with community providers, it is important to simultaneously develop your 
staffs’ understanding of the large network of external organizations available to receive individuals on 
MOUD post-discharge. 

 The CT Department of Mental Health and Addiction Services (DMHAS) provides an Online Bed 
Availability System for tracking treatment availability in residential treatment programs, sober 
homes and recovery homes across the state that may be helpful for inpatient providers treating 
patients with OUD. DMHAS has confirmed that all Sober Homes and Recovery Homes listed 
on this website have expressed their willingness to accept clients receiving MOUD. 

 CTBHP’s MAT Map provides an updated list of all PHP, IOP, Methadone clinics, behavioral 
health and medical outpatient MOUD providers, and other treatment services that support 
MOUD during recovery in CT. This map can be used to filter by location, type of MOUD provided, 
and by youth and adult providers. 

 Across the state, shelters for people experiencing homelessness allow individuals to 
maintain adherence to MOUD while residing in their facilities. Specific questions about shelters 
can be discussed with 211 during the coordinated access assessment for shelter and housing 
supports.  

 The CT BHP has recently helped launch the Connecticut Housing and Engagement 
Services and Supports (CHESS) program to link eligible HUSKY Health members — 

https://www.ctaddictionservices.com/
https://www.ctaddictionservices.com/
https://www.ctaddictionservices.com/index.php?bedView=SH
https://www.ctaddictionservices.com/index.php?bedView=RH
https://public.tableau.com/views/CTBHPMedicaidMATProviderMap/TreatmentProviders?:embed=y&:display_count=yes&:showVizHome=no
https://uwc.211ct.org/categorysearch/housing/
https://portal.ct.gov/DSS/Health-And-Home-Care/Connecticut-Housing-Engagement-and-Support/Connecticut-Housing-Engagement-and-Support-Services---CHESS
https://portal.ct.gov/DSS/Health-And-Home-Care/Connecticut-Housing-Engagement-and-Support/Connecticut-Housing-Engagement-and-Support-Services---CHESS
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including members with a substance use disorder — to a supportive housing provider of their 
choice. HUSKY Health members can self-refer to the CHESS program at 
https://www.ctchessdss.com/.  

 All CT Medicaid members may be eligible for a Peer Support Specialist who can be of 
assistance in supporting members throughout their ongoing recovery. In addition, CTBHP has 
OUD peers trained on the Changing Pathways model available to support MOUD-inducted 
individuals exclusively at the two Changing Pathways pilot sites. 

In order to support clients choosing MOUD, Changing Pathways pilot providers utilized CTBHP’s peer 
services for these clients. As soon as a client indicated that they wanted to pursue a MOUD induction 
during care, CTBHP’s OUD peers met them on the unit and assisted with ongoing recovery support for up 
to 90 days post-discharge in the community and/or in lower levels of care. Though CTBHP understands 
that not all providers considering Changing Pathways implementation can provide access to peer services, 
the person-centered recovery support that peers offer is an invaluable enhancement to this model. Thus, 
providers can consider other options for post-discharge support of clients, such as recovery volunteers, if 
the provision of peer services is not feasible. With the aid of a SAMHSA grant, one freestanding pilot 
provider was able to hire a recovery support specialist (RSS), with plans to hire two additional Peers. 
Additionally, the Connecticut Community for Addiction Recovery (CCAR) offers an array of recovery 
resources to support individuals through Recovery Coach Engagement, Telephone Recovery Support 
(TRS) and Peer Support certification through the Recovery Coach Academy. 

Throughout the implementation of the Changing Pathways model in your organization, CTBHP can be of 
assistance both individually and through facilitating relationships with other providers who are 
performing MOUD inductions or receiving individuals on MOUD via warm transfers. Those providers 
who have undergone or directly supported this practice change have valuable insight and information to 
offer on their lessons learned, and thus collaboration can greatly facilitate implementation within your 
organization.   

 

VI. Tracking Implementation Progress & 
Outcomes 

Table 1. The Changing Pathways model is managed with essential process and outcomes measures.  

Process and Outcomes Measures of the Changing Pathways Model 

Process Measures Percentage of clients educated on MOUD 

Percentage of clients inducted on MOUD 

Outcomes Measures Percentage of clients connecting to MOUD post-discharge 

Percentage of clients engaging in MOUD 90 days post-discharge 

Use of Emergency Department and acute services pre and post-
admission to withdrawal management  

Accurate documentation of the two process measures listed in Table 1 via the Higher Level of Care 
Discharge form will allow CTBHP to track and report these metrics to help providers understand the 
initial impact of adopting the Changing Pathways model during inpatient care (see Figure 5). Close 
attention to progress on these measures is important for understanding uptake of all staff and 
organization-level practice changes required during Changing Pathways implementation. During the pilot 

https://www.ctchessdss.com/
http://www.ctbhp.com/members/info/CT_BHP_Peer_Support_Services_Brochure-English.pdf


 

Changing Pathways Provider Toolkit 15 

of Changing Pathways, CTBHP found that when new or per diem staff began work for providers, reporting 
on these process measures would be altered and/or incorrect until these staff were trained on 
documentation and the Changing Pathways model. Thus, incorporating a review of this data into 
implementation support meetings is important for monitoring the fidelity of data. 

Figure 5. Through accurate reporting via the Higher Level of Care Discharge form, CTBHP was able to 
deliver data on the MOUD induction rate for InterCommunity, Inc. during the Changing Pathways pilot, 

which assisted greatly in understanding implementation progress over time. The graph below 
demonstrates InterCommunity’s induction rate during the first year of Changing Pathways 

implementation. 

 

At InterCommunity and Rushford, over 450 MAT inductions were performed during the first year of the 
initiative, representing approximately an 800% increase in inductions at InterCommunity and a 300% 
increase at Rushford. These inductions had measurable effects across the pilot providers’ performance 
outcomes as expected.  

The rates of members connecting to MAT post-discharge at these pilot providers increased 52% from Q2 
2018 to Q2 2019. Additionally, nearly 40% of inducted members discharging from pilot sites were 
adherent to their MAT for the 90 days following discharge (when using 80% of days covered as the 
threshold for adherence), about 2.5 times the rate of non-inducted members. For members inducted at 
the pilot sites, there were statistically significant reductions in withdrawal management episodes and 
Behavioral Health (BH) Emergency Department (ED) visits, and the latter rate was nearly cut in half after 
the MAT induction. These outcomes as listed in Table 1 were the result of following the steps outlined in 
this toolkit for nearly one year. 

Though CTBHP will provide access to the results of the key process measures listed in Table 1 starting 
after the first month of implementation, CTBHP recommends that providers capitalize on dedicated 
internal implementation supports (discussed in “Capacity and Training”) to review these process 
measures and other indicators of progress at a regular, ongoing frequency. The Changing Pathways pilot 
providers identified leaders from clinical, nursing, and medical management to oversee the model’s 
implementation and engage in daily conversation with staff about the practice change. On a bi-weekly 
basis, these cross-disciplinary leaders meet to proactively address ongoing barriers to implementation 
and, as discussed below, continuous improvements to maximize positive outcomes. 
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VII. Continuous Quality Improvement 
Over time, CTBHP will also be able to report to providers the three outcomes measures listed in Table 1 
using claims data. Additionally, providers will be able to understand how adopting the Changing 
Pathways model has affected their overall key quality metrics through CTBHP’s PAR program – including 
AMA rate, Average Length of Stay, readmissions rates, and C2C rates. Collectively, the process measures, 
internal qualitative feedback from your organization’s staff, outcomes measures and PAR data will 
provide your organization’s leadership with ample opportunity to continuously improve the operations 
and overall performance of the Changing Pathways model in your organization. Thus, CTBHP 
recommends employing a quality improvement framework to support incremental process improvement 
over time called the Plan, Do, Study, Act (PDSA) cycle.12 This simple approach supports the identification 
of performance improvement opportunities and corresponding action, and includes: 

1. Identification of a problem or need affecting the Changing Pathways model in your organization 
2. Developing a potential solution to address this problem/need 
3. Implementing the solution in your organization 
4. Collecting qualitative and/or quantitative data to understand progress in deploying your solution 
5. Reviewing and examining the solution’s outcomes 
6. Determining what enhancements or revisions to the solution are required to achieve desired 

outcomes, if any 

Table 2 below provides specific examples of continuous quality improvement by the Changing Pathways 
pilot providers to address identified barriers and enhance overall program outcomes. 

Table 2. Examples of areas for performance improvement identified by Changing Pathway pilot 
providers, and corresponding solutions tested. 

Performance Improvement Area Solution 

Documentation of MOUD education in 
client charts at least three times during 
inpatient stay 

Random audits of client charts to ensure that staff are 
providing MOUD education regularly and noting this 
accordingly in the EMR  

Under-performance on MOUD Induction 
rates 

Utilization of EMR data to identify nurses/medical staff 
who are performing the most inductions and providing 
targeted assistance to those staff who might require more 
support in performing inductions 

Lack of awareness of the Changing 
Pathways model across the provider 
organization 

Arranging for discussion about Changing Pathways and 
the importance of smooth warm transfers with 
practitioners across the provider organization at standing 
meetings 

Rate of culture change regarding staff 
views of MOUD 

Promotion of key language changes across the provider 
organization, including “withdrawal management” instead 
of “detox” and the designation of specific “MOUD Nurses” 
having MOUD as part of their official title 

Need for multiple forms of expertise to 
ensure appropriate treatment and smooth 
warm transfers for clients choosing 
MOUD 

Utilization of multi-disciplinary rounds including staff 
from a wide variety of departments to assist in treatment 
and discharge planning 
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Identified problems and needs in adopting the Changing Pathways model are likely to be individual to 
your organization, and utilization of the PDSA framework can assist your organization’s leadership in 
continuous quality improvement to attain desired outcomes. The early successes of the Changing 
Pathways pilot providers in following the various components of this toolkit, including principles of 
PDSA, are overviewed in greater detail below. 

 

VIII.  Addendum: Special Considerations for 
General Inpatient Hospital Providers 

All the steps outlined in this implementation guide thus far were designed to assist any provider of 
inpatient services in implementing the Changing Pathways program on their unit. However, the original 
implementation of the Changing Pathways program was first piloted in two Freestanding Detox Facilities, 
and CT BHP understands that general inpatient hospital services providers, including medical and 
psychiatric units, face unique considerations in successful adoption of this practice change that warrant 
special attention. 

Accordingly, Changing Pathways was implemented in an inpatient psychiatric unit at St. Francis Hospital 
to better understand these special considerations and lessons learned in practice. These considerations 
can be broken down into the following categories: (1) screening and identification; (2) attitudes towards 
and knowledge concerning MOUD; (3) operational considerations; (4) and regulatory considerations. 

1. Screening and Identification 
It is important to emphasize that, unlike freestanding detoxification facilities, inpatient general hospital 
units most often admit patients to care for reasons other than an OUD diagnosis. Accordingly, data has 
shown that CT hospitals often fail to diagnose OUDs altogether. Statewide in 2017, only 14.3% of Medicaid 
members admitted to an inpatient psychiatric hospital (IPF) had an OUD diagnosis noted on their claim 
for IPF. However, 31.8% of those same members actually had an OUD diagnosis on any paid claim in that 
same calendar year. This suggests that in 2017 less than half of Medicaid members with OUD 
were appropriately identified as having OUD while receiving IPF care. It is reasonable to 
assume that the rate of identification of OUD in general medical hospital settings is as least as low as that 
of inpatient psychiatric hospitals. Additionally, CT BHP data also shows that members with an OUD 
diagnosis discharging from IPF are at a high risk of having an opioid overdose in the 90 days following 
discharge from IPF, further emphasizing the importance of providing an MOUD induction for appropriate 
candidates in IPF care. 

Successful implementation of the Changing Pathways program first and foremost requires universal 
screening for OUD upon admission to inpatient hospital care. Dr. Melissa Weimer, Medical Director of 
the Yale Addiction Medicine Consult Service (YAMCS), recommends that inpatient general hospital units 
make use of brief, clinically-validated screening tools for substance use disorders for all admitted patients. 
An example of this is the brief Tobacco, Alcohol, Prescription medication, and other Substance use (TAPS) 
Tool provided by the National Institute on Drug Abuse. 

Inpatient general hospital units should review their intake protocols when planning for Changing 
Pathways implementation to ensure that an OUD screening is performed universally for all individuals 
being admitted to care. The Providers Clinical Support System (PCSS) offers trainings and courses on 
Screening, Assessment and Treatment Initiation for SUD that can be offered to hospital staff. To ensure 
appropriate record keeping, the results of screenings should be noted in the EHR accordingly. 

https://www.drugabuse.gov/nidamed-medical-health-professionals/screening-tools-prevention
https://www.drugabuse.gov/nidamed-medical-health-professionals/screening-tools-prevention
https://pcssnow.org/education-training/training-courses/screening-assessment-and-treatment-initiation-for-sud/
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2. Culture of Support for MOUD: Special Considerations for 
Inpatient Hospital Units 

That inpatient hospitals are primarily concerned with the treatment of issues other than OUD also can 
hinder progress in creating a “culture” of support for starting MOUD treatment. Because a patient’s OUD 
might not be the primary concern of hospital staff, these staff may not have ample experience in the 
treatment of substance use disorders. Importantly, this lack of experience may leave room for biases 
about MOUD in addition to a lack of understanding about how to administer MOUD treatment protocols. 

For example, inpatient hospitals sometimes employ per diem staff who are unfamiliar with MOUD as an 
essential aspect of treatment for OUD or–even if the Changing Pathways model has already been 
implemented across the unit. Thus, as discussed in the sections above, the identification of a Changing 
Pathways champion who is a waived MOUD prescriber is key for successful implementation of this 
practice change. This champion can assist other members of the treatment team in answering key 
questions regarding MOUD inductions and protocol. Additionally, implementation at pilot sites has 
shown that this program champion is essential in developing organizational culture around MOUD that 
fosters vital support for this practice change. 

The aforementioned lack of experience in administering MOUD protocols and building an organizational 
culture that is supportive of MOUD also calls for additional training in order to prepare inpatient hospital 
units for this practice change. CT BHP recommends that all prescribers on a general inpatient hospital 
unit obtain a DATA 2000 Waiver to prescribe buprenorphine in order to promote broad access to MOUD 
for individuals in need. However, it is important to provide trainings for all staff on an inpatient unit to 
truly facilitate a positive culture around MOUD. These hospital-wide trainings should emphasize the 
evidence supporting MOUD, the importance of staff attitudes in supporting all pathways to recovery, and 
the treatment of SUD within hospital settings in general. 

Additionally, CT BHP is aware that many CT hospitals employ recovery coaches in their Emergency 
Departments. Often, recovery coaches can be a key resource for both hospital staff and individuals 
receiving treatment in order to support multiple pathways to recovery and assist in creating a positive, 
supportive culture around MOUD. 

3. Operational Considerations 
There are additional operational considerations for inpatient hospitals who are seeking to take on the 
Changing Pathways practice change and perform MOUD education, inductions and warm hand-offs for 
individuals with OUD. These considerations concern the hospital’s pharmacy and particular attention to 
warm hand-offs during discharge planning. 

When implementing the Changing Pathways program in a general hospital, it is vital to bring the 
hospital’s pharmacy into planning discussions early and often, as access to MOUD is necessary for this 
practice change. Because inpatient hospital pharmacies have particular codes used for noting the release 
of a medication to a patient, barriers to releasing MOUD for the purpose of an induction might exist in 
this coding. This was the case for the pilot program with St. Francis hospital, where requests for MOUD 
from the hospital’s pharmacy for performing an induction were met with initial confusion. With 
appropriate communication, the hospital pharmacy can be a partner in supporting this practice change 
and ensuring access to MOUD. 

4. Regulatory Considerations 
There are several federal rules and regulations regarding dispensing MOUD in the outpatient setting, but 
most of these do not apply to the inpatient hospital setting. On June 24th, 2020, DPH formally released its 
Blast Fax 2020-74, “Guidance to Hospitals for Inpatient Medication Use for Opioid Withdrawal 
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Management and Opioid Use Disorder Treatment” to clarify these regulations on behalf of inpatient 
hospital providers. On October 21st, 2020, DPH released an updated Blast Fax (2020-74A), “Guidance to 
Hospitals for Inpatient Medication Use for Opioid Withdrawal Management and Opioid Use Disorder 
Treatment”, replacing the prior document. 

A key takeaway from this memorandum is that hospitals are permitted to initiate methadone or 
buprenorphine (herein referring to buprenorphine/naloxone and extended release buprenorphine 
formulations) for the treatment of opioid withdrawal and OUDs. These medications can be continued, and 
the doses adjusted throughout hospitalization. Special licensure or registration (e.g. DATA 2000 “X” 
waiver) is not required for these medications to be started in the hospital. This means that methadone and 
buprenorphine can be given to hospitalized patients for both treatment of opioid withdrawal and OUD in 
the hospital setting without restriction. 

DPH, DMHAS and other subject matter experts are aware that federal regulations have caused confusion 
about the legality of performing MOUD inductions in hospital settings in the past, and thus they finalized 
the official Blast Fax document linked above to clarify this issue in greater detail. Providers considering 
adopting the Changing Pathways practice change should use this Blast Fax as a tool to ensure that their 
hospital’s policy is in line with the guidelines of this document.  

 

IX. Summary 
Following the various steps outlined in this toolkit and making individualized adjustments to the 
Changing Pathways model to fit their organization’s needs, Changing Pathways pilot providers have 
demonstrated excellent process and outcomes measures. At InterCommunity and Rushford, over 450 
MOUD inductions were performed during the first year of the initiative, representing approximately an 
800% increase in inductions at InterCommunity and a 300% increase at Rushford. These inductions had 
measurable effects across the pilot providers’ performance outcomes. The providers improved in 
discharges Against Medical Advice (AMA) rates, readmission rates, and connect-to-care rates as 
measured by Beacon’s Provider Analysis and Reporting (PAR) program. The rates of members connecting 
to MOUD post-discharge at these pilot providers increased 52% from Q2 2018 to Q2 2019.  

Additionally, nearly 40% of inducted members discharging from pilot sites were adherent to their MOUD 
for the 90 days following discharge (when using 80% of days covered as the threshold for adherence), 
about 2.5 times the rate of non-inducted members. For members inducted at the pilot sites, there were 
statistically significant reductions in withdrawal management episodes and Behavioral Health (BH) 
Emergency Department (ED) visits, and the latter rate was nearly cut in half after the MOUD induction. 
Among inducted members, those who met the 80% adherence threshold were significantly more likely to 
see a decrease in BH ED visits, underscoring an important relationship between MAT adherence and BH 
ED utilization for further analysis. 

Finally, the 7 and 30 day C2C rate for inducted members improved to a rate higher than CT’s already 
impressive HEDIS Follow-up After Hospitalization (FUH) rates. Collectively, this data reporting conveys 
the tremendous success of the Changing Pathways pilot and supports its expansion to inpatient hospital 
settings, as has already begun with St. Francis hospital. 

The successes of the Changing Pathways pilot providers thus far stems from a rigorous approach to the 
considerations discussed in this toolkit. Appropriate leadership support, staff training, implementation 
planning, designing and refining of protocols and workflows, establishment of internal and external 
referral pathways, and continuous quality improvement initiatives have yielded early success for these 
providers. Additionally, the pilot providers were willing to go above and beyond to meet their clients’ 
needs: they worked to arrange MOUD inductions for homeless individuals and other special populations, 

https://portal.ct.gov/-/media/Departments-and-Agencies/DPH/Facility-Licensing--Investigations/Blast-Faxes/2020-55-and-up/Blast-Fax-202074A-Guidance-to-Hospitals-for-Inpatient-Medication-Use-for-Opioid-Withdrawal-Managemen.pdf
https://portal.ct.gov/-/media/Departments-and-Agencies/DPH/Facility-Licensing--Investigations/Blast-Faxes/2020-55-and-up/Blast-Fax-202074A-Guidance-to-Hospitals-for-Inpatient-Medication-Use-for-Opioid-Withdrawal-Managemen.pdf
https://portal.ct.gov/-/media/Departments-and-Agencies/DPH/Facility-Licensing--Investigations/Blast-Faxes/2020-55-and-up/Blast-Fax-202074A-Guidance-to-Hospitals-for-Inpatient-Medication-Use-for-Opioid-Withdrawal-Managemen.pdf
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and incorporated peer support into care once a client decided to pursue MOUD in their recovery. Success 
stories of individuals with OUD, and the effects the Changing Pathways program has had on their lives are 
already evident. 

The Changing Pathways model supports providers in combating the opioid crisis by allowing individuals 
with OUD in CT to decide between multiple pathways to recovery, regardless of where they enter care. 
Inclusion of inpatient hospitals in this work is thus vital in making continued progress in addressing the 
opioid crisis. The steps outlined in this toolkit can assist providers in understanding if this model aligns 
with their organization’s values and priorities, and CTBHP can be a partner to providers as they consider 
implementing this model in their organization. 
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X. Appendix and Resources 
A. DSS Bulletin 2018 
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B. Provider Readiness Self-Assessment & Rubric 
Self-Assessment 
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Rubric 
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C. Full List of Recommended MOUD Education Training 
Components 
1. The design of and evidence supporting the Changing Pathways model 
2. The scientific and empirical foundations of the use of FDA-approved medications for OUD, 

how these medications work, and the evidence for their effectiveness 
3. The similarity of medical management and support of patients with OUD to that of patients 

with other chronic illnesses such as diabetes and/or heart disease 
4. The importance of maintaining a nonjudgmental and welcoming attitude toward patients 

irrespective of their chosen pathway to recovery 
5. How to have discussions regarding negative perceptions of and prejudices toward OUD  
6. Side-effects of OUD medications and procedures, and to alert staff when clients exhibit them 
7. The effect of OUD and other substance use and mental disorders (including posttraumatic 

stress disorder) on patients’ behavior, and how staff members can respond appropriately 
8. Procedures for seeking help from other staff members to de-escalate disagreements or solve 

problems safely 
9. Procedures for protecting patients’ confidentiality and safety 
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D. Changing Pathways Member Educational Material 
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E. Sample Job Aid for Warm Handoff 
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F. Sample MOUs 
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G. CT BHP MAT Map 
Click here to view the CT BHP MAT Map. 

 

  

https://public.tableau.com/views/CTBHPMedicaidMATProviderMap/TreatmentProviders?:embed=y&:display_count=yes&:showVizHome=no
https://public.tableau.com/views/CTBHPMedicaidMATProviderMap/TreatmentProviders?:embed=y&:display_count=yes&:showVizHome=no
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H. Literature Review 
Objective  
Since 2018, a wealth of new literature has been published reaffirming the importance of MOUDs in 
supporting long-term recovery for individuals with OUD. Comprehensive studies, published as recently as 
this year, have shown that individuals with OUD who are inducted onto MOUDs during a hospital stay are 
significantly less likely to readmit in the future or leave care against medical advice (AMA).13 CT BHP’s work 
until this point through Changing Pathways, data reporting and beyond has continued to support the 
expansion of access to MOUDs accordingly. This literature review intended to uncover additional 
recommendations for decreasing readmissions to withdrawal management. This review focused on three 
areas:  
 

1) Preventing members from leaving withdrawal management facilities (WMFs) against medical 
advice (AMA) 

2) Supporting adequate connection to care following discharge from WMFs 
3) Supporting adherence to MOUD after discharge to avoid repeat admissions 

 
It is important to emphasize that academic literature studying patients with OUD in the inpatient setting is 
extremely scarce in general. Moreover, studies published in the last 10 years examining causes for 
readmissions to withdrawal management (or, even less frequently, strategies for preventing readmissions 
to this level of care) are even less common, likely because this level of care is largely inaccessible in most 
states. However, literature on the three areas listed above is more robust, emphasizing the importance of 
these three strategies in keeping members healthy and decreasing their likelihood of relapse and 
subsequent readmission to withdrawal management.  Accordingly, literature was reviewed utilizing Google 
Scholar, the Harvard University Library Catalog (HOLLIS), and PubMed to search for peer-reviewed 
studies predominantly published after 2010. Additionally, some older, canonical publications published 
before 2010 that are focused on treating SUDs in the inpatient setting were included in this review for 
adding necessary context. Within each of the three areas of focus listed above, this review points to 1-2 key 
action items for consideration in support of future interventions for Medicaid members. These action items 
and the literature supporting them are discussed below in greater detail. 
 
Preventing Members from Leaving Withdrawal Management Care Against Medical Advice  
Members who leave withdrawal management care AMA are at an increased risk of returning for a repeat 
episode.14,15,16 Several specific subgroups of individuals with SUD are at an elevated risk for leaving WMFs 
AMA, including: 

• Individuals with a co-occurring psychiatric diagnosis17,18 
• Individuals with low scores on assessments of circumstances, motivation, and readiness for 

treatment (CMR)19 
o This includes individuals who report having unstable employment, or family 

stress/obligations while inpatient (e.g., such as being the family’s sole financial 
provider)20,21 

• Individuals with a history of leaving WMFs AMA22 
• Individuals admitted to care on weekends or during 3rd shift when quality of care standards are 

more difficult to enforce23 
The CMR scale noted in a bullet in the preceding list results from an evidence-based assessment of an 
individual’s circumstances, motivations, and readiness for SUD treatment.24 Questions asked in this 18-
item assessment attempt to capture the various reasons a person is entering treatment, what barriers they 
foresee in successful treatment completion, and how detrimental they believe their SUD to be to their life 
and happiness. Accordingly, individuals are assessed on their level of agreement with statements such as “I 



 

Changing Pathways Provider Toolkit 33 

believe that my family/relationship will try to make me leave treatment” and “I am worried that I will have 
serious money problems if I stay in treatment.”12 The comprehensive nature of this assessment explains its 
power in predicting AMA and treatment completion rates. Thus, though implementing an additional 18-
question assessment during the intake process is likely an unrealistic goal for many WMF providers, the 
concepts assessed in the CMR scale can be readily applied during the intake process to help providers 
understand who is at risk for leaving AMA. 
 
From this information, we thus recommend two action items for providers in support of future 
interventions to reduce readmissions to WMFs. The first is continuing to support members in WMFs that 
have co-occurring psychiatric diagnoses through evidence-based practices such as providing behavioral 
counseling as well as pharmacological support for anxiety and mood disorders during care.25 The second is 
screening individuals upon admission to WMFs for their relative risk of leaving AMA according to the risk 
factors listed above. Knowing whether an individual is facing stress regarding work or familial obligations, 
their history of leaving WMFs AMA, and any co-occurring psychiatric diagnoses can allow providers to 
proactively address the needs and concerns of patients at higher risk for leaving AMA. For instance, 
recognizing that utilizing WMFs can cause immediate financial burden leading to AMA, providers can 
engage in conversations with members reporting unstable employment or family financial stress about the 
future employment benefits of completing withdrawal management. Indeed, a study by the TOPPS-II 
Interstate Cooperative Study group showed that “treatment completers were 22% to 49% more likely than 
non-completers to be employed and to earn higher wages in the year following treatment.”26 
 
Providers can also continue to focus on delivering a comprehensive, person-centered admissions process 
during nights and weekends, equipped with the knowledge that individuals admitting during these times 
are often at higher risk for leaving AMA. In summary, understanding which individuals are at risk for 
leaving AMA can empower providers to proactively prevent AMA discharges, lowering the likelihood of 
future readmissions to WMFs. 
 
Supporting Adequate Connection to Care Post-Discharge 
Recent literature continues to strongly emphasize the importance of follow-up care after discharge from a 
withdrawal management episode in reducing readmissions. A recent multi-state study examining over 
30,000 Medicaid recipients showed that receiving continued MOUD or residential care following discharge 
from withdrawal management services significantly decreased the likelihood of readmissions within 90 
days.27 Additionally, even for those members not choosing to use MOUDs in support of their recovery, 
literature shows that continuing SUD treatment for 14 days after discharge in general–through residential 
treatment or outpatient treatment–significantly reduces the likelihood of readmission.28  Thus, fostering 
adequate connection to care post-discharge is a key area of consideration for reducing overall readmissions 
for members with OUD. 
 
Several key elements make a connection to care “adequate” according to the literature. The first is 
timeliness29, something CT BHP monitors closely through several connect-to-care reports. However, the 
literature also points to several key qualitative characteristics of an effective warm hand-off that 
significantly increase the likelihood of connecting to continuing to care, which WMFs can consider 
implementing.  
 
An adequate warm handoff is “conducted in-person, between two members of the healthcare team, in front 
of the patient (and family if present).”16 Though the literature suggests that a face-to-face warm hand-off is 
most effective, the relatively short average LOS for a withdrawal management episode and the current state 
of COVID-19 pose significant barriers to achieving this. Thus, CT BHP recommends that providers 
incorporate their receiving warm hand-off provider and family members (if applicable/desired) during 
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usual discharge planning meetings performed near the end of a member’s stay in withdrawal management. 
COVID-19 has necessitated the availability of video conferencing platforms at unprecedented rates. 
Providers can consider leveraging this availability to enhance the quality of a team-based warm hand-off 
process by utilizing HIPAA compliant video conferencing software to include the receiving provider in their 
discharge planning process. This format can empower members to begin developing trust with their 
receiving provider and to ask questions and/or develop a deeper understanding of the next steps in their 
treatment plan that promote adherence.  
 
Each WMF provider may encounter unique barriers to implementing this evidence-based warm hand-off 
process depending on their current workflow and where members usually connect to when discharging 
from that specific WMF provider. However, an example of how a WMF provider can consider incorporating 
joint communication with a receiving provider in their current warm handoff workflow is having a short 
designated daily window of time for communicating with each of their top two receiving providers. For 
example, CT BHP’s 2016 Inpatient C2C report showed that 40% of members connecting to care post 
discharge from Rushford’s IDPF received 7-day follow-up care within Rushford’s system of care, and 
another 8% received follow-up care at Stonington. In this example, having a daily window of time (e.g. 30 
minutes) set up with receiving providers at Rushford and Stonington for virtually introducing members to 
their receiving provider and reviewing their discharge plan is a concrete way that providers can consider 
enhancing their warm hand off processes. Family members can be virtually invited to this meeting when 
applicable with the understanding that schedules might not always accommodate. Though not achievable 
for all providers, this example underscores how discharging providers can collaborate with receiving 
providers to enhance their current workflows without necessarily having to reinvent their entire warm hand 
off process. Accordingly, we recommend that, to the extent possible, WMF providers review their current 
warm hand-off process and consider operational enhancements, adopting a standard workflow that 
includes a team meeting with the receiving provider and discharging member and complements their 
individual team strengths and current processes. This will support enhanced rates of connection to care and 
fewer readmissions overall. 
 
Supporting Adherence to MOUD after Discharge 
Despite evidence that individuals who adhere to their MOUD post-discharge from withdrawal management 
are significantly less likely to readmit to that same level of care, there are multiple reasons why members 
do not take their medication as prescribed. Some are related to patient characteristics, such as lack of 
involvement in the treatment decision-making process or impaired health literacy. Other literature 
highlights that patients are less likely to adhere to medication regimens that are too complicated, or that 
weren’t adequately described to them by their prescriber.30 The third frequently-cited reason for non-
adherence to medication is connected to systemic barriers in receiving medication and connecting to care, 
such as transportation.31,32 Collectively, these reasons help us understand why around 20% of prescribed 
medications are never filled, and why only half of the medications for chronic conditions such as SUD are 
taken appropriately.19 

 
After a successful connection to care, overcoming the aforementioned barriers to MOUD adherence is a key 
factor in preventing readmissions to withdrawal management services. Accordingly, we recommend 
providers consider action in two key areas to continue supporting members in adhering to their MOUD: 
telehealth and non-traditional care supports such as practicing mindfulness (specifically Mindfulness-
Based Relapse Prevention (MBRP) techniques). 
 
As mentioned above, access to ongoing care for individuals with OUD is severely limited in the U.S., a 
problem exacerbated by COVID-19. Thus, the demand for telehealth services has been unprecedented, and 
studies have shown that telehealth visits and/or telephonic check-ins can significantly improve adherence 
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to MOUDs.33 However, systematic literature reviews have identified that even through the pandemic, many 
members face barriers to accessing telehealth services. The most common barrier to telehealth adoption is 
computer literacy, specifically among individuals over the age of 50 and those who have not completed any 
post-secondary education.34 Accordingly, CT BHP recommends that providers offering continuing care for 
members with OUD via telehealth ensure administrative staff are trained to assist members in onboarding 
to telehealth platforms. Providers can incorporate a simple screening assessing education levels and 
whether members have successfully utilized telehealth platforms previously to target administrative 
resources to those members who might struggle to use telehealth platforms successfully. We recommend 
that providers continue to expand their telehealth offering for members with OUD, not just during COVID-
19 but well into the future, reducing continued barriers to treatment access and supporting long-term 
adherence. 
 
Finally, it is important to mention that a growing body of evidence supports the relationship between 
mindfulness techniques and continued MOUD adherence. An extensive literature review by Li and 
colleagues on the impact of mindfulness practices showed promising results. Of the 15 RCT studies 
reviewed, six had significantly reduced substance use compared to a control group, four reported reduced 
craving, and two reported reduced relapse risk.35,36,37  
 
In particular, there is increasing support for Mindfulness-Based Relapse Prevention (MBRP), an outpatient 
aftercare program linking cognitive-behavioral skills with mindfulness-based practices, in supporting long-
term recovery from OUD. MBRP decreases the probability of relapse by teaching individuals how to cope 
with substance use triggers. Most studies assessing the efficacy of MBRP in reducing the likelihood of opioid 
relapse examine intensive, multi-week MBRP programs such as that offered at Turnbridge in CT. However, 
newer literature suggests that providers can offer “ultra brief” (5-19 minute) mindfulness audio exercises to 
members with OUD that significantly decrease their likelihood of relapse for many months following 
administration.38 Using this technique, for example, providers can increase the likelihood of members’ long 
term recovery with minimal additional costs or increased workload. Thus, we recommend that providers 
proactively recommend or provide brief MBRP interventions to individuals with OUD to support their 
continued MOUD adherence and recovery and to assist in preventing future readmissions to withdrawal 
management care. 
 
Summary 
In summary, WMFs can consider implementing new practices within 3 key areas that will further support 
members with OUD in sustaining their recovery and avoiding readmissions. By treating co-occurring 
psychiatric conditions and proactively identifying members at risk for leaving AMA upon admission, 
providers can significantly decrease AMA rates. By enhancing warm hand-off protocols so that they are 
both timely and inclusive of individuals receiving treatment, their families, and the receiving provider, 
WMFs can significantly increase rates of connection to care. Finally, as new literature has underscored the 
efficacy of telehealth practices in increasing adherence to MOUDs, providers can continue to expand their 
telehealth practices while also providing or recommending evidence-based alternative techniques such as 
MBRP that can increase the likelihood of long-term MOUD adherence and decrease the likelihood of 
relapse. Together, enhanced action in these three areas can facilitate a comprehensive, evidence-based 
strategy for reducing readmissions to withdrawal management care among Medicaid members with OUD. 
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XI. Contact 
877-552-8247 

http://www.ctbhp.com 

CTBHP@beaconhealthoptions.com 
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