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Objectives
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Describe MN Health Collaborative goals and specific strategies for
reducing the harm of opioids in the community, including post
operative prescribing, access to addiction care, and demystifying
opioids for PCPs

ldentify strategies for developing shared standards to improve care
for acute mental health needs in emergency departments (EDs) and
across systems

Employ strategies for convening multiple stakeholders towards
collaborative action
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MN Health Collaborative Members

A Allina Health A Medica
A CentraCare Health A North Memorial Health
AChil drends Mi n nAeRsdgetiew Medical Center

A Essentia Health A Sanford Health

A Fairview Health Services A UCare

A HealthPartners A University of MN Health

A Hennepin Healthcare /University of MN Physicians

A Hutchinson Health

A Mayo Clinic



Collaborative Commitment

A Focus on the patient
A Incorporate evidence and standardize best practice
A Define common goals

A Share information, ideas and wisdom

A Be open to others and testing new ideas
A Do the work




Working Group Qualities

A Open-mindedness A Persistence
A Curiosity A Honesty
A Generosity A Respect
A Integrity A Passion

A Commitment A Courage



Move forward together

A Despite unknowns

A Push through disagreement
A Use (and reframe) passion
A Refuse to be paralyzed by perfection
A Know that setbacks are inevitable

A Maintain discipline
A Build trust




MN Health Collaborative Working Groups

_ Acute
Acute Pain Measurement Needs in
Prescribing EDs

Opioid Mental

Epidemic  Health

Chronic Integrated

Pain Mgmt : : Behavioral
& Addiction Communications Health




MN Health Collaborative

MN Health Collaborative
members arechanging the
community of practice
designing practical, evidence
based and innovative
approaches to shared
problems.



TACKLING THE MENTAL HEALTH CRISIS

PAUL GOERING, MD




Show of hands

How many of you have 1 denti f I €
around Mental Health, and then got stuck on what to do?




Acute Mental Health Needs in EDs

In Minnesota, EDvisits for mental health (including
substance abuse) increased 75% from 201017,
while total ED visits increased 16.2o




Acute Mental Health Needs in EDs

+ Improve the ED experience, including transitions, for
people with mental health needs and those who serve
them.

+ Develop and implement shared standards including
assessment, treatment and intervention, and
transitions/referrals.



Approach as a Collaborative

I+

Assess Issues and needs existing across organizations
Determine shared goal and principles

Conduct evidence review and environmental scan
Develop recommendations, Calls to Action

Commit to Implement

+ Test recommendations, iterate forward

+ Adopt and spread

H+ H+ I+

I+



Shared Standards: Medical Stabilization

A Routinelaboratory testing including UDS should not be required by
facilities accepting patients for psychiatric treatment. Laboratory
evaluation should be based on individual patient history and exam.

A Provides guidance on when further medical evaluation should be
considered.

A If there is disagreement between the receiving facility and ED on
evaluation and/or disposition of the patient with psychiatric
complaints, the receiving psychiatry clinician and referring ED
clinician should discuss the case via phone.

Recommendations based on American College of Emergency Medicine
(ACEP) guideline, American Academy of Emergency Psychiatry (AAEP), and
working group consensus



Shared Standards: Medical Stabilization

The real work: Building trusting partnerships
Abetween ED and inpatient

Abetween organizations



Shared Standards in Development

Suicide Prevention and Intervention in the ED

A Conduct targeted screening to assess suicide risk

A If the screen indicates risk of suicide: conduct comprehensive
assessment and interventionAssess to treat and manage, NOT to

predict.

A Use evidencebased protocols for clinical assessment and
intervention



Florence Nightingale 1820-1910

“Were there
none who were
discontented
with what they

have, the world
would never reachh
anythmg better.”




Causes of Injury Mortality: Minnesota 2000-2016
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Allina Health - In progress

A clinical pathway for Suicide Prevention across all services
IS consistent with what Is typically done for
all other patients who present in the ED

Allina



Allina Health - In progress

Screen
ColumbiaSuicide Severity Rating Scale (€SSRS)
Ask Suicide Screening Questions (ASQ)

Intervene
Linehan Risk Assessment & Management Protocol (LRAMP)
Safety Planning Intervention (SPI)

Refer
Collaborative Assessment & Management of Suicide(CAMS)

)
Allina



Early results and successes at Allina

Decreased ED LOS for MH patients by >1 hour (1.2vQ)
Increased the number of ED MH discharge rate by 4%
Decreased repeat visit from 13% to 9%

ED 1:1 shifts decreased 52% or 16 hours per day

43% of patients are stratified as low risk and do not require full search,
change out or segregation

Allina



Culture Transformation

By engaging front line staff to solve their work flow problems
and design the work- and equipping them to support and

intervene with patients- our entire ED has been engaged in
prioritizing and showing compassion towards people with

mental health needs.

Allina



TACKLING THE OPIOID EPIDEMIC

CHARLIE REZNIKOFF, MD

Hennepin
“9 ¢ Healthcare




Show of hands

Who here has ever been prescribed an opioid?

| & Hennepin
“9 ¢ Healthcare



Show of hands

Who here has ever been prescribed an opioid?
Who here got opiroids they di dn®

| & Hennepin
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Show of hands

Who here has ever been prescribed an opioid?
Who here got opiroids they di dn®
| f you had unused opioids, did
Keep the opioids? Or
Bring to a disposal site? Or
Flush down the toilet?

| & Hennepin
“9 ¢ Healthcare



Opioid AIms

+ Limit the excess supply of opioids
Decrease prescribing and increase disposal
+ Preventing transition to chronic opioid use
Lower acute opioids, improve opioid tapering
+ Reducing the risk of opioidrelated adverse events
Addiction resources and tips for chronic pain patients
+ Not harming patients on opioids for chronic pain
Mindful of unintended consequences



Approach as a Collaborative

+ AsSsess Issues and needs existing across organizations
Many and varied needs

+ Determine shared goal and principles
+ Often driven by emotion (burn out)

+ Conduct evidence review and environmental scan
Evidence often lacking



Approach as a Collaborative (cont)

+ Develop recommendations, Calls to Action
Communication, coordination

+ Commit to iImplement
CEOs® support

+ Test recommendations, Iterate forward
Many hurdles and restarts

+ Adopt and spread



Core Principles Managing Pain

+ Pain Is complex:
sometimes normal, or signals harm,
or neither
+ Focus on function and quality of life
+ Patient engagement and education

+ One-size-fits-all approach not sufficient,
iIndividualized care

+Most patients don®t

+ If prescribing opioids, give the the lowest
dose possible

+ Opioid use disorder is not a failing of patien"" |
or provider

&




Guidance / Constraints

+ |CSI Pain: Assessment, No+rOpioid Treatment Approaches and
Opioid Management, 2017

+ State of MN Department of Human Services Opioid Prescribing
Guidelines, 2018

CDC Guideline for Prescribing Opioids for Chronic Pain, 2016
Additional deep literature dive

+ I+



Opioid: Disposal

Call to Action for organizations to elevate provider, staff and patient
awareness of:

+ The importance of disposing of medications
+ Options for disposal clarified

Organizations are working on a variety of activities
+ More pharmacists are educating patients
+ Kiosks added in ambulatory settings for disposal
+ [npatient disposal methods are being improved



Acute Pain Opioid Prescribing

+ Ambulatory clinical settings (primary and specialty), urgent care,
emergency departments, and dental clinics

+ The first opioid prescription for acute pain should be the lowest
possible effective strength of a shoracting opioid

+ Do not prescribe longacting opioids for acute pain




Postop Opioid Prescribing

+ Goal: sustainable process, implemented broadly

Reduce opioid prescription dose and variation while retaining
patient-centered approach

+ Initially: common procedurespecific, patientcentered
benchmarks

Multiple challenges
Now: increased flexibility for institutions to examine their
post-op prescribing internally

Selfdetermining the QI projects

|+



Sample Benchmark

2017

Bench | 2017
Surgical Grouping: Orthopedic mark | Mean | MME #
Surgery Procedure Description | MME | MME | Range procedures | # Rx
Joint Replacements (Knee
Revision) 3750 661.29 | 150-3400 32 3l
Joint Replacements (Knee) 375.0 | 329.53 | 40-2100 977 824
Other Open Surgery Of The
Knee 3250 | 476.25 | 50-1400 |82 166
Bilateral Knee Replacement
surgery 300.0 | 306.77 | 50-2025 50 3l
Joint Replacements (Hip) 300.0 | 443.51 | 50-1500 637 529




Demystifying Opioids

+ + I+

Many gaps in knowledge about opioids

Demystifying opioids educational package for primary providers
Problems identified by the working group

+ Lack of systematic way of identifying opioid use disorder

+ Access Issues with medication assisted therapy

+ Discomfort with offering and attempting opioid tapers



