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Overview 





Presenter
Presentation Notes
How did it happen? Starting in the mid 90s, pain become the “5th vital sign.” No limit on doses; titrate up until pain relief is achieved. Just try it out! Unfortunately, your body becomes dependent on opioids within a matter of days. 
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Presentation Notes
This epidemic represents a real sea change from a public health perspective. 



Aims of the Project 
 

 Goal is to improve patient safety by instituting a 
set of universal precautions for opioid prescribing 
in primary care 

 R34 grant mechanism is specifically for testing the 
feasibility, acceptability, and preliminary 
effectiveness of novel implementation strategies in 
preparation for larger trials 



Implementation Strategy: Systems Consultation 
 Proven in a large randomized trial of addiction 

treatment organizations (Gustafson et al., 2013) and 
used by ~ 4000 organizations nationwide 

 Systems engineering tools: 
 Walkthrough exercises 
 Group decision making (nominal group technique) 
 Plan-Do-Study-Act change cycles 

 What adaptations are needed to translate the NIATx 
approach to primary care?  
 

Presenter
Presentation Notes
1. I’m going to talk briefly about the implementation strategy we’re pilot testing. 2. Our strategy is based on a QI model named NIATx that has been widely adopted in the addiction treatment industry. 3. NIATx uses systems engineering tools like walkthough exercises; PDSA change cycles. 4. Based on success in addictiont treatment, NIATx showed promise for opioid prescribing in primary care. But some translation and adaptation would be needed to make the model work for a new problem in a new setting. 



Source: “Personal Best” 
Atul Gawande, writing in 
the New Yorker 
October 3, 2011 

Peer coaching: The key to 
cost-effective dissemination 
(Gustafson et al., 2013) 

Presenter
Presentation Notes
1. One of the things we learned through the studies of NIATx in addiction treatment is that peer coaching was the most cost effective way to disseminate the NIATx model. 2. So, from the beginning, we decided that coaching was going to be a centerpiece of the implementation strategy. 



Coaching model 
 The usual approach to organizational change in 

healthcare: surveillance, scolding, etc.  
Our approach: self determination theory 

Competence  
Relatedness 
Autonomous motivation 

Perspective, empathy, and homophily 

Presenter
Presentation Notes
1. Randy is one of the project coaches, along with Aleksandra Zgierska. Both are facutly in the UW Dept. of Family Medicine. 2. Both are MDs with hands on experience with opioid prescribing, and they both deal with addiction as well. They have experienced this difficult issue firsthand with their patients .They speak from direct experience. 3.We felt it was essential to our coaching model that the change agents were MDs- since the practices that we are seeking to change in this project require the involvement of prescribing MDs. 



First things first…. 

Presenter
Presentation Notes
1. So, before going into the field, we had to figure out what to implement. 2. This is a copy of the were the leading guidelines at the time we wrote the grant. This guideline took the form of a journal article published in the Journal of Pain. 3. The document is about 40 pages long and has around 25 recommendations in it. In general, this guideline, like many others, is cumbersome, vague, & challenging to implement widely. 4. Clinical guidelines unfortunately are not designed with implementation in mind. 



Workgroup 
 

Pain management specialists (3) 
Primary care physicians (3) 

Systems engineers (2) 
Addiction and drug policy (1) 
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Presentation Notes
1. All the information you would ever need is in this guideline, but it isn’t presented in a digestible format. So our goal was to compress and prioritize the guideline using a systematic process. 2. We were able to recruit 3 of the 5 lead authors of this guideline to participate, including the lead author. We teamed them with 3 primary care physicians, 2 systems engineers, and a national leader in drug policy. 



Integrated Group Process (Gustafson et 
al., 1993) 
 
1. Choose participants 
2. Develop a straw model through telephone interviews 
3. Convene the group and revise the straw model 
4. Design case scenarios  
5. Enumerate the model  
6. Identify sources of conflict 
7. Average the smaller differences 
8. Report the group’s judgment  
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Presentation Notes
1. And, we put this group to work at something called the integrated group process. 2. I’m not going to go through all the steps; but the goal of it was to produce a succinct checklist that prioritizes the recommendations and expresses them as discrete bits of information that could lend themselves to implementation via a PDSA change cycle. 



Patient archetypes 
 1. An existing patient of the clinic, not currently using opioids, 

with a new chronic pain complaint, who might be a candidate 
for opioid therapy  

 
2.   An existing patient of the clinic already on long-term 
opioid therapy 
 
3. An “inherited” patient (i.e., a patient that is new to the clinic 
but is already on long-term opioid therapy)  
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Presentation Notes
We felt it was vital to split the kinds of patients that fall under the guidelines into different groups, because the clinical decision making really depends on the patient’s history. We decided to focus primarily on the second group of patients- existing patients- as a place to start. Our strategy was to beginning building a system of universal precautions with a group of current patients from the clinic. 



Mapping the recommendations onto an actionable, 
checklist-based implementation guide  
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Presentation Notes
This is the checklist we produced by applying the process. It has 8 items on it. That is no accident; there is a rule of thumb called the “magic number 7, plus or minus 2.” That rule says that you can’t give people more than about 7 pieces of information to process. That is the informational channel capacity you are dealing with. If we could get all 8 of these things accomplished, that would be huge. We encourage clinics to pick one element to start on. One thing at a time. This problem took many years to develop, and it is going to take years to resolve. Don’t get discouraged. Just get started. 



• Create a detailed flowchart of Rx refill process and 
monitor incoming requests 

• Compare patient’s chart to checklist and set up 
appointments with patients to take steps towards risk 
minimization  

• Set a clinic-wide expectation to limit dose to 100 MEDD 
for current/future patients.  

• Use skill, judgment, and advice in dealing with inherited 
and/or high-dose patients.   

General approach  

Presenter
Presentation Notes
We are focusing on the prescription refill process. Every clinic has a system for doing this, and refill requests are happening daily, so there is always a place to start. 



4 implementation clinics recruited (7 approached)  
 
Initial site visits to be completed on May 24, 2016 
 
6-month intervention period extends through end of 
2016 (staggered)  
 
Mixed-methods evaluation  
 
 
 

Where we are now… 
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Presentation Notes
We are in the thick of it right at this moment. The sites are really engaging and seem to be appreciating the help we are providing. We expect to have preliminary results by the end of calendar year 2016. But remember this is a pilot test of feasiblility and acceptablility; and it seems pretty clear already that clinics are very much open to receiving this kind of intervention. 



Coming next… 
• Parsing the systems consultation 

implementation strategy into a set of 
discrete components 

• National study using SMART design to 
promote systems-level improvement in 
the most efficient manner possible 
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Presentation Notes
Our plan is to conduct a follow up R01 dissemination trial using a method called Sequential Multiple Assignment Randomized Trial (SMART). This is a pilot test of a rather intensive new implementation strategy and we are testing the whole package here. The rationale for using a SMART design to follow up is: maybe clinics don’t need everything. For instance- there is an audit/feedback component to our intervention in that one of the first things we do is give clinics reports on their baseline measures. Now,  Perhaps all you really need to do to promote action is to give people reports that tell them what they need to shore up. You could start with audit/feedback and see if that does the trick. If not, perhaps you need to send a peer coach to give a one-time talk- ala academic detailing. Or maybe you need the coach to help the clinic team figure out how to use PDSAs and nominal group technique. Basically, you can start cheap and simple, and add on if clinic isn’t responding. 3. We are starting in UWHealth clinics here, and there are health systems like Kaiser and Group Health of Washington state that have done a lot in this area. In the future, we are looking at more under-resourced places like rural North Carolina to study. It’s place like that that have been hit the hardest by the opioid epidemic. 



For more information, see: 
Quanbeck, A., Brown, R. T., Zgierska, A., Johnson, R., 
Robinson, J. M., & Jacobson, N. (2016). Systems 
consultation: protocol for a novel implementation strategy 
designed to promote evidence-based practice in primary 
care. Health Research Policy and Systems, 14(1), 1. 
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Presentation Notes
We have published the study protocol if you’re interested in learning more. 



Thanks!  
 
Randall Brown, MD, PhD  
rtbrown@wisc.edu 
 
Andrew Quanbeck, PhD 
andrew.quanbeck@chess.wisc.edu 
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We are also looking for more potential research collaborators for our follow up study so please feel free to contact Randy or I if you might be interested.  Thank you! 
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