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Abstract
Increased opioid prescribing for chronic pain that is not due to cancer has been accompanied by
large increases in abuse and overdose of prescription opioids. This paper describes how Group
Health, a Seattle-based nonprofit health care system, implemented a major initiative to make
opioid prescribing safer. In the initiative’s first nine months, clinicians developed documented care
plans for almost 6,000 patients receiving long-term opioid therapy for chronic pain. Evaluation of
the initiative’s effects on care processes and trends in adverse events is under way.

Opioid drugs—including morphine, codeine, hydrocodone, oxycodone, and methadone—are
a class of natural or synthetic analgesics that act on opiate receptors in the brain. Since the
1980s large increases in opioid prescribing for the management of chronic pain not due to
cancer have taken place in the United States.1–4 For example, in two large health plans, the
percentage of adults receiving long-term opioid therapy for chronic noncancer pain doubled
between 1997 and 2005, reaching 4–5 percent of all adult enrollees.1

Dramatic changes in opioid prescribing were fueled in part by advocacy and educational
initiatives supported by the pharmaceutical industry,5 in the absence of strong evidence from
long-term randomized controlled trials supporting the effectiveness of long-term opioid
therapy for chronic noncancer pain.6 The magnitude and burden of patient suffering caused
by chronic pain has been extensively documented by epidemiologic research.7 However, the
role that opioids should play in effective, safe, and compassionate management of chronic
pain remains a contentious and controversial issue in clinical medicine.8

Regardless of the value of long-term opioid therapy in the management of chronic non-
cancer pain, there is now a consensus that the rise in opioid prescribing for that pain, and the
increased availability of opioids in US households, has been accompanied by alarming
increases in prescription opioid abuse, diversion of opioids for nonmedical use, and fatal
overdoses.9 Recognition of the problem has been growing, and some actions have already
been taken to address it. Information from drug abuse surveillance systems identified
problems accompanying increased opioid prescribing.10,11 In 2005 Gary Franklin, medical
director of Washington State’s Department of Labor and Industries, and coauthors called
attention to the illness and death resulting from increased opioid prescribing.12 This led to
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Washington State’s model guideline for opioid prescribing, originally published in 2007 and
revised in 2010.13

The guideline, based on the limited scientific evidence available, offered recommendations
to providers about prudent opioid prescribing and monitoring; advice to prescribers about
obtaining specialist consultations for patients abusing opioids and for patients on high-dose
regimens but not benefiting from opioid treatment; and resources for educating patients
about the risks and potential benefits of long-term use of opioids for chronic noncancer pain.

More recently, this problem took center stage in national discussions. The White House
Office of National Drug Control Policy declared in April 2011 that prescription drug abuse
“is a major public health and public safety crisis”9 and announced a plan of action to address
the problem. The Office of National Drug Control Policy, the Food and Drug
Administration, and the Drug Enforcement Agency jointly called for an initiative to stem the
epidemic of prescription drug abuse, including education of health care providers and
patients, enhanced monitoring of opioid prescribing, more effective methods for disposing
of unused opioids, and strengthened law enforcement to reduce illegal distribution.

A Learning Health Care System Responds
As opioid prescribing increased over the years, leaders at Group Health—a consumer-
governed, nonprofit health care system based in Seattle, Washington—grew increasingly
aware of major problems arising in patient care related to opioids. This awareness came
through Group Health’s monitoring of patient care, through research on long-term opioid
use being conducted at Group Health, and through public-domain research in other care
settings. As a consequence, when the federal plan to control prescription drug abuse was
announced, Group Health had already implemented a major initiative involving its primary
care teams.

The initiative focused on 7,000 patients who were receiving long-term opioid therapy at low,
medium, and high dosage levels. The aim was to reduce the risks of opioid abuse, misuse,
and diversion for nonmedical use; overdose; and other adverse medical, psychological, and
social effects. This initiative sought to standardize opioid prescribing for chronic noncancer
pain and make such prescribing safer. The intent was to ensure compassionate, evidence-
based care for patients with chronic noncancer pain, while not placing undue restrictions on
clinically appropriate prescribing of prescription analgesics.

Group Health responded to the opioid problem as a “learning health care system.”14 In the
Group Health context, the delivery system, research institute, and foundation share common
goals, collaborating to improve the effectiveness, safety, and value of health care. Group
Health makes the lessons it learns through such collaboration available to the public. Its
response to the epidemic of prescription opioid abuse provides an example of how a learning
health care system can serve its enrollees and the broader public, and how each of the
organization’s parts contribute to reaching a common goal.

Synergies Of Practice And Research
The Group Health delivery system had first begun to strengthen its guidance on opioid
prescribing in 2005. The goal was to reduce the risks of opioid misuse and abuse among
patients who were using these medications as a long-term treatment for chronic pain.
Around the same time, Group Health investigators also initiated federally funded research to
study trends in and consequences of increased opioid prescribing. This research, which was
published in peer-reviewed journals, helped inform the national discussion regarding long-
term opioid prescribing for chronic noncancer pain.1,15–19
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For example, in 2010 Group Health researchers published the first study linking prescribed
opioid dosage to marked increases in overdose risk among patients undergoing long-term
opioid therapy. The study showed that patients receiving medically prescribed opioids might
have direct, dose-related increases in the risk of drug overdose.20 In an editorial
accompanying the Group Health article, Tom McLellan, then at the White House Office of
National Drug Control Policy, and Barbara Turner, executive deputy editor of the Annals of
Internal Medicine, observed, “The threat to patient safety is too great to allow current pain
management and opioid-prescribing practices to remain as they are.”21

Group Health was not alone in calling attention to the problem. In 2008 the Centers for
Disease Control and Prevention reported that almost 14,000 Americans were dying of drug
overdoses involving prescription opioids each year.22 Clinicians were also expressing
concerns about problems they were observing with increased prescribing of opioids.8,23

Clinical leaders in primary care and rehabilitation medicine at Group Health reached a
consensus that further action was needed to ensure safe opioid prescribing practices for
patients with chronic noncancer pain. The Group Health Foundation, responding to the
converging interests of the delivery system and the research institute in finding a solution to
this problem, provided grant support for the development of an online clinician education
program on chronic pain management and opioid prescribing. The program was adapted
from a program developed in 2007 and widely implemented by the Department of Veterans
Affairs, starting in 2008. This online educational program was one part of Group Health’s
broader initiative to standardize long-term opioid prescribing for patients with chronic
noncancer pain.

The Group Health Initiative
In 2009 Group Health laid plans for a Rapid Process Improvement Workshop to address the
problems surrounding the use of prescription opioids. The workshop was intended to draw
on the knowledge, skills, and resources of all parts of Group Health—delivery system,
research institute, and foundation—to standardize opioid prescribing in ways that would
improve patient safety without placing undue restrictions on clinically appropriate
prescribing. Participants included representatives from primary care, physical and
rehabilitation medicine, pharmacy, nursing, behavioral health, and clinical informatics.

In preparation for the workshop, Group Health developed a detailed guideline for opioid
prescribing. The guideline drew on Washington State’s model guideline,13 along with input
from leaders in primary care, physical and rehabilitation medicine, clinical improvement,
pharmacy, legal affairs, and other relevant departments to define new care processes that
could be implemented in Group Health’s primary care clinics. Attendees at the workshop
were to analyze the proposed guideline and to define care processes for implementation—
using what are known as lean management techniques,24 focused on increasing efficiency
and eliminating waste.

The workshop took place in June 2010, and implementation of the practice changes that its
participants recommended began in September 2010. Among the key changes were
designating one physician as responsible for the management of long-term opioid therapy
for each patient receiving opioids for ninety days or more. For each of these patients, an
individualized care plan was developed with active engagement of the patient. Patients’
expectations for the safe use of opioids were discussed using a standardized treatment
agreement. Patients received education on the risks and potential benefits of long-term
opioid use and gave informed consent regarding this treatment, which was documented in
the electronic health record. Prescription refill processes were modified to avert problems
when patients sought a refill on short notice and to keep patients from running out of
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medication over a weekend by ensuring that one-month refills were written for twenty-eight
days, rather than thirty. Periodic monitoring visits were carried out by the prescribing
clinician, with the guideline specifying minimum numbers of monitoring visits to be
completed per year based on dosage level and patient risk factors, such as a history of
substance abuse or severe psychological problems. Periodic urine drug screening by the
prescribing clinician was recommended for patients on higher-dose regimens or with
significant risk factors for opioid abuse.

Implementation included giving prescribing clinicians tools in the electronic health record to
support the guideline. These tools included standardized patient education materials
describing the risks of long-term opioid therapy, a treatment agreement form, an online
calculator for estimating morphine equivalent dose developed for the Washington State
model guideline, and a care-plan template in the electronic health record. For clinicians
needing support for patients with complex problems, specialty consultations were available
from staff members in physical and rehabilitation medicine and in behavioral health.

Performance measures were established for monitoring progress in the guideline’s
implementation, including the number and percentage of patients receiving long-term opioid
therapy who had a care plan documented in the electronic health record. Implementation
was supported by vigorous advocacy from leaders of Group Health’s medical staff.

To initiate the process, the delivery system gave primary care clinicians who were treating
patients with chronic pain a list of their patients receiving long-term opioid therapy. The
initiative was implemented starting with patients who were receiving an average daily dose
of 120 mg or more of morphine equivalents, but expanding to all patients using opioids as a
long-term treatment for chronic noncancer pain.

Clinicians developed care plans for their patients using the standardized template in the
electronic health record. Care plans recorded the treatment goals, medication regimen,
frequency of monitoring visits, requirements for urine drug screening when applicable, and
documentation of informed-consent discussions with patients concerning potential risks and
benefits. The delivery system also trained primary care clinicians to serve as expert
consultants within their clinics. Group Health implemented the online clinician education
program clinic by clinic, followed by group discussions among clinicians at each primary
care clinic about standardizing the management of prescription opioids.

Between September 2010, when Group Health launched its initiative, and May 2011, almost
6,000 patients on long-term opioid therapy at all dosage levels—85 percent of the targeted
patient population—met with their clinician to develop care plans that were documented in
the electronic health record. That number increased steadily during this period. In contrast,
before the initiative began, few chronic pain patients had care plans documented in their
records; this tended to undermine both the coordination of care and the management of
medication.

Learning From Experience
The Group Health initiative drew on expert guidelines, contributions from all parts of Group
Health, and the available scientific evidence to improve the management of long-term opioid
therapy for chronic noncancer pain. Timely evaluation of the initiative’s effects is essential
so that participants can learn from experience and adjust guidelines and care processes based
on research results. An initial evaluation of the Group Health initiative is under way. It will
first examine trends in the standardization of care processes, including the timeliness of
monitoring visits, the use of urine drug screening, and the extent to which patients receive
excess supplies of opioids or uncoordinated opioid prescriptions from multiple prescribers.
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After that, it will assess trends in the rates of adverse events, including diagnosed abuse of
prescription opioids and overdoses with prescription opioids.

The Group Health Research Institute has sought federal grant support for research
comparing Group Health and another health plan in terms of long-term opioid therapy trends
and risks, before and after the implementation of Group Health’s initiative. Such research
can contribute to knowledge about the effectiveness of these kinds of initiatives to increase
the safety of opioid prescribing for chronic noncancer pain.

Benefits Of ‘Learning’ Health Systems
The response of a “learning” health care system to the crisis of prescription drug abuse
exemplifies how collaboration among a health care delivery system, scientists conducting
publicly supported research within the health plan, and an affiliated health care foundation
can serve patients and the broader public interest.

In the specific case of prescribing opioids for the long-term management of chronic non-
cancer pain, it is too early to tell whether practice changes such as those implemented at
Group Health will improve patient outcomes, reduce risks, or increase health care value.
Major uncertainties remain about how to standardize opioid prescribing practices most
effectively and safely. Therefore, timely evaluation of program effects is essential so that we
can learn from experience and make adjustments to guidelines and care processes based on
the results of evaluative research.

By linking efforts to improve care with research assessing the effects of changes in practice,
patients benefit directly. The general public also benefits through increased knowledge of
how to provide safe and effective care.
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