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A. What is being studied? (Answer 
below) 

Comments 
 

1. Study Objective To determine whether the introduction of 
ED opioid prescribing guidelines in Ohio 
was associated with a decline in the 
number of statewide ED provider opioid 
prescriptions 
 

2. Study Design 
 
 

Pre-post intervention time series analysis 
using a retrospective analysis of a state 
database of opioid prescriptions written by 
emergency physicians between Jan 1, 2010 
and Dec 31, 2014.   

3. Inclusion Criteria 
 
 

The study included all FILLED 
prescriptions within the state of Ohio 
written by providers (within the state of 
Ohio) with emergency medicine, pediatric 
emergency medicine, and sports medicine 
listed as their primary specialty.  These 
included all prescriptions for patients aged 
5-99 of hydrocodone, oxycodone, 
tramadol, codeine, and hydromorphone.  

4. Exclusion Criteria 
 
 

Excluded other forms of opiates – less than 
1% of all opiates prescribed. Prescriptions 
from providers with emergency medicine 
listed as second or third specialties were 
not included and neither were prescriptions 
from providers practicing in the ED with 
other specialties listed as their primary 
specialty.  Other exclusion criteria: 
buprenorphine non-integer pill quantity, 
fewer than 4 pills/greater than 99th 
percentile of pills, less than or equal to 0 



days or greater than 90 days’ worth of 
quantity. Also, Rx’s written before Jan 
2010.  

5. Interventions Compared 
 
 

Trends of opioid prescribing for two years 
before and after the intervention of the 
Ohio opioid prescribing guidelines were 
introduced in April 2012 

6. Outcomes Evaluated 
 
 
 

Statewide total opioid prescriptions per 
month by ED physicians, Number of opioid 
prescriptions for greater than three days 
duration, as well as change in prescription 
percentage of total population.  

B. Are the results of the study valid? 
Answer questions below 

  

 

1. Were patients randomized?  
 
 
 

No, they were placed into groups 
depending on the specialty prescribing the 
opiates – in this case those written from 
emergency providers and those written by 
orthopedists.  

2. Was randomization concealed (Blinded) 
 
 
  

N/A 

3. Were patients analyzed in the groups to 
which they were randomized?    

N/A 
 
 
 

4. Were patients in the treatment and 
control groups similar with respect to 
known prognostic factors? 
 
 
 

Unknown. There was no matched control 
group regarding characteristics of patients 
who did not get narcotic prescriptions.   
 
 

C. Did experimental and control groups 
retain a similar prognosis after the study 
started (answer the questions below)? 
 

 

1. Were patients aware of group allocation? 
 

N/A - retrospective 
 
 
 

2. Were clinicians aware of group 
allocation? 
 

N/A - retrospective 
 
 
 



3. Were outcome assessors aware of group 
allocation? 
 

Yes 

4. Was follow-up complete? No follow up was described. Assessment 
was based upon pre-guideline (Jan2010-
April 2012) and post-guideline (May 2012-
Dec 2014) periods 

D. What were the results?  
1. How large was the treatment effect? 
(difference between treatment and control 
group).  

Total opioid prescriptions decreased from 
682,788 in 2010 to 411,745 in 2014 (a 
39.7% decrease) 
 
During the pre-guideline period, total 
opioid 
prescriptions were decreasing at 0.31% per 
month (95% confidence interval [CI] –
0.49% to –0.15%) 
 
Guidelines were associated with a 
decline of 11.98% (95% CI –17.67% to –
6.29%) in the level of total monthly 
prescriptions 
 
Time interrupted analysis comparing 
orthopedics to EM demonstrated a -12.5% 
decrease in opioid prescriptions for the 
intervention group (emergency provider 
prescribed) compared with a -1.9% 
decrease in the control group (orthopedics 
prescribed) resulting in a net change of -
10.6%.  
 

2. How precise was the estimated treatment 
effect at a 95% confidence interval?  
 
 

-10.6% with 95%CI of -15.9% to -5.3% 
 
 
 

D. How can I apply the results to 
patient care 

 

IV. Were the study patients similar to my 
patients?   
 

Yes and No – We see ED patients – the 
patients studied in this paper – however 
there are notable differences.  
This study likely excludes many 
teaching/tertiary care centers – as residents 
were not included as emergency medicine 
specialists during the data gathering phase.  



Also – 61-63% of patients were insured – 
seems very high for what I’ve observed at 
SNGH – maybe on par with SVBGH? 
 
 

1. Were all clinically important outcomes 
considered?  
 

I think it would have been worthwhile to 
also analyze total ED visits over the same 
time period to inspect rates of 
prescriptions.  
No assessment of harms. Did opiate related 
visits for harms go down?  
No report on frequency of repeat ED 
prescriptions which was readily available.  
 

2. Are the likely treatment benefits worth 
the potential harms and costs?  
 
 

With opioid epidemic in its current state, 
prescription guidelines are likely to do 
more good than harm, and should help 
decrease risk of addiction/overdose.  
 
 
 

 
 
 
Limitations: 
Retrospective, using single state (Ohio). Only able to identify provider specialty in 73.7% 
opioid prescriptions.  
Including sports medicine as emergency medicine provider is questionable at best. 
Resident prescriptions not included, ED providers that are not primary EM specialists not 
included. 
Including orthopedics as a control group seems inappropriate. Should have used another 
state’s PMP info as guidance.   
Only report on filled Rx.’s, not written.  
Association does not equal causation. There may have been many factors that contributed 
to a decrease in the number of prescriptions written over the study period.  
 
Clinical Bottom Line: 
Although the study has significant limitations, it seems that the development of opioid 
prescription guidelines may be effective in raising awareness and decreasing prescription 
rates.  As always, it will be important to weigh harms and costs with each individual and 
their respective clinical circumstances.   
 
 


