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Coordinating the Educational Outreach

Healthlnsight was responsible for:
e Introducing guidelines and recommendations
« Academic detalling

* Developing care processes



Presenter
Presentation Notes
Although the guidelines were not approved until Feb 09, we chose to begin the outreach without them.  We introduced 6 best practices which we will discuss in more detail below.


Intervention Methods

Meetings with primary care providers:
e Rural communities: 12

e Urban communities: 20
Supplemental activities:
 Larger physician audiences: 9 + 5 scheduled
through October 2009
o Articles: 6 articles published, 1 pending

» Other physician education programs



Presenter
Presentation Notes
Intervention methods included small group face to face learning sessions; 12 meetings in the rural and 20 in the urban communities.
9 meetings held with larger physician audiences with 5 additional scheduled.  These are also face to face but participants do not participate in the performance improvement program as in the rural and urban communities.

6 articles were published, 3 in the UMA bulletin, 1 in the HealthInsight QualityInsight publication, 1 in the UT Academy of Physicians Assistants Newsletter and one pending in the Utah Academy of Family Practice Physicians Newsletter.   These articles described the epidemic and provided links to the guidelines and website, as well as program contact information.

We partnered with UMIA, U of U, and Intermountain program representatives who supported our efforts.


Recruitment

Recruitment Strategy:
» Effectiveness and cost efficiency

 Existing relationships



Presenter
Presentation Notes
Our strategy required a balance between effectiveness and cost efficiency.  HealthInsight has existing relationships with providers throughout the state that we called upon to participate.  We also called administrative people in hospitals and clinics to target the regularly scheduled medical staff or education meetings.


Performance Improvement CME Program

«Stage A: Access and use the DOPL Controlled
Substances Database

eStage B: Attend a community presentation

«Stage C: Assess prescribing habits and adopt
the guidelines and recommendations


Presenter
Presentation Notes
Participants can earn up to 20 CME credits by participating in the 3 stages of the program.  

We asked them to access the CSDB to pull reports on all patients that had filled a prescription in the last 6 weeks and attend a community presentation (smaller group session)

We contacted them at 1 month and 6 months following the presentation to find out if they had changed prescribing habits and were able to apply the guidelines and recommendations to their care processes.


Providers Reached

As of June 15, 2009:

* 581 medical providers and 136 other
participants attended the learning sessions

e 301 medical providers are eligible to participate
In the performance improvement program

* 37% of the eligible participants completed the 1
month survey, and 25% completed the 6 month
survey


Presenter
Presentation Notes
We asked the smaller group participants to complete surveys

A month later 37%

6 months later 25%

We expect those numbers to improve as time elapses; we are still collecting as they become eligible, and we are putting together a project end survey for those who have not participated in the follow up.


DOPL CSDB

*At the end of the presentation, 1/3 of the people
surveyed said they had used the Controlled
Substances Database, and by the 3" survey 2/3 said
they had used it.



Presenter
Presentation Notes
Provider evaluations of the educational sessions’ content and understandability were collected after the presentation to address the above data collection components. Preliminary analysis has been performed, with the following results:

At the time of the initial evaluation (at the end of the presentation), only 32% of the meeting participants had registered and used the DOPL CSDB. There was a substantial increase to 60% indicating they had done so in the 2nd evaluation, and 65% in the 3rd evaluation. 

Questions about pain medication initial dosage and escalation rates, referrals for sleep studies and EKGs for patients on methadone, overall prescribing practices, use of the Utah Clinical Guidelines on Prescribing Opioids and tools, and increased use of the DOPL CSDB were asked in the series of 3 evaluations.



Program Objectives

Describe the Epidemic of prescription drug deaths in Utah,

Implement six practices to prevent prescription deaths while
still treating chronic pain,

Describe the controlled substance guidelines,

|dentify tools and resources for integrating the guidelines into
your practice, and

Assess improvements in your prescribing patterns.


Presenter
Presentation Notes
We had 5 program objectives which we will discuss in greater detail in the next slides.


Program Objectives

Describe the Epidemic of prescription drug deaths in Utah

Objectlve 1: Describe the Epldemic of prescription drug deaths In
Utah
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1=Cannot do at All; 5= Very competent in performing
1-0.0%	2-0.4%	3-7.8%	4-44.3%	5-47.5%

Almost all of the participants felt competent describing the epidemic.



Program Objectives

Describe the controlled substance guidelines

Ohlectlve 3: Describe the controlled substance guldellines

GO%
50% -
405 -
s -
0%
10% -
0% e T |
1-Cannst Do At All 2 E a1 5-Feel Very
Competent in
Performing

Lavel of Understanding



Presenter
Presentation Notes
1=Cannot do at All; 5= Very competent in performing
1-0.0%	2-1.2%	3-16.9%	4-52.2%	5-29.8%

Participants had a good level of understanding of the guidelines, but because we began the sessions before the guidelines were finalized or we think we would have a stronger response.	



Program Objectives

Identify tools and resources for integrating the guidelines
Into your practice

QOblective 4: Kentify tools and resources for integrating the

I guldelines Into your practice
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Presentation Notes
1=Cannot do at All; 5= Very competent in performing
1-0.0%	2-0.8%	3-13.3%	4-53.3%	5-32.5%	

Again, the tools and resources were developed by the same committee as the guideline committee, so there was a delay in getting the finalized versions.



Program Objectives

Assess improvements in your prescribing patterns

ObjJectlve 5: Assess Improvements In your prescribing patterns
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1=Cannot do at All; 5= Very competent in performing
1-1.2%	2-0.8%	3-8.6%	4-53.3%	5-36.1%	

Many felt competent in being able to assess areas in need of improvement in the way they were prescribing pain medication.



Program Objectives

Implement six practices to prevent prescription deaths
while still treating chronic pain

QOblective 2: Implement 6 practices to prevent prescription deaths

. while silll treating chronlc pain
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Presentation Notes
1=Cannot do at All; 5= Very competent in performing
1-0.4%	2-0.0%	3-7.5%	4-42.0%	5-50.2%	

Nearly all participants felt competent in implementing six practices, which were:



Six Practices for Safe Narcotic
Prescribing

Start Low, Go Slow (methadone 5mg bid for most pts),

Obtain Sleep Studies (>100mg/day morphine equivalent,
>50mg methadone),

Obtain EKGs (methadone >50mg/day or when combining
with other QT prolonging drugs),

Avoid use with benzodiazepines and sleep aids,
Avoid using long-acting narcotics for acute pain, and

Educate patients and families.


Presenter
Presentation Notes
We had 5 program objectives which we will discuss in greater detail in the next slides.

We surveyed the participants on the six practices for safe narcotic prescribing, and their responses in the following slides.


Six Practices

1. Start Low, Go Slow (methadone 5 mg bid for most patients):
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Presentation Notes
Eval 1=54.5%
Eval 2=46.6%
Eval3=52%

Close to 60% of respondents had fully adopted this practice, but we think the reason for the higher response in category 1 is due to physicians not prescribing methadone.


Six Practices

2. Obtain Sleep Studies (>100mg/day morphine equivalent,
>50mg methadone):

| plan to change fhave changed my current practice o increasze referrals for
sleep studieos
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Eval1=51.8%
Eval2=34.2%
Eval3=32%
This question has interesting results:  participants seemed eager to adopt this practice, but by the 3rd evaluation the willingness dropped, we believe due to the cost of the sleep studies, and the fact insurance doesn’t cover it.


Six Practices

3. Obtain EKGs (methadone >50mg/day or when
combining with other QT prolonging drugs):

| plan o change have changed my currentpractice o increase bepgin uze of
EKG for patientzs methadone
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Eval1=53.3%
Eval2=31.5%
Eval3=40%
Again, participants ran into the same challenges with the EKGs/


Six Practices

4. Avoid use with benzodiazepines and sleep aids:

| plan o changefhave changed my current practice o cheok for and avoid
presoribing long-acting opioids for patients on sleep aids and benzodiazepines
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Eval1=52.2%
Eval2=43.8%
Eval3=72%

Most everyone adopted the practice to avoid use with benzodiazepines and sleep aids.


Six Practices

5. Avoid using long-acting narcotics for acute pain:

| plan o change fhave changed my curmmentpractice o use allematives o long-
aoting opioids for patients with agute shortterm pain
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Eval1=66.7%
Eval2=61.6%
Eval3=84%
Most participants fully adopted avoiding long acting narcotics for acute pain – and again the reason category 1 is higher is due to many don’t prescribe long acting narcotics.


Six Practices

6. Educate patients and families:

| plan o changefhave changed my curmmentpractice o use educational ools o
improve patient and family education about risks
100% -
HO% -
GBOH -
40% - DEwval 1
20% - OEwal 2
wl — m . W L‘ B m—
1-Ho Change in 2 k| 4 5-Fuly Adopted
CurrentPractice
Level of Adoption



Presenter
Presentation Notes
Eval1=45.5%
Eval2=31.5%
Eval3=48%

The majority adopted the practice to educate patients and families, however due to the delay in the approval of the tools and resources, responses seem to be spread out among category 1-4.


Barriers and Solutions

Barriers Solutions

1. Coordinators for some meetings 1. More effort was put into the follow up to
chose to control the dissemination of collect information, ie, DOPL CSDB
materials activity

2. Ability to earn considerable amount 2. A slide was created and explained
of CMEs difficult to understand during each presentation

3. Large group scheduling — some are 3. Several large group meetings are
scheduled up to 1 year in advance scheduled to continue through 10/09

4. Initial follow up evaluation too soon 4. Changed 1 week to 1 month follow up

5. Difficulty speaking with providers via 5. Created online survey as the preferred
telephone medium

6. Changing process takes time 6. May require repeated efforts over time

7. Began without approved guidelines 7. Chose to continue with draft guidelines;
when they were finalized, recruitment
improved due to higher visibility of the
program



Presenter
Presentation Notes
In some instances, the CME coordinators for the hospitals insisted on total control of disseminating the materials 
Although having the ability to earn a considerable amount of CME is attractive to physicians, it is arranged in such a way that it is hard for the physicians to understand
We experienced a limitation in scheduling the larger group meetings as many of them schedule their speakers at least one year in advance
The original plan called for the initial physician follow-up interviews to take place one week after each presentation. HealthInsight found that most of the physicians had not done anything at that point so the follow-up interview was changed to one month after the presentation.
HealthInsight has had difficulty getting to the physician on the phone for the follow-up interviews so we created online survey forms that physicians can use as well as allowing them to fax or email back the survey.
From a quality improvement standpoint, care process changes such as these may require repeated efforts over time and take a long time to achieve the targeted measure of success
The delay in the approval of the guidelines and tools somewhat hampered the physician presentations.  In the meantime HealthInsight created a one page “Pocket Guide” on the main points in the talk that physicians can use in their office.
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