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nonmedical prescription opioid use is costing American insurers approximately $72.5 billion
annually (Garcia, 2013). Those who couldn’t afford a prescription painkiller took to the streets to
buy cheaper versions of the opioids. This gave rise to an illicit drug market where drug-
traffickers reached the American middle-class (Meldrum, 2016).

The United States is thus facing an opioid crisis caused by opioid practices from the past
three decades. The opioid epidemic has equally impacted all ages, gender, and every
socioeconomic group in the United States (Bonnie, Ford, & Phillips, 2017). No corner of the

country is untouched by the ill effects of the opioid epidemic.

Figure 1. Drug Overdose Deaths in the U.S. Involving Opioids, 1999 to 2018. Source: National
Center for Health Statistics WONDER (1999-2016) and Provisional Drug Overdose Death
Counts (2017-2018), National Vital Statistics System, Mortality, National Science & Technology
Council. Retrieved from https://www.whitehouse.gov/wp-content/uploads/2019/10/Health-
Research-and-Development-for-Opioid-Crisis-National-Roadmap-2019.pdf December 2019.
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Between 1999 and 2010, the number of opioid prescriptions sold quadrupled and
prescription painkiller overdose deaths tripled. By 2018, the overdose deaths from prescription &
illicit opioid use had reached 42,250, an alarming level of five times the 8,050 overdose deaths in
the year 1999 (NSTC, 2018) (Figure 1). Meldrum (2016) brings attention to “an alarming
increase in heroin use across the country and an epidemic of drug overdose deaths, which
increased 137% between 2000 and 2014; overdoses involving prescription opioids and heroin
increased 200% in that period” (p. 1366). Children born to opioid users experienced opioid
withdrawal. The opioid crisis had now extended from families to communities in the United
States (NSTC, 2018). In 2017, under President Trump’s direction, HHS Secretary Eric D.
Hargan declared the opioid crisis a public health emergency in the U.S. (HHS, 2017).

Federal Strategies to Address the Opioid Crisis

CDC recognizes that long-term opioid use in noncancer nociceptive and neuropathic pain
presents a serious risk to the patient and adds the burden of managing the prescription use to the
primary care practices. In 2016, the CDC released opioid guidelines for primary care providers.
In the guidelines, the CDC has opioid prescribing recommendations to treat chronic pain in
outpatient settings. The rationale of these guidelines is to improve primary care provider
knowledge and opioid prescribing practices to safely manage patient’s pain in an outpatient
setting. The CDC guidelines clarify that active cancer treatment, palliative care, and end- of-life
care opioid prescribing is excluded from these guidelines (Dowell, Haegerich, & Chou, 2016).
The CDC released an advisory statement in April 2019 clarifying the scope of application of
2016 CDC opioid prescription guidelines. The guidelines are not intended for patients in active

cancer treatment, patients experiencing acute sickle cell crises, patients experiencing post-
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surgical pain, patients who already prescribed a higher dosage (=90 MME/day) of opioids, or for
use in patients on medication-assisted treatment for opioid use disorder (CDC, 2019).

On March 19, 2018, President Trump declared his plan to fight the opiate crisis with priority
to “improve access to prevention, treatment, and recovery support services; target the availability
and distribution of overdose-reversing drugs; strengthen public health data reporting and
collection; support cutting-edge research on addiction and pain; and advance the practice of pain
management” (HHS, 2017, para 7). As a result, Congress funneled more funds in the fiscal year
2019 budget to assist federal, state, and community organizations to combat the opioid crisis
through opioid addiction prevention and treatment programs; overdose, reversal, and recovery
policies; and research and development. This funding can expand coverage through the
Affordable Care Act to assist in increasing existing addiction treatment benefits for the uninsured
(Hahn, 2018). The changes in federal policy have fueled initiatives to address and drastically
change current opiate treatment projects and policies for both practitioners and patients. The
interventions for patient safety include Centers for Disease Control guidelines for prescribing
opioids for chronic pain, Prescription drug monitoring programs (PDMPs), naloxone for opiate
overdose emergencies, and expansion of medication assisted treatment (MAT) (Painter, 2017;
McGinty et al., 2018).

The Substance Use-Disorder Prevention that Promotes Opioid Recovery and Treatment for
Patients and Communities Act or the SUPPORT for Patients and Communities Act was enacted
in 2018. Despite differences among Democrats and Republicans on many policies of national
interest, the SUPPORT for Patients and Communities Act received bipartisan support. Under
SUPPORT for Patients and Communities Act, there are provisions to address the opioid crisis

and patient safety for Medicaid, Medicare, and other health insurance enrollees, including mental
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health parity for substance use disorder (SUD), safe disposal of unused medication provision for
hospice providers, provisions for emergency departments, empowering pharmacists and
prescribers by developing opioid prescribing and dispensing best practices. The act has
provisions for grants for peer support communities of recovery and regional centers for SUD
education (S. 2680, 2018).

Additionally, under the SUPPORT Act, there is a provision for expansion of existing
programs to address the opioid crisis — expanding access to telehealth and federal reimbursement
for SUD, incentives for prescribing opioid alternatives, and empowering the providers to use
MAT for effectively treating SUD and sustaining recovery (McCullough, 2018). Successful and
uniform implementation of the Mental Health Parity and Addiction Equity Act, and its alignment
to evidence based federal, state, and community level opiate treatment programs depends on —
collaboration and communication among stakeholders and agencies, creation and standardization
of education materials and clinical tools, and state evaluation of the practices and operations of
an insurer (Painter, 2017).

In the Substance Abuse and Mental Health Services Administration (SAMHSA) opioid
overdose prevention toolkit, one of the strategies recommended to prevent overdose death is
ensuring ready access to naloxone. Naloxone is not an addictive medication and thus has no
abuse potential; it only works in the body if an opioid is present otherwise it has no effect on the
body. Another benefit of naloxone is that it can be injected or administered intranasally with

equal ease either by trained medical professional or by layperson.
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Figure 2. Does the jurisdiction have a naloxone access law? Reprinted from National institute on
drug abuse’ Prescription drug abuse policy system (PDAPS). Retrieved from
http://pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139 December
2019.

Ease of use makes it an ideal medication to use in a prescription opioid as well as heroin
overdose (Harm Reduction Coalition, n.d.). Moreover, it is available at pharmacy stores at low or
no cost (SAMHSA, 2018). The national naloxone initiative to reverse an opioid overdose is
currently operating in all 50 states and supports the use of naloxone for opiate overdose
emergencies (SAMHSA, 2017) (Figure 2).

State Strategies to Address the Opioid Crisis

State regulatory bodies are addressing the opioid overdose crisis through policy and
regulatory efforts. State legislators establish regulations, and state regulatory bodies such as, the
health department or the state licensing authority, implement and enforce those regulations.
States are addressing opioid overdose issues, inappropriate opioid prescription issues, and safe

opioid prescribing by establishing prescription drug monitoring programs (PDMPs), regulating



CREATING AN INTEGRATING POLICY 16

pain clinics, and establishing opioid dosage thresholds (Garcia, 2013). Also, states are addressing
the complexity of the opioid crisis by imposing regulatory requirements in addition to enforcing
federal laws (Garcia, 2013).

Prescription drug monitoring programs. PDMPs are state administered centralized
electronic databases to track opioid prescriptions. The database enables prescribers and
pharmacies to screen and monitor history of patient’s prescription medication use. The database
facilitates recognizing potential prescription medication abuse or diversion. PDMPs empower
state regulatory bodies to monitor prescribers inappropriate prescribing and pharmacies

inappropriate dispensing behaviors.

© Labels
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Figure 3. Does this state have legislation authorizing a PDMP? Reprinted from National institute
on drug abuse’ Prescription drug abuse policy system (PDAPS). Retrieved from
http://pdaps.org/datasets/prescription-monitoring-program-laws-1408223428-1502818371.
December 2019.

Currently, 49 states and District of Columbia have mandatory PDMP laws (Figure 3). The

state of Missouri is the only state that has not been able to pass the PDMP bill through its state
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senate seven years in a row (Howell, 2017; Weber, 2019). The mandatory PDMP enrollment law
requires prescribers and pharmacies to enroll in to access the database. In addition, the
mandatory PDMP query laws require prescribers and pharmacies to check their state’s PDMPs
prior to prescribing opioids. PDMP law prevents doctor shopping and rogue physician
prescribing practice (Painter, 2017; McGinty et al., 2018; Garcia, 2013).

Regulating pain clinics. As shown in figure 4 below, as of May 2018, 12 states have
enacted some kind of pain management clinic law (PDAPS, 2019) (Figure 4). These laws

regulate the clinic’s protocols, physician prescribing practices, and owner accountability.
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Figure 4. Is there a pain management clinic law? Reprinted from National institute on drug
abuse’ Prescription drug abuse policy system (PDAPS). Retrieved from
http://pdaps.org/datasets/pain-management-clinic-laws December 2019.

The difference between a legitimate pain management clinic, and a “pill-mill” pain clinic is
their prescription practice. The pain management clinics treat and manage patient’s chronic pain
and prescribe a controlled substance to the majority of their patients. These clinics have a

licensed physician trained in safe pain management practices providing oversight to the program.
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The other licensed providers at these clinics are also trained in safe pain management practices,
including recognizing signs of addiction & diversion. These clinics are usually affiliated with a
hospital or a larger health care system. The “pill-mill” pain clinics, on the other hand, are mostly
run by private owners who are not medically trained. The purpose of these clinics is maximizing
patient volume to maximize profit. These clinics do not institute legitimate pain management
practice, operate cash-only, refer all their patients to one diagnostic facility, and prescribe
identical opioid prescription to all patients. (Garcia, 2013).

Establishing Dosage Thresholds. Since the release of CDC opioid guidelines in 2016,
states have been considering opioid policy revisions. As of October 2018, >30 states have
enacted laws setting limits on opioid prescriptions. The CDC guidelines for prescribing opioids
recommend cautious opioid prescription dosages for safe and more effective pain treatment.
Prescribing lowest effective dosage and titrating up or tapering down based on individual
benefits helps keep a close watch on the patient. The CDC recommendation is to weigh in
individual risk when increasing dosage to >50 morphine milligram equivalents (MME)/day, and
to avoid increasing dosage to >90 MME/day. However, the guidelines recommend that the
clinician should carefully consider rationale & effects if dosage needs to be titrated to >90
MME/day (CDC, 2019).

To control the quantity of opioids prescribed and dispensed in the community, states have
enacted laws restricting opioid prescription to a certain number of days of supply (Figure 5).
These restrictions are mostly for first-time opioid prescriptions and allowed number of days of
supply ranges from 3 days to 14 days. Some states specify that these restrictions are for

managing acute pain, and provide exceptions for chronic, cancer, palliative, and hospice patients.
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Many state laws have provisions to allow for exceptions for patients who are receiving

medication-assisted treatment (MAT) for substance-use disorder (SUD) (NCSL, 2019).

Laws Setting Limits on Certain Opioid Prescriptions @
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Figure 5. Laws setting limits on certain opioid prescriptions. Reprinted from National conference
on state legislatures (NCSL). Retrieved from http://www.ncsl.org/research/health/prescribing-
policies-states-confront-opioid-overdose-epidemic.aspx December 2019.

In addition to setting initial opioid prescription limits for adult patients, Alaska, Connecticut,
Indiana, Louisiana, Massachusetts, Nebraska, Pennsylvania and West Virginia have also set
opioid prescription limits for minors. Additionally, these state regulations require opioid

education, including discussing opioid risks and side effects, with minor patients and their adult
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caregivers. In contrast, states such as New Hampshire, Ohio, Oregon, Vermont, Virginia,
Washington and Wisconsin have not enacted the opioid prescription limit statute. They direct
other state regulatory authorities, such as the health department or board of medicine to institute
opioid prescribing limits (NCSL, 2019).

“Overdose Good Samaritan” immunity laws related to naloxone use protect drug users who
call for emergency assistance in the event of a drug overdose and may seek addiction recovery
treatment after naloxone administration. Access to naloxone for overdose reversal is dependent
on state policies which are not aligned across all states, and not all of the states have passed

overdose Good Samaritan Law (PDAPS, 2019; SAMHSA, 2017) (Figure 6).
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Figure 6. Does the jurisdiction have a drug overdose Good Samaritan Law? Reprinted from
National institute on drug abuse’ Prescription drug abuse policy system (PDAPS). Retrieved
from http://pdaps.org/datasets/good-samaritan-overdose-laws-1501695153 December 2019.
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While Overdose Good Samaritan immunity laws vary by state, they all consider either
decriminalizing or mitigating actions for possession and use of drugs (SAMHSA, 2017).
Enactment of this law is a step towards lifting the stigma and changing the thought process that
opioid misuse is a choice. Also, separating the drug user laws from drug seller laws is
appreciated by lawmakers and the public. Spotlight on the opioid misuse issues has changed
policymakers’ perceptions and fostered an understanding that opioid misuse is a medical
condition in need of treatment (Johnson, 2018; Saunders, Jarlenski, Levy, & Kozhimannil,
2018).

Along with instituting new opioid policies, states have revised and remodeled existing laws
and policies (Parker, Strunk, & Fiellin, 2018). On a community level, syringe exchange
programs are one such comprehensive strategy to address the health of people with SUD.
Currently, 41 states have syringe exchange programs. These programs promote prevention of
drug-related transmission of infections by providing access to free sterile syringes and needles,
and safe disposal of used syringes and needles. Syringe exchange programs are providing much
needed resources for the community by targeting high-risk areas (Painter, 2017). Reforms in
opioid prescribing practices will help prevent substance abuse, diversion and overdose, while
ensuring legitimate access to pain management. Opioid prescribing cap laws limit the number of
days’ supply and/or dose of prescribed opioids. Pill mill laws strictly regulate pain management
clinics to prevent rogue clinics (pill mills) from issuing opioid prescriptions without medical

indication or necessity (Mcginty et al., 2018).

Literature Gap
Since the 2016 release of CDC opioid prescription guidelines, there has been a flood of

opioid related laws and policies being enacted at the federal as well as the state level. These
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opioid prescription laws are not uniform across all the states, and not all states have an opioid
prescription law. Most federal and state opioid regulations have provisions to exempt cancer,
palliative care and hospice patients, but not all. While bipartisan efforts to curb the opioid
epidemic continue at all levels, disparity remains among states regarding opioid policies (Painter,
2017). Fear surrounding inappropriate use of opioids and an increase in opioid related
regulations have caused unintended consequences for the hospice patients (Fehlberg, Broyles,
Wu, & Halpern, 2018). Due to fear of being scrutinized by the state regulatory authority or a
state professional board, physicians are prescribing minimum dosage of opioids. By prescribing a
minimum dosage, the prescriber doesn’t have to deal with opioid risk mitigation required when
prescribing higher dosage of opioids to the patient. Even when the controlled substance is
prescribed to a hospice patient, pharmacies in many states are restricting quantity of medication
dispensed to the minimum number of days allowed by the state law. Hospice patients need
opioids for pain relief from advanced illness and hospice practitioners need to be knowledgeable
of opioid regulations to abide by the law and to provide care without delay. Hospices need to
review opioid regulations and create policies for opioid use in inpatient and home-hospice
setting. A review of current opioid regulations and development of opioid prescription, use, and
disposal policies and practices will provide clarity to hospice and palliative care practitioners
engaged in care of EOL advanced cancer and non-cancer patients. These policies will guide the
hospice clinicians of their role and responsibility while caring for patients who are prescribed
opioids at EOL. This exercise will also advise hospice & palliative care practices to comply with
federal & state opioid regulations.

Theoretical Framework
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The Knowledge-to-Action (KTA) Process Framework (Figure 7) is a theoretical framework
in evidence-based implementation of knowledge into action. Graham et al. (2006) proposed the
KTA process conceptual framework to encourage use of research knowledge by a variety of
stakeholders in healthcare, from bedside clinician to boardroom executive. The KTA process has
two components: (1) knowledge creation and (2) action. Each component consists of several

phases on which the model continues to build. KTA is a dynamic and complex process, where
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Figure 7. The Knowledge-to-Action Framework (KTA Framework). Reprinted from The
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Knowledge-to-Action Framework. Retrieved from https://medium.com/knowledgenudge/kt-101-
the-knowledge-to-action-framework-7fbe399723e8 October 2019

the framework knowledge creation process can be applied into action for long-term
sustainability. The two components have several sequential or simultaneous phases. These
phases are contained in a cyclic model to allow for a constant feedback loop.

The knowledge creation component consists of knowledge inquiry, knowledge synthesis,
and knowledge tools to tailor into creating knowledge for action. It is shaped as an inverted
funnel to gather several pieces of knowledge and filter the most applicable and refined
knowledge toward the action component. The knowledge built is moved into the next
component, action. Action has a series of phases that include adapting the knowledge,
implementing in the setting of choice, monitoring knowledge use and evaluating outcomes.
Barriers and facilitators to the implementation process are addressed within the action
component as well. Evaluating outcomes of the process during an action component helps
determine the impact of the knowledge gained on practitioner practices, patient care outcomes,
and the healthcare system. Graham et al. (2006) recommend creating a knowledge sustainability
plan that can withstand system changes.

Applicability:

The KTA Process Framework aligns with the scope and purpose of this project, which is to
synthesize accumulated opioid laws and regulation knowledge into actionable system-level
policy for hospice practice and evaluate consistent use of the policy by hospice care practitioners
(Figure 8). The cyclic process of the KTA framework places creators and users within a system
which is dynamic as well as adaptive. The policies created as a result of opioid regulation
synthesis will be adopted for use by hospice physicians, nurse practitioners, and nurses. The

policy will inform clinical practice protocol development. As the opioid regulations change, the
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policy and protocols will be modified and re-adopted. The policy built will be relevant,

applicable, and intuitive for hospice practitioners’ daily use. Potential barriers and facilitators to

policy implementation and adoption need to be considered before implementing the policy. To

help facilitate systemwide implementation, effective adoption, and continued compliance with

the policy, change champions need to be identified. The desired outcome of this project is

system-wide successful policy implementation and adoption.
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Organizational Description & Analysis

Amedisys, Inc. is a for-profit healthcare at home company delivering personalized home
health, hospice and personal care, with the corporate office located in Baton Rouge, Louisiana,
and the executive office located in Nashville, Tennessee. Amedisys’ mission is to honor those we
serve with compassionate home health, hospice, and personal care services that apply the highest
quality clinical practices toward allowing our patients to maintain a sense of independence,
quality of life and dignity (About Amedisys, 2019). Amedisys provides in-home skilled nursing,
physical therapy, occupational therapy, speech language pathology, medical social work, home
aides, respiratory therapist, music therapist, life enhancement specialist, massage therapist and
hospice and bereavement services. Amedisys employs approximately 16,000 individuals at more
than 500 locations in more than 40 states, for providing home health, hospice and personal care
services.

Amedisys Inc. (Nasdaq: AMED) recently became the third-largest hospice provider in the
United States. Acquiring Compassionate Care Hospice in the year 2019 propelled Amedisys
companywide into the new markets of Michigan, South Dakota, Minnesota and Nebraska, while
also expanding its presence in Texas. Also, this acquisition allows Amedisys to offer a full
continuum of care in Florida. In addition, the company acquired RoseRock Healthcare in April
2019, Asana Hospice in January 2020, and Aseracare Hospice in June 2020. Amedisys’ post-
acquisition hospice operations include 190 care centers in 35 states with an average daily census
of about 12,000 patients. The idea is that by better managing beneficiary populations as they age
in place and reach the end of life, these integrated providers can help keep costs down and

quality high (Holly, 2018).
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Since Amedisys operates multi-site hospice practice in 35 states, a review of federal and each
state’s opioid rules corresponding to hospice practice was needed for Amedisys’ global
medication management policy. This DNP project developed an opioid rule database, cross-
referencing federal and state opioid rules and corresponding hospice guidelines. Amedisys’
clinical services, operations, legal, and quality departments collaborated for this project. A
consult with external counsel was sought as needed. The project is timely and relevant to the
organization’s growing multi-state operations and the aims of the project are aligned with the

needs of the organization.
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CHAPTER 3
Methods

The goal of this project was to develop opioid use policy specifically for a multi-state
hospice practice and ensure Amedisys hospice care centers within 35 states adhere to the federal,
state, and local opioid regulations. This was accomplished by downloading federal, state, and
local opioid regulations and creating a repository. The downloaded regulations were appraised to
create policy themes including opioid prescription, opioid use, opioid disposal, and opioid
education. The regulations under those major policy themes were synthesized to create an opioid
policy for hospice practice. This policy was implemented system-wide, and an evaluation of

clinician’s successful adherence to the policy was conducted.

Goal: Review, synthesize and reconcile federal, state, and local opioid regulations and create a
system for a sustainable data base in order to develop and maintain opioid policies for
implementation in care centers across 35 states to ensure ongoing compliance with opioid laws

by a multistate provider.

Aim 1: Create a repository of federal, state, and local opioid regulations.

The assistant vice president of clinical regulatory (AVP Clinical Regulatory) was the project
lead who was responsible for analyzing the opioid regulations and develop the opioid policy
along with providing project oversight. The policy manager, who reports to AVP Clinical
Regulatory, downloaded the federal, state, and local opioid regulations. The opioid regulations
were searched using Google Chrome search engine with the following keywords - “opioid

regulations”, “opioid laws”, “opioid statutes”, and “opioid guidelines”. Additionally, state health

departments, state or local drug enforcement agencies, and federal Drug Enforcement Agency
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were searched for opioid regulations. The downloaded opioid regulations were deposited in a
Microsoft Office 365 SharePoint spreadsheet on the company’s intranet. The purpose of using
this software tool was to provide open access for employees for ease of collaboration on the
project. SharePoint software has the capability to alert the document owner every time an update
is made. The project lead accessed the SharePoint repository at a minimum once a week to
review newly added information, and extract opioid regulations related to opioid prescription,
required education for patients who are prescribed opioids, and medication disposal.
Evaluation/Analytic Plan: The policy manager was responsible for downloading the
opioid regulations several times a week. During weekly review, AVP Clinical Regulatory
ensured that new and/or updated opioid regulatory information has been added to the SharePoint
repository. The weekly review began after this DNP project proposal was approved by the Yale
school of nursing committee in Summer 2020.
Aim 2: Appraise and synthesize opioid regulations to develop a hospice practice specific
opioid policy.

The KTA Process Framework was utilized that aligned well with the scope and purpose of
this project. Under the framework, opioid laws and regulations were synthesized. The gathered
knowledge was transferred into actionable system-level policy for hospice practice. After
extracting the opioid regulations related to opioid prescription, required education for patients
who are prescribed opioids, and medication disposal for each state, the AVP Clinical Regulatory
conducted a comparative analysis of federal, state, and local regulations. The purpose of this
comparison was to identify similarities and differences among federal, state, and local
regulations. From the information extracted, the AVP Clinical Regulatory developed a draft

Opioid Management policy. An umbrella policy was developed for all those states among which
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there are no differences in opioid regulations (Appendix B). State specific opioid policy was
created for the states with variabilities in opioid regulations that cannot be reconciled with the
umbrella opioid policy due to different or additional mandates. The draft policies were sent for
review and comments to the key stakeholders in the interdisciplinary opioid project team. The
interdisciplinary opioid project team consisted of the hospice medical director, assistant vice
president of clinical regulatory, policy manager, internal counsel, operations manager, & clinical
manager. The review and comments were sought from the hospice medical director, internal
counsel, & clinical manager. Internal counsel provided guidance if an external counsel review
was needed. Once a month, the interdisciplinary opioid project team meeting met via phone
conference call. The purpose of this meeting was to address concerns, seek feedback, and
finalize policy. The recommendations from “Policy and Procedure Development Guidelines”
(Irving, 2014, para. 10) are listed under Appendix C and were used to develop the policy. The
policy was finalized by July 2020, and sent to hospice policy committee meeting for approval for
circulation. The hospice policy committee is a standing committee that meets monthly to approve
or reject requests for new policies, updated policies, and archiving policies.
Evaluation/Analytic Plan: Project lead accessed the SharePoint repository once a week
to review opioid regulations, and appraise them to create policy themes. The interdisciplinary
core team met once a month to assess the progress of & provide recommendations for opioid
policy content and theme development. These meetings were held monthly until August 2020,
then quarterly thereafter. The policy manager was responsible for sending timely meeting invites
and meeting minutes following the meeting. The stakeholders, consisting of senior operations

executives, were appraised monthly of the policy development.



CREATING AN INTEGRATING POLICY 31

Aim 3: Implement the policy system-wide.

After policy committee approval in July 2020, the policy manager scheduled meetings with
a second team, the interdisciplinary implementation team. At this meeting, AVP Clinical
Regulatory shared the policy’s operational & documentation requirements with the
interdisciplinary implementation team. The interdisciplinary implementation team was
responsible for implementing the finalized policy system-wide, and consist of an operations
manager, a clinical manager, an education manager, & EMR clinical analyst.

The opioid policy requirements were to be embedded into operational processes and
electronic medical record (EMR) documentation software before system-wide policy
implementation & education can occur. Under AVP Clinical Regulatory oversight, the EMR
clinical analyst designed the policy updates to be embedded into the EMR software by first week
of August 2020. The opioid documentation in EMR software was designed for convenience of
data extraction to evaluate physicians, nurse practitioners, and nurses’ compliance with the
policy. The major EMR documentation categories listed were type of opioid prescription (long or
short acting), clinician communication with patient, non- pharmacological & alternative options,
patient education, opioid reconciliation, and opioid disposal. Appendix D contains a template of
the EMR documentation categories. The EMR clinical analyst was responsible for updating the
EMR operations manual including the policy and documentation updates.

Under AVP Clinical Regulatory oversight, the education manager designed policy education
to be disseminated to physicians, nurse practitioners, nurses, nurse managers, and care center
directors. This policy education included policy updates and EMR documentation specifications.
Prior to system-wide policy implementation, the AVP Clinical Regulatory pre-informed affected

personnel of the upcoming new policy. The mandatory Web-Ex policy education followed by an
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e-mail policy update blast was used for policy dissemination, in addition to clinical newsletter,
an online learning management system (self-education session), & onsite education sessions by
the care center director during a weekly staff meeting (Appendix E). The attendees had the
option to send their questions to a group email address at ~clinical.regulatory(@Amedisys.com.
This email is delivered to the policy manager and AVP Clinical Regulatory.

The final Opioid Management policy was planned for system-wide implementation in the
third and fourth quarters of 2020. The system-wide dissemination & implementation was
planned for a 17 week period in three waves, at the 6 weeks, 7 weeks, and 4 weeks mark.

Evaluation/Analytic Plan: An attendance report was extracted from the web-ex and
learning management system, and the care center director was responsible for keeping
attendance for the on-site policy education sessions. The operations manager reported for
attendance compliance update to the core team after each mandatory Web-Ex policy education
session. The plan was to provide a one on one education by the care center administrator for
clinicians who were not able to attend the Web-Ex policy education. However, due to COVID-19
restrictions, those clinicians were assigned a self-learning course via online learning platform.
The care center administrator was responsible for keeping attendance for the mandatory Web-Ex
policy education sessions.

Aim 4: Develop a process to evaluate clinician’s adherence to the opioid policy.

To hardwire the new expectations, clinicians were encouraged and recognized for opioid
policy/protocol compliance. On the internal Yammer page, at standup morning meetings, or
during interdisciplinary meetings, a shout out was posted for clinician and/or a care center
staying compliant with opioid policy/protocol. Clinical leaders were encouraged to seek

feedback from clinicians at point of care about what’s working and what’s not, such as, ease of



CREATING AN INTEGRATING POLICY 33

policy/protocol use, any hinderance, any feedback for protocol workflow improvement.
Additionally, the plan was for change champions (peer) and supervisors to seek feedback during
ride-along or competency check or staff luncheons, however due to COVID-19 restrictions, all
feedback was sought via phone.

Beginning September 2020, a weekly EMR report, for each care center, was produced &
reviewed by policy manager to assess compliance with policy implementation. The results were
shared with core team. The purpose of this report review was to assess percentage of clinician
compliance with the EMR documentation.

Evaluation/Analytic Plan: The goal was to achieve a 100% clinician compliance with
state and federal regulations. For the care centers falling behind the goal, the plan was to put
them on a two-part performance improvement plan. Part one was a root cause analysis (RCA) of
non-compliance to determine if it’s due to a system issue, a lack of understanding, or clinician
negligence. Based on the results of RCA, re-education of clinicians was to be conducted.

Pre- and post-policy implementation, a comparison review of opioid-related events was
conducted. The opioid-related events include prescriber failure to follow opioid prescription
protocol, clinician failure to follow opioid-related patient education policy, clinician failure to
follow opioid disposal protocol, and clinician failure to follow opioid medication reconciliation
during every home visit to the patient. A baseline was established using opioid-related events
during the calendar year 2019-2020. A robust goal was set of at least a 50% reduction in opioid-
related events at the end of first 2 weeks of training, at least 75% reduction after next 2 weeks of

training, and sustain at least 85% reduction after the next 4 weeks of training.



