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The Team
• Division 

– Linda May (CS&E Participant) 

– Christina Mireles (CS&E Participant) 

– Becky Powers (CS&E Participant)

– Katie Stowers (CS&E Participant)

– UHS Ambulatory Clinic Interdisciplinary Team (Team Member)

– Sherry Martin (Facilitator)

• Sponsor Department: 
– Division of Geriatrics, Gerontology, and Palliative Medicine

Special thanks to Dr. Sandra Sanchez-Reilly, Dr. Jennifer Healy, Dr. 
Jeanette Ross
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AIM Statement 
We aim to improve adherence (completion and appropriate chart documentation) 
to the “Chronic Opioid Therapy (COT) Safety Assessment” from 0% - 50% in patients 
receiving chronic opioid therapy (COT, current users or those newly initiated on 
therapy) seen in the UHS Palliative Care Fellows Clinic from October 2015 to January 
2016. 
• Chronic opioid therapy safety assessment includes COT appropriateness 

assessment, misuse risk assessment, informed consent and therapy contract, 
patient specific counseling and education

• Appropriate chart documentation includes completed smartphrase in the 
recommendations section of the Palliative Medicine outpatient clinic note
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Project Milestones

• Team Created July 2015
• AIM statement created Aug. 2015
• Weekly Team Meetings Aug 2015 – Oct 2015
• Background Data, Brainstorm Sessions, Aug 2015 – Oct 2015

Workflow and Fishbone Analyses
• Interventions Implemented Oct 1st 2015
• Data Analysis Sept 1st 2015 – Feb 29th 2016

• CS&E Presentation Jan 15th 2016



Background
• Opioid Misuse: Deliberate use of opioids in way other than 

prescribed due to addiction, including diversion
• 4.9 million people misused opioids in 20121

– Complications from misuse on the rise2

• Nonmalignant pain guidelines:
– Stress screening and monitoring for misuse3,4

• Palliative care patients also misuse opioids
– 40% of palliative patients at risk
– 60% of those eventually show evidence of misuse.5

• No formalized guidelines or management 
recommendations exist for the palliative care population

• Our palliative care clinic is no exception



• Screening and Monitoring 
protocol development 
was more complex than 
anticipated

• Modified our plans for a 
smaller scale intervention
– New patient screening
– Plans to implement follow-

up visit monitoring in the 
future

6

Planning
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Chronic Opioid Therapy 
Safety Assessment 

Algorithm
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Process Map
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Fishbone

Compliance 
with Opioid 

Safety Protocol

Electronic Medical Record

Provider does 
not populate 
smart phrase

Forgets     Lackof time

smart phrase access

Provider does 
not document

Forgets     Lackof time

Unclear expectations

Supporting 
documentation 

hard to find 

Attending Physician

Attending doesn't 
complete missing 

fellow documentation

Forgets     Lackof time

smart phrase access

Attending 
buy-in

Not important Lackof time

lack of understanding

Patient

Need to leave for 
another appointment 

Pt Late to clinic

Doesn't 
complete ORT
and Papework

Literacy Lack of time

Symptom Burden

Time Constraints

Form not provided

Too many 
providers to see

Fellow

Fellow buy -
in

Not important  Lackof time

lack of understanding

Doesn't complete 
necessary tasks

Forgets     Lackof time

Unclear expectations

Timliness of 
Documentation next clinical duties

interest/importance

Clinical Support Staff

Consistency 
of staffing

Rotating LVN

part-time pharmacist

Doesn't complete 
necessary tasks

Forgets     Lackof time

Unclear expectations

Staff Buy-in
lack of understaning

interest/importance

Access 

time constraints

Process & Procedure

Access to 
PATx

lack of fellow  
access

pharmacist not in clinic and not 
provided by attending

ORT

LVN Forgets     Not given to fellow

fellow doesn't identify 
new  start who needs to 

complete

Identifying 
w ho's appropriate and necessary 

documents to be completed

location of supporting documents

Proper filing 
of completed 

paperwork

Compliance 
with Opioid 

Safety Protocol

Electronic Medical Record

Provider does 
not populate 
smart phrase

Forgets     Lackof time

smart phrase access

Provider does 
not document

Forgets     Lackof time

Unclear expectations

Supporting 
documentation 

hard to find 

Attending Physician

Attending doesn't 
complete missing 

fellow documentation

Forgets     Lackof time

smart phrase access

Attending 
buy-in

Not important Lackof time

lack of understanding

Patient

Need to leave for 
another appointment 

Pt Late to clinic

Doesn't 
complete ORT
and Papework

Literacy Lack of time

Symptom Burden

Time Constraints

Form not provided

Too many 
providers to see

Fellow

Fellow buy -
in

Not important  Lackof time

lack of understanding

Doesn't complete 
necessary tasks

Forgets     Lackof time

Unclear expectations

Timliness of 
Documentation next clinical duties

interest/importance

Clinical Support Staff

Consistency 
of staffing

Rotating LVN

part-time pharmacist

Doesn't complete 
necessary tasks

Forgets     Lackof time

Unclear expectations

Staff Buy-in
lack of understaning

interest/importance

Access 

time constraints

Process & Procedure

Access to 
PATx

lack of fellow  
access

pharmacist not in clinic and not 
provided by attending

ORT

LVN Forgets     Not given to fellow

fellow doesn't identify 
new  start who needs to 

complete

Identifying 
w ho's appropriate and necessary 

documents to be completed

location of supporting documents

Proper filing 
of completed 

paperwork



Driver 
Diagram
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Aim Primary Drivers Interventions 
Improve compliance with  

“Chronic Opioid Therapy 
Safety Assessment” to 50% in 

patients receiving chronic 
opioid therapy seen in the 

UHS Palliative Care Fellows 
Clinic from October 2015 to 

February 2016. 
 

Provider Forgets to Document “Smart phrase” in EMR with 
uniform access by all providers 

Visual reminder in clinic to 
document 

Attending double-checks fellow 
documentation 

Weekly “follow up” with providers 
to 1) provide feedback on their 

documentation, and 2) determine 
barriers to documentation 

Incorporate smart phrase template 
into EMR (future) 

Difficulty Accessing Necessary 
Information 

Pharmacist bring printed PATx 
report to clinic 

Attending access PATx database if 
pharmacist absent 

Nursing to determine presence and 
date of last pain contract prior to 

clinic 
Nursing to determine date of last 

UDT and print results prior to clinic 
Clearly marked location with 

appropriate documents needed to be 
completed 

Proper filing of completed 
documents so accessible at 

subsequent visit 
Time Constraints Consistent clinic staffing for 

support staff so the process becomes 
streamlined 

Nursing provides ORT and helps 
complete 

Necessary documents identified and 
readily available, as above. 

 



Data Collection Form
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Baseline Data
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PLAN: Intervention
• Implement a standardized protocol for routine safety 

assessment in patients on chronic opioid therapy 

• Changes
– Add Risk Assessment Tool Screening (Opioid Risk Tool)
– Add standardized chart documentation
– Add Chronic Opioid Safety and Education Counseling
– Reorganize assignment of responsibilities for the protocol
– Reorganize clinic flow (storage/filing of documents, etc) 

• Physician and Clinical Staff education/training on new 
protocol



.COTsafetyassessment

Chronic Opioid Therapy Safety Assessment 
• This patient (is / is not) appropriate for chronic opioid therapy (COT)
• Patient-specific assessment of co-morbid conditions, medications, organ function 

reveal the following concerns for COT therapy: (none / free text)  
• Opioid Misuse Screening: ORT results: (date, high / med / low); UDT: (date, results); 

PATx (date reviewed, results); Pertinent Drug use history: (none / free text)
• Pain Contract and Informed Consent: Patient understands the risks and benefits to 

COT and (is/is not) agreeable to therapy. Date signed: (date) Placed on File: (yes / 
no)

• COT Safety Education and Counseling  performed on (date) and handout provided 
(yes / no)

15

Chronic Opioid Therapy Safety Assessment 
Documentation Template
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DO: Implementing the Change

• Implementation Date: October 1st 2015
• Implementation Plan:

– Physician and office staff training prior to implementation
– One CS&E team member in clinic during first week
– Qualitative and Quantitative data collected after each clinic
– 4 clinics since implementation (Oct 7th, 14th, 21st, 28th) 

• Lessons: 
– Clinical staff turnover disrupts flow
– Helpful to have a physician leader who supports the project in clinic
– Need handouts in English and Spanish 
– Burden and compliance may be improved by incorporating documentation into 

note template
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Improved Documentation

Baseline Intervention
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Average 

Variability

0.076

0.729

• 9 points needed for 
complete documentation
– Baseline:  <1 point per 

encounter documented 
– Intervention: 6-7 points per 

encounter documented

• Personnel changes were 
main source of variability

Partial Credit



Act: Sustaining the results

• Palliative Care Clinic will continue to implement 
protocol when prescribing opioids to patients
– Staff will continue to hand out Opioid Risk Tool
– Plan to incorporate acronym into note template
– Opioid Education and Safety handout will continue

20



Act: Sustaining the results

• Fellowship will train new incoming fellows in 
protocol during orientation to promote sustainability

• Future QI projects will continue from protocol that 
fellows will be able to conduct and present at 
American Academy of Hospice and Palliative 
Medicine annual conference

21



Return on Investment
• At University Hospital, the average cost per day of 

inpatient stay is $2,759
• During past year we had one adverse event involving 

clinic patient with drug overdose. He was admitted 
for four days at University Hospital.

• Total cost of hospital stay was $11,036
• We had no adverse events during QI
• We saved UHS at least $11,036!

22



Conclusions/What’s Next!
• Successful QI projects involve collaboration and 

teamwork
– Physicians, nurses, social work, chaplain, medical 

assistants all working together as a team

• Plan to continue project and gather more data 
regarding opioid safety and misuse
– Consider obtaining feedback of patient attitudes towards 

protocol
– Continue to tweak protocol 

23



Conclusions/What’s Next!
• Future benefits will include increased patient 

education and safety regarding opioid use
– Increased education will potentially lead to less adverse 

events or side effects
– Enhanced safety will hopefully make providers more 

comfortable with prescribing narcotics to adequately 
treat pain

• Future barriers will include incorporating new 
palliative care fellows and staff into QI project

24



Team Picture

25



26

Thank you!
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