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This document guides the Practice Facilitator through helping the Opioid Improvement Team create and execute action plans to design and implement an improved approach to opioid managment. A list of potential Design & Implement stage activities are on the next page. 
The length of this stage is variable, depending resources, however, we designed it as a 12-month stage. We recommend the Practice Facilitator meets with the Opioid Improvement Team to create the first action plan during the Kickoff Event, and then meets at least every 3 months to check in and create a plan for the next 3 months. In between action plan meetings, the Practice Facilitator supports the Opioid Improvement Team through regular checks-ins, hosting Shared Learning Calls between participating sites, and connecting clinicians and staff to clinical education. 
Action Plan Development meetings
Timing: Every 3 months.
Objectives: Guide the Opioid Improvement Team through reflection on past work, brainstorming how to overcome challenges, and planning next steps to designing and implementing an improved approach to opioid management.
Shared Learning Calls
Timing: Once a month.
Objectives: Facilitate shared learning between Opioid Improvement Teams at participating organizations, particularly around overcoming common challenges.
Clinical education
Timing: At least once a month.
Objectives: Offer educational opportunities for both clinicians and staff in opioid and chronic pain management in order to improve clinical care, support team-based approaches through common understanding, and increase buy-in for implemented changes.


Design & Implement Stage Activities
This is a starting list of activities for this stage, which clinics can adapt to their needs.
Leadership & consensus
☐ Protect time for improvement team to meet
☐ Emphasize project importance with updates at weekly & monthly staff meetings
☐ Provide resources needed to support tracking and monitoring of COT patients and measures of success
☐ Identify specific patients with early successes and share stories with clinicians and teams
☐ Transparently share measures of success with clinicians and staff
☐ Obtain feedback from staff and clinicians and respond
Policies, patient agreements, & workflows
☐ Revise policies to align with evidence-based guidelines (e.g., CDC, AMDG)
☐ Revise patient agreement to support revised policy and educate patients about risks
☐ Discuss, obtain formal approval for, & distribute new policies
☐ Create and implement a workflow to get patient agreements signed
☐ Develop workflows that support your policies and guide staff
Tracking & monitoring patient care
☐ Make an MED calculator available on all computers
☐ Sign up all clinicians for the prescription monitoring program
☐ Produce a report of current patients on chronic opioid therapy
☐ Identify data and measures needed for pre-visit planning and monitoring success*
☐ Plan and test approaches to tracking & monitoring key data needed for pre-visit planning & monitoring success
☐ Implement and iterate best possible tracking & monitoring approaches
Planned, patient-centered visits
☐ Develop/identify materials and a process to educate patients about chronic pain management and risks of COT
☐ Offer training opportunities to staff and providers for empathic communication and patient involvement
☐ Use every visit to educate patients about chronic pain management and opioid risks
☐ Add an EHR pain visit flow sheet covering key elements of the pain visit as outlined in the revised policy
☐ Train clinicians and staff to use the pain visit templates
☐ Implement workflows to identify COT patients, monitor their charts, and prepare for visits
☐ Ensure clear referral pathways for non-pharmacologic treatment
Caring for complex patients
☐ Select tools and how to use them for identifying complex patients, such as and those at high risk (e.g., PTSD)
☐ Identify and implement monitoring and support approaches for complex patients
☐ Designate ways to identify risk level for pre-visit planning
☐ Ensure clear referral pathways for complex patient resources and a system for closing the loop on referrals
☐ Implement and iterate workflows to risk-stratify patients
Measuring success
☐ Create plans to achieve goals
☐ Develop consensus on measures of success and define how they will be measured
☐ Regularly review measures of success data at the clinician level

1st action plan meeting (during Kickoff Event with Opioid Improvement Team)

Time: 1 – 2 hours
Objectives: Decide on a measure of success to track throughout the project and share with clinicians and staff and develop an action plan for the next 3 months.
Relevant materials to bring to this meeting:
· Measuring success metrics
· Model policy
· Model patient agreement
Agenda
1. Review provider and staff feedback from the Kickoff Event
2. Decide on a measure of success
3. Develop first action plan
a. Leadership and consensus
b. Policies and patient agreement
c. Tracking & monitoring, if within capacity
d. Other work, as desired
4. Review website (show resources)
5. If time, plan future meetings


1. Review provider and staff feedback from the Kickoff Event
Objective of this conversation
The Opioid Improvement Team takes time to reflect on: 
· The experiences and priorities of clinicians and staff around the Six Building Blocks.
· Whether the Opioid Improvement Team’s priorities have shifted based on what they heard.
Potential prompts:
· What did you hear were the key challenges for providers and staff?
· What did you hear were the key priorities for providers and staff?
· (If appropriate, you can have their self-assessment answer on the screen)
· Let’s review what you said was important when we met ahead of the Kickoff Event (refer to Prepare & Launch Workbook; consider bringing this information as a handout or a slide). Has what you’ve learned today changed your priorities?


2. Decide on a measure of success
Objective of this conversation
The Opioid Improvement Team decides on a metric to regularly track, monitor, and share with clinicians and staff that is: 
· Important to them.
· Feasible for them to measure.
· Will be motivating to providers and staff (encourage buy-in).
Potential conversation language
Based on what you are trying to achieve through implementing the 6 Building Blocks, let’s consider potential metrics you can use to assess success. It is motivating both to you as a team and to the clinic as a whole to see how a metric that you choose changes over time. Whatever metric you select, we encourage you to share it during staff and clinician meetings. 
Here is a list of suggested metrics. You might look at the list and think, all of these are important to us. And while we do hope that all of these will improve with your implementation of the Six Building Blocks, we want to be respectful of your time. It takes effort and resources to conduct these measurements, so we suggest that you select just one to measure at first. You can add to it over time as your capacity to track grows. What metric is both important to your organization AND reasonable to measure with your existing resources? 
If you have no feasible way to identify the majority of your patients on chronic opioid therapy in order to track one of the below metrics, consider a) using a representative sample from each provider, b) tracking the first metric as it applies to a new, revised patient agreement (starting at n=0), or c) manually tracking a measure of importance, such as number of early refill calls. There is always something that can be measured and reported to encourage program participation and track progress from baseline. It is just a matter of deciding on what is feasible to do on a regular basis.
Suggested metrics (bring this list as a handout or a slide)
1. XX% of patients on COT have reviewed and signed an updated patient agreement that reflects our policies by this DATE.
2. Provide a dashboard of measures that track our improvement to the opioid improvement team and to clinicians and staff quarterly by DATE.
3. By DATE, identify care gaps for all patients on COT and discuss them during morning huddles. 
4. Develop, train, and implement new workflows that support our revised policies by DATE.
5. Have an MED on record for all patients on chronic opioid therapy by DATE.
6. Reduce the number of patients with an MED of 50/90 or higher by XX% by DATE.
7. Reduce the number of patients on concurrent sedatives and opioids by XX% by DATE.
Prioritized metric:
	



[bookmark: _GoBack]How will the site begin measuring and reporting this metric? What are the next steps? Even if the approach is not perfect, that is okay. We suggest that by 4 months after the Kickoff event the site selects the best possible approach to tracking and monitoring the prioritized measure of success and sticks with it. It will not be perfect, but it is worth trying to regularly review and share data about patients on chronic opioid therapy as soon as possible. They can always continue working on a more perfect approach and adding other success measures while using the less perfect one.
3. Develop the first action plan
Objectives of this conversation
The Opioid Improvement Team walks away with a plan on the first steps they want to take to implement the Six Building Blocks. 
Topics to cover
a. Leadership and consensus is important
b. Policies and patient agreements are the foundation for this work
c. If you have capacity, it is a good idea to work on tracking and monitoring now
d. Are there other activities you want to take on in the next 3 months?

3a. Leadership and consensus is important
Objective of this conversation
The Opioid Improvement Team understands how critical their role is in providing leadership and creating opportunities for developing consensus among clinicians and staff.
Potential conversation language
The Opioid Improvement Team’s role as leaders is incredibly important in this work. Focusing on providing visible leadership and building consensus across your clinic will help you. As such, we recommend you engage in the following kinds of activities continuously.
· Protect time for improvement team to meet
· Emphasize project importance with updates at weekly & monthly staff meetings
· Provide resources needed to support tracking and monitoring of COT patients and measures of success
· Identify specific patients with early successes and share stories with clinicians and teams
· Transparently share measures of success with clinicians and staff
· Obtain feedback from staff and clinicians and respond


3b. Policies and patient agreements are the foundation for this work
Objective of this conversation
The Opioid Improvement Team makes a plan to:
☐ Revise their policies to align with evidence-based guidelines (e.g., CDC, AMDG)
☐ Revise their patient agreement to support revised policy and educate patients about risks

If you know they have already done this, there is no need to go through this section.
Potential conversation language
We learned through doing this work with other clinics that revising policies to align with evidence-based guidelines (e.g., CDC, AMDG) and aligning the patient agreement to align with policies are foundational activities for successful implementation of the Six Building Blocks. If you have not already done this, we highly recommend you take this on first and that we develop a plan for how you will do so.
A key component of this process is building consensus among your providers. We recommend that you create a policy revision process that includes a discussion of potential policy changes in order to build understanding and buy-in for these changes. We have seen that a top-down approach is less likely to result in putting the changes into practice.
Note: the site will have already identified and sent you their policy and agreement during the Prepare & Launch stage. Be sure you go into this meeting with those materials and an understanding of how they might improve them.
Relevant resources on the website
Model policy: An example policy your clinic can use during the policy revision process; developed using the CDC guidelines.
CDC Guidelines for Prescribing Opioids for Chronic Pain
AMDG 2015 Interagency Guideline on Prescribing Opioids for Pain
Model patient agreement: An example patient agreement your clinic can use during the patient agreement revision process.

Example steps we have seen work for policy and patient agreement revision at other organizations.
1. One person reviews the documents (model, guidelines, revised policy, and existing documents) highlighting for the rest of the team areas that are different than in your existing document. Send to the team for review.
2. Team reviews the documents ahead of the revision planning meeting.
3. Revision planning meeting
a. Revision approach: Will you just adopt the model? Adopt it with modifications? Only use it as a guide? 
b. Process: What are the steps for drafting, review, and approval? Who needs to be involved? Will edits happen in person or over email?
4. Draft, review, and iterate as discussed. Use track changes to make it easier to follow changes.
5. Finalize.

Create an action plan
Use the appropriate action plan template during the meeting (sharing screen on a projector) to write down the action plan.



3c. If you have capacity, it is a good idea to work on tracking and monitoring now
Objectives for this conversation
· Determine if the organization has the capacity to take on additional work other than leadership and consensus activities and revising policies and the patient agreement. 
· If so, help the Opioid Improvement Team figure out what they can be doing to develop their tracking and monitoring for patients on chronic opioid therapy. 
· Help the Opioid Improvement Team make a plan for those activities.
Potential conversation language
If possible, we highly recommend you begin developing a tracking and monitoring system. This can take some time and is highly critical. Do you feel like you have the capacity to begin (continuing) work on tracking and monitoring over the next 3 months? (Encourage them to think of people outside the Opioid Improvement Team as potential resources as well.) 
If yes… (potential conversation prompts)
· Here’s my understanding of where you are at now.
· What do you want to do next?
· Based on what I know about your current abilities to track and monitor, I suggest…
· An easy first win is to make an MED calculator available on all computers. Just having access to the tool can increase its use.
· While you’re working on the policy, you will be thinking about assessments clinicians and staff will do with patients, which might be a good time to talk about data you want to include in tracking and monitoring as well.
Note: the site will have already begun thinking about their tracking and monitoring capacity during the Prepare & Launch stage. Be sure you go into this meeting with relevant information from those conversations and an idea of what some of their next steps might be based on the Six Building Blocks suggested activities and the organization’s priorities. 
Tracking & monitoring patient care activities
☐ Make an MED calculator available on all computers
☐ Sign up all clinicians for the prescription monitoring program
☐ Produce a report of current patients on chronic opioid therapy
☐ Identify data and measures needed for pre-visit planning and monitoring success
☐ Plan and test approaches to tracking & monitoring key data needed for pre-visit planning & monitoring success
☐ Implement and iterate best possible tracking & monitoring approaches
[bookmark: _Toc508205107]
Relevant resources
· Morphine Equivalent Dose (MED) calculator
· Tracking & Monitoring example spreadsheet: An Excel spreadsheet a clinic can adapt to track and monitor key measures overall and by provider if they are unable to easily pull reports from their EMR.
· Approaches to identifying patients on chronic opioids: Suggested approaches to try when first attempting to identify your patients on chronic opioid therapy.
· Three purposes to tracking & monitoring: An outline of the key uses of data in tracking & monitoring patients on chronic opioid therapy to use when planning your approach.
· List of opioid names: A list of opioids to use in identifying patients on chronic opioid therapy.
· List of sedative names: A list of sedatives to use in identifying patients on concurrent sedatives and opioids.
· Data to consider tracking: A list of variables to consider tracking and monitoring for care planning and measuring success
Create an action plan
It might be easiest to use the simple action plan template in Appendix 1 for this activity. If the organization wants to make specific plans for these processes, refer to the Tracking and Monitoring Guide to help them think through the steps.


3d. Are there other activities you want to take on in the next 3 months?
Objectives of this conversation
· Determine if they have the capacity and interest to take on additional activities over the next 3 months.
· If yes, help the Opioid Improvement Team decide what they want to do and make a plan.
Potential conversation language
Do you have the capacity for and interest in taking on additional activities over the next 3 months? 
If yes… (potential conversation prompts)
· What kinds of activities?
· We have not yet thought about planned, patient-centered visits, would you like to consider an activity in this area?
· We have not yet thought about complex patients, would you like to consider an activity in this area?
· During our pre-Kickoff conversations, I heard you say **** was important. What about we think through what you could do in that area?
Planned, patient-centered visits activities
☐ Develop/identify materials and a process to educate patients about chronic pain management and risks of COT
☐ Offer training opportunities to staff and providers for empathic communication and patient involvement
☐ Use every visit to educate patients about chronic pain management and opioid risks
☐ Add an EHR pain visit flow sheet/template covering key elements of the pain visit as outlined in the revised policy
☐ Train clinicians and staff to use the pain visit templates
☐ Implement workflows to identify COT patients, monitor their charts, and prepare for visits
☐ Ensure clear referral pathways for non-pharmacologic treatment

Caring for complex patients activities
☐ Select tools and how to use them for identifying complex patients, such as and those at high risk (e.g., PTSD, anxiety)
☐ Identify and implement monitoring and support approaches for complex patients
☐ Designate ways to identify risk level for pre-visit planning
☐ Ensure clear referral pathways for complex patient resources and a system for closing the loop on referrals
☐ Implement and iterate workflows to risk-stratify patients

Create an action plan
It might be easiest to use the simple action plan template in Appendix 1 for this activity. If the organization wants to make specific plans for these processes, you can find resources to help the Opioid Improvement Team on the Six Building Blocks website. 


4. Review website (show resources)
Take the Opioid Improvement Team on a tour of the website, in particular, the resources of interest to them.
5. If time, plan future meetings
If there is time, go through the following, otherwise have this discussion with the project manager post-meeting.
Participating in 6 Building Blocks support meetings
	Meeting
	Dates & practical issues
	Who

	Shared Learning Calls
	Convenient days & times:


Desired early topics:


	Opioid Improvement Team

	UW TelePain
	Available weekly on Wednesdays, 12-2
When will people attend?

Where will people take the call?

How will you encourage attendance?

	Clinicians & staff

	Practice Facilitation action plan mtg
	Date 3 months from now: 
	Project lead or improvement team



Protect time for improvement team to meet
How often will your opioid improvement team meet and when? Who is responsible for organizing these meetings?
	




End of first action plan development meeting. Send the Opioid Improvement Team a cheat sheet (see Appendix 2) and any key resources for their activities. Summarize the small group self-assessment and site visit survey results and send to the team. Update the Practice Facilitator Log.


In between action plan meetings work
Objective
Successful completion of the plans made during the last action plan meeting.
What’s going on during this step
Practice Facilitator
· Contacts sites at least weekly
· Calls sites to check on needed supports and to prepare for Shared Learning Calls at least monthly
· Facilitates Shared Learning Calls between all participating sites (see Shared Learning Calls Guide for more details)
· Provides sites support and connection to resources, as requested
· Help sites connect to clinical education (e.g., UW TelePain – resources listed on www.improvingopioidcare.org), as needed
Site
· Follows through on developed action plans
· Reaches out to Practice Facilitator when support/resources needed
· Opioid Improvement Team participates in monthly Shared Learning Calls
· Encourages clinicians and staff to participate in clinical education (e.g., UW TelePain)
· Has monthly Opioid Improvement Team meetings
· Completes the Six Building Blocks Self-Assessment as a team, at intervals determined by the needs and length of the program (e.g., once at mid-point and once at the end)
Resources used
· Cheat Sheet (Appendix 2)
· Shared Learning Call Guide (Appendix 3)
· Individual action plans
· Six Building Blocks resources
· TelePain information sheet
· Six Building Blocks Self-Assessment

End of in between action plan meetings work.


Future action plan meetings
Time: 1 hour
Objectives: Review progress and develop an action plan for the next 3 months with the Opioid Improvement Team
Relevant materials to bring to these meetings:
· Last Cheat Sheet
· Action Plan template
· Building Block activities list
· Tracking and Monitoring Guide
Agenda
Time: 1 hour
1. Review work accomplished
2. Brainstorm plans and resources to handle challenges
3. Develop second action plan
4. Check in on how project support activities are going
Review work accomplished
Walk me through what you have done since our last Action Plan Meeting, including challenges and successes you have met along the way. (Refer to plan make during last action plan meeting.)
Brainstorm plans and resources to handle challenges
You have done a lot. This work is hard – your struggles are totally normal. It sounds like you faced difficulties doing X. What are your ideas moving forward? How can we support you? Let’s make a plan for working through these challenges.
Develop next action plan
We have made a plan for moving forward with the challenges you faced in the first 3 months. Do you feel like you have capacity to take on additional activities? If so… (What are they interested in perusing? Based on the list of Six Building Blocks activities on the first page of this workbook, what might they want to take on next?)
Check in on how project support activities are going
How have the Shared Learning Calls, clinical education, and your interactions with our team been so far? Are there things we can change to better support you?


End of future action plan development meetings section. Send the Opioid Improvement Team a cheat sheet (see Appendix 2) and any key resources for their activities. Update the Practice Facilitator Log.


Appendix 1: Action plan templates
Detailed action plan
Activity:
Manager of this process:
Date for completion:
	List the steps necessary to achieve this goal (What)
	Person responsible (Who)
	When

	1. 
	
	

	2. 
	
	

	3. 
	
	

	4. 
	
	



Simple action plan
	Activity
	Manager of process
	Date for completion

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	




Appendix 2: Cheat Sheet template
If you want to give the Opioid Improvement Team a take-away from this meeting, here is an example.
Leadership & consensus continuous activities
· Protect time for improvement team to meet
· Emphasize project importance with updates at weekly & monthly staff meetings
· Provide resources needed to support tracking and monitoring of COT patients and measures of success
· Identify specific patients with early successes and share stories with clinicians and teams
· Transparently share measures of success with clinicians and staff
· Obtain feedback from staff and clinicians and respond
Policies, patient agreements, & workflows
	Activity
	Manager of process
	Date for completion

	· Revise policies to align with evidence-based guidelines (e.g., CDC, AMDG)
	
	

	· Revise patient agreement to support revised policy and educate patients about risks
	
	


Tracking & monitoring patient care
	Activity
	Manager of process
	Date for completion

	· 
	
	

	· 
	
	


Other activities
	Activity
	Manager of process
	Date for completion

	· 
	
	

	· 
	
	



Measuring success metric: 
Key resources
All 6 Building Blocks resources can be found on our website (www.improvingopioidcare.org). Here are some key ones to check out:
Model policy: An example policy your clinic can use during the policy revision process; developed using the CDC guidelines.
CDC Guidelines for Prescribing Opioids for Chronic Pain
AMDG 2015 Interagency Guideline on Prescribing Opioids for Pain
Model patient agreement: An example patient agreement your clinic can use during the patient agreement revision process.
Morphine Equivalent Dose (MED) calculator
Tracking & Monitoring example spreadsheet: An Excel spreadsheet a clinic can adapt to track and monitor key measures overall and by provider if they are unable to easily pull reports from their EMR.
Three purposes to tracking & monitoring: An outline of the key uses of data in tracking & monitoring patients on chronic opioid therapy to use when planning your approach.




Appendix 3: Shared Learning Calls Guide
“I found the Shared Learning Calls to be very helpful. It was nice to hear from other teams who were going through and struggling with different points, because some of them had already rewritten their policies while we were working on doing that. Others were still working the same stages we were. So just having the understanding of what other groups are struggling with and succeeding with was helpful.”
Overview
Shared Learning Calls are an opportunity for the program sites to help one another through implementing the Six Building Blocks. These calls are a time to share successes and to brainstorm through the real challenges that arise in this difficult work. We suggest that the entire Opioid Improvement Team attend the call. 
Schedule 
Shared Learning Calls should take place once a month and last for one hour. We recommend setting a regular schedule for these calls to take place at the same day and time each month. The calls should begin after the Kickoff. Don’t worry if the sites are at varying stages of implementation. Previous sites in this program have reported that it was useful to hear about what other sites are doing and learn from each other’s struggles and successes. It is best to have 3-6 sites on a call.
Format
One week before the call, the Practice Facilitator should prepare an agenda. General, ongoing topics to consider for the discussion include: 
· What are some recent successes and challenges?
· What is the current focus of your work regarding this initiative?
· Is there anything you need help with or resources you are looking for?
· Is there anything specific you would like to discuss on this call? 
At the beginning of the call, ask each site to provide brief responses to the questions above. Next, prepare additional topics based on what you know each site is working on at the time. Below is a list of potential topics. 
· Emphasizing project importance and sharing stories and data at clinician and staff meetings
· Policy revision
· Patient agreement revision
· Producing a report of patients on chronic opioid therapy
· MED calculation
· Signing up clinicians and designees for the prescription monitoring program
· Urine drug testing processes
· Identifying and using pain visit templates/flow sheets
· Assessment tools for identifying complex patients and plans for approaching complex patients
· Workflows for supporting policies and patient agreements
· Educating patients about opioid risks and new policies
· Identifying variables to track for pre-visit planning and tracking and monitoring success
· Handling legacy patients
· Measuring success
· Referral pathways for non-pharmacologic treatment and complex patient resources and alternative approaches when there are limited resources
· Tracking and monitoring key variables for pre-visit planning and monitoring success
· Implementing and iterating workflows to identify patients, review the chart, and prepare for visits
· Difficult conversations with patients on chronic opioid therapy (e.g., about tapering)
· Training opportunities for empathic communication and patient involvement
· Addressing reluctant clinicians
· Sustainability
Periodically check in with the sites to see if they are getting what they need from the calls and if they have any specific requests for discussion topics. If the calls are not useful to each site, discuss together what changes need to be implemented to make them as useful as possible. 
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Appendix 4: Hypothetical timeline of activities
	Activity
	Prepare & Launch
	Design & Implement
	Monitor & Sustain

	 Leadership & Consensus
	mo. 1-2
	mo. 3-5
	mo. 6-8
	mo. 9-11
	mo. 12-14
	mo. 15

	Make a leadership commitment
	
	
	
	
	
	

	Designate an improvement team
	
	
	
	
	
	

	Protect time for improvement team to meet
	 
	 
	 
	 
	 
	 

	Host a kick-off event with all clinicians and staff
	
	
	
	
	
	

	Emphasize project importance with updates at meetings
	
	
	
	
	
	

	Provide resources needed to support tracking and monitoring of patients
	
	
	
	
	
	

	Identify patients/clinicians with successes and share stories
	
	
	
	
	
	

	Transparently share measures of success with clinicians and staff
	 
	 
	 
	 
	 
	 

	Obtain feedback from staff and clinicians and adjust as necessary
	 
	 
	 
	 
	 
	 

	Policies, patient agreements, & workflows
	mo. 1-2
	mo. 3-5
	mo. 6-8
	mo. 9-11
	mo. 12-14
	mo. 15

	Locate & assess use of existing documents
	
	
	
	
	
	

	Revise policies to align with evidence-based guidelines
	 
	 
	 
	 
	 
	 

	Revise patient agreement to support revised policy and educate patients about risks
	
	
	
	
	
	

	Discuss, obtain formal approval for, & distribute new policies
	 
	 
	 
	 
	 
	 

	Create and implement a workflow to get patient agreements signed
	 
	 
	 
	 
	 
	 

	Develop workflows that support your policies and guide staff
	 
	 
	 
	 
	 
	 

	Revisit and revise policies, patient agreements, and workflows, as needed based on experiences and new evidence
	
	
	
	
	
	

	Tracking & monitoring patient care
	mo. 1-2
	mo. 3-5
	mo. 6-8
	mo. 9-11
	mo. 12-14
	mo. 15

	Identify any existing tracking & monitoring resources
	
	
	
	
	
	

	Produce any possible baseline prescribing data reports
	
	
	
	
	
	

	Make an MED calculator available on all computers
	 
	 
	 
	 
	 
	 

	Sign up all clinicians for the prescription monitoring program
	 
	 
	 
	 
	 
	 

	Produce a report of current patients on chronic opioid therapy
	
	
	
	
	
	

	Identify data and measures needed for pre-visit planning and monitoring success
	
	
	
	
	
	

	Plan and test approaches to tracking & monitoring key data needed for pre-visit planning & monitoring success
	 
	 
	 
	 
	 
	 

	Implement and iterate best possible tracking & monitoring approaches
	 
	 
	 
	 
	 
	 

	Adjust and iterate best possible tracking & monitoring approaches for pre-visit planning & monitoring success
	
	
	
	
	
	

	Planned, patient-centered visits
	mo. 1-2
	mo. 3-5
	mo. 6-8
	mo. 9-11
	mo. 12-14
	mo. 15

	Locate existing patient education/support resources
	
	
	
	
	
	

	Investigate what currently happens during patient visits and refill requests
	
	
	
	
	
	

	Develop/identify materials and a process to educate patients about chronic pain management and risks of COT
	 
	 
	 
	 
	 
	 

	Add an EHR pain visit template covering key elements of the pain visit as outlined in the revised policy
	
	
	
	
	
	

	Use every visit to educate patients about chronic pain management and opioid risks
	 
	 
	 
	 
	 
	 

	Ensure clear referral pathways for non-pharmacologic treatment
	 
	 
	 
	 
	 
	 

	Offer training to staff and providers for empathic communication and patient involvement
	 
	 
	 
	 
	 
	 

	Train clinicians and staff to use the pain visit template
	
	
	
	
	
	

	Implement workflows to identify COT patients, monitor their charts, and prepare for visits
	 
	 
	 
	 
	 
	 

	Adjust and iterate workflows to risk-stratify patients, identify COT patients, review their charts for care gaps, and prepare for visits
	
	
	
	
	
	

	Caring for complex patients
	mo. 1-2
	mo. 3-5
	mo. 6-8
	mo. 9-11
	mo. 12-14
	mo. 15

	Locate existing resources for complex patients
	 
	 
	 
	 
	 
	 

	Select tools and how to use them for identifying complex patients, such as and those at high risk (e.g., PTSD)
	 
	 
	 
	 
	 
	 

	Identify and implement monitoring and support approaches for complex patients
	
	
	
	
	
	

	Designate ways to identify risk level for pre-visit planning
	 
	 
	 
	 
	 
	 

	Ensure clear referral pathways for complex patient resources and a system for closing the loop on referrals
	 
	 
	 
	 
	 
	 

	Implement and iterate workflows to risk-stratify patients
	 
	 
	 
	 
	 
	 

	Measuring success
	mo. 1-2
	mo. 3-5
	mo. 6-8
	mo. 9-11
	mo. 12-14
	mo. 15

	Assess current status of Six Building Blocks
	
	
	
	
	
	

	Over 2 weeks, track a simple performance measure (e.g., # early refill calls each day)
	
	
	
	
	
	

	Create plans to achieve goals
	
	
	
	
	
	

	Develop consensus on measures of success and define how they will be measured
	 
	 
	 
	 
	 
	 

	Produce provider-specific reports on COT performance measures and discuss during medical staff meetings
	 
	 
	 
	 
	 
	 

	Regularly review measures of success data at the clinician and clinic level
	
	
	
	
	
	

	Identify additional opportunities for improvement and implement small cycle tests of change
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