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Background 

https://www.drugabuse.gov/related-topics/trends-statistics/overdose-death-rates 



VA policies surrounding naloxone 

Prior to 2014, VA did not have a distribution program 

Naloxone was only available as an injectable solution 

Naloxone kits and autoinjector was added to the VA formulary in 2014; 

intranasal was added in 2016 

The VA Opioid Education and Naloxone Distribution (OEND) was 

implemented nationwide in 2014 

 

VA National Academic Detailing Service is the main instrument to 

carry out the OENDõs goals 



Academic detailing was associated with an increase in 
naloxone prescribing 



Although academic detailing appears to improve 

naloxone distribution, it was unclear whether this was 

driven by improvements in providers knowledge, 

attitude, or perceived barriers 

 

Explore elements of academic detailing associated with 

naloxone prescribing  

ÅEvaluate providersô perceptions about naloxone and 

academic detailing 

Å Identify facilitators and barriers to successful adoption of 

naloxone prescribing guidelines from the perspectives of the 

providers 

Objectives 



Prospective, mixed methods design using a survey 

and semi-structured interviews  

 

Part I: Cross-sectional Survey 
ïCapture perception about naloxone and academic detailing 

ï Identify constructs associated with self-stated changes in 

naloxone prescribing 

 

Part II: Semi-structured interviews 
ï Identify facilitators and barriers to adopting academic 

detailing key messages regarding naloxone and 

prescribing changes 

Study Design 



Conceptual framework 
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Building our service in Ontario 

500 
Family physicians  

visited in 8 months 



Service overview 

Visit topics 

Visits 1-3 ï Supporting physicians care for 
their patients living with CNCP: 

Å currently on opioid therapy 

Å considering opioid therapy 

Å and problematic opioid use 

Visit 1 Visit 2 Visit 3 Visit 4 + 

Mar ï Jul 2018 Aug ï Dec 2018 Jan ï Apr 2019 May 2019 + 

Visit 4+ To be informed by 
primary care provider 
priorities 

15 



Local innovations and adaptations 

Reflecting compassion for the current opioid context 



Local innovations and adaptations 

Helping physicians lead successful patient discussions 

thewellhealth.ca/academicdetailing

SMART Goals for Pain Management

1

What  are SMART goals?3

How do I know whatôs realist ic?

Why set  goals?

S Specific
Clear, short  and to the point , so 

youôll know what  youôre aiming for.
Examples of SMART goals:

EXAMPLES of Unrealistic or Poorly 

Defin

e

d Goal s:

M Measurable
Able to be easily measured, so 

youôll know when you get  there.

ñI want  to reduce my pain from 8/10 to 7/10 so I 

can vaccum my living room within 4 weeks after 

start ing t reatment .ò 

ñI want  to do some gardening for 15 minutes a day 

within 4 weeks after start ing t reatment .ò 

ñI want  to be able to walk my dog around the block 

each day within 4 weeks after start ing t reatment .ò

ñI want  to completely get  rid of my pain.ò 

(unrealist ic) 

ñI want  to have less pain.ò  

(poorly defin

e

d)  

 

ñI want  to funct ion better.ò  

(poorly defin

e

d)

A Action oriented
Based on act ions you can take 

that  are within your direct  control.

R Realistic

Small steps that  are within your 

reach. Choose something youôre 

90% confide nt  y ou can do.

T Time-based Tied to a deadline.

Things you can measure 

if a treatment works
Whatôs realistic? What may not be realistic?

Pain 

(often measured to know 

on a scale of 0 to 10)

Up to a 30% reduct ion in pain (for example, if your pain is 

7/10, it  could go down to a 5/10).4

Zero pain 

(for example, if your pain is 7/10, itôs unlikely to go down 

to 0/10). 

Function

(ability to do daily 
act ivit ies)

Small, gradual improvements in funct ion and your ability to 

cope.

Focus on what  you can do now that  you couldnôt do a few 

months ago (rather than comparing to what  you could do 

before the pain started).

Being able to do everything you did before the pain 

started.

Expect ing all pain to be gone before you can work on your 

goals for improving your ability to do daily act ivit ies.

Side effects Side effects that  donôt interfere too much with your life. Zero side effects.

Myth Fact

All my pain must  be gone before I can start  doing physical 

act ivity or working on my SMART goals.

Pain may never be gone, but  you can st ill learn to be physically act ive safely, 

and to make slow and steady progress towards your SMART goals.

Pain causes long- term harm to my body. While pain can be the bodyôs way to tell us something is wrong, itôs different  

wit h chronic pain. Pain should not  stop you from working on your SMART goals.

The main focus of my t reatment  is to relieve pain. Focus more on your ability to funct ion than on your pain. Aim for small, gradual 

improvements in your ability to funct ion.

My t reatment  should get  my pain to zero. Treatment  is not  likely to get  you to zero pain. Thatôs why itôs so important  to 

learn coping st rategies.

I can expect  to make the same amount  of progress each day. Youôll have good days and bad days, but  itôs the overall progress over t ime t hat  

mat ters.

You and your doctor 

will be ñon the same 

pageò about  what  you 

hope to gain from the 

t reatment .

Youôll have a bet ter idea 

of whatôs realist ic and 

when to expect  changes 

to happen.

Youôll make faster 

progress in improving 

your quality of life.1,2

You and your doctor will 

be able to see if your 

t reatment  is working 

and when it  might  

be t ime to switch to 

another t reatment .

Pain myt hs and fact s:1

[1] Mirgain SA, Singles J. Goal set t ing for pain rehabilitat ion clinical tool. Whole Health Library: University of Wisconsin Madison School of Medicine and Public Healt h. 2016. 

[2] Henry SG, Bell RA, Fenton JJ, Kravitz RL. Goals of chronic pain management : Do pat ients and primary care physicians agree and does it  mat ter? Clin J Pain 2017;33(11): 955-961. 

[3] Department  of Veterans Affairs, Department  of Defense. Clinical pract ice guideline for opioid therapy for chronic pain. 2017;3.  

[4] Scot t ish Intercollegiate Guideline Network (SIGN). Sign guideline 136: Management  of chronic pain. 2013. 
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Local innovations and adaptations 

Connecting physicians with local patient supports 



Local innovations and adaptations 

Connecting physicians with local provider supports 

Mentoring Audit & 

Feedback 

EMR 

Support 

Online 

CME 

Case Base 
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Local innovations and adaptations 

Imbedded care team detailers 

ÅLessons learned 

ÅLeveraging existing physician-
pharmacist relationships makes it 
easier to get in the door 

ÅProvide financial means to increase 
capacity/scope of participating 
pharmacists 

ÅProvide connection to an experienced 
embedded detailer for additional 
support 

ÅDetailing increases referrals for clinical 
pharmacy services 

 



Successes so far 

[VALUE]% [VALUE]% 1.6% 

22.2% 

[VALUE]% 

1 (Not at

all

satisfied)
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Successes so far 

Perception of academic detailers (n=457) 

[VALUE]% 

[VALUE]% 

[VALUE]% 

5.2% 

0.2% 

[VALUE]% 

39.7% 

19.0% 

16.1% 

54.5% 

80.2% 

83.1% 

0 20 40 60 80 100

Enabled me to make changes to my clinical

                                                                    practice

Provided information relevant to my practice

Was credible

1 (strongly disagree) 2 3 (neutral) 4 5 (strongly agree)



Successes so far 

Behaviour change 
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Successes so far 

Behaviour change 
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Successes so far 

Behaviour change 
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Future plans 

Continuing to build off of participant feedback 

I hope this will be available for nurse practitioners.  

This was an excellent opportunity to engage, ask questions and learn. 

Case presentations might be useful 

I think a small group of same professionals would be equally effective  

and better use of time.  

It would be great if we could discuss a specific case anonymously 

Excellent, looking forward to the next one 

What a great service. I am so impressed. Thank you. 

Excellent! I hope this program continues and expands. 

Would also appreciate the opportunity for a group learning experience  

with the doctors in our family health organization. 

It is a shame not to target NPs 



Thank you 
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Improving Pneumococcal 
Immunization Rates 
through Academic 

Detailing  
Kimberly McKeirnan, PharmD, BCACP  

Clinical Assistant Professor  

Washington State University College of Pharmacy and Pharmaceutical Sciences  

 

Karen Colorafi, PhD, MBA, RN  

Assistant Professor  

Washington State University College of Nursing  
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Need for change  

ÅPPSV23 immunization rates were  
6.9% and 2.2%, respectively (8/13 - 7/14).  

 
ÅPCV13 rates were 0.4% and 4.7%, respectively  
(8/14 - 7/15)  

 

ÅHerd immunity requires 93% of the population to be vaccinated  

 

ÅWA generally has strong immunization rates but rural counties face 
challenges  

 
ÅPneumococcal Polysaccharide Vaccine (PPSV23)  

ÅPneumococcal Conjugate Vaccine (PCV13)  



Barriers to completing the pneumococcal 
vaccination series  

Barrier 

Lack of awareness of disease among vaccine candidates 

Lack of awareness of disease among healthcare providers 

Failure of providers to assume responsibility for vaccination 

Competing priorities during office visit 

Lack of documentation of previous vaccinations 

Lack of coordination of adult immunization activities 

Lack of patient knowledge 

Lack of provider recommendations for immunization 

Financial impediments to vaccinations 

Lack of access to, and utilization of, health care services by adults 

Lack of utilization of reminder or assessment systems 

Racial/ethnic disparities 

Health literacy 

Concern about adverse events  



Preparation  

ÅGrant proposal submission and approval  

ÅRecruitment of our interprofessional team  

ÅAttend NaRCAD training  

ÅRecruitment of medical clinic sites  

ÅRegional needs assessment*  

ÅDevelopment of interprofessional academic detailing material  

 

 



Interventions  

ÅPhysician champion interviews  

ÅEHR workflow assessment  

ÅDeveloped and presented tailored academic detailing material  
ÅIn- services at all - staff meetings  

ÅSlide decks about pneumococcal vaccinations targeted to specific audiences  

ÅExam room poster  

ÅNurse station handouts  

ÅOn- going data collection  

ÅPresentation of workflow results to leadership  



Work plan table  

Visit Number Month/Year Audience Purpose AD Team 

Detailing Visit 

1 (Clinic 1 and 

2) 

June 2016 Physician leaders at 

two separate medical 

clinics  

Enrollment in project, determine what kinds of AD 

material would be helpful 

McKeirnan, 

Panther, Colorafi 

Workflow 

Assessment 

(Clinic 1 and 2) 

July and August 2016 Shadowed clinicians 

(doctors, nurses, PAs, 

NPs) 

Shadowed clinicians in two clinics to document 

immunization practices 

Colorafi 

Detailing Visit 

2 

(Clinic 1 and 2) 

September (Clinic 1), 

November (Clinic 2) 

2016 

Medical clinic all-staff 

meetings 

30-minute academic detailing presentation about 

pneumococcal immunization use 

Interns, McKeirnan, 

Panther 

Detailing Visit 

3 

(Clinic 1 and 2) 

June 2017 Physicians and nurse 

managers 

Follow up to see how implementation is working; ask 

what other resources would be helpful 

McKeirnan, 

Panther, Colorafi 

Detailing Visit 

4 

(Clinic 1 only) 

July 2017 Physician leader Discussed best practices for using EHR to identify 

needed immunizations at the request of physician 

leader 

McKeirnan, 

Panther, Colorafi 

Detailing Visit 

4 (Clinic 2 only) 

July 2017 Physician leader and 

nurse manager 

Discussed best practices for using EHR to identify 

needed immunizations at the request of physician 

leader 

McKeirnan, Colorafi 

Detailing Visit 

4.2 

September 2017 Clinic medical 

assistants 

Provided 30-minute academic detailing presentation 

to clinic medical assistants at the request of physician 

leader 

McKeirnan, Panther 



Preliminary Results (Site 1)  

 Site 1 Pneumovax PCV 

Year 1 (2013-2014)  121/1639=7.4% 

(baseline) 

 not available 

Year 2 (2014-2015) 151/1559=9.7% 7/1677=0.4% (baseline) 

Year 3 (2015-2016) 60/1448=4.1% 243/1712=14.2% 

Year 4 (2016-2017) 161/1379=11.7% 399/1447=27.6% 

Year 5 (2017-2018) 242/1335=18.1% 243/1172=20.7% 

Immunization Rate Calculation Results 
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General impressions  

ÅIn- services were well received  

ÅSite 2 asked us for a repeat presentation for all nursing staff  

ÅRe- print needed for exam room posters  

ÅòI have really enjoyed having those posters.  It adds a bit of 
credibility to when I tell my patients about pneumococcal 
vaccination.   What I have found is that if I advocate for imms , most 
of my patients just do them --  they say something like "do you 
think I should?"; I respond with "yep" and that is almost always the 
end of the conversation. Even with kids.   I found this really 
works.   Odd, huh?   Who would guess that is all it takes?ó 

 

 



Limitations  

ÅPreviously vaccinated patients (prior to year 1) in denominator  
Å% vaccinated could be artificially low  

 

ÅDoes not account for vaccinations given outside the clinic  

 

ÅObservation does not equal correlation  
ÅHawthorne effect (observation improves results)  

ÅNot all physicians attended in - services  

ÅWorkflow vs. training vs. exam room poster ð which intervention was 
impactful?  

 



Successes and Challenges  

Successes: 
ÅInterprofessional team  

ÅRelationships and projects  

ÅCo- precepting and teaching students  

ÅExam room poster  

ÅPhysician champions  

ÅOpportunity for student involvement  

ÅRoad trips  

Challenges:  
ÅSite recruitment  

ÅData availability  

ÅHubris  

ÅDifficult personnel  

ÅRoad trips  
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Washington State University College of Nursing 
 
John McCarthy, MD 
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Professor 
University of Washington School of Medicine 
 
Kimberly McKeirnan, PharmD, BCACP 
Director, Center for Pharmacy Practice Research 
Clinical Assistant Professor  
Washington State University College of Pharmacy 
 
Shannon Panther, PharmD, BCACP 
Pharmacist 
Kaiser Permanente 
 
Darryl Potyk, MD 
Chief of Medical Education  
Professor 
University of Washington School of Medicine 

 

Dillon Gasper, MD Candidate 2019 
University of Washington School of Medicine-Gonzaga 
 
William Knott , PharmD Candidate 2018 
Washington State University College of Pharmacy 
 
Shauna Leggett, PharmD Candidate 2018 
Washington State University College of Pharmacy 
 
Jessica Martin, MD Candidate 2019 
University of Washington School of Medicine-Gonzaga 
 
Sarah Temple, BS in Nursing Candidate 2017 
Washington State University College of Nursing 
 
Zuan Sun, Health Analytics PhD Candidate 2019 
Washington State University College of Business 
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Scaling up academic detailing in primary care   

with limited resources and broad geographic reach 

 
Leah Tuzzio, MPH 

Research Associate 

Kaiser Permanente Washington Health Research Institute 

MacColl Center for Health Care Innovation 

Seattle, WA 
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Todayôs presentation 

ÅAHRQôs EvidenceNOW Healthy Hearts Northwest 

pragmatic trial 

 

ÅThe design process for the virtual educational 

outreach intervention 

 

ÅThe adaptations to traditional academic detailing to 

accommodate challenges 

 

ÅNext steps 
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The team 

The research and implementation team included 

health services researchers and practice facilitators in 

WA, OR and ID, and consultants. 

 
ÅKaiser Permanente WA Health Research Institute, 

MacColl Center for Health Care Innovation 

ÅUniversity of Washington, ITHS 

ÅOregon Health Sciences University, ORPRN 

ÅQualis Health 

ÅQuality improvement and clinical consultants 
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Healthy Hearts Northwest (H2N):  

an AHRQ EvidenceNOW Cooperative 

4-arm pragmatic trial evaluating the addition of educational 

outreach and shared learning to practice facilitation aimed to 

improve the adoption of cardiovascular quality measures. 
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Geographic spread across 3 states 

We randomized 209 small- to medium-sized primary care 

practices in rural and urban WA, ID, and OR  

 

 

 

 
 


