
The Geisinger Opioid Prescription Reduction Initiative Webinar Questions 

 

1. You noted prescriptions were reduced by 60,000 (looks like 2/3).  Do you have any data on the 
actual number of doses, length of prescription, etc.? – Bob Cawley  

The 60,000 is actually the number of patients, but as payors have instituted prior 
authorization processes, quantity limits, etc. the actual number of scripts/month has been 
affected.  We also tract length of prescription (from initital and then subsequent refills). 

 

2. Does your PDMP allow you to query across neighboring states? – Sally Connally (Answered) 
 

 

3. Hello, what specific data about the prescription are you capturing in your dashboard? – Ling 
Yang (Answered) 

 

4. Would it be possible to see a screenshot of the dashboard you referenced? – Emily Spencer 
(Answered) 
 

 

5. Any chance we can see the dashboard? – Brian Tew (Answered) 

 

6. Can you describe the data elements that are included in your dashboard? – Shawn Myers 
(Answered) 
 

  



 

7. Is the source of the opioid data from ordering, administration, or dispensing data? – John 
Bayless 

Is there a standard reference used to determine morphine equivalency? – John Bayless

 

CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 

2016 Morphine milligram equivalent (MME) doses for commonly 

prescribed opioids 

Opioid Conversion Factor 

Codeine 0.15 

Fentanyl transdermal (in 
mcg/hr) 

2.4 

Hydrocodone 1 

Hydromorphone 4 

1–20 mg/day 4 

21–40 mg/day 8 

41–60 mg/day 10 

≥61–80 mg/day 12 

Morphine 1 

Oxycodone 1.5 

Oxymorphone 3 

Tapentadol† 0.4 

 



Clinicians should use caution when prescribing opioids at any dosage, should carefully reassess 
evidence of individual benefits and risks when increasing dosage to ≥50 morphine milligram 
equivalents (MME)/day, and should avoid increasing dosage to ≥90 MME/day or carefully justify a 
decision to titrate dosage to ≥90 MME/day 

Source: Adapted from Von Korff M, Saunders K, Ray GT, et al. Clin J Pain 2008;24:521–7 and Washington State Interagency Guideline on 
Prescribing Opioids for Pain (http://www.agencymeddirectors.wa.gov/Files/2015AMDGOpioidGuideline.pdf). 
*Multiply the dose for each opioid by the conversion factor to determine the dose in MMEs. For example, tablets containing hydrocodone 
5 mg and acetaminophen 300 mg taken four times a day would contain a total of 20 mg of hydrocodone daily, equivalent to 20 MME daily; 
extended-release tablets containing oxycodone 10mg and taken twice a day would contain a total of 20mg of oxycodone daily, equivalent 
to 30 MME daily. The following cautions should be noted: 1) All doses are in mg/day except for fentanyl, which is mcg/hr. 2) Equianalgesic 
dose conversions are only estimates and cannot account for individual variability in genetics and pharmacokinetics. 3) Do not use the 
calculated dose in MMEs to determine the doses to use when converting opioid to another; when converting opioids the new opioid is 
typically dosed at substantially lower than the calculated MME dose to avoid accidental overdose due to incomplete cross-tolerance and 
individual variability in opioid pharmacokinetics. 4) Use particular caution with methadone dose conversions because the conversion 
factor increases at higher doses. 5) Use particular caution with fentanyl since it is dosed in mcg/hr instead of mg/day, and its absorption is 
affected by heat and other factors. 
†Tapentadol is a mu receptor agonist and norepinephrine reuptake inhibitor. MMEs are based on degree of mu-receptor agonist activity, 
but it is unknown if this drug 
is associated with overdose in the same dose-dependent manner as observed with medications that are solely mu receptor agonists. 

 
8. Providers may not have wholistic patient medication history as EPIC is not the only EMR across 

the state but plans/payors/PBMS have the information about patient medication history as they 
have been reimbursing that so why not push payors to share data? – Madhur Sharma 
(Answered) 

 

9. How are CIO's disseminating the research that applies to changing practice around opioid 
prescribing? – Jimmy Connoley 

CIO’s have been disseminating the research through numerous methods.  These methods 
include CHIME education like the webinar that took place recently.  Also published magazine 
articles are a helpful method of sharing the information. 

CIO’s work in conjunction with their clinical colleagues to share information about the practice 
of combating opioid abuse thru techniques learned by other healthcare systems. 

 

10. So is it only about prescribed orders or is the data also looking at inpatient usage data? – John 
Bayless (Answered) 

 

11. How does the dashboard group benzos & opioids?  Is the table of medications in those groups 
manually maintained or do you subscribe to a service such as First Data that provides regular 
drug database updates? – Jason Lovett  
 

We group meds by class II-V, but also call out specifically opioid/benzo co prescribing. 

 

http://www.agencymeddirectors.wa.gov/Files/2015AMDGOpioidGuideline.pdf)
http://www.agencymeddirectors.wa.gov/Files/2015AMDGOpioidGuideline.pdf)


 

12. When looking at prescribing data, how to you handle scheduled versus prn as far as morphine 
equivalency? – John Bayless 

 With PRN medication, we assume the patient is taking the max dosage. 

13. How heavy is the administrative burden to maintain EPCS for prescribers as their DEA licenses 
expire & are renewed, as you experience provider turnover?  The 2FA identity proofing process 
requires a DEA credentialed person to confirm each prescriber... – Jason Lovett 

The operations person in the respective clinic is responsible for re-enrolling the physician if 
they lose their phone or replace it with a new one.  The process of credentialing the physician 
is simple once the information is collected and verified with the provider providing proper 
identification 

14. Is this e-prescribing followed by e-prior authorization or manual one? – Madhur Sharma 

E-prescribing is entirely separate from prior authorization and is not connected to it. Prior 
authorization is not a prominent issue for most controlled substance prescriptions, and where 
it is, we use the same workflows that we are using for more expensive non-Category 
medications such as biological agents. 

 

 

 


