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Learning Objectives

• Brief discussion of Opioid Epidemic in US

• Development and implementation of Opioid 

Stewardship Program

– Identification of stakeholders, resource development, 

assessment of progress, target relevant patient populations and 

areas of practice

• Implementation of system wide strategies to improve 

opioid stewardship

– KTRACS integration, documentation, duration of therapy, dose 

reduction strategies, scheduled drug agreements

• Education of prescribing providers and staff regarding 

best practices



Background

• An estimated 100 million Americans report 

chronic pain.

• The estimated economic cost of chronic pain is 

over $600 billion annually

– Combined for cost of treatment (up to $300m) and 

lost productivity (up to $335m)

• Chronic pain may be a symptom of another 

chronic disease (diabetic neuropathy, cancer 

pain, arthritis, etc.) or may be a disease on its 

own (fibromyalgia, vulvodynia, migraine, etc.)



Background



Background- Opioid Epidemic

• 214,881,622

(number of opioid Rx written in 2016)

• 2006 Opioid Rx rate: 72.6 prescriptions per 100 

persons
– Opioid Rx rate peaked in 2012

– Current Rate (2016) 66.5 Rx/100 persons

• Estimated that ~47 million Americans misuse prescription 

drugs

• Average Milligram Morphine Equivalent (MME) prescribed 

per person/year

– 1999: 180 

– 2015: 640 





Opioid Overdose Deaths

• 2015: 52,404 drug 

related overdose

– Opioids involved in 

33,067 (63.1%) 

– Most common co-

ingestant: 

benzodiazepines

• Heroin was implicated in 

12,989 OD deaths

• Rx opioids implicated in 

12,727 OD deaths

• 2014: 418,313 estimated ED 

visits for nonfatal 

unintentional drug poisoning

– Opioids accounted for 

92,262 (22.1%) of visits

– Cocaine and 

methamphetamine 

accounted for 17,436 

(4.17%) combined





CDC Guideline, 2016

• Goal: Provide primary care providers with guidance 

for using opioids for chronic non-cancer pain. 

• NOT for the provision of pain management for 

patients at end of life.

• Evidence based, built on Agency for Healthcare 

Research and Quality 2014 report on risks and benefits 

of opioid therapies for pain.
– Evaluated 5 Key Questions (KQ)

– Risk of harm (ADE, OD, misuse) v benefit (pain control, increase in 

functioning, quality of life)



CDC guideline, 2016

• KQ 1- Effectiveness and 

comparative 

effectiveness

• KQ2- Harms and Adverse 

Drug Events

• KQ4- Risk Assessment and 

Mitigation Strategies

• KQ5- Effect of Opioid 

Therapy for Acute Pain 

on Long Term Use

• KQ3- Dosing strategies
– comparative effectiveness of 

different methods for 

initiating and titrating opioids

– Comparative effectiveness of 

immediate release opioids v 

ER/LA

– Scheduled dosing vs PRN only

– Dosing thresholds and dose 

escalation

– Effect of tapering, and 

tapering strategies



Guideline Overview

• “Avoid increasing doses to > 90MME/day, or carefully 

justify a decision to titrate to doses > 90MME/day”

• CDC discourages opioid prescriptions > 3 days in length 

for acute pain

• Long acting opioids are not used for acute pain

• Before starting, and periodically during continuation of 

opioid therapy, clinicians should evaluate risk factors for 

opioid-related harms. 

• Monitoring PDMP (KTRACS) data during treatment is 

advised, at a frequency of at least quarterly 



The Joint Commission (TJC) 

Requirements
• Published June 2017, Effective 1/1/2018

• LD.04.03.13 Pain management and safe opioid practices are 

institutional priorities

– Access to PDMP

– Providing non-pharmacologic therapy

– Assessment of high risk patients

• PI.01.01.01 

– Data collection on pain therapies and their efficacy

• PI.02.01.01

– Data analysis for quality and safety improvement

– Monitoring opioid ordering for safe use



OPIOID STEWARDSHIP

Developing and Implementing Health System Strategies for



Development

• Identify relevant stakeholders

– Administration

– Pharmacy

– Information Technology

– Nursing

– Prescribing providers!



Stormont Vail Team

• VP level Administrators

• Director of Pharmacy

• Pharmacy Clinical Director

• Clinical Informatics 

Pharmacist

• Clinical Pharmacist

• Clinical Informatics Manager

• Clinical Informatacists

• Director Accreditation and 

regulatory affairs

• Medication Safety Coordinator

• Administrative Director of 

Med/Surg

• Physician advisor of Clinical 

Informatics

• Physician representatives from 

Primary Care, Emergency 

Medicine, Surgery, Palliative 

Medicine

• Nurse Managers post surgical 

and medical floors

• Education and Talent 

Development representative



Development

• Once relevant stakeholders are 

identified:

– Form dedicated Opioid Stewardship Team

• Meet on regular intervals

– Obtain support

– Engage relevant staff

– Assess organizational practices



Development

• Obtain buy-in and support

– Assess barriers to change

– Assess current practices

• Leverage EMR for data collection

• Identification of areas for improvement

– KTRACS

– Days supply on acute Rx

– Tablet Quantities

– Non-opioid therapies

– Work flow/documentation

– Scheduled drug agreements



Development

• Assessments:
– CDC Organizational Self Assessment. 

https://www.cdc.gov/drugoverdose/pdf/prescribing/CDC

-DUIP-QualityImprovementAndCareCoordination-508.pdf

– ISMP Medication Safety Self Assessment for High-

Alert Medications. Opioids. 2018. 

https://www.ismp.org/assessments/high-alert-

medications



CDC Organization Self 

Assessment
• Two part questionnaire

– Part One

• Baseline assessment of current culture/practices

• Encompasses many of the ideas already touched 

upon, and individualizes it to your organization

– Part 2

• Evaluation of prescribing practices as they relate 

to providers in your organization and how they 

relate to the CDC guideline



Development

• Resource development

– Evidence based guidelines (CDC, CMS, VA etc.)

• Tailor to organizational needs

– Focused on identified areas for practice improvement

– Develop organizational policies and procedure using this 

framework

– Integrate new practices/workflows into EMR

• KTRACS integration

• New order sets

• Documentation work flows

– Drug Agreements

– Screening tools

– Quantity defaults



Development- Resources

• AHRQ and CDC 6 Building Blocks. 

https://www.improvingopioidcare.org/

• Department of Veterans Administration Opioid Therapy 

Clinical Practice Guidelines, 2017. 

https://www.healthquality.va.gov/guidelines/Pain/cot/VADo

DOTCPG022717.pdf

• Implementing the CDC Guideline for Prescribing Opioids for 

Chronic Pain. 2018. 

https://www.cdc.gov/drugoverdose/pdf/prescribing/CDC-

DUIP-QualityImprovementAndCareCoordination-508.pdf



Development- Evaluation

• Developing tools to evaluate progress

– Develop measureable and useful endpoints

– Leverage discreet data from EMR

• Use to evaluate progress in previously identified 

areas

– Chart Reviews



Practice and Patient Selection

• Inpatient areas
• Emergency Department

• Post Surgical 

• Other Acute Care functions

• Outpatient Areas
• Primary Care

• Outpatient Acute Care

• Chronic pain patients (exclusionary diagnoses)



Implementation

• Goal setting

– Realistic and measurable

• % of prescriptions within certain days supply

• % of KTRACS monitoring prior to new Rx

• UDS monitoring

• Drug Agreements

– Selection of appropriate time periods



Practice and Patient Selection

• Select which guideline recommendations 

to implement

– Prioritization

• Based on identified gaps/areas for improvement

– Implementation

– Data Collection

– Analysis

• Determine frequency, reporting, who will review, 

what will be done with the data



Stormont Vail New Opioid Rx Measures

• Percentage of patients with a new opioid prescription for an immediate-

release opioid.

• Percentage of patients with a new opioid prescription for chronic pain 

with documentation that a PDMP was checked prior to prescribing.

• Percentage of patients with a new opioid prescription for acute pain for a 

3 days’ supply or less.

• Percentage of patients with a follow-up visit within four weeks of starting 

an opioid for chronic pain

• Percentage of patients with a new opioid prescription for chronic pain 

with documentation that a urine drug screen was performed prior to 

prescribing



Long Term Opioid Measures (SV)
• The percentage of patients on long-term opioid therapy:

• who are taking 50 MMEs or more per day.

• who are taking 90 MMEs or more per day.

• who received a prescription for a benzodiazepine.

• who had a follow-up visit at least quarterly.

• who had at least quarterly pain and functional assessments.

• who had documentation that a PDMP was checked at least quarterly.

• who the clinician counseled on the risks and benefits of opioids at least annually.

• with documentation that a urine drug test was performed at least annually.



Long Term Opioid Measures contd.

• The percentage of patients on long-term opioid therapy who were counseled on the 

purpose and use of naloxone, and either prescribed or referred to obtain naloxone.

• The percentage of patients with chronic pain who had at least one referral or visit 

for non-pharmacologic therapy as a treatment for pain.

• The percentage of patients with an opioid use disorder (OUD) who were referred to 

or prescribed medication assisted treatment (MAT).



Implementation

• Which guideline(s)?

• Which recommendations?

– Prioritize based on Self Assessment

• Which Practice areas?

• What analysis will be done?



Implementation- Facilitation

• USE THE EMR

– Data outputs

– KTRACS integration

• Tracking?

– Quantity defaults

– Opioid Toolkit



Tool kits/Order Sets

• Develop opioid order sets

– Standardized defaults

• Quantity limits

• Opioid tolerant vs naïve

– While still providing options for flexibility based on 

patient variability



Opioid tools

• Standard use pathway (Stormont Vail)

– Includes option for standard opioid agreement

– Includes documentation of a risk assessment

– Populates recommended labs (UDS)

– Encourages non-pharmacologic/non-opioid 

therapy first

– Has KTRACS integration (and data capture)

– Documentation of risk/benefit

– Documentation of clinician reasons for 

Exceeding maximum Morphine Milligram 

Equivalents (MME)



Opioid Smart 

Pathway









Implementation- KTRACS

• Integration with APPRISS system

– Ease of use for providers

– Data collection and sharing

– Individualized to health system based on EMR

• (Why you need IT on your team!)



Implementation- Assessment

• Develop reporting

– Use EMR data (IT)

• Validation of data!

– Who will review reports

• Stewardship team

• Administration

• Prescribers

– What will be done with the data



Implementation-Assessment

• Measure progress vs baseline and vs goal

• Measure at reasonable intervals

• Re-assess goals

– After initial goals met: Reassess and determine if 

can do more/better

– Goals not met: Are goals reasonable
• Providing the appropriate resources and education?



Pearls for Existing Programs

• Revisit goals and assess progress

– Narrow or expand scope of program if goals are/are not being met

• Implement changes in EMR if not already done

• Expand scope and patient populations

• Expand disciplines on your team!

• Review data and determine if more or less data is desired



Education

• EDUCATE AT ALL STAGES

– Solicitation of feedback

• Development

– Whose workflows will be impacted

– Prescribers

» Use data to show why change is needed

» Legal/Regulatory issues

• Implementation

– After roll out, seek constructive comments from end 

users

• Analysis



Education

• Education of Staff

– New workflows

– Any EMR changes that affect usual workflow

– Credentialing for KTRACS access?

– Best practices and reasons behind practice 

changes



Education

• Prescribers

– How changes may affect practice

– What practice areas are of concern

– Show/Share the data that are driving the 

changes
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Questions?


