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A Comprehensive Approach to Address the Prescription
Opioid Epidemic in Washington State: Milestones and
Lessons Learned

An epidemic of morbidity

and mortality has swept

across the United States re-

lated to theuseofprescription

opioids for chronic noncancer

pain. More than 100000 peo-

ple have died from uninten-

tional overdose, making this

one of the worst manmade

epidemics inhistory.

Muchofhealthcaredelivery

intheUnitedStatesisregulated

at the state level; therefore,

both the cause and much of

the cure for the opioid epidemic

will come from state action.

We detail the strong collab-

orations across executive

health care agencies, and be-

tween those public agencies

and practicing leaders in the

pain field that have led to

a substantial reversal of the

epidemic in Washington State.
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105:463–469. doi:10.2105/
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PRESCRIPTION OPIOID–

related morbidity and mortality
constitute a national public health
crisis, requiring an urgent need for
more effective policy responses.1,2

States play a central role in pro-
tecting public health and public
safety; regulate health care and
practice of health professions; are
primary payers of health care
through Medicaid, state employee
benefits, corrections, and workers’
compensation; and manage pre-
scription drug monitoring pro-
grams. Therefore, state-level ac-
tion is critical to reversing the
prescription drug overdose epi-
demic.3

In recent years, a number of
states have engaged in efforts to
address prescription drug over-
dose. Documentation of state

experience in implementing inter-

ventions and their impacts is

greatly needed. This information

can inform other states’ efforts and

prevent them from pursuing poli-

cies that have minimal impact.

Washington State has been an in-

novative leader in efforts to re-

duce prescription drug overdose.

In this article, we detail Washing-

ton’s experience to comprehen-

sively address this serious public

health threat.

THE ORIGINS OF THE
EPIDEMIC IN
WASHINGTON STATE

Use of chronic opioid therapy was

historically reserved for patients with

cancer or end-of-life pain. The shift

toward more liberal use of opioids

for chronic, noncancer pain (CNCP)
began in the mid- to late 1980s
when an early case series suggested
that patients with CNCP, if well
chosen, could take opioids long term
safely and with few severe problems
(e.g., abuse or addiction).4 On the
basis of this study and similar studies,
pain advocacy groups and special-
ists sought state-based regulatory
changes to reverse perceived
undertreatment of chronic pain.5

These organizations successfully
lobbied state medical boards and
legislatures to change statutes and
regulations to ensure more permis-
sive use of opioids in the CNCP
population, and to reduce the risk of
sanction for prescribers. By January
2003, only 5 states and the District
of Columbia had not changed their
statutes or regulations.6
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In Washington State, these laws
and regulations were changed in
1999. For example, administra-
tive code (246-919-830, Decem-
ber 1999), with the force of law,
stated, “No disciplinary action will
be taken against a practitioner
based solely on the quantity and/
or frequency of opioids pre-
scribed.” This language, in a law
since repealed, effectively opened
the door to allowing opioid pre-
scribing for CNCP without any
restrictions or cautions.

In addition to changes at the
state level, national-level policies
began to have an impact on opioid
prescribing. The development of
pain as the “fifth vital sign” by the
Joint Commission promoted in-
creased opioid prescribing for
acute pain in the hospital setting,
especially in emergency depart-
ments (EDs) and postoperatively.
The numeric pain intensity score
was elevated to the sole metric for
evaluating “quality” pain care in
the hospital.7 Studies have found
that these changes have not been
associated with improvement in
quality of pain management,8 may
have increased serious adverse
opioid reactions in hospitals,9 and
may have contributed to more
dangerous levels of postoperative
sedation.10 Simultaneously, the
term “pseudoaddiction”—referring
to patients who look addicted but
who, by this definition, were
thought to need more opioids—
was propagated by drug company
surrogates.11

These policy changes, accom-
panied by aggressive marketing by
the pharmaceutical industry to
prescribers,12 led to a dramatic
increase in prescription opioid
sales. Studies have documented
a strong linear relationship be-
tween mortality and sales of
specific prescription opioids, a
surrogate measure of volume
and dose.13 These deaths are

particularly poignant because they
affect younger adults, with people
aged 35 to 54 years at highest
risk.14

In Washington, opioid pre-
scribing increased 500% from
1997 to 2006.15 The Washington
workers’ compensation system
saw a dramatic increase in sched-
ule II opioid prescribing from
1996 to 2002, and a 50% in-
crease in the average daily
morphine-equivalent dose (MED)
among injured workers taking
these potent medications.16 By
2000, the workers’ compensation
program noted a rise in overdose
deaths.16 These deaths prompted
a manual review of all opioid
overdose death certificates by the
Washington Department of
Health. The initial review showed
an increase in the number of
overdose deaths involving pre-
scription opioids from 24 in 1995
to 351 in 2004.

By 2006, the Centers for Dis-
ease Control and Prevention had
identified Washington to be in the
highest tertile of mortality (10.8
deaths/100 000) from uninten-
tional drug overdoses in the
United States.14 Also in 2006,
approximately 10 000 Washing-
ton patients in public insurance
programs were taking at least 120
milligrams per day MED. These
compelling statistics spurred inno-
vative collaboration between state
health agencies and pain leaders
to begin to address the problem.

MEDICAID’S EFFORTS TO
ADDRESS THE PROBLEM

In early 2005, Medicaid staff,
using paid claims data on all cov-
ered enrollees, identified 320 cli-
ents receiving 10 or more opioid
prescriptions per month from
multiple prescribers. After prelim-
inary discussion with stakehold-
ers, Medicaid implemented the

Narcotic Review Program,
wherein Medicaid staff initiated
direct communication with the
clients’ medical and pharmacy
providers to ensure the appropri-
ateness of controlled substance
prescriptions. Early interventions
included providing comprehen-
sive controlled substance pre-
scription histories to all prescrib-
ing providers, initiating clinical
reviews when high doses and risky
behaviors were identified, prior
authorization to medically justify
prescriptions, coordination with
mental health treatment, and re-
ferral of selected high-risk clients
to a patient review and coordina-
tion program (also known as
Medicaid Lock-In program).

The patient review and coordi-
nation program can restrict clients
for 24 months or longer to specific
providers and pharmacies. Until
2005, patient review and coordi-
nation in Washington was a small
program, with about 200 clients.
From 2005 to 2012, it grew to
more than 3800 clients. The pa-
tient review and coordination
program resulted in a 33% de-
crease in ED visits, a 37% de-
crease in office visits, and a 24%
decrease in controlled substance
prescriptions after 7 months of
patient entry into the program.
The program is now run by the
Medicaid managed care organiza-
tions and has about 3000 clients.

THE FIRST US OPIOID
DOSING GUIDELINE

On the basis of the recognition
that opioid prescribing practice
was a key driver of the epidemic,
in 2006 a consortium of all
Washington agencies that pur-
chase or regulate health care (the
Agency Medical Directors’ Group
[AMDG]) collaborated with 15
Washington pain management
experts (the Clinical Advisory

Group) to develop an opioid pre-
scribing guideline. The guideline
was implemented in April 2007 as
an educational pilot and focused
primarily on dosing guidance for
patients at or above 120 milli-
grams per day MED. High-quality
epidemiological studies on
dose-related mortality risk were
not yet available, so this dosage
was based on the experience of the
advisory group and unanimously
agreed upon. The guideline in-
cluded 2 parts, each designed to
address different aspects of the
opioid prescribing problem:

Part I focused on carefully
monitoring opioid dosing in
opioid-naïve patients on doses of
less than 120 milligrams per day
MED. The key recommendation
was to request specialty pain con-
sultation for patients who have
reached a dose of 120 milligrams
per day MED without substantial
improvements in pain or function.
The implication was, in the ab-
sence of clinical improvement,
opioid tolerance may be develop-
ing,17 and dose escalation should
not occur without clinical justifi-
cation.

Part II of the guideline focused
on patients already on at least 120
milligrams per day MED, includ-
ing recommendations for reas-
sessing the patient’s opioid regi-
men and reducing or withdrawing
opioids if significant problems
(e.g., dose-limiting side effects,
marked tolerance, hyperalgesia)
developed.

Initial dissemination efforts
included (1) approximately 35
Category I continuing medical
education (CME) presentations to
primary care groups, (2) two hours
of free Category I CME after
completing an online test, (3)
a Washington State Medical As-
sociation resolution allowing a link
to the guideline on their Web site
as a best practice, and (4) posting
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on the Agency for Healthcare
Research and Quality National
Guideline Clearinghouse in June
2008.

In 2009, a brief, Web-based
convenience survey was con-
ducted to assess physician accep-
tance and use of the guideline. Key
findings were that only 45% of
respondents were familiar with the
guideline and had applied it; 54%
of physicians who regularly treat
chronic pain patients “have fre-
quent concerns about develop-
ment of psychological depen-
dence, addiction, or diversion”;
the vast majority of providers did
not use generally accepted best
practices for monitoring patients;
and 86% believed that the 120
milligrams per day MED “yellow
flag” dose was either reasonable or
too high.18

An updated Washington
AMDG guideline was produced in
June 2010 with guidance and
publicly available online tools
necessary to properly monitor the
safe and effective use of opioids
for CNCP. These included a
2-question instrument for tracking
pain and pain interference with
function, screening instruments
for substance abuse and depres-
sion, and a detailed section on
urine drug testing.19

DOSING GUIDANCE AND
BEST PRACTICES

In January 2010, on the basis of
concerns about the increase in
overdose deaths involving pre-
scription opioids, the Washington
legislature passed Engrossed Sub-
stitute House Bill (ESHB) 2878.20

The bill accomplished 2 key
things: it repealed the earlier per-
missive pain rules, and it man-
dated that new rules be adopted to
address: (1) opioid dosing criteria;
(2) guidance on when to seek
pain specialty consultation; (3)

guidance on tracking clinical
progress via assessment tools fo-
cusing on pain interference, phys-
ical function, and overall risk for
poor outcome; and (4) guidance
on tracking adherent use of
opioids.

Five boards and commissions
representing opioid prescribers
(physicians, osteopathic physi-
cians, podiatrists, dentists, and ad-
vanced registered nurse practi-
tioners) jointly developed rules
consistent with the mandates in
ESHB 2876. This work resulted in
detailed rules similar in scope and
content to the Washington AMDG
guideline.21 Four of the rules be-
came effective in July 2011, and
one became effective in January
2012.

NEW COLLABORATIONS
AND INNOVATIONS

In June 2008, the Washington
Department of Health staff started
an interagency prescription opioid
overdose prevention workgroup.
In April 2009 an ED physician
working subgroup drafted ED
opioid prescribing guidelines and
encouraged use of an Emergency
Department Information Ex-
change (EDIE) for sharing clinical
information between EDs in real-
time. In June 2011, the Washing-
ton chapter of the American Col-
lege of Emergency Physicians
adopted and disseminated the
Washington Emergency Depart-
ment Opioid Prescribing Guide-
lines.22,23 Recommendations in-
cluded limiting opioid prescribing
for chronic pain to a single pro-
vider and discouraging the ad-
ministration of intravenous and
intramuscular opioids in the ED
for the relief of acute exacerba-
tions of chronic pain. The EDIE
is a proprietary Internet-based
health information exchange
that collects and shares clinical

information related to ED visits
among participating EDs. The
EDIE alerts ED providers in real-
time when a high-utilization pa-
tient presents to the ED.

In parallel to these efforts,
Washington Medicaid became in-
creasingly concerned about rising
costs related to frequent ED visits
for pain-related complaints. A col-
laboration among Medicaid, the
Washington chapter of the Amer-
ican College of Emergency Physi-
cians, the Washington State
Hospital Association, and the
Washington State Medical Associ-
ation produced an agreement in-
corporated into ESHB 2127 re-
quiring 75% of hospitals to start
implementing 7 best practices, in-
cluding the ED opioid guidelines
and adoption of EDIE, by June 15,
2012.24 Currently, all EDs attest
to implementing the guidelines
and all are using EDIE. After
passage of ESHB 2127, Medicaid
experienced a 24% decline in
controlled substance prescribing
after an ED visit between July
2012 and July 2013.

PRESCRIPTION DRUG
MONITORING PROGRAM

Washington is one of 49 states
with an operational prescription
drug monitoring program (PDMP).
In 2010, Washington received 2
federal grants for PDMP imple-
mentation. Data collection began
in October 2011 and health care
provider access started in January
2012. In 2013, the program was
permanently funded from the
Medicaid Fraud Penalty account
because of the success providing
data to public payers.

TheWashington Department of
Labor and Industries (DLI) and
Medicaid both receive PDMP data
through a bulk data transfer. At
DLI, PDMP data were used to (1)
track the longer-term effectiveness

of opioid detoxification and taper-
ing programs, and (2) identify 2%
of new claimants taking opioids
chronically before their injury.
Moreover, Medicaid discovered
PRC clients who were paying cash
for opioid prescriptions.

Like other state PDMPs without
mandated registration or use, reg-
istration is less than 30% of pro-
viders with a Drug Enforcement
Administration registration.
Emergency department provider
enrollment with the PDMP is 1 of
Medicaid’s 7 ED best practices. By
December 31, 2012, 90% of ED
providers were expected to be
registered with the PDMP; how-
ever, use is not mandated. The
DLI’s new opioid guideline25 rec-
ommends that providers check the
PDMP before writing the first opi-
oid prescription and requires
checking if they prescribe opioids
beyond 6 weeks postinjury.

NEW WORKERS’
COMPENSATION OPIOID
GUIDELINE

In July 2013, the DLI imple-
mented new guidelines and rules
meant to address opioid prescribing
issues not previously addressed in
the Washington Interagency Guide-
line. Specifically, the guidelines focus
on (1) use of opioids for acute and
subacute pain, (2) use of opioids in
the perioperative period for opioid-
tolerant patients undergoing elective
surgery, (3) guidance on when to
taper opioids, and (4) a definition of
clinically meaningful improvement
in pain and function.25,26

The AMDG has recalled the
advisory group in 2014 to update
the guideline, and is reassessing
the “yellow-flag” dosing threshold
in consideration of more recent
high-quality epidemiological stud-
ies.27---29 Moreover, an important
new dimension could include
more direct guidance regarding
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use of opioids during acute and
subacute pain periods, before
embarking on chronic opioid
therapy.30

INCREASING ACCESS TO
PAIN EXPERTS

To help address a significant
shortage of qualified pain special-
ists, the University of Washington
implemented telemedicine tech-
nology; this program was modeled
after the University of NewMexico
successful “Project ECHO.”31 In
March 2011, “UW TelePain/
ECHO” was launched providing
free educational consultations by
a multidisciplinary group of pain
experts.32

The program is offered twice
weekly, one focused on manage-
ment of chronic pain, and another
on addiction and dependence is-
sues. By the end of 2013, more
than 660 unique providers had
participated, 230 consultations
were completed, and more than
1600 hours of didactic lectures
had been provided.

TAKE-BACK PROGRAM
AND SAMARITAN LAW

Local initiatives, beginning in
2003, established Washington as
an early adopter and leader in
prescription drug take-back pro-
grams. In 2013, there were more
than 100 ongoing medicine drop-
off sites provided by local and
state law enforcement. Despite
this, not every community has
a site and current sites are not
widely promoted because of lim-
ited resources.

In 2010, Washington became
the second state to enact
a naloxone-related Samaritan
law.33 The law (1) provided legal
immunity from drug possession
prosecutions for people who have
a controlled substance overdose

or who seek medical aid for
someone having an overdose, and
(2) allowed for the opioid antidote,
naloxone, to be prescribed to
anyone at risk for having or wit-
nessing an opioid overdose and
allowed them to possess naloxone
and administer it to a person hav-
ing an apparent opioid overdose.
Because the law passed with no
funding for implementation or
evaluation, the primary vehicle
for educating the public has
been the Web site, http://www.
stopoverdose.org, hosted by
University of Washington’s Alco-
hol and Drug Abuse Institute.
The Web site provides general
information for the public, law
enforcement, pharmacists, and
prescribers, and a locator feature
to determine where naloxone can
be obtained locally.

An evaluation of the law’s
implementation showed that
awareness of the law among opi-
oid users, police, and paramedics
was very low.34 In the 4 years
since the law passed, implementa-
tion still lags well behind the in-
formation and service needs of the
general public, and key govern-
ment and for-profit sector stake-
holders.

THE HEALTH IMPACT OF
WASHINGTON’S EFFORTS

We have begun to see changes
in opioid prescribing and health
outcomes, although it is impossible
to attribute declines to a single
intervention. Prescription opioid
overdose death rates in Washing-
ton declined by 27% from 2008
to 2012, and overdose hospitali-
zation rates declined for the first
time in 2012 (Figure 1). Among
workers’ compensation patients,
the percentage with new opioid
use who became chronic opioid
users declined significantly from
26% in 2004 to 11% in 2010,35

the average daily MED declined
by 27%,36 those reaching 120
milligrams per day MED declined
from 6.3% to 4.7%,36 and the rate
of opioid poisonings and opioid
adverse effects did not increase
between 2004 and 2010, despite
an increase nationally.37 Within
Washington Medicaid, average
opioid doses have declined since
2007. Prescription opioid---
involved deaths reached a high
of 300 Medicaid clients in 2007,
and declined to 198 in 2012.

Among Washington 10th
graders, the percentage using pre-
scription pain relievers to “get high”
declined significantly from 10% in
2006 to 6% in 2012. According to
the National Survey on Drug Use
and Health, the percentage of
Washington residents who have
used prescription pain medication
nonmedically in the past year de-
clined from 6.2% in 2009 to 2010
to 5.1% in 2011 to 2012.38

LESSONS LEARNED TO
REDUCE MORBIDITY AND
MORTALITY

The box on page 467 includes the
essential elements of Washington’s
approach to reduce prescription
opioid---related morbidity and
mortality. Washington’s experi-
ences serve to inform action in
other states, and are described
more fully in the next paragraphs.

Collaboration among state
agencies at the highest levels of
state government has been critical
to our success. Like many other
states, public payers of health care
in Washington claim a larger por-
tion of the opioid-related morbid-
ity and mortality. More than half
of the deaths in Washington are
among Medicaid enrollees,39 and
although deaths in workers’ com-
pensation are much lower, the
emergence of increasing depen-
dence and disability related to

opioid use among injured
workers30 is a serious threat to the
public health and financial stabil-
ity of the system. Given these re-
alities, policy change is best served
by collaboration and strong lead-
ership among state departments of
health, employee benefits, Medic-
aid, corrections, and workers’
compensation.

The Washington legislature’s
creation of strong pain manage-
ment laws was a significant step in
the state.20 The law also repealed
existing pain management policies,
which previously made it virtually
impossible to sanction problematic
opioid prescribers and clinics. Un-
til new policies—based on current
science and expert consensus—are
adopted, state efforts to curb in-
appropriate opioid prescribing will
likely be minimized.

The creation of dosing and best
practice guidelines in collabora-
tion among public agencies and
clinical and academic pain leaders
in the state has led to wide accep-
tance of these changes in the
practicing community. The most
critical element of the Washington
AMDG guideline19 was the inclu-
sion of a 120-milligrams-per-day
MED dosing threshold. This
served as a new “set-point,” with
a focus on whether patients
reaching that level of dosing were
meaningfully better, in both pain
and function. Strong epidemiolog-
ical studies now support a dosing
threshold or range around 80 to
100 milligrams per day MED,27---29

and should be a critical component
of future guidelines.

The institution of robust sur-
veillance to track prescribing
practices and overdose events has
been another example of extraor-
dinary collaboration among state
agencies. Washington public
agencies collaborated to clearly
define and track prescription
opioid- and heroin-involved
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deaths, overdose hospitalizations,
patterns of high-dose prescribing
and use, and adolescent use of
prescription pain relievers to
“get high.” A more accurate ac-
counting of opioid-related deaths
requires application of formal case
criteria to identify deaths from

prescription opioids and heroin
on death certificates,16,39 and in-
volvement of medical examiners
and coroners to follow national
recommendations on investigation
and certification of deaths involv-
ing opioids.40 States have the re-
sponsibility to track overdose

deaths and overdose hospitaliza-
tions, and to collaborate in feeding
back this information to the public
agencies with the greatest propor-
tion of morbidity and mortality,
such as Medicaid.

Identifying high-dose patients and
prescribers through computerized bill

payment systems is an effective way
for public and commercial payers to
offer assistance or intervene to pre-
vent harm. These data system inqui-
ries must be timely and should apply
a standard set of metrics.

The recent implementation and
funding of an effective PDMP has
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FIGURE 1—Prescription opioid–involved overdoses: Washington State, 1995–2013.

Essential Elements From Washington State to Reduce Prescription Opioid Morbidity and Mortality

Facilitate collaboration among state agencies.

Create strong pain management laws.

Establish dosing and best-practice guidelines and rules related to opioid use for acute, subacute, and chronic noncancer pain.

Implement effective prescription drug monitoring programs and leverage health information technology to inform real-time decision-making.

Institute robust surveillance to track prescribing and use practices and health outcomes.

Incentivize use of best practices.

Initiate overdose education programs to mitigate risk to those already using opioids.

Increase access to medication-assisted treatment.

Evaluate impact of interventions.
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been important to Washington
prescribers in more effectively and
safely monitoring patients on opi-
oids. The PDMPs offer great
promise as a tool to assist pro-
viders in preventing and managing
risk when prescribing opioids and
other controlled substances. The
PDMPs can become a standard
part of opioid prescribing best
practices, but identified barriers
include inadequate funding, un-
derutilization, and lack of interop-
erability across state lines or
health care systems (e.g., with the
Veterans Affairs Health System).41

Financial and nonfinancial incen-
tives provided by payers could in-
crease the use of opioid best prac-
tices, and of alternatives to use of
opioids. For example, DLI pays sub-
stantially more for receipt of com-
plete best practice information docu-
mented in themedical record.26 Free
CME is a good nonfinancial incentive
offered for the Washington pain
rules21 and 2013 workers’ compen-
sation opioid guideline.25

Initiation of overdose education
programs to mitigate risk to those
already using opioids is an impor-
tant tertiary prevention tool. The
majority of opioid overdoses con-
tinue to involve prescription opi-
oids, and many more people are
regular users of prescription opi-
oids than of heroin. However,
heroin users may be at higher risk
for overdose than prescription
opioid users.42,43 In 2013, the
Substance Abuse and Mental
Health Services Administration
released an opioid overdose pre-
vention toolkit, which encourages
prescribers to provide overdose
education and prescribe naloxone
to those at risk for overdose.44

Nationally and in Washington,
there are documented increases in
use of heroin and heroin-related
overdose deaths, most of which
represent transition from pre-
scription opioids to heroin among

some users.45---47 Factors influ-
encing this transition include tol-
erance, availability, and costs.45

Changes in prescribing of opioids
will likely prevent a future gener-
ation of opioid-addicted individ-
uals, but efforts are necessary now
to assist those already addicted.
These include overdose education
efforts, including expanding access
to naloxone, and increased access
to medication-assisted treatment.
Evaluation of state policies and
programs to determine impact is
an essential part of any state effort
to prevent opioid overdose, de-
pendence, and addiction; fund-
ing opportunities in this area
have recently improved sub-
stantially. Most of the results
reported previously in this arti-
cle were supported by a Centers
for Disease Control and Preven-
tion grant focused on assessing
the impact of the Washington
AMDG opioid dosing guideline.
The Centers for Disease Control
and Prevention has also pre-
sented recent collaborative pro-
gram funding opportunities to
state departments of health, and
the budget for these contracts is
likely to increase in the next
fiscal year.48

CONCLUSIONS

It is critically important that the
opioid epidemic is understood as
much greater than an epidemic of
mortality—it is also an epidemic of
dependence, addiction, disability,
and other severe adverse events
affecting millions of people in the
United States. These layers of the
epidemic are primarily associated
with the overprescribing of opi-
oids for many common chronic
pain conditions for which evi-
dence does not support their
use.49 State opioid policies, clinical
practices, patients, health system
and payer policies, and agencies

responsible for oversight of health
care practice all play a crucial role
in implementing solutions effec-
tive in reversing this public health
crisis.

In Washington, collaboration
at the highest levels of govern-
ment, and among state agencies,
researchers, medical providers,
and community stakeholders, led
to a statewide effort to implement
policies sufficient to begin to see
health impacts. These efforts re-
quired a strong coalition of stake-
holders driven by effective analy-
ses of prescription drug utilization
and related morbidity and mor-
tality data. Furthermore, the co-
alition focused on interventions
that targeted the key drivers of the
epidemic. Primary among them
was mandatory use of evidence-
based best prescribing practices,
implementation of a robust PDMP,
leveraging technology, and inno-
vative Medicaid and workers’
compensation policies. Important,
though less robustly implemented,
were public health and treatment
approaches to mitigate risk among
those already regularly using opi-
oids. Washington’s experience
navigating various stakeholder
priorities, sustaining a diverse
coalition, and demonstrating
changes in clinical practice and
health outcomes underscores the
power of a collaborative state-
based approach. j
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