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Prescriptions/100 pop

Grand Traverse Kalkaska Leelanau Roscommon US Average Michigan

2007 146 130N/A 121 76 86

2008 156 107 8 157 78 90

2009 146 113 17 169 80 92

2010 152 120 16 185 81 96

2011 155 120 15 185 81 99

2012 148 128 26 207 81 101

2013 141 137 27 209 79 99

2014 142 134 23 209 76 98

2015 128 122 22 183 71 91

2016 103 106 20 147 66 85

2017 96 92 19 127 59 74

2017 Data

JAMA Internal Medicine Feb 2019 Research Letter
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2017

CMS Medicare Claims Data 2016

7

8



10/6/2019

5

0

50

100

150

200

250

Benzie Grand Traverse Kalkaska Leelanau Roscommon US Average Michigan

Prescriptions/100 Population

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

Higher odds of opioid prescribing in 

nonmetropolitan counties might be due to :  

• Prescription drug use and misuse at an earlier age

• Higher prevalence of chronic pain among persons living in rural 

areas

• Larger populations of older adults who have more conditions 

associated with chronic pain

• Opioid prescribing in rural areas is strongly influenced by providers’ 

relationships with their patients and can be inconsistent with 

prescribing guidelines

• Access to MAT and alternative therapies are limited

• Others:  Unemployment, multi-generational poverty, behavioral 

health shortages, ? ACE’s
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MCRH, in joint partnership with MDHHS offered 

Office-Based Provider Support and Education to 

rural providers in 14 counties Jan-Sept 2019

This grant was funded through the CDC

Catholic Human Services, in partnership with 

the Northern Michigan Regional Entity, is 

offering AD October 2019-Sept 2020 in 

Leelanau, Kalkaska, and Grand Traverse counties
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How do Clinicians benefit from

educational visits?

• Busy clinicians need an accurate, ongoing source of 
current evidence based medicine. 

• Clinicians have many competing demands for their 
time; trying on their own to assemble current 
evidence from a continuous influx of research is 
incredibly challenging. 

• As a result, many clinicians may be unaware if better 
alternatives exist for prescribing, prevention, 
screening, and patient education.

• 1:1 or small groups:  what are the advantages?
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Visits

• Kalkaska County:  

– Kalkaska FPx2  Mancelona x2  South Boardman X2 

• Grayling Medical Staff  Grayling Provider Network  

– Roscommon X 2   

– Prudenville x2 and private practice NP 

• Gaylord

– Elmira   Indian River  Lewiston  Gaylord staff

• Manistee NP   

• St Helen 

Insights

• It takes a lot of work to get into a provider office 
and not everyone wants to see me
– It helps to be a physician

– Leadership support is helpful

• Lunch meetings work best 

• Providers are generally doing what they’re 
supposed to be doing and want to be affirmed

• Most are very engaged (most) and want to talk, 
and would like more forums to discuss cases
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Themes
• The Conversations with Patients:  Chronic pain: nearly all providers are attempting 

to taper doses, others are reluctant as they've tried multiple modalities and older 
patients have few good options.  How do providers have the conversation?  

• What's a safe dose/target?  

• DEA is watching us

• High doses no better than low, goal is not the elimination of pain but keeping the edge off of it, and 
monitoring your function, so leverage functional status. 

– Providers seem to enjoy discussing this topic…

• Benzos and Marijuana

• Provider relationship with their patients is the key, as is their judgement-they have 
to choose their battles.  Some providers have inherited many chronic pain 
patients. 

• Behavioral Health:  Geographic barriers, insurance barriers, quality variable

– Desire for on-site behavioral health or telemedicine, as you lose the patient 
once they're out of the office

• Resources:  Desire for Functional Status forms (and Billing Code BH Assessment 
96217) and CDC patient education handout Narcan/naloxone samples from ATS 
and NMRE

PEG Pain Screening Tool
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Next Steps:  Grand Traverse, 

Leelanau, Kalkaska 

Opiate Days Prescribed vs Dependence
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Opioid Dose vs Risk of Death

Why More Opiates in Rural 

Populations? MMWR Jan 18, 2019
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Prescriptions/100 pop

Grand Traverse Kalkaska Leelanau Roscommon US Average Michigan

2007 146 130N/A 121 76 86

2008 156 107 8 157 78 90

2009 146 113 17 169 80 92

2010 152 120 16 185 81 96

2011 155 120 15 185 81 99

2012 148 128 26 207 81 101

2013 141 137 27 209 79 99

2014 142 134 23 209 76 98

2015 128 122 22 183 71 91

2016 103 106 20 147 66 85

2017 96 92 19 127 59 74
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SUMMARY FINDINGS: PROVIDER FOCUS GROUPS/ SURVEY/ INTERVIEWS

Provider input was obtained from focus groups, an online provider survey and a broader needs assessment 
survey. 21 providers participated by survey; 10 participated in focus groups and 33 as part of the online 
needs assessment survey. Providers represent a mix of primary care, pain management, behavioral health 
and substance abuse specialists. 

Does your practice have measures in place to prevent opioid addiction in your patients?

Most providers indicated that they have measures in place to prevent opioid use disorder in their patients. 
Typically, they are using opioid contracts, risk assessment and screening, and drug testing. A few indicated 
that they are no longer prescribing opiates or they are limiting prescriptions. Only one provider indicated 
that they are not doing anything to prevent opioid use disorder.

One provider pointed out that pharmacists need to participate in prevention efforts by educating patients on 
both using the drug and disposing of the drug. 

When you suspect a patient has an opioid use disorder, what are the greatest barriers to 
appropriately diagnosing and treating them?

Access to treatment programs that are close, affordable and with available appointment times.

Patient denial or unwillingness to seek treatment.

Access to alternative treatments for pain management

Lack of behavioral health services; some providers indicate that they don’t even suggest the patient has a 
psychiatric issue as there’s nowhere to send them.                                                       

Lack of support from insurance companies in the form of limiting opioid                                                      
prescription coverage and not covering other services such as physical  therapy

Access to a team-based, integrated approach

What are the greatest barriers you see in offering patients 
recovery and treatment services?
Distance         Cost       No suboxone clinics

Lack of insurance coverage for physical therapy or behavioral health services

Stigma      Patient’s willingness/ compliance

How comfortable are you with prescribing naloxone and 
buprenorphine?
While many providers would be comfortable prescribing naloxone and buprenorphine, 
many indicated that they are not comfortable for a variety of reasons:

Not certified

Not educated

Time constraint in practice

Fear it will change the patient composition of their primary care practice

Lack of a comprehensive team approach
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Here is a summary of needs identified by providers. 

Access to MAT

MSWs or psychologists in community that specialize in addiction and participate in an 
integrated approach. 

Team-based, integrated, multidisciplinary approach

Physician support through access to colleagues who can answer questions or consult on a 
case

Access to inpatient options for addiction and behavioral medicine that aren’t so far away

Primary care practices that will take patients back after they’ve undergone treatment

Emergency rooms that send patients right over to chronic pain clinic; making the ER a place 
that chronic pain patients can’t go. 

A really good inventory of services and resources that are available; well-trained nursing 
assistants who can investigate and identify resources.

Streamlined paperwork and electronic medical records that can speak to one another in an 
integrated fashion; free up providers

Funding for ECHO or some other case conference system to support providers. 

Peer coaches

2017
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2017

The Michigan Center for Rural Health (MCRH) was awarded a $200,000 Rural 

Communities Opioid Response Program (RCORP) planning grant by the Health 

Resources & Services Administration (HRSA) to focus on opioid use disorder in the 

14 northern MI counties. Over the next year, MCRH will help facilitate the work of 

the newly formed Northern Michigan Opioid Response Consortium (NMORC). 

The NMORC was assembled to: 

• coordinate efforts,

• identify areas of best practice for replication and expansion, 

• pinpoint gaps in care and develop solutions around these gaps,

• leverage state resources to address system and policy issues, 

• reduce the duplication of efforts.
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NMORC Consortium Partners Include: 

NMORC

• Collect data for each county

– eg, rate of OUD, prescription #’s, OD

• Survey members and providers regarding 

barriers to prevention, treatment, recovery

• Inventory of current OUD programs

• Workforce analysis and gaps

• Make recommendations on how to proceed
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Please indicate your opinion of the level of importance for each initiative Combined  very important/  important

Design a comprehensive, regional treatment model 157

Develop a strategy to increase the number & location of treatment 154

Educate and prepare primary care and other medical providers 154

Secure funding to expand programs and services in our region. 151

Educate the general public about treatment options. 148

Develop an easy and seamless referral process 148

Provide screening tools and approaches to diagnose substance abuse. 138

Educate the general public about preventing opioid use disorders. 136

Develop transition housing/ sober living options for patients 135

Educate law enforcement. 132

Educate the general public about identifying opioid use disorders. 129

Serve as advocates to influence legislation and statewide changes 127

Reduce the stigma attached to opioid addiction. 115

Work with employers in how to address SUD disorders in workforce. 110

Summary of Recommendations

Northern Michigan Opioid Response Consortium 

(NMORC)

Prevention

• Increased number of treatment centers

• Sober support

• Education of the public on the dangers of opioids

• Proper mental health diagnosis

Treatment

• Access to MAT programs

• Access to behavioral health

• Coordinated continuum of care

• Multiple recovery pathways implemented during 
treatment

• More treatment options

• Physician education

• Insurance

Recovery 

• Housing (sober living, transitional housing, recovery 
housing)

• Transportation

• Employment assistance

• Recovery Community Organizations

• Insurance coverage – specifically when transitioning 
to a commercial plan. 

• Stigma – stigma from a variety of perspectives, but 
including stigma surrounding the various paths to 
recovery (i.e. MAT vs. abstinence-based recovery). 

Workforce

• More behavioral health providers.

• Billing barriers – i.e. CAADC certification for 
Medicaid billing.

• Hiring more recovery coaches.

• Telehealth, and tele-behavioral health.

• Models that use creative ways to share provider 
staffing.

• Employer education for those that are attempting 
to hire those in treatment or active use.

• Drug screening does not differentiate between 
those on MAT, and those not in treatment. 
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2015 per 100 Patients

Summary of Recommendations

Northern Michigan Opioid Response Consortium 

(NMORC)

Prevention

• Increased number of treatment centers

• Sober support

• Education of the public on the dangers of opioids

• Proper mental health diagnosis

Treatment

• Access to MAT programs

• Access to behavioral health

• Coordinated continuum of care

• Multiple recovery pathways implemented during 
treatment

• More treatment options

• Physician education

• Insurance

Recovery 

• Housing (sober living, transitional housing, recovery 
housing)

• Transportation

• Employment assistance

• Recovery Community Organizations

• Insurance coverage – specifically when transitioning 
to a commercial plan. 

• Stigma – stigma from a variety of perspectives, but 
including stigma surrounding the various paths to 
recovery (i.e. MAT vs. abstinence-based recovery). 

Workforce

• More behavioral health providers.

• Billing barriers – i.e. CAADC certification for 
Medicaid billing.

• Hiring more recovery coaches.

• Telehealth, and tele-behavioral health.

• Models that use creative ways to share provider 
staffing.

• Employer education for those that are attempting 
to hire those in treatment or active use.

• Drug screening does not differentiate between 
those on MAT, and those not in treatment. 
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How do I receive 

AD services?

HHS Narcan Guidelines Dec 2018

• Patients prescribed opioids who:
– Are receiving opioids at a dosage of 50 morphine milligram equivalents (MME) per day 

or greater 

– Have respiratory conditions such as chronic obstructive pulmonary disease (COPD) or 
obstructive sleep   apnea (regardless of opioid dose); 

– Have been prescribed benzodiazepines (regardless of opioid dose). 

– Have a non-opioid substance use disorder, report excessive alcohol use, or have a 
mental health disorder (regardless of opioid dose). 

• Patients at high risk for experiencing or responding to an opioid 
overdose, including individuals:
– Using heroin, illicit synthetic opioids or misusing prescription opioids. 

– Using other illicit drugs such as stimulants, including methamphetamine and cocaine, 
which could potentially be contaminated with illicit synthetic opioids like fentanyl. 

– Receiving treatment for opioid use disorder, including medication-assisted treatment 
with methadone, buprenorphine, or naltrexone. 

– With a history of opioid misuse that were recently released from incarceration or other 
controlled settings where tolerance to opioids has been lost. 
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Types/Cost of Naloxone:

• Evzio self-inject ($3,781 and requires 

insurance pre-approval)  Rarely used.

• Nasal injector ($150)

• Pre-filled vials ($40 and need to have a 21-

gauge needle given as well)  $396 for 10

• 2cc vials ($19 cost and need needles and 

syringes)  $190 for 10 vials

Your Feedback?
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