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I-PARIHS
Construct

Innovation

Context

Recipients

Facilitation

Barriers

Limited existing models of methadone in PCC
Perceived ineffectiveness of methadone by
providers

Siloed health system

Low clinician salaries

Overlapping epidemics of HIV, TB, and OUD
PC providers not experienced in OUD

PC providers not experienced in OUD
Patients distrustful or marginalized
Stigma towards PWID

Resistance to change among staff

Facilitators

Methadone as EBP

Legislative changes to enable methadone in PCC

Pilot data showed high retention/satisfaction
Pre-trial stakeholder engagement with patients
and providers

Tele-education for all PCC providers
Quality Improvement sessions
Financial remuneration pay-for-performance
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Results:

Composite QHI Scores Over Time

“ Primary Care Centers ® Specialty Addiction Clinics
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Results:

Primary QHI Scores Over Time
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Results:

Specialty QHI Scores Over Time
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Results: Quality Health Indicator Score (EMR)

Primary Care Centers . Specialty Addiction Treatment Clinics
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