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Abstract

Background: Clinical review of a Prescription Drug Monitoring Program (PDMP) is considered 

a valuable tool for opioid prescribing risk mitigation; however, PDMP utilization is often low, even 

in states with mandatory registration and use policies.
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Objective: To evaluate the impact of an Academic Detailing (AD) outreach intervention on 

PDMP use among primary care prescribers.

Methods: AD intervention was delivered to primary care based controlled substance prescribers 

(n=87) and their associated PDMP delegates (n=42) by a clinical pharmacist as one component of 

a large-scale, statewide initiative to improve opioid prescribing safety. Prescriber PDMP use 

behavior was assessed by prescriber self-report and analysis of objective 2016 – 2018 PDMP data 

regarding number of monthly report requests. We compared means between pre and post 

intervention using a paired t-test and plotted the monthly average reports over time to assess trend 

of mean reports over time. Generalized linear mixed model (GLMM) with a Negative Binomial 

distribution was used to assess the difference in the trend and magnitude of the combined count of 

reports for the entire sample and prescriber subsets that were segmented based on adoption status 

of PDMP.

Results: The monthly mean of reports by combined prescribers and delegates significantly 

increased following the AD intervention (mean 28.1 pre vs. 53.0 post; p<0.0001), with the 

increase in delegate reports (mean 17.1 pre vs. 60.0 post; p<0.0001) driving the overall increase. 

Reports were requested 40.4 times more often than in the pre-intervention period (p<0.0001). 

Patterns of pre to post changes in mean monthly report requests differed by baseline PDMP 

adoption status.

Conclusions: The AD intervention was transformative in terms of facilitating practice change to 

utilize delegates to run reports. Visits with both prescribers and delegates, including hands-on 

PDMP training and registration assistance, can be viewed as beneficial for practice facilitation.
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INTRODUCTION

Opioid abuse has been declared a public health emergency and continues to be a major 

driver of the decline in US life expectancy [1, 2]. Although illicit and synthetic opioids have 

increasingly become the major drivers of overdose rates, prescription opioid abuse is a 

persistent problem and has been identified as a risk factor for transition to illicit opioid 

dependence and unintentional overdose [3–5].

Clinical review of a Prescription Drug Monitoring Program (PDMP) is widely considered a 

best practice in pain management that can be used as a tool to identify and address patients 

with prescriptions from multiple prescribers, risky drug combinations, and high opioid doses 
[6, 7]. However, some prescriber groups have low utilization of the PDMP system, even in 

states with mandatory PDMP registration and use, with workflow concerns and the 

perception that use of PDMP is burdensome being frequent barriers to general acceptance 
[8–13]. To promote PDMP use, 37 states (including South Carolina) allow view-only access 

by unlicensed delegates – persons employed or supervised by a prescriber or pharmacist 

who granted them access to query the PDMP system on their behalf.
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Academic Detailing (AD) can play an important role in increasing the effective use of 

PDMPs, as well as the uptake of other monitoring strategies for safer opioid prescribing [14]. 

AD is direct educational outreach to clinicians from pharmacists, physicians, and other 

healthcare professionals trained in the social marketing of evidence-based recommendations 

and systematically educated on each clinical topic shared at individualized, interactive office 

visits, paired with engaging print materials to reinforce key messages [15–18]. This 

educational outreach approach to change or validate practice behavior predominantly seen in 

primary care is adaptable to multiple healthcare settings, including the Veterans 

Administration, hospitals, pharmacies, and nursing homes[19–23].

OBJECTIVE

To date, AD interventions have demonstrated significant impact across a range of provider 

behavior [19, 24–29]; however, little is known regarding the impacts of AD among 

professionals at various stages of adoption of targeted healthcare innovations/practice 

behavior [30–32]. The current project examines the impact of an AD intervention delivered as 

one component of a large-scale, statewide initiative to improve opioid prescribing safety on 

prescriber’s PDMP use behavior, as a function of pre-intervention adoption status (Early 

Adopters, Middle Adopters, Late Adopters), utilizing both prescriber self-report and analysis 

of objective data from South Carolina’s (SC) PDMP (SCRIPTS).

METHODS

Study Sample

AD was implemented from June 2017 through January 2018 in six SC counties by a clinical 

pharmacist academic detailer (detailer). The detailer received individualized preparation for 

the intervention based on The Drug and Therapeutics Information Service (DATIS) and 

National Resource Center for Academic Detailing (NaRCAD) training models in a “train the 

trainer” format [33, 34]. A list of 85 adult primary care prescribers in four primary counties 

were provided by the SC Department of Health and Environmental Control (DHEC). On-site 

cold calls to the individual practices resulted in 37 completed prescriber visits. Revisions 

and additions to the initial prescriber list included: deletion of prescribers no longer at the 

practices; addition of newcomers at the DHEC-identified practices (32 completed visits); 

add-ons from new practices identified by the detailer (8 completed visits), add-ons identified 

by the detailer due to proximity (8 completed visits), and requests from prescribers visited in 

one of the four primary counties (2 completed visits).

Intervention

AD visits integrated content from a pilot project in SC that utilized AD to improve use of the 

PDMP as one means to reduce prescription opioid abuse and overdose in the military and the 

Centers for Disease Control and Prevention (CDC) Prescription Drug Overdose Prevention 

for States initiative [14, 35, 36]. The resulting key messages highlighted the importance of: (1) 

sharing a patient provider agreement (PPA); (2) optimizing patient treatment (drug/non-

drug) using a multi-dimensional rating scale; and, (3) screening for appropriate opioid use 

and the continued need for opioid therapy, including hands-on training regarding PDMP 
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report requests. AD tools were shared to support the key messages and assist with 

documentation. The overall tenets that framed AD visits included: (1) individualizing 

discussion of key clinical messages; (2) sharing unbiased, concise, easy-to-use print 

materials to support interactive discussions, (3) identifying or developing additional provider 

and patient tools to offer prescribers to support key messages; and, (4) providing continuing 

medical education (CME) AMA PRA Category I Credit(s)™ to reinforce key messages.

Measures

Prescriber feedback on the perceived value of the intervention and intent to change practice 

behaviors was collected by the CME Assessment Form completed at the end of the AD visit. 

The CME assessment incorporated two measurable objectives based on two of the three key 

messages (use of PDMP and of a multi-dimensional rating scale to assess chronic pain 

patients) and one free text option to record other intended post-visit changes.

A de-identified extract of prescribing practice data for the participating prescribers was 

provided by Appriss Health (Louisville, Kentucky), the PDMP vendor for SC DHEC, to 

assess PDMP behavior change since the AD visit. For each prescriber, we requested data for 

8 calendar months prior to the month of the AD visit, for the month of the AD visit, and for 

6 calendar months after the AD visit month (15 calendar months per prescriber). Key 

variables in the dataset supplied for each of the 15 months included: (1) total monthly count 

of patient report requests generated by the prescriber who received an AD visit; (2) total 

monthly count of patient report requests generated by each of the detailed prescriber’s 

delegates (prescribers could authorize multiple clinic staff as delegates to access and run 

PDMP reports for their patients); (3) total monthly count of dispensed opioid prescriptions 

written by the detailed prescriber; and, (4) total monthly count of unique patients with one or 

more dispensed opioid prescriptions written by the detailed prescriber in the given month. 

Data use was approved by SC DHEC, and the Institutional Review Board at our institution 

deemed this “not human research.”

Statistical Analyses

Analyses were performed on data collected October 2016 – July 2018. Univariate 

descriptive statistics and frequency distributions were calculated to describe the sample 

population of primary care prescribers visited. We compared means between pre-and-post 

intervention using a paired t-test and plotted the monthly average reports over time to assess 

trend of mean reports over time. Generalized linear mixed model (GLMM) with a Negative 

Binomial distribution[37] (Supplementary Technical Details of the Model) was used to assess 

the difference in the trend and magnitude of the combined count of reports for the prescriber 

and all his/her delegates (“PCP + DEL”) between pre- and post-intervention periods for the 

entire sample and prescriber subsets that were segmented based on the average of the 

monthly mean of reports requested by the practice group in the 8 months prior to the AD 

intervention; i.e., adoption status of PDMP. The three prescriber subsets used to classify 

prescriber behavior prior to an AD visit were loosely based on the Diffusion of Innovation 

theory [30]: “Early” Adopters (practices requesting an average of 25 or more reports per 

month prior to the AD visit; n=26); “Middle” Adopters (practices requesting an average 

between 1 and less than 25 reports per month prior to the AD visit; n=24); and “Late” 
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Adopters (practices requesting an average of fewer than 1 report per month prior to the AD 

visit; n=33). The model was also used to assess the difference in reports requested pre to 

post intervention for PCP only (“PCP”). The potential correlation of monthly data due to 

clustering by prescriber was accounted for by using a random intercept [38]. We included 

time (month), intervention (pre- vs post-intervention period) and their interaction with the 

potentially confounding covariate of number of dispensed opioid prescriptions as fixed 

effects. The month of the AD visit was included in the post-intervention period. A separate 

GLMM was fitted for the count of reports run solely by delegates (“DEL”). Patient counts 

and the number of dispensed opioid counts were not included in the DEL model as 

attribution of patients or opioid prescriptions to DEL was not possible. Thus, for the DEL 

model, we used the count of reports as an outcome with no adjustment for number of 

patients or prescriptions. For both models, the rate ratio (RR) and its corresponding 95% 

confidence interval were estimated using maximum likelihood. In each model, we estimated 

the between prescriber variability using the variance of the random intercept [39]. Poisson 

and Negative Binomial distributions were compared using the Bayesian Information 

Criterion (BIC) (Supplementary Table 1) and we compared parametric models for trend over 

time (linear versus quadratic) using a likelihood ratio test.

RESULTS

A total of 129 AD visits took place, representing visits with 87 unique prescribers, as well as 

an additional 42 visits with prescriber-authorized PDMP delegates. The mean and median 

lengths of prescriber visits were 53 minutes and 51 minutes, respectively (minimum 10 and 

maximum 80 minutes). Delegate visit lengths were not recorded. Of note, 28 (67%) 

delegates and 24 (28%) prescribers registered to use SCRIPTS for the first time during the 

AD visit.

Seventy-seven of the 87 (89%) visited prescribers completed the CME assessment form 

immediately following the AD visit. Thirty-nine percent (n = 30) self-reported use of 

SCRIPTS and 8% (n = 6) reported use of a multi-dimensional rating scale prior to the AD 

intervention; behavioral intent to use SCRIPTS and use a multi-dimensional rating scale 

increased to 99% (n = 76) and 91% (n = 70), respectively. Forty-seven percent (n = 36) 

noted other intended practice behavior changes consistent with guideline recommendations.

Four of the 87 prescribers visited had no data returned from Appriss and were therefore 

excluded from the PDMP data analysis: two had no dispensed controlled substances, one 

had no dispensed opioids, and one had an apparent mismatch on identifier. Table 1 shows 

univariate descriptive results for the remaining 83 prescribers and their delegates included in 

the final analysis data set. The monthly mean of report requests by combined PCP + DEL 

significantly increased following the AD intervention (mean 28.1 pre vs. 53.0 post; 

p<0.0001), with the increase in DEL report requests (mean 17.1 pre vs. 60.0 post; p<0.0001) 

driving the overall increase. The mean change for PCP only was also significant (mean 21.5 

pre vs. 29.9 post; p=0.0345). There was no statistical difference pre to post in the monthly 

mean dispensed opioid prescriptions (p=0.4419) or counts of patients dispensed opioids 

(p=0.5315).
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Table 2 presents findings on the 83 prescribers segmented by PDMP adoption status. The 

pre-post average increase of monthly mean report requests for the PCP was significant only 

among Late Adopters (p=0.008). The average pre-post increase for DEL was significant 

among Early Adopters (p=0.006), Middle Adopters (p=0.046), and Late Adopters (p=0.028). 

Early, Middle, and Late Adopting prescribers utilized 34, 18, and 11 authorized delegates to 

request PDMP reports, respectively. The average increase in pre to post mean of monthly 

mean report requests for the PCP + DEL was significant among Early Adopters (p=0.013), 

Middle Adopters (p=0.008), and Late Adopters (p=0.003). Figure 1 shows pre-to-post 

changes were largely driven by increases in delegate-run reports.

Table 3 presents the rate ratio and 95% Confidence Interval (CI) estimates of the association 

between requesting PDMP reports and the AD intervention for PCP + DEL and PCP model. 

The model was estimated for the overall sample as well as three subsets created by adoption 

status, with the number of dispensed opioids as the potentially confounding variable after 

testing for interactions. Results returned with number of patients per prescriber who filled an 

opioid prescription written by the prescriber as the confounding variable were very similar 

(Supplementary Table 2). Although the rate of monthly increase in the post-intervention 

period was lower than in the pre-intervention period (RR of 0.72, 0.80, 0.66, 0.79 for PCP + 

DEL; 0.67, 0.77, 0.58, 0.76 for PCP), reports were requested more often in the post-

intervention period than in the pre-intervention period (RR of 40.35, 4.98, 29.41, 247.60 for 

PCP + DEL; 64.51, 6.05, 65.22, 279.82 for PCP) for overall, Early, Middle, and Late 

Adopters, respectively. All results were statistically significant. The DEL model estimates 

were not reported as the sample size for fitting the model in DEL-only subset analysis was 

very small.

The level of fluctuations in the pre- and post-intervention periods among the overall sample 

were estimated by the reduction in variance of the random intercept in the GLMM. A 52%, 

42%, and 88% reduction in monthly report request variation (heterogeneity) among 

prescribers from pre- to post-intervention period was seen in the PCP + DEL, PCP, and DEL 

groups, respectively (Supplementary Table 3).

DISCUSSION

To the authors’ knowledge, this study was one of the first to evaluate the effects of an AD 

intervention in primary care on PDMP registration and report request behavior. Consistent 

with prior AD research, the vast majority of participants found the AD visit valuable to their 

practice, the AD intervention had a noteworthy impact on practitioner’s behavioral intent to 

implement recommended best practice, and the intervention led to a sizeable adoption of the 

practice behaviors promoted at AD visits for safer opioid prescribing [14, 35]. Prescribers’ 

willingness to spend, on average, 53 minutes with the detailer during the course of a busy 

workday further supports the perceived value of the AD individualized person-to-person 

approach.

Nearly 2 out of 7 prescribers visited over the 8-month intervention period registered to use 

SCRIPTS for the first time. Of note, payer policies mandating PDMP use were put into 

place almost fifteen months prior to the first AD visit and a legislative mandate was issued in 
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the month preceding the first AD visit. Sixty-seven percent of the practice-identified 

delegates visited by the detailer were also first-time registrants. PDMP-authorized delegates, 

a feature of most state PDMPs, enable prescribers to overcome perceived workflow barriers 

that prevent integration of “report requesting” into daily practice [9, 40, 41]. Visits with both 

prescribers and delegates, including hands-on PDMP training and registration assistance, 

might be viewed as practice facilitation; we view this as AD support to help with the 

implementation of guideline recommendation key messages.

Objective data regarding PDMP use behavior (i.e., report running) was largely consistent 

with self-reported intent to increase PDMP use. An overall acceptance and increased 

adoption of PDMP use is indicated by: (1) prescriber and delegate registration rates during 

AD visits; and, (2) significant overall increases in report requests among each prescriber 

grouping (PCP, DEL, and PCP+DEL). Our findings are largely consistent with prior work 

demonstrating that AD can improve quality of care in multiple clinical areas, including safer 

opioid prescribing, and is one educational strategy suggested by the CDC to change practice 

behavior [20, 24, 29, 42–50].

Our project extends prior work by examining the impact of an AD intervention on PDMP 

use specifically as a function of participants’ baseline PDMP adoption status. Of particular 

note, the largest increases in requests were demonstrated among the “low/no prior report 

running” Late Adopters, with the majority of increase in requests being driven by practices 

that incorporated the use of delegates in the workflow. Longer sustained increases in report 

requests were demonstrated by the delegates of Early and Middle Adopting practices. Taken 

together, results suggest that future AD interventions in this area may maximize impact via 

focus on delegate training for practices already exhibiting some extent of PDMP use and 

focus on prescriber training for Late Adopting practices. Application of the diffusion of 

innovations framework may be useful in tailoring the highly flexible AD intervention model 

to the specific needs of a given practice/practitioner [30].

Limitations

The current project had several limitations worth noting. Though anticipated, barriers to 

scheduling AD visits required time-intensive efforts to establish initial contact with 

prescribers and limited the number of participants in this analysis. Because these findings 

represent programmatic evaluation rather than a controlled intervention, participant 

recruitment evolved dynamically, did not adhere to strict inclusion/exclusion criteria, and the 

lack of a formal control group limits causative conclusions regarding the impact of the AD 

intervention. PDMP reports may be requested for controlled substance prescriptions other 

than opioids and we only controlled for opioids. Additionally, the timespan of the study 

limits our ability to speak to sustainable change in prescriber monitoring strategies beyond a 

6-month timeframe. Trajectory data presented in Figure 1 suggests that immediate increases 

in target behavior may begin to taper over time; however, we do not have the data to speak to 

whether this decrease over time is a result of fewer successful requests or more efficiency in 

requesting reports. Future work may be indicated to explore the utility of AD follow-up 

sessions to promote sustained practice behavior change. Though previous AD evaluation 

work has demonstrated correlations between self-reported behavioral intent and opioid 
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prescribing behavior [51], self-report data provided in the CME assessment could not be 

linked with de-identified PDMP data; therefore, we cannot report the correspondence 

between behavioral intent and PDMP request behavior. Lastly, AD visits were one 

component of a multifaceted approach to enhance opioid prescribing and pain management 

guideline uptake and curb diversion and abuse of narcotics. The current study is unable to 

include or control for additional approaches as all data delivered were stripped of potential 

identifiers, including exact date of AD intervention. However, findings should be considered 

in the context of these potentially confounding legislative, public health, and payer-based 

initiatives and interventions.

CONCLUSION

Curbing the opioid epidemic while maintaining appropriate pain management options 

requires a multi-factorial approach to change behavior and close educational gaps that 

prevent the adoption of best practices when prescribing opioids in primary care practices. 

This study offers 3 primary implications for general practice: (1) The AD intervention 

appears nimble in its ability to “meet providers where they are” with respect to PDMP 

adoption, resulting in behavior changes across providers; (2) AD intervention appears to 

have direct impact on PDMP behavior among providers in the “Late Adopters;” (3) 

Conversely, AD intervention appears to contribute the largest increase in PDMP report 

queries when delegates of Early Adopting practices are detailed. The impact of a one-time 

AD intervention reflected by the current findings are encouraging and should be replicated 

and extended by future controlled research, as well as program evaluation, that assess the 

impact of repeat AD visits to effect sustainable practice behavior change.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Key Points

What Was Already Known

• Academic Detailing has demonstrated significant impact across a range of 

healthcare provider behavior.

• Academic Detailing can promote practice behavior changes that lead to safer 

opioid prescribing.

What This Study Adds

• This is one of the first studies to examine the impact of Academic Detailing 

on PDMP report requests specifically as a function of participants’ baseline 

PDMP adoption status.

• The largest increases in PDMP report requests were demonstrated among 

“low/no prior report running” Late Adopters, while longer sustained increases 

in report requests were demonstrated by prescriber-authorized delegates of 

Early and Middle Adopting practices.

• The majority of increase in report requests were driven by practices that 

incorporated the use of prescriber-authorized delegates in the workflow.
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Figure 1. 
Trajectory of monthly mean with 95% confidence intervals for PDMP report requests for 

Early Adopters (≥ 25), Middle Adopters (1 - < 25), and Late Adopters (< 1). Although AD 

visits occurred over an 8-month period, these data are aligned such that the AD intervention 

is represented in Month 9.

*Confidence Interval for DEL month 15 ranges from −90.3 to +335.5

PCP: Primary Care Prescriber

DEL: PDMP Delegate

PCP+DEL: Primary Care Prescriber and any associated PDMP Delegate(s)

Early Adopters: Monthly mean average of ≥ 25 report requests pre-intervention

Middle Adopters: Monthly mean average of 1 - < 25 report requests pre-intervention

Late Adopters: Monthly mean average of < 1 report requests pre-intervention
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Table 1.

Prescriber characteristics in the pre- and post-intervention periods, including the monthly mean of report 

requests, dispensed opioid prescriptions, and patients dispensed an opioid.

PCP Pre PCP Post DEL Pre DEL Post PCP+DEL Pre PCP+DEL Post

Prescriber (N) 83 83 32 32 83 83

Reports

Mean 21.5 29.9 17.1 60.0 28.1 53.0

Std Dev 40.8 52.0 30.7 58.8 44.1 67.7

Median 3.3 8.9 0.0 45.1 7.6 25.6

Range (Q1-Q3) 0.0-18.9 1.4-32.6 0-28.7 22.2-75.1 0.7-37.8 3.1-75.6

p-value for mean 0.0345 <0.0001 <0.0001

Prescriptions

Mean 57.0 54.5 57.0 54.5

Std Dev 74.6 77.5 74.6 77.5

Median 21.8 22.7 21.8 22.7

Range (Q1-Q3) 4.6-87.6 5.6-72.4 4.6-87.6 5.6-72.4

p-value for mean 0.4419 0.4419

Patients

Mean 46.6 45.2 46.6 45.2

Std Dev 57.9 58.2 57.9 58.2

Median 20.1 22.7 20.1 22.7

Range (Q1-Q3) 4.5-72.6 5.6-62.0 4.5-72.6 5.6-62.0

p-value for mean 0.5315 0.5315

PCP: Primary Care Prescriber

DEL: PDMP Delegate

PCP+DEL: Primary Care Prescriber and any associated PDMP Delegate(s)
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Table 2.

Mean number of monthly report requests for pre- and post-intervention periods and their differences by PDMP 

adoption status.

Adoption Status N

PCP DEL† PCP+DEL

Pre 
Ave

Post 
Ave

Ave 
Change Pre Ave Post 

Ave
Ave 

Change Pre Ave Post Ave Ave Change

Early (≥25) 26 58.6 60.9 2.3 33.9 84.0 50.1* 79.5 112.6 33.1*

Middle (1 to 
<25) 24 10.7 25.6 14.9 0.4 39.1 38.7* 10.9 41.9 31.0*

Late (<1) 33 0.1 8.5 8.4* 0.0 30.6 30.6* 0.1 14.1 14.0*

*
p<0.05

†
16 Early Adopter PCPs, 10 Middle Adopter PCPs, and 6 Late Adopter PCPs had delegates (DEL).

PCP: Primary Care Prescriber

DEL: PDMP Delegate

PCP+DEL: Primary Care Prescriber and any associated PDMP Delegate(s)

Early Adopters: Monthly mean average of ≥ 25 report requests pre-intervention

Middle Adopters: Monthly mean average of 1 - < 25 report requests pre-intervention

Late Adopters: Monthly mean average of < 1 report requests pre-intervention
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Table 3.

Rate ratio (RR) and its corresponding Lower RR (LRR) and Upper RR (URR) 95% confidence interval (CI) 

for the association between count of monthly report requests and AD intervention among All, Early Adopters 

(≥ 25), Middle Adopters (1 - <25), and Late Adopters (<1). Post is the rate of requesting reports and 

Month*Post is the monthly rate of change in report requests post-AD intervention compared to pre-AD 

intervention.

Adoption Status Variables
PCP+DEL PCP

RR LRR URR p-value RR LRR URR p-value

Overall

Month 1.33 1.27 1.38 <.0001 1.30 1.24 1.37 <.0001

Post 40.35 15.13 107.60 <.0001 64.51 22.40 185.79 <.0001

Month*Post 0.72 0.68 0.76 <.0001 0.67 0.62 0.72 <.0001

Prescriptions 1.00 1.00 1.01 0.0002* 1.00 1.00 1.01 0.0006*

Early (≥ 25)

Month 1.22 1.17 1.27 <.0001 1.15 1.08 1.23 <.0001

Post 4.98 2.34 10.64 <.0001 6.05 1.16 31.59 0.0332

Month*Post 0.80 0.75 0.85 <.0001 0.77 0.70 0.85 <.0001

Prescriptions 1.00 1.00 1.00 0.4303 1.00 1.00 1.00 0.8057

Middle (1 - < 25)

Month 1.49 1.38 1.60 <.0001 1.48 1.38 1.59 <.0001

Post 29.41 8.99 96.25 <.0001 65.22 18.66 227.94 <.0001

Month*Post 0.66 0.59 0.73 <.0001 0.58 0.52 0.65 <.0001

Prescriptions 1.01 1.00 1.01 0.0518 1.01 1.00 1.01 0.1266

Late (< 1)

Month 1.13 0.94 1.36 0.206 1.13 0.93 1.37 0.2148

Post 247.60 37.37 1640.08 <.0001 279.92 39.65 1976.34 <.0001

Month*Post 0.79 0.64 0.98 0.0325 0.76 0.61 0.94 0.0135

Prescriptions 1.01 1.00 1.01 0.0129* 1.01 1.00 1.01 0.053

*
The RR for Prescriptions (dispensed opioids prescriptions) is very close to 1 (though p-values are significant due to small standard error) showing 

there is no association between number of reports and number of prescriptions.

PCP+DEL: Primary Care Prescriber and any associated PDMP Delegate(s)

PCP: Primary Care Prescriber

Early Adopters: Monthly mean average of ≥ 25 report requests pre-intervention

Middle Adopters: Monthly mean average of 1 - < 25 report requests pre-intervention

Late Adopters: Monthly mean average of < 1 report requests pre-intervention
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