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Three-part punchline
|. States need help developing analytic priorities

2. Start with the simplest available research methods

3. Consider policy implications from the beginning
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Analytic priorities

1. What do we already know?
- ...and where is policy not aligned with available evidence?

2. What do we not know?
- ...and how valuable would it be to know?

3. What are the highest-priority questions?
- ...that can be answered with available data?

- ...that can inform specific policy actions in the near term?




Example: Prescription Opioids




METRICS FOR NC’S OPIOID ACTION PLAN

. Baseline Data* Most Current Provisional Data*
Metrics
(2016 - Q4) Quarterly Data Time Period

OVERALL
Number of unintentional opioid-related deaths to NC Residents (ICD-10) 335 358 2017 - Q3
Number of ED visits that received an opioid overdose diagnosis (all intents) 998 1,321 2018 - Q1
Reduce oversupply of prescription opioids
Average rate of multiple provider episodes for prescription opioids (times
patients received opioids from 25 prescribers dispensed at 25 pharmacies in a 29.9 per 100,000 12.7 per 100,000 2017 -Q4
six month period), per 100,000 residents
Total number of opioid pills dispensed 141,258,340 120,950,092 2017 - Q4
Percgnt of patl'ents receiving more than an average daily dose of >90 MME of 6.7% 6.3% 2017 - Q4
opioid analgesics
Percent of prescription days any patient had at least one opioid AND at least
one benzac?iazepise prescriptic;in the same day ’ ik e L=
Reduce Diversion/Flow of lllicit Drugs
Percent of opioid deaths involving heroin or fentanyl/fentanyl analogues 58.7% 81.1% 2017 - Q4
Number of acute Hepatitis C cases 50 47 2017 - Q3
Increase Access to Naloxone
Number of EMS naloxone administrations 3,185 2,836" 2018 -Q1
Number of community naloxone reversals 817 1,316 2018 -Q1
Treatment and Recovery
Number of buprenorphine prescriptions dispensed 128,162 154,631 2017 - Q4
N.umber of uninsured individuals and Medicaid beneficiaries with an opioid use 15,187 17,259 2017 - Q3
disorder served by treatment programs
Number of certified peer support specialists (CPSS) across NC 2,352 3,025 2018 - Q1

*Baseline Data for Q4 of 2016 are continually updated as additional cases, visits, claims, and other data points are finalized in each system.
"Most Current Provisional Data as of April 2018, these data are provisional and subject to change. "EMS data currently transitioning to a new system resulting in a decrease in counts during this period.

https://files.nc.gov/ncdhhs/documents/NC%200pioid%20Action%20Plan%20Metrics_ April%20208%20V2.pdf 14



Number of opioid prescription claims and
percentage of all Medicaid prescription claims that are opioids
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Average morphine milligram equivalents (MME) per day and
average days's supply per prescription
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Number and percentage of Medicaid beneficiaries |8 to 64 years old with
concurrent use of prescription opioids and benzodiazepines, 2013-2017
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County variation in rate of concurrent opioids and benzodiazepines, 2017
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NC Opioid Symposium: Developing an Analytic Agenda

* What are the most important ‘known unknowns’?
*>70 experts (including government officials)
* Medicaid claims and controlled substances data




What else do we not know re: opioid prescribing and use?
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McKethan A., Powell E., Patel A., Daniels C., Campbell H., Marshall S., & Proescholdbell S.
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NC Opioid Symposium - Examples

* “Does proactively informing prescribers on where they fall on opioid
prescribing metrics change prescribing behavior?”

* “What has the effect of the STOP Act been on prescribing behaviors,
opioid action plan metrics, and other outcomes?”

* “Is geographic clustering of harm reduction strategies associated with
reduced negative outcomes?”

* “What is the current rate of referral from the hospital (E.D., inpatient)
to treatment?”

* “What are the predictors of success in treatment in OBOTs? What are
the best metrics to define treatment success (retention, relapse, etc.)?”

* “What is the best set of outcomes and metrics that can be used across
treatment studies?”’

And 100+ more

23



DHHS Data Lab

* Data sharing and research agreements with:

fl | UNC

THE CECIL G. SHEPS CENTER
FOR HEALTH SERVICES RESEARCH

u Department of Population Health Sciences

Duke University School of Medicine




State-University Partnership Learning Network (SUPLN)
Multi-State Medicaid OUD Project

Principal Investigator: Julie Donohue, PhD (Pitt)

Selected Draft Measures

o Initiation and engagement of alcohol and other drug dependence treatment

o Continuity of pharmacotherapy for opioid use disorder

o Follow-up after Emergency Department visit for alcohol and other drug
abuse or dependence

States
* Kentucky * North Carolina  * Virginia
* Maryland * Ohio *  WestVirginia
* Michigan * Pennsylvania *  Wisconsin
4
14
AcademyHealth

http://www.academyhealth.org/SUPLN .



Opportunities for PCORnet

Researchers : 4. Patients A collaborative
national resource
Clinicians &% ("™ Data using the p.OWGI’ of
partnerships and
health data for

Health Systems better research.

20 13 PCORnNet
Patient-Powered Clinical Data A national infastructure
Research Networks ¥ Research Networks = for people-centered
(PPRNS) (CDRNs) clinical research

https://pcornet.org/
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2016 NORTH CAROLINA RESIDENT LIVE BIRTHS:
MEDICAID STATUS BY PRENATAL WIC STATTUS

TOTAL MOTHER'S MEDICAID STATUS:
...Prenatal Medicaid® || ...Emergency Medicaid** || ...Non-Medicaid
Births Births Births Births

# %o # %o # % # Yo
TOTAL RESIDENT BIRTHS | 120,765 || 100.0 57650 100.0 8,407 100.0 | 34708 | 100.0
MOTHER'S WIC STATUS:
...Prenatal WIC 52409 || 434 41.031 712 6,576 782 4.802 8.8
...No Prenatal WIC 68336 || 366 I 16,619 288 1,831 21.8 || 49906 912

* Medicaid paid for prenatal care and delivery ** Medicaid paid for delivery only, not prenatal care.

%% Columns may not sum to 100.0% due to rounding.
Source: State Center for Health Statistics NC Department of Health and Human Services







Also enrolleed in...

Medicaid SNAP TANF Childcare subsidy LIHEAP
Beneficiaries enrolled in....
Medicaid 2149977 (100%) | 1056769(49.15%) | 26412(1.22%) 73746(3.43%) 303788(14.13%)
SNAP 1056769(74.16%) 1424944(100%) 20588(1.44%) 51938(3.64%) 310451(21.79%)
TANF 26412(95.33%) 20588(74.31%) 27703 (100%) 4181(15.09%) 8162(29.46%)
Childcare subsidy 73746(93.40%) 51938(65.78%) 4181(5.29%) 78953(100%) 16708(21.16%)
LIHEAP 303788(68.15%) 310451(69.65%) 8162(1.83%) 16708(3.74%) 445707 (100%)




How can we use these data products? _

Better front-end technology

Benchmarking and business processes at county level
Measurement and support for health plans
Measurement and support for medical home providers

Collaboration with community-based organizations

Other

33
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Policy Implications
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Policy Implications

Paraphrase:

“Thus, policy makers could further
encourage these trends by continuing
to invest in education and training.”
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