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Evidence-based treatment of opioid use disorder, the pre-
vention of opioid overdose and other opioid-related
harms, and safe and effective pain management are pri-
orities for the Veterans Health Administration (VHA). The
VHA Office of Health Services Research and Development
hosted a State-of-the-Art Conference on “Effective Man-
agement of Pain and Addiction: Strategies to ImproveOpi-
oid Safety” on September 10–11, 2019. This conference
convened a multidisciplinary group to discuss and
achieve consensus on a research agenda and on imple-
mentation and policy recommendations to improve opioid
safety for Veterans. Participants were organized into three
workgroups: (1) managing opioid use disorder; (2) Long-
term opioid therapy and opioid tapering; (3) managing co-
occurring pain and substance use disorder. Here we sum-
marize the implementation and policy recommendations
of each workgroup and highlight important cross-cutting
issues related to telehealth, care coordination, and
stepped care model implementation.
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INTRODUCTION

Evidence-based treatment of opioid use disorder (OUD), the
prevention of opioid overdose and other opioid-related harms,
and the provision of safe and effective acute and chronic pain
management are priorities for theVeteransHealthAdministration
(VHA). During a national opioid crisis, Veterans are dispropor-
tionately impacted by opioid use disorder and opioid overdose.2

Veterans are also more likely to experience chronic pain, post-
traumatic stress disorder (PTSD), and suicide than non-Vet-
erans.1,16 Efforts to prevent opioid-related harms must prioritize
evidence-based strategies to improve opioid safety but must also

ensure access to evidence-based treatments for chronic pain and
mental health conditions. As the nation’s largest integrated
healthcare system, the VHA is ideally suited to address these
challenges through broad implementation of evidence-based care
and through research to advance the state of the evidence.

METHODS

To achieve these goals, the VHA Office of Health Services
Research and Development (HSR&D) hosted a State-of-the-Art
(SOTA) Conference on “Effective Management of Pain and
Addiction: Strategies to Improve Opioid Safety” in September
2019. In preparation for this conference, co-chairs recruited 14
researchers and key clinical stakeholders, both from within and
outside VHA, and this group served as the SOTA planning
committee. In a planning meeting in January 2019 and a series
of follow-up teleconferences, the planning committee achieved
consensus on three areas of focus: (1) managing opioid use
disorder (OUD); (2) long-term opioid therapy and opioid taper-
ing; (3) managing co-occurring pain and substance use disorder.
The planning committee identified subject matter experts for
invitation to the SOTA. These invitees were organized into three
workgroups, and each workgroup was provided with selected
readings and key questions in preparation for the conference.
One of the goals of the conference was to identify areas in

which evidence is sufficient for broad implementation and to
develop policy recommendations. On the first day of the
conference, workgroups sought to prioritize issues that would
have the greatest impact for VHA and for Veterans and to
achieve consensus, when possible. On the second day,
workgroup recommendations were presented to all attendees
for discussion and prioritization. Following the conference,
recommendations were further refined and prioritized using an
iterative discussion among attendees and VHA leadership. In
this manuscript, we summarize key implementation and policy
recommendations of each workgroup and highlight important
cross-cutting themes.
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WORKGROUP RECOMMENDATIONS

Managing Opioid Use Disorder

This workgroup focused on improving timely and sustained
access to evidence-based medication treatment of OUD
(MOUD) by addressing the barriers and facilitators to
implementing MOUD. Major barriers to MOUD include: (1)
stigma, (2) logistics, (3) treatment experiences and beliefs, and
(4) knowledge gaps.14 The workgroup’s recommendations
focused on three main areas: (1) increasing access to MOUD,
(2) improving knowledge of MOUD, and (3) improving fidel-
ity to evidence-based models for MOUD (Table 1).
To improve access, the workgroup recommended that every

facility be required to provide timely access to MOUD across a
range of clinical settings, including Primary Care, Mental
Health, and Pain Management settings. Since the conference,
several logistical aspects of this recommendation were ad-
dressed through a national VHA Notice in October 2019,
requiring that facilities confirm removal of barriers to MOUD
in all clinical settings and encouraging incentives to facilitate
access to MOUD.3 The workgroup recommended that psycho-
social treatments should be readily available but not mandatory
as a prerequisite to receipt of MOUD. To improve access,
particularly for rural Veterans who have disproportionately
poor access to MOUD, the workgroup recommended increas-
ing support for, and clarifying regulations around, telehealth
delivery of MOUD. To increase MOUD access to those at
highest risk of overdose death, the workgroup recommended
requiring overdose event reporting using the existing Suicide
Behavior and Overdose Report electronic health record note
template with timely follow-up and engagement in treatment, as
is currently required in VHA following a suicide attempt.11

Lack of patient and clinician knowledge of MOUD repre-
sents another barrier to access. To improve clinician knowl-
edge, the workgroup recommended developing a national
Substance Use Disorder (SUD) consultation program based
on VHA’s successful PTSD and Suicide Prevention consulta-
tion services.20 The workgroup also recommended broad dis-
semination of educational resources for both Veterans and
VHA healthcare providers. There have been multiple VHA
quality improvement initiatives whose goals include educating
VHA audiences about MOUD. For example, the VHA’s
Stepped Care for Opioid Use Disorder Train-the-Trainer
(SCOUTT) initiative has been training interdisciplinary teams
in Primary Care, Mental Health, and Pain Management to
partner with Substance Use Disorder specialty care programs
to provide a stepped care model of MOUD treatment.
To implement MOUD with fidelity to the evidence, the

workgroup recommended that VHA leadership provide
guidance for frequency of monitoring (e.g., urine drug
testing) of OUD treatment. For example, for patients ini-
tiating MOUD, the group recommended follow-up and
urine drug testing at least weekly until negative for 2
weeks, decreasing frequency of monitoring as the patient
stabilizes. If opioid abstinence is not achieved within 4

weeks, transition to a higher level of care may be indicat-
ed. In addition, the workgroup recommended against
discontinuing OUD pharmacotherapy solely for the reason
of substance use and recommended increasing care in
response by providing evidence-based treatments for co-
occurring substance use disorders.
The workgroup’s recommendations toward the over-

arching goal of improving timely and sustained access to
MOUD align with other national expert groups. In its
2019 report titled “Medications for Opioid Use Disorder
Save Lives”, the National Academies of Sciences,

Table 1 Implementation and Policy Recommendations

Goal Specific recommendations

Managing opioid use disorder
1. Increase access to MOUD • Provide same-day access to

MOUD at every VHA facility and
support medical management of
OUD across clinical settings
• Ensure that psychosocial treatment
is available but not a pre-requisite
for medication treatment
• Clarify regulations around
tele-prescribing of MOUD
• Mandate overdose event reporting
with the Suicide Behavior and
Overdose Report and require timely
follow-up following an overdose

2. Improve provider
knowledge and comfort to
provide MOUD

• Develop national SUD
consultation program modeled after
existing VHA programs in PTSD
and suicide risk management
• Disseminate provider and patient
educational resources

3. Improve fidelity to
evidence-based models of
MOUD

• Standardize monitoring of
substance use during OUD
treatment
• Replace administrative discharges
for substance use with
evidence-based treatment of
co-occurring SUDs

Long-term opioid therapy and opioid tapering
1. Support evidence-based,

patient-centered approaches to
opioid therapy and opioid ta-
pering

• Avoid initiation of high-dose long-
term opioid therapy for chronic pain
• Individualize assessment of risks
and benefits and individualize
implementation of opioid dose
reduction
• Align communication about VHA
policy for Veterans, their
families/caregivers, healthcare
teams and leadership

2. Provide system-wide access
to team-based care

• Offer multidisciplinary care with
more frequent follow-up during
opioid dose reduction

3. Ensure access to assessment
and treatment for OUD

• Recommend against abrupt
discontinuation of opioid
medications due to concern for
OUD without facilitating transition
to OUD treatment

Managing co-occurring pain and substance use disorder
1. Improve access to evidence-

based non-pharmacologic treat-
ments

• Disseminate evidence-based com-
bined psychological interventions
for co-occurring disorders
• Disseminate evidence-based inter-
ventions for chronic pain (e.g.,
cognitive behavioral therapy,
movement therapies)

MOUD, medications for opioid use disorder; OUD, opioid use
disorder; PTSD, post-traumatic stress disorder; SUD, substance use
disorder; VHA, Veterans Health Administration
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Engineering, and Medicine recommended that all Food
and Drug Administration–approved medications be made
available for all people with OUD.17 It also concluded that
“a lack of availability or utilization of behavioral inter-
ventions is not a sufficient justification to withhold med-
ications to treat opioid use disorder.” Similarly, the 2019
National Drug Control Strategy recommended that feder-
ally employed primary care providers should screen for
substance use disorders and that SUD treatment should be
provided within 24–48 hours.18

Long-term Opioid Therapy and Opioid
Tapering

This workgroup assessed the evidence base for both long-term
opioid therapy (LTOT) and for dose reduction and discontinu-
ation of LTOT.7, 15 The group recommended three goals with
specific recommendations for policy and implementation. First,
the workgroup recommended that VHA policy support ap-
proaches to opioid prescribing that are both evidence-based
and patient-centered. There was consensus with the VA and
Department of Defense (DoD) Clinical Practice Guideline
(CPG) Management of Opioid Therapy for Chronic Pain that
(1) clinicians and patients should seek to avoid initiation of
long-term, high-dose opioid therapy for patients with chronic
pain, and (2) clinicians should provide individualized assess-
ment of risk and benefits of LTOT. The workgroup specifically
recommended against policies that interfere with individualized
care, and some workgroup members expressed concern about
unwarranted variation in opioid-tapering practices between
VHA facilities and clinicians. The workgroup members specif-
ically acknowledged potential risks of opioid tapering, in par-
ticular with rapid reduction or abrupt discontinuation in patients
receiving LTOT. The workgroup recommended clear messag-
ing to Veterans and healthcare providers around VHA policy in
support of the VA/DoD CPG for Opioid Therapy regarding the
importance of individualized care in LTOT.
Next, the workgroup proposed a goal of providing system-

wide access to team-based support for opioid tapering, which
has been shown to improve outcomes.4 They recommended
that multidisciplinary care should be available systemwide,
sufficiently staffed to allow timely access by Veterans, and
tailored to the needs of individual patients. Thus, the
workgroup expressed support for the 2017 VHA mandate of
interdisciplinary pain clinics at all VHA facilities, as legisla-
tively required by the Comprehensive Addiction and Recov-
ery Act (CARA) of 2016. Finally, the workgroup proposed a
goal of universal access to OUD assessment and treatment, if
indicated, for Veterans on LTOT, recommending against dis-
continuation of LTOT due to concerns for OUD without
facilitating transition to evidence-based OUD treatment.
This workgroup’s emphasis on individualized, team-based

multidisciplinary pain care during both LTOT and opioid

tapering is consistent with guidelines from the Centers for
Disease Control and Prevention.5,21 It is also consistent with
recent opioid-tapering guidance from the Centers for Disease
Control and Prevention and the Department of Health and
Human Services.6,9 The workgroup’s recommendations
sought to target areas where guideline implementation could
be enhanced to reduce unwarranted variation and to better
support both opioid safety and patient-centered care.

Managing Co-occurring Pain and Substance
Use Disorder

This workgroup discussed challenges in chronic pain manage-
ment that are unique to individuals with co-occurring SUDs,
especially individuals with OUD on long-termMOUD, but also
non-opioid SUDs. The workgroup felt that the broader VA
initiatives to improve access to evidence-based, non-
pharmacologic treatments for chronic pain were particularly
important to the population with co-occurring pain and
SUD.13 They specifically identified two areas in which evi-
dence is sufficient for broad implementation. First, they recom-
mended implementation of combined psychological interven-
tions for co-occurring chronic pain and SUD. For example, for
Veterans with pain who are engaged in substance use treatment,
a group-based psychological pain management intervention has
been shown to reduce pain intensity, reduce alcohol use, and
improve pain-related functioning over 12 months.10 Addressing
both pain and SUD in one program may improve outcomes
relative to both in different settings. Although it was developed
and tested in specialty addictions treatment, implementation in
primary care could be considered. Second, this workgroup
recommended ensuring sufficient access to evidence-based
non-pharmacologic pain treatment options such as
psychological/behavioral therapies (e.g., cognitive behavioral
therapy) and movement therapies (e.g., exercise, yoga) for all
patients.8

Cross-cutting Themes

The content areas of the three workgroups were designed to be
distinct yet complementary, and several cross-cutting themes
emerged. First, the VHA consists of a national network of
largely urban medical centers and community-based outpa-
tient clinics, many of which provide care for Veterans in rural
communities. Nationally, many rural communities lack ade-
quate access to OUD care.19 In VHA, in-person care from
multidisciplinary teams may not be feasible in some clinics in
rural settings. The potential of telehealth-based care to address
this important barrier was discussed in all workgroups. The
rapid expansion of telehealth in response to the COVID-19
pandemic and changes to federal telehealth policy related to
controlled substance prescribing may present new opportuni-
ties for telehealth delivery of OUD and chronic pain care, both
in VHA and non-VHA healthcare systems. Second, the VHA
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continues to implement a national Community Care Network,
in which Veterans can receive care from non-VHA healthcare
systems when timeliness or travel distance is a barrier to VHA
care.12 Workgroups acknowledged the challenge of imple-
mentation of evidence-based practices in the context of a
rapidly changing landscape of Veterans healthcare delivery.
Additional work is needed to understand the impact of this
new program on access to care, coordination of care, quality,
and cost, especially for vulnerable Veterans with OUD or
complex chronic pain and to identify opportunities to partner
with non-VHA stakeholders to ensure access to high-quality
care in the Community Care Network. Finally, for Veterans
receiving care in VHA settings, improved access to OUD and
chronic pain care will require improved integration across
multiple clinical settings such Primary Care, Mental Health,
Pain Management, and other specialty providers. Since 2009,
chronic pain care in VHA has been guided by a stepped care
model, which calls for population-based screening, assess-
ment, and management of chronic pain using low-intensity
interventions in primary care settings with timely access to
more intensive treatments for individuals with more complex
chronic pain.12 Since 2018, the VHA has funded initiatives to
implement and evaluate a stepped care model for OUD treat-
ment. Results of these VHA initiatives will likely be relevant
to non-VHA integrated healthcare systems seeking to address
the same goal of system-wide access to evidence-based OUD
and chronic pain care.

CONCLUSION

Experts participating in the VHA HSR&D State-of-the-Art
Conference provided priority recommendations in three areas:
(1) managing opioid use disorder; (2) long-term opioid thera-
py and opioid tapering; (3) managing co-occurring pain and
substance use disorder. Sustained leadership support at the
national, regional, and local levels will be necessary to con-
tinue progress toward workgroup goals. For many recommen-
dations, additional resources will be required to overcome
barriers. Participants recognized the importance of ongoing
evaluation of efforts to implement evidence-based practices.
With implementation of these recommendations, the Veterans
Health Administration can continue to be a national leader in
advancing opioid safety.
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