Building a
collaborative
response to the
crisis in Kansas

2019

Kansas Prescription Drug and Opioid
Misuse and Overdose Strategic Plan
August 2019 Annual Report

Kansas Prescription Drug and Opioid Advisory Committee Partners
ansas Department for ging and Disability Servi es
ansas Department of Health and nvironment
DCCC
ansas Board of Pharma y
ansas Board of Healing rts
ansas Hospital sso iation
ansas Department for Children and amilies
ansas oundation for Medi al Care
ansas State Child Death evie Board
ansas Pharma ists sso iation
ansas Department of Corre tions
ansas ttorney eneral s ffi e
ansas Medi al So iety
U S Department of Health and Human Servi es
U S ttorney s ffi e Distri t of ansas
U S Department of gri ulture
ansas Health are Collaborative
reenbush Southeast ansas du ation Servi e Center
University of ansas Medi al Center
meri an So iety of ddi tion Medi ine
U Center for elemedi ine
elehealth
ederal Bureau of nvestigation C Division
llian e for Drug ndangered Children
Kansas Bureau of Investigation
Kansas Association of Chiefs of Police
Kansas Sheriffs Association
Mid est H D
Pro e t CH
University of Kansas School of Medicine- Wichita Kansas
Poison Control Center
Topeka Police Department
Community Care Network of Kansas
American Association of Oral & Maxillofacial Surgeons
Johnson County Mental Health Center
CKF Addiction Treatment
Stormont ail Health
Four County Mental Health Center
Kansas Health Institute
Blue alley School District
ansas So iety of nesthesiologists
Kansas State Board of Education
Boys and irls Club Topeka
i hita State University
Sedgwick County Division of Health
een Challenge
2

Kansas Prescription Drug and Opioid Advisory Committee

Krista Machado, MS
Chair
DCCCA
Adrienne Hearrell, MPH, CPTA
Prevention Chair
KDHE

Talal Khan, MD, MBA
Provider Education Chair
KUMC/KPPM

Daniel Warren, MD
Treatment & Recovery Chair
KUSM-W

Sarah Fischer, MPA
NAS Chair
KDHE

Ed Klumpp
Law Enforcement Chair
KACP

Ericka Welsh, PhD, MPH
Evaluation Chair
KDHE

Stefanie Baines, MA, CHES
KPCC

Alexandra Blasi, JD, MBA
KBOP

Karen Braman, RPh, MS
KHA

Ed Brancart
KSAG

Amanda Bridges, MBA
KFMC

Andrew Brown, MSW, KCPM
KDADS

Chris Bush
KDADS

Adrienne Byrne
Sedgwick County Div. of Health

Cristi Cain
KDHE

Sheri Catania, JD
USAKS

Lisa Chaney
G reenbush

Nickolas Clasen
HHS

Bill Cochran
TPD

Christi Darnell, LMSW, LAC
Blue V alley School District

Maria Davila
ASAM

Emily Davis
FBI KC Division

Amy Dean
KDOC

Carla Deckert
KUMC

Justin Doane
Four County MHC

Jennifer Donnelly
KBOP

Aaron Dunkel
KPhA

Ann Elifrits, MS, LCP, LCAC
KDHE

Jessica Evans
FBI KC Division

Douglas Fain, DDS, MD, FACS
AAOMS

John Fletcher
Kansas Sheriff’s Association

Lydia Fuqua
DCCCA

Jennifer Gassman
KCSL

Sarah Gideon
HINK

Susan Gile
DCF

Becky Gillgannon, BSN, RN
KFMC

Callie Grantham, LPC, LAC
KUMC

Pam Hahn
DCF

Lynne Hinrichsen
USDA

Deena Horst
KS Board of Education

Sara Hortenstine
Child Death Review Board

Sandy Horton
Kansas Sheriff’s Association

Shane Hudson, MS, LCP, LCAC
CKF

Jodi Jackson, MD
Children’s Mercy Hospital/SMMC

Verlin Janzen, MD, FAAFP
Hutchinson Clinic

3

Kansas Prescription Drug and Opioid Advisory Committee

Jaimie Katz, MPH
JCMH

Reyne Kenton
KBOP

Katie Mahuron
KDHE

Chrissy Mayer
DCCCA

Erin McGuire
KFMC

Cissy McKinzie
KDADS

Dawn McWilliams
Boys & G irls Club Topeka

Lori Moriarty
DCCCA

Molly Moffet
CHCWC

Mike Murphy
Midwest HIDTA

Frank Papish
KBI

Theron Platt
Community Care Network

Andrew Roberts, PharmD, PhD
KUMC

Jon Rosell, PhD
KMS

Rosanne Rutkowski, MPH, RN
KHC

Andrew Sack
KUMC

Melanie Simpson, PhD, RN-BC,
OCN, CHPN, CPE
KUMC

Linda Sheppard, JD
KHI

Chris Sturgeon
TPD

Kim Templeton, MD
KUMC/KSBHA

Mary Beth Warren, MS, RN
KUMC

Ericka Welsh, PhD, MPH
KDHE

Katie Whisman
KBI

Susan Wood, RN, BSN
Community Care Network

Shawna Wright
KUMC

4

Table of Contents
Executive Summary ............................................................................................................................... ...6
Original and Newly Identified State Plan Strategies and Recommendations .................................7
Evaluation ....................................................................................................................................................8
Overview....................................................................................................................................................8
State Plan Progress and Outcome Indicators ............................................................................................9
Annual Stakeholder Survey .....................................................................................................................13
Success Stories ........................................................................................................................................14

Newly Identified Strategies and Recommendations .........................................................................15
Prevention .............................................................................................................................................15
Polysubstance Use..........................................................................................................................15
Harm Reduction ........................................................................................................................... 16

Provider Education ..............................................................................................................................17
Sex- and G ender-Based Differences in Pain Management ............................................................17
Considerations for Older Adults .....................................................................................................18
Emergency Department Protocols .................................................................................................18
Academic Detailing .........................................................................................................................18

Treatment and Recovery ....................................................................................................................19
Rural Strategies ..............................................................................................................................19
2003 Senate Bill 123 .......................................................................................................................19

Law Enforcement .................................................................................................................................20
ODMAP ...........................................................................................................................................20
Considerations for Safety and Overdose Reversal .........................................................................20

Neonatal Abstinence Syndrome.........................................................................................................21
Summary ....................................................................................................................................................22
New Resources .........................................................................................................................................23
References .................................................................................................................................................25
Appendices ................................................................................................................................................27
Appendix I Sex- and G ender-Based Differences in Pain Management ...................................................27
Appendix II Older Adults..........................................................................................................................29
Appendix III Success Stories ....................................................................................................................31

5

Executive Summary
Background
In July 2018, the Kansas Prescription Drug and Opioid Advisory Committee published the Kansas Prescription
Drug and Opioid Misuse and Overdose Strategic Plan. The Strategic Plan was the result of a multi-sector
collaborative effort among more than forty organizations and agencies to outline a systematic, coordinated
approach to combatting the prescription drug and opioid crisis in Kansas.

Goals
The overarching goal of the Strategic Plan is identifying and implementing evidence-informed interventions
around prescription drug and illicit opioid misuse, abuse, and dependence, to decrease fatal and non-fatal
overdoses in Kansas. The Strategic Plan presents a rationale for continuing current efforts, outlines a path
forward, and proposes recommendations for consideration.

Priority Areas
Each priority area contains goals, SMART objectives, strategies, and activities that are planned and/or being
implemented by stakeholders. The goals, objectives, and strategies outlined in the Strategic Plan are
evidence-informed, driven by Kansas-specific data, and aim to address multiple levels of impact.

Implementation
The Strategic Plan is guiding internal and external strategy implementation, while also providing the
framework for monitoring progress toward short, intermediate, and long-term outcomes of the proposed
strategies. Many strategies and activities are being implemented in coordination with advisory committee
partners through state and federally-funded programs. Ongoing engagement and collaboration with a broad
array of stakeholders is instrumental for certain aspects of this work, as well as assuring adequate resources
in Strategic Plan implementation years.
The Kansas Prescription Drug and Opioid Misuse and Overdose Strategic Plan is a living document that will
expand as priorities and resources change. While current goals, objectives, strategies, and activities are
clearly outlined, data gathered from monitoring process and outcome indicators will inform revisions to
these on an annual basis to ensure relevance.

2019 Annual Update
The purpose of the 2019 Annual Update to the Strategic Plan is to demonstrate the collective impact of
Strategic Plan implementation, showcase success stories, and identify additional strategies,
recommendations, and resources needed to reach targeted objectives.
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Original & Newly Identified State Plan Strategies & Recommendations

Prevention
•
•
•
•
•
•
•

Education and awareness
Community mobilization
Develop website
Statewide campaigns
Safe use, storage, and disposal
Data collection and analysis
Enhance and Sustain prevention
funding

Provider Education
•
•
•
•
•

Treatment and Recovery
•
•
•
•
•
•
•
•

Increase access to treatment
Expand MAT
Expand peer support
Workforce development
Increase access to sober living
Adequate Insurance Coverage
Integration of Care
Telehealth

Neonatal Abstinence
Syndrome
•
•
•
•
•
•

Standardized screening and
prevention
Increase access to treatment
Education
Vermont Oxford Network
Data collection and analysis
Tracking and monitoring

Educational Opportunities
K-TRACS Enhancements,
Funding, and Utilization
Prescribing Policies and
Guidelines
SBIRT
Requirements in Higher
Education

Law Enforcement
•
•
•
•
•
•
•

Justice-involved treatment
access
Naloxone utilization
Law enforcement education
911 Good Samaritan Law
Community Collaboration
Drug Take-Back Days
Drug Courts/Diversion

Newly Identified
•
•
•
•
•
•
•
•
•

Older adult considerations
Rural health approaches
Sex- and gender-based
differences in pain
Harm reduction strategies
ED Protocols
2003 Senate Bill 123 expansion
Academic detailing
ODMap
Referrals to Home Visiting

For more information about the original state plan strategies please view the full
Kansas Prescription Drug and Opioid Misuse and Overdose Strategic Plan.
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Evaluation
Overview
The primary purpose of monitoring and evaluating the Strategic Plan is:
(1) Opportunities: to identify opportunities for enhancing or expanding
Strategic Plan implementation
(2) Support: to garner additional community, organizational, political and
financial support for PDO Strategic Plan implementation and sustainability
The PDO Strategic Plan Monitoring and Evaluation Plan was guided by
CDC’s 6 Step Framework for Program Evaluation in Public Health and
includes detailed information on data collection, reporting and use with a
focus on both process and outcome evaluation.
Monitoring and evaluation will rely on a variety of quantitative and
qualitative data sources. Primary data collection sources include:
(1) Survey: the annual survey of funded state and community partners
(2) Stories: success stories from funded state and community partners
Survey results will provide information on which strategies in the PDO
Strategic Plan are and are not being implemented, barriers to strategy
implementation, partners’ perceptions of supports needed to enhance or
expand implementation and/or sustain the Plan, and coordination of
strategy implementation across funded state and community partners.
Secondary data collection sources are those outlined in the State Plan
Outcome Indicators table below. Monitoring outcome indicators will help
to demonstrate the overall impact of PDO Strategic Plan implementation,
highlight successes and identify areas that may require additional support to achieve targeted objectives. Q ualitative
success stories from each of the five priority areas will help contextualize these quantitative outcomes data.
Monitoring and evaluation of the State Plan helps to ensure continuous quality improvement based on evaluation data
and progress measures as well as guides the necessary adjustments to ensure successful State Plan implementation.
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Evaluation
State Plan Progress and Outcome Indicators
Long-Term Outcomes (5+ years)
State-level Indicator
Morbidity

Age-adjusted All Drug Non-Fatal Overdose Emergency Department
Admission Rate per 100,000 population
Age-adjusted Non-Fatal Opioid Overdose (excluding heroin) Emergency
Department Admission Rate per 100,000 population
Age-adjusted Non-Fatal Heroin Emergency Department Admission Rate per
100,000 population
* Age-adjusted All Drug Non-Fatal Overdose Hospitalization Rate per 100,000
population
* Age-adjusted Non-Fatal Opioid Overdose (excluding heroin) Hospitalization
Rate per 100,000 population
* Age-adjusted Non-Fatal Heroin Hospitalization Rate per 100,000 population

Mortality

Baseline
(2016)

2017

2018

Target
(2022)

129.2

133.4

135.9

115.5

19.0

19.3

17.6

17.2

2.5

3.1

3.7

2.2

91.1

94.1

98.7

82.4

19.8
2.1

17.6
1.4

15.6
2.2

18.0
1.9

Age-adjusted All Drug Overdose Deaths Rate per 100,000 population
10.9
11.5
12.4
9.1
Age-adjusted Drug Overdose Deaths Involving Opioids (excluding heroin)
Rate per 100,000 population
5.0
5.0
5.6
4.1
Age-adjusted Drug Overdose Deaths Involving Natural and Semi-Synthetic
Opioids Rate per 100,000 population
2.8
2.5
2.6
2.0
Age-adjusted Drug Overdose Deaths Involving Synthetic Opioids Other than
Methadone Rate per 100,000 population
0.98
1.21
1.75
.7
Age-adjusted Drug Overdose Deaths Involving Methadone Rate per 100,000
population
0.3
0.6
0.5
.6
Age-adjusted Drug Overdose Deaths Involving Heroin Rate per 100,000
population
1.2
0.8
1.2
0.0
Data Sources and Notes on Long-Term Outcome Indicators:
Morbidity: 2016-2022 ICD-10-CM Kansas Hospital Association Emergency Department Admissions; Kansas Bureau of
Epidemiology and Public Health Informatics, Kansas Department of Health and Environment. 2016-2022 ICD-10-CM
Kansas Hospital Association Hospital Discharge Database; Kansas Bureau of Epidemiology and Public Health Informatics,
Kansas Department of Health and Environment* (EX CLUDES PATIENTS WITH CANCER). Data Notes: In 2019, the case
definition for drug overdose morbidity changed. ICD-10 CM of substance abuse disorders (F codes) are no longer included
in the case definition.
Mortality: 2016 - 2022 Kansas V ital Statistics Mortality File; Kansas Bureau of Epidemiology and Public Health Informatics,
Kansas Department of Health and Environment.
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Evaluation
Intermediate Outcomes (2-5 years)
State-level Indicator
Misuse and Abuse of Prescription Drugs

Percentage of youth in Kansas in grades 6th, 8th, 10th and 12th
reporting use of prescription medications not prescribed to them in the
past 30 days
Percentage of young adults between the ages of 18-25 in Kansas
reporting use of prescription medications not prescribed to them on one
or more days*
Prevalence of adults ages 18 years and older who report using
prescription narcotics more frequently or in higher doses than as
directed by a doctor in the past year
Prevalence of adults ages 18 years and older at risk for opioid use
disorder in the past year* *
Prevalence of adults ages 18 to 24 years who report using prescription
narcotics more frequently or in higher doses than as directed by a doctor
in the past year
Prevalence of adults ages 18 to 24 years at risk for opioid use disorder in
the past year* *

Use of Illicit Opioids

Hospitalization associated with drugs with potential for abuse and
dependence; all drugs, heroin poisoning, cocaine poisoning, prescription
opioid poisoning, benzodiazepine-based tranquilizer poisoning,
amphetamine poisoning, cocaine abuse or dependence, opioid abuse or
dependence (Age Adjusted rate per 100,000 population)
Hospitalization associated with Opioid abuse or dependence
(Age Adjusted rate per 100,000 population)

Neonatal Abstinence Syndrome (NAS)

Incidence of NAS in Kansas, per 1,000 birth hospitalizations

Baseline
(2017)

3.70%
6.40%

2018

2019

3.88%
*

Target
(2022)

3.96%

1.20%

5.78%

3.90%

3.44%

TBD

TBD

TBD

2.99%

TBD

TBD

TBD

4.86%

TBD

TBD

TBD

6.77%

TBD

TBD

TBD

226.4

249.5

261.7

208.8

60.1

59.7

60.0

55.6

2.9

* * *

3.4

2.6

Data Sources and Notes on Intermediate Outcome Indicators:
Misuse and Abuse of Prescription Drugs: Kansas Communities That Care (KCTC) Student Survey, Kansas Young Adult Survey. * Not
calculated annually due to this survey schedule administered by G reenbush with funding from SAMHSA's Partnerships for Success
2015 Initiative. Kansas Behavioral Risk Factor Surveillance System (BRFSS) * * Includes only those that were not excluded from the
BRFSS 2017 OUD Module (Risk is defined as mild). 2018 Data unpublished at time of publication.
Use of Illicit Opioids: 2016-2022 ICD-10-CM Kansas Hospital Association Emergency Department Admissions; Kansas Bureau of
Epidemiology and Public Health Informatics, Kansas Department of Health and Environment (KDHE)
NAS: 2014 - 2022 Kansas Hospital Association Hospital Discharge Database; Kansas Bureau of Epidemiology and Public Health
Informatics, KDHE. * * * Not calculated due to ICD-9 CM/ICD-10 CM transition. Data Notes: Data for 2016 and onward are based on ICD-10-

CM and may not be comparable to previous ICD-9-CM estimates. Cases of neonatal abstinence syndrome were identified by ICD-9-CM diagnosis
code 779.5 (drug withdrawal syndrome in newborn) and ICD-10-CM diagnosis code P96.1 (neonatal withdrawal symptoms from maternal use of
drugs of addiction). Possible iatrogenic cases, identified by ICD-9-CM diagnosis codes 765.00-765.05, 770.7, 772.1x, 777.5x, 777.6 and 779.7, were
excluded from the numerator; iatrogenic exclusion is no longer necessary in ICD-10-CM with the introduction of P96.2 (withdrawal symptoms from
therapeutic use of drugs in newborn). Birth hospitalizations were identified by ICD-9-CM diagnosis codes V 30.xx-V 39.xx, where the 4th and 5th digit
is either 00, 01, 10 or 11, and ICD-10-CM diagnosis codes of Z 38.00, Z 38.01, Z 38.1, Z 38.2, Z 38.30, Z 38.31, Z 38.4, Z 38.5, Z 38.61, Z 38.62, Z 38.63,
Z 38.64, Z 38.65, Z 38.66, Z 38.68, Z 38.69, Z 38.7, or Z 38.8. Those with an indication of transfer from another hospital were excluded to avoid
duplication.
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Evaluation
Short-term Outcomes (1-2 years)
State-level Indicator
Prevention

Baseline
(2017)

Percentage of youth in Kansas in grades 6th, 8th, 10th and 12th
who report there is “no risk” of harm in taking a medication not
prescribed for you
Percentage of young adults between the ages of 18-25 in
Kansas who report there is “no risk” of harm in taking a
medication not prescribed for you*
Number of community coalitions addressing prescription drug
misuse
Baseline
(2017
2017 2017 2017 2018
State-level Indicator
Q1)
Q2
Q3
Q4
Q1

Provider Education

2018

10%

9.73%

2.70%

*

10
2018
Q2

10%

6.80%

3.70%

1.5%

17

15
Target
(2022
Q4)

10
2018
Q3

Target
(2022)

2019

2018
Q4

2019
Q1

2019
Q2

Total morphine
milligram equivalents
(MME) dispensed to
patients per capita
196.8 204.1 187.3 192.8 155.2 149.1 141.1 137.9 127.9 125.4
75.0
Percentage of patients
with 90+ Daily MME of
opioids
11.1% 10.9% 9.9% 10.1% 9.0% 11.2% 10.3% 10.0% 9.6% 9.1% 2.20%
Rate of patients with 5+
prescribers and 5+
dispensers in a 6-month
period
15.4
13.8
13.3
10.6
8.5
10.7
9.3
9.0
6.1
6.2
0.42
Percent of patients
prescribed longacting/extended-release
opioids who were
opioid-naï ve
8.7% 9.3% 9.9% 9.60% 8.60% 5.2% 5.6% 5.4% 5.6% 5.6% 5.20%
Percent of days with
overlapping
opioids/benzodiazepines
17.7% 17.4% 17.3% 18.1% 17.8% 11.8% 11.2% 11.0% 17.2% 16.4% 10.62%
Percent of days with
overlapping opioid
prescriptions
17.5% 17.2% 16.7% 16.9% 16.5% 10.9% 10.7% 10.2% 16.3% 15.7% 10.50%
Data Sources and Notes on Short-Term Outcome Indicators:
Prevention: KCTC Student Survey, Kansas Young Adult Survey. * Not calculated annually due to survey schedule.
Provider Education: K-TRACS; Kansas Board of Pharmacy and Appriss Health Tableau Server (Dispensation Detail by
Patient County [ Filters include Opioid Drug = Yes, Provider out of State = No] ), K-TRACS; Kansas Board of Pharmacy and
Appriss Health CDC Report
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Evaluation
Short-term Outcomes (1-2 years)
State-level Indicator
Treatment and Recovery

Baseline
(2018)

Number of Buprenorphine waivered prescribers practicing in
Kansas
Ratio of substance use disorder treatment providers in
Kansas that accept clients on opioid medication
Ratio of detoxification facilities in Kansas that accept clients
on opioid medication

State-level Indicator
Treatment and Recovery

Rate of Kansas prescribers who prescribed buprenorphine
opioids indicated for Medication-assisted Treatment (MAT)
per 100,000 residents
Rate of Kansas patients who filled buprenorphine opioids
indicated for Medication-assisted Treatment (MAT) per
100,000 residents
Percentage of Kansas counties with prescribers who
prescribed buprenorphine opioids indicated for Medicationassisted Treatment (MAT)

State-level Indicator
Law Enforcement

2016

97

176

150

0.57

.78

0.65

0.42

.95

Baseline (2017)

0.63

2018

Target
(2022)

7.1

10.2

10.5

9.08

90.2

97.5

108.8

87.70

39%

31%

27%

Number of law enforcement agencies carrying Naloxone
Number of Kansas law enforcement officers who receive the Kansas Law
Enforcement Training Center's (KLETC) opioid crisis training

State-level Indicator
Neonatal Abstinence Syndrome

Target
(2022)

2019

Baseline
(2017) 2018

2019

100%

Target
(2022)

-

-

TBD

50%

0

62

430

750

Baseline
(2017)

2018

2019

Target
(2022)

Ratio of birthing centers in Kansas in which the V ermont Oxford Network
(V ON) NAS Universal Training Program is implemented
0%
49.2%
52.4%
76.9%
Data Sources and Notes on Short-Term Outcome Indicators:
Treatment and Recovery: SAMHSA DATA Waivered Practitioners Locator, SAMHSA Treatment Locator, K-TRACS; Kansas
Board of Pharmacy and Appriss Health Advanced Analytics Report.
Law Enforcement: Kansas Law Enforcement Naloxone Survey (Administration to begin October 2019), KLETC Course
Records.
NAS: Kansas Perinatal Q uality Collaborative.

12

Evaluation
Annual Stakeholder Survey
The Advisory Committee conducted the first annual stakeholder survey in April 2019 to assess the status of
Strategic Plan implementation. The survey was specifically designed to collect information on which strategies
within the Strategic Plan are and are not being implemented by state and community partners, barriers to strategy
implementation and perceived supports needed to implement strategies.
Approximately 130 state and community partners engaged in prescription drug and opioid related initiatives were
invited to participate in the electronic survey and 45 respondents completed the survey (including partial
completes). Approximately half (53.5%) of respondents reported implementing prevention and/or response
strategies at the community-level only. Slightly more than half (59.5%) of respondents used KDHE Opioid Crisis
funding and approximately one-third (35.1%) used KDHE DDPI funding to implement PDO strategies additional
funding sources included KDADS STR (24.3%), KDADS SOR (21.6%), KDADS PFS (13.5%), HRSA (8.1%), DCF (2.7%),
and Other 10.8%
Overall, respondents indicated widespread implementation of Prevention and Provider Education strategies.
Commonly cited barriers to Prevention strategy implementation included inadequate funding and competing
priorities while lack of provider buy-in was a commonly cited barrier to Provider Education strategy
implementation.
Treatment & Recovery, Law Enforcement and Neonatal Abstinence Syndrome strategies were implemented with
relatively lesser frequency among respondents. Commonly cited barriers to implementing Treatment & Recovery
and Law Enforcement strategies included lack of funding/funding restrictions and lack of treatment locations which
to refer, as well as lack of buy-in from law enforcement. A complete summary of survey findings and a copy of the
survey instrument and are available upon request.
Advisory Committee members used survey findings to generate recommendations for the 2019 annual update to
the Strategic Plan, including identifying opportunities for enhancing, expanding and sustaining Strategic Plan
implementation, as well as identifying new strategies that may have not been included in the original Strategic
Plan.
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Evaluation
Success Stories

Treatment and Recovery

One aim of this annual update is to highlight
successful strategic implementation by state and
community partners. Select state and community
partners were invited to submit a success story in
July 2019. The following stories showcase
successes across Strategic Plan priority areas:
Prevention, Provider Education, Treatment and
Recovery, Law Enforcement and Neonatal
Abstinence Syndrome.

Prevention
DCCCA hosted the first and second annual Kansas
Opioid Conference. The Annual Opioid Conference
provides an opportunity for nearly 450 professionals
from various specialties to learn about the epidemic
and provide insight for developing a path forward for
Kansas. Normally, these specialties are not in the
same room, or at the same event. This event provides
an opportunity to bring together all of the disciplines
with a vested interest in the opioid crisis to develop
a collaborative response and increase awareness of
the crisis in our state.

Provider Education
Enter KUMC’s Project ECHO – a technology-based
video conference utilizing a free web-based platform
to offer additional education and mentoring to
primary care physicians, NP’s and PA’s as well as their
delivery teams. Participants gained access to
interdisciplinary specialty providers who researched,
taught and practiced at KU’s Medical Center in
Kansas City and KU’s School of Medicine in Wichita.
For 60 minutes over their lunch hour, an interactive
case-based topic specific session created learning
collaboratives. Since 2017, multiple ECHOs have
successfully
trained
prescribers
on
pain
management, recognizing possible opioid risks and
how to treat opioid use disorders.

CKF Addiction Treatment has served a 65-county area
in Central and Western Kansas under the STR G rant for
2 grant cycles. Within that time, CKF Addiction
Treatment has identified barriers and developed
solutions to provide quality care services to the
underserved areas in Kansas by overcoming
geographic barriers to healthcare and successfully
implementing telehealth group support services.
With Opioid Overdose Crisis Response Cooperative
Agreement funds, the Sedgwick County Health
Department (SCHD) worked with both the University
of Kansas School of Medicine-Wichita (KUSM-W) and
HealthCore Clinic, a Federally Q ualified Health Center
(FQ HC) to implement Screening, Brief Intervention,
and Referral to Treatment (SBIRT) at HealthCore.

Law Enforcement
Often, law enforcement officers are first to arrive at
the scene. When officers carry naloxone, this provides
an opportunity to save a life that may have been lost if
they had waited for emergency medical services to
arrive. This effort was implemented to raise
awareness of the resources that are available to help
law enforcement agencies implement a naloxone
program within their agencies, available resources for
prevention, and how to appropriately respond to a
suspected opioid overdose.

Neonatal Abstinence Syndrome
The rise of the opioid epidemic left birthing hospitals
in Kansas searching for evaluation and treatment
options for families and newborns affected by
substance exposure. In 2018, KDHE Bureau of Family
Health partnered with the Kansas Perinatal Q uality
Collaborative (KPQ C) to make a universal training
program available to every birthing center in Kansas.
Kansas’ centers are actively participating an education
program, working to standardizing care and the KPQ C
is measuring the outcome of improved practices.

To view all success stories submitted please view Appendix III.
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Newly Identified Strategies and Recommendations
Prevention
Polysubstance Use

Strategies

The opioid epidemic is described as having three
distinct but interconnected phases.1

Increase public awareness of the dangers
associated with stimulants, fentanyl, and other
drugs, as well as polysubstance use.

•

•

•

Phase One: A steep acceleration in opioid
prescribing which was associated with increased
prevalence of opioid use disorder (OUD) and
opioid-involved morbidity and mortality. OUD
involving prescription opioids is also associated
with escalation to heroin and other illicit substance
use, which reflects
Phase Two: Increased heroin use and poisonings
are driven by the price, purity, and availability of
heroin.2
Phase Three: Increased consumption of stronger,
synthetic opioids.3 Whether used as a standalone
drug or combined with others, synthetic opioids,
mainly illicit fentanyl, have driven the rapid
increase in drug-involved morbidity and mortality
in recent years.

While fatal overdoses involving prescription and illicit
opioids have characteristically driven the U.S. drug
overdose epidemic, there has been an observed
increase in deaths involving other non-opioid drugs as
a result of increased polysubstance use.4 Specifically,
fatal overdoses involving psychostimulants and
cocaine have increased markedly in recent years, with
and without the co-involvement of opioids.
Experts are referring to this increase in multiple-drug
toxicity as the “fourth phase of the opioid crisis.”
As stimulants, such as meth, continue to plague our
state, it is important we do not lose sight of the issues
associated with stimulant use and the intertwining
with opioids and that we continue to consider
prevention strategies that will combat all drug use.

Expand data collection and analysis methods to
inform prevention efforts and monitor trends
associated with stimulants, fentanyl, and other
drugs, as well as polysubstance use.

1/3

In 2017, approximately
one-third of fatal U.S.
overdoses involved either
cocaine, psychostimulants,
or both.5

72.7%

Of those deaths, opioids
were involved in 72.7% of
cocaine-involved
overdoses.

50.4%

Opioids were involved in
50.4% of psychostimulantpsychostimulant
involved overdoses.

Polysubstance or poly-drug use refers to the
use of more than one drug or substance at a
time.6
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Newly Identified Strategies and Recommendations
Prevention
Harm Reduction Approaches

Strategies

Although harm reduction does not have a universal
definition, it encompasses various policies and
practices that are targeted to decrease problematic
effects associated with certain behaviors, including
substance use.7 The goal of harm reduction is not to
eliminate substance use necessarily, but rather “to
address the conditions of use, as well as the use itself”.8

In response to increased polysubstance use as well
as deaths involving synthetic opioids (including
fentanyl and its analogs), pilot the use of fentanyl
test strips to detect fentanyl in the illicit drug
supply as a harm reduction strategy.9 This strategy
is most effectively employed when these testing
supplies are provided to persons consuming drugs
to decrease the risk of fatal overdose.

Recommendations
Establish and sustain permanent funding sources
for purchasing and distributing naloxone. Support
targeted distribution to high risk populations and
regions.
Review evidence for harm reduction strategies to
reduce infectious disease transmission, morbidity,
and mortality; and facilitate linkage to care among
those who use substances.10

Harm Reduction Basics
•

Harm reduction is a set of strategies and ideas aimed at reducing negative consequences
associated with drug use

•

Harm reduction utilizes a wide range of techniques such as safer use, managed used, or
abstinence to meet drug users where they are at

•

The goal is to address the conditions of use as well as the use itself

•

Harm reduction interventions and policies must be designed to reflect specific individual
and community needs

•

The right harm reduction approach may vary from client to client or community to
community
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Newly Identified Strategies and Recommendations
Provider Education
Sex- and Gender-Based Differences in Pain
Management
While opioid use disorder is more common among men
than women for most of the lifespan, deaths from
overdose of opiates are increasing more rapidly for
women, with an increase of 5-fold for women (19992016), compared to the most recent data for men which
indicates a 3.6-time increase (1999-2010).11
Deaths of women related to synthetic opioids increased
by 1643% from 1999 to 2017, while deaths related to
prescription opioids increased by 485%.11
Sex- and gender-based differences have been identified in
causes and perception of nociceptive stimuli, expression
of pain, and response to opioids. The perception of these
stimuli among adults can be further impacted by
untreated co-existing anxiety, depression, and PTSD,
often more common in women, which can result in
women perceiving some forms of pain more intensely
than men. Lack of awareness or understanding of sexbased differences in pain and pain expression can help to
explain why women are more likely than men to be
prescribed opioids for a given health condition and are
also more likely to receive a combination of opioids and
benzodiazepines.
Women are more likely than men to have an active opioid
prescription at the time of death by overdose.11
The mu-opioid receptors in the brain respond differently
to opioids in women than they do in men, with onset of
pain relief typically being slower among women. Slower
onset of pain relief may lead women to take additional
opioids in an attempt to obtain pain relief. This and other
differences in opioid receptor response result in women
developing opioid addiction more rapidly than men, even
when using lower doses for shorter time periods.

Strategies
Education of health care professionals and the
public about sex-based differences in pain and
response to opioids may reduce the rates of
addiction and its consequences in women across
the lifespan.

Recommendations
Health care professionals should recognize the
incidence of undiagnosed/untreated depression,
anxiety, and PTSD among women with chronic pain
and the impact that these can have on the
expression of pain and the use of opioids.
Assessment for and treatment of co-existing
mental health conditions (using a trauma-informed
approach) is essential.
Discussions of family planning should be part of the
interactions with women of childbearing age who
are using opioids, including those undergoing
medication assisted treatment. Older women who
are prescribed or utilizing opioids should be
carefully monitored, due to their risk of falls and
related injuries. As with patients of any age, the
goal of treatment of pain among the older
population should be maintenance of function,
rather than attempting to achieve a specific,
subjective pain score.
If co-existing mental health issues are not addressed,
women may attempt to ameliorate their pain and
other symptoms through self-medication, increasing
their use of opioids and furthering their risk for
addiction or overdose.

To view the full Sex-and G ender-Based Differences in Pain report written by Dr. Kim Templeton please see
Appendix I.
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Newly Identified Strategies and Recommendations
Provider Education
Emergency Department Protocols

Strategies

Developing and implementing promising emergency
department (ED) policies and protocols is an
important strategy in facilitating linkage to care. This
is because patients are generally more receptive to
receiving treatment post-overdose, and ED staff are
in a unique position to assess readiness for long-term
treatment, initiate medication assisted treatment
(MAT), and facilitate referrals to available
resources.12

Work with hospital EDs to identify and implement
evidence-informed opioid overdose protocols,
policies and procedures, which may include:
medical management standards, rapid testing of
biological specimens, buprenorphine induction, coprescribed naloxone, referrals to in-patient
detoxification, MAT and/or mental and behavioral
health services, providing " warm hand-offs" to
community-based recovery organizations, and
linking patients to peer navigators and/or
treatment.

Academic Detailing

Strategies

Academic detailing (AD) is an evidence-based
educational strategy whereby trained professionals
provide one-on-one, structured trainings to
clinicians. The goal of AD is to facilitate
implementation of practice changes to improve
patient care and health outcomes.13

Pursue AD techniques training opportunities.
Implement AD for Kansas healthcare providers in
various disciplines, focusing on areas of highburden. AD sessions should emphasize relevant
opioid misuse and overdose prevention strategies.

Considerations for Older Adults

Strategies

It can be difficult for both patients and providers to
recognize symptoms of opioid misuse in the older
adult population because they tend to immolate
afflictions that are common to the age group,
including: falls, confusion, difficulty sleeping, and
gastrointestinal complications.14

Continue targeted education on safe use, storage,
and disposal of all medicines for older adults. This
includes the continuation of Older Adult
Medication Safety (OAMS) training for senior
groups and organizations across the state.

Risk Factors for Opioid Use Disorder in Older Adults

Increased pain, sleep disorders, memory, hearing, and vision
loss, daily consumption of multiple medications, age-related
mental health issues including anxiety and depression, agerelated physiological changes, retirement, death of a loved
one, loss of income, placement in a long-term care facility,
mental or physical health decline, and social isolation.

Barriers to Accessing Care

Transportation, lack of mobility, lack of social or family
support, loss of income or financial difficulties, stigma
(including self-stigmatization) for older adults, lack of
acknowledgement of SUD in older adults by both patients
and health providers.

Identify funding source(s) to support creation of a
sub-committee to develop a Strategic Plan for the
prevention of SUD and OUD among older adults.

Recommendations
Identify best practices unique to older adults along
the full continuum of care such as screening,
identification, treatment, recovery, referral, pain
management,
prescribing.
This
includes
reevaluation of treatments provided at the age of
65.
To view the full Older Adult report please see Appendix
II.
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Newly Identified Strategies and Recommendations
Treatment and Recovery
Strategies

Populations in Rural Areas
Drug poisoning mortality rates have varied over time
by level of urbanization. In 2017, the age-adjusted drug
poisoning death rate was higher in urban counties as
compared to rural counties.15

Identify strategies to overcome rural and frontier
barriers to implementing strategies, such as
increasing access to screening for SUD as well as
treatment and recovery services.

However, it is of note that urban-rural differences in
drug poisoning mortality rates varied by type of drug(s)
involved. In 2017, the drug poisoning death rates
involving commonly prescribed, natural and semisynthetic opioids and involving psychostimulants were
higher in rural counties. Conversely, urban rates were
higher for fatal drug poisonings involving heroin,
synthetic narcotics (fentanyl), and cocaine.15

Work with partners to identify lessons learned and
priorities selected from Kansas Consortium for
Opioid Rural Planning and Strategy (KCORPS)
initiative that may serve as a guide for replicating
effective strategies across the state. This
consortium has proposed the creation of an
OUD/SUD Rural Navigator to connect and
coordinate services in the four rural counties
identified and funded within this initiative (Allen,
Rawlins, Wilson, Woodson Counties).

The CDC also reports that primary care providers in
rural counties have a higher percentage of patients
that are prescribed an opioid as compared to urban
counties.16 Among other possible factors, higher rates
of older adults and pain conditions in rural areas may
be a factor associated with the higher prescribing
rates.16

Encourage communities to access the rural
resource guide and other resources from the USDA
which includes federal resources for rural
communities to help address SUD and Opioid
Misuse.
Implement awareness campaigns that target rural
and farming communities.

74% of farmers
report that they
have been directly
impacted by the
opioid epidemic.17

Most farmers
reported that it
would be easy to
access large
amounts of Rx
opioids without a
prescription.17

SB 123
“The mission of the SB 123 Program is to ensure public
safety while effectively addressing prison recidivism by
providing community-based substance abuse
treatment to targeted, non-violent drug offenders
having substance use disorders”.18
2003 Senate Bill 123 provides certified substance
abuse treatment for non-violent adult offenders who
were convicted of controlled substance possession
with no prior convictions of drug trafficking, drug
manufacturing, or drug possession with intent to sell.

Only 1 in 3
farmers report
that it would be
easy to access
treatment.17

Strategies
Through educational and outreach initiatives at
the state and local level, increase the number of SB
123-certified treatment providers statewide.

Recommendations
Assure adequate funding for 2003 Senate Bill 123
to allow for the appropriate provision of medically
necessary treatment services.
Explore expanding program inclusion criteria to
allow for an expanded list of qualifying offenses.
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Newly Identified Strategies and Recommendations
Law Enforcement
ODMAP
The
High
Intensity
Drug
Trafficking
Areas
(HIDTA) Overdose Detection Mapping Application
Program (ODMAP) is an overdose mapping tool that
provides real-time data on suspected fatal and nonfatal overdoses to increase public safety, monitor trends,
and assist in emergency preparedness and response.
This tool can be used by law enforcement to report and
monitor suspected overdoses in specified geographic
areas and statewide. In the event of a suspected
overdose ODMAP users can enter the information from
the encounter to be tracked in real time indicating both
fatal and non-fatal overdose encounters. Users also have
the ability to report if Naloxone was administered during
the suspected overdose encounter.

Strategies
Provide training, technical assistance, and support to
Kansas first response agencies as Level 1 users to
facilitate implementation of ODMAP in Kansas
localities.
Applicable governmental public health and public
safety entities should register as Level 2 users to gain
access to the ODMAP dashboard as a Level 2 user for
data analysis.

ODMAP data can be used to facilitate collaboration
among partners to share data and information to develop
and implement a coordinated emergency response plan
to quickly and effectively respond and prevent overdose
deaths in communities.

Considerations for Safety & Overdose Reversal
Kansas communities are reporting an increase in fentanyl
overdoses we need to continue to pay attention to is
overdoses involving to fentanyl. Fentanyl seizures at the
U.S. Southwest Border continue to increase. U.S. Customs
and Border Protection reports 1,785 pounds of fentanyl
border seizures in FY 2018, as of May 31, 2019 that
number is already 1,703 for FY19 to date.19
Due to its potency, fentanyl overdoses have a fast onset,
and are more difficult to reverse.20 Transnational Criminal
Organizations (TCOs) continue to manufacture fentanyllaced pills with potentially deadly amounts of fentanyl
disguised primarily as prescription drugs, increasing the
risk to both law enforcement and drug users. Because of
the dangers associated with fentanyl, the advisory
committee has several strategies and recommendations.

Strategies
First responders and their canines may be at risk of
encountering fentanyl. To prevent exposure, it is
recommended that first responders use appropriate
personal protective equipment and follow
appropriate precautions. Canines should also be
provided with protective equipment. For more
information on best practices for first responders,
please view the U.S. Department of Justice Drug
Enforcement Administration’s Fentanyl: A Briefing
G uide for First Responders.21
First responders should also follow best practices for
appropriate evidence packaging, handling, and
submission, such as double bagging the substance
Naloxone Distribution in Criminal Justice Settings.
Individuals with a SUD are at a higher risk of
overdose upon release from incarceration, due to
reduced tolerance levels. Providing Naloxone upon
release will help to reduce the risk of overdose.
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Newly Identified Strategies and Recommendations
Neonatal Abstinence Syndrome
Considerations for NAS

Strategies

Women of childbearing age who use opioids are at risk
of having a child with neonatal abstinence syndrome, a
condition in which the infant experiences a variety of
short- and long-term health conditions related to
substance exposure and withdrawal.

Inform and educate birthing centers and primary
care clinics about home visitation programs as a
support resource for the substance-exposed dyad.
The Kansas Home V isiting Program pairs expectant
and new families with trained professionals to
ensure parents receive support and babies get off
to a good start and is a free to Kansas families. To
learn more about home visiting programs please
visit www.kshomevisiting.org.

There is no known dose of opioids below which an
infant is not at risk of developing this syndrome. While
using opioids, women may not be aware they are
pregnant or may fear the stigma of using opioids,
especially while pregnant.
They also may not be aware that these drugs can have
serious consequences for a fetus/infant. Thus, they
may not seek needed medical care, including testing for
pregnancy or standard prenatal care, or they may not
be informed of, or have access to, all options for
contraception.

Develop policies and protocols to support referral
for substance-exposed infants

They may also fear that their child they may be taken
away from them if they seek support following the birth
of their child. Effective prevention can begin as early as
the prenatal period. To provide needed supports after
a birth of a child the advisory committee has two
recommendations.
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Summary
The Kansas Prescription Drug and Opioid Misuse and Overdose Strategic Plan is a living document that will expand
as priorities and resources change.
While current goals, objectives, strategies, and activities are clearly outlined, data gathered from monitoring
process and outcome indicators will inform revisions to these on an annual basis to ensure relevance.

Goals of the Annual Update

Demonstrate the Collective Impact of the Strategic Plan Implementation

Showcase Success Stories

Identify Additional Strategies

Aid in Revisions to Goals, Objectives, Strategies, and Activities
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New Resources
The White House Office of National Drug Control
Policy National Drug Control Strategy
https://www.whitehouse.gov/wpcontent/uploads/2019/01/NDCS-Final.pdf

Facing Addiction in America: Surgeon General’s
Spotlight on Opioids
This report includes the latest data and calls for a
cultural shift in the way Americans talk about the opioid
crisis and recommends actions that can prevent and
treat opioid misuse and promote recovery.
https://addiction.surgeongeneral.gov/sites/default/files
/OC_ SpotlightOnOpioids.pdf

New E-learning module on Naloxone: Responding to
an Opioid Emergency
This e-Learning module will provide information about
the opioid crisis, the use of naloxone, Kansas laws
surrounding naloxone and resources for prevention
and treatment.
https://dccca.adobeconnect.com/ooe/

CDC’s Preventing Adverse Childhood Experiences
(ACEs)
This is a new and free online training to help
understand, recognize, and prevent ACEs.
https://vetoviolence.cdc.gov/apps/aces-training/# /# top

Resource Guide for Schools to Prevent Illicit Drug Use
A school resource guide developed by the White
House Office of National Drug Control Policy (ONDCP)
for teachers, administrators and staff to help educate
and protect students from substance abuse.
https://www.whitehouse.gov/ondcp/additional-linksresources/resource-guide-for-school-staff/

PCSS has developed a new Fully online 8-Hour MAT
Waiver Training Now Available for Physicians
https://learning.pcssnow.org/p/onlinematwaiver

Rural Resource Guide
The USDA and the ONDCP released a resource guide of
federal programs that can help rural communities
address the opioid epidemic and build resiliency.
https://www.rd.usda.gov/files/RuralResourceG uide.p
df

AHRQ Opioid Management Toolkit for Primary Care
Providers
The Agency for Healthcare Research and Q uality has
released an online toolkit to help primary care practices
improve care for patients taking opioids for chronic pain.
https://www.ahrq.gov/professionals/preventionchronic-care/improve/six-building-blocks.html

Department of Justice’s Bureau of Justice Assistance
“Fentanyl: The Real Deal” Training
This training video provides unified, scientific,
evidence-based recommendations to first responders
so they can protect themselves when the presence of
Fentanyl is suspected during the course of their daily
activities such as responding to overdose calls and
conducting traffic stops, arrests, and searches.
https://www.youtube.com/watch?v= 6Yc9lSaSKls

The CDC Quality Improvement and Care Coordination:
Implementing the CDC Guideline for Prescribing
Opioids for Chronic Pain
The purpose of the resource is to encourage careful and
selective use of long-term opioid therapy in the context
of managing chronic pain.
https://www.cdc.gov/drugoverdose/pdf/prescribing/CD
C-DUIP-Q ualityImprovementAndCareCoordination508.pdf

Applying CDC’s Guideline for Prescribing Opioids
V irtual provider education trainings from the CDC with
free CME, CNE, and CEUs.
https://www.cdc.gov/drugoverdose/training/onlinetraining.html

Medicines Risk Fact Sheet
This fact sheet helps patients to identify medicines that
put them at risk, potential side effects, and questions
they can ask their doctor.
https://www.cdc.gov/motorvehiclesafety/pdf/older_ adu
lt_ drivers/Medication-Fact-Sheet_ FINAL_ 508.pdf
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New Resources
Talk About Opioid Use Disorder with Your Patients: A
Clinical Practice Simulation
A 30-minute interactive case-based training simulation
offering best practices and evidence-based
communication strategies to better equip primary
care providers to address the needs of patients with
opioid use disorder (OUD).
https://talkaboutopioidspcss.kognito.com/

New opioid treatment resources for emergency
department clinicians
https://www.drugabuse.gov/news-events/newsreleases/2018/10/new-opioid-treatment-resourcesemergency-department-clinicians

PCSS Successfully Integrating OUD Treatment into a
Primary Care Clinic
Lessons learned from a pilot Q I project in Integrating
OUD Treatment into a Primary Care Clinic.
https://pcssnow.org/about/pcss-implementation/

Protocols for Emergency Department MAT of Opioid
Addiction
https://www.chcf.org/wpcontent/uploads/2017/12/PDFEDMATOpioidProtocols.pdf

Medication-Assisted Treatment for Opioid Use
Disorder in the Child Welfare Context: Challenges
and Opportunities
This resource describes four key challenges related to
the use of medication-assisted treatment (MAT) in
child welfare contexts for parents with opioid use
disorder.
https://aspe.hhs.gov/child-welfare-and-substance-use

CDC Advises Against Misapplication of the Guideline for
Prescribing Opioids for Chronic Pain
https://www.cdc.gov/media/releases/2019/s0424advises-misapplication-guideline-prescribingopioids.html

Kansas-specific webinar on K-TRACS
https://wichitaccsr.adobeconnect.com/pmsds2gwrfl4/

Kansas-specific webinar on SBIRT
https://wichitaccsr.adobeconnect.com/p6zibgboda5t/

Kansas-specific webinar on MAT
https://wichitaccsr.adobeconnect.com/pa1luzxubkfk/

Kansas-specific webinar on CDC Prescribing Guidelines
https://wichitaccsr.adobeconnect.com/ppf9lpvknnj7/

Kansas-specific webinar on SB 123
https://wichitaccsr.adobeconnect.com/pq5r16mwz5w
3/

Missouri Coalition for Community Behavioral
Healthcare’s free Opioid Crisis Management Training
Webinars
https://www.mocoalition.org/recorded-trainings

For a full list of resources please view the resources section of the full Kansas Prescription Drug and Opioid Misuse
and Overdose Strategic Plan.
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Appendix I
Sex- & Gender-Based Differences in Pain Management
Introduction
While opioid use disorder is more common among men than women for most of the lifespan, deaths from overdose
of opiates are increasing more rapidly for women, with an increase of 5-fold for women (1999-2016), compared to the
most recent data for men which indicates a 3.6 time increase (1999-2010) (data MMWR January 11, 2019). Deaths of
women related to synthetic opioids increased by 1643% from 1999 to 2017, while deaths related to prescription
opioids increased by 485%, demonstrating the increasing issue with illicit opioids, once thought to be primarily
substances utilized by men. Despite the perception that opioid overdose typically occurs in younger people, the
greatest rate of increase in opioid-related deaths in women occurred in those aged 55-64, while the highest death
rate was among those aged 50-54. Further, emergency department visits for misuse of opiates increased by more
than 2-fold in women between 2004 and 2010, with hospitalizations for opioid overdoses more frequent among
women than men. Much of these data may be explained by sex and gender differences in pain and risk of opioid
addiction.
Sex- and gender-based differences have been identified in causes and perception of nociceptive stimuli, expression of
pain, and response to opioids. Women are more likely to have conditions that lead to chronic pain such as
osteoarthritis, inflammatory arthritis, temporal mandibular syndrome, low impact fractures, or injuries resulting from
intimate partner violence. Sex-based differences in brain signaling pathways in response to painful stimuli have been
identified as early as the neonatal period. The perception of these stimuli among adults can be further impacted by
untreated co-existing anxiety, depression, and PTSD, often more common in women, which can result in women
perceiving some forms of pain more intensely than men. It is also usually more socially acceptable for women to
complain of pain, which can lead to apparent gender-based differences in incidence of pain. Lack of awareness or
understanding of sex-based differences in pain and pain expression can help to explain why women are more likely
than men to be prescribed opioids for a given health condition and are also more likely to receive a combination of
opioids and benzodiazepines, although gender bias may also play a role in this prescribing pattern. Women are more
likely than men to have an active opioid prescription at the time of death by overdose.
The mu-opioid receptors in the brain respond differently to opioids in women than they do in men, with onset of pain
relief typically being slower among women. Slower onset of pain relief may lead women to take additional opioids in
an attempt to obtain pain relief. This and other differences in opioid receptor response result in women developing
opioid addiction more rapidly than men, even when using lower doses for shorter time periods. In addition, if coexisting mental health issues are not effectively addressed, women may attempt to ameliorate their pain and other
symptoms through self-medication, increasing their use of opioids and furthering their risk for addiction or overdose.
As with other forms of addiction, it is more difficult for women than for men to be successful in treatment programs.
The chronic use of opioids, whether for pain, as a result of addiction, or during medication assisted treatment, is an
issue for the entire lifespan of a woman. Women who use opioids during their childbearing years are at risk of having
a child with neonatal abstinence syndrome, a condition in which the infant experiences a variety of short- and longterm health conditions related to substance exposure and withdrawal. There is no known dose of opioids below
which an infant is not at risk of developing this syndrome. While using opioids, women may not be aware they are
pregnant or may fear the stigma of using opioids, especially while pregnant. They also may not be aware that these
drugs can have serious consequences for a fetus/infant. hus they may not see needed medi al are in luding
testing for pregnan y or standard prenatal are or they may not be informed of or have a ess to all options for
ontra eption
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Appendix I
More opioids are prescribed to both men and women as they age. The male predominance among those with opioid
use disorder is no longer present for those in their 60s and older, when women are more likely than men to report
opioid use disorder. Both older men and women may experience dizziness or loss of balance when using opioids. This
is of concern given the incidence of low bone mass and related fractures due to falls in this population. However,
among older adults recently prescribed opioids, being female significantly increases the risk of sustaining fall-related
injuries, especially fractures.
Recommendations
•

•

•

•

•

•

Education of health care professionals and the public about sex-based differences in pain and response to
opioids may reduce the rates of addiction and its consequences in women across the lifespan. This education
should include discussion of the benefits of non-opioid alternatives, including pharmacologic and nonpharmacologic options (e.g., physical therapy, exercise), in relieving pain and improving function while
decreasing the risks of addiction and death. Education should also include information on the dangers of
using opioids prescribed to someone else and the need for safe opioid storage and disposal. Education
initiatives should address eliminating the stigma of opioid use and addiction, to encourage both men and
women to seek needed medical care.
Health care professionals should recognize the incidence of undiagnosed/untreated depression, anxiety, and
PTSD among women with chronic pain and the impact that these can have on the expression of pain and the
use of opioids. Assessment for and treatment of co-existing mental health conditions (using a traumainformed approach) is essential.
Discussions of family planning should be part of the interactions with women of childbearing age who are
using opioids, including those undergoing medication assisted treatment. Women of reproductive age who
are prescribed opioids or who access the healthcare system because of an overdose or for treatment of
addiction should undergo a pregnancy test. Those who are pregnant should be referred for appropriate
prenatal services. Those who are not pregnant should be offered all options for contraception, including
long-acting, reversible methods.
The condition currently referred to as “neonatal abstinence syndrome” would be more appropriately labelled
as “neonatal withdrawal syndrome”, as the word “abstinence” implies an intentional act. In addition, many
children with this syndrome may have been exposed to other addicting substances, in addition to opioids,
while in utero.
The demographics of women who succumb to opioid overdose challenges the perception that opioid
addiction and risk of overdose are primarily issues of younger people. Additional attention needs to be paid
when caring for middle-age and older women, to address issues that lead them to seek/receive prescriptions
for opioids or seek/utilize diverted or illicit opioids.
Older women who are prescribed or utilizing opioids should be carefully monitored, due to their risk of falls
and related injuries. If other methods of pain control fail, and opioids are the only effective option for an
older patient, a fall prevention program should be initiated, especially for those patients taking other
medications that increase the risk of dizziness, loss of balance, or hypotension. As with patients of any age,
the goal of treatment of pain among the older population should be maintenance of function, rather than
attempting to achieve a specific, subjective pain score.
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Older Adults
It can be difficult for both patients and providers to recognize symptoms of opioid misuse in the older adult
population because they tend to immolate afflictions that are common to the age group, including: falls,
confusion, difficulty sleeping, and gastrointestinal complications.
Risk Factors For Opioid Use Disorder in Older Adults
The risk factors for opioid use disorder in older adults include increased pain, sleep disorders, memory,
hearing, and vision loss, the daily consumption of multiple medications, age-related mental health issues
including anxiety and depression, age-related physiological changes, retirement, death of a loved one, loss
of income, placement in a long term care facility, mental or physical health decline, and social isolation.

Challenges
Physiological Changes & Adverse Effects
Due to the physiological changes that occur as the body ages, older users of prescription medications may
experience more adverse effects including sedation, respiratory depression, confusion, impaired balance,
impaired coordination, falls, toxicity, overdose, memory problems, isolation, loss of motivation, and
diminished cognition.
Ageism
Ageism can manifest itself in a multitude of ways when providing care for older adults including the
assumption that this age group are at a low risk for developing an addiction to opioids and other
prescription medications.
Diagnosing SUD in Older Adults
It can be difficult for both patients and providers to recognize symptoms of opioid misuse in the older adult
population because they tend to immolate afflictions that are common to the age group, including: falls,
confusion, difficulty sleeping, and gastrointestinal complications.
Barriers to Care
Transportation, lack of social or family support, lack of mobility, loss of income or financial difficulties,
stigma (including self-stigmatization) for older adults in treatment, lack of acknowledgement of SUD in
older adults by both patients and health providers.
Policy & Practice Recommendations
•

•

Implement best practice for utilizing screening tools with older adults including SBIRT (Florida BRITE
Project is an SBIRT technique geared towards older adults), ASSIST, the G eriatric Depression Scale,
and other potential screening methods.
Examine prescribing practices for older adults, including inappropriate prescribing of opioids and
other prescription drugs, education surrounding types of medication that should be prescribed to
older adults with caution, and medication combinations that could result in detrimental interactions.
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•

•

•

•
•

Provide education to older adults on pain management including the risk and benefits of opioids for
chronic pain, alternatives for pain management, and questions they can ask when speaking to their
healthcare providers.
Provide age-specific, integrated, accessible, and affordable treatment, warm handoffs for older
adults, particularly those who do not have a family or support system, connect older adults with
professionals and peers who have experience with this age group, evaluate both access and level of
comfort for older adults regarding services and treatment, examine association between SUD and
co-morbid mental health issues.
Encourage safe use, storage, and disposal of all medicines through targeted education and
awareness campaigns. This includes the continuation of Older Adult Medication Safety (OAMS)
training for senior groups and organizations across the state, the continuation of awareness media
campaigns with targeted messaging to increase awareness regarding opioid misuse and its impact
among older adults in Kansas.
o To request an OAMS training for your community please contact the Kansas Poison Control
Center at 1-800-222-1222 or Lydia Fuqua, DCCCA Prevention Services at 785-841-4138.
Provide emotional, mental, physical, and medical support specific to the needs of the older adult
population from healthcare providers, caregivers, family, friends, and the community.
Identify funding to create a sub-committee to develop a Strategic Plan for older adults.
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Success Stories
Kansas Prescription Drug and Opioid Misuse and Overdose Strategic Plan, 2018-2022

Success Story Form

Date Submitted:
Success Story Title:

7/18/19
Telehealth Peer-Led G roups

Success Story Strategy Focus Area:
☐ Prevention

☐ Law Enforcement

☐ Provider Education

☒ Treatment and Recovery

☐ Neonatal Abstinence Syndrome (NAS)

Summary:
CKF Addiction Treatment has served a 65 county area in Central and Western Kansas under the STR G rant for 2
grant cycles. Within that time, CKF Addiction Treatment has identified barriers and developed solutions to
provide quality care services to the underserved areas in Kansas by overcoming geographic barriers to
healthcare and successfully implementing telehealth group support services.
Challenge:
Access to treatment services in areas of the state where services are lacking.
Out of the 65 county region we cover, there are 24 counties with some variation of substance use disorder
treatment services and 41 counties which do not have available substance use disorder resources in any form
(Source: National Directory of Drug and Alcohol Abuse Treatment Facilities 2017).
Solution:
We improved access to treatment resources in areas of the state where services are lacking, by offering a peerled telehealth support group for patients who do not have access to a treatment component in their community.
The group is offered three times a week (two evening groups and an afternoon group) and is facilitated by a
Kansas Certified Peer Mentor. Patients utilizing this service are also connected via telehealth to a licensed
clinician, who provides oversight to treatment planning and assists the treatment team as needed with overall
patient care.
Patients are able to access services from any location, by signing in from their phones or home computer. Not
only does this improve access to services, it also reduces the expense of patients who have to travel outside of
their community to seek treatment services and increases patient engagement in services by providing a more
flexible and efficient approach.
Results:
We are in the process of surveying our current telehealth participants on satisfaction and value of this telehealth
component. Early results do show an overall positive response from patients reporting the service offered has
improved access to treatment services that may not have otherwise been available to them and that patients
find the telehealth service valuable to their overall health and recovery.
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Success Story Form

Date Submitted:
Success Story Title:

7/23/19
Implementation of SBIRT at a Wichita Federally Q ualified Health Center

Success Story Strategy Focus Area:
☐ Prevention

☐ Provider Education

☐ Treatment and Recovery

☐ Law Enforcement

☐ Neonatal Abstinence Syndrome (NAS)

Summary
With Opioid Overdose Crisis Response Cooperative Agreement funds, the Sedgwick County Health Department (SCHD)
worked with both the University of Kansas School of Medicine-Wichita (KUSM-W) and HealthCore Clinic, a Federally
Q ualified Health Center (FQ HC) to implement Screening, Brief Intervention, and Referral to Treatment (SBIRT) at
HealthCore. SBIRT is an evidence-based practice to identify, reduce, and prevent risky health behaviors related to
prescription opioids and other substances. A continuous quality improvement cycle of Plan-Do-Study-Act was utilized for
this project, with the Plan phase lasting from March through July of 2019. The Do phase is scheduled to start in August,
with the other phases occurring at a later date.

Challenge:
In Sedgwick County the rate of opioid related deaths is increasing more rapidly than it is for the rest of the state of Kansas.
Between 2012 and 2016, opioid-related deaths increased by 43 percent in Sedgwick County despite a decreasing rate
observed in this period for the rest of the state. Sedgwick County, home to 17.6 percent of Kansas’ population, had 22.4
percent of all opioid-use related deaths in Kansas in 2017. Deaths of residents from opioid-related causes between 2012
and 2017 stands at 181. According to 2017 Kansas’ Prescription Drug Monitoring Program (K-TRACS), Sedgwick County has
a high level of opioid prescriptions, with enough prescriptions that every person over 12 could have their own prescription
(117 prescriptions per 100 persons). Looking at these trends, it is clear that steps must be taken to curb the growing crises.

Solution
In 2018, the Sedgwick County Health Department (SCHD) was awarded Opioid Overdose Crisis Response cooperative
agreement funds from the Kansas Department of Health and Environment (KDHE) to work in collaboration with the
University of Kansas Medical Center - Wichita (KUSM-W) to identify and implement opioid misuse-related prevention
strategies.
One prevention strategy selected was to assist HealthCore Clinic, a Federally Q ualified Health Center (FQ HC), with an
integrated behavioral health unit, to implement and evaluate Screening, Brief Intervention, and Referral to Treatment
(SBIRT). SBIRT was selected because it can be easily adapted to fit most clinical settings and requires minimal training. SBIRT
is a public health approach and evidence-based practice used to identify, reduce, and prevent risky health behaviors related
to the misuse of prescription opioids and other substances, such as alcohol and illicit drugs. SBIRT works by screening all
patients for substance use and then targeting the response, ranging from providing a positive messaging to continue low risk
behaviors to making a referral to specialty substance use treatment, based on the results. SBIRT also serves to open up
communication about substance use between patient sand medical providers.
SCHD employed a continuous quality improvement process, Plan-Do-Study-Act, for SBIRT implementation at HealthCore
Clinic. During the Plan phase, SCHD received baseline data from HealthCore’s electronic health record (EHR), researched
SBIRT processes, provided access to computer-based SBIRT training for HealthCore staff, led a kick-off meeting to secure
HealthCore staff buy-in, completed observational studies, provided in-person motivational interviewing training, and
developed recommendations.
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Results:
The baseline data showed HealthCore had seen 6,417 patients in 2018 and had performed 4,029 pre-screenings. However,
they completed a full substance use screening with only 46 of those patients. Based on available research, around 25% of
patients would benefit from receiving a full screen, this would have been 1,604 patients. After hearing about how SBIRT
could work at HealthCore, 65 percent of the clinic staff, who were surveyed, indicated that they “agreed/strongly agreed”
that SBIRT would be beneficial for their patients. Following the observational studies, 20 recommendations were made to
the clinic regarding steps they could take to implement SBIRT. The end goal is that HealthCore will pre-screen every patient
at every visit and will incorporate the other steps of the SBIRT process into their regular workflows.
SCHD will continue to work with HealthCore as they implement the recommendations, and complete the remaining phases
of the Plan-Do-Study-Act cycle. In addition, SCHD staff are working to develop a tool-kit which will include all documents and
tools created and/or used during this study in order to assist other clinics with SBIRT implementation in the future. The
SCHD will also continue work with community partners and to seek new collaborations in order to identify and implement
other opioid misuse-related prevention strategies in the community.
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Success Story Form
Date Submitted:
Success Story Title:

7/17/19
Kansas NAS Q uality Improvement

Success Story Strategy Focus Area:
☐ Prevention
☐ Law Enforcement
Summary:

☐ Provider Education
☐ Treatment and Recovery
☒ Neonatal Abstinence Syndrome (NAS)

The rise of the opioid epidemic left birthing hospitals in Kansas searching for evaluation and treatment options
for families and newborns affected by substance exposure. In 2018, KDHE Bureau of Family Health partnered
with the Kansas Perinatal Q uality Collaborative (KPQ C) to make a universal training program available to every
birthing center in Kansas. Kansas’ centers are actively participating an education program, working to
standardizing care and the KPQ C is measuring the outcome of improved practices.
Challenge:
The rising use of opioids across the United States has created complications in all demographics, including
pregnant women and infants. Opioid use in pregnancy is of significant concern due adverse maternal and
neonatal outcomes including preterm labor, stillbirth, neonatal abstinence syndrome and maternal mortality.
Neonatal abstinence syndrome (NAS) is a condition in which a newborn has withdrawal symptoms after being
exposed to opiates. From 2000 to 2014, Kansas’ NAS incidence increased by 900% (from 0.3 per 1000 births to
2.9 per 1000 births). Although Kansas NAS incidence is most prevalent in urban and semi-urban counties, rural
counties are also affected. With the sharp increase of NAS incidence, many Kansas birth centers lacked consistent
care strategies. We didn’t have standard criteria or agreed upon definition for the diagnosis of NAS. The time lag
between health research and health practice averages 11 years. We needed to speed adoption of better and
more consistent practices for children born in Kansas.
Solution:
The Kansas Prescription Drug and Opioid Advisory Committee formed an NAS Sub-Committee charged
developing a plan to address NAS. This plan included both providing a state-wide subscription to the V ermont
Oxford Network (V ON) Universal NAS Training and Education as well as quality improvement support from the
Kansas Perinatal Q uality Collaborative (KPQ C). The KPQ C coordinates the partners needed to marry clinical
practice to public health and create population-level change. Thirty-two birthing centers enrolled in the KPQ C
NAS Q uality Improvement Initiative. More than 80% of births in Kansas take place at participating birthing
hospitals. The KPQ C provides the quality improvement infrastructure needed to speed translation of health
knowledge to health practice in the clinical setting. Participating birth centers connect though monthly Learning
Forums, bi-yearly G eneral Meetings, yearly Regional Workshops, ongoing data collection and support from KPQ C
staff. The majority of the participants joined the KPQ C in October 2018 and have been working on completing
education modules and standardizing practices to support the care of infants with NAS. Many centers are now
engaging community partners to work long side them.
A successful example was set by the Ohio Perinatal Q uality Collaborative whose NAS focus and standardized best
practices helped 54 NICU’s statewide decrease pharmacological treatment by 6% (to 42%), length of treatment
to 12.2 days (from 14.6 days) and length of stay (LOS) to 16.2 days (from 18.2 days).
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Results:
The KPQ C set 4 smart aims to be achieved by October of 2020: 1) 85% of all Kansas Birth Centers enrolled in
V ON NAS Universal Training and Education will have achieved “Center of Excellence” designation, 2) less than
50% of infants at risk for NAS will be directly admitted to the NICU, 3) the number of infants at risk for NAS who
require pharmacological treatment will decrease by 25%, and 4) the length of stay of Kansas infants with NAS
treated pharmacologically will decrease by 2 days.
Progress on completion of educational modules is monitored monthly and discussed with participating birth
hospitals. Progress towards decreasing direct admissions, pharmacological treatment and length of stay is
monitored monthly through a shared measurement system. Through continuous monitoring, adjustments can
be made to assure goals will be obtained.
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Success Story Form

Date Submitted:
Success Story Title:

8/23/2019
Using Mobile PlatformUsing Mobile Platform to Provide Behavioral Health Support for Douglas
County to Provide Behavioral Health Support for Douglas County

Success Story Strategy Focus Area:
☒ Prevention

☐ Provider Education

☐ Treatment and Recovery

☐ Law Enforcement

☐ Neonatal Abstinence Syndrome (NAS)

Summary: The summary paragraph is a 2 to 4 sentence introduction that sums up the success story you will describe in
more detail in the body paragraphs below.
•
•
•
•

Answer the what, when, where, who, why and how in two to four sentences.
Imagine your reader is influential and knows nothing about your program/organization or issue.
Keep in mind some readers may only read the summary. Craft a simple summary that will make them want to read
the whole story.
Write this paragraph last. Wait to write your summary introduction until you've completed all the sections below.
Over the past several years, Douglas County Kansas has been working to bring to light long unrecognized behavioral
health needs and has begun to progress on important behavioral projects. Working within the goal of prioritize
prevention, behavioral health leaders in Douglas County decided to purchase a mental and behavioral health
support mobile app, myStrength, and to make the app free to every resident of the county. The app is based off of
evidence-based best practices and has the support of peer-reviewed articles that demonstrate the success of the
product. Since the launch of the app in June 2019, Douglas County has enrolled over 350 users. 89% of users report
a positive experience with the app and 43% show improved clinical outcomes.

Challenge: The challenge or problem paragraph provides the reader with context. This is an opportunity to build the
case that will justify your efforts.
•
•
•

What is the challenge your community faces that your prevention/response strategy addresses?
What is the history of this issue in your community?
Be specific. Provide credible facts and data to justify your choice to address the issue.
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Overall, Douglas County is a relatively healthy county. However, despite current levels of success in some health
measures, we have behavioral health needs that have been going unrecognized. It is the fifth-most populated county
in Kansas, but it ranks fourth in the number of drug-poisoning deaths from 2005-2009 and 2012-2016. Similar to
State and National trends, the number and age-adjusted rates of unintentional poisoning deaths have increased
dramatically over time. From 2012-2017, there were 47 opioid-related deaths in Douglas County. Most (91%) of
these deaths were classified as unintentional with 70% of those deaths listing opioids as an immediate cause. Other
non-opioid-related behavioral health issues include a high suicide rate and one of the highest binge-drinking rates in
the state.
In October 2018, Douglas County voters approved a sales tax dedicated to support behavioral health projects. The
projects and strategies are led by the Behavioral Health Leadership Coalition and integrated as a part of the
Community Health Plan. There are three overarching goals: prioritize prevention, increase access to care and
promote integration. For the prioritize prevention goal, the coalition identified a need for a method for individuals
to access prevention care without risk of stigmatization. We also wanted it to be readily accessible to anyone who
could potentially need it, regardless of whether they had a clinical history of behavioral health issues. We were
aware of anecdotal stories within the community of individuals who wanted to seek treatment but were highly
concerned with their anonymity and vehemently did not want to seek services in person.
Solution: The solution paragraph describes the approach you decided to take to address the challenge you just described.
myStrength is an app developed to provide mental and behavioral health support to its users. Support ranges from
providing resources on prevention for substance abuse to assistance with insomnia to providing coping skills for
dealing with panic. The myStrength app is built on evidence-based clinical models, such as cognitive behavioral
therapy, positive psychology and mindfulness. The app is a personalized user experience, meaning that every user
of the app will have a slightly different experience tailored to his or her needs. It has been the subject of peerreviewed journal articles that show positive results for clients that use the app.
The members of the Behavioral Health Leadership Coalition believe that the availability of myStrength to all
residents is a vital aspect of the community’s prevention strategy. Critical to issues of accessibility is ensuring that
the app be made available for free to anyone who is a resident of Douglas County (13 years and older). The app is
designed to be available to a wide variety of populations, including English and Spanish speakers with a reading level
of 5th grade or higher.
Allowing accessibility to every resident of Douglas County was a novel approach for the myStrength company, which
has previously only had clients offer app accessibility occur through a single organization. This presented many
challenges related to coordination of efforts for promotion and dissemination of myStrength. We had two primary
goals: (1) Ensuring that residents, especially high-risk individuals, were made aware of the resource, how to access
it and how to use it and (2) Ensuring that physicians, mental health workers, emergency department employees and
others were aware of the resource and feel confidence recommending it and utilizing with their patients and clients.
Once Douglas County purchased the app with assistance from the DDPI grant, it became vital to coordinate planning
efforts early on to ensure that dissemination was a success. It was decided that the organizational members of the
Behavioral Health Leadership Coalition, which is comprised of subject matter experts from the Douglas County
Commission and eight Douglas County social service and healthcare organizations, would serve as the primary
agencies to begin to target individuals. Each organization designated a lead person to begin to send to monthly
meetings. At the meetings, the group developed strategies for promotion, dissemination and enrollment of clients.
Each agency identified high-priority clients and programs to target for enrollment. Additionally, myStrength
provided agency-specific communication materials to put in waiting rooms and clinic exam rooms. In June 2019,
approximately six months after purchase of the app, Douglas County officially launched the myStrength app.
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Results: In the previous paragraphs you clearly described the problem and the solution you chose to implement to
address it. In the last paragraph tell the reader what happened as a result.
There have been many successes since the July launch of the myStrength app in Douglas County. One of the primary
goals was ensuring that healthcare and behavioral health providers felt comfortable recommending the app. To
mitigate this challenge, the myStrength team hosted an in-person training for front-line staff. The training was
offered multiple times over the course of two days to ensure ample opportunity for participants to attend.
Additionally, the myStrength leadership team continues to meet on a regular basis to discuss challenges and
opportunities.
From a promotional perspective, myStrength advocates have leveraged several opportunities to raise aware within
the community. There have been interviews on the local radio station, two newspaper articles, and countless social
media posts from a variety of organizations throughout the county. It was also promoted during a local behavioral
health summit to raise awareness among the attendees. Perhaps one of the biggest successes has been the
enhanced partnership with the local school district. There have been 50,000 fliers targeting suicide safety, drug use
prevention, alcohol prevention and marijuana prevention printed for students, parents of students, and faculty/staff
of USD 497. Each flier has information on how to register in myStrength and will be available in Lawrence Public
Schools.
Other specific success stories organizational team include:
• Jery Márquez, coordinator of the Healthy Dads Healthy Families at the Lawrence-Douglas County Health
Department, began showing the myStrength app to his fatherhood class in July.
“On Thursday night I logged in to my account and walked through to show the dads how it works, and they
were impressed and one particular dad who is struggling with stress and some anxiety was very thankful for
this tool,” Jery said.
• Annie Ross, a peer specialist in Lawrence, in June started a peer support group for those who experience
chronic pain, and she has included the myStrength module as part of the group.
• Karen Deines-Collar, behavioral health director at Heartland Community Health Clinic in Lawrence, as a
member of the organizational team shared examples of referring clients to the myStrength app as part of
their ongoing treatment plans.
• LMH Health, the community hospital, shared resources on MyStrength with Douglas County residents during
Minority Mental Health Month in July.
• DCCCA First Step at Lakeview, a residential drug treatment facility for women in Lawrence, began
incorporating the myStregnth app in treatment for its clients.
• Melissa Hoffman, an LMH Health nurse and founder of a peer support group for mothers who experience
perinatal mood and anxiety disorders, participated in the training in particular for myStrength’s new
pregnancy and early parenting module.
The myStrength company provide monthly analytics reports for Douglas County, so we are able to track our
progress. Since launching, Douglas County has enrolled a total of 359 users. In the month of July alone, we
registered an additional 105 users. The group has set a goal of 2000 users for the first year, so we still have a way to
go to meet our goal; nonetheless, we are happy with the progress we have made so far. The vast majority of users
are female (87%) suggesting that there could be better efforts made to target males in greater numbers. The other
stats to be proud of, including: returning users have averaged a total of 7.7 logins, 89% of users rate the app
positively, and 43% show clinical improvement.
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Success Story
Opioid Education Supported by KUMC’s Project Echos
During the height of the opioid epidemic, most primary care physicians, nurse practitioners and physician assistants in
Kansas had not received training in addiction medicine or how to utilize a multi -pronged approach for pain
management. Opioids were the go to treatment for pain management.
When it became apparent that opioids were harmful to some patients, there was no pause for retraining. Rather the
CDC issued G uidelines regarding Opioid Prescribing and the state’s Physician Drug Monitoring Program - K-TRACS- was
used to monitor, track and report prescribers who were “over using Opioids” and to assist authorities in providing a
targeted and “nimble” response. PDMPs also provided authorities information regarding patient behaviors deemed to
be potentially be contributing to the opioid epidemic. As one brave rural physician shared with his colleagues “I’m
fearful of my license being taken away every day of every week.”
Enter KUMC’s Project ECHO – a technology-based video conference utilizing a free web-based platform to offer
additional education and mentoring to primary care physicians, NP’s and PA’s as well as their delivery teams.
Participants gained access to interdisciplinary specialty providers who researched, taught and practiced at KU’s
Medical Center in Kansas City and KU’s School of Medicine in Wichita. For 60 minutes over their lunch hour, an
interactive case-based topic specific session created learning collaboratives. Since 2017, multiple ECHOs have
successfully trained prescribers on pain management, recognizing possible opioid risks and how to treat opioid use
disorders.
Registration for these ECHOs offers an insight into their acceptance and effectiveness.
2017: Pain Management – 78 Registered
2018: Opioid Addiction – 255 Registered
Treating Pain – 358 Registered
Opioid Use Disorder ECHO – 264 Registered
2019: Opioid Awareness ECHO (KC Region FDA Employee Health Committee) – 44 Registered
Pain Prescribing ECHO – 161 Registered
(review of what K-TRACS offered and an explanation of the CDC G uidelines helping prescribers learn how and
when to treat, not to avoid opioids totally)
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Success Story
Kansas Opioid Conference

DCCCA hosted the first and second annual Kansas Opioid Conference. The Annual Opioid Conference provides an
opportunity for nearly 400 professionals from multiple specialties to learn about the epidemic and provide insight for
developing a path forward for Kansas. Normally, these specialties are not in the same room, or same event. This event
provides an opportunity to bring together all of the disciplines with a vested interest in the opioid crisis to come
together to develop a collaborative response and awareness of the crisis in our state. This event includes content and
tracks that are specific to each discipline while also offering sessions in which all attendees come together. The 3rd
Annual Kansas Opioid Conference will be held on November 14, 2019 and the 4th Annual Conference on November 12,
2020

Kansas Prescription Drug and Opioid Misuse and Overdose Strategic Plan, 2018-2022
Success Story
Increasing awareness within law enforcement agencies of resources to implement a naloxone program
Anecdotal data indicates that there are not many law enforcement agencies in Kansas that carry naloxone. One of the
goals in our state plan is to increase access to naloxone, this includes within law enforcement. Often, law
enforcement officers are first to arrive at the scene. When officers carry naloxone, this provides an opportunity to
save a life that may have been lost if they had waited for emergency medical services to arrive. This effort was
implemented to raise awareness of the resources that are available to help law enforcement agencies implement a
naloxone program and how to appropriately respond to a suspected opioid overdose.
DCCCA provided resources to all law enforcement agencies in Kansas to raise awareness of medication disposal
resources, naloxone program resources, and overdose intervention protocols. We provided each agency with sample
policies and protocols for implementing a naloxone program within their agency, information about the statewide
contract for a reduced cost for law enforcement agencies, Responding to an Opioid Overdose Pocket G uides,
Substance Use Disorder (SUD) Treatment Referral Line cards, and information about medication disposal resources
available.
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Disclaimer
The views and opinions expressed in this publication are those of the Kansas Prescription Drug and
Opioid Advisory Committee and do not necessarily reflect the official policy or position of the Centers
for Disease Control and Prevention, Substance Abuse and Mental Health Services Administration, or
any of the listed agencies.
Project Funding
Funding for the Kansas Prescription Drug and Opioid Misuse and Overdose Strategic Plan was
provided by the Substance Abuse and Mental Health Services Administration Kansas Partnership for
Success 2015 Prescription Drug Initiative (Federal Grant Award Number 1U79SP020799) awarded to
DCCCA from the Kansas Department for Aging and Disability Services as well as the Prescription Drug
Overdose: Data-Driven Prevention Initiative (Federal Grant Award Number NU17CE924868), a
cooperative agreement between the Kansas Department of Health and Environment and the Centers
for Disease Control and Prevention.
Contact Information
Krista Machado
Kansas Prescription Drug and Opioid Advisory Committee Chair
DCCCA Prevention Services
3312 Clinton Parkway Lawrence, KS 66047
kmachado@dccca.org
(785) 841-4138

Mission: To protect and
improve the health
and environment of all Kansans.

Mission: To provide social and
community services to improve
the safety, health, and wellbeing of those we serve.

Mission: To foster an
environment that promotes
security, dignity and
independence for all Kansans.
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