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ABSTRACT

Chronic non-terminal pain (CNTP) is defined as pain lasting longer than three months,
serves no functional role in healing, lasts beyond normal tissue recovery time and is unresolved
despite appropriate treatment. CNTP triggers a complex set of central nervous system responses
and a decline in social function. Opioids have been used to treat moderate to severe pain when
non-opioid analgesics have not been sufficient. Multiple factors have led to increased use and
higher prescribing dosages of opioids to manage CNTP in primary care. Higher dosages of
opioids are associated with higher risk of adverse events, including death. Nationally, between
1999 and 2011, opioid related deaths rose over 300%. In Arizona, 41% of drug mortality is
attributed to opioids and in 2011, the state ranked fifth in the nation for opioid prescribing rates.
Statewide, a multi-professional, multi-agency strategy has been initiated to address this problem.
The impact evaluation of the prescribing initiative led by the Arizona Criminal Justice
Commission has been positive but little information exists regarding prescribers’ practice
patterns, prescribers’ knowledge of evidence based recommendations synthesized in the
guidelines, or the barriers to safe opioid prescribing in Arizona. The Statewide Interprofessional
Practice-Based Research Network (IP PBRN) identified chronic pain management as a top
research priority during their planning conference in 2012. The purpose of this project was to
create and formalize a survey, eliciting responses that describe current practice patterns and
identify implementation barriers to evidence-based recommendations for prescribing and

monitoring opioids for patients with CNTP in Arizona primary care settings.
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INTRODUCTION
Background Knowledge

The Centers for Disease Control and Prevention (CDC) (2008) reports that pain is the
most common reason people seek medical attention. In the general population, researchers
estimate that 10% to 20% of adults experience chronic pain (Gatchel & Okifuji, 2006; Trescot et
al., 2008). Chronic, uncontrolled pain not only impacts health but also is a major economic and
societal burden (Trescot et al., 2008). Patients with chronic pain heavily utilize healthcare
services, have high functional and emotional impairment, increased comorbidities and reduced
quality of life (Gatchel & Okifuji, 2006). Chronic pain that is poorly treated can exacerbate co-
morbidities like diabetes, hypertension, and inflammatory diseases. Poorly controlled chronic
pain can negatively impact sleep disturbances, mood and mental health, sexual function, and
mobility (Fine, 2011). In 2006, a survey by The American Pain Foundation showed that more
than half of respondents felt they had no control over their pain; many experienced daily pain
detrimentally impacting general well-being. The management of chronic pain is critical to
minimizing long-term consequences.

Definitions

Chronic pain (CP) is commonly defined as “pain persisting longer than three months that
has not resolved despite appropriate treatment” (Arizona Department of Health Services
(ADHS), 2014; Hutchinson et al., 2007, p. 94). In contrast to acute pain, CP serves no functional
role and lasts beyond normal tissue recovery time (ADHS, 2014; Berland & Rodgers, 2012). It
triggers a complex set of central nervous system responses resulting in an altered pain perception

and a decline in social function (Berland & Rodgers, 2012). Chronic pain may be traced to an
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identifiable initial injury or can exist in the absense of injury or tissue damage (American Pain
Foundation, 2006). Chronic non-terminal pain (CNTP) is defined as pain that is not related to
end of life or caused by cancerous malignancy; the definition includes chronic pain non-
cancerous pain, CNCP (ADHS, 2014).

Pain management is a multifaceted and complex task involving all aspects of a patient’s
life. Treatment options include nonpharmacologic and pharmacologic interventions in addition to
treating comorbid conditions that often accompany chronic pain disorders (Jackman, Purvis, &
Mallett, 2008). If the provider is unsuccessful in addressing pain, use of opioid may be initiated
and has been shown to reduce the severity of acute pain, but not chronic pain (Manchikanti,
Atluri, & Hansen, 2014; Mularski et al., 2006).

A Perfect Storm

Historically, most states prohibited the use of opioid treatment for chronic pain. In the
1990s, as the result of intense lobbying, state Medical Boards and policy-makers resolved to lift
the prohibition of opioid medications for the management CNCP (Franklin, 2014; Gilson,
Maurer, & Joranson, 2007; Manchikanti et al., 2014). At the time, guidelines were based on the
assumption that sustained pain relief could be offered with opioid therapy and guideline wording
suggested that there was no unsafe maximum dosage (Franklin, 2014). Additionally, principle
guidelines implied that regulatory policy should not conflict with the scientific domain of
medical knowledge and stated that ... physicians should not fear disciplinary action from the
Board ...” for prescribing opioids analgesics “for a legitimate purpose and in the usual course of
professional practice” (Federation of State Medical Boards, 1998, p. 1). Two years later, in 2000,

the Joint Commission on Accreditation of Healthcare Organizations, now known as The Joint
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Commission, implemented pain as the fifth vital sign standardizing the assessment of pain in the
inpatient and outpatient setting and validating a patients’ right to pain relief (Manchikanti,
Boswell, & Hirsch, 2013; Phillips, 2000). Meanwhile, physicians pushed for increasing use of
opioids in treating chronic pain and pharmaceutical companies promoted opioids as a panacea
for chronic pain (Manchikanti et al., 2012; 2013). Despite endorsement from medical boards,
legislators, patients, pharmaceutical companies and physicians, no significant evidence existed to
corroborate the efficacy of opioids in treating chronic pain (Franklin, 2014; Gilson et al., 2007;
Manchikanti et al., 2014).
Impact

As a result, opioid sales increased from 96 milligrams per person to 7.1 kilograms per
person between 1997 and 2010 (Manchikanti et al., 2013). The sizeable increase in sales has led
to a greater availability in homes and on the streets. The average morphine equivalent dose
(MED) prescribed for CNTP increased from less than 40mg/day MED to between 80mg/d MED
and 140mg/d MED (Portenoy & Foley, 1986; Franklin et al., 2005). Nationally, opioid related
deaths rose over 300% between 1999 and 2011, and in 2008, opioid analgesics were involved in
more than 40% of all drug-poisoning deaths (CDC, 2011; Chen, Hedegaard, & Warner, 2014).
Overall, opioid abuse in terms of workplace costs, healthcare costs and criminal justice costs
totaled $55.7 billion dollars in 2007 (Birnbaum et al., 2011).

Local Problem

Arizona has the sixth highest drug overdose mortality rate in the United States, 41% due

to opioids or opiates (Malone, 2013a). The state ranked fifth in the nation for opioid prescribing

rates in 2011 (CDC, 2014). In 2013, 575 million Class 11-1V pills were prescribed; hydrocodone
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and oxycodone account for 82.6 % of prescribed pain relievers in Arizona (Malone, 2013a).
Almost a third of all emergency department visits due to opioid abuse or dependency in Arizona,
involve persons under 24 (Malone, 2013b). Finally, 3 out of every 1,000 babies born in Arizona
suffer from neonatal abstinence syndrome primarily caused by maternal opiate use (Malone,
2013b).
Guidelines: An Integral Factor in Problem Resolution

Prescribers struggle to meet the expectations of their patients, while trying to ensure safety
and quality. Clinical practice may be improved by designing guidelines that assist prescribers in
making health care decisions to achieve safe delivery of care and quality health outcomes.
Recent changes in the Arizona state prescribing guidelines for the treatment of chronic pain are
intended to provide improved access to quality care while avoiding abuse and diversion. In order
to reduce prescription opioid abuse, reduce morbidity and mortality and lessen societal costs, the
CDC suggests three main focus areas: enhance surveillance, inform policy and improve clinical
practice (CDC, 2012). In 2014, the Arizona Department of Health Services met to discuss the
development of state opioid prescribing guidelines, to reduce high prescribing rates, reduce
mortality rates (resulting from prescription drug misuse and abuse), and promote evidence-based
practice. Considered a fundamental strategy to address the misuse and abuse of prescription
drugs, many states have designed guidelines to assist the practitioner to safely prescribe opioids
while providing appropriate treatment of pain. The CDC (2014) reviewed eight guidelines for
prescribing opioids for chronic pain developed by professional agencies, states and federal
agencies, between 2007 and 2013. Among the guidelines studied, common elements for opioid

prescribing and management of patients’ suffering with CNTP include pre-treatment patient
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assessment and goal setting, initial treatment trial period, follow-up care and opioid
discontinuation. The Arizona guidelines focused on these themes from national and state
prescribing guidelines and complement existing Emergency Department Guidelines and the
Pharmacy Dispensing Guidelines (ADHS, 2014). The state guidelines were developed with the
support and input from state professional associations, licensing boards, academic institutions
and practitioners. Despite stakeholder input, there a wide variation in the number of providers
aware of the guidelines and guideline adherence is low (CDC, 2014).
Intended Local Improvement

During the Arizona Interprofessional Practice-Based Research Network (Arizona IP
PBRN) conference in 2012, chronic pain management; including prescription drug abuse, pain
contracts and prescription monitoring programs, were identified by those present as top clinical-
practice research priorities. PBRNs seek to bridge the gap between recommended guidelines and
actual care (Westfall, Mold, & Fagnan, 2007). By identifying problems that arise in clinical
practice that create a guideline-care gap, demonstrating treatments that are effective in the
practice setting, and providing a setting by which improvements to primary care can be tested,
PBRNs’ can connect scientifically based evidence with patients in the community. In order for
the Arizona IP PBRN to gather information and feedback in relation to opioid prescribing
patterns and chronic pain management; then need to design a focused survey emerged.

The purpose of this DNP project was to create and formalize a survey that would elicit
responses that describe current practice patterns and identify implementation barriers to
evidence-based recommendations for prescribing and monitoring opioids for patients with CNTP

in Arizona primary care settings.
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Study Questions
Survey questions address the following content in a clear, concise, and logical manner:

e Are primary care providers (PCPs) in Arizona aware/familiar with state
recommendations — access to guidelines, providers’ practice patterns in prescribing
opioids, patient and provider demographics?

e What are some of the workflow limitations identified by PCPs — access to patient
prescribing history, time and staff limitations, utilization of prescription monitoring
program, frequency of adherence to and use of pain contracts with patients receiving
narcotics?

e What are some of the resource obstacles PCPs identify in managing CNTP —
reimbursement limitations, availability of pain specialists and or pharmacists (CDC,
2014)

State organizations, healthcare associations, community practitioners, academic
institutions, public health leaders, patients and their families are key stakeholders for eliminating
the gap between recommended guidelines and current practice.

Development and evaluation of the survey lays the groundwork for future research and
quality improvement to be conducted among selected community health centers and primary care
practices associated with the Arizona IP PBRN. When the finalized survey is administered,
prescriber responses will identify practice patterns in the primary care setting, identify effective

chronic pain management strategies and improve the quality of primary healthcare.
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FRAMEWORK
Theoretical Underpinnings

Implementation research (IR) is defined as the scientific study of methods “to promote
the systematic uptake of research findings and other evidence-based practice into routine
practice...” (Eccles & Mittman, 2006, p.1). IR studies the impact of individual, institutional and
system level factors that influence integration and adoption of evidence into practice; key
variables in IR are the providers, patients, and the social context in which the population exists
(Glasgow et al., 2012). The research process requires multidisciplinary and interdisciplinary
partnerships and research results from practice-setting implementation of interventions.
Implementation research incorporates; stakeholder responses, potential influence of contextual
factors, questions of feasibility, and adaptations needed for change, details that traditional study
designs often neglect (Stetler et al., 2006). Therefore, traditional scientific rigor is balanced with
the quality of research (Fogarty International Center, 2010). Successful implementation of an
intervention is evidenced by strategies that contribute to practice improvements, create
organizational change, and initiate policy changes (Glasgow et al., 2012).

In the expanded research initiative of the NIH Roadmap incorporates Practice-Based
Research (PBR) and T3, a translational step (Westfall, Mold, & Fagnan, 2007; Zerhouni, 2003).
PBR is the setting for studying the process of care, the diagnosis of disease and the treatment and
management of chronic diseases (Westfall et al., 2007). In this setting or “laboratory,”
observational studies, surveys and phase 3 - 4 clinical trials are conducted (Westfall et al., 2007,
p. 405). Dissemination and implementation research, T3 - using data derived from PBR,

translates findings to enhance the spread of evidence-based interventions into the clinic setting.
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Guidelines are documents that organize, synthesize and condense evidence-based
research related to a particular health issue, providing recommendations for informed decision
making in healthcare practices (Weisz et al., 2007). They are a key reference for developing
healthcare policy, planning, evaluation, and quality improvement (Gagliardi, Marshall, Huckson,
James, & Moore, 2006). Ideally, use of guidelines reduce the risk of negligent care and promote
quality, cost effective care (Mickan, Burls, & Glasziou, 2011). Healthcare guidelines are
disseminated to providers on a variety of levels: journals, websites, meetings, educational and
social formats. Yet despite awareness (90%), adherence and adoption of guidelines in practice on
average is 36%. Given that dissemination is adequate, publication of guidelines and awareness
does not sufficiently change provider behavior, effecting health outcomes, and quality of care
(Glasziou & Haynes, 2005; Mickan, Burls, & Glasziou, 2011).

Evidence-based guidelines for opioid prescribing in the management of chronic pain exist
on state and national levels (Centers for Disease Control and Prevention, 2013; Arizona
Department of Health Services, 2014). As previously mentioned, guideline adherence is low in
the primary care setting, indicating a block in the translational process. A block at this point
occurs when clinical evidence is not put into practice despite consensus of the validity of the
evidence (Rubenstein & Pugh, 2006; Westfall et al., 2007; Woolf, 2008). A survey will be
utilized in order to identify the factors that impact uptake of the guidelines and best practice
patterns for managing CNTP.

The survey will examine the multi-level factors that affect implementation of evidence-
based practice. In IR, there is currently no single model or framework to follow that will identify

the factors that predict successful implementation outcomes (Chaudoir, Dugan, & Barr, 2006;
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Damschroder et al., 2009). Yet, there is a consensus among several researchers that the following
factors are implicated: community-level setting, organizational-level setting, provider and
innovation-level setting, and patient setting (Chaudoir, Dugan, & Barr, 2006, p 2; Damschroder
et al., 2009; Durlak & Dupre, 2008).

For the purposes of this survey, the community-level factor encompasses the
sociocultural context of the practice environment. Possible constructs include rural versus urban
setting, policies related to opioid prescribing, availability of prescription monitoring programs
and clinic funding (private or public).

Organizational factors encompass workflow (staffing limitations) and practice patterns
(utilization of pain contract, urine drug testing, screening for high risk of opioid addiction),
availability of pain referral resources (pharmacists, pain specialists), access to patient prescribing
history, number of patients receiving opioids or being treated for chronic pain, and workload
limitations (staff sufficient to coordinate refills and urine testing).

Provider factors include type of provider, age and experience, membership in
professional organizations, continuing education credits in chronic pain management, perceived
confidence in performing established guidelines and willingness to adopt guidelines, issues or
concerns related to managing patients and/or “inheriting” patients with CNTP who have multiple
co-morbidities and concerns regarding diversion, abuse or misuse of opioids.

The innovation-level refers to the guidelines and evidence-based practices established by
the Arizona. This level examines the perceived advantages or disadvantages of adopting pain
management guidelines over existing practice, the complexity of factors involved in guideline

implementation at the practice level and cost-effectiveness of innovative practice routines.
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The patient setting refers to the perceived willingness of patients to non-opioid
management of pain, documented goal for pain management, number of patients participating in
alternative pain management therapies, compliance with medication regimen, and type of
healthcare insurance or self-pay.

When the survey is administered, responses will provide data regarding current practice
patterns as well as identify gaps in practice related to CNTP and opioid prescribing in practice
based research settings. Survey responses may identify barriers and facilitators to guideline-
recommended care to adapt interventions aimed at improving opioid management of CNTP in
primary care.

Evidence Synthesis

Studies were included that met the following criteria; adult patients, pain persisting
longer than three months and studies that addressed treatment and management of chronic pain
in the primary care setting. Studies were excluded if they addressed specific types of chronic
pain, acute or cancer pain, palliative care, parenteral opioids, and pain management outside the
primary care setting. Key words used to search PubMed and EBSCO: Pain Management; pain;
chronic pain; analgesics, opioid; primary health care (non-mesh). Guidelines published between
2008 and 2014 were retrieved from MEDLINE, National Guideline Clearinghouse, specialty
society Web sites, and Canadian Guideline Clearinghouse, were included for review. Data
concerning the local problem (i.e., within the state of Arizona) was retrieved from state and

federal websites, as well as, state and local agencies.
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Evaluation of the Evidence

Of the articles used, five were clinical reviews, one systematic analysis, one quantitative
cohort study and ten qualitative descriptive surveys. For the record, there are no documented
randomized control trials studying opioid therapy versus placebo or no opioid therapy for
outcomes related to pain, quality of life or function (Chou et al., 2015).

All survey participants were taken from convenience samples, raising issues of
generalizability to other settings and groups. Participants were reached online or by post, except
one study that used individual and group style interviews. Two articles documented the survey
tool used was not tested for reliability or content validity (Bhamb et al., 2006; Wolfert et al.,
2010). Aside from the limitation of the tool itself, self-report surveys may not accurately reflect
actual practice. Only one article surveyed PCPs from a medically underserved environment
(Leverence et al., 2011). Finally, one study compared the opioid practice patterns of APRNs and
physicians (Franklin et al., 2013).

Opioids in the Management of Chronic Non-terminal Pain

While opioid therapy (OT) for acute pain is commonly accepted in treating cancer-related
pain, OT for non-cancerous pain is a viable treatment option when pain is moderate to severe, if
the pain is negatively impacting quality of life and if potential benefits of OT outweigh potential
adverse events (Chou et al., 2009; Kalso et al., 2003; Sehgal, Colson, & Smith, 2013) Primary
care providers are concerned about prescribing opioids for CNTP for a variety of reasons (Barry
et al., 2010; Bhamb et al., 2003; Lincoln, Pellico, Kerns, & Anderson, 2013; Nwokeji, Rascati,

Brown, & Eisenberg, 2007; Potter et al., 2001; Sinatra, 2006). Perceived barriers and facilitators
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to opioid treatment of CNTP can be classified in three major themes: physician factors, patient
factors and logistical factors (Barry, 2010).
Barriers to Opioid Prescribing

Despite a belief that opioids effectively control pain and improve quality of life, some
providers are unwilling to prescribe opioids for CNTP (Leverence et al., 2011; Nwokeji, Rascati,
Brown, & Eisenberg, 2007; Potter et al., 2001). Barriers that providers cite to prescribing opioids
include; the absence of physiological or medically objective findings to support pain intensity
(Barry et al., 2010; Lincoln, Pellico, Kerns, & Anderson, 2013; Nwokeji, Rascati, Brown, &
Eisenberg, 2007) lack of expertise in treating CP (Bhamb et al., 2010; Leverence et al., 2011)
lack of expertise in treating CP in patients with suspected current or past addiction issues
psychiatric conditions and/or comorbidities (Bhamb et al., 2010; Nwokeji, Rascati, Brown, &
Eisenberg, 2007) fear of adverse events (Dunn et al., 2011; Wenghofer et al., 2011) and fear of
regulatory scrutiny (Nwokeji, Rascati, Brown, & Eisenberg, 2007; Potter et al., 2001). Wolfert et
al. (2010) reported that providers’ concerns related to investigation influenced their practice
patterns; providers who were concerned tended to limit the number of refills and prescribe in
lower doses or smaller quantities then their counterparts were not concerned about being
investigated. Most articles reported that care providers cautiously prescribe opioids due to abuse,
misuse and diversion (Lincoln, Pellico, Kerns, & Anderson, 2013; Potter et al., 2001; Leverence
et al., 2011; Wenghofer et al., 2011; Allen, Asbridge, MacDougal, Furlan, & Tugalev, 2013).

Facilitators to Opioid Prescribing
Opioid agreements, pain contracts and urine drug screens are perceived as both a barriers

and facilitators. On the one hand, time and logistics of these procedures can be prohibitive, while
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on the other, these tools establish clear boundaries and expectations, minimize aberrant use, and
inform clinical decision-making. Other factors providers cite as facilitating OT include; level of
comfort in skills and knowledge (education) related to OT (Wenghofer et al., 2011), access to
guideline (Franklin et al., 2005), access to patients’ prescribing history (Allen, et al., 2013;
Wenghofer et al., 2011), access to support resources, such as pharmacists, and availability of risk
management programs to minimize abuse. Successful treatment of CNCP encouraged
compassionate treatment and helped to form enduring bonds with their patients (Lincoln et al.,
2013).
Providers’ Perception of Patients’ Barriers to Opioid Use

Providers’ perception of patient factors barriers include cost of specialty pain
management, patients who request opioids (Potter et al., 2001), antagonistic patient-provider
relationship fear of physical dependence, misuse, tolerance and addiction (Franklin et al., 2005;
Potter et al., 2001; Sinatra, 2006; Wenghofer et al., 2011).

Logistical Factors

Logistical factors most providers cited include; lack of options for referrals (Barry et al.,
2010; Franklin et al., 2005; Leverence et al., 2011; Wolfer et al., 2010), limited clinic time
limited ancillary staff for urine drug tests, and opioid refills (Barry et al., 2010; Lincoln et al.,
2013), inconsistent co-management of patients (Leverence et al., 2011; Franklin et al., 2013),
time related to care of complex patients — establishing referrals, coordinating care (Leverence et

al., 2011; Lincoln et al., 2013).
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Gaps in Literature

The synthesis presented is reflective of opioid prescribing patterns among primary care
providers who practice in the United States and Canada. It seems that there is a lack of
supporting evidence related to prescribing patterns of APRNSs and PAs (although one study was
found). There is a lack of information regarding the current statewide patterns for CNTP in terms
of prescribers’ knowledge of evidence based recommendations, current practice and
management of CNTP among primary care providers in Arizona, and barriers and facilitators to
safe opioid prescribing.

The overall doctoral project designed and evaluated survey questions, based on feedback
from content experts and primary care providers who have previously expressed an interest
improving care for their chronic pain patients. Tables were used to report reviewers’ reSponses.
Comments and responses were compiled, evaluated and used to reformulate the questions as
necessary. The reformulated questions were compiled into a formal survey to be administered to
primary care providers by the Arizona IP PBRN at some point in the future.

METHODS AND DESIGN
Project Design

The DNP project had two phases. The initial phase was the design and creation of survey
questions (see Survey Development below and Figure 1). Once questions were compiled and
formatted into a survey, the second project phase began which consisted of two independent
expert review groups tasked with evaluating the survey for content and flow. At some point in
the future, primary care providers associated with the Arizona IP PBRN will be asked to respond

to the survey as a separate, independent project.
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Overview of the Survey Evaluation

Using Qualtrics survey software, a quantitative cross sectional survey was designed with
two options for completion: an electronic survey, and paper and pencil. The survey was
developed for the busy provider to take no more than 10 minutes to complete. Survey questions
(identified by black text) are based on three major topics previously identified by the CDC as
barriers to optimal care in prescribing opioid for CNTP (CDC, 2014); providers’ awareness and
or familiarity with state recommendations, workflow limitations and resource obstacles. These
three themes major topics are integrated under ‘clinical practice patterns’ sections to enhance
survey flow, improve the survey-takers experience and to avoid obvious shifts in context. The
remaining questions (identified in red text) ask the reviewer to reflect, evaluate and comment on
the context questions (black text). Surveys can be found in Appendix A and B.

Phase I: Formulating and Formatting Survey Questions

Survey Development

Formulation and formatting of the survey questions was completed as part of the DNP
Project methods (Phase ). Development of survey questions began with a review of previous
surveys, existing literature, and analysis of current national and state opioid prescribing
guidelines. Question design was based on suggestions from the University of Wisconsin,
“Survey Fundamentals” guide (University of Wisconsin-Madison, 2010). The guide describes
the principles of good survey design and implementation. Based on the guide, survey questions
were formulated from the perspective of the respondent while keeping the survey goal (identify
opioid prescribing patterns and barriers and facilitators to guideline based clinical care) in mind.

Effective survey questions provide a context, understood as identifying the question topic and
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timeframe. The following is one such example, “Prior to initiating opioids for new chronic pain
patients, do you....” Question focus on events or behaviors, and the response is designed to
capture the occurrence of an event, the frequency, regularity or duration of the event and the
timing of the event. Response topics to the above question are in matrix form and include
performing risk assessments, assessing for depression, psychiatric disorders and level of
function. The respondent has the option to answer, “sometimes, always, or never” and if “never”
is selected, “no time, no resources or no need” can further clarify the response.

Question wording avoided technical terms, shorthand and double negatives (University of
Wisconsin-Madison, 2010). Both closed and open-ended questions were utilized, giving
respondents the opportunity to express themselves while offering a less time-consuming option
so that the overall time to take the survey is kept to a minimum.

Once the questions were drafted, an expert panel of doctorally-prepared nurses reviewed
the initial draft from complementary perspectives of: 1) primary care practice and leadership of
the Arizona IP PBRN, 2) patient-centered health services in the community and 3) specialty in
acute or chronic pain management. Initial questions (50) were simple, with content heavily
reflecting the Arizona Opioid Prescribing Guidelines of 2014. For example, guideline #5
recommended the use of an Opioid Pain Care Agreement (OPCA) and the question was “Do you
use an OPCA?” To extract the information desired about identification of barriers and facilitators
to recommended practice patterns, panel members advocated that questions be grouped
according to topics from the literature. Several rounds of modifying questions ensued until the
group endorsed the final draft questions. The following is an example of a question that began as

several separate questions: 1) “Do you sign an opioid pain agreement with your patients ...
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always, sometimes, or never?” 2) “When do you sign an opioid pain agreement with your
patients ... only when establishing care, with all who are prescribed opioids, I never sign a pain
agreement” 3) “In your practice, a opioid pain agreement is used? ... with new patients, if there is
a perceived risk, no time, no need” The final question design is a matrix that begins with, “Prior
to initiating opioids for new chronic pain patients or refilling prescriptions for chronic pain
patients new to your practice, do you ... sign an opioid pain agreement with your patient?” The
response options are “sometimes, always, never”; if “never” is selected, another option is
displayed, “If never ... no time, no resources or no need” can be selected. The logic of this
matrix addresses practice patterns (“... prior to initiating opioids ...”), guideline
recommendation (OPCA) and barriers to implementing best practice, (... no time, no resources,
no need ...”).

The draft was uploaded into Qualtrics and the expert panel analyzed questions for
content, structure, form, and clarity. The survey was subjected to a reiterative cycle of editing
and analyzed questions response, questions were modified until a final consensus was reached
with regard to each question and format, as well as the sequencing of questions and systematic
formatting.

Survey Content
Survey Demographics

The survey addresses provider demographics including; provider specialty (MD, DO, NP,
PA), years in practice, practice setting (community health center, public or private, group or solo
practice), and rurality (to be determined by zip code). The following questions are related to

patients with CNTP; the number of patients/month prescribed opioids, inherited patients taking
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opioids, number of continuity patients for whom you are managing chronic pain vs. maintaining
patients while transferring to specialist versus covering for another provider.

Survey sections also address recommended practices contained in the Arizona Opioid
Prescribing Guidelines (Arizona Department of Health Services, 2014). Other sections address
urine drug testing, referrals and specialists, and clinician patient assessment practices as related
practice recommendations.

Survey Format

The first section of the survey evaluation will have a disclosure form informing
participants’ of their rights, contact information for the PI, and a statement on anonymity.
Participants may then proceed to provide feedback on the survey questions. If the participant
does not consent to participation, the option is to simply close the web browser. Participants may
withdraw from the project at any time without consequences by simply closing their web
browser.

The disclosure form is followed by questions (multiple choice, descriptive text, and
matrix style) pertaining to the participants’ practice demographics. Multiple choice questions
then address pre-treatment management of opioid prescribing, followed by matrix and multiple
choice questions related to opioid pain care agreements and urine drug screens. Finally, there are
three multiple answer questions related to the Arizona Controlled Substance Prescription

Monitoring Program.



28

Expert panel: review and
modify until consensus

i )0
\ s P /
\\ National
\ and State
Guidelines
N
\
\
\

Initially 50 questions

Expert panel: review and
modify until consensus

Expert panel: review and
modify until consensus

Expert panel:
review and modify until consensus

!

13 Survey questions in
black

FIGURE 1. Logic Model of Survey Development.

Phase Il: Survey Evaluation

During Phase Il of the DNP project, expert content reviewers evaluated the survey for
future implementation. A diverse group of providers, who participated in identifying opioid
prescription and monitoring as a clinical issue, evaluated and commented on the survey,
critically appraising it for content. Participants from the Arizona IP PBRN review consisted of:
five interprofessionals associated with the University of Arizona including: 1) a leader in the
Arizona IP PBRN; 2) a clinical pharmacist; and 3) three primary care providers active in IP
PBRN activities. These professionals were selected based on prior interest in the project, expert
qualifications and diverse professional backgrounds. They were invited to comment on the

content of the survey for content regarding; prescribers’ practice patterns, barriers to safe opioid
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prescribing, workflow limitations, and evidence-based guidelines, issues identified by the
Arizona IP PBRN in 2012 (Appendix A).

The Expert primary care provider reviewers evaluated the survey questions for clarity,
organization, length, and survey flow. The group consisted of: 10 primary care providers,
selected by a leader in the Arizona IP PBRN, representing rural and urban practice settings and
various interprofessional backgrounds (MD, NP, PA) and who prescribe and monitor opioids in
their care of patients who suffer from chronic pain. Primary care providers were asked to review
survey questions for quality, organization, clarity, length, and flow (survey located in Appendix
B).

Evaluators in both groups received the survey invitation via email with an anonymous
link to the survey on Qualtrics. Invitations were sent on a Monday with the survey kept active for
two weeks and a response-reminder sent at the end of the first week. The survey review
participants did not actually “take” the survey but their comments and responses were compiled,
evaluated and used to reformulate the survey questions as necessary, creating a novel survey
instrument.

Ethical Issues

Survey responses were collected by Qualtrics without any identifying information, thus
protecting the anonymity of the reviewers. Reviewers received a basic hyperlink via email that
allowed direct access to survey evaluation. The anonymous survey link collected the user’s IP
address so that progress could be saved as participants completed the evaluation so they could
close the window and finish at a later date. Participants who opted to receive a copy of the

formal survey instrument, received a link to the survey via Qualtrics. Privacy is key to the larger
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concept of respect for persons and applicable to surveys and questionnaires by respecting
subjects’ confidentiality of information (The Belmont Report, 1979). Application to and
approval by the University of Arizona, College of Nursing Departmental Review Committee was
received prior to the proposal being sent to University of Arizona Human Subjects Protection
Program (HSPP). According to the Office of Human Research Protections (OHRP) if the survey
meets any of the following three criteria, approval is needed from the Institutional Review Board
(IRB) review under 45 CFR part 46 requirements; directly involve human subjects, contribute to
generalizable knowledge, involve an activity or intervention or interaction with human subjects
(OHRP, 2014). The approval letter and consenting documents were received from the HSPP, and
the pilot survey was administered for stakeholder review (see first page of survey Appendix A
and B).
Timeline

University IRB certification was acquired for the draft survey. Content review experts
were informed that the survey would be available for two weeks for review. Feedback from
content review experts was analyzed and changes made to the existing survey for compilation of

the final survey instrument (Figure 2).
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FIGURE 2. Timeline of Evaluation Survey Creation.

Data Analysis
Once the evaluations were collected, the Principal Investigator created a table to classify

responses into themes before reformatting questions for a final survey as needed, for example,

table themes included but were not limited to; question content, order of questions, question
format, clarity, and survey flow. Based on dominant responses within a theme, survey questions
were edited or deleted from the survey based on expert panel consensus. Descriptive comments
were grouped according to theme, analyzed and reported. Gaps in content identified by Arizona
IP PBRN review panel, were documented and considered for addition to future survey editions.

RESULTS

This section reports results from the evaluation of the survey. Two groups evaluated the

survey, the five AZ IP PBRN interprofessionals and 10 expert primary care providers. Results of
the Arizona IP PBRN content review are presented first, followed by the expert primary care

review. Survey questions and the respective evaluation responses are presented in narrative and
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table format. Comments in the tables are verbatim and evaluation tables are classified by major
categories demographics, practice patterns, workflow barriers, and resource limitations, and
thematic category: number of patients in practice setting, number of chronic pain (CP) patients
seen in one week, rurality, initiating opioids for chronic pain patients, initiating opioid pain care
agreements, items included in an opioid pain care agreement, use of urine drug screens (UDS),
and use of the Arizona CSPMP. Major category comments are further identified by
demographics, practice patterns, clarity, organization, add content, and workflow barrier. The
relationship between category and thematic category will be known when the survey is actually
“taken” and data related to demographic and practice variables can be collected and analyzed.
Survey evaluation questions can be found in Appendix Al, A2. The final survey instrument is
located in Appendix B.
Survey Evaluation Response

Eighteen requests for participating in evaluation of the survey were sent to two evaluation
groups, six requests to AZ IP PBRN interprofessionals and twelve requests to expert primary
care providers. Five of the original six Arizona IP PBRN evaluations were returned within two
weeks meeting the initial goal of five responses and a 100% response rate. Of the first round of
10 Expert Primary Care reviewer evaluations sent out, only eight were returned, falling short of
the agreed upon goal of 10. Two more cycles of evaluations were sent out until 10 responses
were received, extending the response-return timeline five weeks longer than the originally
planned two-week return time but achieving a 100% response rate.

Initially, survey evaluations were sent out to both evaluation groups the first of the week,

with a mid-week and 48-hour reminder follow up. An initial review of survey responses revealed
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some confusion with the original survey directions. As a result, mid-week reminder letters
reiterated instructions for the participants to “take” the survey in order to trigger several pop-up
that constitute a part of the survey content and important to the survey evaluation.

Not all respondents answered all questions and therefore, some questions have comments
related to the question itself or comments related only to the response parameters. Several
questions have no responses at all; while some respondents answered close-ended questions (i.e.,
‘No’ to “Is this question clear?”), they did not consistently follow the response with a comment
specifically illustrating how the question was flawed.

Arizona IP PBRN Interprofessional Content Evaluation Results

Demographic category. Two issues emerged from the demographic category of survey
responses: one about the number of patients in a practice setting and one about rurality. The
number of patients in a practice setting and number of chronic patients seen weekly was intended
to reflect reviewers’ patient panel, not the number of total patients for the practice setting. One
reviewer asked whether the question referred to all providers in a practice setting or just the
individual provider’s practice. The term ‘rurality’ was awkward for another reviewer who
pointed out that providers might practice in more than one setting, and that one zip code response

would be inadequate to describe practice location (Table 1).
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TABLE 1. Provider and practice setting demographics.

Evaluation of Q6: How many patients are seen in your practice setting per month?

Category

Thematic Category

Response parameters

Responses

Demographics
Clarity

Evaluation of Q8: On average, how many chronic pain patients do you see in a week?

Demographics

Evaluation of Q10:To determine rurality, please write your practice zip code...text box

Demographics
Clarity

Number of patients in
practice setting

Number of chronic

<100

100-199
200-300
>300

<5

patients seen in one week 5-20

Rural vs. urban practice
setting

>20

Zip Code

“I think these are reasonable cut offs, but it depends upon how you
will use them too. And I assume when you say ‘practice setting’
you are referring to ALL providers in your practice, correct?”

"Looks good"

“Suggest replacing the word rurality.....awkward read.... Be aware
that some may practice in more than one zip and it is not uncommon

for prescribers to be "floaters"...
"Great way to determine rural vs urban”

Provider relationship to CP patients being treated with opioids. One issue was

identified for the category of how provider’s established care for CP patients treated with

opioids. One reviewer suggested the addition of “unsure” to the response set for the question

related to provider relationship to patients being treated with chronic pain with opioids (Table 2).

TABLE 2. Evaluation of Q12: Of patients treated for chronic pain . . . matrix with three (3)

statements and five (5) multiple choice responses.

Evaluation of Q12: Of patients treated for chronic pain...matrix with three (3) statements and five (5) multiple choice responses.

Category

Thematic Category

Response parameters

Responses

Demographics
Organization

Provider relationship to
patients treated for
chronic pain, how many
were:

-on opioids when you
began seeing them
-treating patient until
transferred to specialist
treating patient while
covering for other
provider

Hardly any
Less than half
About half
More than half
Almost all

“...suggest adding an ‘Unsure’ to the response set,...it's
retrospective spanning differential timeframes per prescribers and
the reliability would not likely hold up b/c they legitimately do not
remember or can't mentally tabulate that...You could shorten the
whole response set to None, A few, about half, several, almost all
and unsure and still get decent variability on the individual items.”
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Initiating opioid pain care management. Prior to initiating opioids for new chronic
pain patients, one reviewer suggested adding a review of the risks, side effects and alternatives to
opioid therapy, as well as options for other therapy treatments; another reviewer suggested
adding to the list of practice patterns accessing the Arizona CSPMP, a third reviewer felt the
response parameters would be improved if changed to “never, rarely, usually, and always”
(Table 3).

TABLE 3. Evaluation of Q15: Prior to initiating opioids for new chronic pain patients or

refilling prescriptions for CP . . . matrix with five (5) statements and three (3) multiple choice
responses.

Table 3 Evaluation of Q15: Prior to initiating opioids for new chronic pain patients or refilling prescriptions for CP...matrix with 5 statements and 3 multiple
Category Thematic Category Response parameters Responses

Practice patterns, workflow barriers and resource limitations

Content Prior to initiating opioids Sometimes “Review the potential risks, side effects and alternatives to opioid
for new chronic pain Always treatment or options for multiple therapies treatment????”
patients or refilling Never, then prompt of:
prescriptions for chronic  -no time, no resources, no need
pain do you:

-risk assessment
-assess for history of
depression

-sign an opioid
-assess for level of
function

-assess for history of
psychiatric disorders

“I would consider 4 choices: never, rarely, usually (or often)
always. Sometimes is a wide range”
Content “adding the pmp, objective measures used?

Organization

Initiating opioid pain care agreements. In terms using opioid pain care agreements
(OPCA) with new CP patients, CP patients new to practice, and high risk patients (Q24), one
reviewer suggested adding a response to include “continuing patients” and as “needed based on
clinical judgment.” The question was not clear for another reviewer, who was unsure of the

distinction between “new CP patients” and “new to you CP patients” and felt that “high risk”
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should be defined. Another comment referred to the use of “facilitate”; is the role of the medical

assistant (MA) to ensure the agreement is in the chart or to actively participate in reviewing and

signing the contract with the patient (Table 4).

TABLE 4. Evaluation of Q24: In regard to opioid pain care agreements or pain contracts . . .
matrix with five (5) statements and three (3) multiple choice responses.

Evaluation of Q24: In regard to opioid pain care agreements or pain contracts...matrix with 5 statements and 3 mulitple choice responses

Category Thematic Category Response parameters

Responses

Practice patterns, workflow barriers and resource limitations

Clarity Opioid pain care Used for all new CP patients
agreements: - CP patients new to practice
- medical assistant will - high risk CP patients

automatically facilitate
prior to consult with
provider
-medical assistant will
facilitate only with
provider's order
-provider will facilitate
-not applicable
-not used

Clarity

Clarity

“For continuing patients every e.g., 6 months, 12 months, as needed
based on clinical judgment?”

“I'mnot sure, but I think maybe its an unclear distinction between
new CP and new to you CP patients. I'd suggest, "for all newly
diagnosed CP patients" Also, I'd suggest that if you're surveying
providers for their current practice, (maybe | have the parameter's
confused) but use current tense in the listed items in the left hand
column. Also, I'm unclear on how you plan to analyze the data
collected from this particular question. Also, what is the definition
of a "high risk" patient- is this defined somewhere in the text of the
survey?”

“Use a term more specific than facilitate. Facilitate can mean
anything from putting the contract in the room to reviewing it with
the patient and getting it signed. what information are you trying to
illicit? For instance my MAs don't do anything with pain contracts
except make sure we have copies of them at nurses station. Where
would I answer the question? | put not applicable but it would be
clearer to put MA not involved”

Items to be included in an opioid pain agreement. In addition to the seven listed items

to be documented in an opioid pain agreement, one respondent asked to leave a text space to

write additional items while another respondent suggested adding “risks opiates” to the list

(Table 5).
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TABLE 5. Evaluation of Q28: Items included in the opioid pain care agreement . . . itemized list.

Evaluation of Q28: Items included in the opioid pain care agreement...itemized list.

Category Thematic Category Response parameters Responses

Practice patterns, workflow barriers and resource limitations

Organization Items included in opioid  Check all that apply: “Maybe include a section where a respondent can write in any
pain agreement -treatment goals additional items not included?’
-having only one prescribing
provider

-limitations on refills

-use of monitoring tools (urine
drug screens, pill counts,
prescription monitoring
program)

-consequences of non-adherence
with agreement/contract
-patients should not change
dosages without prescriber
knowledge

-adverse effects and safety
issues

Content “risks of opiates”

Urine drug screens. The content in question Q32 (Table 6) and Q36 (Table 7) reflect the
evaluation of the use of urine drug screens (UDS) and review of the Arizona Controlled
Substance Prescription Monitoring Program in the treatment of CNTP, respectively. For Q32,
one reviewer suggested using categories previously used in the survey for continuity; new CP
patients, CP patients new to practice, and adding a “high risk” patient category. In evaluating
Q36, one respondent proposed adding “every 90 days for current patients receiving opioid
therapy, when potential misuse and abuse is suspected.”

TABLE 6. Evaluation of Q32: A urine drug screen is performed . . . itemized list.

Evaluation of Q32: A urine drug screen is performed...itemized list.

Category Thematic Category Response parameters Responses
Practice patterns, workflow barriers and resource limitations
Organization Use of urine drug screens  Check all that apply: "Since you introducethe categories of new, new to you, and high

"just the screen or ordering confirmations"
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TABLE 7. Evaluation of Q36: The online Arizona Controlled Substance Prescription
Monitoring Program (AZ CSPMP) database is reviewed . . . itemized list with prompt.

Evaluation of Q36: The online Arizona Controlled Substance Prescripton Monitoring Program (AZ CSPMP) database is reviewed...itemized list with
prompt.

Category Thematic Category Response parameters Responses

Practice patterns, workflow barriers and resource limitations

Content Online review of the Check all that apply: 'Every 90 days for current patients receiving opioid therapy,when
Arizona Controlled -inititiating opioid therapy potential misuse and abuse is suspected"

Substance Prescription -assuming care for a patient
Monitoring Program (AZ  already taking opioids
CSPMP) -refilling a prescription
-randomly
-never...if never is selected, then
reviewer is promped to answer:
-no time
-no resources
-no need
-unaware of the database
-aware of the database but
haven't registered

"add: every visit- which is what the AZ Safe Opioid Rx
Content !
recomends

Access to AZ CSPMP database. Lastly, content of Q41 is concerned with access of the
AZ CSPMP (Table 8). The response parameters were not questioned but the use of the term
“office delegate” was questioned; “maybe list nurse and CMA separately.” One reviewer

suggested the response parameters should include, at “every visit — which is what the AZ Safe

Opioid RX recommends.”
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TABLE 8. Evaluation of Q41: Access of the online AZ CSPMP database is performed by . . .
three (3) multiple choice responses with prompt.

Evaluation of Q41: Access of the online AZ CSPMP database is performed by... 3 multiple choice responses with prompt.
Practice patterns, workflow barriers and resource limitations
Clarity Access of the online AZ C< Access is performed by: "Why is it listed as office delegate? Maybe list nurse and CMA
-provider separately.”
-office delegate such as a nurse
or medical assistant
-pharmacist...if the response is
office delegate or pharmacist, a
prompt appears to select:
-based on standing order
-prior to patient visit
-on a patient to patient basis,
when ordered by provider

"I would consider based on a protocol (rather than standing order),

Clarity otherwise looks ok"

Expert Primary Care Providers’ Evaluation

In reporting the responses of the Expert primary care providers’ evaluation, results are
grouped together according to thematic category. There are several integrated, closed and open-
ended evaluation questions following each survey question designed to elicit a variety of
information pertaining to each survey question, and those responses are grouped together;
otherwise, the results would be incoherent. Appendix B is a compilation of tables with statistical
results of questions that report; if the question is clear, if the question is well organization, if the
question is too lengthy, and if anything could be added to the question. At the end of this section
a table (Table 17) will show the overall total response statistics for the four evaluation questions.

Overall Evaluation

Overall, almost three quarters of the reviewers responded that the survey questions were

clear and well organized. Almost 40% of reviewers indicated content or clarity needed to be

added to the questions, while under 10% felt questions were too long.
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Demographics — Practice Setting

The theme of Q5 is the number of patients in practice setting (Table 9). Three reviewers
were unclear if the number of patients in the practice setting referred to the all providers in the
practice or just the provider answering the question. The practice setting for one of the reviewers
suggested a write-in option as there was not a response, which described his/her practice setting.
In both Q5 and Q8 (Table 10) two reviewers were unclear as to the target provider population for
the survey, “...are you confirming in the consent that they are primary care providers?” and
identified this issue to be important in obtaining valid responses. Question 10 is clearly stated,
but in terms of rurality, reviewers mentioned that practice settings located in urban zip codes
often serve clients from rural areas and underserved populations, hence, the zip code would not
indicate this fact (Table 11).

TABLE 9. Evaluation of Q5: How many patients are seen in your practice setting per month?

Evaluation of Q5: How many patients are seen in your practice setting per month?

Category Thematic category Response Responses
parameters
Clarity Number of patients in <100 “Practice setting: Other: do you want a space for the participant to answer? Clarity: How
practice setting 100-199 many patients are seen in the practice or are seen by the provider answering the question?
200-300 Are you wanting to know if the practice is large? If so the question stands, but if you want to
>300 know the volume of patients seen by the practitioner, you need to ask how many patients the

participant sees in his practice setting per month.”

Clarity “I am confused with the number of patients seen in the practice - this would depend greatly
on if a provider was full time or part time and there is not a way to identify this. Also you are
asking about a practice - if T am in a practice with 10 providers you won’t get a very good
picture of the number of patients being seen - do you want the number of patient that the
individual is seeing or the whole practice?

Clarity “Do you mean in the whole practice or just by the individual provider? This is not clear.
Regarding the practice setting, a community health center (an xxx clinic like xxx) and public
health (working for a health department/this is not primary care) are two very different
things. My clinic, a university health system family practice clinic, is not covered by any of
the categories. Are you confirming in the consent that they are primary care providers? work
with adult patients? You might want to ask their clinical area, and limit it to family practice
and internal medicine”
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TABLE 10. Evaluation of Q8: On average, how many chronic pain patients do you see in a
week?

Evaluation of Q8: On average, how many chronic pain patients do you see in a week?

Demographics

Clarity Number of chronic <5 “depending on the type of practice which you don't have identified (I wonder if your intent is
patients seen in one week 5-20 to only have primary care providers or you are going to potentially have providers with more
>20 focus on pain) if so this number could be very skewed.”
Content “ranges are good"

TABLE 11. Evaluation of Q10: To determine rurality, please write your practice zip code . . .
text box.

Evaluation of Q10: To determine rurality, please write your practice zip code...text box.

Demographics

Clarity Rural vs. urban practice  Zip Codes “The question is clear but there are some zip codes that are in the city that are locations of
setting more underserved populations. If you are looking at rural areas as defined by number of
persons in a community, or area your question stands”

Clarity “It is fine, though will not tell you where the patients come from. My practice is in within a
city but many patients come to us from rural areas”

Organization “provide more choices to answer as rural areas include more than one zip code”

Common practices performed prior to initiating opioids for CP patients. Q18 is
designed to identify common practices PCPs’ perform when initiating opioid therapy for chronic
pain patients. One reviewer asked if response parameters are applicable to “known chronic pain
patients” or for “any patient who is prescribed opioids.” Two other providers thought an option
should be added for providers who don’t initiate opioid therapy and an option for accessing the

Arizona CSPMP (Table 12).
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TABLE 12. Evaluation of Q18: When initiating opioids for new CP patients, what evaluations
and assessments are performed . . . itemized list.

Evaluation of Q18: When initiating opioids for new CP patients, what evaluations and assessments are performed...itemized list

Practice patterns, workflow barriers and resource limitations

Clarity, Practice pattern Initiating opioids for new Openended “Regarding the opioid pain agreement, I prescribe and sign it only after reviewing patient's

chronic pain patients: response, text old records - so it may or may not be at the first appointment. Perhaps you should add
-assess for risk of misuse, box "review records from provider previously prescribing opioids for chronic pain®. Also
addiction or adverse sometimes | prescribe for acute pain that later becomes chronic or patients with untreated
effects chronic pain, and we do the agreement at 3 months. Do you want this survey to be about only
-assess for history of about long term known chronic pain patients, or anyone we are prescribing opiates for?’
depression

-sign an opioid pain
agreement with your
patient

-assess for level of
function

-assess for history of
psychiatric disorders

Content “You may need to add if the provider besides risk assessment, consider state drug monitoring
program check”
Content “Option for providers who don't initiate opiates”

Opioid pain care agreements. Two general issues emerged from this section: one issue
involved opioid pain care agreements, while the second issue pertained to the context for the
opioid pain care agreements. In terms of the agreements, the role of the medical assistant to
“facilitate” the pain agreement was problematic for several reviewers. Like the content
reviewers, the meaning of “facilitate” was unclear to primary care reviewers. Additionally, one
PCP reviewer pointed out that “high risk” was not defined, one reviewer questioned the
difference between CP patients who are “new and new to my practice” while another asked if
“new” refers to the “first visit.” One reviewer felt that “not applicable” and “not used” were
confusing. Two reviewers suggested that the question be organized differently, “provide another

column for provider and medical assistant...” and “turn it into 3 questions.” TWO reviewers
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addressed issues of practice policy, “medical assistants here aren’t involved with the pain
agreements in any way...” and “pain management policy is driven by the clinic...” (Table 13).

TABLE 13. Evaluation of Q29: Who facilitates the use of opioid pain care agreements for CP
patients . . . matrix with three (3) statements and five (5) responses.

Evaluation of Q29: Who facilitates the use of opioid pain care agreements for CP patients....

Practice patterns, workflow barriers and resource limitations

Opioid pain care MA will "What do you mean by facilitate- just give us the form (this happens sometimes) or sign it
Clarity agreements used for all facilitate with the patient? What is the difference between new and new to my practice - do you mean
new CP patients, CP prior to new to me and new to the practice? Not applicable and not use is confusing...”
patients new to practice, consult, MA
high risk CP patients... will facilitate
only with
provider's
order,
provider
facilitates, not
applicable,
not used

Clarity “T don't know that a patient would understand the verb facilitate in this context”

Clarity “...Ijust don't like the way this question reads. The medical assistants here aren't involved in
initiating the pain agreements in any way. In truth, the nurse case managers are only involved
in the pain agreement renewals”

Clarity “High risk is not defined”

Clarity, Practice Pattern “Does new mean on the first visit? I do not write rx on the first visit unless I have the
records.”

Organization "Turn itinto 3 questions"

Practice patterns "In our CHC, the pain mgmt policy is driven by the clinic, not individual providers choice”

Organization “Provide a column for Not applicable for provider and medical assistant instead of a line
answer”

Items to be included in an opioid pain care agreement. Reviewers’ comments
vacillated greatly on what content should be included in an OPCA. One reviewer suggested
adding, “not applicable, I don’t use contracts,” two reviewers addressed the issue of refills; “lost
or stolen prescriptions shall not be replaced” and “restriction on use of ER for refills.” One
reviewer thought that a mandatory check of the Arizona CSPMP and acquisition of records from

previous opioid prescriber should be added to the response parameters, yet another felt that
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“adherence to referrals” should be a condition for treatment. The context for opioid pain care
agreements evoked additional comments. Two reviewers indicated that for patients assessed as
high risk for abuse, OPCAs should be modified to include elevated monitoring and more
frequent UDS (Table 14).

TABLE 14. Evaluation of Q35: In regard to opioid pain care agreements or pain contracts . . .
itemized list.

Evaluation of Q35: Inregard to opioid pain care agreements or pain contracts...itemized list.

Practice patterns, workflow barriers and resource limitations

Content Items included inopioid  Openended  “1. Mandatory checks of the CSPMP 2. Mandatory records from prior PCP, opioid
pain agreement: response prescriber 3. Patients breaking an agreement and terminated will not seek care for pain
-treatment goals management by other providers in the same clinical setting 4. If at high risk for abuse shorter
-having only one prescription refills will be used, such as every 2 week refills + more frequent U tox”
prescriber

-limitation on refills
-use of monitoring tools
(urinde drug screens, pill
counts, prescription
monitoring program)
-consequences of non-
adherence with

agreement/contract
Content “you need a not applicable - don't use pain contracts”
Content “lost or stolen prescriptions shall not be replaced”
Content “adherence to referrals for treatments”
Content “Restriction on use of ER for refills”
Organization “I use a "controlled substance agreement" and include non-opiates such as tramadol and

benzodiazepines. Setting treatment goals is not realistic at the initial appointment. Refills are
not allowed on opiates. | would change that to “frequency of appointments"

One reviewer stated that response parameters for the use of UDS should include more
frequent screening when a patient is at high risk for abuse, while another proposed “...done at
each appointment.” One reviewer stated the survey question would be clearer if a more
informative introductory statement was provided. One reviewer did not understand the response

parameter “test is available but time is limited.”



45

TABLE 15. Evaluation of Q41: A urine drug screen is performed . . . itemized list.

Evaluation of Q41: A urine drug screen is performed...itemized list.

Practice patterns, workflow barriers and resource limitations

Clarity Use of urine drug screens  Openended  “When a patient is at high risk for abuse, more frequent testing is mandated”
-when initiating opioid response, text
therapy box
-when assuming care of a
patient that is already
taking opioids
-randomly or spot checks
-never
-test is not available
-test is available but
consultation  time  is

limited
Clarity “I do not know what you mean by test is available but consultation time is limited”
Clarity “...you may need an introductory paragraph to check all that applies to the statement since
you are not asking a question and the survey taker needs to read responses to understand
direction.”
Content “and done at each appointment”

Question 47, related to the AZ CSPMP left one reviewer “guessing” as to “what the
question is asking.” Other reviewers indicated that response parameters should include “when

there is a suspicion...,” “at each appointment...,” and “...not aware of AZ CSPMP.”
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TABLE 16. Evaluation of Q47: The online Arizona Controlled Substance Prescription
Monitoring Program (AZ CSPMP) database is reviewed . . . itemized list with prompt.

Evaluation of Q47: The online Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP) database is reviewed...itemized list with prompt.

Practice patterns, workflow barriers and resource limitations

Clarity

Content
Content

Content

Database of the online Openended  “Leaves us guessing as to what you are asking. I like the way to answer but not certain what
Arizona Controlled response, text the question is asking until I see the responses”
Substance Prescription  box

Monitoring Program is

reviewed when:

-initiating opioid therapy

-assuming care for a

patient already taking

opioids

-refilling a prescription

-randomly

-never...if never is

selected, then reviewer is

prompted to answer:

-no time

-no resources

-no need

-unaware of the database

-aware of the database but

haven't registered

“I would add a statement such as "not aware of the AZ CSPMP”
“and at each appointment or phone call”

“when there is a suspicion, or red flag”

TABLE 17. Total responses for primary care providers’ evaluation questions.

Total responses for primary care providers’ evaluation questions
Evaluation Questions Answers

Yes No No answer Total % Yes % No answer
Is the question clear? 51 12 7 70 72.9% 10.0%
Is the question well organized? 53 8 9 70 75.7% 12.9%
Is the question too lengthy? 5 58 7 70 7.1% 10.0%
Would you add anything to the question? 26 38 6 70 37.1% 8.6%
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DISCUSSION
Summary

In summary, evaluation of the survey across both the AZ IP PBRN interprofessional
group and the expert primary care providers revealed no major flaws. Rather, several questions
were raised related to clarity of content and language, plus a few questions related to
organization. Based on feedback, four questions and five response parameters were modified as
described below.

Modifications

Modification of question content or response parameters was based on the content of the
recommendations of the AZ Opioid Prescribing Guidelines for Chronic Non Terminal Pain
(2014). For example, one content reviewer suggested adding a response parameter for Q36 (to
access the AZ CSPMP at each visit) based on recommendations from the “AZ Safe Opioid RX.”
While accessing the AZ CSPMP at each patient-provider encounter might be a responsible
prescribing practice, the AZ Opioid Prescribing Guidelines for Chronic Non Terminal Pain
(2014) guideline #1 recommends “use of the AZ CSPMP to screen for adherence to COT and the
use of unreported prescribed medications™ as part of a comprehensive evaluation prior to
initiating opioid treatment for CP (pg. 9). Guideline #7 (monitoring progress and adherence to
treatment plan) recommends frequency of AZ CSPMP monitoring should be determined by risk
category (pg. 14). High-risk patients “...should be monitored quarterly or more frequently as
indicated” (pg. 14). Moderate risk patients are to be monitored twice yearly and low risk patients,

yearly, with more frequent monitoring “as indicated” (pg. 14). The identical guidelines support
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the modification of the response parameters related to urine drug screens to include “more
frequent urine drug screens depending on the patient’s risk of abuse.
Practice Setting

In the demographic category, the question concerning “number of patients in practice
setting” was intended to determine the number of patients in the provider’s patient panel as
opposed to the number of patients in the entire practice panel. In general, the range of numbers in
the response parameters for this category was not challenged and remained the same for the final
survey. In addition, rurality was left as stated. Zip codes were used to determine location of the
primary practice setting. Zip code information provides a determination of rural or urban setting
for the practice, critical data for identifying differences in the quality of healthcare.

Evaluations and assessments performed prior to opioid treatment. Wording for the
question related to the evaluations and assessments performed prior to initiating opioids, was
changed to more closely reflect the wording of the first recommendation in the state guideline.
The response parameter was modified to include, “access the AZ CSPMP.” The AZ CSPMP is a
thematic category covered later in the survey and although the potential for overlap exists, use of
the AZ CSPMP is a critical, underused intervention in the management of patients with CNTP
worthy of reiteration (Rutkow, Turner, Lucas, Hwang, & Alexander, 2014).

Terminology. Both groups raised common issues with terminology. The use of the

99 ¢

words, “facilitate,” “medical assistant,” and “high risk,” prompted confusion and
misunderstanding. A glossary of terms has been added to the final survey instrument as a
reference. Due to divergent definitions of “facilitate” the word was replaced and response

parameters rephrased. “Office delegate,” the official term used by the Arizona State Board of
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Pharmacy (ASBP) on the CSPMP registration site, replaced “Medical Assistant” (n.d.). Licensed
delegates (Registered Nurse, Licensed Practical Nurse and Dental Hygienist) and unlicensed
delegates (Medical Record Technician, Medical Assistant and Office Manager) are granted
access to the database to view and print controlled substance information under their supervisor’s
Drug Enforcement Administration’s number (DEA). Expanding the pool of authorized personnel
able to access the database diminishes workflow barriers and increases the ease of integrating the
use of the database in the clinic setting (Substance Abuse and Mental Health Services
Administration, 2012).

Reviewers were satisfied with the length and flow of the survey. Although some minor
modifications to response patterns were identified by the Arizona IP PBRN, they did not indicate
a missing category or thematic category needed to make the survey more comprehensive.
Modifications and changes to the 13 survey questions evaluated by both review groups are
highlighted in red in the final survey document located in Appendix B.

Limitations

The evaluation results of this project were limited by the use of a convenience sample,
the minimal feedback from the sample and the instructions for the evaluation. Survey
instructions directed reviewers to “take” the survey but that only the data from the red evaluation
questions would be analyzed. Unfortunately, without “taking” the survey, evaluators did not see
some pop up responses to respond to. As a result, several reviewers recommended the addition of

content without realizing that the information was embedded in the question.
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Strengths

Although the sample size was small, reviewers represented a diverse group of experts
representing several different professional specialties who practice or work in various settings.
The interprofessional (multi-disciplinary?) component of the group generated a variety of
responses, broadly representing practice-based clinical and non-clinical settings, from both
academic and non-academic backgrounds (?), providing valuable observations and data. In
addition, because the survey was based on evidence-based guidelines and integrated previously
identified barriers to managing CNTP (CDC, 2014), the survey was comprehensive. Content
reviewers did not identify content gaps nor were there major issues with survey length, flow or
organization. Finally, respondents were offered the opportunity to see the final survey
instrument, further educating providers and possibly, stimulating conversation about the content
of the survey.

Interpretations

Delivery of the survey evaluation via Internet was financially cost effective. Qualtrics is a
user-friendly venue for creating a survey. Yet due to the delay in return rates, a suggestion for
future survey evaluations would be to generate a hard copy of the survey and distribute the
survey at a meeting, seminar or any other appropriate setting of the target population and wait for
the completed surveys. In this way, and questions regarding directions can be answered and the
turn-around time response rate potentially high. Instructions should be extremely clear so the

respondent is not left to question the intention of the survey.
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CONCLUSION
Usefulness of the Work

There is an urgent and identifiable need for data and recommendations regarding safe
opioid prescribing and management of CNTP to improve patient outcomes in Arizona. While
recognizing the important role opioids play in pain acute pain management, over prescribing,
increased access and misuse has led to an opioid epidemic in the state. The survey was designed
to identify the issues which impact opioid prescribing patterns and chronic pain management that
are unique to primary care providers in Arizona. Nationally identified challenges and state
recommended practices contained in the Arizona Opioid Prescribing Guidelines for safe and
effective opioid prescription and chronic pain management were integrated into the survey. Data
from the final survey instrument will help to identify the barriers, facilitators and practice
patterns of PCPs in regard to opioid prescribing in the state of Arizona in order to promote
evidence based care and safe prescribing management for CNTP patients in the primary care
setting.

Implications of Project and Suggested Next Steps

The final survey was designed to be administered by an interprofessional student group to
PCPs. Pain management and opioid-focused conferences, medical seminars, healthcare meetings,
nursing and medical conventions would be the ideal setting to target primary care providers for
group administration of the survey. Survey administration in these types of settings will increase
response rate, decrease response-return time and generate among participants in the exchange of
information regarding opioid prescribing practice patterns and management of CP patients.

Future dissemination of survey results could influence state policy and clinical guidelines in the



state of Arizona in an attempt to promote best practice care of chronic pain and improved

prescribing patterns concerning opioids.
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APPENDIX Al: ARIZONA IP PBRN CONTENT SURVEY EVALUATION

Q1 You have been invited to evaluate the following survey questions because you have
participated in activities of the Arizona Interprofessional Practice Based Research Network
(Arizona IP PBRN) project and showed interest in providing safe and effective use of opioids for
chronic non-terminal pain. Your comments and responses will be compiled, evaluated and used
to reformulate the questions as necessary. The reformulated questions will be compiled into a
formal survey to be administered to primary care providers by the Arizona IP PBRN at some
point in the future. These survey questions are being developed as the Doctor of Nursing Practice
Project for Jill Weinstein, Doctoral Candidate, University of Arizona, College of Nursing.

If you choose to take part in this evaluation, please evaluate the questions for content

regarding:

prescribers’ practice patterns

the barriers to safe opioid prescribing

workflow limitations

evidence based guidelines

Responses to the survey questions (in black) and the evaluation questions (in red) will
only be used to improve the formal survey and will not be shared or reproduced in any way.
Although responses to the survey questions (in black) will not be collected for analysis, it is
important to answer the survey questions, as your response might generate other questions and
the entire question will be important to evaluate for content (in red). Additionally, your feedback
(in red) might generate changes to the overall survey. It will take approximately 15 minutes to
evaluate the questions and provide written feedback.

Your input is greatly appreciated!

Q2 No risks or discomforts are anticipated from taking part in this evaluation. Your participation
is completely voluntary, anonymous, and should you decide not to participate, simply close your
web browser.

If you have any questions or concerns about this evaluation project, please contact Jill
Weinstein at jillwl@email.arizona.edu or (520) 577-2909.
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By beginning this evaluation, you acknowledge that you have read the above information
and agree to participate in this evaluation, with the knowledge that you are free to withdraw your
participation without repercussions, at any time.

Q3 We thank you for evaluating these survey questions for content. Please note that “chronic
pain” is defined as chronic non-terminal pain (not caused by cancer), that has lasted longer than
three months, and has not resolved despite appropriate treatment.
Please click the >> button below to begin.

Q4 Describe your professional education...

o MD/DO

o NP

o PA
Q5 Practice setting....

o Community Health Center/Public Health

o Group Private Practice

o Solo Private Practice

o Hospital

o Other
Q6 How many patients are seen in your practice setting per month?

o <100

o 100-199

o 200-300

o >300
Q7 If the above numbers are not realistic, please indicate a more realistic range of numbers...

text box

Q8 On average, how many chronic pain patients do you see in a week?
o<5
o 5-20
o >20

QO If the above numbers are not realistic, please indicate a more realistic range of numbers...
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text box

Q10 To determine rurality, please write your practice zip code:
Q11 The above question intent is to differentiate between rural and urban practice settings. If the
question is not clear, please explain how it could be improved:

text box

Q12 Of patients treated for chronic pain:

Hardly any Less than ’ About half ‘ More than ’ Almost all

half half

How many were
already on
opioids when
you began
seeing them...

How many are
you treating
until they can be o o o o o
transferred to a
chronic pain
specialist...

How many are
you treating
while covering
for another
provider...

Q13 Does the above question adequately describe the patients you treat for chronic pain?

o Yes
o No
If Answer = “Does the above question adequately describe the patients you treat for chronic
pain?” If “No” Is Selected, then
Q14 How would you improve the question?
textbox
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Q15 Prior to initiating opioids for new chronic pain patients or refilling prescriptions for chronic

pain patients new to your practice, do you....

Sometimes

Perform a risk
assessment to evaluate
for risk of misuse,
addiction or adverse
effects....

Assess for history of o o o
depression?
Assess for history of o o o
psychiatric disorders?

Assess for level of o o o
function?

Sign an opioid pain
agreement with your
patient?

Answer “If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Perform a risk assessment to evaluate for risk of misuse, addiction or adverse effects?
— ‘Never’” Is Selected:
Q16 You selected “Never” for “Perform a risk assessment to evaluate for risk of misuse,
addiction or adverse ...please explain. Check all that apply.

o Notime

o No resources

o No need
Answer “If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Assess for history of depression? - ‘Never’” Is Selected:
Q17 You selected “Never” for “Assess for history of depression...please explain. Check all that
apply.

o Notime

o No resources

o No need
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Answer If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Assess for history of psychiatric disorders? — ‘Never’” Is Selected:
Q18 You selected “Never” for “Assess for history of psychiatric disorders”...please explain.
Check all that apply.
o Notime
o No resources
o No need
Answer “If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Assess for level of function? — ‘Never’” Is Selected:
Q19 You selected ”Never” for “Assess level of function”...please explain. Check all that apply.
o Notime
o No resources
o No need
Answer “If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Sign an opioid pain agreement with your patient? — ‘Never’” Is Selected:
Q20 You selected "Never” for “Sign an opioid pain agreement with your”... please explain.
Check all that apply.
o Notime
o No resources
o No need
Q21 Does the content in this question adequately address issues in regard to initiating opioids for
new chronic pain patients or refilling prescriptions for chronic pain patients new to your
practice?
o Yes
o No
Answer “If Does the content in this question adequately address issues related to opioid pain care
agreements or pain contracts?” If “No” Is Selected:
Q23 How would you improve the content of the question?

text box




Q22 Any other thoughts about the content of the question?

text box
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Q24 In regard to opioid pain care agreements or pain contracts...

For all new CP | For CP patients who

patients (1) are new to my
practice (2)

Fo

r high risk CP
patients (3)

Medical assistant will

automatically facilitate prior © ©
to consult with provider

Medical assistant will

facilitate only with provider's © ©
order

Provider will facilitate © ©
Not applicable © ©
Not used © ©

o

Q25 Does the content in this question adequately address issues related to opioid pain care

agreements or pain contracts?
o Yes
o No

Answer If “Does the content in this question identify items included in a opioid pain care

agreement or pain contract? If “No” Is Selected:

Q26 How would you improve the content of the question regarding opioid pain care agreements

or pain contracts?

text box

Q27 Any other thoughts about the content of the question?
text box

Q28 Items included in the opioid pain care agreement: Check all that apply
o Treatment goals
o Having only one prescribing provider

o Limitation on refills
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o Use of monitoring tools (urine drug screens, pill counts, prescription monitoring program)

o Consequences of non-adherence with agreement/contract

o Patients should not change dosages without prescriber knowledge

o Adverse effects and safety issues
Q29 Does the content in this question identify items included in an opioid pain care agreement or
pain contract?

o Yes

o No
Answer If “Does the content in this question identify items included in an opioid pain care
agreement or pain contract?” If “No” Is Selected:
Q30 How would you improve the content of the question related to items included in an opioid
pain care agreement or pain contract?

text box

Q31 Any other thoughts about the content of the question?

text box

Q32 A urine drug screen is performed: Check all that apply
o When initiating opioid therapy
o When assuming care of a patient that is already taking opioids
o Randomly or spot checks
o Never
o Test is not available
o Test is available but consultation time is limited
Q33 Does the content in this question adequately address issues related to administration of a
urine drug screen?
Yes
No
Answer If “Does the content in this question adequately address issues related to opioid pain care

agreements or pain contracts?” If “No” Is Selected:
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Q34 How would you improve the content of the question regarding the use of a urine drug
screen?

text box

Q35 Any other thoughts about the content of the question?
text box
Q36 The online Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP)

database is reviewed: Check all that apply:

o When initiating opioid therapy

o When assuming care for a patient already taking opioids

o When refilling a prescription

o Randomly

o Never
Answer If “The online Arizona Controlled Substance Prescription Monitoring Program (AZ
CSPMP) database is reviewed... “If “Never” Is Selected:
Q37 If never...

o No time

o No resources

o No need

o Unaware of database

o Aware of database but haven't registered
Q38 Does the content in this question adequately address issues related to when to access the
online Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP)?

o Yes

o No
Answer If “Does the content in this question adequately address issues related to when to access
the online Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP)? If
“No” Is Selected:
Q39 How would you improve the content of the question regarding when to access the online

Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP)?
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text box

Q40 Any other thoughts about the content of the question?
text box
Q41 Access of the online AZ CSPMP database is performed by. Check all that apply:

o Provider
o Office delegate such as nurse or medical assistant
o Pharmacist
Answer If “Access of the online AZ CSPMP database is performed by Office delegate such as
nurse or medical assistant” Is Selected Or “Access of the online AZ CSPMP database is
performed by Pharmacist” Is Selected:
Q42 A delegate accesses online AZ CSPMP database:
o based on a standing order
o prior to patient visit, so that the information is in the chart prior to the consultation
o 0n a patient to patient basis, when the provider orders it
Q43 Does the content in this question adequately address issues related to who accesses the
online Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP)?
o Yes
o No
Answer If “Does the content in this question adequately address issues related to when to access
the online Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP)?” If
“No” Is Selected:
Q44 How would you improve the content of the question regarding who accesses the online
Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP)?
Q45 Any other thoughts about the content of the questions? Q46 Use this space for any
comments concerning the content of this survey. If there are topics that have not been adequately
addressed, please feel free to identify them below:

Q47 Would you like to see a copy of the final survey instrument?
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APPENDIX A2: EXPERT PRIMARY CARE PROVIDER SURVEY EVALUATION

Q1 You have been invited to evaluate the following survey questions because you are a primary
care provider whose practice includes prescribing and monitoring opioids for patients with
chronic non-terminal pain. Your comments and responses will be compiled, evaluated and used
to reformulate the questions as necessary. These survey questions are being developed as the
Doctor of Nursing Practice Project for Jill Weinstein, Doctoral Candidate, University of Arizona
College of Nursing. The reformulated questions will be compiled into a formal survey to be
administered to primary care providers by students who participate in activities related to the
Avrizona Interprofessional Practice Based Research Network (Arizona IP PBRN) project.

If you choose to take part in this evaluation, please evaluate the survey questions for:

e quality

organization

clarity

length
o flow
Located after most questions, there is a textbox in which you can write any comments or
suggestions. It will take approximately 15 minutes to evaluate the questions and provide written
feedback.

Your time is greatly appreciated!

Q2 By evaluating this survey, you will be contributing to the design of survey questions and
potentially assisting the Arizona IP PBRN activity of gathering information about opioid
prescribing and practice patterns of primary care providers. No risks or discomforts are
anticipated from taking part in this evaluation. Your participation is completely voluntary, and
should you decide not to participate, simply close your web browser.

Your question evaluations and comments about survey questions will remain anonymous
and no personal information will be obtained. Responses to the survey questions (in black) and
the evaluation questions (in red) will only be used to improve the formal survey and will not be

shared or reproduced in any way. Although responses to the survey question (in black) will not
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be collected for analysis, your feedback on the clarity of each item requires you to "answer" each
question to elicit the broadest possible set of responses. Additionally, your feedback (in red)
might generate changes to the overall survey.

By beginning this evaluation, you acknowledge that you have read the above information
and agree to participate in this evaluation, with the knowledge that you are free to withdraw your
participation without repercussions, at any time.

If you have any questions or concerns about this evaluation project, please contact Jill
Weinstein at jillwl@email.arizona.edu or (520) 577-2909.

Q3 We thank you for evaluating the survey questions for quality, organization, clarity, length
and flow. Please note that “chronic pain” is defined as chronic non-terminal pain (hot caused by
cancer), that has lasted longer than three months, and has not resolved despite appropriate
treatment.
Please click the >> button below to begin.

Q4 Describe your professional education...

o MD/DO

o NP

o PA
Q5 Practice setting....

o Community Health Center/Public Health

o Group Private Practice

o Solo Private Practice

o Hospital

o Other
Q6 How many patients are seen in your practice setting per month?

o <100

o 100-199

o 200-300

o >300

Q7 If the above numbers are not realistic, please indicate a more realistic range of numbers...
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text box

Q8 On average, how many chronic pain patients do you see in a week?
0<5
o 5-20
o >20
QO If the above numbers are not realistic, please indicate a more realistic range of numbers...

text box

Q10 To determine rurality, please write your practice zip code:
Q11 The above question intent is to differentiate between rural and urban practice settings. If the
question is not clear, please explain how it could be improved:

text box

Q12 Of patients treated for chronic pain:

Hardly any ’ Less than ’ About half ‘ More than ’ Almost all

half half

How many were
already on
opioids when
you began
seeing them...

How many are
you treating until
they can be o o o o o
transferred to a
chronic pain
specialist...

How many are
you treating
while covering
for another
provider...
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Q13 In evaluating the question above regarding, “patients treated for chronic pain...”

Is the question clear? Q Q
Is it the question well Q ©)
organized?

Is the question too lengthy? Q O
Would you add anything to Q Q
this question?

Answer If In evaluating the question above regarding, "patients treated for chronic pain™....Is the
question clear? “No” Is Selected, then:
Q14 How could the question be more clear?

text box

Answer If In evaluating the question above regarding, "patients treated for chronic pain”.... Is the
question well organized? “No” Is Selected, then:
Q15 How could the question be better organized?

text box

Answer If In evaluating the question above regarding, "initiating opioids for new chronic pain
patients...." Is the question too lengthy? “Yes” Is Selected, then:
Q16 If the question is too lengthy, what could be deleted?

text box

Answer If In evaluating the question above regarding, “patients treated for chronic pain™....
“Would you add anything to this question? “Yes” Is Selected, then:
Q17 What would you add to the question?

text box
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Q18 Prior to initiating opioids for new chronic pain patients or refilling prescriptions for chronic

pain patients new to your practice, do you....

Sometimes ’ Always Never

Perform a risk
assessment to evaluate
for risk of misuse,
addiction or adverse
effects....

Assess for history of o o o
depression?
Assess for history of o o o
psychiatric disorders?

Assess for level of o o o
function?

Sign an opioid pain
agreement with your
patient?

Answer “If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Perform a risk assessment to evaluate for risk of misuse, addiction or adverse effects?
— ‘Never’” Is Selected:
Q24 You selected “Never” for “Perform a risk assessment to evaluate for risk of misuse,
addiction or adverse ...please explain. Check all that apply.

o Notime

o No resources

o No need
Answer “If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Assess for history of depression? - ‘Never’” Is Selected:
Q28 You selected “Never” for “Assess for history of depression...please explain. Check all that
apply.

o Notime

o No resources

o No need
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Answer If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Assess for history of psychiatric disorders? — ‘Never’” Is Selected:
Q25 You selected “Never” for “Assess for history of psychiatric disorders”...please explain.
Check all that apply.

o Notime

o No resources

o No need
Answer “If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Assess for level of function? — ‘Never’” Is Selected:
Q26 You selected ”Never” for “Assess level of function”...please explain. Check all that apply.

o Notime

o No resources

o No need
Answer “If Prior to initiating opioids for new chronic pain patients or refilling prescriptions for
chronic... Sign an opioid pain agreement with your patient? — ‘Never’” Is Selected:
Q27 You selected "Never” for “Sign an opioid pain agreement with your”... please explain.
Check all that apply.

o Notime

o No resources

o No need
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Q19 In evaluating the question above regarding, "initiating opioids for new chronic pain

patients...."

Is the question clear? Q Q
Is it the question well Q ©)
organized?

Is the question too lengthy? Q Q
Would you add anything to Q Q
this question?

Answer If In evaluating the question above regarding, "initiating opioids for new chronic pain
patients...." Is the question clear? “No” Is Selected, then:
Q20 How could the question be more clear?

text box

Answer If In evaluating the question above regarding, "initiating opioids for new chronic pain
patients...." Is it the question well organized? “No” Is Selected, then
Q21 How could the question be better organized?

text box

Answer If In evaluating the question above regarding, "initiating opioids for new chronic pain
patients...." Is the question too lengthy? “Yes” Is Selected, then:
Q22 If the question is too lengthy, what could be deleted?

text box

Answer If In evaluating the question above regarding, “initiating opioids for new chronic pain
patients...."Would you add anything to this question ? “Yes” Is Selected, then:
Q23 What would you add to the question?

text box
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Q29 In regard to opioid pain care agreements or pain contracts...

For all new CP For CP patients who For high risk CP

patients are new to my patients
practice

Medical assistant will

automatically facilitate o o o

prior to consult with

provider

Medical assistant will

facilitate only with © © ©

provider's order

Provider will facilitate © © ©

Not applicable © © ©
©) @) @)

Not used

Q30 In evaluating the guestion above regarding opioid pain care agreements....

Is the question clear? Q O
Is it the question well Q ©)
organized?

Is the question too lengthy? Q Q
Would you add anything to Q Q
this question?

Answer If In evaluating the question above regarding, "initiating opioids for new chronic pain
patients...." Is the question clear? “No” Is Selected, then:
Q31 How could the question be more clear?

text box

Answer If In evaluating the question above regarding, "initiating opioids for new chronic pain
patients...." Is the question well organized? “No” Is Selected, then:
Q32 How could the question be better organized?

text box
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Answer If In evaluating the question above regarding, “initiating opioids for new chronic pain
patients...." Is the question too lengthy? “Yes” Is Selected, then:
Q33 If the question is too lengthy, what could be deleted?

text box

Answer If In evaluating the question above regarding, “initiating opioids for new chronic pain
patients...." Would you add anything to the question? “Yes” Is Selected, then:
Q34 What would you add to this question?

text box

Q35 Items included in the opioid pain care agreement: Check all that apply
o Treatment goals
o Having only one prescribing provider
o Limitation on refills
o Use of monitoring tools (urine drug screens, pill counts, prescription monitoring program)
o Consequences of non-adherence with agreement/contract
o Patients should not change dosages without prescriber knowledge
o Adverse effects and safety issues

Q36 In evaluating the guestion above regarding, "items included in the opioid pain care

agreement...."

Is the question clear? Q O
Is it the question well Q ©)
organized?

Is the question too lengthy? Q Q
Would you add anything to Q ©)
this question?

Answer If In evaluating the question above regarding, “items included in the opioid pain care
agreement...." Is the question clear? “No” Is Selected, then:
Q37 How could the question be more clear?

text box
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Answer If In evaluating the question above regarding, “items included in the opioid pain care
agreement...." Is the question well organized? “No” Is Selected, then:
Q38 How could the question be better organized?

text box

Answer If In evaluating the question above regarding, “items included in the opioid pain care
agreement...." Is the question too lengthy? “Yes” Is Selected, then:
Q39 If the question is too lengthy, what could be deleted?

text box

Answer If In evaluating the question above regarding, "items included in the opioid pain care
agreement...." Would you add anything to this question? “Yes” Is Selected, then:
Q40 What would you add to this question?

text box

Q41 A urine drug screen is performed: Check all that apply
o When initiating opioid therapy
o When assuming care of a patient that is already taking opioids
o Randomly or spot checks
o Never
o Test is not available
o Test is available but consultation time is limited
Q42 In evaluating the question above regarding, "urine drug screens...."

Is the question clear? Q Q
Is it the question well Q ©)
organized?

Is the question too lengthy? Q Q
Would you add anything to Q ©®)
this question?

Answer If In evaluating the question above regarding, "urine drug screens...." Is the question

clear? No” Is Selected, then:



Q43 How could the question be more clear?

text box

Answer If In evaluating the question above regarding, "urine drug screens...." Is the question

well organized? No” Is Selected, then:
Q44 How could the question be better organized?

text box
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Answer If In evaluating the question above regarding, "urine drug screens...." Is the question too

lengthy? “Yes” Is Selected, then:
Q45 If the question is too lengthy, what could be deleted?

text box

Answer If In evaluating the question above regarding, “urine drug screens...." Would you add

anything to this question? “Yes” Is Selected, then:
Q46 What would you add to this question?

text box

Q47 The online Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP)

database is reviewed: Check all that apply:
o When initiating opioid therapy
o When assuming care for a patient already taking opioids
o When refilling a prescription
o Randomly

o Never

Answer If “The online Arizona Controlled Substance Prescription Monitoring Program (AZ

CSPMP) database is reviewed... “If “Never” Is Selected:
Q48 If never...

o No time

o No resources

o No need

o Unaware of database

o Aware of database but haven't registered
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Q49 In evaluating the question above regarding, ”Arizona Controlled Substance Prescription

Monitoring Program (AZ CSPMP)”

Is the question clear? Q Q
Is it the question well Q ©)
organized?

Is the question too lengthy? Q Q
Would you add anything to Q Q
this question?

Answer If In evaluating the question above regarding, "Arizona Controlled Substance
Prescription Monitoring... Is the question clear? “No” Is Selected, then:
Q50 How could the question be more clear?

text box

Answer If In evaluating the question above regarding, "Arizona Controlled Substance
Prescription Monitoring... Is the question well organized? “No” Is Selected, then:
Q51 How could the question be better organized?

text box

Answer If In evaluating the question above regarding, "Arizona Controlled Substance
Prescription Monitoring... Is the question too lengthy? “Yes” Is Selected, then:
Q52 If the question is too lengthy, what could be deleted?

text box

Answer If In evaluating the question above regarding, "Arizona Controlled Substance
Prescription Monitoring... Would you add anything to this question? “Yes” Is Selected, then:
Q53 What would you add to this question?

text box
Q54 Access of the online AZ CSPMP database is performed by... Check all that apply:

o Provider

o Office delegate such as nurse or medical assistant

o Pharmacist
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Answer If “Access of the online AZ CSPMP database is performed by Office delegate such as
nurse or medical assistant” Is Selected Or “Access of the online AZ CSPMP database is
performed by Pharmacist” Is Selected:
Q42 A delegate accesses online AZ CSPMP database:
o based on a standing order
o prior to patient visit, so that the information is in the chart prior to the consultation
o 0n a patient to patient basis, when the provider orders it
Q55 Is the above question regarding individuals who access the AZ CSPMP clear?
QO Yes
QO No
Answer If s the above question regarding individuals who access the AZ CSPMP clear? “No” Is
Selected, then:
Q56 How would you change the question?

text box

Q58 In evaluating the question above regarding, "delegate access of the Arizona Controlled
Substance Prescription Monitoring Program (AZ CSPMP) database...."

Is the question clear? Q O
Is it the question well Q Q
organized?

Is the question too lengthy? Q Q
Would you add anything to Q ©)
this question?

Answer If In evaluating the question above regarding, "delegate access of the Arizona Controlled
Substance Prescription Monitoring Program (AZ CSPMP) database...." Is the question clear?
“No” Is Selected, then:

Q59 How could the question be more clear?

text box
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Answer If In evaluating the question above regarding, "delegate access of the Arizona Controlled
Substance Prescription Monitoring Program (AZ CSPMP) database...." Is the question well
organized? “No” Is Selected, then:

Q60 How could the question be better organized?

text box

Answer If In evaluating the question above regarding, "delegate access of the Arizona Controlled
Substance Prescription Monitoring Program (AZ CSPMP) database...." Is the question too
lengthy? “Yes” Is Selected, then:
Q61 If the question is too lengthy, what could be deleted?

text box
Q62 What would you add to this question?
Q63 Overall, the survey....

Is well organized Q Q
Flows well Q Q
Is too long Q Q

Answer If Overall, the survey is well organized? No Is Selected, then:
Q65 How would you change the organization of the survey?

text box

Answer If Overall, the survey flows well? No Is Selected, then:
Q66 How would you improve the flow of the survey?

text box

Q67 How could the survey be improved?
text box

Q68 Please add any additional comments....

text box

Q47 Would you like to see a copy of the final survey instrument?

o Yes



o No
If “Yes” respondents are linked directly to an area where email information is collected into a
list, accessed by the Principal Investigator in order to send the final survey instrument to

interested review participants.
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APPENDIX B:
PRIMARY CARE PROVIDER EVALUATION — RESPONSE TABLE FOR CLOSE-ENDED

EVALUATION QUESTIONS
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Question 13
Evaluation Questions Answers
Yes No No answer Total % Yes| % No answer
Is the question clear? 9 1 0 10 90.0% 0.0%
Is the question well organized? 9 1 0 10 90.0% 0.0%
Is the question too lengthy? 1 9 0 10 10.0% 0.0%
Would you add anything to the question? 2 8 0 10 20.0% 0.0%
Question 24
Evaluation Questions Answers
Yes No No answer Total % Yes % No answer
Is the question clear? 9 0 1 10 90.0% 10.0%
Is the question well organized? 7 0 3 10 70.0% 30.0%
Is the question too lengthy? 1 8 1 10 10.0% 10.0%
Would you add anything to the question? 5 5 0 10 50.0% 0.0%
Question 30
Evaluation Questions Answers
Yes No No answer Total % Yes| % No answer
Is the question clear? 3 6 1 10 30.0% 10.0%
Is the question well organized? 4 5 1 10 40.0% 10.0%
Is the question too lengthy? 1 7 2 10 10.0% 20.0%
Would you add anything to the question? 6 4 0 10 60.0% 0.0%
Question 35
Evaluation Questions Answers
Yes No No answer Total % Yes % No answer
Is the question clear? 8 1 1 10 80.0% 10.0%
Is the question well organized? 9 0 1 10 90.0% 10.0%
Is the question too lengthy? 0 9 1 10 0.0% 10.0%
Would you add anything to the question? 6 3 1 10 60.0% 10.0%
Question 41
Evaluation Questions Answers
Yes No No answer Total % Yes| % No answer
Is the question clear? 6 2 2 10 60.0% 20.0%
Is the question well organized? 8 1 1 10 80.0% 10.0%
Is the question too lengthy? 1 8 1 10 10.0% 10.0%
Would you add anything to the question? 2 5 3 10 20.0% 30.0%
Question 47
Evaluation Questions Answers
Yes No No answer Total % Yes % No answer
Is the question clear? 8 1 1 10 80.0% 10.0%
Is the question well organized? 8 0 2 10 80.0% 20.0%
Is the question too lengthy? 0 9 1 10 0.0% 10.0%
Would you add anything to the question? 3 6 1 10 30.0% 10.0%
Question 58
Evaluation Questions Answers
Yes No No answer Total % Yes| % No answer
Is the question clear? 8 1 1 10 80.0% 10.0%
Is the question well organized? 8 1 1 10 80.0% 10.0%
Is the question too lengthy? 1 8 1 10 10.0% 10.0%
Would you add anything to the question? 2 7 1 10 20.0% 10.0%
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FINAL SURVEY INSTRUMENT*

Glossary of terms and abbreviations

AZ CSPMP - Arizona Controlled Substance Prescription Monitoring Program

Chronic non terminal pain - pain persisting longer than 3-6 months and beyond the normal
tissue healing that is not occurring at the end of life and is not due to malignancy.

""High risk™ patients - patients who have been assessed for both medication misuse/addiction
and the exhibit the following characteristics: widespread pain without objective signs and
symptoms, unstable or untreated substance abuse of psychiatric disorder or high suicide or
homicide risk, history of or current troublesome aberrant drug related behaviors, unwilling to
participate in multi modal therapy and not functioning close to a normal lifestyle, pattern of
CSPMP reports or urine drug screen that is inconsistent with expected results (Arizona Opioid
Prescribing Guidelines, 2014)

Office Delegate - defined as: Registered Nurse, Licensed Practical Nurse, Dental Hygienist,
Medical Record Technician, Medical Assistant, Office Manager (Arizona State Board of
Pharmacy CSPMP, n.d.)

Q2 Describe your professional education...
O MD/DO

O NP

Q PA

*Modifications from original survey are in red
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Q3 Practice setting....

QO Community Health Center/Public Health

QO Group Private Practice

QO Solo Private Practice

O Hospital

QO Other

Q4 How many patients are seen in your practice setting per month? If you practice in a group
setting, please indicate the number that best reflects your patient panel.

a <100

O 100-199

O 200-300

a >300

Q5 On average, how many chronic pain patients being treated with opioids do you see in a
week?

QO <5

O 5-20

QO >20

Q6 To determine rurality, please write your practice zip code:

Q7 The intent of this question is to better understand how providers began treating chronic pain
patients with opioids.

Of patients you treat for chronic pain:

How many
were
already on
opioids Q Q Q Q o Q
when you
began
seeing
them...




How many
are you
treating
until they
can be seen
by a
chronic
pain
specialist...
How many
are you
treating
while
covering
for another
provider...

Q8 Prior to initiating opioids for newly diagnosed chronic pain patients or refilling opioid

prescriptions for chronic pain patients new to your practice, do you....

| | |

Perform a risk
assessment to
evaluate for risk of
misuse, addiction or
adverse effects....

Assess for history of | Q O Q
depression?

Assess for history of 9 @) @)
psychiatric disorders?

Assess for level of 9 O O
function?

Sign a opioid pain
agreement with your
patient?

Access the Arizona
Controlled Substance | Q Q O

Prescription
Monitoring Program

Answer: If “never” is selected, then...
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Q9 You selected “never” for “Perform a risk assessment to evaluate for risk of misuse, addiction
or adverse effects”...please explain. Check all that apply.
U Notime
O No resources
U No need

Answer: If “never” is selected, then...
Q10 You selected “never” for “Assess for history of depression?”...please explain. Check all that
apply.
U Notime
O No resources
O No need

Answer: If “never” is selected, then...
Q11 You selected “Never” for ”Assess for history of psychiatric disorders”...please explain.
Check all that apply.
U Notime
O No resources
U No need
Answer: If “never” is selected, then...

Q12 You selected ”Never” for “Assess for level of function”...please explain. Check all that
apply.
U Notime
O No resources
O No need

Answer If “Never” or “Sometimes” is selected, then...
Q13 You selected “Never” or “Sometimes” for ”Sign an opioid pain agreement with your patient
please explain. Check all that apply.
U Notime
O No resources
O No need
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Answer If “Never” or “Sometimes” is selected, then...
Q14 You selected "Sometimes™ or "Never" for "Access the Arizona Controlled Substance
Prescription Monitoring Program®... please explain. Check all that apply.
O Notime
O No resources
U No need

Q15 In regard to opioid pain care agreements or pain contracts...

Office delegate will
automatically place
contract in patient file
prior to consult with
provider

Office delegate will
place contract in Q Q Q
patient file only with
provider’s order

Provider facilitates all
aspects of a pain care
agreement

Pain care agreements | Q (I
are not used

Q16 Items included in the opioid pain care agreement used in your practice: Check all that apply.
O Treatment goals (shared decision-making, terms under which opioids are prescribed and
discontinued)

Having only one prescribing provider

Limitation on refills (related to ER visits, lost medication, frequency of refills)

Use of monitoring tools (urine drug screens, pill counts, prescription monitoring program)
Consequences of non-adherence with agreement/contract

Patients should not change dosages without prescriber knowledge

(WD Iy [y Iy Ry

Adverse effects and safety issues (risks, benefits and informed consent)



Q17 A urine drug screen is performed: Check all that apply.

0000 O0O0

When initiating opioid therapy

When assuming care of a patient that is already taking opioids
Randomly or spot checks

Never

Test is not available

Test is available but consultation time is limited

Frequency is determined by risk category of patient

Q18 The online Arizona Controlled Substance Prescription Monitoring Program (AZ CSPMP)

database is reviewed: Check all that apply.

(N Sy Ny Ny I

When initiating opioid therapy

When assuming care for a patient already taking opioids
When refilling a prescription

Periodic query, if misuse or abuse is suspected
Frequency is dependent on risk category of patient
Never

Answer if “never” is selected:

Q19 If never...

a
a
a
a
a

No time

No resources

No need

Unaware of database

Aware of database but haven't registered

Q20 Access of the online AZ CSPMP database is performed by... Check all that apply.

a
a
a

Provider
Office delegate

Pharmacist
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Answer If “Access of the online AZ CSPMP database is performed by Office delegate Is

Selected Or Access of the online AZ CSPMP database is performed by Pharmacist Is
Selected

Q21 A delegate accesses online AZ CSPMP database:
U based on a standing order for all patients on opioids at every consultation

O prior to patient visit, so that the prescribing history is in the chart prior to the consultation
on a patient to patient basis, when the provider orders it
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Human Subjects Tacson, AZ 85724-5137

JA\ THE UNIVERSITY
~ ORARIZONA R =

Date: August 03, 2015

Principal Investigator: Jill Weinstein

Protocol Number: 1507986359

Protocol Title: Evaluate a Survey of Current Clinical and Opioid Prescribing Practices

in the Treatment of Chronic Non-Terminal Pain

Determination: Human Subjects Review not Required

The project listed above does not require oversight by the University of Arizona because
the project does not meet the definition of 'research’ and/or 'human subject’.

+ Not Research as defined hy 45 CFR 46.102(d): 45 presented, the activities described
above do not meet the definition of research as cited in the regulations issued by the U.S.
Department of Health and Human Services which state that "research means a systematic
investigation, including research development, testing and evaluation, designed to
contribute to generalizable knowledge".

¢+ Not Human Subjects Research as defined by 45 CFR 46.102(f): As presented, the
activities described above do not meet the definition of research involving human
subjects as cited in the regulations 1ssued by the U.3. Department of Health and Human
Services which state that "human subject means aliving individual about whom an
investigator (whether professional or student) conducting research obtains data through
intervention erinteraction with the individual, or identifiable private information”.

Note: Modifications to projects not requiring human subjects review that change the nature

of the project should be submitted to the Human Subjects Protection Program (HSPP) for anew
determination (e.g. addition of research with children, specimen collection, patticipant
observation, prospective collection of data when the study was previously retrospective in
nature, and broadening the scope or nature of the research question). Please contact the

HEPP to consult on whether the proposed changes need further review.

The University of Arizona maintains a Federalwide Assurance with the Office for Human
Research Protections (F'WA #00004218).
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