Commentary:

New Directions: Policy

COMMENTARY: APPLYING THE
CoMMUNITY PARTNERS IN CARE
APPROACH TO THE OrioiD CRisIs

Background: Given national concern over
rising mortality from opioid use disorders
(OUD) and challenges to increasing OUD
treatment access, a coalition approach may
hold promise to improve access and out-
comes for diverse populations. We present
considerations of a community-partnered
working group on adapting the Community
Partners in Care (CPIC) study and coalition
approach to OUD.

Method: During January 2016 through Jan-
uary 2017, academic, provider, consumer
and policy stakeholders reviewed options to
adapt CPIC’s Resources for Services (RS) for
individual program technical assistance and
Community Engagement and Planning (CEP)
for coalition support to OUD treatments,
integrating stakeholder input into design op-
tions with estimated sample sizes.

Findings: The working group recommend-
ed Community Reinforcement and Family
Treatment (CRAFT) as a stakeholder-support
intervention to facilitate uptake and adher-
ence to Medications for Addiction Treat-
ment (MAT). Recommended implementa-
tion interventions for MAT/CRAFT were
expert technical assistance supplemented by
organizational readiness, and CEP for coali-
tion support with a Learning Collaborative.
Power estimation suggests that to compare
implementation intervention effects on
abstinence would require a somewhat larger
enrolled sample and 3-4 times the screening
sample as CPIC, and for mortality, at least
5-10 times the enrolled sample as CPIC.

Discussion: Stakeholders viewed the CPIC
design and interventions as feasible and
acceptable as community-wide approaches
for addressing the opioid epidemic, but
comparing impacts on mortality would
require large, multi-site trials. Ethn Dis.
2018;28(Suppl 2):381-388; doi:10.18865/
ed.28.52.381.
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BACKGROUND

High rates of opioid use disorder
(OUD) and death from prescrip-
tion and nonprescription opioid
misuse, have led to a national cri-
sis."” Challenges to addressing this
crisis include: 1) lack of perceived
need for treatment among persons
with OUD; 2) low rates of use of
evidence-based treatments with ac-
cess disparities in under-resourced
communities as well as high rates of
OUD and rising morbidity and mor-

tality associated with socioeconomic

James Gilmore, MBA®

changes and other factors in White
non-Hispanic communities; 3) high
rates of mental, physical and social
comorbidities including justice in-
volvement and poverty, complicating
recovery; and 4) high social stigma
for OUD limiting engagement and
community support.”” Addressing
these barriers together may require
a collaborative coalition effort across
diverse services sectors to address
OUD through increasing demand,
access, quality and social support for
services and recovery; but there are
few rigorous studies of coalition ap-
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proaches for OUD.*” Community
Partners in Care (CPIC),® a study of
coalitions for depression services, was
noted in a Cochrane Collaborative
Review as the main rigorous study
internationally of coalitions relative
to an alternative for health of minor-
ity communities.” This commentary
reports recommendations from a
community-partnered working group
on applying the CPIC approach to

OUD treatment and prevention.

Community Partners in Care

(CPIC)

CPIC compared two interven-
tions for implementing depression
collaborative care within two under-
resourced Los Angeles communi-
ties. Health and community-based
programs were randomized within
communities to Community En-
gagement and Planning (CEP) for
coalition support versus Resources
for Services (RS) for individual pro-
gram expert assistance to implement
depression collaborative care.® CEP
used participatory planning to sup-
port coalitions in reviewing collab-
orative care and consider options
to fit implementation to local con-
text, and to develop, implement and
monitor a collaborative plan over one
year, following community partnered
participatory research (CPPR) prin-
ciples.'” RS provided individual pro-
grams with collaborative care tool-
kits and webinars by an expert team.
The toolkits supported assessment,
medication management and cogni-
tive behavioral therapy by licensed
clinicians, guidelines for case man-
agers and community health worker
resources and team management re-

8,11

sources.”'! After program training,
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clients were screened for depression,
enrolled and followed through base-
line, 6 and 12 month surveys. At six-
month follow-up, depressed clients in
CEP vs RS had reduced probabilities
of having poor mental-health related
quality of life (MHRQL), multiple
risk factors for chronic homelessness
and behavioral health hospitaliza-
tion, and increased mental wellness

and physical activity® In primary

1his commentary reports
recommendations from
a community-partnered
working group on applying
the CPIC approach to
OUD treatment and

prevention.

analyses, there was evidence for
continued benefits of CEP vs RS
over 12 months, including reduced
probabilities of poor MHRQL and

behavioral health hospitalization."

Ori0iD USE DISORDER
WORKING GROUP

The OUD Working Group held a
series of meetings from January 2016
through January 2017, including aca-
demics, substance use, mental health
specialty and social service providers,
policy leaders, and community and
invited

consumer representatives,

from organizations in CPIC, other
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Los Angeles initiatives and New York
City partners, including representa-
tives of under-resourced communities
of color and more middle class non-
Hispanic White communities with
increasing rates of OUD. The group
reviewed data on OUD and inter-
vention literature, outlined options
for treatment and implementation
interventions and hosted stakeholder
events for service providers and OUD
clients. The working group integrated
stakeholder input, reviewed recom-
mendations with experts, and esti-
mated sample sizes for comparisons
of interventions on OUD outcomes.

Working Group Framing of

Interventions

The group focused on a strategy
to address multiple challenges limit-
ing OUD treatment access, including
low perceived need for treatment by
individuals with OUD, poor public
understanding of and limited capac-
ity for evidence-based OUD treat-
ments, especially in under-resourced
communities. The group proposed a
community engagement approach to
integrate treatment and prevention
strategies into a public-health ap-
proach.®”"> 'The working group con-
sidered pharmacotherapy and psy-
chotherapeutic approaches to OUD
treatment, selecting Medication for
Addiction Treatment (MAT) with
buprenorphine, methadone or in-
jectable naltrexone coupled with be-
havioral intervention support. Com-
munity Reinforcement and Family
Training (CRAFT)" was selected for
empowering family members and sig-
nificant others to engage drug users
in treatment through positive com-
munication and other behavioral
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Figure 1. Culture of recovery framework

strategies. Because increasing system
capacities for OUD treatments can be
challenging,'* the working group rec-
ommended both individual program
technical assistance (TA) and promot-
ing organizational readiness (OR),"
either as one combined intervention

(TA+OR) equivalent to CPIC’s RS,

or comparing two nested interven-
tions (TA vs TA+OR). The CPIC
CEP intervention was viewed as ap-
propriate for supporting community-
wide collaboration in MAT/CRAFT.
CPIC leaders noted that CPIC coali-
tions opted to work together, so the
group recommended adding Learn-
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ing Collaboratives'® with quarterly
meetings. To clarify the added value
of CEP vs individual program TA, the
group recommended the Consolidat-
ed Framework for Implementation
Research (CRIF),"” which posits that
implementation is best supported by
strengthening inner and outer con-
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texts. Efforts to increase OUD treat-
ment availability have mainly focused
on inner context, and the working
group found no studies of the added
value of coalitions over individual
program assistance for implement-
ing OUD treatments. Policy stake-
holders noted funding gaps for com-
munity stakeholder roles in OUD
interventions. Building on a Culture
of Health Action Framework,'® the
group proposed a “culture of recov-

ery” framework for OUD. (Figure 1)

Stakeholder Input
The

meetings with community stake-
holders

of two-way knowledge exchange,

working  group  hosted
using CPPR  principles

trust and  respect.'”  Questions

guiding the discussions include:
1. How do we talk about

OUD as a
2. Who needs

volved in providing preven-

community?
to be in-

tion and treatment, educa-
tion and outreach for OUD?
3. How can we best com-
bine community engagement
and evidence-based preven-
tion and treatment for OUD?
4. What are outcomes of inter-
est to the community, for per-
sons at risk for or having OUD?
Key  themes from  meet-
ing notes are summarized below.

1. Relevance to diverse popula-
tions. Stakeholders felt that a focus
on OUD “including prescription
and nonprescription use” would be
relevant for majority White and mi-
nority communities. Community
stakeholders emphasized the im-

portance of studying groups such
as African American men at-risk for
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substance use disorders and access
disparities. Academics noted the im-
portance of geographic data to iden-
tify areas at high risk for OUD and
adverse outcomes such as HIV and
mortality; and providers identified
risk areas serving African Americans,
Hispanics and non-Hispanic Whites.

stakehold-
ers thought one way to destig-

2. Community

matize OUD would be to pair it
with alcohol use disorders, which
responds to  MAT/CRAFT."*

3. Provider stakeholders identified
a need to build capacity for MAT and
CRAFT in primary care with a pre-
ventive focus on pain management
to reduce OUD, as an integrated
rather than “cither/or” strategy."
Some community members noted
that under-resourced communities
have disparities in access to effective
pain management while needing in-
creased access to OUD treatment, re-
quiring trust building and education
for an integrated strategy. Providers
for non-Hispanic White communi-
ties commented on issues with client
resistance to recognizing opioid use
for pain as a risk factor for emerg-
ing OUD and health consequences.

4. Stakeholders prioritized diverse
service sectors as relevant sites for col-
laboration in addressing OUD treat-
ment and prevention. For clinical
assessment, treatment and care coor-
dination stakeholders identified sub-
stance use treatment, primary care,
and mental health specialty programs.
Stakeholders also identified social ser-
vices, community-based programs
such as faith-based and local business-
es, schools for youth, and community
centers and home-bound services for
seniors as potential sites for commu-
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nity education, client engagement in
care, partnering in services through
task shifting, addressing comorbidi-
ties such as housing, and providing
client and family and social support.

5. Community stakeholders rec-
ommended a focus on transitional
age youth (TAY), adults and elderly.
The elderly were viewed as a “hid-
den population” for OUD, requir-
ing careful screening and assessment.

6. Engagement of persons with
OUD not recognizing a need for treat-
ment was identified as a high priority.

7. There was interest in public
education for those not in treat-
ment for OUD, to “get people
on the same page using cultur-
ally appropriate language” and ad-
dress social stigma of help-seeking.

8. Clients of OUD services ex-
pressed a need for improved ser-
quality

a focus on respect of patients,

vices and coordination,
and integration of OUD  treat-

ments with services for criminal

justice involvement and housing.
9. A

viewed as appropriate by stake-

coalition  focus  was
holders and noted by research-
ers as a unique contribution.

10. The use of CPPR for equal
power sharing and two-way knowl-
edge exchange for research and
intervention was viewed by stake-
holders as desirable, but would re-
quire capacity building to apply to
OUD research across study sites.

Outcomes of interest to stakehold-
ers included: increasing capacity for de-
livery of MAT and CRAFT as well as
community, family and client education
programs; integration of services for

OUD and comorbid health and social

conditions; client OUD status/severity,
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Table 1. Opioid use disorder (OUD) work group design recommendations

Component

Recommendation

Rationale

Sample

Clinical Intervention

Implementation intervention for
MAT & CRAFT

Service locations/partners

Main randomization

Option: information technology
intervention and individual
randomization

Outcome priorities

Community knowledge/support

OUD sample, in treatment and not in treatment.
Opioid use (pain) sample; High use areas; family
and community members; program admin/
providers.

Medication for Addition Treatment (MAT) &
Community Reinforcement and Family Treatment
(CRAFT)

1) Program Technical Assistance (TA), with
organizational readiness (OR) support; 2)
Community Engagement and Planning (CEP) for
multi-sector collaboration plus “whole person
care” for clinical and social comorbidities.

Health care and community- based sectors.

Cluster (program) level randomization within
communities.

Education/technology support for engagement,
coping and cultural adaptations; could be
individually randomized.

Program, adoption and use of MAT/ CRAFT;
client care engagement, abstinence, functioning,

recovery/quality of life, comorbidities (HIV, criminal

homelessness), mortality; family well-being.

Embed within public education initiative and
use initiative and findings to build community
knowledge and support for OUD treatment and
recovery.

Permits a focus on treatment engagement,
outcome/recovery, prevention, and family/
significant others.

Evidence-based treatments including: support for
family/community for engagement of clients in
OUD treatment.

Comparison of 2 alternative implementation
approaches with and without coalition support; or
3 arm comparisons of separate components (eg,
TA with and without OR, or CEP with and without
whole person care for comorbidities).

Community-wide treatment and engagement
strategy.

Highlights program capacity building, has greater
power than community-level randomization, but
more potential for contamination.

Attends to diversity in backgrounds and
community context for person with OUD and for
families.

Clarifies a range of relevant outcomes for 3-4
stakeholder levels (programs, providers, clients,
families).

Integrates research into community capacity
building as part of community partnered
participatory research goal; requires capacity
building for community-partnered research.

quality of life, and use of, adherence to
and satisfaction with OUD treatments
and health and social support services;
client HIV risk and comorbid condi-
tions (eg, homelessness, criminal justice
involvement); community knowledge,
engagement and support for OUD pre-
vention and treatment; and mortality.

Stakeholders thought that “whole
person” approaches to OUD services
through partnering across sectors in
education, referral and services for
comorbid health and social condi-
tions, similar to Accountable Health
Communities,”! could reduce mor-
bidity and mortality. This was dis-
cussed as part of CEP or an enhanced

model (CEP+) to compare with CEP.

Integration of Stakeholder
Feedback

The working group developed
recommendations (Table 1) for
OUD MAT and CRAFT as OUD
treatments and for implementation
interventions of: 1) technical assis-
tance (TA) through resources for in-
dividual agencies via webinars, site
visits and online resources coupled
with promoting organizational readi-
ness (a single or two nested interven-
tions); and 2) CEP for coalitions to
implement MAT/CRAFT tailored
to communities with learning col-
laboratives, plus an emphasis on
“whole person care” for health and
social comorbidities (as single or two
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nested interventions). In addition,
the group emphasized public educa-
tion.”” Given the integrated focus on
OUD prevention and treatment, the
group recommended as client study
with OUD
whether in OUD treatment or not,
and persons at high risk for OUD,
eg, on prescribed opioids and/or liv-

participants, persons

ing in high-risk communities. The
recommended randomization strat-
egy was program-level within com-
munities for 2 (TA/OR vs CEP) or 3
(TA, TA/OR, CEP; or TA/OR, CEP,
CEP+) interventions. Outcomes were
recommended at the level of commu-
nity, programs, providers and clients,
and abstinence and mortality were
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Table 2. Minimum detectable effect sizes for abstinence, comparing 2 proportions (CEP vs. TA/OR) (80% power, alpha=.05,

two-sided test) 2

Sample size assumed

Proportion in TA/OR =.20°

Proportion in TA/OR =.25 ¢

Total N Analytic N %diff if  %diff if Program  %diff if Program %diff if  %diff if Program  %diff if Program
enrolled (25% attrition) ICC=0 =120 ICC=.01 =200 ICC=.01 ICC=0 =120 ICC=.01 =200 ICC=.01
800 600 9.85% 10.13% 9.99% 10.46% 10.75% 10.60%
900 675 9.26% 9.55% 9.41% 9.84% 10.14% 9.99%
1000 750 8.75% 9.06% 8.91% 9.31% 9.63% 9.48%
1100 825 8.33% 8.64% 8.49% 8.86% 9.20% 9.04%
1200 900 7.95% 8.28% 8.13% 8.47% 8.82% 8.66%
1300 975 7.62% 7.97% 7.81% 8.13% 8.49% 8.32%
1400 1050 7.33% 7.68% 7.53% 7.82% 8.19% 8.02%
1500 1125 7.07% 7.43% 7.27% 7.55% 7.93% 7.76%

a. %diff = % point difference for comparing 2 group proportions (CEP vs TA/OR).

b. Abstinence proportion in the TA/OR group and under null assumed = .20.

c. Abstinence proportion in the TA/OR group and under null assumed = .25.

TA, technical assistance; OR, organizational readiness; ICC, intracluster correlation coefficient.

prioritized for modeling sample size
requirements. An optional feature
discussed was individually tailored
information technology support for
clients and families for coping, com-
munication and access to resources,
for individual-client randomization.
The hypothesis was that by addressing

17 coalition

inner and outer context,
relative to individual program techni-
cal support for implementing MAT/
CRAFT would increase program,
provider and client acceptance/adop-
tion of MAT/CRAFT, reduce opi-
oid use/increase abstinence, improve
functioning, and reduce health and

social comorbidities and mortality.

Analytic Exercise

The working group calculated ex-
pected sample sizes for comparing 2 or
3 interventions on abstinence, defined
as not using opioids at 1 or 2 year fol-
low-up, assessed by survey with an op-
tion for urine testing, assuming 20%
nonresponse; and mortality over 2-5
years. The group considered effect siz-
es based on the literature for treatment

(MAT) or care processes in OUD
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23,24

adults, using a 8-10 percentage-

point increase in abstinence for CEP
over TA/OR rate of 20%; and 20%-
25% reduction in mortality from a TA/
ORrateof 2.5, 5 or 7.5%. We assumed
clients were drawn from 120-200 pro-
grams in 4-6 communities. Power
analyses were based on: 1) two-sided
tests, significance level .05; 2) target
power 80%; 3) program-level Intra-
cluster correlation coefficient (ICC) of
.01.” For comparing 2 implementa-
tion interventions for MAT/CRAFT
on abstinence, an analytic sample size
of 1125 is required to detect an 8%
difference in two proportions and 750
for 10% difference, requiring for 75%
retention at follow-up enrolling 1000-
1500 clients. (Table 2). To achieve this
sample through screening, one would
need to assume high representation
of OUD treatment settings, or given
lower prevalence (ie, 10%-15%) oth-
erwise, screening 10-12,000 adults.
For a 3-arm design with 60 clusters
per arm, the total enrolled of 1500 to
2250 clients is required for pairwise
comparisons across the 3 treatment
arms. With repeated measures, sample

Ethnicity & Disease, Volume 28, Supplement 2, 2018

requirements may reduce by 25%. For
a 2-5 year death rate of 7.5% for TA/
OR with 25% reduction from CEP
(5.625% mortality), the required en-
rollment sample is 7560 clients in 200
programs; for TA/OR probability of
.050, 14,580 clients; and for prob-
ability of .025, 130,050 clients. For
detecting a 20% reduction under
CED for a TA/OR probability of .075,
15,760 enrolled clients are required
(Table 3). To achieve these samples
requires 8-10 times the enrollment
sample for screening, or sampling
from records in large systems which
likely misses groups with unidenti-
fied opioid use. To compare effects for
more affluent vs under-resourced areas
would require a 30%-50% representa-
tion of each, depending on effect sizes.

DiscussioN

We report community-partnered
planning to consider how the CPIC
approach of comparing coalition and
individual technical assistance inter-
ventions to implement behavioral
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Table 3. Sample size required for detecting mortality (proportion), 20%-25% reduction, CEP vs TA/OR

With 25% change CEP vs RS

With 20% change CEP vs RS

Mortality Proportion in TA/ Proportion in Total N Total N required . in Total N Total N required

OR and under null trgatment required if if Cluster=200 trgatment required if if Cluster=200
ICC=0 ICC=.01 ICC=0 1CC=.01

.025 .01875 17196 130050 .020 27618 NA?

.050 .03750 8404 14580 .040 13490 42240

.075 .05625 5474 7560 .060 8782 15760

a. 80% power cannot be reached due to large design effects of clustering. For example, the sample sizes of 200,000 in one arm can only achieve 66% power to detect a

difference between the group proportions of .005.

CEP, community engagement and planning; RS, resources for services; ICC, intracluster correlation coefficient.

health treatments across sectors might
be adapted to address the opioid epi-
demic. There was broad stakeholder
support for comparing coalition and
individual program TA approaches
to implementing MAT/CRAFT for
OUD. Stakeholder input suggested:
enhancing organizational readiness
within individual program technical
assistance and learning collaboratives
within CEP; public education to in-
crease understanding of harms and
treatments for high-risk opioid use;
coupling OUD treatments with pro-
moting safe prescribing practices for
pain management; facilitating engage-
ment of high-risk opioid users not in
treatment into MAT/CRAFT; and
addressing comorbid health and social
factors as a “whole person” approach.
Such components could be inte-
grated into one community-wide ap-
proach or 2 to 3 compared strategies.

The working group identified de-
sign issues, including low prevalence
of OUD in non-OUD treatment set-
tings, requiring much larger screen-
ing samples than CPIC for a given
enrolled sample. Other input empha-
sized the relevance of OUD across di-
verse populations while attending to
disparities in OUD treatment access;
the importance of OUD services for

TAY, adult and seniors; and enhanc-
ing public education while building
system capacity for prevention and
treatment. The analyses of sample
requirements  for

size comparing

implementation strategies for MAT/
CRAFT for OUD suggested that for
abstinence, most comparisons would
require a similar or somewhat larger
enrolled sample as CPIC but screen-
ing 3-4 times more clients for a 2-arm
comparison and an additional 30%-
40% more for 3 arms. For mortality, a
much larger study would be required,
particularly accounting for clustered
sampling, with at least 5 times the en-
rolled sample for a 2-arm comparison
assuming a death rate of 7.5% in TA/
OR and 25% reduction for CEP; and
much larger samples for lower death
rates and smaller effect sizes. This sug-
gests that observing effects on mortal-
ity of alternative implementation in-
terventions for MAT/CRAFT would
require a multi-site national trial in-
cluding areas with high opioid mortal-
ity. Estimation parameters were adapt-
ed from CPIC and the literature on
OUD treatments for two outcomes.
Using CPIC parameters may be rea-
sonable, as CPIC is a unique study of
coalitions compared with an alterna-
tive’; but the study and working group
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were based in Los Angeles conducted
by a study team specializing in CPPR.
It would be important to build capac-
ity for CPPR infrastructure and co-
alition support for a multi-site trial.
National agencies are calling for
innovation in programs and research
to address the opioid crisis (CDC
RFA-CE-18-006; SAMSHA, MAT-
PDOA;  RWJF
oidchallenge.com/);

https:/[www.opi-

hetps:/[www.
surgeongeneral.gov/priorities/opi-
oid-overdose-prevention/index.html
and; Heal Initiative (https://www.
nih.gov/research-training/medical-
research-initiatives/heal-initiative).
The National Institute on Drug Abuse
(NIDA) announced the HEALing
Communities Study  (https://www.
drugabuse.gov/drugs-abuse/opioids/
nih-heal-initiative#HEALing) ~ with
an emphasis on a comprehensive,
community-wide approach to OUD.
We hope that this partnered planning
process may offer guidance for such
efforts and stimulate innovations in
research on public health approach-
es to implement OUD treatments.

ACKNOWLEDGMENTS

This study was supported by the Patient
Centered Outcomes Research Institute Con-
tract PPRN-1501-26518, R0OIMD007721
from the National Institute on Minority

Health and Health Disparities, and UL-

387



Applying CPIC to Opiod Crisis - Wells et al

1TR000124 from the NIH/National Center
for Advancing Translational Science UCLA
CTSI.

CONFLICT OF INTEREST

No conflicts of interest to report.

AuTtHOR CONTRIBUTIONS

Research concept and design: Wells,

Watkins, Hurley, Gilmore; Acquisition of
data: Wells; Data analysis and interpreta-
tion: Wells, Watkins, Tang, Jones, Gilmore;
Manuscript draft: Wells, Hurley, Tang, Jones;

Statistical expertise: Wells, Tang; Acquisition
of funding: Wells; Administrative: Wells,
Hurley, Tang, Jones, Gilmore; Supervision:
Wells, Watkins

REFERENCES

1.

Gomes T, Tadrous M, Mamdani MM,
Paterson JM, Juurlink DN. The burden of
opioid-related mortality in the United States.
JAMA Netw Open. 2018;1(2):¢180217-
¢180217. https://doi.org/10.1001/jamanet-
workopen.2018.0217

Hedegaard H, Warner M, Minifio AM. Drug
Overdose Deaths in the United States, 1999-
2015. Adanta, GA: US Department of Health
and Human Services, Centers for Disease
Control and Prevention, National Center for
Health Statistics; 2017.

Park-Lee E, Lipari RN, Hedden SL, Kroutil
L, Porter J. Receipt of Services for Substance Use
and Mental Health Issues among Adults: Results
from the 2016 National Survey on Drug Use
and Health. September 2017. Last accessed
July 13 from hteps://www.samhsa.gov/data/
sites/default/filessy NSDUH-DR-FFR2-2016/
NSDUH-DR-FFR2-2016.htm

Krawezyk N, Feder KA, Fingerhood MI,
Saloner B. Racial and ethnic differences

in opioid agonist treatment for opioid use
disorder in a U.S. national sample. Drug
Alcohol Depend. 2017;178:512-518. https://
doi.org/10.1016/j.drugalcdep.2017.06.009
PMID:28719885

Case A, Deaton A. Rising morbidity and mor-
tality in midlife among white non-Hispanic
Americans in the 21st century. Proc Natl
Acad Sci USA. 2015;112(49):15078-15083.
https://doi.org/10.1073/pnas. 1518393112
PMID:26575631

Maarefvand M, Eghlima M, Rafiey H, et al.
Community-based relapse prevention for
opiate dependents: a randomized community
controlled trial. Community Ment Health J.
2015;51(1):21-29. hteps://doi.org/10.1007/
s10597-014-9772-1 PMID:25091720

Koh HK. Community-Based Preven-

tion and Strategies for the Opioid Crisis.
JAMA. 2017;318(11):993-994. https://
doi.org/10.1001/jama.2017.13767

388

10.

11.

12.

13.

14.

15.

16.

17.

Ethnicity & Disease, Volume 28, Supplement 2, 2018

PMID:28975293

Wells KB, Jones L, Chung B, et al.
Community-partnered cluster-randomized
comparative effectiveness trial of community
engagement and planning or resources for
services to address depression disparities. J
Gen Intern Med. 2013;28(10):1268-1278.
https://doi.org/10.1007/s11606-013-2484-3
PMID:23649787

Anderson LM, Adeney KL, Shinn C, Safranek
S, Buckner-Brown J, Krause LK. Community
coalition-driven interventions to reduce health
disparities among racial and ethnic minor-
ity populations. Cochrane Database Syst Rev.
2015;(6):CD009905. PMID:26075988
Jones L, Wells K. Strategies for aca-

demic and clinician engagement in
community-participatory partnered

research. JAMA. 2007;297(4):407-410.
https://doi.org/10.1001/jama.297.4.407
PMID:17244838

Chung B, Ong M, Ettner SL, et al. 12-Month
outcomes of community engagement

versus technical assistance to implement
depression collaborative care: a partnered,
cluster, randomized, comparative effec-
tiveness trial. Annals of Internal Medicine.
2014;161(10_Supplement):523-S34. heeps://
doi.org/10.7326/M13-3011

Thomas D, Frascella J, Hall T, et al. Reflec-
tions on the role of opioids in the treatment of
chronic pain: a shared solution for prescrip-
tion opioid abuse and pain. ] Intern Med.
2015;278(1):92-94. https://doi.org/10.1111/
joim.12345 PMID:25556772

Roozen HG, de Waart R, van der Kroft P.
Community reinforcement and family train-
ing: an effective option to engage treatment-
resistant substance-abusing individuals in
treatment. Addiction. 2010;105(10):1729-
1738. https://doi.org/10.1111/j.1360-
0443.2010.03016.x PMID:20626372
Roman PM, Abraham AJ, Knudsen HK.
Using medication-assisted treatment for
substance use disorders: evidence of barriers
and facilitators of implementation. Ad-

dict Behav. 2011;36(6):584-589. https://
doi.org/10.1016/j.addbeh.2011.01.032
PMID:21377275

Aarons GA, Hurlburt M, Horwitz SM. Ad-
vancing a conceptual model of evidence-based
practice implementation in public service sec-
tors. Adm Policy Ment Health. 2011;38(1):4-
23. https://doi.org/10.1007/s10488-010-
0327-7 PMID:21197565

Powell BJ, McMillen JC, Proctor EK,

et al. A compilation of strategies for
implementing clinical innovations in

health and mental health. Med Care

Res Rev. 2012;69(2):123-157. hteps://
doi.org/10.1177/1077558711430690
PMID:22203646

Damschroder L], Aron DC, Keith RE, Kirsh
SR, Alexander JA, Lowery JC. Fostering

18.

20.

21.

22.

23.

24.

25.

implementation of health services research
findings into practice: a consolidated
framework for advancing implementation
science. Implement Sci. 2009;4(1):50.
https://doi.org/10.1186/1748-5908-4-50
PMID:19664226

Plough A. Measuring What Matters: Introduc-
ing a New Action Framework 2015. Last
accessed October 19, 2016 from http://www.
rwjf.org/en/culture-of-health/2015/11/mea-
suring_what_matte.html.

. Hartung DM, McCarty D, Fu R, Wiest K,

Chalk M, Gastfriend DR. Extended-release
naltrexone for alcohol and opioid dependence:
a meta-analysis of healthcare utilization stud-
ies. J Subst Abuse Treat. 2014;47(2):113-121.
hteps://doi.org/10.1016/j.jsat.2014.03.007
PMID:24854219

Roozen HG, Boulogne JJ, van Tulder MW,
van den Brink W, De Jong CA, Kerkhof AJ.
A systematic review of the effectiveness of

the community reinforcement approach in
alcohol, cocaine and opioid addiction. Drug
Alcohol Depend. 2004;74(1):1-13. heeps://
doi.org/10.1016/j.drugalcdep.2003.12.006
PMID:15072802

Alley DE, Asomugha CN, Conway PH, Sang-
havi DM. Accountable health communities—
addressing social needs through Medicare and
Medicaid. N Engl ] Med. 2016;374(1):8-11.
heeps://doi.org/10.1056/NEJMp1512532
PMID:26731305

Kolodny A, Courtwright DT, Hwang CS,

et al. The prescription opioid and heroin
crisis: a public health approach to an epi-
demic of addiction. Annu Rev Public Health.
2015;36(1):559-574. https://doi.org/10.1146/
annurev-publhealth-031914-122957
PMID:25581144

Watkins KE, Paddock SM, Hudson TJ,

et al. Association between process mea-

sures and mortality in individuals with

opioid use disorders. Drug Alcohol Depend.
2017;177:307-314. https://doi.org/10.1016/j.
drugalcdep.2017.03.033 PMID:28662975
Connery HS. Medication-assisted treatment
of opioid use disorder: review of the evidence
and future directions. Harv Rev Psychiatry.
2015;23(2):63-75. https://doi.org/10.1097/
HRP.0000000000000075 PMID:25747920
Murray DM. Design and Analysis of Group-
Randomized Trials. Vol 29. USA: Oxford
University Press; 1998.


https://doi.org/10.1001/jamanetworkopen.2018.0217
https://doi.org/10.1001/jamanetworkopen.2018.0217
https://doi.org/10.1016/j.drugalcdep.2017.06.009
https://doi.org/10.1016/j.drugalcdep.2017.06.009
https://www.ncbi.nlm.nih.gov/pubmed/28719885
https://doi.org/10.1073/pnas.1518393112
https://www.ncbi.nlm.nih.gov/pubmed/26575631
https://doi.org/10.1007/s10597-014-9772-1
https://doi.org/10.1007/s10597-014-9772-1
https://www.ncbi.nlm.nih.gov/pubmed/25091720
https://doi.org/10.1001/jama.2017.13767
https://doi.org/10.1001/jama.2017.13767
https://www.ncbi.nlm.nih.gov/pubmed/28975293
https://doi.org/10.1007/s11606-013-2484-3
https://www.ncbi.nlm.nih.gov/pubmed/23649787
https://www.ncbi.nlm.nih.gov/pubmed/26075988
https://doi.org/10.1001/jama.297.4.407
https://www.ncbi.nlm.nih.gov/pubmed/17244838
https://doi.org/10.7326/M13-3011
https://doi.org/10.7326/M13-3011
https://doi.org/10.1111/joim.12345
https://doi.org/10.1111/joim.12345
https://www.ncbi.nlm.nih.gov/pubmed/25556772
https://doi.org/10.1111/j.1360-0443.2010.03016.x
https://doi.org/10.1111/j.1360-0443.2010.03016.x
https://www.ncbi.nlm.nih.gov/pubmed/20626372
https://doi.org/10.1016/j.addbeh.2011.01.032
https://doi.org/10.1016/j.addbeh.2011.01.032
https://www.ncbi.nlm.nih.gov/pubmed/21377275
https://doi.org/10.1007/s10488-010-0327-7
https://doi.org/10.1007/s10488-010-0327-7
https://www.ncbi.nlm.nih.gov/pubmed/21197565
https://doi.org/10.1177/1077558711430690
https://doi.org/10.1177/1077558711430690
https://www.ncbi.nlm.nih.gov/pubmed/22203646
https://doi.org/10.1186/1748-5908-4-50
https://www.ncbi.nlm.nih.gov/pubmed/19664226
http://www.rwjf.org/en/culture-of-health/2015/11/measuring_what_matte.html
http://www.rwjf.org/en/culture-of-health/2015/11/measuring_what_matte.html
http://www.rwjf.org/en/culture-of-health/2015/11/measuring_what_matte.html
https://doi.org/10.1016/j.jsat.2014.03.007
https://www.ncbi.nlm.nih.gov/pubmed/24854219
https://doi.org/10.1016/j.drugalcdep.2003.12.006
https://doi.org/10.1016/j.drugalcdep.2003.12.006
https://www.ncbi.nlm.nih.gov/pubmed/15072802
https://doi.org/10.1056/NEJMp1512532
https://www.ncbi.nlm.nih.gov/pubmed/26731305
https://doi.org/10.1146/annurev-publhealth-031914-122957
https://doi.org/10.1146/annurev-publhealth-031914-122957
https://www.ncbi.nlm.nih.gov/pubmed/25581144
https://doi.org/10.1016/j.drugalcdep.2017.03.033
https://doi.org/10.1016/j.drugalcdep.2017.03.033
https://www.ncbi.nlm.nih.gov/pubmed/28662975
https://doi.org/10.1097/HRP.0000000000000075
https://doi.org/10.1097/HRP.0000000000000075
https://www.ncbi.nlm.nih.gov/pubmed/25747920

