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INTRODUCTION: The Veterans Health Administration
(VHA) has taken a multifaceted approach to addressing opi-
oid safety and promoting system-wide opioid stewardship.
AIM: To provide a comprehensive evaluation of current
opioid prescribing practices and implementation of risk
mitigation strategies in VHA.
SETTING: VHA is the largest integrated health care sys-
tem in the United States.
PROGRAM DESCRIPTION: VHA prescribing data in con-
junction with implementation of opioid risk mitigation
strategies are routinely tracked and reviewed by VHA’s
Pharmacy Benefits Management Services (including Aca-
demic Detailing Service) and the Pain Management Pro-
gram Office. Additional data are derived from the Part-
nered Evidence-Based Policy Resource Center (PEPReC)
and from a 2019 survey of interdisciplinary pain manage-
ment teams at VHA facilities. Prescribing data are
reported quarterly until first quarter fiscal year 2020
(Q1FY2020), ending December 31, 2019.
PROGRAM EVALUATION: VHA opioid dispensing peaked
in 2012 with 679,376 Veterans receiving an opioid pre-
scription, and when including tramadol, in 2013 with
869,956 Veterans. Since 2012, the number of Veterans
dispensed an opioid decreased 56% and co-prescribed
opioid/benzodiazepine decreased 83%. Veterans with
high-dose opioids (≥ 100 mg morphine equivalent daily
dose) decreased 77%. In Q1FY2020, among Veterans on
long-term opioid therapy (LTOT), 91.1% had written in-
formed consent, 90.8% had a urine drug screen, and
89.0% had a prescription drug monitoring program que-
ry. Naloxonewas issued to 217,469 Veterans and resulted

in > 1,000 documented overdose reversals. In 2019, inter-
disciplinary pain management teams were fully designat-
ed at 68%, partially designated at 28%, and not available
at 4% of 140 VA parent facilities. Fifty percent of Veterans
on opioids at very high risk for overdose/suicide received
interdisciplinary team reviews.
IMPLICATIONS: VHA clinicians have greatly reduced
their volume of opioid prescribing for pain management
and expanded implementation of opioid risk mitigation
strategies.
IMPACTS: VHA’s integrated health care system provides a
model for opioid stewardshipand interdisciplinarypain care.
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INTRODUCTION

Chronic pain is more common and severe in Veterans than in
non-Veterans.1 It is estimated that one in three Veterans re-
ceiving primary care from a Veterans Health Administration
(VHA) facility has a chronic pain diagnosis and one in ten
Veterans has persistent, severe pain.2 The most common pain
conditions in Veterans are musculoskeletal including joint,
lower back, and neck pain.1 Chronic pain in Veterans is often
complicated by concurrent mental health disorders such as
posttraumatic stress disorder and substance use disorder.3,4

In the late 1990s and early 2000s, clinicians in the United
States (US) increasingly incorporated opioid medication into
care plans for their patients with severe pain, and VHA pro-
viders followed the national trend. By 2010, opioid prescrib-
ing was recognized as an important contributor to the US
opioid crisis.5 Studies in 2011 and 2019, respectively, showed
that VHA patients had nearly twice the risk of fatal accidental
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poisoning compared with the general US population4 and that
among Veterans receiving opioid prescriptions for pain,
higher opioid doses were associated with increased risk of
opioid overdose death.6 In response, VHA began to develop
standardized metrics for opioid use, and after successful pilot-
ing in several facilities in 2012, the Opioid Safety Initiative
(OSI) was launched system-wide in 2013.7

VHA employed four broad strategies to address the opioid
epidemic: education, pain management, risk mitigation, and
addiction treatment.7 This evaluation focuses on the first three
strategies. Foundational to this effort is ongoing monitoring of
key OSI-related measures with VHA dashboards making opi-
oid dispensing data and implementation of risk mitigation
strategies visible to providers and administrators. A key ele-
ment of VHA’s OSI education strategy is VHA Pharmacy
Benefits Management’s Academic Detailing Service (PBM
ADS). Academic Detailing (AD) is a knowledge translation
intervention through educational outreach delivered by clini-
cians to providers and staff with the goal of aligning their
practice with current evidence.8–10 In VHA, this is primarily
done in one-on-one, face-to-face settings by specially trained
clinical pharmacists who use OSI dashboards with prescriber-
level data and educational tools to inform and engage clini-
cians in adopting best practices11 (see OSI toolkit on VHA
Pain Management Program Office’s website12). Regarding
OSI patient education, since 2014, VHA policy mandated
educating all Veterans exposed to long-term opioid therapy
(LTOT) and obtaining written informed consent.13

Implementation of OSI risk mitigation strategies expanded
greatly with the 2016 Comprehensive Addiction and Recov-
ery Act (CARA)14 that mandated enhancements to opioid
safety and pain care in VHA including expanded monitoring
of opioid prescribing and risk mitigation. In 2016, the Centers
for Disease Control and Prevention (CDC) issued their guide-
line for prescribing opioids for chronic pain15 and this was
followed in 2017 by the VA/DoD Clinical Practice Guideline
(CPG) for Opioid Therapy for Chronic Pain.16 Notably, the
VA/DoD CPG specifically recommended against initiation of
LTOT for chronic pain. In 2016, policy mandated querying
state prescription drug monitoring programs (PDMPs) for
patients receiving a controlled substance prescription for lon-
ger than 5 days (except for hospice care).17 To further enhance
risk mitigation, VHA policy since 2018 has required interdis-
ciplinary team review and care coordination for Veterans
estimated to be at very high risk for overdose/suicide based
on the Stratification Tool for Opioid Risk Mitigation
(STORM) which utilizes predictive analytics to estimate Vet-
erans’ risk for overdose or suicide.18

The OSI pain management strategy consists of expanding
pain care treatment options and making those available
system-wide and readily accessible for Veterans. Access to
cognitive behavioral therapy for chronic pain, already avail-
able at many VHA facilities since the 1990s, was expanded
further. CARA legislation from 2016 required full implemen-
tation of the Stepped Care Model for Pain Management,

expanded access to Complementary and Integrative Health
(CIH) modalities including designated flagship sites, and pain
management teams (PMTs) at all VHA facilities. Also in
2016, VHA’s State of the Art (SOTA) conference on non-
pharmacological approaches to chronic musculoskeletal pain
identified non-pharmacological therapies with sufficient evi-
dence for VHA-wide implementation.19 In compliance with
CARA and incorporating SOTA recommendations, in 2017,
VHA mandated interdisciplinary PMTs at all facilities and
specified that they include medical providers with pain man-
agement expertise and offer evidence-based behavioral thera-
py approaches, physical medicine and rehabilitation therapies,
and evaluation and treatment of opioid use disorder (OUD);
concurrently, a separate Whole Health initiative has mandated
access to CIH modalities. The VA Maintaining Internal Sys-
tems and Strengthening Integrated Outside Networks
(MISSION) Act of 201820 greatly expanded access to non-
VHA providers and subsequently, VHA replaced the Veterans
Choice program in June 2019 with the VA Community Care
Network.
Monitoring implementation and compliance with the wide

range of legislation and policies to improve pain care and
opioid safety has relied heavily on data analytics that leverage
VHA’s electronic health record (EHR) system. This evalua-
tion will describe opioid safety-related data routinely reviewed
by VHA program offices and survey data related to imple-
mentation of interdisciplinary pain management teams across
VHA.

METHODS

This evaluation was conducted by VHA’s Pharmacy Benefits
Management Services (PBM) and National Pain Program
Office as part of a large-scale national Quality Improvement
project. Data related to interdisciplinary team reviews of very-
high-risk STORM patients were part of a national program
evaluation21 with a study protocol approved by the VABoston
Institutional Review Board (IRB 3069; R&D#3244-X).

Data Sources
Corporate Data Warehouse. PBM compiled most of the data
in this study from VHA’s Corporate Data Warehouse22

(CDW), a repository of national VHA administrative data.
Opioid, benzodiazepine, and laboratory data were extracted
from CDW from the beginning of Quarter 4 Fiscal Year 2012
to the end of Quarter 1 Fiscal Year 2020 (Q4FY2012-
Q1FY2020; July 1, 2012–December 31, 2019).

Other Sources. A customer relationship management
platform from Academic Detailing Services (ADS) tracked
opioid-safety-related educational outreach visits from
Q1FY2015 to Q1FY2020. Spontaneous reported opioid over-
dose reversals with outpatient naloxone were reported to the
Opioid Overdose Education and Naloxone Distribution
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(OEND)7,11 from May 2014 through February 2016 and then
captured with national VHA EHR notes from October 31,
2017, to December 31, 2019. The VHA Internal Audit Office
surveyed VHA parent facilities between February and
March 2019 to assess compliance with VHAmandates regard-
ing interdisciplinary PMT implementation. A VHA national
randomized program evaluation identified very-high-risk
STORMpatients23 who received interdisciplinary risk reviews
from Q3FY2018 to Q1FY2020.24

Data Analysis/Measures. Data were extracted to determine
measures and calculate morphine equivalent daily dosing
(MEDD). Opioid measures include all opioids, with some
variation in regard to tramadol, buprenorphine products,
medication for opioid use disorder, and liquid injectable, and
suppository forms of opioids, as noted for specific measures
per definitions (see figures). Opioid dosage calculation for
MEDD was calculated according to CDC surveillance
methods.25

Risk Mitigation Strategies. Pharmacy Benefits Management
(PBM) OSI Dashboard: Quarterly opioid dispensing data
tracked and monitored—at national, regional, and facility
levels—the number of Veterans: (1) dispensed opioids, (2)
coprescribed opioids and benzodiazepines, (3) dispensed
high-dose opioids defined as ≥ 100 mg average MEDD, and
(4) receiving LTOT with a urine drug screen within the past
year. Opioid dispensing data were monitored for all groups
since Q4FY2012. Since Q1FY2015, VHA also monitored
VHA patients receiving opioid prescriptions from a VHA
pharmacy that were prescribed by Veterans Choice Program
or VA Community Care Network providers. Changes in opi-
oid utilization and risk mitigation were calculated by deter-
mining number and percent decrease by quarter over time.
Academic Detailing Services (ADS) Measures: Quarterly

ADS assessments to support opioid risk mitigation were used
to track and monitor (1) patients dispensed opioids with an
annual PDMP check since Q1FY201717 and (2) outpatient
naloxone prescription measures since Q3FY2014: (2a)
patients dispensed naloxone, (2b) naloxone fills, (2c) naloxone
prescribers, (2d) patients co-prescribed opioids and benzodia-
zepines dispensed naloxone in the past year, and (2e) patients
with ≥ 50 mg MEDD25 dispensed naloxone in the past year.
Interdisciplinary Risk Reviews: Quarterly assessments of

patients prescribed opioids who were estimated by STORM
to be at very high risk for overdose/suicide and who had an
interdisciplinary risk review documented in the EHR have
been tracked since Q3FY2018.24 Change in very-high-risk
patients reviewed was calculated from Q3FY2018 to
Q1FY2020.

Pain Managemen t S t ra t eg i e s . VHA Survey o f
Interdisciplinary Pain Management Teams (PMTs): A VHA
Internal Audit Office survey assessed implementation of

PMTs with providers for four mandated categories—(1)
medical pain management, (2) behavioral therapy, (3) rehabil-
itation medicine, and (4) integrated access to assessment and
treatment for opioid use disorder. A fully designated PMT
included named providers for all four categories and a partially
designated PMT named providers in one to three categories.

Education Strategies. ADS Measures: Quarterly ADS
assessments to support patient and provider education were
used to track and monitor: (1) patients receiving LTOT with
written informed consent13 since Q3FY2014 and (2) educa-
tional outreach academic detailer visits related to pain/OSI and
OEND via a customer relationship management platform
since Q1FY2015.

RESULTS

Risk Mitigation Strategies. PBM OSI Dashboard: Opioid
prescribing in VHA peaked in Q4FY2012 with 679,376
patients receiving an opioid prescription, equivalent to
17.2% of Veterans with pharmacy activity that quarter. Since
then, the number of Veterans receiving an opioid decreased by
56% to 297,251 patients in Q1FY2020, equivalent to 7.0% of
Veterans with pharmacy activity (Fig. 1). The graph shows a
gradual decline from Q4FY2012 to Q4FY2013, followed by a
steeper, essentially linear decline until Q1FY2020 (average
quarterly reduction of 58,966 since Q4FY2013). Data, includ-
ing tramadol, identified a peak in opioid prescribing 1 year
later, in Q4FY2013with 869,956 Veterans receiving an opioid
prescription and a 57% reduction to 377,427 Veterans in
Q1FY2020.
Opioid/benzodiazepine co-prescribing was reduced by 83%

between Q4FY2012 and Q1FY2020 (from 122,633 to 20,266
patients; see Fig. 1), equivalent to 6.8% of Veterans dispensed
opioids. Historical VHA data identified Q2FY2012 as the
actual peak of opioid/benzodiazepine co-prescribing
(125,478 Veterans).
High-dose opioid prescribing (≥ 100 mgMEDD) decreased

from 59,499 to 13,738 Veterans during this time period, a 77%
reduction (Fig. 1), with historical VHA data identifying
Q4FY2011 as the actual peak (60,299 Veterans).
Regarding past-year urine drug screening among patients

on LTOT, there was a 148% increase between Q4FY2012 and
Q1FY2020 (36.6 to 90.8%, respectively; Fig. 2).
The number of VHA patients dispensed opioids from VHA

that were prescribed by a Veterans Choice Program/VA Com-
munity Care Network provider increased greatly over time to
16,831 in Q1FY2020 (Fig. 1). Notably, during the transition
from the Veterans Choice Program to the VA Community
Care Network—between 2018 and 2019—there was a marked
reduction in VHA dispensing opioids prescribed by these
providers.

Sandbrink et al.: VHA Opioid Prescribing and Risk MitigationJGIM S929



Figure 2 Quarterly opioid risk mitigation data. % LTOT patients with annual UDS: percentage of VHA patients receiving long-term opioid
therapy with a urine drug screen (UDS) in the past year. PBM OSI dashboard data: defines LTOT as ≥ 90 days supply of opioids for the
selected quarter and the prior quarter (opioids exclude buprenorphine/naloxone and tramadol). % LTOT patients with informed consent:
percentage of VHA patients receiving long-term opioid therapy with informed consent (from Q3FY2014). ADS measure: LTOT defined per
VHA Directive 100510 (≥ 90 days supply of schedule II or III opioids for the selected quarter and the prior quarter; opioids exclude schedule III

and IV opioids such as tramadol and codeine as well as medications for opioid use disorder such as methadone solution and sublingual
buprenorphine). % Opioid-prescribed patients with annual PDMP: percentage of VHA patients dispensed opioids with an annual Prescription
Drug Monitoring Program check. ADS measure: opioids include tramadol. Per the PDMP policy issued in October 2016, excluded patients

with a 5-day supply or less of opioids without refills and hospice patients. Data available since Q1FY2017.

Figure 1 Quarterly opioid prescribing data. Top left panel: total number of VHA patients dispensed an opioid. PBM OSI dashboard data:
opioids dispensed includes buprenorphine products, excludes tramadol (when OSI began, VHA’s Drug File classified buprenorphine products

in the opioid class; for consistency in the metric across time, it has continued to be included and internal examination of inclusion of
buprenorphine in this metric found that it did not significantly impact results). Top right panel: total number of VHA patients dispensed

opioids and benzodiazepines. PBM OSI dashboard data: opioids include buprenorphine products (see above) and tramadol; benzodiazepines
exclude clonazepam (when OSI began VHA’s Drug File originally classified it as a seizure medication only and later additionally classified it as
a benzodiazepine; for consistency in the metric across time it was excluded, however, internal examination of inclusion of clonazepam in this
metric found that it did not significantly impact results). Bottom left panel: total number of VHA patients dispensed high-dose (≥ 100 mg
morphine equivalent daily dose [MEDD]) opioids. PBM OSI dashboard data: high-dose opioids include buprenorphine (see above) and

tramadol. Bottom right panel: total number of VHA patients dispensed opioids from a VHA pharmacy that were prescribed by a non-VHA
prescriber. PBM OSI dashboard data: opioids dispensed excludes buprenorphine/naloxone and tramadol. Data were available beginning in
Q1FY2015 when tracking began (early low rates may be due to learning curves involved with uptake of new processes, including how to record
the prescriptions). The Veterans Choice program transitioned to the VA Community Care Network in 2018 with a significant reduction in
VHA patients dispensed opioids from a VHA pharmacy that were prescribed by a non-VHA prescriber during this transition period. Further

evaluation of this reduction may be warranted, with a focus on the factors.
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ADS Measures: PDMP query rates increased to 81.0% of all
patients dispensed opioids and 89.0% of patients on LTOT in
Q1FY2020 (Fig. 2). Through Q1FY2020, VHA’s OEND pro-
gram dispensed naloxone to 217,469 unique Veterans (Fig. 3),
increasing distribution to patients with overlapping opioid and
benzodiazepine prescriptions to 32.3% in Q1FY2020 as well as
to 38.6% among patients with ≥ 50 mg MEDD (Fig. 3). These

efforts have results in more than 1,000 opioid overdose reversals
reported between Q3FY2014 and Q1FY2020.
Interdisciplinary Risk Reviews: Between Q3FY2018

and Q1FY2020, 50.0% of Veterans estimated by STORM
to be at very high risk for overdose/suicide had a docu-
mented interdisciplinary team review (22,250 of 44,534
Veterans) (Fig. 4).

Figure 3 VHA Academic Detailing Service naloxone-related measures data (since Q3FY2014). Top left panel: total number of VHA patients
dispensed outpatient naloxone. Top right panel: total number of VHA outpatient naloxone prescribers. Bottom left panel: percentage of VHA
patients with ≥ 50 mg morphine equivalent daily dose (MEDD) of opioids with a naloxone prescription in the past year and with overlapping

opioid and benzodiazepine prescriptions with naloxone in the past year.

Figure 4 Stratification Tool for Opioid Risk Mitigation (STORM)–identified very high-risk patients prescribed opioids with a data-based opioid
risk review data (since FY18Q3).
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Pain Management S tra teg ies . VHA Sur vey o f
Interdisciplinary PMTs: The 2019 survey found that 95
(68%) facilities had a fully designated PMT, 29 (28%) had
a partially designated PMT, and 6 (4%) did not have any
designated PMT members. Among facilities with partial
PMTs, 13 had only one or two PMT roles filled. The PMT
roles not filled included 26 facilities without a provider
with addiction management expertise for assessment and
treatment of opioid use disorder, 21 facilities without
integrated rehabilitation medicine, 15 facilities without
behavioral therapy, and 14 facilities without a medical
provider with pain expertise.

Educational Strategy. Informed consent for patients on LTOT
steadily increased to 91.1% in Q1FY2020 (Fig. 2). Since the
national rollout of AD in Q1FY2015, academic detailers have
had 43,689 educational outreach visits with 22,000 unique
staff related to pain/OSI or OEND (Fig. 5).

DISCUSSION

VHA implemented its Opioid Safety Initiative (OSI) nation-
wide in 2013 and this evaluation extends previous findings
regarding the impact of the OSI26,27 by demonstrating dramat-
ic changes in opioid prescribing, utilization of risk mitigation
by VHA providers, and patient and provider education. Since
2012, opioid dispensing has steadily decreased from a peak of
17.2% of Veterans with pharmacy activity to recently 7.0%.
Several opioid prescribing measures were already beginning
to stabilize or even reverse at that time, as providers became
increasingly aware of the risks associated with opioid prescrib-
ing for chronic pain, in particular high-dose LTOT. The OSI
data demonstrate a reduction in the number of Veterans re-
ceiving any opioid, a decrease in opioid dosages, and an initial
shift towards tramadol prescribing and dispensing.

Specifically, high-dose opioid therapy peaked in Q4FY2011
whereas opioid dispensing excluding tramadol peaked in
Q4FY2012, and total opioid dispensing that included tramadol
peaked 1 year later (Q4FY2013). Remarkably, the number of
Veterans with opioid therapy has decreased steadily since
2013, well in advance of the CDC Guideline for Prescribing
Opioids for Chronic Pain (2016)15 and the VA/DoD Clinical
Practice Guideline for Opioid Therapy for Chronic Pain
(2017).16 Marked decreases in high-risk opioid prescribing
are noted, namely high-dose prescribing and opioid/
benzodiazepine co-prescribing (77% and 83% respectively).
The recent slowing in quarterly reductions suggests potentially
reaching a bottom in the near future for both measures.
The OSI dashboard provided transparency of provider

and facility prescribing patterns across the enterprise.
Quarterly updates about the metrics were provided to
facility leadership and stakeholders, and facilities were
asked to review the data with specific attention to Veter-
ans on very-high opioid dosages, beginning with greater
than 1000 mg MEDD and expanding to all patients with
more than 200 mg MEDD.
These clinical metrics in combination with opioid safety

focused educational initiatives contributed to awareness of
clinical guidelines and risk mitigation strategies. ADS phar-
macists educated and assisted providers, specifically targeting
high prescribers. The marked reduction in opioid and benzo-
diazepine co-prescribing may also be explained by a separate
initiative targeting the prescribing of psychotropic drugs in-
cluding benzodiazepines.28

VHA has greatly expanded access to non-pharmacological
modalities including behavioral, rehabilitation, and CIH
approaches and patient-centric whole health19,29–31 as part of its
pain care transformation. VHA’s 2009 National Pain Directive
established the Stepped Care Model for Pain Management, firm-
ly rooted in the biopsychosocial model for pain assessment and
treatment. The 2017mandate of interdisciplinary PMTs across all

Figure 5 VHA Academic Detailing Service Opioid-Related Educational Outreach by Academic Detailers data (since Q1FY2015). Total number
of VHA clinicians with a pain/Opioid Safety Initiative (OSI)–related Academic Detailing visit. Total number of VHA clinicians with an Opioid

Overdose Education and Naloxone Distribution (OEND)–related Academic Detailing visit.
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facilities expands access to multimodal pain specialty care with
integrated access to non-pharmacological strategies. Based on a
prior internal VHA survey, 105 of 141 VHA parent facilities had
a pain medicine specialty clinic or center in 2014. Many of these
pain clinics, however, had largely consultative functions and did
not offer integrated access to evaluation and treatment of OUD.
With the 2017 mandate, Pain Clinics shifted their focus to
provide oversight and actual prescribing of opioid medication
and integrated access to evaluation and treatment of OUD
and—consistent with VHA’s whole-person approach—to reduce
reliance on opioid medication.
Concerns regarding the potential unintended harm to

patients discontinued or tapered rapidly from LTOT, even at
previously high dosage, are important to consider when estab-
lishing guidance for providers and facility leaders. The authors
of the 2017 VA/DoD Opioid Therapy CPG specifically rec-
ommended individualizing opioid tapering based on risk as-
sessment and patient needs and characteristics, and warned
against abrupt discontinuations of LTOT. Based on the CPG,
the ADS opioid tapering32 tool recommends individualized
care with slow tapering if risks outweigh benefits of LTOT,
suggesting a 5–20% reduction per 28 days with pauses as
needed, and a patient-centered approach with patient buy-in.
The 2017 VA/DoD CPG and ADS tapering tool align with
recently published tapering guidance and clarification released
by HHS33,34 and the authors of the CDC guideline.15,35 A
study of VHA prescribing data indicated that reductions in
LTOT accounted for 83% of the overall decline in opioid
prescription fills between 2010 and 2016 and estimated that
90% of LTOT reductions were due to declining rates in
initiation of LTOT.27 These findings are encouraging as not
newly starting Veterans on LTOT is specifically recommen-
ded by the VA/DoD Opioid CPG.16

Despite the VA/DoD Opioid Therapy CPG and ADS taper-
ing tool expressing caution about opioid tapering and mandat-
ing patient-centered approaches, anecdotal evidence points to
Veterans experiencing harm from having their opioid medica-
tion discontinued or tapered faster than clinically indicated or
despite significant challenges with reductions. A recently pub-
lished observational study showed that patients were at greater
risk of death from overdose or suicide after stopping opioid
treatment, with an increase in the risk the longer patients had
been on opioid therapy before stopping.36

To mitigate such risks, many Veterans on opioid therapy
may benefit from greater care coordination to address medical
and mental health comorbidities and providers should be
aware of signs of potential opioid use disorder. Our evaluation
found that interdisciplinary risk reviews of very-high-risk
patients is feasible. Less than 2 years since the process was
mandated for all facilities, the data presented here show that
half of all Veterans at very high risk have undergone such
interdisciplinary care coordination reviews, and we are cur-
rently analyzing data to determine the outcomes of this risk
mitigation intervention.

A recent study of drug overdose deaths in VHA patients
showed a decrease in the number of Veterans dispensed a
prescription opioid in the 3 months prior to an overdose (from
54% in 2010 to 26% in 2016).37 Nevertheless, overdose
deaths in Veterans from opioids mirror data for the US popu-
lation with a marked increase in deaths that include synthetic
opioids, primarily fentanyl products. Thus, expanding access
to OUD care including Medications for OUD is essential.
VHA has mandated including providers with addiction med-
icine expertise in interdisciplinary PMTs at all facilities.
This comprehensive evaluation demonstrates that an inte-

grated, interdisciplinary health care system approach to im-
prove pain care and opioid safety is feasible and impactful.
VHA’s OSI and related system-wide initiatives have greatly
reduced the volume of opioid medication for pain manage-
ment, expanded implementation of opioid risk mitigation to
improve safety for Veterans who receive opioid medication,
and transformed pain management in VHA towards integrat-
ed, multimodal pain care, delivered collaboratively by primary
care and specialty care teams.
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