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The United States is facing an opioid epidemic.  Access to medication-assisted treatment (MAT) 

is recognized as one crucial strategy in decreasing opioid abuse rates and improving population 

health through mitigation of infectious disease and overdose deaths.  However, it has been 

reported that individuals suffering from opioid-use disorders have limited access to MAT.  A 

synthesis of evidence supported project implementation of shared medical appointments (SMAs) 

for opioid relapse prevention as a means to support implementation of MAT, increase patient 

access to treatment, and promote social support in opioid abuse recovery.  Accordingly, this 

project aimed to develop, implement, and evaluate a SMA for medical surveillance follow-up of 

opioid dependent patients receiving injectable naltrexone for opioid relapse prevention in a rural 

health clinic that is embedded within an outpatient behavioral health site.  The practice change 

was guided by The Model for Evidence-Based Practice Change, and each component of the 

Chronic Care Model was integrated into each SMA’s design.  A family nurse practitioner-led 

SMA was conducted once every 28 days, for three consecutive visits.  SMAs served in 

replacement of participants’ individual follow-up medical appointments.  Ten individuals who 

met project inclusion criteria were invited to participate in the project; participant attendance 

varied over the course of the project. Project results indicated that SMAs for medical 
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surveillance of opioid dependent patients in a rural health clinic were feasibly implemented, 

demonstrated a high degree of participant and SMA facilitator satisfaction, and produced modest 

organizational revenue.  The SMAs of the project demonstrated an intrinsic ability to increase 

the FNP’s capacity of treating patients, thus translating to SMAs’ capability of enhancing access 

to MAT in the project’s population.  The integration of the CCM into the project’s design and 

continuous process improvement strategies promoted feasibility in project implementation and 

contributed to clinically significant individual outcomes in regards to opioid cravings and 

hepatitis screening.  Moreover, peer support, a characteristic that is inherent of SMAs and 

essential in opioid relapse prevention, proved to enhance medical care delivery.   
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Evaluation of Shared Medical Appointments for Opioid Relapse Prevention in Patients 

Receiving Medication-Assisted Treatment in a Rural Health Clinic:                                            

An Evidence-Based Practice Project 

Overview of the Problem 

 Opioid addiction is a disease that spares no population.  It is characterized as a “primary, 

chronic, and relapsing disease” that poses deleterious consequences to the health and economic 

status of both the individual and society (American Society of Addiction Medicine [ASAM], 

2016, p. 3).  Rates of abuse of and addiction to opioids have risen to epidemic levels in the 

United States and it has been recognized as a public health crisis (American Medical Association 

[AMA], 2016; Botticelli, 2016).  It is estimated that nearly 1.9 million people in the Unites States 

suffer from substance-use disorders related to the non-medical use of prescription opioids and 

another 435,000 are addicted to heroin (Center for Behavioral Health Statistics and Quality, 

2014).  Furthermore, deaths related to both prescription opioids and heroin have increased 

dramatically in recent years (Rudd, Aleshire, Zibbell, & Gladden, 2016; US Department of 

Health and Human Services [HHS], 2015a).  The rate of unintentional overdoses secondary to 

opioid use has quadrupled since 1999, accounting for over 29,000 deaths nationally in 2014 

(ASAM, 2016; Rudd et al., 2016; Volkow, 2014).  Current estimates place the economic burden 

of opioid addiction at over 50 billion dollars annually in medical and criminal justice system 

expenditures and workplace losses (Birnbaum et al., 2011; Katz et al., 2013).  This economic 

figure does not account for the growing strain on foster care systems.   Since 2009 and largely 

due to the state’s opioid epidemic, Ohio has seen a 19 percent increase in children in foster care, 

contributing to the state’s 45 million dollar annual expenditure for placement costs of children of 

parents addicted to opioids (Public Children Services Association of Ohio [PCSAO], 2016).   
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 Efforts to address the national opioid epidemic largely emphasize drug abuse prevention, 

improving provider prescribing practices of prescription opioids, and increasing access to 

naloxone for prevention of opioid-related overdose deaths (Rudd et al., 2016).  Additionally, a 

broad consensus has formed regarding the effectiveness of Medication-Assisted Treatment 

(MAT) in the combat against opioid addiction.  MAT combines medication, counseling, and 

social support in an effort to help individuals overcome opioid addiction (HHS, 2011b).  The 

Centers for Disease Control and Prevention (CDC) and many professional organizations 

acknowledge increasing access to MAT as a central part to opioid-use disorder treatment and a 

crucial strategy in reducing the nation’s opioid abuse rates (AMA, 2016; ASAM, 2015; 

Botticelli, 2016; Kresina & Lubran, 2011; Rudd et al., 2016). Moreover, MAT improves public 

health through not only reduction of overall rates of opioid use, but also mitigation of overdose 

mortality and transmission of infectious disease (Kresina & Lubran, 2011).    

Significance of the Problem 

 Despite evidence and a broad professional consensus supporting MAT in the treatment of 

opioid-use disorder, integration of MAT for opioid-use disorders has been modest at best 

(Knudsen, Abraham, & Oser, 2011; Roman, Abraham, & Knudsen, 2011).  Less than 45% of 

substance abuse treatment programs prescribe any single substance-use disorder medication, 

with much lower rates of MAT delivery estimated in other sectors of medicine such as primary 

care (Roman et al., 2011).  As such, many individuals suffering from opioid addiction are left 

without care or are wait-listed for evidence-based treatment of their opioid addiction.  Lack of 

access to a provider willing to prescribe pharmacotherapy for substance-use disorders and lack of 

clinical and administrative guidance for the implementation of MAT have been identified as two 

major barriers to MAT for substance-use disorders (Roman et al., 2011).  Individuals suffering 
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from opioid addiction are part of a medically disenfranchised population who often have 

medical, psychological, and social comorbidities that make it challenging for them to 

independently navigate the health care system (Kresina & Lubran, 2011).  Accordingly, there is a 

significant need to support the implementation of MAT through structured evidence-based care 

delivery models, increase patients’ accessibility to health care providers who provide MAT, and 

ensure comprehensive health care services are offered at the point of care.  

Linking Problems, Interventions, and Outcomes 

 SMAs.  Shared-Medical Appointments (SMAs), also commonly referred to as group 

visits, offer an innovative model of interprofessional care delivery (Cabellero, 2015).  Contrasted 

from traditional individualized medical appointments, SMAs bring a group of patients with 

similar medical needs together with a health care provider in an extended appointment.  The 

appointment offers medical management and interactive education in the context of a supportive 

group setting.  SMAs have been successfully utilized in the delivery of care for a variety of 

chronic medical conditions such as diabetes, heart failure, asthma, osteoporosis, and most 

pertinent to this project, addiction (Caballero, 2015; Suzuki et al., 2015).  SMAs have 

demonstrated success in increasing patient access to care, improving patient outcomes, and 

promoting patient satisfaction (American Academy of Family Physicians [AAFP], 2016).    

Purpose and Goals of Evidence-Based Practice Project 

 The purpose of this evidence-based practice (EBP) project was to implement and evaluate 

a SMA for opioid relapse prevention in patients receiving injectable naltrexone in a rural health 

clinic.  The goals of the project were threefold: 

1. Support implementation and facilitate delivery of MAT through an evidence-based 

care delivery model 
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2. Increase patients’ accessibility to a health care provider who provided MAT of 

opioid-use disorder 

3. Defragment care and address the medical and social health care needs of patients at 

the point of care 

Clinical Question 

A Population (P), Intervention (I), Comparison (C), Outcome (O), and Time (T) question 

format helped to construct an answerable and searchable evidence-based practice (EBP) question 

by framing the practice problem clearly and setting a target goal (Larrabee, 2009).  A clinical 

question was developed using this format.   

PICOT. In adults receiving injectable naltrexone for opioid use disorders (P), how do 

shared medical appointments (I) compared to individual medical visits (C) affect opioid relapse, 

patient satisfaction, and provider accessibility (O) over three months (T)?   

Theoretical Framework: Chronic Care Model 

 The Chronic Care Model (CCM) is an evidence-based theoretical framework that was 

developed to guide practice redesign in caring for patients with chronic illness in primary care 

(Bodenheimer, Wagner, & Grumbach, 2002).  The model matches the complexities of chronic 

illness with a multidimensional approach to care.  The CCM values a team-oriented provider-

patient relationship and underscores the importance of proactive and planned care over reactive 

and episodic care (Bodenheimer et al., 2002; Coleman, Austin, Brach, & Wagner, 2009; 

McLellan et al., 2014).  The model has demonstrated success in improving care processes and 

patient outcomes, most notably in diabetes, heart failure, and asthma literature (Coleman et al., 

2009).  The framework has also been adapted by the World Health Organization as a means to 

improve the quality of care delivery for a variety of chronic health conditions (Epping-Jordan, 
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Pruitt, Bengoa, & Wagner, 2004).  Appreciating the chronicity of addiction, and the set of 

challenges that accompany it akin to all chronic conditions, the CCM is conceptualized as being 

both feasible in implementation and capable of eliciting positive process and patient outcomes 

when applied to the management of substance use disorders (McLellan et al., 2014).  Therefore, 

the CCM was chosen to provide structure in redesigning care delivery in the development of 

shared medical appointments for opioid-relapse prevention.  Each component of the CCM was 

operationalized in the design of the practice change and is further described in the section titled, 

Step 4 of the Model: Design Practice Change.  

Major Concepts  

 According to Epping-Jordan et al. (2004), there are four main interacting health system 

components of the CCM that are essential to providing quality chronic illness care.  They are (a) 

self-management support, (b) delivery system design, (c) decision support, and (d) clinical 

information systems.  In order to create an informed and activated patient, these four elements 

require an organized delivery system and adequate community resources (Wagner et al., 2001). 

Figure 1 is a representation of the interacting concepts of the CCM. 

Self-management support.  Wagner et al. (2001) articulate that patients with chronic 

illness are better prepared to cope with the challenges of their illness when they are informed and 

supported in disease self-management.  Primary care teams must assist patients in changing 

unhealthy behaviors and remaining adherent to treatment regimens (McLellan et al., 2014).  Self-

management support within the CCM conceptualizes interventions that enhance patients and 

families’ confidence and skills in management of their condition, rather than increasing mere 

knowledge of chronic illness (Bodenheimer et al., 2002; Wagner et al., 2001).  Self-management 

support is further operationalized by collaborative goal setting and routine surveillance of patient 
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problems and accomplishments (Bodenheimer et al., 2002; Wagner et al., 2001).  McLellan et al. 

(2014, p. 7) note that an “empathetic, respectful, and collaborative” approach to care is effective 

in supporting patients in reduction of substance use among patients with substance use disorders. 

 Delivery system design.  The concept of delivery system design is critical in enabling 

productive interactions (Wagner et al., 2001).  Epping-Jordan et al. (2004) assert a propensity 

towards planned and proactive health care visits, rather than acute and reactive visits within this 

concept.  Planning of health care visits is more likely to create a productive and effective 

contribution to outcomes of a patient’s chronic illness (Epping-Jordan et al., 2004).  

Furthermore, interdisciplinary care is helpful in achieving the multiple care tasks that frequently 

accompany the care of individuals with chronic illness (Wagner et al., 2001).  Applied to 

substance-use disorders, a delivery-system that offers a team-based approach to care and 

combines medical and behavioral health care is more likely to produce favorable patient 

outcomes (McLellan et al., 2014). Interdisciplinary care teams must be accompanied by clear 

role delineation (Bodenheimer et al., 2002).  Delivery system design should consider innovative 

scheduling, visit design, and inclusion of personnel who are able to augment self-management 

support, such as case managers, in operationalization of this concept (Epping-Jordan et al., 2004; 

Wagner et al., 2001).   

 Decision support.  Decision support within the CCM relies on the integration of patient 

preferences, evidence-based guidelines, and access to expertise in caring for patients with 

chronic conditions.  McLellan et al. (2014) assert that the CCM concept of decision support is 

perhaps more important when applied to substance-use disorders than other chronic conditions as 

there is often a lack of provider education in the treatment of substance-use disorders.  In fact, it 

is suggested that operationalization of decision support may encourage broader prescribing 
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practices of medication-assisted treatment of opioid dependence by improving provider comfort 

with pharmacotherapies for opioid dependence (McLellan et al., 2014).  

 Clinical information systems. The goal of the clinical information systems concept 

within the CCM is to organize patient and population data in a concerted effort to facilitate 

efficient and effective care (Coleman et al., 2009).  Computerized information systems can serve 

to create reminder systems that help the health care team’s compliance with practice guidelines 

and as a feedback mechanism for disease outcome measure reporting (Bodenheimer et al., 2002).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. The Chronic Care Model.  Developed by The MacColl Institute, © ACP-ASIM 

Journals and Books, reprinted with permission from ACP-ASIM Journals and Books 
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Model Guiding Project: Model for Evidence-Based Practice Change 

Larrabee’s (2009) revised version of Rosswurm and Larrabee’s original model for 

evidence-based practice change was chosen to guide the project.  The Model for Evidence-Based 

Practice Change, henceforth referred to as The Model, encompasses principles of quality 

improvement, team work utilization, and strategies of evidence-based translation to assist in the 

adoption of a new practice (Melnyk & Fineout-Overholt, 2015).  The original model stemmed 

from Rosswurm and Larrabee’s experiences in leading acute care nurses in research application 

and was largely based on change theory (Melnyk & Fineout-Overholt, 2015).  The Model was 

revised after its original 1999 publication, subsequent to Larrabee’s reflection on mentoring 

nurses who had applied the model.  The revised model incorporates a concept of continuous 

quality improvement, and identifies that whenever implementing evidence, revisions are 

expected in order to facilitate a practice change that is able to be maintained (Larrabee, 2009).  

The Model entails six steps that move from assessing a need for practice to integrating and 

maintaining practice change (Larrabee, 2009).  The steps are subsequently discussed in brief.   

Step 1: Assess a Need for Change in Practice 

 The initial step of The Model involves coupling an identified practice problem or a 

practice improvement opportunity with foreseeable interventions and desired outcomes to form a 

PICOT question (Larrabee, 2009).  The description of the practice problem and developed 

PICOT question were discussed previously in sections titled Introduction and Overview of the 

Problem, Significance of the Problem, and Purpose and Goals of DNP Project.  Another 

important action of this step is to involve stakeholders.  
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Step 2: Locate the Best Evidence  

In the second step of The Model, the developed PICOT question guides a rigorous and 

systematic literature search in order to garner best evidence (Melnyk & Fineout-Overholt, 2015).  

Evidence may include clinical guidelines, systematic reviews, other research, and expert 

committee reports (Larrabee, 2009) .  Larrabee (2009) recommends that critical appraisal tools 

be used to evaluate research and key data from the tools be placed into an evidence table for 

organization and synthesis.   

Step 3: Critically Analyze the Evidence 

Following an exhaustive search for best evidence, the critical analysis of evidence ensues 

(Larrabee, 2009).  The actions of this step involve critique and weighing of the evidence, 

evidence synthesis, and assessment of the feasibility, risks, and benefits of the practice change 

(Larrabee, 2009). 

Step 4: Design Practice Change 

 Within the fourth step of the model, after sufficient evidence has been gathered in Step 3, 

the proposed change is defined (Larrabee, 2009).  Needed resources are then identified, and an 

implementation and evaluation plan of a pilot study are devised (Larrabee, 2009).  Pilot testing 

allows for necessary changes to be made prior to widespread adaption of the practice change that 

occurs in steps five and six of the model. 

Step 5: Implement and Evaluate Change in Practice 

 The fifth step of the model includes the implementation of the pilot study with 

subsequent evaluation of the process, outcomes, and costs (Larrabee, 2009).  The post-pilot data 

is compared to baseline data and members of the team decide if the practice change should be 

adapted, adopted, or rejected.   
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Step 6: Integrate and Maintain Practice Change 

 In an effort to make the practice change a standard of care, the outcomes of the pilot 

study and recommendations about the practice change are presented to key stakeholders and the 

results of the project are disseminated in the final step of the model (Larrabee, 2009).  The hope 

is that project results will garner approval and support from stakeholders to make the practice 

change a standard of care.  Consideration on behalf of the project team members should be made 

to disperse their project findings, ideally through professional presentations and publications.  

Rationale for Use 

 While many evidence-based practice models may have been useful in the implementation 

of this project, the Model for Evidence-Based Practice Change was chosen as a guide for this 

project specifically because the model aims to integrate evidence-based practice into a care 

delivery system (Larrabee, 2009) .  This aim is congruent with that of this project, which is to 

systematically develop and evaluate SMAs as a means for care delivery in opioid relapse 

prevention.  In addition, the concepts of the model are clear and the steps to the EBP process 

change are well-organized.  The simplicity in the assimilation of the concepts is not to undermine 

the comprehensive nature of the model.  The Model begins with asking the practice question and 

evolves to maintaining the change, with opportunity for adaption throughout the process to 

ensure longevity and maintenance of the practice change.   The Model has guided the 

development of this project and evidence-based practice change in its entirety; likewise, each 

step of The Model will serve as a section for this manuscript. A timeline of project related 

activities in accordance with The Model’s steps is located in Appendix A of this manuscript.   
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Step 1 of the Model: Assess the Need for Change in Practice 

Project Setting 

 Internal data.  The setting for project implementation was Firelands Counseling and 

Recovery Services (FCRS) in Sandusky, Ohio.  FCRS is a comprehensive mental health service 

provider.  The organization offers both inpatient and outpatient mental health, counseling, and 

recovery services to consumers in a seven county radius in northwest Ohio (Firelands Regional 

Medical Center [FRMC], 2013).  In 2013, grant funding allowed for the development of a 

primary care medical practice within FCRS to align eligible adults diagnosed with mental illness 

and chemical dependency with primary care medical services (FRMC, 2014).  Primary care 

medical services at FCRS are delivered by one family nurse practitioner (FNP) whose 

collaborating physician remains off-site (C. Barry, Personal Communication, January 15, 2016).  

The primary care medical practice became certified as a Rural Health Clinic in April 2016 (C. 

Barry, Personal Communication, April 21, 2016).   

In January 2016, recognizing the growing epidemic of prescription opioid and heroin 

abuse, the FNP and FCRS administration planned to deploy a MAT program using injectable 

naltrexone for opioid relapse prevention as a means to address the opioid epidemic occurring at 

the local level (C. Barry, Personal Communication, January 15, 2016).  While the Ohio 

Formulary restricts FNP’s prescribing practices of buprenorphine and methadone for adult opioid 

use disorder treatment, naltrexone is within the FNP’s prescriptive scope (Ohio Board of 

Nursing, 2016).  Naltrexone is the first and only FDA-approved opioid antagonist medication for 

prevention of opioid relapse (ASAM, 2015).  The extended-release injectable form of naltrexone 

is administered intramuscularly once every 28 days in a medical practice setting.  The 

medication requires medical surveillance in combination with education, counseling, and care 
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management.  Patients of FCRS entering into the MAT program undergo an Alcohol and Other 

Drug (AOD) Assessment with an AOD counselor (C. Barry, personal communication, March 30, 

2016).  Additionally, patients identified as being appropriate for naltrexone are involved in 

outpatient counseling (E. Kaple, personal communication, March 11, 2016).  This project 

focuses on the medical surveillance portion of the MAT provided by the FNP. 

External data.  FCRS is situated in Erie County, Ohio.  The most recent estimation of 

population in Erie County is 76,634 (Erie County General Health District [ECGHD], 2016).  

Percent of population by race in Erie County is as follows: 87.3% are Caucasian, 8.1% are 

African American, 3.5% are Hispanic or Latino, 0.5% Asian, 0.4% are American Indian and 

Alaska Native, 3.0% are combined races, and 0.8% claim other as their race.  89.3% of persons 

in Erie County are high school graduates.  The median household income is $46,949.         

The Erie County Health Assessment was most recently published in January 2016 

(ECGHD, 2016).  The Health Assessment provides an overview of health-related data for Erie 

County adults (ages 19 years and older) and youth (ages 12 through 18 years) who completed a 

county wide survey during 2015.  Adult drug use data was included in the report.  Some key 

findings from the Health Assessment from the Adult Survey reflecting drug use in the county 

includes: 

1. 3% of adults reported using recreational drugs other than marijuana; 17% of these 

adults used almost everyday 

2. 10% of adults reported misusing prescription drugs; 29% of these adults used these 

drugs almost everyday 
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3. The average per capita dosage rate of opiate and pain relievers in Erie County was 

76.2 doses for every man, woman, and child;  Ohio’s average per capita dosage rate 

was 64.8 doses per capita 

Additionally, the Erie County coroner anticipated 2016 to be a record year for drug 

overdoses in the county (Jackson, 2016).  The county saw eight overdose fatalities related to 

some form of opioid use during the first three months of 2016 alone. This is compelling evidence 

that the opioid crisis is not only at national and state levels, but also in rural communities.  

At the project’s inception, there was only one other facility in Erie County that offered 

injectable naltrexone for opioid relapse prevention (C. Barry, Personal Communication, February 

25, 2016).  This facility had patients receiving injectable naltrexone for both opioid and alcohol 

relapse prevention, and had multiple patients on a wait-list to begin treatment (C. Barry, Personal 

Communication, February 25, 2016).  Hence, key findings of the 2016 Erie County Health 

Assessment and informal benchmarking data demonstrated a need for increasing access to MAT 

for opioid relapse prevention at the local level. 

Gathering Stakeholders 

The Doctor of Nursing Practice (DNP) student was approached to explore and develop 

innovative and evidence-based methods of care delivery for patients eligible to receive injectable 

naltrexone.  The FNP voiced concern that appointments for an individual receiving naltrexone 

range from 20 to 30 minutes.  It was believed that as the MAT program grew, the sole FNP’s 

availability would be inundated, and ultimately limit medical access to patients who are eligible 

to receive injectable naltrexone as well as limit the access of other established patients of the 

practice.  The FNP and Vice President of Behavioral Health also expressed a need for clinical 

guidance in the deployment of the MAT program and were highly enthusiastic to draw on the 
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EBP expertise of the DNP student.  Stakeholders who were directly involved with the project 

included the DNP student, DNP project chair and committee members, FCRS Vice President of 

Behavioral Health, the Site Director of Behavioral Health, the Director of the FCRS Plus 

Program, an AOD case manager, a case manager, a medical assistant, two licensed practical 

nurses (LPNs), and the FNP at FCRS.  Leadership from Firelands Regional Health System’s 

quality and legal departments also contributed to the project by ensuring the project’s 

compliance to regulatory standards, as well as granted approval for project implementation to 

occur within the health system.   

Step 2 of the Model: Locate the Best Evidence 

Search Strategy 

The process used to locate the best evidence in support of the practice inquiry is 

presented in this section.  An evidence search was conducted in March 2016 by searching the 

databases and search engines of the Cochrane Library, the Cumulative Index to Nursing and 

Allied Health Literature (CINAHL), the United States National Library of Medicine (PubMed), 

the National Guideline Clearinghouse, ProQuest Dissertations and Theses, and Google Scholar.  

The databases and search engines were searched using the key words: shared medical 

appointments, medication-assisted treatment, opioid, opioid dependence, naltrexone, methadone, 

buprenorphine, group visits, cluster appointments, and substance abuse.  A manual search of 

reference lists of included manuscripts was also conducted in order to ensure that no relevant 

studies had been missed.  In addition to the literature search, expert position statements on SMAs 

were elicited from the search engine of Google using the key word shared medical appointment. 

Initially, the search sought to elicit evidence evaluating SMAs versus individual patient 

appointments.  The evidence search result was expansive and a review of abstracts within the 
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initial search results revealed that SMAs have been extensively researched on a variety of 

chronic conditions, with varying components of intervention, and on various and numerous 

clinical, process, cost, and utilization outcomes.  The search then refocused to elicit evidence 

directly supportive of the PICOT question and specifically focused on the population at hand 

(patients receiving injectable naltrexone).  However, injectable naltrexone has only been FDA-

approved for the treatment of opioid dependence since 2010 and thus the likelihood of published 

literature evaluating SMAs on patients receiving injectable naltrexone was assumingly low.  The 

evidence search was expanded to include evaluation of SMAs on adults receiving any form of 

MAT for substance use disorders.  Three studies were located that met this inclusion criteria and 

were found to be directly supportive of the PICOT question.   

As described in the previous section titled Significance of the Problem, increasing 

accessibility to health care providers who provide MAT for opioid use disorders was the basis of 

this practice project and likewise served as an outcome measure of the project.  A second phase 

of the evidence search was conducted in order to ascertain evidence to evaluate the effectiveness 

of SMAs on the outcome of patient access to care.  This search was not limited to the population 

within the PICOT inquiry, but was expanded to include SMAs impact on access to care for 

patients with chronic conditions, as addiction is defined as a chronic condition.  Evidence was 

included if it evaluated SMAs on patient access to care, or provider productivity as the latter is 

translatable to patient access to care.  Five studies were located during this phase of the search.  

Inclusion criteria.  In addition to the aforementioned inclusion criteria, studies were only 

included if they studied an adult population in an outpatient setting.  Studies that evaluated a 

medical appointment delivered by a provider with prescriptive privileges in the context of a 
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group setting were included.  Clinical practice guidelines, systematic reviews, research reports, 

expert committee reports, and expert opinions were all accepted as forms of the evidence base.   

Exclusion criteria.  Studies were excluded if they studied a pediatric population or if 

medical appointments were not provided in a group setting.  Interventions that consisted of group 

visits that were not led by a health care provider with prescriptive privileges was also cause for 

study exclusion.  Finally, studies on interventions that did not have intent to manage medications 

were also excluded.    

Step 3 of the Model: Critically Analyze the Evidence 

Appraisal of Evidence 

A rapid critical appraisal was conducted on each study and systematic review in order to 

evaluate the study’s validity, results, and relevance prior to its inclusion in the project’s evidence 

base.  Rapid critical appraisal was conducted using Melnyk and Fineout-Overholt’s (2015) rapid 

critical appraisal checklists.  Studies that withstood rapid critical appraisal were appraised for 

level of evidence, and then organized into an evaluation table along with expert position 

statements supporting the project.  Elements of the evaluation table were chosen on the basis of 

Larrabee’s (2009) suggested headings for an evidence table for quantitative research.   The 

Summary Table of Evidence that is located in Appendix B of this manuscript provides a 

comparison of each study’s aim, methodology, intervention, variables, results, level of evidence, 

and key findings pertinent to the DNP project.   

Hierarchy of evidence.  Each article was appraised for level of evidence.  The higher the 

methodology of a study ranks in the hierarchy, the more likely the results of the study represent 

the actual situation with a lower risk of bias (Melnyk & Fineout-Overholt, 2015).  Larrabee’s 

(2009) Hierarchy of Evidence for Practice was utilized in assessing the level of evidence of each 
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study included in the project.  According to Larrabee’s hierarchy, a Level 1a study is a 

systematic review of randomized controlled trials (RCTs), a Level 1b study is a single properly 

randomized RCT, and a Level 1c study is a well-designed controlled trial without randomization.   

A Level 2a study is a systematic review of cohort studies and a Level 2b study is considered a 

single cohort study.  A systematic review of case-controlled studies, a descriptive comparative 

study, and case series are considered Level 3a evidence, and a single case-controlled study is 

Level 3b evidence.  Level 4 evidence consists of descriptive correlational studies and descriptive 

comparative studies.  Case series, opinions from respected clinical experts, and reports from 

expert committees are Level 5 evidence.  Appendix C provides a comparison of level of evidence 

across literature. 

Literature Review 

 SMAs, MAT, & substance use disorders.  Three studies were located that evaluated 

outcomes of adults diagnosed with substance use disorders receiving MAT in SMA format.  Two 

of these studies, both considered Level 4 evidence, evaluated SMA-delivery of buprenorphine 

treatment for opioid use disorder (Suzuki et al., 2015; Roll, Spottswood, & Huang, 2015).  The 

third study delivered Level 2b evidence to the project and evaluated SMAs impact on rate of 

access to and initiation of naltrexone and acamprosate for alcohol dependent patients (Robinson 

Bowe, & Harris, 2013).  Format of SMAs and outcomes studied varied between studies and each 

will be subsequently described.  

Suzuki et al. (2015) contributed Level 4 evidence to the project’s evidence base to 

support SMAs as a viable model of care delivery for office-based opioid dependence treatment.  

The researchers conducted a pilot study that aimed to report patient and program outcomes after 

implementation of a SMA buprenorphine treatment program for patients diagnosed with opioid 
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dependence (n = 93).  The program was implemented at an urban academic medical center 

outpatient psychiatric clinic that did not offer buprenorphine prior to program implementation.  

Patients underwent induction therapy with buprenorphine and once stabilized, entered into SMA 

groups for treatment maintenance.  SMAs were characterized as 60 minutes with groups of 10 

patients or less, and were facilitated by a nurse practitioner or physician and a social worker 

without a formal curriculum.  52% of patients remained in treatment at six months. From 

baseline to six months, the proportion of urine results for aberrant opioids decreased significantly 

(39% vs. 7.0%, P < .0001), as did depression, anxiety, and craving scores (all P < .0001).  

Suzuki et al. notes that the results of their study are consistent with research on traditional 

models of buprenorphine treatment.  Additionally, 22 patients completed a survey on their 

experience with the SMA model compared to their experiences in traditional models of 

buprenorphine treatment.  Given patients’ favorable views of the SMA model in tandem with 

comparable clinical outcomes to traditional buprenorphine treatment, it is suggested that SMA-

based treatment for opioid dependence is feasible and can be successfully implemented. 

Roll et al. (2015) conducted a cross-sectional observational study in an effort to examine 

patient experiences with SMAs for buprenorphine treatment, providing Level 4 evidence in 

support of this project.  The researchers evaluated the implementation of buprenorphine SMAs 

for opioid use disorder on 28 patients in a buprenorphine SMA program at a safety net primary 

care clinic using a survey.  Patients had participated in SMAs that were 75-minutes, occurred one 

to four times monthly, and were led by a primary care physician and an addictions nurse. The 

survey evaluated respondents’ reported health, mental health, sobriety, and life circumstances 

before SMA buprenorphine treatment and at the time of the survey (visit participation ranged 1 

to 46 months).  Survey results indicated that 88% of patients reported liking the SMA visits, 
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largely because of group support, learning things from other patients in the SMA, and a 

perceived positive influence on sobriety from others in the group.  Self-reported life 

circumstances of individuals within the study also improved; of the 32% patients reporting 

“unsuitable housing” prior to treatment, 80% indicated housing improvement. Nearly all patients 

with outstanding legal cases reported resolution of cases after starting treatment.  Roll et al. 

concluded that a provider and a care manager can efficiently attend to the clinical needs of 

multiple patients with opioid use disorders using a SMA format.  Equally important, the format 

is highly acceptable to patients and seems to have a positive impact on patients’ coping skills and 

life circumstances.  

       Robinson et al. (2013) noted improved access to and increased initiation of naltrexone 

and acamprosate for alcohol dependence subsequent to the implementation of SMAs.  The 

researchers conducted an interrupted time series analysis 16 months prior and eight months after 

a switch from individual patient visits to group medication management visits at a Veterans 

Health Administration facility for 25 alcohol dependent patients.  Group medication management 

visits were described as being led by two providers, lasting one hour, with a maximum group 

size of eight patients.  An average of 3.19 additional patients were treated each month in months 

17 to 24 (P=.044).  The researchers repeated analysis against a control facility and the findings 

remained statistically significant (P=0.008).  The ratio of new to returning patients filling 

prescriptions was then analyzed as a means to determine if the increase in accrual of monthly 

patients was due to an increase in new patients or the persistence of established patients.  The 

study revealed that the increase in accrual of patients after implementation of SMAs was mostly 

attributed to an increase in new patients.   Group medication management visits appear to 
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increase access and initiation of MAT, specifically naltrexone and acamprosate for alcohol 

dependence. 

 SMAs & access to care.   Five studies with various level of evidence were located in the 

evidence search that evaluated SMAs’ impact on the outcome of access to care.  Populations 

varied between studies and each will be subsequently discussed.  Robinson et al.’s (2013) study 

(described previously) was the only study located during the search that evaluated SMAs on a 

substance-dependent population’s access to care and MAT.      

 Heyworth and colleagues (2014) undertook a cross-sectional study in order to examine 

patient experiences when attending SMAs (n=921) versus individual primary care office visits 

(n=921) within a Patient-Centered Medical Home.  SMAs within the study were described as 

lasting 90 minutes in length and were led by a primary care internist, a group facilitator, and a 

documentation specialist.  SMAs were comprised of 10 patients and were on various topics, 

ranging from diabetes to physical examinations.  Mailed Press Ganey questionnaires elicited 

outcomes across five domains, including enhanced access to care.  The study found that SMA 

patients were more likely to rate their visit favorably in the access to care domain, specifically in 

the ability to access an appointment of preference (adjusted OR = 1.49; 95% CI, 1.21-1.92), 

convenience of office hours (adjusted OR=1.22; 95% CI, 1.02-1.45), and shorter wait times for 

laboratory services (adjusted OR=1.49; 95% CI, 1.21-1.92).  Perceived enhanced access to care 

in SMA patients was without compromise to overall satisfaction with care when compared to 

usual care patients (OR=1.26; 95% CI, 1.05-1.52).  Heyworth et al.’s study contributes Level 4 

evidence that associates SMAs with an enhanced appointment access and overall patient-

reported satisfaction.  The researchers conclude that SMAs may be an adequate solution to 
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accommodating patients in a timely fashion in understaffed primary care systems that are 

inundated with a growing number of patients.                    

   Seesing, Groenewoud, Drost, van  Engelen, and van der Wilt (2015) also noted that 

SMAs have the potential to improve productivity without jeopardizing quality of care.  The 

researchers conducted a randomized controlled trial (RCT) on adult patients with chronic 

neuromuscular disease in order to assess whether SMAs in this population represent an efficient 

use of clinicians’ time without compromising quality of care for patients.  Patients who attended 

SMAs in the RCT (n=123) were compared to patients who received an individual appointment 

(n=112).  SMAs were described as lasting one and a half to two hours and were led by a 

neurologist, with a group size of five to eight patients (and their partners) with the same 

diagnosis.  The provider time spent on patients in the SMA arm averaged 16 minutes (range 11 

to 30) compared to 25 minutes (range 20 to 30) in the individual appointment arm.  Seesing et al. 

identified that SMAs in patients with neuromuscular disease are sensitive to group size and 

proportion of patients seeing their treating neurologists, and SMAs in this population became 

cost-effective when group size was at least six and 75% of the patients were seen by their 

treating neurologist.  These findings are Level 2 evidence that associate SMAs with an increase 

productivity for providers without harming quality of care when attention is made to group size 

and patient-provider relationship. 

 A quality improvement project provided descriptive evidence (Level 5) supporting 

SMAs’ impact on patient access and satisfaction and provider efficiency for women at risk for or 

diagnosed with cardiovascular disease (CVD) and at high risk for cardiovascular morbidity.    

Pastore, Rossi, and Tucker (2014) aimed to describe the impact of a NP-led multidisciplinary 

SMA at a women’s cardiovascular clinic within an academic health center.  The SMA provided 
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lifestyle training and evidence-based practice for management and prevention of CVD.  

Outcomes were compared to the general cardiology clinic within the same academic health 

center, though were not subjected to statistical analysis given the quality improvement nature of 

the project.  One of the most notable process improvements noted from the project was in the 

area of patient access to care.  New patients in the SMAs were seen by a physician on average of 

four days of requesting an appointment, compared to four months in the general cardiology 

clinic; for established patients requesting follow-up this was three days versus two weeks, 

respectively.  Additionally, group visits utilized an average of 30 minutes of staff time per 

patient compared to 125 minutes, 90 minutes, and 85 minutes in staff time for individual new 

patient visits, physician follow-up visits, and NP follow-up visits, respectively.  Provider 

productivity in SMAs ranged from 176% to 271% depending on nature of visits, and 94% of 

patients stated they would schedule another SMA. In essence, Pastore et al.’s quality 

improvement project afforded patient access to care and provider efficiency in addition to 

improving patient satisfaction.   

 Sidorsky, Huang, and Dinulos’ (2010) cost-benefit analysis of 301 SMAs over a 16 

month period of time in five outpatient departmental clinics within a health center was included 

in the evidence base.   Of note, only one department provided SMAs for a chronic condition 

(Hepatitis C), representing 30 of the 301 SMAs.  The study was included because it provides a 

comparison of hourly adjusted census levels generated by SMAs versus regular clinic 

appointments as a secondary outcome measure.  Data was adjusted to avoid selection bias by 

forming intradepartmental comparisons matched by diagnosis code. The census analysis 

indicated that mean SMA census per hour for all individual and departmental SMAs were 

significantly higher than non-SMA mean provider census with the corresponding provider 
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(P<.001).  Mean provider census per hour for Hepatitis C regular clinic appointments versus 

mean Hepatitis C SMA census per hour was statistically significant when analyzed separately 

(1.33 versus 2.27; P<.001).  Sidorsky et al.’s study provides Level 3 evidence that SMAs 

improve provider productivity, which in turn translates to patient access to care.  The study also 

demonstrated that this notion holds true across a range of diagnoses. 

Summary of the Evidence 

 Evidence supports SMAs as a viable model of care delivery for office-based MAT for 

opioid dependence (Robinson et al., 2013; Roll et al., 2015; Suzuki et al., 2015).  SMA delivery 

of MAT is effective in decreasing opioid relapse and cravings and in improving depression and 

anxiety scores (Suzuki et al., 2015).  SMAs for MAT of opioid use disorder within a safety net 

primary care clinic can positively impact patients’ coping skills and life circumstances.  SMAs 

are evidenced to improve access to treatment and increase provider productivity without 

jeopardizing quality of care (Heyworth et al., 2014; Pastore et al., 2015; Robinson et al., 2013; 

Seesing et al., 2015; Sidorsky et al., 2010).  Heyworth et al. (2014) discerned that SMAs may be 

an adequate solution to accommodating patients in a timely fashion in understaffed primary care 

settings that are inundated with a growing patient base.  Speaking directly to improved access of 

naltrexone, Robinson et al. (2013) noted improved access to and increased initiation of 

naltrexone subsequent to implementation of SMAs.  These outcomes are without compromise to 

patient satisfaction.  Patients tend to favor the ability to access an appointment time of 

preference, convenience of office hours, and shorter wait times for laboratory services with 

SMAs compared to individual primary care office visits (Heyworth et al., 2014).  SMAs for a 

variety of chronic illnesses, including addiction, are recognized for having a high degree of 

patient satisfaction for the visit format (Heyworth et al., 2014; Pastore et al., 2015; Roll et al., 
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2015; Suzuki et al., 2015).  Patients in SMAs for opioid use disorder appreciate the group 

support, the opportunity to learn things from other patients, and the positive influence on sobriety 

from other group members that is inherent to the SMA format (Roll et al., 2015).   

These studies demonstrated that SMAs for patients diagnosed with opioid use disorders 

are feasible, can be successfully implemented, and serve as an adequate solution to providers 

inundated with an increasing volume of clientele.  Moreover, SMAs have the potential to 

increase access to MAT, are effective in mitigating opioid relapse and cravings, and can improve 

coping and life circumstances for patients suffering from opioid use disorder.  The group context 

that is characteristic of the SMA format is invaluable in providing social support and a positive 

peer influence on sobriety.  Synthesis tables reflecting a comparison of variables of interest is 

presented in Appendix D. 

Gaps in knowledge base. The effectiveness of SMAs is well studied across a range of 

chronic disease diagnoses and outcomes.  This project’s literature review concentrated on studies 

that were directly supportive of the PICOT inquiry at hand.  Studies that evaluated (a) outcomes 

of adults diagnosed with substance use disorders receiving MAT in SMA format and/or (b) 

SMAs impact on the outcome of access to care were included in the literature review.  Research 

that evaluated the outcomes of adults diagnosed with substance use disorders receiving MAT in 

SMA format was limited to three studies, albeit all with promising findings.  This demonstrates 

that there is not expansive clinical knowledge regarding SMAs impact on opioid use disorders 

though the impact of SMAs on other chronic illnesses is well-studied.   Substantial evidence 

discerns a need to increase access to MAT for patients with opioid use disorder.  The literature 

review did reveal considerable evidence supporting SMAs increasing access to care.  Notably, 

however, there is a high degree of variation between studies in populations, components of 
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intervention, and outcomes studied.  Therefore, definitive relationships between study results 

cannot be made. 

Recommendation for practice.  Despite the aforementioned limitations of the literature 

review, evidence synthesized from this review, government initiatives, national guidelines, and 

statements from professional bodies substantiates the implementation of SMAs for opioid relapse 

prevention in patients receiving injectable naltrexone.  Epidemiological data reported in the 

Overview of the Problem section of this manuscript illustrates the current state of a national 

opioid crisis.  Government initiatives and evidence-based guidelines emphasize the need to 

increase access to MAT as a central means to opioid-use disorder treatment and a crucial strategy 

in decreasing national opioid abuse rates (AMA, 2016; ASAM, 2015; Botticelli, 2016; Rudd et 

al., 2016).  This review has discerned that SMAs are an effective model of care delivery in 

increasing access to treatment, including naltrexone pharmacotherapy-assisted treatment in 

substance-dependent patients.  Furthermore, there is a small body of evidence that SMAs can 

feasibly and successfully be implemented  and have a positive influence on opioid relapse and 

cravings, coping, and life circumstances of opioid-dependent patients.  Further supporting the 

recommendation for practice is social support that is characteristic of SMAs.  Social support is 

essential to MAT, and this review has identified the social context of SMAs is beneficial to MAT 

and patients’ journey with sobriety.  

SORT.  Ebell et al.’s (2004) Strength of Recommendation Taxonomy (SORT) was 

employed in order to synthesize all evidence sources and to identify the practice 

recommendation related to the DNP project.  The SORT assists in rating the quality of evidence 

and grading the strength of the practice recommendation.  The SORT scale was primarily chosen 

for use because of its universal use in family medicine and primary care literature.  The scale 
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addresses the quality, quantity, and consistency of evidence and allows for appraisal of single 

studies and bodies of evidence.  The scale emphasizes evidence that demonstrates patient-

oriented outcomes that measure changes in mortality or morbidity.  Only key practice 

recommendations require grading of the “Strength of Recommendation” within SORT.  

Recommendations are based on the highest quality of evidence available.  An “A”-level 

recommendation is based on consistent and good-quality patient-oriented evidence; A “B”-level 

recommendation is based on inconsistent or limited-quality patient-oriented outcomes; A “C”-

level recommendation is based on other evidence, such as consensus, usual practice, opinion, 

disease-oriented evidence, or case series for studies of diagnosis, treatment, prevention, or 

screening.  SORT also helps to discern the quality of evidence.  Only evidence that has patient-

oriented outcomes (outcomes that matter to patients and help them live longer or better lives, 

including reduced morbidity, reduced mortality, symptom improvement, improved quality of 

life, or lower cost) can be assessed for quality within the taxonomy.  A study is assessed to be 

either good-quality with patient-oriented evidence or limited-quality with patient-oriented 

evidence.  SORT also assists in the leveling of individual studies based on whether or not (a) a 

study has patient-oriented evidence, (b) is based on opinion, bench research, a consensus 

guideline, usual practice, clinical experience, or a case series, and/or (c) is of high-quality.  

Levels of evidence range from 1 to 3.  SORT provides algorithms for determining level of 

evidence and strength of recommendation.  It is noted that while the algorithms serve as a 

general guideline for assessing evidence, authors may adjust the strength of recommendation 

based on benefits, harms, and costs of the recommended intervention.   

One statement was synthesized using SORT related to the implications for practice based 

on evidence.  The implication for practice based on evidence is to implement shared medical 
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appointments for MAT of opioid-use disorders as a means to support implementation of MAT, 

increase patient access to treatment of opioid use disorders, improve individual and population 

health outcomes, and promote social support in opioid abuse recovery.  Appendix E depicts 

evidence in support of the DNP project practice recommendation statement, states the strength of 

the recommendation based on the body of evidence, and provides description of the level and 

quality of evidence using the Strength of Recommendation Taxonomy.   

Step 4 of the Model: Design Practice Change 

Implementation Methodology 

Project change defined.  The practice change aimed to develop, implement, and 

evaluate a SMA for medical surveillance follow-up of patients receiving injectable naltrexone for 

opioid relapse prevention in a Rural Health Clinic that is embedded within an outpatient 

behavioral health site.  Protocol for medical surveillance of individuals with opioid dependence 

receiving injectable naltrexone at the project site is at least once every 28 days, usually 

coinciding with the individual’s medication injection regimen.  Accordingly, three SMAs were 

planned, once every 28 days, for three consecutive visits that would serve as shared follow-up 

appointments for ten project site patients who met the project’s inclusion criteria.  This section 

aims to describe the implementation and evaluation methodology.  This section also identifies 

the resources that were necessary for successful project implementation. 

SMA format.  Noffsinger’s (2009) flow of a typical drop-in group medical appointment 

(DIGMA) was adapted in the development of the flow of a semi-structured SMA.  Additionally, 

each component of the CCM was operationalized in the design of the SMAs.  The CCM was 

described previously in the Theoretical Framework: Chronic Care Model section of this 

manuscript and its operationalization in the SMA design is subsequently discussed.  Appendix F 
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depicts the format of the final SMA of the project, adapted from Noffsinger’s DIGMA flow, with 

CCM concepts actualized, and all project process improvement developments incorporated.    

Operationalization of the CCM in SMA design.  Each component of the CCM was 

operationalized in the design of the SMA.  The CCM concept of an organized delivery system 

was best illustrated by robust stakeholder and administrative support for the EBP change.  The 

CCM concept of community resources was integrated into the SMA design by having an AOD 

case manager serve as the SMA behaviorist.  McLellan et al. (2014) notes that substance-use 

disorder patients aligned with case managers who expedited access to community resource have 

an increase in social functioning and lower substance abuse rates at six months follow-up.  As 

case management needs arose during the project’s SMAs, the AOD case manager was able to 

align patients with the appropriate resources.   

The CCM concept of community resources was also integrated into the SMA format.  

Each participant received a patient folder that included community resources and educational 

handouts. A list of area food banks, list of recovery meeting times at a local recovery community 

center, and important phone numbers were provided to each participant at each SMA.  The 

nature of the SMA places individuals within the context of peer support.  Peer support served to 

actualize both CCM concepts of community resources and self-management support.  

Participation in peer-support activities is associated with decreased rates of substance use and 

enhanced psychosocial adjustment (McLellen et al., 2014).   

The SMA facilitators aimed to create an empathetic, caring, and collaborative 

environment during each SMA, thus demonstrating the actualization of self-management support 

in the SMA design.  Further, the AOD case manager delivered unstructured discussion on self-

management support related to opioid relapse prevention when time allowed, and the FNP 
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collaborated with each participant to identify goals, accomplishments, and problems.  The FNP 

documented each participant’s goals on clinical decision support tools so that she could track 

individual goal attainment and provide personalized encouragement at each subsequent follow-

up visit.    

Beyond mere medical visits for the medical surveillance portion of MAT, a successful 

MAT program requires continuous collaboration and communication between medical providers, 

case managers, therapists, counselors, and psychiatrists. This interprofessional collaboration is 

necessary in tracking and supporting opioid-addicted individuals through the many facets of 

MAT (i.e. medical care, counseling, and social support).  It should be noted that simultaneous to 

project implementation, the FNP and DNP student attended weekly interdisciplinary meetings 

with behavioral health stakeholders in order to track individuals enrolled in the project site’s 

MAT program through both the medical and behavioral health components of their treatment.  

The DNP student created a shared electronic spreadsheet database for interdisciplinary health 

providers to communicate patient treatment updates to one another.  This epitomizes the CCM 

concept of delivery system design.  Further, the SMAs of this project provided the opportunity 

for a behavioral health professional and a medical provider to collaborate during a medical 

appointment, thereby providing participants the opportunity to have their medical and social 

health care needs addressed in a single visit. Further contributing to the delivery system design 

concept is that the DNP student provided clear role delineation to each direct stakeholder 

involved with the project. 

In order to satisfy the CCM component of decision support, the DNP student created a 

clinical decision support tool that reflected the American Society of Addiction Medicine’s 

(ASAM) National Practice Guideline for the Use of Medication in the Treatment of Addiction 
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involving Opioid-Use and prescribing implications for naltrexone (ASAM, 2015; Lexicomp, 

2013).  The tool did not replace the FNP’s clinical judgment, but served to promote clinical care 

that was consistent with scientific evidence and the ASAM guideline.  The FNP contributed to 

the tool development through addition of personal preferences.  For example, the ASAM 

guideline recommends that females with childbearing potential be on a reliable form of 

contraception while receiving naltrexone pharmacotherapy.  The FNP prefers to prescribe depot 

medroxyprogesterone acetate (DMPA) to women of childbearing age who are not on a 

contraceptive before initiating or while continuing naltrexone.  DMPA was added as an option to 

the plan of care portion of the tool.  It should clearly noted that counseling is essential for 

patients receiving MAT for opioid-use disorder (ASAM, 2015).  All patients receiving injectable 

naltrexone at the project site also attend outpatient psychosocial therapy and counseling (E. 

Kaple, personal communication, March 11, 2016).   The created tool only reflects the medical 

care components of the ASAM guideline that are addressed during the medical visits with the 

FNP.  The decision support tool is located in Appendix G.   

Outcome data was obtained, in-part, from clinical information systems.  This reflects the 

application of the CCM concept of clinical information systems to the project.  Due to time 

constraints of the project and simultaneous upgrades of the organization’s software platform, the 

decision support tool could not be integrated into the organization’s electronic health record 

(EHR).  Instead, the FNP created a chart template for the SMAs in the organization’s EHR 

software.  The FNP then merged this template into each project participant’s visit note prior to 

each SMA.  This enabled the FNP to have common assessments and treatment options associated 

with the SMA readily available as she documented. 

Table 1 presents the operationalization of each CCM component in the design of SMAs. 
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Table 1 

Operationalization of CCM Components in the Design of the Project 

CCM 

Component 
Application to Project 

Organized 

delivery 

system 

 Robust administrative and organizational support for EBP 

Community 

resources 

 AOD case manager served as SMA behaviorist; was able to align 

participants with needed resources at the point of care 

 List of area food banks provided within each patient folder 

 List of meeting times at local recovery community center provided within 

each patient folder 

 Two educational handouts pertinent to population at hand chosen by FNP 

and provided to participants within patient folder 

 Nature of SMA inherently placed participants in context of peer support 

Self-

management 

support 

 SMA facilitators aimed to create empathetic, caring, and collaborative 

environment during SMAs 

 AOD case manager facilitated unstructured discussion on self-

management support related to opioid relapse prevention 

 Nature of SMA placed medical appointment in context of peer support 

 FNP collaborated with each patient to identify goals, accomplishments, 

and problems and tracked participant goals during subsequent visits 

Delivery 

system 

design 

 Continuous collaboration with behavioral health professionals through 

weekly interdisciplinary meetings and a shared electronic spreadsheet 

database 

 Medical care delivered in an innovative SMA format 

 Interdisciplinary team facilitated SMA with clear role delineation 

 Non-clinician staff utilized fully in the design of the SMA flow 

 Inclusion of an AOD case manager in SMA augmented self-management 

support, and participants’ medical and social health care needs were able 

to be met in a single visit 

 Interprofessional collaboration ensured SMA patients have transportation 

to appointments 

 Post-SMA debriefing huddle facilitated continuous quality improvement 

Decision 

support 

 ASAM National Practice Guideline for the Use of Medication in the 

Treatment of Addiction involving Opioid-Use and clinical monitoring and 

teaching issues related to naltrexone were embedded into a clinical tool 

for FNP to use as decision support  

 Collaborating physician was available to FNP for decision support if 

needed 

Clinical 

information 

systems 

 Information systems were utilized to obtain outcome data 

 Chart template created in documentation software so that common 

assessment and treatment options were readily available 
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Resources. 

Personnel resources. Project implementation was mostly personnel resource intensive 

and required clear role delineation.  The personnel resources employed and the role of each 

individual is subsequently described.   

Program champion. Often times a program champion assists in the initial implementation 

of SMAs (Noffsinger, 2009).  The DNP student served as the program champion in leading the 

development and implementation of the practice change.  The program champion had a high 

degree of physical presence at the project site with multiple responsibilities throughout the 

course of the project.  The majority of the program champion’s responsibilities focused on site 

preparation for SMA implementation, staff training, and development of process improvement 

strategies for each subsequent SMA of the project.  Additionally, after recognizing that there was 

no formal marketing campaign in place for the project site’s MAT program, the program 

champion met with leadership from the organization’s marketing department.  This meeting 

evoked a formal marketing response that aimed to increase community awareness of the services 

that were being offered through the organization’s MAT program.    

Due to unforeseen staffing changes that occurred during the course of the project, the 

program champion also assumed some responsibilities that had originally been planned for a 

medical assistant (MA).  For example, it was originally planned that a MA would prepare 

clinical decision support tools one day prior to each SMA.   However, given staffing changes and 

staff training, the program champion assumed the responsibility of preparing clinical decision 

support tools as to ensure successful implementation of the project.  The program champion also 

assumed the responsibility of ordering and ensuring that each project participant’s naltrexone 

injection was present on site and ready for administration on the days of each SMA.  It should be 
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noted that these administrative duties could be reallocated to a MA or LPN upon staffing 

stabilization.   

Specific responsibilities of the program champion included: 

 Garnering stakeholder support, enthusiasm, and approval of project; 

 Evoking a formal marketing response from the organization’s marketing 

department for the project site’s MAT program in order to increase patient 

volume; 

 Developing SMA marketing materials for distribution to eligible patients; 

 Developing a relationship with a local recovery community center, thereby 

gathering resource material for inclusion into patient folders; 

 Conducting staff training (i.e. organizing and conducting a mock SMA and SMA 

walk-throughs with SMA facilitators); 

 Collaborating with organizational leadership in the development and regulatory 

compliance of a confidentiality release agreement; 

 Scheduling of patients for second and third SMAs; 

 Preparing clinical decision support tools one day prior to each SMA; 

 Developing a cover letter from the FNP for inclusion in patient folders; 

 Creating key-identified patient folders for each SMA participant; 

 Ordering and verifying delivery of naltrexone injections from specialty 

pharmacies for SMA participants; 

 Reserving and preparing the group room for each SMA; 

 Providing refreshments for each SMA; 
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 Leading post-SMA debriefing and developing process improvement strategies to 

incorporate at each subsequent SMA. 

  The program champion was not a SMA facilitator and did not have a direct role during 

each SMA.  Instead, the program champion acted only as an observer during the SMAs in order 

to assist in work-flow issue identification and to lead post-SMA debriefing. 

SMA facilitators.  The review of literature has ascertained that shared medical 

appointments are generally led by one provider, one behaviorist, and occasionally include a 

documenter for efficiency (see Synthesis Table 2 in Appendix D). A behaviorist is generally an 

interdisciplinary team member, such as a nurse or case manager, that facilitates group 

interaction, paces the group, and addresses any group dynamic or psychosocial issues that may 

arise during the group visit (Noffsinger, 2009).  

SMA facilitators were chosen by incorporating the preferences of project site 

stakeholders, SMA literature, and the operationalization of the CCM as previously described. 

The FNP, an AOD case manager, and a medical assistant (MA) were chosen as SMA facilitators 

for the initial SMA of the project.  Due to staffing changes within the Rural Health Clinic, a 

licensed practical nurse (LPN) replaced the MA during the second and third SMAs.  The role of 

each SMA facilitator was adapted from Noffsinger’s (2009) suggested roles of SMA facilitators.  

Facilitator roles then evolved over the course of the project as to incorporate improvements in 

identified workflow issues. Table 2 identifies the final responsibilities of each SMA facilitator. 
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Table 2 

Role of SMA Facilitators  

Facilitator Role 

FNP 

 Bolstered enthusiasm for project 

 Invited qualifying patients to SMA pilot, distributed marketing material, and 

scheduled patients for first SMA 

 Approved a cover letter for inclusion into patient folder 

 Selected patient education to be included in patient folder 

 Chose a pertinent topic to discuss at the beginning of each SMA 

 Developed an electronic documentation template to facilitate ease in SMA 

documented; merged template into participants’ EHR visit note one day 

prior to each SMA 

 Delivered individual medical care in a group setting just as one would 

during an individual medical visit with observers 

 Set collaborative goals with patients 

 Documented medical care provided to each patient 

 Concluded SMA sessions, thanked patients for attending 

 Saw patients individually and privately if warranted 

 Administered naltrexone if prescribed 

AOD case 

manager 

 Arrived ten minutes early to SMA to greet patients and began facilitating 

group interaction 

 Asked participants to state issues that they wanted to discuss with FNP; 

wrote issues on dry erase board 

 Provided group introduction  

 Managed group dynamics and paced group 

 Addressed psychosocial and case management needs 

 Documented any case management needs that were addressed during visit  

LPN 

 Called patients to remind them of appointment two days before SMA 

 Escorted patients into group room as they arrived to project site 

 Distributed name tags and key-identified folders to each patient 

 Had each patient sign confidentiality release agreement upon entering group 

room  

 Collected urine specimen from each patient 

 Ran in-office toxicology and pregnancy testing on urine specimens; 

reported critical findings to FNP promptly 

 Collected and documented vital signs and weight on vital sign tool 

 Updated participant medical history in EHR  

 Performed phlebotomy as ordered by FNP 

 Scanned signed confidentiality release agreements into participants’ EHRs 

 Finalized referrals to specialists as indicated 
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Other personnel resources.  Eight volunteers were recruited to serve as mock patients for 

the project’s mock SMA.  These volunteers are identified as personnel resources that were 

needed for training of SMA facilitators and successful implementation of the project.  The 

volunteers for the mock SMA included friends, co-workers, and family members of the program 

champion and FNP.   

Special materials.  Larrabee (2009) recognizes that the development of a new practice 

may require the development or obtainment of special materials.   

Confidentiality release agreement.  Informed consent was not a required aspect of the 

project. However, it was recognized that the group format of any SMA presents a very real risk 

for private health information disclosure.  Noffsinger (2009) encourages collaboration with an 

organization’s corporate attorney in development of a confidentiality release agreement specific 

to a SMA.  Accordingly, a confidentiality release agreement was developed by the program 

champion in collaboration with leadership from the health system’s quality and legal 

departments.  The agreement was then approved by the organization’s compliance officer as to 

ensure regulatory compliance.  The confidentiality release agreement was adapted from AAFP 

(2016b) and focused on the potential benefits of a SMA, disclosed risks for potential private 

health information disclosure, discussed participants’ responsibility to confidentiality, and 

informed of individual rights regarding health care treatment. The agreement was printed on 

organizational letterhead.  All participants who wished to participate in a SMA were required to 

sign the confidentiality release agreement upon entrance into the group room.  After each SMA, 

these agreements were scanned into each respective participant’s EHR, and the original copy 

retained in a locked filing cabinet at the project site.  The AOD case manager also reviewed 
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confidentiality at the beginning of each SMA.  The confidentiality release agreement is located 

in Appendix H. 

Other materials.  Name tags were originally anticipated to be needed for each SMA 

participant and facilitator and were therefore purchased for the project.  However, it was realized 

that many participants of the SMAs were familiar with one another from participation in group 

counseling and treatment sessions as well as community recovery groups, and each also had a 

close professional working relationship with their provider and case manager (i.e. the SMA 

facilitators).  This suggests that name tags may not be a necessary expense for deployment of 

opioid relapse prevention SMAs in rural settings. 

Two signs were printed on 8 ½ x 11 inch computer paper that stated, “Restroom in Use 

by Group Medical Appointment”.  These signs were placed over existing male and female 

single-stall restroom signs in order to reserve restrooms for the group medical appointment and 

to create gender-neutral bathrooms as a means to accelerate work-flow for obtainment of urine 

toxicology screenings. 

A key-identified patient folder was given to each individual participant at each SMA.  

The folder and its contents were additional materials that were needed for the successful 

implementation of the SMA.  Contents that were included in each folder were: 

 A cover letter from the FNP (see Appendix I); 

 US Food and Drug Administration ([FDA], n.d.) Vivitrol Medication Guide;  

 List of community recovery center group meeting times (see Appendix J); 

 List of local food banks that included each food bank’s days and times of service, 

address, phone number, and identification and income requirements (see 

Appendix K); 
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 Patient satisfaction survey (see Appendix L); 

 Three-item opioid craving questionnaire (see Appendix M); 

 FNP’s business card with professional contact information; 

 Label with the important phone numbers, including the project site’s “nurse line” 

and the organization’s 24/7 mental health hotline; 

 Appointment reminder card for each subsequent SMA; 

 Blank sheet of paper and a pen for taking notes. 

Additionally, the FNP chose two pieces of educational information to include in each 

patient folder.  Educational information varied at each SMA of the project.  Infectious disease 

screening, Hepatitis B vaccination, and nicotine dependence were the educational focuses of the 

first, second, and third SMAs of the project, respectively.  The educational pieces chosen by the 

FNP coincided with a five to ten minute unstructured educational dialogue delivered by the FNP 

at the beginning of each SMA.   

Use of equipment.  Equipment needed for the practice change included a room large 

enough to comfortably sit eleven people and the availability of a nearby private examination 

room and restrooms.  A dry erase board and dry erase markers were also needed.  The dry erase 

board was used by the AOD case manager at the beginning of each SMA to communicate 

questions or issues that participants wanted addressed by the FNP.  Additionally, the dry erase 

board was utilized to communicate to participants the date and time of each subsequent SMA, 

and to highlight the specific educational point that the FNP discussed at the beginning of each 

SMA.   The project site had multiple group rooms with large dry erase boards, therefore the dry 

erase board and markers were of no additional expense to the project. The program champion 

was responsible for reserving and preparing a group room for each SMA. 
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Clearly, equipment needed to provide medical care was also needed for successful project 

implementation.  This equipment included a standing scale, a sphygmomanometer, a pulse 

oximeter, a sharps disposal container, urine toxicology screening cups, equipment for obtaining 

serum laboratory specimens, two stethoscopes, gloves, and a trash can.  Computers were needed 

for provider documentation of delivered medical care.  All equipment needed to provide and 

document medical care for the SMAs is equipment that is typically used during regular, 

individual medical appointments and was present and available for use at the project site.  Hence, 

medical care and documentation equipment was of no additional expense to the project. 

Staff education.  An educational session was conducted one week prior to the first SMA.  

The educational session included a review of SMA facilitators’ roles.  The program champion 

provided each SMA facilitator with an itinerary of the flow of the SMA.   Each facilitator was 

also provided a one-on-one SMA walk-through with the program champion.  SMA facilitators 

contributed to the development of facilitator roles and SMA flow and therefore did not require 

extensive education. 

Noffsinger (2009) suggests a mock SMA be conducted prior to the launch of SMAs.  A 

mock SMA was conducted with the FNP, AOD case manager, MA, program champion, and 

eight volunteer mock patients.  The mock SMA was conducted one week prior the first SMA of 

the project.  The mock session lasted about one and half hours and mimicked the SMA 

appointment format as closely and realistically as possible.  The program champion created 

patient scenarios for each mock patient to engage in.  The mock scenarios included a fabricated 

medical history, questions for the mock patients to ask the FNP, issues for the AOD case 

manager to address, and work-flow interruptions that could potentially occur at a real SMA.   
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The mock SMA assisted in identifying work-flow issues.  For example, it was at the 

mock SMA that the FNP decided that she would rely solely on the clinical decision support tool 

(and not her computer) during the SMA and she would document in the electronic medical 

record immediately after the SMA concluded. Additionally, the mock SMA facilitated the 

realization that since the FNP was not going to utilize her computer during the SMA unless 

absolutely necessary, she would need a medical summary of each project participants’ allergies, 

primary care provider, and a list of current medications.  A medical summary was printed from 

each project participant’s medical record and placed in the additional ply of the manila folder 

that contained the clinical decision support tool. 

Participant eligibility.  Eligibility criteria for individuals to participate in the SMA 

project included: 

 Age 18 years or older 

 English speaking 

 Intact hearing 

 Diagnosed with opioid dependence or opioid-use disorder and receiving, or eligible to 

receive, extended-release naltrexone 

Recruitment of project participants.  Beginning in June 2016, flyers were developed 

and placed at the project site by the DNP student as a means to inform eligible individuals of the 

opportunity to participate in the project.  As the FNP encountered patients during routine office 

visit during June 2016 and July 2016 who met the SMA eligibility criteria and required 

subsequent monthly follow-up, the FNP provided the individual with a flyer, briefly described a 

SMA, and enthusiastically encouraged the patient to partake in the SMA pilot.  The FNP then 

placed willing patients on her schedule for the first SMA, until the SMA census goal of ten 
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patients was reached.  The FNP is highly enthusiastic and knowledgeable about SMAs, so 

scripted recruitment as Noffsinger (2009) suggests was not necessary for this project.  Ten 

project participants were recruited in this manner and placed on the FNP’s schedule for the initial 

SMA.   

Two days prior to each SMA, a MA or LPN called and reminded each participant of his 

or her group visit appointment and ensured that he or she had transportation available for the 

visit.  It was planned that if transportation was identified as an issue, the MA or LPN would 

collaborate with the participant’s case manager in order to assure transportation.  However, no 

participants reported difficulty with transportation during reminder telephone calls.   

Project Approval 

Agency approval for project implementation was granted by the project site’s parent 

organization.  The organization assessed the project to be of a service enhancement nature, and 

thus did not require institutional review board (IRB) evaluation to be initiated.  The letter of 

permission issued by the organization is located in Appendix N.  An inquiry was then submitted 

to the University of Toledo’s Department for Human Research Protection (DHRP) assessing the 

project’s qualification as a process improvement modality.   A memorandum issued by the 

University’s Director of the DHRP certified the project as meeting process improvement criteria 

and granted permission for the project to proceed without further review from University’s IRB 

or the DHRP (see Appendix O).  

Billing of SMAs 

No official payment or coding for group visits has been published by Medicare (AAFP, 

2016).  AAFP sought clarification from the Centers for Medicare and Medicaid Services (CMS) 

regarding the most appropriate CPT code to submit when billing face-to-face evaluation and 
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management (E/M) services provided during a SMA, in the context of education.  CMS’s 

response stated that a physician can furnish a medically necessary face-to-face E/M visit (CPT 

code 99213 or similar depending on level of complexity) to a patient that is observed by other 

patients; however, any group activities should not impact the level of code reported for the 

individual patient.  The AAFP also advised that group visits that include a non-physician 

provider, such as a behavioral health specialist, may be able to bill the portion of the group visit 

provided by that non-physician provider, for example a code for health and behavior intervention 

(96153).  This code cannot be billed by the physician, but rather may be able to be billed by the 

non-physician provider for the portion of the group visit that the individual led.  The project site 

was provided this information and billed for services accordingly. 

Outcome Methodology 

As with any EBP change, the ultimate goal of the project was to improve patient 

outcomes (Larrabee, 2009).  The project’s evaluation design largely aimed to evaluate the 

significance that a SMA for opioid relapse prevention has on patient-centered outcomes.  This 

section describes the evaluation methodology of the EBP project. 

Medical records were utilized to extract demographic and clinical data.  Demographic 

data included age, race, gender, nicotine dependence status, infectious disease status, medical 

insurance coverage, and marital status.  Previously described opioid craving and patient 

satisfaction questionnaires were coded and placed in respective key-identified patient folders.  

Patient folders were distributed by the medical assistant at the first SMA, and then the LPN at the 

second and third SMAs.  The program champion and FNP were blinded to the key code as a 

means to minimize potential bias throughout the project.  Collected data was then analyzed and 

descriptive statistics generated using SPSS software by the DNP student with assistance from a 
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university statistician.  Informal staff evaluation of the feasibility and satisfaction of the SMAs 

also took place through discussions with stakeholders directly involved with the project’s 

implementation. 

 Outcome measures.  Outcomes measured pertaining to participants who entered into one 

or more SMA of the project pilot included (a) opioid relapse, (b) opioid cravings, and (c) 

satisfaction of visit format.  Access to care, the basis for this EBP project, was also examined.  

Cost-effectiveness of the project was evaluated with a cost-benefit analysis.  An informal 

assessment of stakeholder perspectives of the feasibility and satisfaction of the SMAs was 

collected. 

 Opioid relapse.  Relapse was measured by urine toxicology submitted by each individual 

participant at each SMA.  Failure to submit a urine sample or the presence of opioid metabolites 

or opioid agonists in the urine sample constituted opioid relapse.  It is a standard of care to 

ensure patients are not taking opioids while on naltrexone, therefore the FNP requires patients to 

submit a urine sample for toxicology screening at opioid-use disorder and naltrexone 

management visits.  Therefore, this outcome measure was available at no additional cost to the 

project.   

 The project site uses the Uscreen Drugs of Abuse Cup by US Diagnostics for in-office 

qualitative detection of drugs in the human urine system.  Among other substances, the Uscreen 

Drugs of Abuse Cup screens for the presence of opiates (heroin, morphine, and codeine), 

methadone, and oxycodone (US Diagnostics, 2012). The Uscreen Drugs of Abuse Cup has been 

analyzed for accuracy by comparison of viewer reading of the Uscreen test to Gas 

Chromatography Mass Spectrometry (GC-MS) of 1120 clinical urine specimens.  The test was 

read by three different viewers. For the presence of opiates, the percent of agreement between 
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the three viewers and GC-MS analysis for a positive test was 97.5% to 100% (CI 95%, 84.5% - 

100%).  For the absence of opiates, the percent of agreement between the three viewers and GC-

MS analysis for a negative test was 95% to 100% (CI 95%, 82% - 100%).  Percent of agreement 

between the three viewers and GC-MS analysis for the presence of methadone and a positive test 

was 100% (CI 95%, 84.5% - 100%).  For methadone’s absence and a negative test, agreement 

with GC-MS analysis ranged from 95% to 97.5% among the three viewers (95% CI, 82% - 

100%).  For the presence of oxycodone, all three viewers had 100% agreement with GC-MS for 

a positive test (95% CI, 84.5% to 100%); for its absence, viewer agreement ranged from 95% to 

97.5% for a negative test when compared to GC-MS analysis (95% CI, 79.5% - 100%).  US 

Diagnostics ascertained specificity of the Uscreen Drugs of Abuse Cup by adding drug 

metabolites and other components that are likely to be present in human urine to drug-free 

normal human urine.  The following structurally related compounds elicit positive results for the 

following tests: 

1. Opiates: Morphine, codeine, ethyl morphine, hydromorphone, morphine 3-β-d 

glucuronide, thebaine 

2. Oxycodone: Oxycodone, dihydrocodeine, codeine, hydromorphone, morphine, 

acetylmorphine, buprenorphine, ethyl morphine  

3. Methadone: Methadone 300, ooxylamine 

Opioid cravings.  Composite scores of a three-item craving scale administered at the end 

of each SMA over the course of the project was used to evaluate the SMA’s impact on opioid 

cravings (Weiss et al., 2003).  Participants answered three questions with response options that 

ranged from 0 for “no desire/likelihood of use” to 9 for “strong desire/likelihood for use”.  The 

composite score was a sum of these three items, ranging from 0 to 27.  Composite scores of the 
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three-item craving scale have demonstrated a high degree of internal consistency with a 

Cronbach’s alpha of 0.78 (Weiss et al., 2003).  Weiss et al. (2003) applied the scale to cocaine 

use; the researchers identified that craving, when measured by the composite score of the craving 

scale, was a statistically significant predictor of cocaine use in the following week (OR=1.1, 

z=7.05, p<0.001).  The odds ratio of 1.1 based on the 27-point scale corresponds to a ten percent 

greater likelihood of substance use in the subsequent week for every three point increase in the 

composite score (Weiss et al., 2003).  The craving questionnaire that was administered to SMA 

patients is located in Appendix M. 

Satisfaction of visit format.  An eight question written patient satisfaction survey was 

administered to participants at the end of each SMA over the course of the project in order to 

evaluate participant satisfaction with SMA visits.  The first five questions of the survey allowed 

respondents to answer on a five-point Likert Scale with responses ranging from “very poor” to 

“very good”.  Questions assessed respondents’ rating of a) overall satisfaction with the care 

provided at the visit, b) explanation of problems and conditions, c) information received about 

medication, d) time that the provider spent with the respondent, and e) level of concern 

expressed by the providers.  The sixth question of the survey asked a dichotomous question, 

allowing for a  “no” or “yes” response regarding if the respondent would recommend a SMA to a 

friend or family member.  The last two questions of the patient satisfaction survey were 

identified as “optional” and afforded respondents the opportunity to provide a qualitative 

response about what he or she did and did not like about the SMA visit.  The patient satisfaction 

survey is located in Appendix L.  

Access to care.  Measurement of patient access to care was measured through provider 

capacity, specifically provider productivity.  The average number of patients seen clinically per 
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hour on the days that the SMAs occurred over the course of the project was compared to the 

average number of patients seen clinically per hour on three days that have only usual 

appointments.  Comparisons drew on information from the same day of the week in the week 

after each SMA in which only usual individual appointments occurred.   

Step 5 of the Model: Implement and Evaluate Change in Practice 

Activities related to Step 5 of The Model, implementation and evaluation of the practice 

change, took place over a nineteen week period.  A timeline of previously described project-

related implementation activities is located in Appendix P.  This section aims to describe 

evaluation of project processes and outcomes. 

Evaluation of Implementation 

Project participation.  Ten individuals who met the project’s eligibility criteria agreed 

to and were scheduled by the FNP to attend three consecutive, 60 minute FNP-delivered SMAs 

for opioid relapse prevention, every 28 days, in replacement of their individual medical follow-

up appointments for opioid dependence.  Prior to the first SMA of the project, the project site 

had lost contact with one individual that was originally enrolled in the project; contact was not 

regained with this individual throughout the course of the project.  Therefore, a total of nine 

participants attended one or more SMAs of the project.     

Individual participation in each SMA varied over the course of the project.  If an 

individual did not participate in a SMA, and the project site still had contact with the individual, 

the FNP scheduled him or her for an individual appointment and then invited the individual to 

the next scheduled SMA for subsequent follow-up.  The mean number of SMAs attended by the 

project participants who were eligible for all three SMAs of the project was 1.86 (standard 
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deviation .900).  Table 2 displays project participants’ attendance to SMAs over the course of the 

project.    

Table 3 

Project Participant Attendance to SMAs 

  Participant 
 FCRS101 FCRS102 FCRS104 FCRS105 FCRS106 FCRS107 FCRS108 FCRS109 FCRS110 
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Did not 
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“forgot” 

about 

SMA 

Came late 

to SMA; 

FNP asked 

her to 

reschedule 

Attended Attended Attended Attended Attended Attended Attended 

S
M

A
 2

 

Loss of 

contact 

Did not 

attend 
Attended 

Did not 

attend; 

reported 

orientation 

for work 

Not 

eligible to 

participate 

Attended Attended 
Did not 

attend 
Attended 
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Attended Attended Attended 
Loss of 

contact 

Not 

eligible to 

participate 

Attended 

Did not 

attend; 

Reported 

had 

training at 

work 

Not 

eligible to 

participate 

Did not 

attend. 

Reported had  

psychiatry 

appointment 

at same time 

as SMA 

 

Demographics.  Demographic data of project participants is summarized in Table 4.  Age 

of project participants ranged from 25 to 53 years.  The average age of participants was 35.11 

years (SD 10.216).  Three males (33.3%) and six females (67.7%) participated in the project.  All 

participants were Caucasian.  Seven project participants (77.8%) were single; two (22.2%) were 

married.  Most project participants (66.7%) had Medicaid as health care insurance, while 33.3% 

of project participants had commercial health care insurance. Prior to project implementation, 

78% of project participants had no documentation of hepatitis screening.  There were no project 

participants who had documentation of HIV screening prior to project implementation.   
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Seven project participants (77.8%) were tobacco users.  Related to past opioid use, four 

project participants (44.4%)  reported past opioid use was non-prescription use of prescription 

opioids, three participants (33.3%) reported past opioid use as heroin, and two (22.2%) reported 

both non-prescription use of prescription opioids and heroin as past opioid use.  Most project 

participants (66.7%) had been in the MAT program for one month or less and had received one 

naltrexone injection prior to the first SMA of the project; two project participants (22.2%) had 

been in the MAT program for two months and had received two naltrexone injections prior to the 

first SMA; and one participant (11.1%)  had been in the MAT program for three months and had 

received three naltrexone injections prior to the first SMA of the project.  The mean number of 

injections received by participants prior to the first SMA of the project was 1.44 (SD 0.726). 

Table 4 

Summary of Project Participant Demographics (n=9) 

Age 35.11 years (SD 10.216) 

Gender Male: 3 (33.3%) 

Female: 6 (67.7%) 

Ethnicity Caucasian: 9 (100%) 

Marital status Single: 7 (77.8%) 

Married: 2 (22.2%) 

Health insurance type Medicaid: 6 (67.7%) 

Commercial insurance: 3 (33.3%) 

Past opioid use Non-prescription use of prescription opioids: 4 (44.4%) 

Heroin: 3 (33.3%) 

Non-prescription use of prescription opioids and heroin: 2 (22.2%) 

Current tobacco use Yes: 7 (77.8%) 

No: 2 (22.2%) 

Number of extended 

release naltrexone 

injections received prior 

to first SMA 

One: 6 (66.7%) 

Two: 2 (22.2%) 

Three: 1 (11.1%) 

Mean: 1.44 (SD 0.726) 
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SMA 1.   The SMA census of the initial SMA of the project was seven participants.  The 

SMA lasted 85 minutes.  The FNP reported about 40 minutes of computerized documentation 

after the SMA concluded.  One individual who was originally scheduled for the SMA did not 

attend.  This individual later called the project site and stated that she had forgotten about the 

appointment.  A separate individual arrived 45 minutes late to the SMA and was asked by the 

FNP to reschedule for an individual appointment.  It was also during the first SMA that one 

participant had a positive pregnancy test and was no longer eligible to receive injectable 

naltrexone, and likewise no longer eligible to participant in subsequent SMAs. 

The educational focus of the first SMA was hepatitis screening.  The FNP initiated 

unstructured dialogue at the beginning of the SMA regarding the importance of infectious 

disease screening, specifically hepatitis and HIV.  Additionally, educational material related to 

hepatitis screening was chosen by the FNP and included in each participant’s patient folder.     

SMA 2.  The second SMA of the project lasted 60 minutes. Four individuals participated 

in the SMA; each had attended the first SMA.  The project site had lost contact with two of the 

originally enrolled project participants.  Two project participants did not attend the SMA for 

reasons unknown, and one patient reported orientation for a new job and was not able to attend. 

Staffing changes occurred at the project site after the first SMA and before the second SMA.  

The project site no longer employed the originally trained MA, but rather a LPN.  Therefore, an 

LPN performed the duties originally allocated to the MA in the first SMA. Additionally, the 

originally trained AOD case manager was absent from work the day of the SMA, and so a 

licensed social worker who serves as a behavioral health case manager at the project site fulfilled 

the AOD case manager’s duties during the second SMA.   
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The educational focus of the second SMA was Hepatitis B vaccination.  The FNP 

delivered an unstructured discussion on the importance of Hepatitis B vaccination.  Insurance 

coverage and vaccination series cost information was provided to the group.  Printed education 

that was chosen by the FNP regarding Hepatitis B vaccination was provided within each 

participant’s patient folder.  Additionally, printed information regarding a local recovery walk 

that was sponsored by a local recovery community center and occurring the following day was 

given to each participant in the patient folder.     

The FNP reported 15 minutes in post-SMA computerized documentation of delivered 

care. The FNP attributed the decrease in documentation time from the first SMA to the second 

SMA to having a template prepared and merged into each individual participant’s EHR visit note 

one day prior to the SMA.  The case manager provided specific resource information and 

emotional support to one participant during the second SMA.   

SMA 3.  The third SMA of the project lasted 55 minutes and was attended by four project 

participants.  Two of the four participants had attended all three SMAs of the project.  The other 

two individuals who participated in the third SMA had not been to any SMA of the project.  Of 

the project participants who did not attend the third SMA: two participants were not eligible to 

participate due to ineligibility to receive naltrexone, one participant the project site had lost 

contact with, one participant had a conflicting appointment, and one participant reported training 

at a new job.  The SMA was facilitated by an LPN and the AOD case manager. 

Given the fact that the majority of project participants (78%) were daily smokers, the 

FNP initiated an unstructured dialogue about tobacco cessation and benefits thereof at the 

beginning of the third SMA.  Within the patient folders, each participant was provided with 
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tobacco cessation educational information that was chosen by FNP.  Each participant was also 

provided with the Ohio Tobacco QuitLine telephone number.  

Continuous process improvement.  Work-flow issues were identified and strategies for 

improvement were developed during post-SMA debriefing.  The majority of project work-flow 

issues occurred during the initial SMA of the project.  Informal feedback from SMA facilitators 

attributed noted improvement in SMA workflow and SMA duration at the second and third 

SMAs of the project to the continuous process improvement that was built into the project design 

through post-SMA debriefing. 

Observed workflow.  The initial SMA of the project was scheduled immediately after an 

intensive outpatient program (IOP) that some project participants attended.  It was originally 

assumed by project stakeholders that having a SMA immediately after IOP would promote 

participant attendance and minimize transportation issues to the SMA.  However, IOP is a three 

hour program.  Individuals leaving IOP requested a ten minute “smoke break” after IOP and 

before the SMA.  This break was granted by the FNP.  This interruption in the planned schedule 

is thought to have contributed to the SMA lasting longer than the originally planned 60 minute 

timeframe.  Additionally, a participant had a positive pregnancy test that the MA brought, 

privately, to the FNP’s attention during the appointment.  The FNP took the individual aside 

privately to inform her of the positive pregnancy test and to align her with prenatal care.  Many 

participants had routine laboratory work ordered by the FNP for the monitoring of the naltrexone 

use and some participants agreed to infectious disease screening recommended by the FNP.  

Hence, this required the MA to perform phlebotomy on multiple participants.  These many 

factors, in combination to one individual’s late arrival and staff having to take time to reschedule 
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her for an individual appointment, is thought to have contributed to the first SMA of the project 

lasting longer than the originally anticipated 60 minutes.   

Post-SMA debriefing of the first SMA also identified the need for the MA to have a 

separate paper to document vital sign and urine toxicology screening results. It was realized 

during the first SMA that the FNP needed to use the clinical decision support tools simultaneous 

to the MA needing to document vital signs, weights, and urine specimen screening on the same 

tools.  A separate tool for the MA would allow each SMA facilitator to perform her duties.  It 

was therefore planned that during subsequent SMAs, the MA would document vital signs, 

weights, and urine screening results of all patients on a one-page tool.  It was planned that when 

the MA completed vital sign, weight, and urine screening documentation on the tool, she would 

give the tool to the FNP.  Additionally, it was planned that during subsequent SMAs the MA 

would highlight any abnormal findings and verbally report critical findings to the FNP (e.g. 

critical blood pressures, positive urine pregnancy tests, opioid metabolites present in urine 

screening). This tool was created by the program champion and was utilized in both the second 

and third SMAs of the project, with noted improvement in workflow.  The aforementioned vital 

sign tool is located in Appendix Q. 

Feedback from the FNP indicated great satisfaction with the workflow of the second 

SMA of the project.  The FNP attributed the smoothness of the SMA to aforementioned 

workflow improvements and the efficiency and clinical skill of the LPN.  No workflow issues 

were identified in post-SMA debriefing of the second SMA, and the program champion and 

SMA facilitators followed the same format for the third and final SMA of the project.  The third 

SMA of the project also progressed smoothly.  No work-flow issues were identified in post-SMA 
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debriefing of the third SMA.  Table 5 provides a visual comparison of SMA and continuous 

process improvement variables of each SMA of the project. 

Table 5 

Comparison of SMA Variables 

 SMA 1 SMA 2 SMA 3 

Number of 

participants 
7 4 4 

Duration of visit 85 minutes 60 minutes 55 minutes 

Total time for FNP 

documentation 
40 minutes 15 minutes 15 minutes 

Educational focus 
Infectious disease 

screening 

Hepatitis B 

vaccination 
Tobacco cessation 

SMA facilitators 
FNP, MA, & 

AOD case manager 

FNP, LPN, & 

LSW/case manager 

FNP, LPN, & AOD 

case manager 

Work-flow issues 

- Many participants 

attended IOP 

immediately before the 

SMA and requested a 

break before the SMA, 

delaying the SMA start 

time 

- Other project site staff 

interrupted SMA to ask 

the case manager a 

question 

- FNP & MA both 

needed to use clinical 

decision support tools 

at the same time 

None identified None identified 

Process 

improvement 

strategies for 

subsequent visits 

- Scheduled next SMAs 

to begin 20 minutes 

after IOP concluded 

- Informed project site 

staff that SMA was 

occurring in order to 

minimize interruptions  

-Created vital sign tool 

for MA to document 

vital signs, weights, 

and urine screening 

results 

Not applicable Not applicable 
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 Facilitators of implementation.  The notion of piloting a revolutionary format of care 

delivery for opioid dependent patients receiving injectable naltrexone produced a palpable 

excitement among all involved with the project.  Undoubtedly, the greatest facilitator of the 

project was support from stakeholders and project site leadership.  Individuals directly and 

indirectly involved with the project not only valued the idea of evidence-based practice, but also 

recognized the potential impact that the project could have on the organization, on a community 

in dire need, and on future practice.  Consequently, the program champion was met with a high 

degree of support in every facet of project implementation.   

The passion of the FNP in assisting individuals overcome opioid addiction and her 

enthusiasm for the project cannot be overstated; the project would simply have not been possible 

without either.  The program champion had close communication and collaboration with the FNP 

throughout project development and implementation.  This close collaboration ensured that 

implementation products were not only evidence-based, but also to drew on the clinical 

preferences of the stakeholder responsible for utilizing the final project product.   

 Another recognized facilitator of project implementation was the uniqueness of the 

project site facility, as the project was implemented in a Rural Health Clinic that is embedded 

within an outpatient behavioral health site.  Multiple large group rooms exist within the 

behavioral health site for group therapy and counseling sessions, while the Clinic has two private 

examination rooms.  This afforded the project the simultaneous availability of a large group 

room and a private examination room with respective equipment required for successful SMA 

implementation.  This also enabled the collaboration of a medical care professional and a 

behavioral health professional at each SMA visit.  
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Barriers to implementation.  The project was implemented just months after initial 

MAT program deployment at the project site.  This was demonstrated earlier in demographic 

data, with all project participants being involved in the project site’s MAT program for three 

months or less.  Typically, the FNP tries to align individual follow-up appointments with each 

patient’s naltrexone injection schedule so that individuals are able to receive medical follow-up 

and their injection at the same visit.  Therefore, it was inherently challenging to meet the SMA 

census goal of ten participants with similar injection schedules, in a newly deployed MAT 

program with a somewhat low, nonetheless growing, volume of clientele.  This barrier was 

addressed in multiple ways.  First, the program champion met with leadership from the 

organization’s marketing department in order to evoke a formal marketing campaign aimed to 

increase community awareness and to increase patient volume in the project’s site MAT 

program.  This produced a massive marketing response for the project site’s MAT program, 

including press releases, billboards, brochures placed in the organization’s primary care offices, 

and a mailing to over 20,000 homes in the area. Secondly, in order to allow time for the MAT 

program to grow in terms of patient volume with similar injection schedules, project 

implementation was delayed by one month.  Lastly, the FNP chose to include two individuals 

into the project who had dissimilar injection schedules than the majority of project participants.  

Rather, it was planned that these individuals would participate in the SMA for medical care 

follow-up and return to the Clinic on an individual basis for a nurse visit and administration of 

their naltrexone injection.   

Another obstacle to implementation was in regards to fluctuations in staffing at the 

project site. This was not necessarily viewed as a barrier, but rather a variable of real world 

implementation of science into clinical practice that must be taken in stride.  The MA that 
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facilitated the mock SMA and the first SMA was no longer employed by the project site at the 

time of the second and third SMAs.  This required the program champion to educate the MA’s 

replacement, a temporary LPN for the second SMA.  The third SMA was facilitated by neither 

the original MA nor the temporary LPN, and so the program champion again educated another 

facilitator, an LPN, in preparation for the final SMA.  Education of the LPNs included a one-on-

one SMA walk-through with the program champion one day prior to the actual SMAs.   

Additionally, the originally trained AOD case manager was absent from work the day of the 

second SMA.  A licensed social worker who serves as a behavioral health case manager at the 

project site fulfilled the AOD case manager’s duties during the second SMA.  The program 

champion had prepared the case manager with a SMA walk-through the morning of the third 

SMA.  The program champion also assumed some administrative duties that had originally been 

allocated to the MA in order to ensure successful project implementation.  In hindsight, it was 

beneficial that the program champion had a high degree of physical presence at the project site in 

order to quickly address implications of staffing fluctuations to the project.  Additionally, it was 

beneficial that the majority of the staff at the project site, whether they were directly involved 

with the project or not, were aware of and supportive of the project, and so when a replacement 

case manager was needed just hours before the second SMA, a behavioral health professional 

was not hesitant to assist. 

Another barrier that was recognized by the program champion is not a barrier that it 

related to the project itself, but one that is related to the obtainment of injectable naltrexone.  

Naltrexone in its injectable form is a very expensive medication.  The medication can only be 

delivered from a specialty pharmacy to a provider’s office.  Every 28 days, for each patient 

receiving the medication, the provider’s office must call a specialty pharmacy that accepts each 
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patient’s medical insurance in order to request a refill of the injectable naltrexone.  From there, 

most specialty pharmacies will only refill the medication after they speak with the patient on the 

telephone and the patient okays delivery.  Notably, individuals receiving this medication are 

often difficult to contact, thereby delaying the shipment process, and further contributing to 

provider office staff time in follow-up telephone calls to specialty pharmacies and patients.  

Given the staffing changes and staff training that occurred at the project site during project 

implementation, the program champion assumed the administrative role of ordering and ensuring 

delivery of project participants’ injections from specialty pharmacies.  On one occasion, it took 

the program champion 45 minutes to order three injections from three different specialty 

pharmacies.  The superfluous process of getting injectable naltrexone into the provider’s office is 

somewhat understood given the expense of the medication. However, future public policy 

initiatives related to our nation’s opioid epidemic must address the ease in accessibility to all 

medications used in MAT of opioid dependence, specifically the injectable form of naltrexone 

for opioid relapse prevention. 

Project Results 

 Opioid relapse.  No urine specimens were found to have the presence of opioid 

metabolites or opioid agonists at any SMA of the project.  At the third SMA of the project, one 

of the four participants failed to submit a urine specimen, thereby constituting an aberrant 

toxicology screening and relapse for that SMA.  Data collected in regards to opioid relapse was 

not subjected to statistical analysis given the small sample size of the project.  

Opioid cravings.  Composite craving scores reported at the first SMA of the project 

ranged from zero to 14 with a mean of 3.29 (SD 5.187).  Composite craving scores at the second 

SMA ranged from zero to seven with a mean of 2.33 (SD 4.04).  Composite craving scores at the 
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third SMA of the project ranged from zero to two with an average of 0.50 (SD 1.000).  Given the 

project’s small sample size and the high degree of variability of individual participation in each 

SMA, craving scores were not subjected to repeated measures statistical tests. However, one 

participant who had attended all three SMAs of the project had a decrease in her composite 

craving score over the course of the project.  This participant’s composite craving score 

decreased by seven points from the first SMA to the second SMA, by five points from the second 

SMA to the third SMA, for a total of twelve points over the course of the project.  This is 

clinically significant when considering that every three point decrease in one’s composite 

craving score corresponds to a ten percent decreased likelihood of substance use in the 

subsequent week (Weiss et al., 2003).  Table 6 illustrates project participant’s composite craving 

scores over the course of the project. 

Table 6. 

Project Participant Composite Craving Scores 

Project Participant SMA 1 SMA 2 SMA 3 

FCRS101 
  

0 

FCRS102 
  

0 

FCRS104 14 7 2 

FCRS105 1 
  

FCRS106 2 
  

FCRS107 0 0 0 

FCRS108 0 0 
 

FCRS109 0 
  

FCRS110 6 NR* 
 

*NR=Not reported; participant did not respond to craving questionnaire 
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Patient satisfaction.  Project participant responses to the patient satisfaction survey 

indicated participants were overwhelmingly satisfied with the SMAs of the project.  Figure 2 

illustrates overall patient responses to the questions of the patient satisfaction survey.  All survey 

respondents rated the SMAs “good” or “very good” in all domains.  All survey respondents 

answered that they would recommend a SMA to a friend or a family member.  Qualitative 

feedback from project participants suggested that participants appreciated the informative and 

supportive nature of the SMAs without compromise to individual attention.  Participants also 

enjoyed the opportunity to hear from others who are experiencing the same thing.  Qualitative 

feedback regarding what participants liked and did not like about the SMAs is displayed in Table 

7.  

Figure 2. 

Participant Responses to Satisfaction Survey 
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Table 7. 

Qualitative Feedback from Project Participants 

 
Likes Dislikes 

S
M

A
 1

 

“The support & experience From others.” 

“Friendly Environment!” 

“Its still personal but you can express 

issues and hear from other going thru the 

same thing.” 

“Everything” 

“I got to get my Vivitrol shot.” 

“N/A” 

“Blood being drawn. .” 

“N/A” 

“Nothing” 

S
M

A
 2

 “N/A” 

“Very informative & caring” 

“N/A” 

“Nothing” 

S
M

A
 3

 

“Personably” 

“Colleen & staff have been absolutely 

supportive through out my recovery. Very 

impressed.” 

“Very helpful and informative. I love 

coming here.” 

“-0-” 

“N/A”  

 

Access to care.  Table 8 illustrates the number of patients seen clinically by the FNP on 

days that SMAs occurred and on the three comparison days in which only usual appointments 

occurred.  An average of four additional patients were seen on SMA days versus usual days.  The 

number of patients seen each clinical hour on each comparison day was also ascertained.  An 

independent-samples t-test was conducted on this data, comparing the average number of 

patients seen each clinical hour on three comparison days that only usual appointments occurred 

to number of patients seen each clinical hour on the three days that SMAs occurred.  On average, 

the number of patients seen clinically per hour on usual days (M=0.875, SE .0184) was not 

significantly different from the number of patients seen clinically per hour on SMA days 

(M=1.458, SE .335) (t(46) = -0.588, p = .134).  
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Table 8 

Comparison of Number of Patient Seen per Clinical Day 

Comparison day Number of Patients Seen 

 Usual Day SMA Day 

A 8 12 

B 7 9 

C 6 14 

 

Hepatitis screening status.  An unanticipated outcome of project was related to hepatitis 

screening. According to professional guidelines, individuals of the target population should have 

infectious disease screening, including hepatitis and HIV screening (ASAM, 2015).  Prior to 

project implementation, merely two of the nine project participants had any documentation of 

hepatitis screening.  No project participants had documentation of HIV screening pre-project 

implementation.  Over the course of the project, three project participants received Hepatitis B, 

Hepatitis C, and HIV screening.  Two of the three project participants who were screened for 

infectious disease were found to be positive for Hepatitis C, and each was referred to a 

gastroenterologist for treatment. There were no screened project participants who were reactive 

for HIV.  One participant reported previous infectious disease screening at another facility; 

medical records were requested from this facility and the participant’s medical record updated.  

Three participants were offered infectious disease screening at some point during the project and 

FNP documentation indicated patient refusal of screening.  Hence, and of clinical significance, is 

that at the conclusion of the project, there was a two-fold increase in number of project 

participants who had infectious disease screening, and all project participants had documentation 

of Hepatitis B, Hepatitis C, and HIV screening or refusal of such.  Also clinically significant, is 

that two individuals who partook in the project were found to be Hepatitis C positive and were 
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referred for treatment.  Figure 3 illustrates a comparison of participant Hepatitis C status, pre- 

and post-project implementation. 

Figure 3. 

Comparison of Pre- and Post-Project Implementation Participant Hepatitis C Status 

 

 

 

 

 

 

 

 

 

 

Stakeholder feedback.  Informal feedback from stakeholders related to feasibility of 

project implementation and satisfaction of the SMAs was collected.  From a staffing perspective, 

implementation of SMAs was feasible throughout the course of the project given the additional 

staffing support by the program champion.  Though not formally measured, project stakeholders 

recognized an apparent correlation between participants who were due for their naltrexone 

injection and attendance to a SMA.  Additionally, some participants had time conflicts with the 

SMA times, such as training for a new job or other previously scheduled appointments.  The 

FNP suggested that having more participants with similar injection schedules, and offering 
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appointment times more than once a month, and at varying times such as evening hours, may 

enhance participant attendance to SMAs.   

The FNP was pleased with the peer interaction that she observed during each SMA, 

specifically that the participants were able to support each other with their own lived 

experiences.  The FNP pointed out one scenario that occurred at the beginning of the first SMA.  

A participant stated that she was not craving opioids anymore, but she felt the urge to drink 

alcohol.  Before the FNP had time to respond, a separate participant spoke up and said, “You’re 

probably bored, that happened to me too.   But you have to find a book or something.  You won’t 

get anything from alcohol.”  The FNP appreciated that while she was able to provide the 

participant with medical advice, she has never experienced addiction or recovery herself and 

therefore does not have the knowledge from a lived experience to draw on to have provided the 

participant with.  The FNP noted that she occasionally attends community recovery meetings so 

that she can try to understand addiction and recovery from a patient’s perspective, but she notes 

nothing compares to the support extracted from a lived experience that a peer can offer.  

Consequently, the FNP wholeheartedly believes that the presence of other individuals who have 

experienced opioid addiction and are beginning to experience recovery, enhanced the medical 

care that she was able to provide to each project participant.   

Cost-benefit analysis.  A cost-benefit analysis was conducted in order to ascertain the 

cost of practice change.  Actual costs of materials needed for the marketing of the project and 

implementation of the group visits were included.  Personnel costs for SMA training and SMA 

visits were also factored into the cost analysis.  The project in its entirety cost $588.73.  Adding 

one third of item costs to each SMA’s total personnel costs produced an average single SMA 

cost of $144.32 (SD 14.90).  The organization billed for the medical care delivered to each 
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individual project participant by the FNP.  The CPT code billed to payers reflected the 

complexity of the medical care that the FNP delivered to each individual participant.  The 

organization also billed for community supportive psychiatric treatment services delivered to an 

individual project participant by the case manager during the second SMA.  Other provider 

services, such as CPT codes related to phlebotomy and administration of intramuscular injections 

were also included in the summation of provider billing figures.  Table 9 displays amounts billed 

to each participant.  Notably, the variation in billing amounts further demonstrates the 

individualized care that was given to each project participant.  

Table 9. 

Amount Billed for Provider Services per SMA Participant 

 Amount Billed for Services Delivered by SMA facilitators 

Participant SMA 1 SMA 2 SMA 3 

FCRS101   $157 

FCRS102   $157 

FCRS104 $232 $199 $157 

FCRS105 $190   

FCRS106 $190   

FCRS107 $199 $199 $199 

FCRS108 $199 $278  

FCRS109 $232   

FCRS110 $258 $199  

Total $1500 $875 $670 

 

Subtracting the cost of the project from the total amount billed to payers, the project 

produced organizational revenue of $2498.04.  Given that reimbursement from payers was not 

actualized at the time of this writing, organizational revenue is limited to billing of provider 

services and not actual reimbursement. The cost-benefit analysis is located in Appendix R. 
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Discussion 

 Given the low sample size and variability in participant attendance to SMAs, statistical 

significance of the project’s patient-centered outcome variables of cravings and relapse was 

unable to be generated.  However, clinical significance of an EBP project’s processes and 

outcomes are just as important as statistical significance is to the evaluation of empirical research 

(American Association of Colleges of Nursing [AACN], 2015).  Therefore, the inability to 

generate statistical significance should not overshadow the new knowledge that has been 

generated by this project’s innovative practice change. 

 Project craving scores follow the same pattern seen elsewhere in SMA literature 

involving MAT with buprenorphine (Suzuki et al., 2015).  Earlier, we reported a project 

participant who attended all three SMAs of the project had experienced a twelve point decrease 

in her composite craving score over the course of the project.  This is clinically significant when 

considering that every three point decrease in one’s composite craving score corresponds to a ten 

percent decreased likelihood of substance use in the subsequent week (Weiss et al., 2003).  

Assumingly, this participant’s improvement in cravings can be attributed to a combination of 

medication, counseling, and social support – and not just her attendance to the project’s SMAs.  

However, through surveying of all project participants, we were able to ascertain that this same 

participant indicated that she liked “everything” about the first SMA, and found the third SMA to 

be “very helpful and informative,” further writing, “I love coming here”.  Taken together, this 

sheds light on one participant’s positive subjective experience with SMA attendance that 

coincides with a drastic improvement in her objective craving scores.  

 Previous research has indicated that SMAs are notorious for producing high satisfaction 

rates among attendees, and our experience concurs (AAFP, 2016a; Bronson & Maxwell, 2004; 
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Heyworth et al., 2014; Pastore et al., 2013; Robinson et al., 2013; Roll et al., 2015).  Literature 

on substance use disorders has demonstrated that an “empathetic, respectful, and collaborative” 

approach to care is effective in reducing substance use among patients with substance use 

disorders (McLellan et al., 2014).  SMA facilitators purposefully aimed to create an environment 

of empathy, respect, and collaboration during each appointment.  This is thought to have 

contributed to overwhelming positive feedback from project participants in regards to their 

satisfaction of the visits.  Participants indicated that they appreciated the informative and 

supportive nature of the SMAs without compromise to individual attention.  Participants also 

enjoyed hearing from others who were experiencing the same thing.  This correlates with 

intangible observations of project stakeholders, who denoted that medical care during each SMA 

was enhanced by peer support extracted from participants’ own lived experiences. 

 Hepatitis screening was an unanticipated, albeit positive, outcome of the project with a 

high degree of clinical significance.  Clinical guidelines support infectious disease screening for 

the project’s target population (ASAM, 2015).  The project was able to produce a two-fold 

increase in number of project participants screened for infectious disease, and in doing so helped 

to identify and refer to treatment two individuals positive for Hepatitis C.  Project stakeholders 

attribute the improvement in provider adherence to clinical guidelines and attention to infectious 

disease screening to the program champion bringing pertinent clinical guidelines to the FNP’s 

attention through the development of a clinical decision support tool based on ASAM’s (2015) 

National Practice Guideline for the Use of Medications in the Treatment of Addiction Involving 

Opioid Use. 

 Though not statistically significant, an additional 0.583 patients per clinical hour were 

seen on days in which SMAs were conducted versus days of only usual appointments.  This is an 
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increase in provider productivity of about 40 percent on SMA days compared to usual days.  

This trend in increasing provider capacity is similar to that found in comparable research 

(Robinson et al., 2013; Sidorsky et al., 2010).  These figures are promising considering that the 

FNP is the sole medical provider within the Rural Health Clinic that has a growing volume of 

MAT program clientele.  Should the FNP’s patient volume capacity be reached that limits 

community access to MAT, the SMAs at the project site have demonstrated an intrinsic ability to 

increase the FNP’s capacity for treating an additional four patients each day.  Furthermore, a 

cost-benefit analysis of the project has demonstrated that the project’s SMAs generated 

organizational revenue of about $833 per SMA.   

The program champion’s leadership, comprehensive role in project development and 

deployment, and staffing support was essential for successful implementation of the project.  

Continuous, close collaboration between the program champion and FNP was paramount. 

Continuous process improvement in the form of post-SMA debriefing was effective in improving 

SMA workflow, duration, and facilitator satisfaction.  Previous literature has demonstrated that 

the CCM is the capable of eliciting positive process and patient outcomes when applied to the 

management of chronic illnesses, including substance use disorders (McLellan et al., 2014).  

Similarly, integration of the CCM into the project’s design is thought to have promoted 

feasibility in project implementation and contributed to clinically significant project outcomes.    

Limitations of Findings and Implications for Future Nursing Science 

 Innovative practice change through translation of science into practice is measured 

according to its contribution to improved processes and outcomes, rather than its contribution to 

generalizable knowledge (AACN, 2015).  An inherent limitation of any EBP project, including 

this one, is generalizability of project findings.  However, the new knowledge that has been 
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generated by this project may be transferrable to other similar practice settings and may guide 

future improvement in practice initiatives that aim to a) support implementation and facilitate 

delivery of MAT, b) increase patient accessibility to healthcare providers who provide MAT of 

opioid-use disorder, and/or c) defragment care and address the medical and social health care 

needs of patients at the point of care. Furthermore, this is the first known manuscript that 

evaluated SMAs for patients receiving injectable naltrexone for opioid relapse prevention, 

thereby adding to the evidence base of SMAs utility in the treatment of opioid dependence.  

Step 6 of the Model: Integrate and Maintain Change in Practice 

Within the final step of The Model, activities reflect the integration and maintenance of 

practice change (Larrabee, 2009).  This section aims to describe specific activities related to the 

Step, including communication of project findings and recommended change to stakeholders.   

Sustainability of Practice Change 

Evaluation of project processes described previously has discerned that the 

comprehensive role of a program champion has been critical in the successful implementation of 

SMAs in the Rural Health Clinic.  At the time of this writing, the Rural Health Clinic is occupied 

by one FNP and one LPN, leaving minimal staffing support to assume duties of a program 

champion for SMAs.  Promising, however, is that project site administration is considering 

employment of peer supporters that would provide assistance to the MAT program.  The FNP 

expressed that if the Clinic is granted staffing support for the MAT program, the role of a SMA 

program champion could be allocated to a peer supporter, and the FNP would continue SMAs for 

opioid relapse prevention.  The FNP verbalized that based on the project’s findings, and should 

additional staffing support be granted, she envisions offering SMAs once weekly and at various 

times to account for patients’ injection schedules and improvement in life circumstances.  A 
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Toolkit has been prepared and given to the project site to assist in sustainability of the SMAs.  

The Toolkit includes: a) role delineation of the program champion and SMA facilitators, b) 

itinerary of SMA flow with all project process improvement strategies incorporated, and c) a 

copy of all materials utilized in project implementation.   

Dissemination of Project Results 

Dissemination of the project’s results has occurred in the form of a poster presentation at 

Ohio Association of Advanced Practice Nurses’ annual statewide conference in October 2016.  

Further plans of project result dissemination include, but are not limited to, a presentation at the 

University of Toledo’s College of Nursing Annual Research Day and submission of this 

manuscript to Virginia Henderson Global Nursing e-Repository.  A manuscript for submission to 

a scholarly journal for publication is also planned.  

Project Summary 

In terms of opioid abuse and overdose mortality rates, the United States is undoubtedly 

facing a national opioid epidemic; one that has stretched its unsolicited tentacles into even rural 

communities.  Access to MAT has been identified as a central part of opioid-use disorder 

treatment and a crucial strategy in reducing decreasing opioid abuse rates and improving 

population health.  However, it has been reported that individuals suffering from opioid-use 

disorders have limited access to MAT.  A synthesis of evidence supported project 

implementation of three consecutive, once monthly, FNP-led SMAs for opioid relapse 

prevention in patients receiving injectable naltrexone as a means to support implementation of 

MAT, increase patient access to treatment, and promote social support in opioid abuse recovery.   

Project results indicated that SMAs for medical surveillance of opioid dependent patients 

in a rural health clinic with a newly deployed MAT program were feasibly implemented with the 
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additional staffing support of a program champion, demonstrated a high level of participant and 

SMA facilitator satisfaction, and were able to produce modest organizational revenue.  In the 

domain of access to care, the SMAs of the project demonstrated an intrinsic ability to increase 

the FNP’s capacity of treating an average of four additional patients per clinical day.  Integration 

of the Chronic Care Model into the project’s design and continuous process improvement 

strategies are thought to have promoted feasibility in project implementation and contributed to 

clinically significant individual outcomes in regards to opioid cravings and hepatitis screening.  

Moreover, peer support, a characteristic that is inherent of SMAs and essential in opioid relapse 

prevention, proved to enhance medical care delivery.  While project findings are limited in their 

generalizability, it is hoped that the project’s ingenuities may be transferrable to similar practice 

settings and guide future practice initiatives aimed to support implementation and community 

access to MAT, while promoting social support in opioid abuse recovery.  
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Appendix A 

Timeline of Activities 

Model for Evidence-Based 

Practice Change  

Activities to Complete Person(s) Accountable Time Frame 

Projected               Actual 

Step 1: Assess a Need for 

Change in Practice 

 

 Include stakeholders 

 Collect internal and 

external data about 

current practice 

 Identify problem 

 Link problems, 

interventions, and 

outcomes 

Identify if there is a problem 

with lack of access to MAT for 

opioid dependence 

 

Form DNP project committee 

 

 

 

 

Include stakeholders 

Ashley Koch 

 

 

 

Ashley Koch 

Susan Batten 

Tameaka Gray 

Carolyn Lee 

 

UTCON 

Ashley Koch 

Susan Batten 

Tameaka Gray 

Carolyn Lee 

 

FCRS 

VP of Behavioral Health 

Site Director  

FNP 

AOD Case Manager 

 

 

 

 

 

 

01/00/16 

 

 

 

02/00/16 

 

 

 

 

02/00/16 

 

 

 

 

 

 

 

01/00/16 

 

 

 

02/00/16 

 

 

 

 

02/00/16 
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Step 2: Locate the Best  

Evidence 

 

 Identify types and 

sources of evidence 

 Review research 

concepts 

 Plan the search and 

review 

 Conduct the search 

 

 

Plan and conduct literature 

search 

Ashley Koch 03/07/16 

 

03/07/16 

Step 3: Critically Analyze the 

Evidence 

 

 Critically appraise and 

weigh the evidence 

 Synthesize best 

evidence 

 Assess feasibility, 

benefits, and risks of 

new practice 

 

Critically appraise and 

synthesize evidence; Assess new 

practice change 

 

 

Ashley Koch 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

03/17/16 

 

03/18/16 
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Step 4: Design Practice 

Change 

 

 Design proposed 

change 

 Identify needed 

resources 

 Design the evaluation 

of the pilot 

 Design the 

implementation plan 

Design project implementation 

plan 

 

 

Develop project outcomes and 

evaluation of pilot study 

 

Submit first draft of DNP 

project proposal to DNP chair 

and committee 

 

 

Review and make revisions to 

DNP project proposal  

 

Defend DNP project proposal 

 

Complete DNP committee 

suggested revisions 

 

Apply for IRB and agency 

approval   

Ashley Koch 

Susan Batten 

FCRS Stakeholders 

 

Ashley Koch 

Susan Batten 

 

Ashley Koch 

Susan Batten 

Tameaka Gray 

Carolyn Lee 

 

Ashley Koch 

 

 

Ashley Koch 

 

Ashley Koch 

 

 

Ashley Koch 

Susan Batten 

 

 

 

 

 

 

 

 

 

 

 

03/31/16 

 

 

 

03/31/16 

 

 

03/31/16 

 

 

 

 

04/18/16 

 

 

04/29/16 

 

04/29/16 

 

 

05/24/16 

 

03/30/16 

 

 

 

03/24/16 

 

 

03/31/16 

 

 

 

 

04/08/16 

 

 

04/27/16 

 

05/10/16 

 

 

05/26/16 
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Step 5: Implement and 

Evaluate Change in Practice 

 

 Implement pilot study 

 Evaluate processes, 

outcomes, costs 

 Develop conclusions 

and recommendations  

 

 

Implement SMAs once monthly 

over three month period 

 

 

 

Verify accuracy of data and 

conduct data analysis 

 

Discuss evaluation summaries 

Ashley Koch 

FNP 

AOD Case Manager 

Medical Assistant 

 

Ashley Koch 

Susan Batten 

 

Ashley Koch 

Susan Batten 

Tameaka Gray 

Carolyn Lee 

 

07/13/16 – 

09/05/16 

 

 

 

09/15/16 

 

 

09/22/16 

08/05/16 – 

9/30/16 

 

 

 

09/13/16 

 

 

11/01/16 

Step 6: Integrate and 

Maintain Practice Change 

 

 Communicate 

recommended change 

to stakeholders 

 Integrate into standards 

of practice 

 Monitor process and 

outcomes periodically 

 Celebrate and 

disseminate results of 

project 

 

Communicate results and 

recommended change to FCRS 

stakeholders 

 

Submit final DNP project 

manuscript to DNP project chair 

and committee members  

 

Defend DNP project 

 

Submit final manuscript 

revisions to DNP project chair 

and committee 

 

Submit findings for publication 

in scholarly journal  

 

 

 

Ashley Koch 

 

 

 

Ashley Koch 

 

 

 

Ashley Koch 

 

Ashley Koch 

 

 

 

Ashley Koch 

 

 

 

 

09/30/16 

 

 

 

09/30/16 

 

 

 

10/15/16 

 

10/15/16 

 

 

 

01/01/17 

11/16/16 

 

 

 

11/15/16 

 

 

 

11/29/16 

 

12/07/16 
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Appendix B 

Summary Table of Evidence 

Author, Date Aims, Research 

Question, or 

Hypotheses 

Methodology: 

Design, Site, 

Sample 

Intervention Results Level of 

Evidence 

Pertinent Study 

Findings 

American 

Academy of 

Family 

Physicians, 

2016 

Policy Statement Not applicable Not applicable Policy statement 

from AAFP stating 

SMAs are an 

effective method 

for enhancing a 

patient’s self-care 

of chronic 

conditions, 

increasing patient 

satisfaction, and 

improving 

outcomes 

Level 5 Opinion from 

respected 

professional 

organization 

supporting 

SMAs 

effectiveness in 

enhancing 

patients with 

chronic 

conditions self-

care, 

satisfaction, and 

outcomes 
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Author, Date Aims, Research 

Question, or 

Hypotheses 

Methodology: 

Design, Site, 

Sample 

Intervention Results Level of 

Evidence 

Pertinent Study 

Findings 

Bronson & 

Maxwell, 

2004 

To describe 

Cleveland Clinic 

Foundations’ 

(CCF) efforts in 

SMAs, how 

appointments are 

conducted, and 

report the impacts 

of SMAs for 

chronic conditions 

at CCF on office 

backlog, 

productivity, 

finances, patient 

care, and access 

Descriptive Study SMAs - Reduction in third 

available private 

appointments 

(appts) from 150 

and 105 days to 66 

and 30 days, 

respectively; 

Patients could be 

seen in group appts 

in 1 to 1.5 weeks  

 

-85% of patients 

seen in groups 

opted for another 

shared visit; 79% of 

patients in SMAs 

marked “excellent” 

for overall visit 

satisfaction 

  

-Physician 

productivity 

increased by 31%; 

reported SMAs as 

effective & 

enjoyable 

 

 

 

 

Level 5 SMAs for 

chronic medical 

conditions 

conducted in 70 

mile radius of 

project site were 

effective in 

increasing 

provider access 

and productivity 

and were found 

to be satisfactory 

by patients and 

providers 
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Author, Date Aims, Research 

Question, or 

Hypotheses 

Methodology: 

Design, Site, 

Sample 

Intervention Results Level of 

Evidence 

Pertinent Study 

Findings 

Heyworth et 

al., 2014 

To examine patient 

satisfaction and 

patient-centered 

care experiences 

attending SMAs vs 

individual primary 

care office visits in 

a large 

multispecialty 

group practice 

- Cross-sectional 

study 

 

- PCMH with 

established SMA 

program 

 

- 921 SMA  

patients & 921 

usual care patients 

who had at least 1 

internal medicine 

office visit from 

2008 to 2010 

 

90 minute SMAs 

with 10 patient 

participants led 

by a primary care 

internist, 

facilitator, and 

documentation 

specialist. 

Variable SMA 

topics 

- SMA patients 

more likely to rate 

satisfaction of care 

“very good” (OR 

1.26; 95% CI, 1.05-

1.52) 

 

- SMA patients 

more likely to rate 

visit favorably in 

access to care (OR 

1.49; 95% CI, 1.21-

1.92); ability to 

access an 

appointment of 

preference (OR 

1.22; 95% CI, 1.02-

1.45); and reported 

shorter wait times 

(OR = 1.49; 95% 

CI, 1.21-1.92) 

 

 

 

 

 

 

 

 

 

Level 4 Greater overall 

patient-reported 

satisfaction, 

increase in 

appointment 

access without 

compromise to 

sensitivity of 

patients’ needs 

with SMAs 

when compared 

to traditional 

encounters in 

primary care 
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Author, Date Aims, Research 

Question, or 

Hypotheses 

Methodology: 

Design, Site, 

Sample 

Intervention Results Level of 

Evidence 

Pertinent Study 

Findings 

Pastore et al., 

2013 

To describe  

NP-led 

multidisciplinary 

SMAs at a 

women’s 

cardiovascular 

clinic on patient 

access and 

satisfaction and 

provider 

productivity 

- Descriptive study  

 

-Women’s 

cardiovascular 

clinic within an 

academic medical 

school 

 

- Women enrolled 

in cardiovascular 

clinic 

NP-led SMAs - New patients seen 

within 4 days of 

requesting 

appointment vs 4 

months; Existing 

patients seen within 

3 days vs 2 weeks 

 

- SMAs 30 min of 

clinic time per 

patient vs 125 min 

for new patient 

individual appt 

staff time  

 

- Provider 

productivity 176% 

- 271% with SMAs 

 

- 94% patients 

would schedule 

another SMA, 

100% would 

recommend to 

others 

 

 

 

 

 

Level 5 - SMAs 

improved patient 

access and 

provider 

efficiency  

 

- Patients 

reported greater 

patient 

satisfaction with 

SMA 

 

- SMA increased 

provide 

efficiency, 

capacity, and 

productivity 

 

- Improved 

adherence to 

recommended 

medical 

monitoring 
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Author, Date Aims, Research 

Question, or 

Hypotheses 

Methodology: 

Design, Site, 

Sample 

Intervention Results Level of 

Evidence 

Pertinent Study 

Findings 

Robinson et 

al., 2013 

 

 

 

To provide analysis 

on impact of  

medication 

management group 

SMAs on access 

and adoption of 

pharmacotherapy 

(naltrexone and/or 

acamprosate) for 

alcohol dependence 

- Interrupted time 

series analysis 16 

months prior to 

switch to group 

visits and 8 months 

after 

  

-One Veterans 

Health 

Administration 

facility 

 

-25 alcohol 

dependent patients 

who had contact 

with the Alcohol 

and Drug 

Treatment 

Program during 

the observation 

period 

Implementation 

of group 

medication 

management 

visits/SMAs for 

patients with 

alcohol 

dependence  

- Months 17 to 24 

had a 0.21 per 

month increase in 

patients treated (or 

3.19 additional 

patients treated per 

month, p=.044) 

 

-With repeated 

analysis to control 

facility, results 

remained 

statistically 

significant 

 

- Increase in rate of 

accrual of patients 

explained by 

increase in new 

patients, indicating 

intervention 

increases 

pharmacotherapy 

access and 

initiation 

 

 

 

 

 

Level 2b - Institution of 

group 

medication 

visits/SMAs 

improved access 

and increased 

initiation of 

naltrexone and 

acamprosate for 

alcohol 

dependence 

 

- Though not 

formally 

assessed, staff 

and patients 

voiced 

satisfaction with 

group 

medication visits 
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Author, Date Aims, Research 

Question, or 

Hypotheses 

Methodology: 

Design, Site, 

Sample 

Intervention Results Level of 

Evidence 

Pertinent Study 

Findings 

Roll et al., 

2015 

To examine patient 

experiences with 

SMAs for 

buprenorphine 

treatment 

- Cross-sectional 

observational 

study 

 

- Safety net 

primary care clinic 

 

-28 patients in 

buprenorphine 

SMA program 

 

Implementation 

of buprenorphine 

SMAs for opioid 

use disorder  

- >88% of patients 

reported liking 

visits 

 

- 35% patients 

reported increased 

time spent working 

 

- Of 32% patients 

reporting 

“unsuitable 

housing” before 

treatment, 80% 

indicated housing 

improvement 

 

- Nearly all patients 

who reported 

outstanding legal 

cases reported they 

had resolved  after 

starting treatment 

 

 

 

 

 

 

 

 

Level 4 - SMA format 

for opioid use 

disorder is 

highly 

acceptable to 

patients and 

seems to help 

improve coping 

skills and life 

circumstances of 

patients 

 

- A provider and 

a care manager 

can efficiently 

attend to the 

clinical needs of 

multiple patients 

with opioid use 

disorders 

receiving MAT 

using the SMA 

format 
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Author, Date Aims, Research 

Question, or 

Hypotheses 

Methodology: 

Design, Site, 

Sample 

Intervention Results Level of 

Evidence 

Pertinent Study 

Findings 

Seesing et al., 

2015 

To assess whether 

SMAs for 

neuromuscular 

patients represent a 

way of using 

clinicians’ time 

efficiently without 

compromising 

quality of care for 

patients 

- RCT 

 

- Outpatient clinic 

of Neurology 

Department at 

Dutch academic 

health center 

 

- Adult patients 

with 

neuromuscular 

disease who were 

established 

patients and had 

not seen their 

neurologist in 6 

months 

randomized into a 

SMA (n=123) or 

an individual 

appointment 

(n=112) 

 

 

 

 

 

 

 

 

1.5-2 hour SMA 

led by 1-2 

neurologists; 5-8 

patients with 

same diagnosis 

and their partners 

seen 

simultaneously 

- Mean time per 

patient 16 min 

(range 11-30) with 

SMA vs 25 min 

(range 20-30) for 

individual appt 

 

- SMA was more 

cost-effective than 

individual appt 

when group size 

was ≥ 6 and 75% of 

patient seen by 

treating neurologist  

Level 2b SMAs have 

potential to 

improve 

productivity 

without 

compromising 

quality of care 
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Author, Date Aims, Research 

Question, or 

Hypotheses 

Methodology: 

Design, Site, 

Sample 

Intervention Results Level of 

Evidence 

Pertinent Study 

Findings 

Sidorsky et 

al., 2010 

To evaluate 

economic viability 

of SMAs and to 

compare the hourly 

adjusted census 

levels generated by 

SMAs compared 

with regular clinic 

appointments 

(RCAs) 

- Cost-benefit 

analysis 

 

- Outpatient clinics 

within an academic 

medical center 

 

-301 SMAs (11 

different programs 

and 5 different 

departments); 30 

SMAs related to 

chronic disease 

  Results pertinent to 

project:  

 

- Mean census per 

hour for all 

individual and 

departmental SMAs 

significantly higher 

than non-SMA 

mean provider 

census with the 

corresponding 

provider (P<.001).   

 

- Mean provider 

census per hour for 

Hepatitis C regular 

clinic appointments 

versus mean 

Hepatitis C SMA 

census per hour 

was statistically 

significant when 

analyzed separately 

(1.33 versus 2.27; 

P<.001) 

 

 

 

 

Level 3a - Demonstrates 

SMAs increase 

provider 

productivity, 

which translates 

to access to care 

for patients; this 

notion held true 

across a range of 

diagnoses 
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Author, Date Aims, Research 

Question, or 

Hypotheses 

Methodology: 

Design, Site, 

Sample 

Intervention Results Level of 

Evidence 

Pertinent Study 

Findings 

Suzuki et al., 

2015 

To report patient 

and program 

outcomes after 

implementations of 

SMA opioid 

treatment with 

buprenorphine 

- Pilot study 

 

- Hospital based 

outpatient 

psychiatric clinic 

that did not 

previously offer 

buprenorphine 

 

n=93 

SMA-based 

program for 

maintenance of 

buprenorphine 

treatment over 6 

months  

- Proportion of 

aberrant urine 

results decreased 

significantly 

baseline to 6 

months (39.0% to 

7.0% P<.0001) 

 

- Depression, 

anxiety, and 

craving scores 

decreased 

significantly 

baseline to 6 

months (PHQ-9, 

13.0 vs 5.6, P < 

.0001; GAD-7, 10.0 

vs. 4.9 P<.0001; 

cravings, 4.8 vs 0.8, 

P<.0001) 

 

 

 

 

 

 

 

 

Level 4 - SMA is viable 

model of care 

delivery for 

office-based 

opioid treatment 

 

- Noted benefit 

of social support 

& increased 

involvement in 

Narcotics/ 

Alcoholics 

Anonymous, 

demonstrating 

format 

compatibility 
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Appendix C 

Summary and Comparison of Evidence Level 

Citation Level 1a Level 1b Level 1c Level 2a Level 2b Level 3a Level 3b Level 4 Level 5 

AAFP, 2016 

 

        X 

Bronson et al., 2004 

 

        X 

Heyworth et al., 2014 

 

       X  

Pastore et al., 2013 

 

        X 

Robinson et al., 2013 

 

    X     

Roll et al., 2015 

 

       X  

Seesing et al., 2015 

 

    X     

Sidorsky et al., 2010 

 

     X    

Suzuki et al., 2015 

 

       X  
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Appendix D 

Synthesis Tables of Variables of Interest 

Synthesis Table 1: Comparison of Outcomes for SMA Visits 

Citation Health Outcomes related to 

Opioid-Use Disorder 

Access to Treatment Patient Satisfaction  

with SMA Visit 

AAFP, 2016 X  X 

Bronson et al., 2004  X X 

Heyworth et al., 2014  X X 

Pastore et al., 2013  X X 

Robinson et al., 2015  X  

Roll et al., 2015 X  X 

Seesing et al., 2015  X  

Sidorsky et al., 2010  X  

Suzuki et al., 2015 X  X 
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Synthesis Table 2: Comparison of Characteristics of SMAs 

 
Number of Patients per 

SMA 
Length of SMA SMA Facilitators Setting 

Bronson & Maxwell, 

2004 

6 to 9 90 minutes Physician, behaviorist, 

& occasionally a 

documenter 

Outpatient 

Heyworth et al., 2014 

Approximately 10 90 minutes Primary care 

physician, behaviorist, 

& documenter 

Primary care office 

within PCMH 

Pastore et al., 2013 

NR 90 minutes Provider & healthcare 

team 

Women’s cardiovascular 

clinic within an academic 

medical school 

Robinson et al., 2015 

8 or less NR Variable Veterans Health Facility 

Roll et al., 2015 

8 to 10 75 minutes Primary care physician 

& addictions nurse 

Safety net primary care 

clinic 

Seesing et al., 2015 

5 to 8 patients 1.5 to 2 hours 1 or 2 neurologists and 

group mentor 

NR 

Suzuki et al., 2015 

10 or less 60 minutes Physician or NP & 

social worker 

Hospital-based outpatient 

psychiatric clinic 

NR= not reported 
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Appendix E 

Evidence Synthesis and Practice Recommendations using SORT 

Grade B Recommendation: 

Implement shared medical appointments for MAT of opioid-use disorders as a means to support implementation of MAT, increase 

patient access to treatment of opioid use disorders, improve individual and population health outcomes, and promote social support in 

opioid abuse recovery. 

Reference  
Level of 

evidence 
Quality rating Rationale 

 

Synthesis Statement 

AMA, 2016 Level 3 Other evidence 
Statement from the AMA recognizing opioid abuse 

and heroin epidemic 

The United States is in a 

current opioid abuse, heroin 

use, and overdose epidemic 

Rudd et al., 2016 Level 3 Other evidence 

Morbidity and Mortality Weekly Report from CDC 

that highlights the epidemic of overdose deaths 

related to opioids 

Kampman & 

Jarvis, 2015 
Level 3 Other evidence 

Practice guideline from American Society of 

Addiction Medicine (ASAM) that states opioid use 

and resultant deaths as an epidemic 

AMA, 2016 Level 3 Other evidence 

Statement from the AMA stating that increasing 

access to treatment programs for opioid use 

disorders, including MAT is critical component to 

combating prescription opioid abuse and the 

growing heroin epidemic 

Access to MAT is a central 

means to opioid-use disorder 

treatment and to decreasing 

opioid abuse rates 

 

 

 

Botticelli, 2016 Level 3 Other evidence 

Statement from the White House addressing the 

epidemic of prescription opioid abuse and heroin 

use with the recommendation  to expand access to 

MAT for opioid-use disorder 

Rudd et al., 2016 Level 3 Other evidence 

Morbidity and Mortality Weekly Report from CDC 

that calls for expanded access to MAT in 

addressing opioid abuse and heroin use 
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Grade B Recommendation: 

Implement shared medical appointments for MAT of opioid-use disorders as a means to support implementation of MAT, increase 

patient access to treatment of opioid use disorders, improve individual and population health outcomes, and promote social support in 

opioid abuse recovery. 

Reference  
Level of 

evidence 
Quality rating Rationale 

 

Synthesis Statement 

Kampman & 

Jarvis, 2015 
Level 3 Other evidence 

ASAM practice guideline stating access to 

competent treatment is profoundly restricted and 

that access to effective treatment is essential in 

meeting the opioid use and resultant deaths 

epidemic 

Bronson & 

Maxwell, 2004 
Level 3 Other evidence 

Descriptive study that described SMAs for various 

chronic medical condition at Cleveland Clinic are 

effective in increasing patient access and provider 

productivity 

SMAs are an effective model 

of care delivery for increasing 

access to treatment 

Heyworth et al., 

2014 
Level 2 

Limited-

quality patient-

oriented 

evidence 

Cross-sectional study that identified patients rate 

SMA visits favorably in terms of access to care 

Pastore et al., 

2013 
Level 3 Other evidence 

Descriptive study that identified SMAs increase 

patient access and provider productivity 

Robinson et al., 

2013 
Level 2 

Limited-

quality patient-

oriented 

evidence 

Interrupted time series analysis that identified 

group medication visits/SMAs improved access and 

increased initiation of naltrexone 

Seesing et al., 

2015 
Level 1 

Good-quality 

patient-

oriented 

evidence 

RCT that found SMAs have potential to improve 

provider productivity without compromising 

quality of care 
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Grade B Recommendation: 

Implement shared medical appointments for MAT of opioid-use disorders as a means to support implementation of MAT, increase 

patient access to treatment of opioid use disorders, improve individual and population health outcomes, and promote social support in 

opioid abuse recovery. 

Reference  
Level of 

evidence 
Quality rating Rationale 

 

Synthesis Statement 

Sidorsky et al., 

2010 
Level 3 Other evidence 

Cost-benefit analysis that demonstrated SMAs 

increase provider productivity across a range of 

diagnoses, which translates to increased access to 

care for patients 

Suzuki et al., 

2015 
Level 2 

Limited-

quality patient-

oriented 

evidence 

Pilot study that successfully implemented SMAs 

for opioid treatment with buprenorphine and had 

promising findings on proportion of aberrant urine 

toxicology, depression, anxiety, and craving scores 

SMAs can be successfully 

implemented for MAT of 

substance-use disorders 

Robinson et al., 

2013 
Level 2 

Limited-

quality patient-

oriented 

evidence 

Study on a Veterans Health Administration facility 

that successfully implemented SMAs for group 

medication management of naltrexone and 

acamprosate for alcohol dependent patients over a 2 

year period 

Roll et al., 2015 Level 2 

Limited-

quality patient 

oriented 

evidence 

Cross-sectional observational study that examined 

the experiences of patients with opioid-use disorder 

after successful implementation of buprenorphine 

SMAs at a safety net primary care clinic 

AAFP, 2016 Level 3 Other evidence 

Policy statement from AAFP stating SMAs are 

effective methond for enhancing patient self-care of 

chronic conditions, increasing patient satisfaction, 

and improving outcomes 

SMAs have positive influence 

on patient outcomes.  This 

includes opioid relapse, 

cravings, coping, and life 

circumstances in opioid-

dependent patients Roll et al., 2015 Level 2 

Limited-

quality patient-

oriented 

evidence 

Cross-sectional observation study that identified 

SMA format for opioid use disorder seems to 

improve coping skills and life circumstances of 

patients 
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Grade B Recommendation: 

Implement shared medical appointments for MAT of opioid-use disorders as a means to support implementation of MAT, increase 

patient access to treatment of opioid use disorders, improve individual and population health outcomes, and promote social support in 

opioid abuse recovery. 

Reference  
Level of 

evidence 
Quality rating Rationale 

 

Synthesis Statement 

Suzuki et al., 

2015 
Level 2 

Limited-

quality patient-

oriented 

evidence 

Pilot study that noted a decrease in the proportion 

of aberrant urine toxicology results, and depression, 

anxiety, and craving scores from baseline to six 

months in patients partaking in SMA for opioid 

treatment 

Suzuki et al., 

2015 
Level 2 

Limited-

quality patient 

oriented 

evidence 

Pilot study that noted benefit of social support and 

increased patient involvement in 

Narcotics/Alcoholics Anonymous and thus 

demonstrating SMA format compatibility for 

patients with opioid dependence 

Social context of SMAs is 

beneficial to MAT and 

patients’ journey with sobriety 
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Appendix F 

SMA Format 

Time LPN AOD Case Manager FNP 

12:10 

to 

12:20 

1. Escorts participants from waiting 

room to group room upon arrival 

2. Has participants sign confidentiality 

release agreement as he or she arrives 

and collects. Distributes key identified 

patient folder 

1.  Arrives into group room 

2.  Welcomes participants 

upon arrival, invites 

participants to refreshments 

 

12:20 

to 

12:30 

1. Escorts two patients at a time to 

restroom for collection of urine 

specimen.  Labels specimens. Weighs 

participants and records of Vital Sign 

Tool. 

  

SMA Begins 

12:30  

to 

13:20 

1.  After collection of all urine 

specimens, returns to Clinic to visually 

analyze specimen toxicology screening 

results and run pregnancy screening on 

appropriate participants 

2.  Records screening results on Vital 

Sign Tool; Highlights critical findings 

with yellow highlighter 

3.  Returns to group room.  Reports any 

critical findings to FNP 

4.  Obtains and records vital signs on 

Vital Sign Tool 

5.  Gives completed Vital Sign Tool to 

FNP for review 

6.  Performs venipuncture and obtains 

serum specimens as ordered by FNP 

1. Begins session with 

introduction  

2. Welcomes participants, 

discloses that participants 

may have private time with 

FNP if requested, and reviews 

confidentiality 

3.  Inquires what issues 

participants would like to 

discuss with FNP; Writes 

issues on dry erase board 

4.  Addresses case 

management needs that arise 

5.  Collects questionnaires 

1. Welcomes participants after 

AOD case manager’s 

introduction 

2.  Addresses participant 

inquiries; allows for peer 

support and discussion 

2.  Initiates unstructured 

dialogue on SMA educational 

topic 

3.  Delivers medical care to 

each patient, individually, 

utilizing clinical decision 

support tool 

4.  Thanks participants for 

attending SMA 

5. Reminds participants of 

next SMA date and time and 

encourages attendance 

13:20 

to 

13:30 

1. Returns to Clinic with FNP to assist 

in administration of extended-release 

naltrexone 

1.  Offers unstructured 

supportive dialogue with 

participants 

 

1. Returns to Clinic with one 

participant at a time to 

administer extended-release 

naltrexone, in a private setting 

and address any private issues 

as requested by participants 

SMA Concludes 

13:30 

to 

13:45 

1. Debrief  

2. Documents vital signs and urine 

toxicology results 

3. Scans confidentiality release 

agreements into participants electronic 

medical record 

1. Debrief  

2. Documents any community 

psychiatric supportive 

treatment (CPST) delivered to 

individual participants 

1. Debrief  

2. Documents individual 

medical care delivered during 

SMA 
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Appendix G 

Clinical Decision Support Tool 

Patient Name______________________     Date ___________________ 
 

Any urgent or emergent medical or psychiatric problem(s)?   YES / NO 
If yes, stop and make appropriate referral

 

 

CC: Follow-up visit for opioid use disorder for patient on naltrexone therapy 

SUBJECTIVE 

AOD Assessment Complete? YES / NO   If yes, date completed (_____/_____) If no, date scheduled (_____/_____) 

AOD Counselor Name __________________________________ Date of last counseling session (______/______) 

Attends psychosocial counseling _________ times per week 

Thoughts of suicide?  YES / NO 

Tobacco use?  YES / NO 

 If yes, offer counseling on cessation  
Current and past substance use: ____________________________________________________________________ 

Last time of opioid use? (Must be opioid free 7-10 days) __________________________________________________ 

Female?  YES / NO 

 If female, pregnant?  YES / NO 
 Date of last menstrual period ________________________ 
 Method(s) of contraception __________________________________________________________________ 

Urine HCG Date (______/______) Result: ______ 
If pregnant, naltrexone should not be initiated and may be discontinued only if patient and provider agree risk of relapse is 
low; continue only with consent

 

Breastfeeding? YES / NO  
If yes, recommend decision whether to discontinue breastfeeding or naltrexone 
 
Patient’s Goal(s) __________________________________________________________________________________ 

Patient’s Accomplishment(s) Since Last Visit __________________________________________________________ 

Problem(s) Since Last Visit_________________________________________________________________________ 

 
OBJECTIVE 

LFTs Recommended at baseline and periodically 
Date (______/______)  
ALT______ AST______ Alk Phos ______ 5’Nucleotidase ______ GGT______  

PT/INR ______ Albumin ______ Bilirubin ______ 

 
Infectious Disease Status (+/-)  
HIV & Hepatitis screening recommended; consider TB and STI screening 
HIV ______ Hep A ______ Hep B ______ Hep C ______ TB ______ STI(s) ___________________________________ 

 
Urine Toxicology (+/-) Recommended frequently during treatment 
Date (______/______) 
THC___ COC___ AMP___ MET___ OPI___ MDMA___ BAR___ BZO___ MTD___ OXY___ PCP___ TCA__ BUP__ 
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ASSESSMENT 
Positive findings on comprehensive assessment : 
 
 
 
Dx: 
□ Opioid Use Disorder 
□ Opioid Dependence in Remission 
□ Encounter for contraceptive management 
□ Other problems related to lifestyle 
□ Encounter for HIV screening 
□ Tobacco Use Disorder 
□ _____________________________ 
 
Plan: 
Labs 
□ CBC 
□ LFT 
□ HIV screening 
□ Hepatitis B screening 
□ Hepatitis C screening 
□ Urine STD screening 
□ Urine HCG  
□ _____________________________ 
 
Referrals 
□ Referral to health department for TB test 
□ Referral for Smoking Cessation 
□ _____________________________ 
 
Rx: 
□ Naltrexone 380mg IM x 1 dose 
□ Nicotine Transdermal 24 hour Patch: ____________________________________ 
□ Depot medroxyprogesterone acetate 150mg IM x 1 dose 
□ Other Contraceptive: ________________________________________ 
□ _____________________________ 
 
Medication(s) administered at today’s visit 
□ Naltrexone 380mg IM injection administered by __________________ 
□ Depot medroxyprogesterone acetate 150mg IM x 1 dose administered by __________________ 
□ _____________________________ 
 
Education: 
□ Patient provided with FDA Vivitrol Medication Guide( In patient folder) 
□ Patient educated that discontinuation of naltrexone and resuming opioids increases risks associated with opioid     
   overdose, and especially the increased risk of death 
□ Tobacco counseling provided 
□ Patient instructed to avoid alcohol, heroin, and prescription opioids 
□ Patient instructed to wear Vivitrol bracelet to alert other health care providers that patient cannot have opioids  
□ Patient instructed to monitor and report side effects of naltrexone such as suicidal thoughts, depression, and redness or  
   swelling at injection site 
□ Patient instructed to continue on reliable form of birth control 

 

□ Patient given Nurse and 24/7 Mental Health Hotline numbers (In patient folder) 
□ ________________________________________________________________________________________ 
□ ________________________________________________________________________________________ 
□ Patient verbalizes understanding of plan of care 
 

Provider Signature _____________________________________ Date ___________________________ 
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Appendix H 

Confidentiality Release Agreement 
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Appendix I 

Patient Folder: Cover Letter 

 

 

 

Hello and Welcome! 

 

 

I am so excited that you have chosen a shared medical appointment (SMA) for your Vivitrol 

appointment today.  It is a passion of mine to assist you and other members of our community in 

overcoming opioid addiction with access to medical care. As a nurse practitioner, I am always 

seeking better ways to serve my patients and my community. I believe that SMAs may be an 

innovative answer to increasing access to high-quality medical care for those who need it most. 

 

You may be wondering exactly what SMAs are and how they work.  SMAs bring a group of 

people with similar medical care needs together in an extended appointment.  I will individually 

talk to you and examine you within the group setting.  If you are uncomfortable with this, please 

do not hesitate to ask for a private examination.   

 

Our 60 minute appointment today will allow you more time to spend with myself and an AOD 

Case Manager, ___________.  I encourage you to take advantage of the extended time with us 

and ask questions about Vivitrol, or ask any other medical questions that you may have.  I 

encourage you to enjoy the opportunity to relate with other people who are also on a journey 

with sobriety, share stories, and learn from and support one another.  Everyone has the 

opportunity to be a role model for someone else. 

 

I commend you on your efforts in overcoming addiction.  Thank you for letting me be a part of 

your journey. 

 

 

Yours in Recovery, 
(FNP’s Signature)
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Appendix J 

Patient Folder: List of Local Recovery Community Center Meeting Times
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Appendix K 

Patient Folder: List of Area Food Banks 
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Appendix L 

Patient Folder: Patient Satisfaction Survey 

 

Please circle your response to each question. 

How would you rate your overall satisfaction with the care provided at today’s visit? 

Very Poor  Poor  Fair  Good  Very Good 

How would you rate the explanation of problems or conditions? 

Very Poor  Poor  Fair  Good  Very Good 

How would you rate the information that you received about medication? 

Very Poor  Poor  Fair  Good  Very Good 

How would you rate the time that the provider spent with you? 

Very Poor  Poor  Fair  Good  Very Good 

How would you rate the level of concern expressed by the providers today? 

Very Poor  Poor  Fair  Good  Very Good 

Would you recommend a shared medical appointment to a friend or family member? 

No   Yes 

Optional: 

Please tell us what you liked about today’s visit. 

 

 

 

Please tell us what you did not like about today’s visit. 
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Appendix M 

Patient Folder: Craving Questionnaire 

 

Please circle your response to each question. 

 

1. Please rate how strong your desire was to use heroin or opioids during the last 24 

hours. 

   No desire                                    Extremely strong 

   

0             1             2             3             4             5             6             7             8             9 

  

         

2. Please imagine yourself in an environment in which you previously used drugs and/or alcohol.  

If you were in this environment today, what is the likelihood that you would use heroin or 

opioids? 

 

Not at all                              I’m sure I would use 

    

0             1             2             3             4             5             6             7             8             9 

 

 

 

 

2. Please rate how strong your urges are for heroin or opioids when something in the 

environment reminds you of it. 

 

No urges                                    Extremely strong 

   

0             1             2             3             4             5             6             7             8             9 
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Appendix N 

Agency Approval Letter

Signature Redacted
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Appendix O 

University of Toledo Project Approval 

 

Signature Redacted

Email & Phone # Redacted



108 
 

Appendix P 

Timeline of Implementation Activities 

Week of 

Implementation 
Implementation Activity 

Week 1 

 Program champion met with leadership of the organization’s 

marketing department in order to evoke a formal marketing 

response aimed to increase community awareness of the project 

site’s MAT program and to increase patient volume 

Week 2 
 Program champion and FNP met with local recovery community 

center in order to establish relationship and gain resource 

information for inclusion into patient folders  

Week 4  Program champion placed SMA marketing flyers at project site 

Weeks 2-10 

 As FNP encountered patients during routine office visits that met 

the SMA eligibility criteria and required subsequent monthly 

follow-up, she provided a flyer, briefly described a SMA, and 

enthusiastically encouraged the patient to partake in the SMA 

project.  The FNP then placed willing patients on her schedule for 

the first SMA until SMA census of ten patients was reached 

 Program champion reserved a group room for each planned SMA 

 Program champion and FNP recruited eight volunteers to serve as 

mock patients in mock SMA; Program champion developed mock 

scenarios for each mock patient to follow 

Week 10 

 

 Program champion ordered patients’ naltrexone injections from 

specialty pharmacies 

 Program champion conducted SMA walk-through individually 

with each SMA facilitator 

 Mock SMA conducted with eight volunteer mock patients, SMA 

facilitators, and program champion 

 Debriefing conducted post-mock SMA and workflow changes 

planned 

Week 11 

 

 MA called and reminded patients of scheduled visit, ensuring each 

patient had transportation 

 Program champion prepared clinical decision support tools and 

patient folders 

 Program champion ensured naltrexone injections were on site 

 SMA #1 

 Patients scheduled for SMA #2 

 Debriefing with SMA facilitators and program champion 

 Changes to subsequent SMA planned 

 Confidentiality release agreements scanned into each respective 

participant’s electronic health record (EHR) 
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Week 14 

 Program champion developed vital sign tool 

 Program champion ordered participants’ naltrexone injections 

from specialty pharmacies 

 Program champion collaborated with FNP to verify which project 

participants planned to attend SMA 

Week 15 

 

 LPN called and reminded patients of scheduled visit, ensuring 

each patient had transportation 

 Program champion prepared clinical decision support tools and 

patient folders 

 Program champion ensured naltrexone injections were on site 

 FNP merged SMA template into each individual participant’s visit 

note 

 Program champion conducted SMA walk-through with LPN & 

case manager 

 SMA #2 

 Patients scheduled for SMA #3 

 Debriefing with SMA facilitators and program champion 

 Confidentiality release agreements scanned into each respective 

participant’s EHR 

Week 18 

 Program champion ordered participants’ naltrexone injections 

from specialty pharmacies 

 Program champion collaborated with FNP to verify which project 

participants planned to attend SMA 

Week 19 

 

 LPN called and reminded patients of scheduled visit, ensuring 

each patient had transportation 

 Program champion prepared clinical decision support tools and 

patient folders 

 Program champion ensured naltrexone injections were on site 

 Program champion conducted SMA walk-through with LPN 

 FNP merged SMA template into each individual participant’s visit 

note 

 SMA #3 

 Confidentiality release agreements scanned into each respective 

participant’s EHR 
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Appendix Q 

Vital Sign Tool 

PARTICIPANT NAME    Wt: _____ 
Vitals: 
BP _____/______ HR ______ RR _____ Pulsox _____  
Urine Toxicology (+/-): 
THC___ COC___ AMP___ MET___ OPI___ MDMA___ BAR___ BZO___ MTD___OXI___ PCP___ TCA___ BUP___ 
Urine Pregnancy/HCG (+/-): ________  
------------------------------------------------------------------------------------------------------------------------------ ------------------------------------ 
PARTICIPANT NAME    Wt: _____ 
Vitals: 
BP _____/______ HR ______ RR _____ Pulsox _____ 
Urine Toxicology (+/-): 
THC___ COC___ AMP___ MET___ OPI___ MDMA___ BAR___ BZO___ MTD___OXI___ PCP___ TCA___ BUP___ 
Urine Pregnancy/HCG (+/-): ________ 
----------------------------------------------------------------------------------------------------------------- ------------------------------------------------- 
PARTICIPANT NAME    Wt: _____ 
Vitals: 
BP _____/______ HR ______ RR _____ Pulsox _____ 
Urine Toxicology (+/-): 
THC___ COC___ AMP___ MET___ OPI___ MDMA___ BAR___ BZO___ MTD___OXI___ PCP___ TCA___ BUP___ 
Urine Pregnancy/HCG (+/-): ________ 
----------------------------------------------------------------------------------------------------------------------------- ------------------------------------- 
PARTICIPANT NAME    Wt: _____ 
Vitals: 
BP _____/______ HR ______ RR _____ Pulsox _____ 
Urine Toxicology (+/-): 
THC___ COC___ AMP___ MET___ OPI___ MDMA___ BAR___ BZO___ MTD___OXI___ PCP___ TCA___ BUP___ 
Urine Pregnancy/HCG (+/-): ________ 
------------------------------------------------------------------------------------------------------------------------------------------------------------------  
PARTICIPANT NAME    Wt: _____ 
Vitals: 
BP _____/______ HR ______ RR _____ Pulsox _____ 
Urine Toxicology (+/-): 
THC___ COC___ AMP___ MET___ OPI___ MDMA___ BAR___ BZO___ MTD___OXI___ PCP___ TCA___ BUP___ 
Urine Pregnancy/HCG (+/-): ________ 
----------------------------------------------------------------------------------------------------------------------------- ------------------------------------- 
PARTICIPANT NAME    Wt: _____ 
Vitals: 
BP _____/______ HR ______ RR _____ Pulsox _____ 
Urine Toxicology (+/-): 
THC___ COC___ AMP___ MET___ OPI___ MDMA___ BAR___ BZO___ MTD___OXI___ PCP___ TCA___ BUP___ 
Urine Pregnancy/HCG (+/-): ________ 
------------------------------------------------------------------------------------------------------------------------------------------------------ ------------ 
PARTICIPANT NAME    Wt: _____ 
Vitals: 
BP _____/______ HR ______ RR _____ Pulsox _____ 
Urine Toxicology (+/-): 
THC___ COC___ AMP___ MET___ OPI___ MDMA___ BAR___ BZO___ MTD___OXI___ PCP___ TCA___ BUP___ 
Urine Pregnancy/HCG (+/-): ________ 
----------------------------------------------------------------------------------------------------------------------------- ------------------------------------- 
PARTICIPANT NAME    Wt: _____ 
Vitals: 
BP _____/______ HR ______ RR _____ Pulsox _____ 
Urine Toxicology (+/-): 
THC___ COC___ AMP___ MET___ OPI___ MDMA___ BAR___ BZO___ MTD___OXI___ PCP___ TCA___ BUP___ 
Urine Pregnancy/HCG (+/-): ________ 
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Appendix R 

Cost-Benefit Analysis 

Items  

Item  

Folders $12.79 

Ream of paper $2.44 

Printing ink $16.99 

Name tags $6.45 

Refreshments $53.00 

Labels $7.23 

2-ply manila folders  $7.48 

Items Total Cost -$106.38 

Personnel 

Mock SMA 

FNP $45.00/hr x  1.5 hrs $67.50 

MA $12.50/hr x 1.5 hrs $18.75 

AOD case manager $18.50/hr x 1.5 hrs $27.75 

Program champion Pro bono $0 

Mock SMA Total Cost -$114.00 

SMA 1 

FNP $45.00/hr x 2.08 hrs $93.75 

MA $12.50 x 1.42 hrs $17.75 

AOD case manager $18.50 x 1.42 hrs $26.27 

Program champion Pro bono  $0 

SMA 1 Total Cost -$137.77 

SMA 1 Total amount billed for provider services $1500.00 

SMA 2 

FNP $45.00/hr x 1.25 hrs $56.25 

LPN $17.00  x 1.25 hr $21.25 

LSW/case manager $18.50 x 1.25 hr $23.13 

Program champion Pro bono $0 

SMA 2 Total Cost -$100.63 

SMA 2 Total amount billed for provider services $875.00 

SMA 3 

FNP $45.00/hr x 1.17 hrs $52.65 

LPN $17.00 x 1.17 hrs $15.64 

AOD case manager $18.50 X 0.92 hrs $19.89 

Program champion Pro bono $0 

SMA 3 Total Cost -$88.18 

SMA 3 Total amount billed for provider services $670 

Totals: 

Total amount billed for provider services                                                                           $3045.00 

Total project costs                                                                                                               -$546.96 

Total project revenue                                                                                                          $2498.04 

 




