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* Implementation of opioid prescribing e Clinics 9 clinics received the intervention (3  * Change from baseline to exit: Fig.1: Change in the practices used for
guidelines can reduce opioid-related waves of 3 clinics); 17 other health system’s . Both groups of clinics the monitoring of opioid therapy.
harms. A large academic health system clinics did not receive an intervention guideline-concordant practices N

. - , . C . B InterventionClinics
rolled out a pc.)llc.y on.op|0|d therapy (‘comparison clinics’) (Fig.1), \, opioid prescribing and *° —
management in its primary care (PC) . e e _ 1 BZD co-prescribing (Fig.2) ., ™ Comparison Clinics
clinics. We tested if adding a clinic-level QI Interventl?n clinics’ clinicians 219 pro:cnders .IO g \F18.2).
intervention to usual rollout increased (7_0 .pr’escrlbers, 143 other), 5 su.bset O the * The magnitude of F:hange 30
suideline-concordant care among patients clinics’ staff, participated in the intervention. (Cohen s d eﬁfect S|.ze.) favored 20
with opioid-treated chronic pain. « At baseline, they reported discomfort with, the intervention clinics on 10 l
and the need for more education about, several outcomes, particularly 0 =
Meth 9) d S management of target population. those related to 0p|0|d g % Tx t % UTox % PDMP check % Depression % Opioid risk
. . . . . prescnbmg, agreements screen screen

+  Design Stepped-wedge P(?st intervention, they repo.rted satlsfactlon | | |

«  Target population Adult PC patients with with, and usefulness of, the intervention. Fig.2: Change in the number of target patients
opioid-treated chronic non-cancer pain . Target patient population at baseline: (z)and opioid and benzodiazepine prescribing. onciusions

* Intervention 1 academic detailing session; I. ] +  Usual health system wide
two online educational modules (opioid Clinic-level data: Intervention | Comparison S rollout of complex policy
prescribing; shared decision making); 4-6 January 2016 (N=1,431) | (N=1,717) : on opioid prescribing can
practice facilitation sessions delivered over — _ increase guideline-

4-6 months to each clinic’s clinicians % adult clinic panel 2.0 2.1 12 . B InterventionClinics concordait care

* Assessment period Jan 2016 (baseline) - % treatment agreement 24.8 29.2 » m Comparison Clinics + Tailored, clinic-level QI
Dec 2017 (exit) . % urine drug test 24.7 31.3 14 intervention was well-

e Qutcome measures Clinic-level EHR data on Number of MED mg/day % MED >90 % Co-prescribed received by clinicians and
% target population with: sighed treatment  RZeR J{=Hd{l I REVAD, 19.9 24.7 Target Patients me/day BZD can offer further gains
agreement (primary), completed urine drug (78 VI T ST 3.0 15,5  * Thetotal MED/month |, by 0.92 kg (25.7%) inthe  aspecially for reducing
test, PDMP check, depression and opioid _ intervention and by 0.55 kg (18.6%) in the opioid prescribing.
misuse risk screen, co-prescription of MED/patient/day, mg 82.9 202 comparison clinics from baseline to exit.
benzodiazepines, BZD (secondary); % clinic Rt R [2e) /e s ) 3560,727 2,644896 * The stepped-wedge analysis did not show a Funding: peer-reviewed,

investigator-initiated, unrestricted

panel; morphine-equivalent dose (MED) statistically significant change in outcomes in relation  equcational grant from Pfizer, nc..
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