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ABSTRACT
Background and Objective: Although the opioid epidemic continues to affect
millions of Americans, many family physicians feel underprepared to perform
chronic pain management (CPM) and treat opioid use disorder (OUD). To address
this gap, we created organizational policy changes and implemented a didactic
curriculum to help improve patient care, including medication-assisted treatment
(MAT) into our residency. We investigated whether the educational program
improved the comfort and ability of family physicians to prescribe opioids and
utilize MAT.

Method: Clinic policies and protocols were updated to align with the 2016 Centers
for Disease Control and Prevention Guidelines for Prescribing Opioids. A didactic
curriculum was created to improve resident and faculty comfort with CPM and
introduceMAT. An online surveywas completed pre- and postintervention between
December 2019 and February 2020, utilizing paired sample t test and percentage
effective (z test) to assess for change in provider comfort with opioid prescribing.
Assessments were made using clinical metrics to monitor compliance with the new
policy.

Results: Following the interventions, providers reported improved comfort with
CPM (P=.001) and perception of MAT (P<.0001). Within the clinical setting there
was significant improvement in the number of CPM patients who had a pain
management agreement on file (P<.001) and completed a urine drug screen within
the past year (P<.001).

Conclusion: Provider comfort with CPM and OUD increased over the course of the
intervention. We were also able to introduce MAT, adding a tool to the toolbox to
help our residents and graduates treat OUD.

INTRODUCTION
The opioid epidemic is a well known and complicated issue
gripping the United States. 1,2 In 2015, 11.5 million Ameri-
cans misused opioid pain medications,2 and in 2018, 67,000
Americans died from opioid overdoses. 3 Of those who have
misused opioids, 1.9 million have been diagnosed with opioid
use disorder (OUD).2 Medication-assisted treatment (MAT),
has been approved for the treatment of OUD; however, as of
2015 only 15,000 of the 435,000 primary care physicians in the
United States participate in MAT.4

Primary care providers (PCPs) write 45% of all opioid
prescriptions in the United States,5 however many physicians
note that their training in residencywas inadequate to properly
provide chronic pain management (CPM) to patients on long-
term opioids.6 In addition, preparation in residency is one of
the biggest factors in determining whether a physician will
prescribe MAT in practice.7 Despite the need for early training

to improve the number of physicians prescribing MAT, most
residencies do not offer the training as part of their pro-
gram, citing lack of faculty prescribers, competing priorities,
and lack of ancillary support (counseling/social work).8,9 In
recent years, residencies have started implementing changes
to address these concerns, however more work is needed to
overcome the care deficits in this area.9,10

The University of Kansas School of Medicine-Wichita
(KUSM-W) Family Medicine Residency Program at Ascension
Via Christi (VCFM) sought to implement policy and curriculum
changes to help address deficiencies in our care of patientswith
chronic pain on opioids as well as OUD. The primary objective
was to evaluate a skill-based, CPM educational program on the
comfort and ability of family physicians to prescribe opioids
and utilize MAT.
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METHODS
Our study involved the voluntary participation of 18 faculty
family physicians and 46 family medicine residents asso-
ciated with VCFM. In the fall of 2019, a multidisciplinary
CPM committee consisting of attendings, residents, clinical
pharmacists, social workers, and behavioral health special-
ists reviewed and modified the residency’s CPM protocols to
ensure they aligned with the Centers for Disease Control and
Prevention’s (CDC’s) 2016 Guidelines for Prescribing Opioids for
Chronic Pain. 11 A series of five lectures on CPM and OUD by
an addiction specialist and members of the CPM committee
were held during the residency’s didactic sessions between
December 19, 2019 and February 25, 2020, including the in-
class portion of a hybrid MAT training and education on the
new protocols and standardized documentation. The KUSM-
W Institutional Review Board approved the study protocol for
quality improvement.

Participants completed two online assessment surveys at
baseline and after completion of the lecture series utilizing
a 5-point Likert Scale to evaluate comfort (1=very uncom-
fortable; 5=very comfortable) and knowledge (1=strongly dis-
agree; 5=strongly agree) on OUD and MAT. The measures
were developed using a multistage process, including expert
review and cognitive interviews. In addition, a report through
the electronic health record (EHR) was created identifying
300 clinic patients who had received an opioid prescription
from the clinic in the past year. The list was reviewed and
patients not receiving CPMwere excluded, leaving 129 patients
(Figure 1). We used a HIPAA-compliant G-Suite drive to create
standardized spreadsheets for each chronic pain patient to
monitor adherence and follow-up. Following intervention, the
EHR report was regenerated, and patients were matched based
on medical record number (MRN). After excluding patients
who no longer received care at the clinic or no longer received
opiates, 115 patients remained for final analysis.

We used standard descriptive statistics, paired sample t
test, and percentage effective (z test), to estimate the effect of
the CPM program on the outcome variables. All analyses were
2-sided with an α of 0.05.

RESULTS
Participant Characteristics

All 64 participants completed the baseline survey and 59
(92.2%) provided data in the postintervention survey. Table 1
presents the demographic profile of participants at baseline.

Comfort

As Table 2 shows, the participants’ comfort scores of each
scale item on postdidactic surveys significantly increased from
baseline. In addition, the participants reported an overall
significant improvement in their ability to comfortably assess
and manage patients using controlled substances for chronic
noncancerpainpostdidactic,meandifference (MD,2.5;95%CI,
1.11-3.87; t[52]=3.61, P<.001).

Participants noted improved understanding of both the
basic principles and indications for MAT (Table 3). The par-
ticipants reported overall significant improvement in their
perception of using MAT to treat OUD after the program (MD,
2.5; 95% CI, 10.89-2.83; t[43]=3.88, P<.001).

Clinical Measures
Physicians reported significant improvement in compliance
regarding completing a medication agreement between the
patient and provider (z=10.01, P<.001) and obtaining urine drug
screens (z=3.73, P<.001, two tailed) after the didactic programs
(Table 4).

DISCUSSION
The results of our interventions indicated that standardizing
training and protocols within a residency clinic can improve
compliancewith the CDC guidelines aswell as provider comfort
in CPM and OUD. Providers reported increased comfort follow-
ing the intervention period, and there was significant increase
in compliance with our clinic policy based on the measures
utilized in the study.

A strength of the study was the robust response within the
residency, with over 60 providers, both residents and faculty
participating. Also, we were able to evaluate both subjective
data through the survey and objective data by reviewing patient
compliancewith thenewclinic policies. Aweaknessof the study
is there was no control group to compare the intervention to
the general changes in knowledge and comfort that come with
standard residency education. While the significant improve-
ment in objective measures would indicate a system change,
the subjective measures only evaluated comfort. Therefore, it
is difficult to determine if individual prescriber habits were
changed and limits the generalizability of the results.

In conclusion, as OUD becomes more recognized, it is
imperative that family medicine residents acquire tools to
treat this disorder. Our interventions have improved clinician
comfort, compliance, and education to help combat the opioid
epidemic in the United States.

Next Steps
The residency began screening forOUD inFebruary 2020.How-
ever, the COVID-19 pandemic interrupted many services and
project implementations, including the MAT clinic. Accord-
ingly, the number of patients receivingMAT from the residency
providers has been minimal to date. The residency is working
to identify patients with OUD in our own clinic as well as
partnering with local addiction programs to identify patients
onMAT without a PCP.

Presentations
The findings from this study were presented in July 2019 at
the American Academy of Family Physicians: Family Medicine
Leads Emerging Leaders Institute.
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FIGURE 1. Patient Identification for Evaluating Chronic PainManagement Clinical Measures

TABLE 1. Participants’ Characteristics at Baseline (N=64)

Characteristics All Participants, n (%)

Biological Sex at Birth

Male 28 (43.8)

Female 36 (56.3)

Career Status

Faculty physicians 18 (28.1)

Resident physicians 46 (71.9)

First-year residents 16 (34.8)

Second-year residents 16 (34.8)

Third-year residents 14 (30.4)

Traxler et al. https://doi.org/10.22454/FamMed.2023.499454 397

https://doi.org/10.22454/FamMed.2023.499454


Family Medicine, Volume 55, Issue 6 (2023): 394–399

TABLE 2. Comparison of Participants’ Comfort in Assessing andManaging Patients Using Controlled Substances for Chronic Noncancer Pain

Questionsb Time Point a Mean Difference (95% CI) t P Value

Baseline (N=64) Postdidactic (N=59)

1. How comfortable are you seeing
patients who use controlled
substances for nonmalignant
pains?

3.1 (1.0) 3.6 (0.9) 0.5 (0.13 to 0.89) 2.68 .010

2. How comfortable are you
prescribing a long-acting narcotic
medication for chronic use?

2.6 (1.2) 3.1 (1.0) 0.5 (0.04 to 0.92) 2.18 .034

3. How comfortable are you
recommending taper of opioids to
chronic pain patients?

3.3 (1.2) 3.8 (1.0) 0.5 (0.05 to 0.89) 2.25 .029

4. How comfortable are you
offering alternative medication
and therapy for chronic pain
patients?

3.8 (1.0) 4.3 (0.6) 0.4 (0.07 to 0.71) 2.47 .017

5. How comfortable do you feel
screening patients for opioid use
disorder?

2.9 (0.9) 3.5 (1.0) 0.6 (0.22 to 1.00) 3.12 .003

Overall level of comfort (5-25) 15.5 (3.7) 18.0 (3.3) 2.5 (1.11 to 3.87) 3.61 .001

a Values shown are mean score (SD).
b Scores range from 1 to 5. Lower scores (closer to 1) indicate less agreement and higher scores (closer to 5) indicate more agreement with the question.

TABLE 3. Comparison of Participants’ Perception of Medication-Assisted Treatment

Statements b Time Point a Mean Difference (95% CI) t P Value

Baseline (N=64) Postdidactic (N=59)

I have a basic understanding of
the principles for MAT therapy

3.2 (1.2) 4.0 (0.8) 0.8 (0.26 to 1.21) 3.29 .002

I have a basic understanding of
the indications for MAT therapy

3.0 (1.2) 4.0 (0.9) 1.0 (0.53 to 1.4) 4.36 <.0001

I am concerned that prescribing
MAT will negatively affect our
clinic (reversed scored ).

2.1 (1.1) 2.2 (1.0) 0.02 (-0.37 to 0.42) 0.12 .908

Our clinic would benefit from the
opportunity to prescribe MAT

3.9 (1.0) 4.0 (0.9) 0.1 (-0.22 to 0.45) 0.68 .499

Overall perception of MAT
(4-20)

12.3 (2.7) 14.1 (1.8) 1.9 (0.89 to 2.83) 3.88 <.0001

Abbreviation: MAT, medication-assisted treatment.
b Scores range from 1 to 5. Lower scores (closer to 1) indicate less agreement and higher scores (closer to 5) indicate more agreement with the question.
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TABLE 4. Outcome Scores at Baseline and Postdidactic

Measure Time Point Percentage Effect (95% CI) Z Test P Value

Baseline
(2019)

Postdidactics
(2021)

Contract Obtained?

Yes 32 95

No 83 20

Total 115 115

Compliance 27.80% 82.60% 54.8% (44.1% to 65.5%) 10.01 <.001

UDS Obtained?

Yes 81 103

No 34 12

Total 115 115

Compliance 70.40% 89.60% 19.2% (9.1% to 29.2%) 3.73 <.001

Abbreviation: UDS, urine drug screens.
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