Clinical Decision Support to Increase Naloxone Co-Prescribing from the Inpatient Setting
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Background Results Conclusions

€D Opioid Overdose Risk: A naloxone prescription is recommended. (BPA# 13298)

» Co-prescribing naloxone alongside opioid
prescriptions reduces fatal opioid overdose
risk in patients discharged from inpatient
care, yet its adoption remains limited.

* We found that an interruptive CDS design,
triggered by routinely collected data
available in the EHR, was associated with
significant increases in naloxone co-

A naloxone prescription is recommended.

This patient is at risk for unintentional opioid overdose. Risk factors may include daily morphine equivalents, opioid use
disorder, or history of opioid overdose.

I Figure 1: Interruptive clinical decision support alert (© 2024

Epic Systems Corporation), which triggers based on CDC
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alert fatigue from interruptive alerts remains
a significant challenge in their effective
implementation.
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* To address the need for expanded naloxone
co-prescribing from the inpatient setting, we
designed and implemented an interruptive,
EHR-integrated, provider-facing CDS to
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demonstrates that patients fill the
prescriptions at sufficient rates to justify a
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and Prevention high-risk criteria for opioid
prescribing.

Interventions: A multidisciplinary team
designed an interruptive CDS best practice
alert to identify high risk opioid prescriptions.
The CDS offered prescribers a one-click

Secondary outcomes include patient Reach,

Table 1: Characteristics of inpatient discharges before/after CDS implementation and with CDS exposure
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Implementation science frameworks, like
RE-AIM, in the implementation and
evaluation of complex health interventions.

» Widely accepted, low risk interventions can
be particularly well-suited for CDS
strategies with focused, interruptive
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clinician Adoption, and fidelity to
Implementation. Bayesian structural time-
series models were used to evaluate
differences in outcomes.
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Figure 2: Causallmpact time series analyses of naloxone prescriptions before and after the

implementation of intervention. The vertical dotted gray line represents clinical decision support

go-live date. The horizontal dotted blue lines represent counterfactual estimates, and the
surrounding light blue shading represents the 95% confidence interval of the counterfactuals.
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Figure 3: Time series plot of naloxone prescription fills per week (blue line). The
vertical dotted red line represents CDS go-live date. Mann-Kendall test curve is
shown in the solid red. The Mann-Kendall trend test result are as follows: tau =

0.803, p-value < 0.001.
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