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Opioid-Exposed Newborns and 
their families

December 21, 2017

Anne M. Johnston, MD, Neonatologist 
Associate Professor of Pediatrics
University of Vermont
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CHILDREN AND RECOVERING MOTHERS (CHARM)
COLLABORATION IN BURLINGTON, VERMONT



LULU JONES (FICTITIOUS NAME)

• 23 year old woman, pregnant for the first time

• Although the pregnancy was not planned, Lulu and her partner 

Chad are looking forward to having a baby

• At 12 weeks of pregnancy, Lulu confides in her doctor that she 

has been using opioids, specifically Vicodin, for the past 3 years. 

• She has tried to stop many times and keeps restarting the pills 

and then used heroin when she couldn’t buy pills. 

• She wants her baby to be healthy and is desperate to quit and 

feels ashamed that she cannot. 
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• Lulu experimented with drugs including marijuana, alcohol, cocaine 
(once) during her high-school years

• She really liked the feeling of opioids (Percocets) but they did not become 
a habit at that time

• 3 years ago, Lulu was in a car accident and had several limb fractures 
which required treatment with oxycodone

• She obtained several prescriptions for oxycodone in the months following, 
and then bought from the “street”

• Lulu began to suffer withdrawal and when she couldn’t buy pills, she 
started using heroin

• She has repeatedly tried to stop using

• Lulu smokes cigarettes and has not used alcohol since she discovered she 
was pregnant
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LULU JONES (CONT’D)

• Lulu reports that she grew up in a “good family”, her mother is a 

nurse and her father has a successful business

• Lulu and Chad reside together in a rented apartment

• Lulu also related that she was sexually abused as a child by a 

distant male relative

• She has a history of anxiety and depression and is on anti-

depressant therapy

• She has seen a therapist on occasion in the past, but never 

confided her drug use to her therapist
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Vermont’s CHARM approach:

• Lulu is assured that effective treatment is available and that 

part of her treatment will be to reduce the shame she feels

• Lulu was started on buprenorphine treatment with the goals of 

treating withdrawal, reducing cravings, and decreasing the 

effectiveness of any additional opioids she uses

• Immediately Lulu starts to feel better although she and Chad 

continue to worry about the effects of buprenorphine on their 

unborn baby

• Will our baby be “addicted”? What are the long-term effects?

• Will the state take our baby away?
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Ko JY, Patrick SW, Tong VT, Patel R, Lind JN, Barfield WD. Incidence of Neonatal Abstinence Syndrome — 28 States, 1999–2013. MMWR 

Morb Mortal Wkly Rep 2016;65:799–802

Maine 30.4

Vermont 33.3

W Virginia 33.4

Vermont had the highest annual 

rate increase of states surveyed

Neonatal Abstinence Syndrome Incidence Rates – 25 States, 
2012-2013



INCREASE IN NAS IN VERMONT
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Myth #1: Opioids during pregnancy  “damaged baby”

• There is no evidence that opioid exposure, in and of 

itself, results in developmental delay or any other lasting 
effects on the exposed child

• On the other hand, alcohol exposure can result in 

profound physical /developmental / behavioral effects
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“Addicted newborns”

Myth #2: Every baby born to a mother on opioids is born “addicted”

• Opioid-exposed: exposure to opioids – either prescribed or illicit

• Opioid-dependent: infant exhibits signs of withdrawal severe enough 

to need medication

• Opioid-addicted: infants cannot be addicts, the disease of addiction 

requires obsession and compulsion, loss of control, “breaking the rules”

• Vermont data show that only 25% of opioid-exposed infants require 

treatment.
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Myth #3:  If a baby needs treatment for opioid withdrawal, it must 
be because the mother “used” opioids during pregnancy

• The severity of withdrawal is not associated with the dose 

of medication during pregnancy

• Exposure to tobacco can increase the severity of 

withdrawal

• Higher Neonatal Abstinence Scores (NAS) do not indicate 

that a mother has “used” during pregnancy
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Myth #4: Opioid abuse + pregnancy = child abuse

• >1500 babies born to opioid-dependent women at UVMMC

• Over 90% of these babies were discharged in the care of 
their mother +/- father (2002 – 2014)

• The majority of parents we see are actively engaged in 
treatment and display good parenting, many need support 
in order to do so

• If a parent is not adhering to treatment, does not want to 
receive treatment and is actively using – they may NOT be 
ready to parent a child

14



Medication Assisted Treatment (MAT):
Standard of Care for Opioid Dependency in Pregnancy

• WHO 2014: “Pregnant women dependent on opioids should be 
encouraged to use opioid maintenance treatment…rather 
than…attempt opioid detoxification.”

• Facilitates retention of mothers/infants with decreased use of illicit 
substances when compared to no medication

• MAT results in NAS which needs Rx in 50-60% patients (Jones et al, 
2010)

• The severity of NAS does not appear to differ according to the dose 
of methadone (or buprenorphine) maintenance therapy mothers 
received during pregnancy (Cleary et al, 2010; Jones et al., 2013)

15



Why is medication assisted treatment  

the best alternative?

• Decreases prematurity and low birth weight

• Improves the health of the pregnancy

• Lowers infant mortality

• Pregnant woman feels well (not “high”) and has no cravings

• Successful engagement in treatment increases the probability of 

good parenting

• Detoxification during pregnancy is rarely successful and 

dangerous to the fetus

Concern: anything that drives pregnant opioid-dependent 

women from seeking treatment results in more prematurity, 

higher infant mortality, less probability of successful parenting
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Opioid dependence : Treatment options

• Detoxification – generally not safe nor advisable in pregnancy

• Medication Assisted Treatment (MAT): the standard of care in 

pregnancy

• Methadone

• Buprenorphine

• Harm Reduction

• Needle exchange

17



• Generational substance use

• Untreated mental health problems

• Limited parenting skills and 

resources

• Exposure to trauma

• Legal involvement

• Unstable housing

• Unstable transportation

• Lack of positive and supportive 

relationships

Issues facing substance-using pregnant women and their children

Slide courtesy of H Jones
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http://momitforward.com/violence-unsilenced-how-to-help-and-support-abused-women/silenced
http://www.thelibertybeacon.com/2013/10/27/child-abuse-by-any-other-name-is-still-child-abuse-unless-it-is-sanctioned-by-the-state/
http://journal.firsttuesday.us/americans-dream-for-a-home-on-unstable-ground/8274/
http://www.katu.com/news/local/109529624.html
http://www.newser.com/taggrid/26458/adult-magazines.html
http://drmaryalm.wordpress.com/


19

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCPHb8vbc2cgCFUYdHgodetUNeg&url=http://beliefsoftheheart.com/2015/03/17/shame-is-nothing-to-be-ashamed-of/&bvm=bv.105841590,d.dmo&psig=AFQjCNEoYUnYK7Tfhpnl0FmL_kKkGbawlA&ust=1445728591052344
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Focus on the mother’s health to have better outcomes

• Build trust

• Focus on respect and strengths

• Decrease fear and shame

• Promote breastfeeding
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 Neonatal Abstinence Syndrome is an expected consequence of    
a pregnant woman who

 Uses opioids (e.g., heroin, oxycodone) 

 Is on prescribed opioids (e.g. for maternal pain)

 Is on medication assisted treatment with methadone or 

buprenorphine

 Defined by alterations in the:

 Central nervous system

▪ high-pitched crying, irritability

▪ exaggerated reflexes, tremors and tight muscles

▪ sleep disturbances

 Autonomic nervous system

▪ sweating, fever, yawning, and sneezing

 Gastrointestinal distress 

▪ poor feeding, vomiting and loose stools

 Signs of respiratory distress 

▪ nasal stuffiness and rapid breathing

➢ NAS is not Fetal 
Alcohol Syndrome 
(FAS)

➢ NAS is treatable 
and does not 
have any long-
term 
consequences

(Finnegan et al., Addict Dis. 1975; Desmond & Wilson, Addict Dis. 1975)

Neonatal Abstinence Syndrome (NAS): Description

Slide adapted from  H Jones
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UVM Children’s Hospital: 
Infants born (at UVM) to opioid dependent women with substance 

use disorder on methadone or buprenorphine at delivery (N = 1119)
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UVM CHILDREN’S HOSPITAL
TIMING OF INITIATION OF MEDICATION-ASSISTED 

TREATMENT(MAT)

% Mothers on MAT prior to 
conception

Average GA started MAT if 
not prior to conception

0%

20%

40%

60%

80%

100%

2
0
0

2

2
0
0

3

2
0
0

4

2
0
0

5

2
0

0
6

2
0
0

7

2
0
0

8

2
0
0

9

2
0
1

0

2
0
1

1

2
0
1

2

2
0

1
3

2
0
1

4

R
a

te



0%

10%

20%

30%

40%

50%

60%

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

R
a

te

UVM CHILDREN’S HOSPITAL
% PREMATURE INFANTS BORN (AT UVM) TO WOMEN ON MAT

Average prematurity rate at UVM: 14%



UVM Children’s Hospital
% Term newborns who received any pharmacologic therapy born to women 

on at UVM

National Average: 55%



UVM Children’s Hospital
% Discharged with one or both parents: newborns born at UVM to 

women on MAT
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UVM CHILDREN’S HOSPITAL
BAYLEY III: MEAN PERCENTILE RANK (N=277) 7-14 MONTHS OF AGE
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The baby’s health and safety depends upon 

the mother’s health, the family’s health
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RiseVT Presentation 
to Community STAT Group

December 21st, 2017

Jill Berry Bowen, CEO 

Northwestern Medical Center &

RiseVT Board Chair



RiseVT is a Movement!
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RiseVT is Part of Population Health
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Primary Care & Care Management Year to Date Goal

HCAHPS Care Transition from hospital to home, with 

continuing care support
61.88 61.63%

% change in avoidable visits with charge level of 1,2, or 3 

(of 6 levels)
-21.02%

5% reduction in 

avoidable visits

Readmission to NMC for all-cause conditions 
6.99% < 9.2 %

Average length of stay for admitted patients, excluding 

swing beds and observation patients
2.91 < 3.23

Screening for Clinical Depression and Follow-up Plan 
69.23% 61.39%

Adult Weight Screening & Follow-up
52% 73.54%

Falls:  Screening for Fall Risk 
43% 39.99%

Blood Pressure Screening
37% 59.58%

Lifestyle Medicine Clinic Pilots Year to Date Goal

Average weight-loss per at-risk cohort participant 9 pounds 8 pounds

Average waist circumference reduction per at-risk cohort 

participant
1.5 inches 1.5 inches

Average cholesterol reduction per at-risk cohort 

participant

12.0 point 

decrease

13.3 point 

decrease

Average systolic/diastolic blood pressure reduction per at-

risk cohort participant

2.25 systolic

1.06 diastolic

12 systolic               

 6 diastolic

FY'16 Population Health Projects:

Progress over 9 Months

Wellness Specialist Embedded in School Year to Date Goal

Number of students walking or biking to/from school in 

targeted at-risk school

22% increase

(32% up from 10%)
20% increase

Number of staff involved in wellness program in targeted 

at-risk school
Now at 100% 25% increase

Number of student and staff using school walking path in 

targeted at risk school
Now at 100% 30% increase

Healthy Roots Expansion Year to Date Goal

Food distribution sites providing gleaned healthy fresh 

local foods 
10 5

Pounds of healthy food gleaned from local farms and 

consumed by vulnerable populations
2,853 1,500

Local counties served by online farmers’ market with 

fresh local food

1 - had to rebuild

Franklin County
2

Grand Isle residents served by online farmers’ market 0 100

Grand Isle growers/producers participating in online 

farmers’ market 
0 8

Growers using the “season extending” cold storage site 7 6

Continued Reduction in Tobacco Use Year to Date Goal

Percent of F/GI adult non-smokers not exposed to second 

hand smoke

No new 

BRFS Data yet
55%

Percent of adult tobacco users in F/GI making a quit 

attempt in year

No new 

BRFS Data yet
62%

Municipalities addressing youth prevention through 

advertising, or other point of sale/retail options

Swanton, Enosburg 

future possibilites
1

NMC saw  positive progress with  
population health indicators for an 

FY’16 project with GMCB.
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Our Population Indicators



Program Evaluation 







Graph of Results 
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The EPODE Model
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EPODE Pillars of Success





Why Invest in A Healthier Future?

Embracing healthier 
lifestyles can have a 
significant impact on 
healthcare costs and 
quality of life.

The Research-Based Reality:

“For every dollar we spend on prevention, we see 
a five-to-one return on investment in just five years.  
We simply can't fix our economy without it.”

-- The Prevention Institute









Moving Forward with 

RiseVT – An Exciting Future

50











➢ RiseVT is a movement to amplify the great work and community 
assets that already exist and to further support a common 
methodology for primary prevention.

➢ RiseVT is an evidence based primary prevention strategy that is 
adaptable and transferable to meet the community’s needs.

➢ RiseVT places the emphasis on children and community based 
intervention, in a collective impact framework of a community 
working together with a common purpose.

➢ RiseVT is creating the conditions in our communities to support 
making the healthy choice the easy choice.

Summary



Naya Pyskacek, LICSW, LADC

Director of Integrated Behavioral Health Programs

Community Health Centers of Burlington 

12/21/17



Community Health Centers of Burlington
Federally Qualified Health Center serving 29,0000 
patients with medical, dental, and BH services

• Riverside Health Center

• Safe Harbor Health Center

• Pearl Street Clinic

• Champlain Island Health Center

• South End Health Center

• Good Health

• Winooski Family Health Center



Integration of Behavioral Health into 
Primary Care at CHCB
 2000:  Started hiring additional social workers for clinical work.

 2001:  Building renovation.  Created POD model.  Clinical Social Workers 
integrated into the POD structure.

 2002: Received our first HRSA Mental Health/Substance Abuse 
expansion grant to integrate mental health and substance abuse into 
primary care.  Able to hire more clinical staff – Behavioral Health 
Consultation Model.

 2003:  Started providing Buprenorphine treatment

 2008: Received our second MH/SA Expansion grant.  
* Hired an additional clinical social worker at Safe Harbor site to 

staff SHHC Housing First Program.  Added psychiatry staff.



BH integration 

• 2013: Received a SBIRT grant to provide:  screening, brief intervention, 
and referral to treatment

• 2014: Received our third MH/SA Expansion grant.

• * Adding child therapy, case managers, psychiatric nurse 
practitioner



BH integration 
 2016: Received our fourth HRSA MH/SA Expansion grant – SBIRT/MAT:

➢ Expands universal screening to adolescents

➢ Increases our buprenorphine physician prescribing time

➢ With this grant, our Buprenorphine Panel 
increased from 130 to over 374 patients.  
Dr. Beach Conger had largest expansion.

➢ Creates a Pain Team fashioned after the MAT team 
to monitor and support patients with chronic pain 
Hired Gloria French, RN to monitor panels:

 Total patients on opioid analgesics at CHCB: 698

 Patients with 90 mg or over MMEs:  175



Current Behavioral Health Staff
Behavioral Health Clinicians/Therapists Embedded into our Clinics = 19

• 10 LICSWs  at our Riverside site – dually certified or licensed with AAP or LADC
 2 at SHHC
 1 at Pearl Street Clinic
 1 at Champlain Island Health Center
 3  at South End
 1 Good Health
 1 at Winooski Family Health

Clinical Care Coordinators:
• 2.5  MAT Teams for Spoke Services (OBOT) – Buprenorphine treatment, 2 Spoke RNs and  3 

LADC Clinical Care Coordinators
• Pain Team RN

Case Managers:
• 2 social work case managers

Psychiatry:  6 psychiatric providers (5 FTEs)



Unique Model
Primary Care Behavioral Health Model:

❖ Universal screening for all patients for depression and      
substance use 

❖ BH is integrated into the team in the medical clinic
❖ We work alongside nurses and medical providers
❖ Integrated electronic medical record
❖ We can refer to in-house specialty MH/SA services in-

house



Embedded BH into primary care team:
BH Consultation Model

 CHCB Delivery System Design in medical clinic: pods

 Integrated Team:  Medical Providers, Nurses or 
MAs, and LICSW/LADCs

 Allows for:
➢ Routine BH screening, brief intervention and referral as part 

of visit

➢ BH integration at point of primary care visit

➢ Curbside Consultation by BH to nurse and medical provider

in real time



Incorporating BH into the 
Chronic Care Model
 Population Focused approach to treating chronic 

conditions

 Allows us to provide more behavioral health services to a 
greater number of people by providing BH interventions 
during the medical visit – “tending the flock”

 Not all patients need the traditional “45 minute hour” of 
traditional psychotherapy – and we could not serve all of 
our patients with MH concerns with traditional models



Increasing contacts

 If we provided traditional counseling only, we might 
help 200 – 300 people per year.

 With a stepped care model, we worked with over 2,500 
BH patients last year

 9,000 encounters



“Warm Hand Off”
 Once Nurses do initial screening and a score is 

positive,

 Nurses can provide a “warm hand off” to Behavioral 
Health

 The beauty of universal screening protocols is 
that:

❖ they are like standing orders

❖ There is already an “order” by the medical provider to 
refer to BH if there is a positive screen.



Primary Care BH: 20 – 30 mins BH 
Intervention by LICSW/LADCs

▪ Secondary Screenings

▪ Rapid Assessment: MH/SA

▪ Brief intervention

▪ Referral to Treatment/linkage to other resources

▪ Consultant to Patient and Medical Provider – provide 
“curbside consultation” in real time.



Brief Interventions for:
 Depression/Anxiety

 Addiction

 Smoking cessation

 Insomnia

 Stress Reduction

 Other medical conditions that would benefit from 
BH/Behavioral medicine interventions

 Motivational Enhancement

 Self Management Goal Setting

 SBIRT Model for MH, SA, and health and behavior 



Primary Care BH Services for CHCB 
Patients

 Behavioral Health Consultation in medical clinic:

❖ Starting point for referral to specialty services

With referral to:

✓Co-occurring brief treatment, longer term therapy for 
mental health and addiction, groups, and trauma infomed
counseling including: EMDR, Seeking Safety group

✓Case management

✓Psychiatry

✓MAT Services



Screening for MAT in medical clinic

 Nurses

 Initial Screening:  PHQ-2, Audit-C and Drug use 
question

 Behavioral Health

 Secondary Screening:  PHQ-9, Full Audit, DAST-10, 
PCL-5, GAD-7 and others

 If pt inquiring about MAT – Treatment Needs 
Questionnaire (TNQ), OCACC multiparty release



Screening for MAT
TNQ score of 10 or less:  refer for further assessment by 
LICSW/LADC at CHCB.

 Psychosocial Assessment – ASAM risk assessment, 
level of care recommendation

 If OBOT appropriate – refer to MAT teams

 Stay at CHCB OBOT

TNQ score of 11 or more: refer to HUB



MAT at CHCB
 15 prescribing physicians

 1 PMHNP

 2 APPs

 2.5 MAT Teams

 374 patients receiving buprenorphine treatment

 Patients can access our co-occurring counseling, 
psychiatry services, and other case management 
services in addition to MAT team support.



OCACC/Triage Team

 CHCB participates with Howard Center, UVMMC 
Family Practices, UVMMC Addiction Treatment 
Program, ADAP

 Collaborate on referrals and community response to 
treatment needs.



Increasing Access
 MAT Teams – panel management, protocols, and team 

based care increases physicians willingness  to increase 
the number of people to whom they prescribe

 Since October, 2016, we increased from 130 – 374 
patients

 Community Collaboration – increases willingness of 
providers to prescribe because they know we can refer 
to another level of care



References for Primary Care BH
 Blount, A., ED.D (1998). Integrated Primary Care:  the Future of Medical and Mental Health 

Collaboration. New York:  W.W. Norton and Company.

 Hunter, C.; Goodie, J.; Oordt, M.; Dobmeyer, A.  (2009).  Integrated Behavioral Health in Primary 
Care.  Step by Step Guidance For Assessment and Intervention. Washington, D.C.:  American 
Psychological Association. 

 Lardiere, M.; Jones, E.; Perez, M. (2010).  National Association of Community Health Centers. 2010 
Assessment of behavioral health services provided in federally qualified health centers.

 Serrano, N., PsyD; Monden, K. Ph.D.  (2011).  The effect of behavioral health consultation on the care 
of depression by primary care clinicians.  Wisconsin Medical Journal.  110 (3).

 Young, J., LICSW;  Gilwee, J., MD; Holman, M. RHIA, CHDA; Messier, R. MT, MSA; Kelly, M., BA.; 
Kessler, R. Ph.D.  (2012).  Mental health, substance abuse, and health behavior intervention as part of 
the patient-centered medical home: a case study.   Translational Behavioral Medicine. 2(3): 345-354.



FamilySTAT

High risk/high needs  

families who are struggling  

with addiction and are at  

risk of separation because of  

incarceration and/or death.

An introduction…



Assessment & Treatment {Parents}

Referral to:

Immediate Response Team Identification (IRT)

II

Parent(s) meet IRT  criteria

Emergency Family Safety Planning 

(FSP)  meeting to focus on the 

needs of the  child(ren) while 

parent(s focus on  treatment.

Parent(s) who meet IRT criteria 

will be  referred to the FamilyStat 

Service  Coordination Team 

(which will meet  monthly to 

review case progress)

FSD (Family Services Division) Intake Social 
Worker identifies a client

ESD (Economic Services Division) Reach Up 
Worker identifies a client

Aime Baker
Lund SA Case Manager at FSD

Kyla Boyce
Howard Center Wellness Coach at ESD

Lund SA Clinician completes assessment if needed 
and/or coordinates with current preferred provider

Howard Center SA Clinician completes assessment 
and/or coordinates with current preferred provider



Referral Source:

• FSD (Family Services Division) clients are identified by the front end team (intake), with 

a focus on CF cases (CF =  Child and Family; open support cases, non-court involved)

• ESD (Economic Services Division) Reach Up clients

Criteria to access FamilySTAT:

• Parent(s) with a substance use disorder

• Child(ren) have been or are at high risk of being removed from the home

• FSD and/or Reach Up clients

• Parent(s) qualifies for residential, IOP (Intensive outpatient), Outpatient, or PHP 

(partial hospitalization program)

• Willingness to engage in treatment

Service Coordination looks at 
(using the CPFST- Child Protection and Family Support Team model):

• Treatment

• Housing

• Child Care

• Employment

• Other



FamilySTAT Service Coordination Team:

Meets monthly to review cases and includes:

Sally Borden (KidSafe) Liz Nault/Beth Maurer (FSD) Peggy Heath/Jess Holmes/Leslie Stapleton (ESD)
Jackie Corbally Jan Schamburger Mitch Barron
Parent navigator (TBD) Sarah Russell (BHA) Jane Helmstetter
Ann Dillenbeck/Liz Mitchell DOC (TBD) Julie Coffey (STEPS)
Julie Ryley (DV Specialist, FSD) Mark Ciociola (Voc Rehab) Chittenden Clinic

How will the team track “Is anyone better off?”:

• Outcomes oriented by reviewing progress via:

a) Risk Assessment and Risk Re-Assessments (FSD)

b) Self-Sufficiency Matrix (ESD)- includes housing, wellness, education, 
employment, community, etc.

c) Did child(ren) come into custody?

d) Time between removal from home and reunification

e) Timely access to treatment (documenting days between assessment of need 
and entry into treatment)

f) Was parent incarcerated?



- Gaps remain in our system of care.

- We do not have safe beds/homes.

- We do not have adequate sober housing options (short and long term) for families.

- This model will not meet the needs of every parent in our county.

- The system needs to identify other community agencies who will serve people not a 

part of FamilySTAT.

- We do not currently have a universal method to capture overdose data on 

FamilySTAT clients.



Data Source: Vermont Department of Health
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http://www.healthvermont.gov/sites/default/files/documents/pdf/ADAP_OpioidUseDisorderTreatmentCensusandWaitList.pdf


http://www.healthvermont.gov/sites/default/files/documents/pdf/ADAP_OpioidUseDisorderTreatmentCensusandWaitList.pdf


http://www.healthvermont.gov/sites/default/files/documents/pdf/ADAP_OpioidUseDisorderTreatmentCensusandWaitList.pdf


http://www.healthvermont.gov/sites/default/files/documents/pdf/ADAP_OpioidUseDisorderTreatmentCensusandWaitList.pdf






Burlington EMS Naloxone Administration Jan – Oct, 2016

Data Source: SIREN v1





Burlington Police Department Heroin Violations 2012 – 2016

Data Source: Burlington Police Department
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Chittenden County Opioid-Related Accidental Fatal Overdoses, ‘10 – ‘15
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Data Source: http://healthvermont.gov/research/documents/databrief_drug_related_fatalities.pdf

http://healthvermont.gov/research/documents/databrief_drug_related_fatalities.pdf


http://healthvermont.gov/research/documents/databrief_drug_related_fatalities.pdf


http://healthvermont.gov/research/documents/databrief_drug_related_fatalities.pdf
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Medicare Data Analysis Findings: ‘13 to ‘14

From 2013 to 2014:
Doctors increase rate of opioids prescribed and number of days supplied

11,000 (9%) more opioid scripts in 2014 1.5 days longer supply periods in 2014
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Spoke Provider Treatment Rates

Region Total # MD 
prescribing
to patients

# MD prescribing to ≥ 
10 patients

Staff FTE
Hired

Medicaid 
Beneficiaries

Beneficiaries / 
Prescribing MD

Rate of MDs w/ 
10+ Patient

Bennington 9 4 5.6 229 25.4 44%
St. Albans 15 10 5.6 382 25.5 67%

Rutland 12 7 4.9 253 21.1 58%
Chittenden 70 16 13.9 596 8.5 23%
Brattleboro 10 5 2.57 145 14.5 50%
Springfield 4 1 1.5 53 13.3 25%
Windsor 6 3 4 161 26.8 50%
Randolph 7 5 2.1 145 20.7 71%
Barre 19 8 5.5 273 14.4 42%
Lamoille 9 3 3.2 151 16.8 33%
Newport  & St Johnsbury 14 2 2 95 6.8 14%
Addison 5 2 2 74 14.8 40%
Upper Valley 4 0 1.5 13 3.3 0%

Total 180 63 54.37 2572 14.3 35%

Spoke Patients, Providers & Staffing: December 2016

Table Notes:  Beneficiary count based on pharmacy claims October – December, 2016; an additional 167 Medicaid beneficiaries are served by
32 out-of- state providers. Staff hired based on Blueprint portal report 1/17/17. *4 providers prescribe in more than one region.



Region Total # MD 
prescribing
to patients

# MD prescribing to ≥ 
10 patients

Staff FTE
Hired

Medicaid 
Beneficiaries

Beneficiaries / 
Prescribing MD

Rate of MDs w/ 
10+ Patient

Bennington 11 4 5.2 230 20.9 36%
St. Albans 17 9 9.1 396 23.3 53%
Rutland 19 7 5.2 316 16.6 37%
Chittenden 82 12 14.8 508 6.2 15%
Brattleboro 10 6 3.7 133 13.3 60%
Springfield 5 2 1.55 53 10.6 40%
Windsor 10 4 4 198 19.8 40%
Randolph 7 4 3.1 100 14.3 57%
Barre 19 6 6.2 250 13.2 32%
Lamoille 15 5 4.8 242 16.1 33%
Newport  & St Johnsbury 13 2 2 91 7.0 15%
Addison 7 2 2 84 12.0 29%
Upper Valley 4 0 1.5 17 4.3 0%

Total 212 59 63.15 2617 12.1 28%

Table Notes:  Beneficiary count based on pharmacy claims August – October, 2017; an additional 287 Medicaid beneficiaries are served by 35 
out-of- state providers. Staff hired based on Blueprint portal report 11/22/17. *6 providers prescribe in more than one region.

http://www.healthvermont.gov/sites/default/files/documents/pdf/ADAP_OpioidUseDisorderTreatmentCensusandWaitList.pdf
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