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Leveraged the value of health 
information and technology aimed at 
improving opioid prescribing practices to 
combat the opioid epidemic.

– Implemented provider-facing 
EMR changes. 

– Developed an opioid analytics 
platform built on a tabular cube 
that permits evaluation of opioid 
prescribing behavior at the order, 
provider, department, specialty, 
market, and enterprise levels.

– Employed clinical decision 
support systems for prescribing 
opioids.



33



Agenda

• PDMP Integration and working within Board of 
Pharmacy regulations

• Strategies to Decrease Prescribing Opioids

• Strategies to Decrease Inpatient Opioid Use



Operating within Board of Pharmacy Regulations



Board of Pharmacy Regulations

Kentucky
• HB 333 limits the prescription of 

Schedule II drugs to a three-day supply if 
they are intended to treat pain as an 
acute medical condition. Unless 
otherwise documented.

• House Bill 1 (HB1) expanded the 
Kentucky All Schedule Prescription 
Electronic Reporting (KASPER) system, 
the state's prescription monitoring 
system, by requiring all prescription 
providers of controlled substances to 
register.

Ohio
• Providers must view OARRS report prior to prescribing 

a medication.
• Providers must view PDMP data from any bordering 

state to the county the department is located within.
• Providers must mark within the EMR that the report 

was viewed.
• No more than seven days of opioids can be prescribed 

for adults
• No more than five days of opioids can be prescribed for 

minors and only after the written consent of the parent 
or guardian is obtained.

• Health Care Providers may prescribe opioids in excess 
of the day supply limits only if they provide a specific 
reason in the patient’s medical record.

• Except as provided for in the rules, the total morphine 
equivalent dose (MED) of a prescription for acute pain 
cannot exceed an average of 30 MED per day.

• The new rules do not apply to opioids prescribed for 
cancer, palliative care, end-of-live/hospice care or 
medication-assisted treatment for addiction.

• The rules apply to the first opioid analgesic prescription 
for the treatment of an episode of acute pain.



Ohio State Board of Pharmacy Regulations
üProviders must view OARRS report prior to prescribing a medication.
üProviders must view PDMP data from any bordering state to the county the department 

is located within.
üProviders must mark within the EMR that the report was viewed.
üNo more than seven days of opioids can be prescribed for adults.
üNo more than five days of opioids can be prescribed for minors and only after the written 

consent of the parent or guardian is obtained.
üHealth care providers may prescribe opioids in excess of the day supply limits only if 

they provide a specific reason in the patient’s medical record.
üExcept as provided for in the rules, the total morphine equivalent daily dose (MEDD) of a 

prescription for acute pain cannot exceed an average of 30 MEDD.

üThe new rules do not apply to opioids prescribed for cancer, palliative care, end-of-
live/hospice care or medication-assisted treatment for addiction.

üThe rules apply to the first opioid analgesic prescription for the treatment of an episode 
of acute pain.



Terminology

PDMP: Prescription Drug Monitoring Program

SSO: Single Sign On
NCPDP: National Council for Prescription Drug Programs – protocol 
similar to HL7

Appriss: vendor that provides on demand query access to controlled 
substance data that is provided from each state’s board of pharmacy

NarxCare: Report display from Appriss

CarePATH: Mercy Health’s Epic branding
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PDMP Section – Prescribing Providers



PDMP Integration SSO



PDMP Integration NCPDP



PDMP Integration Troubleshooting



PDMP Section – Prescribing Providers



PDMP Section – Non-Prescribing Users/Staff
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Follow Up Actions:

1. Re-evaluate/look for 
misuse 

2. Document why pain 
limits are being exceeded

PDMP Chart Reminders
Sign Order BPAs for Acute Pain 

Patients
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Follow Up Actions:

1. Re-evaluate/look for misuse 

2. Document why pain limits 
are being exceeded

3. File an opioid consent form

4. Place a referral to pain 
management

5.Consider Naloxone RX

PDMP Chart Reminders
Sign Order BPAs for Chronic Pain 

Patients
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Follow Up Actions:

1. Print Minor Consent 
Form and Scan into the 
chart unless reason 
otherwise documented

PDMP Chart Reminders
Medication Safety Alert



PDMP Chart Reminders – Schedule Columns



PDMP Chart Reminders – InBasket Messages



PDMP and Opioid Monitoring Training

• Multiple e-news communications

• 1 captivate workflow video for Ohio providers

• 1 captivate workflow video for Kentucky providers

• 1 tip sheet for Ohio provider enhancements

• 1 tip sheet for Kentucky workflows

• 1 reporting workbench tip sheet for monitoring chronic pain patients

• 1 schedule column tip sheet



Strategies to Decrease Opioid Use



State Level Responses to the Opioid Crisis
• August 31, 2017 (Ohio)

– “7/5/30”
• No more than 7 days of opioids can be prescribed for adults and 5 days of opioids can be 

prescribed for minors & only after the written consent of parent/guardian
• The total MEDD of a prescription for acute pain cannot exceed 30
• Rules apply to the first opioid analgesic prescription for the treatment of an episode of 

acute pain

• November 15, 2017 (Kentucky)
– Limit of 3 day supply on C-II for acute pain

• December 29, 2017 (Ohio)
– Require diagnosis association on all opioid prescriptions
– Require indication of days supply on all controlled substance and 

gabapentin prescriptions 
• June 1, 2018 (Ohio)

– Require diagnosis association on all controlled substances



Our Response to the Opioid Crisis

• As national guidelines and state laws change, new EMR tools are built 

• Physician leadership engagement key for workflows & supporting tools

• IT leadership integral to providing access to controlled substance data 
at the right time in clinical workflows with minimal effort from staff

• Training critical for training new workflows and tools available within 
EMR

• Clinical best practice is supported by:
– Integrating compliance with Ohio laws with current provider 

workflows
– Providers are given the best tools to reduce opioid dependency



Preference List Customization

• Creation via import of opioid specific facility 
preference list containing fully configured compliant 
orders for selected common acute opioids



Preference List Customization

• Providers can use either fully configured orders 
or select a less configured choice



In-Line MEDD Calculation

• All opioid containing 
medications possess a 
visual indicator of the 
calculated MEDD within 
the order composer

• Dynamically calculates 
based on order dose and 
frequency

• No current support for 
additional alerts, 
highlighting, etc

• Does not calculate 
with free-text sigs



MEDD Calculation

Calculated Morphine Equivalent Daily Dose (MEDD)
• Have added a hyperlink in the upper right corner of 

our Prescription Monitoring navigator section
• Cannot calculate with free-text sigs



Diagnosis Association Requirement

Order Validation Point 
• Hard stop for diagnosis association
• Lacks customization options



Diagnosis Requirement Association Order Validation

• Order validation lacks ability to report on firing rate trends and ability to 
measure success of learned behavior

– Less alerts over time by way of providers associating upstream
• Created a robust tabular cube to monitor opioid prescribing overall allowed us 

to identify an issue where some opioid orders were not requiring diagnosis
– Data sharing moved Kentucky market to elect to participate in 

requirement



Diagnosis Requirement Association Order Validation

• Moved “Dx Assoc” out of the basement and to a more prominent location 
within order composer 

• Engaged with Epic to allow for enhancements to the diagnosis association 
workflow

• New upstream pop-up allows for direct input within workflow



Day Supply Limitations

Day Supply Designation
– Hard Stop
– Number of days will be dynamically appended to sig when using discrete sigs 

(default)
– Providers will be responsible for indicating a day supply on any opioid order 

when electing to utilize free-text sigs 
– Issue: Long-term meds, PRN frequency, dispense qty, and duration may not 

always align



MEDD and Day Supply Order Validation Alerts
• Epic order validation points offer advice and direction but are not actionable, 

reportable, and do not possess significant customization options 



MEDD and Day Supply BestPractice Advisories
Pushed Epic to develop 
BestPractice Advisories
• Released in v2019
• Allows for in workflow actions 

to be taken, report on alert 
triggers, and build suppression 
rules built in based on 
department/provider specialty, 
patient diagnosis, last 
prescription lookback, etc



High MEDD BestPractice Advisory
Pushed Epic to develop 
BestPractice Advisories
• Released in v2019
• Allows for in workflow actions 

to be taken, report on alert 
triggers, and build suppression 
rules built in based on 
department/provider specialty, 
patient diagnosis, last 
prescription lookback, etc



Following Alert Metrics



Following Alert Metrics



Opioid Data Cube



Opioid Data Cube



Opioid Data Cube



Opioid Data Cube



Opioid Data Cube



Opioid Data Cube



Issue: Free Text Sigs

• Over 104,600 free text orders 
in the past 2 years

• Most can be accommodated 
directly with discrete 
frequency



Issue: Free Text Sigs
Dose and Frequency Range Education

• Many providers were unaware 
of ability to use range doses 
on outpatient prescriptions

• Created four new discrete 
frequency range choices

– Q3-4H PRN
– Q4-6H PRN
– Q6-8H PRN
– Q8-12H PRN



Issue: Free Text Sigs
Education of Conveying Information to Pharmacy
• Add additional information to patient sig

– Current 140 total sig character limit
– Epic v2019 comes with complex sig capabilities
– Together improves with NCPDP SCRIPT Standard in 2020

• Note to pharmacy 
– 300 hard character limit



Issue: Free-Text Sigs
Action: Move to Require Discrete Sig
• Suggestion: 

– Avoid free text button for opioids
• MEDD cannot be accurately calculated with free-text sigs

– Investigate free-text sig mapping table
• Refill authorizations return in a free-text format from 

dispensing pharmacy
• Required Mercy Health Board approval

– Moving to discrete sigs alters the amount of MEDD calculated 
and needed to adjust system KPIs around opioid prescribing



Issue: Free-Text Sigs
Analytics



Concomitant Benzodiazepine & Opioid Prescribing
Highest Risk for Overdose and Death

• Actionable CDS for Concomitant Benzodiazepine & Opioid Prescribing



Outpatient Opioid Prescribing Data Summary

Significant Reductions in Opioid Prescribing Metrics
• The following opioid ordering behaviors were substantially reduced 

between 2016 to date

-9%

-26%

-48%

-40%

-32%

-49%

Opioids w/ Day 
Supply > 7 days 

Avg MEDD 
per Patient 

Opioids Orders 
w/ MEDD > 80 

Total Opioid Orders

Opioid Orders w/ MEDD 
> 30 for Acute Pain 

Opioid Orders to 
All Med Orders 



Strategies to Decrease 
Inpatient Opioid Use



Reducing Opioids in the Inpatient Setting

• As part of an organizational focus on decreasing overall numbers of 
opioid prescriptions, the following inpatient opportunities were 
identified:

– Presence of narcotic pain relief options on admission order sets not 
typically associated with pain

– Lack of a collection of Alternatives to Opioids (ALTO) options in one 
concise format for ease in ordering



Designing a Solution:
Removing Pain Medications from Select Order Sets

• In reviewing all admission and focused order sets with IV and oral 
pain medication, it was determined that over 30 were for treatment of 
diagnoses not normally associated with pain

– Validated with informatics committees and received nearly 
unanimous support for removal of these pain medications

– Standard biennial review cycle of all order sets still containing 
pain medications will be assessed for clinical appropriateness 
moving forward



Designing a Solution:
Creating a Pain Management Focused Order Set
• To supplement the removal of pain medications from many admission order 

sets and to provide a single location for opioid and non-opioid pain 
treatment a Pain Management Focused Order Set was created

• Working to increase number of ALTO options and evaluation in conjunction 
with system Pharmacy and Therapeutics Committee decisions



Designing a Solution:
Creating a Pain Management Focused Order 
Set

• Key Features:
– Non-customizable
– Set as a suggested order set for all admitted patients
– In addition to traditional acetaminophen and ibuprofen, added additional ALTO 

options
– Provider has to navigate through non-opioid options to get to opioid choices



Designing a Solution:
Creating a Pain Management Focused Order Set



Clinical Opiate Withdrawal Scale (COWS) 
Focused Order Set



Background
• Amid the increasing numbers of opioid-related 

overdoses and deaths, a growing number of 
patients with an opioid use disorder were 
presenting at Mercy’s inpatient facilities

• There were few evidence-based, standardized tools 
to help guide their treatment, and any existing tools 
were not integrated into the EMR

• Lack of ability to manage the symptoms of these 
patients while admitted to our facilities complicated 
care

– Increased burden of care on staff
– Increased number of patients unable to complete 

necessary treatment for co-morbidities



Designing a Solution: Clinical Oversight
• A multidisciplinary group was formed within Mercy’s 

existing clinical informatics structure
– Clinical participants included Nursing, Pharmacy, and 

Physicians from specialties including Emergency 
Medicine, Internal Medicine, Behavioral Health, Addiction 
Medicine, as well as support from Mercy’s Willow and 
Clinical Content Teams

• Outcomes of this group included:
– Endorsement of the use of the Clinical Opiate Withdrawal 

Scale (COWS) for symptom assessment
– Design the Opiate Withdrawal order set



Identified Gaps
• No standardized options existed to assess the 

severity of patients’ opioid withdrawal symptoms
• Treatment options were limited
• Treatment varied widely from provider to provider



Designing a Solution: 
Opiate Withdrawal Focused Order Set

• Closely based on the evidence-based CIWA 
benzodiazepine-based alcohol withdrawal 
treatment protocol

• Designed with options for traMADol and cloNIDine
or buprenorphine and cloNIDine-based therapy



Order Set Key Features
• Presence of buprenorphine

– Required approval by Mercy Health Formulary Committee 
for use in order sets

– Limited to 72-hour duration to make available to physicians 
without special prescribing authority to exceed 72 hours

• Combination of cloNIDine as adjunctive medication in 
linked panel with both buprenorphine and traMADol as 
treatment options

• Fixed dose strategy
– COWS score dictated frequency of reassessment and 

follow-up doses
– Avoided confusion of titrating various doses of medication

• Availability of medications for symptom management



Fixed Dose Interventions

COWS Buprenorphine + 
CloNIDine

TraMADol + 
CloNIDine

Reassessment 
Interval

Less than 5 (No 
Withdrawal)

2 mg + 0.1 mg 50 mg + 0.1 mg 4 Hours

5 -12 (Mild) 2 mg + 0.1 mg 50 mg + 0.1 mg 2 hours
13-24 (Moderate) 2 mg + 0.1 mg 50 mg + 0.1 mg 90 min
25-36 (Moderately 
Severe)

2 mg + 0.1 mg 50 mg + 0.1 mg 1 hour

Above 36 (Severe) 2 mg + 0.1 mg 50 mg + 0.1 mg 30 min

Max Dose (24 hours) 12 mg + 2.4 mg 400 mg + 2.4 
mg



Opiate Withdrawal Focused Order Set



Designing a Solution: Clinical Opiate 
Withdrawal Scale (COWS)

• Nursing assessment that 
evaluates 11 
signs/symptoms

• Stratifies severity of opiate 
withdrawal

• Flowsheet built to auto-
calculate score



Success Factors
• Participation of a multidisciplinary team of clinicians
• Comprehensive nursing and provider education 

prior to rollout of clinical content
– Nursing “stand ups”, review of protocols, staff 

conferences on addiction and treatment
• Close collaboration with pharmacy and formulary 

committees
• Feedback from frontline staff on efficacy of the 

protocol
• Transition of patients to intensive outpatient therapy



Lessons Learned
• Engaging a multidisciplinary team in implementation is key
• Must have buy-in from top executives and frontline staff
• Engage often with internal and external stakeholders
• Develop a plan, assign responsibility and hold all involved accountable
• Allow enough time for training and education
• Capture the data and tell the story internally and externally
• Take full advantage of efficiencies provided by health information technology
• Provider involvement and engagement are critical for success
• Monitoring through operational and analytical reporting is vital for providing 

feedback to practices



Questions?

Michael Temple, RN
• EHR Manager - Clinical Content & Research Informatics

RMTemple1@mercy.com

Jedediah Tuten, PharmD 
• System Director, Acute Pharmacy Operations

JTuten@mercy.com

Anna Hancock
• CarePATH Healthy Planet and Ambulatory Application Coordinator

ahancock@mercy.com


