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BACKGROUND

• Americans, comprise 5% of world’s population, consume 

80% of world’s opioid supply

• 2016, 66.5 opioid prescriptions per 100 people written

• The probability of long-term opioid most sharply in the 

first days of therapy

• Four in five new heroin users started out misusing 

prescription painkillers

• Heroin and synthetic opioids  overdose accounted for 

more than 35,000 deaths in 2016

• From 2002-2015, benzodiazepine deaths involving opioids 

increased two fold more than those not involving opioids



In 2015, opioid related overdoses 

accounted for 33,067 deaths in the 

US. Half involved a prescription opioid. 
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AIM STATEMENT

• Reduce the number of prescriptions for narcotics for non-cancer; non-postoperative 

patients in the Primary Care Clinics who are not suitable candidates for long-term opioid 

prescriptions by 25% by June 30, 2018.

• DIRE Score:  70% of patients evaluated for narcotics in Primary Care Clinics for non-

cancer; non-postoperative pain will have a DIRE score completed as part of their 

evaluation.
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Patient presents with 

non-cancerous, non-

postoperative pain

Initial pain assessment:

History and Physical

Key questions

Appropriate diagnosis

Medication history; including past, and 

current opioid use

Query the Texas prescription 

monitoring program

Category 1 Diagnosis: Benign 

chronic condition with minimal 

objective findings or no definite 

medical diagnosis. (examples: 

fibromyalgia, migraines, non-specific 

back/neck pain, myofascial pain 

syndrome)

Category 3 Diagnosis: Advanced 

condition concordant with severe 

pain with objective findings. 

(examples: severe ischemic vascular 

disease, advanced neuropathy, severe 

spinal stenosis)

Category 2 Diagnosis: Slowly 

progressive condition concordant 

with moderate pain, or fixed 

condition with moderate objective 

findings. (examples: failed back 

syndrome, back pain with moderate 

degenerative changes, neuropathic 

pain)

Opioid prescriptions very rarely 

indicated for these conditions 

alone.  Consider alterative 

pharmacologic and non-pharmacologic 

therapies before starting opioids.  See 

treatment

Is non-opioid 

therapy most 

appropriate?

Treat with other analgesics, or 

NSAIDs, physical, psychological, 

interventional, or other appropriate 

non-opioid therapy.

Reassure and patient education

Refer to specialist

Yes

Complete opioid risk assessment:

DIRE score

Texas prescription monitoring 

program

Urine drug screen

No

High risk for 

opioid abuse 

(UDS, 

Texas PMP)?

Potential benefit 

of opioid 

outweigh risk

No

Yes

No

Complete opioid contract

Initial opioid 

prescription

Yes



Patient request

Preconceived notion of opioid 

effectiveness

Prior experiences with opioids

Roadblocks to alternative therapy

Patient satisfaction

Unfamiliarity with and/or use of opioid

assessment/ monitoring tools

Provider

Lack of definitive therapy

Lack of knowledge of alternative 

therapy

Management

Patient

Urine drug screens

Required office visit for prescription

Financial

Initial Opioid 

Prescription



AIM Primary Drivers Intervention

Reduce the 

number of 

narcotics being 

prescribed to 

non-cancer, non-

postoperative 

patients in 

Primary Care 

Clinics

Confusion related 

to use of opioid

guidelines

Concern with 

impedance of 

workflow

Lack of 

understanding 

about individual  

prescribing behavior

•Presentations made to medical directors of all 

primary care clinics (TR, SP;  10/25/17) RS = 1

•PowerPoint presentation of the DIRE score 

sent to all primary care clinics  (TR, RG; 

10/26/17) RS = 1

•Individual training at morning huddles (RG, FC; 

10/31/17) RS = 1

•DIRE SCORE implemented into EPIC (FC, RG, 

SP, TR, MS; 11/1/17) RS = 3

•DIRE Score BPA whenever narcotic is 

prescribed (FC, RG, TR, MS;  12/1/17) RS = 5

•Weekly/Bi-weekly emails updating providers on 

compliance to DIRE score (FC, RG, TR, MS;  

11/8/17) RS = 1

•Individual provider reports available in EPIC 

(FC, RG, TR, MS;  11/8/17)  RS = 3

Secondary Drivers

•No institutional consensus on which 

opioid risk assessment to use

•Lack of understanding of which opioid

assessment tool has the best evidence

•Lack of training on how to use the 

opioid assessment tool to decide 

whether or not to prescribe narcotics

•Unsure which opioid assessment tool to 

use in one’s practice

•Which opioid assessment tool has the 

best evidence

•How to use the opioid assessment tool 

to decide whether or not to prescribe 

narcotics

•Unawareness of how many opioids one 

is prescribing compared to colleagues in a 

similar practice



INTERVENTIONS

• EMR interventions

• DIRE score located in the EMR under PCC Screening (11/1/17  - 1/15/18)

• Starting 1/16/18, DIRE score will be a BPA that alerts the physician when prescribing a narcotic if no DIRE score 

has been completed in the last year

• Training/Education

• Presentation made to the medical directors of the primary care clinics

• Powerpoint presentation on DIRE score sent to primary care clinics for continued use

• Education provided at morning huddles at individuals clinics

• Performance Reports

• Providers have access to a report indicating the number of narcotics they have prescribed and the number of 

DIRE scores completed
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RETURN ON INVESTMENT

• Delivery System Reform Incentive Payment (DSRIP)

• Established in 2011

• Incentive payments to hospitals and other providers that increase quality and cost-

effectiveness

• DSRIP Bundle for UT Medicine, 52 points = $9 million dollars

• “All or nothing”

• Achieving our AIM (H3-288: Pain Assessment and Follow-up measure) = $346,153.00 to UT 

Medicine



WHAT’S NEXT?

• Turn on DIRE score BPA (1/16/18) 

• Further Expansion of “UT Health’s Response to the Opioid Crisis” in the future

• Implementation of further monitoring processes:

• Urine Drug Screens

• Texas PMP references

• Decreasing the number of patients taking narcotics and benzodiazepines at the same time

• Decreasing the morphine milliequivalents being prescribed, especially for patients on high dose 

narcotics


