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Abstract
Background: Prescription opioid abuse in the United States is a devastating public health crisis, of which
many chronic opioid users were originally prescribed the medication for acute pain. Narrative enhanced
risk communication may improve patient outcomes such as knowledge of opioid risk and opioid use
behaviors in the setting of acute pain. Methods & Design: Patients presenting to the acute care facilities
of four geographically and ethnically diverse United States hospital centers with renal colic or
musculoskeletal back pain will be eligible for this multicenter randomized clinical trial. A control group of
patients receiving a standardized, general risk information sheet will be compared to two intervention
groups, one receiving the risk information sheet plus a probabilistic opioid risk tool and another receiving
the risk information sheet plus a narrative enhanced probabilistic opioid risk tool. We will study the effect
of probabilistic and narrative enhanced opioid risk communication on: 1) knowledge as measured by risk
awareness and treatment preferences for fewer opioids; 2) reduced use of opioids as measured by
quantity of opioids taken, functional improvement, and repeat use of unscheduled visits for pain; 3)
patient-provider alignment as measured by concordance between patient preference and �nalized
prescription plan and the presence of shared decision making. To assess these outcomes, we will
administer baseline patient surveys during acute care admission and follow-up surveys at predetermined
times during the ninety days after discharge. Discussion: This study seeks to assess the potential clinical
role of narrative enhanced, risk-informed communication for acute pain management in acute care
settings. This paper outlines the protocol used to implement the study and highlights crucial
methodological, statistical, stakeholder involvement, and dissemination considerations.

Background
Opioid abuse in the United States is a devastating public health crisis, responsible for 64,000 overdose
deaths per year and $78.5 billion in health and social costs annually from prescription opioids alone [1,
2]. Notably, most chronic prescription opioid users were originally prescribed the medication for acute
pain [3, 4].

With 42% of Emergency Department (ED) visits related to pain, acute care settings are vital locations for
providers and patients to manage pain while reducing misuse of opioids [5]. In acute illness and recovery,
inadequate pain management is associated with greater morbidity, lower patient satisfaction, and higher
costs of care [6]. Nevertheless, younger age, illicit drug use, tobacco use, alcohol abuse, sexual abuse, and
family history of drug and alcohol use are all risk factors for prescription drug abuse, along with social
factors including unemployment, and mental health conditions such as depression, anxiety, and PTSD [7,
8].

In practice, providers often make therapeutic decisions, particularly around analgesia, without engaging
patients about their risks. Moreover, when they do discuss the risks and bene�ts of speci�c options, the
communication is frequently devoid of context and probabilistic in nature (presenting the likelihood of
outcomes using either descriptive words or numbers) [9, 10]. Probabilistic tools have been established as
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a common way to communicate information about risks and bene�ts to patients facing medical
decisions. Furthermore, a recent emergency department randomized controlled trial demonstrated that a
fact-based, literacy-appropriate information sheet alone did not improve patients’ knowledge and safe
use of opioid analgesics compared to usual care [11].

In this context, narrative communication can be an inexpensive, sustainable, and effective tool to
promote engagement around health information and to enhance other forms of risk communication. A
narrative is de�ned as a coherent story with an identi�able beginning, middle, and end that provides
information about scene, characters and con�ict; raises unanswered questions or unresolved con�ict; and
provides resolution [12]. Narratives have been noted to improve the communication of health information
by holding people’s attention and “transporting” their mental state [13,14].

Importantly, narratives have been shown to help clarify the values and trade-offs associated with risk in a
more palatable manner than purely probabilistic facts alone [15]. Communicating risk using narratives
has also been demonstrated to bene�t subgroups with lower levels of education, literacy, and numeracy
[15, 16, 17, 18, 19, 20]. However, the role of narratives for communicating and translating risk evidence,
speci�cally when attempting to improve pain treatment in acute care settings, has not been evaluated in
a comparative manner. Furthermore, research on opioid prescriptions and use for acute, nonsurgical pain
is severely lacking [6].

This study assesses two clinical interventions for opioid risk management among patients presenting to
acute care settings with non-surgical musculoskeletal back pain or renal colic: a Probabilistic Risk Tool
(PRT) and a Narrative Enhanced Risk Tool (NERT). The PRT is a risk communication intervention derived
from the previously validated Opioid Risk Tool (ORT). Because narratives can enhance the effect of
probabilistic communication [16, 17, 18, 19, 20], the NERT combines the PRT (individualized risk) with a
menu of video narratives, generated from past patients’ stories, and displayed during the clinical
encounter on a tablet computer.

This paper outlines the protocol used to implement the Life Stories for Opioid Risk Reduction in the ED
(Life STORRIED) study, towards the goal of better understanding the clinical potential of narrative-
enhanced, risk-informed communication in the setting of acute pain.

Methods And Design
The Life STORRIED study is a multicenter randomized clinical trial in the United States. Central ethical
approval has been con�rmed by The University of Pennsylvania institutional review board (reference
approval no. 826673). Recruitment at other centers began once local ethical approval was obtained. The
study began data collection on June 28, 2017.

Experimental Plan
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Eligible patients presenting to participating sites (emergency departments and associated urgent care
and observation units) from four geographically distinct health systems will be randomized to one of
three study arms:

1) Control group (Arm 1): Patients receive a standardized, general risk information sheet (General Risk
Comparator) only. This study arm represents a risk communication approach commonly employed in
clinical practice (Fig 1a).

2) PRT Intervention group (Arm 2): standardized, general risk information sheet plus a probabilistic opioid
risk tool (Fig 1b).

3) NERT Intervention group (Arm 3): standardized, general risk information sheet plus a narrative
enhanced probabilistic opioid risk tool (Fig 1c).

Patients will be strati�ed by complaint (renal colic or back/neck pain) and hospital center (University of
Pennsylvania, Northwell Health, Mayo Clinic, or University of Alabama at Birmingham). Electronic
consent, randomization within strata and hospital center will occur automatically through Way to Health
(WTH), a web-based data collection platform for behaviorally oriented randomized clinical trials, during
the enrollment process [21] using computer generated random numbers. All outcomes data are collected
through the WTH platform, a secure, electronic database accessible only to researchers.

Opioid Risk Tool (ORT): For participants randomized into either intervention arm, WTH will display one of
three ORT images— “at risk,” “high risk,” or “highest risk” for opioid misuse— based on participant
responses to the ORT survey (Fig 2). Using a standardized script, study staff will discuss and interpret the
ORT image with patients and provide a hard copy for participant possession.

Video narratives: For participants randomized to the narrative enhanced probabilistic risk tool arm, WTH
will also display eight video narratives (Fig 3). Each narrative is a one- to three- minute, �rst-person,
interview-based vignette of a patient or caregiver sharing personal perspectives and experiences of acute
pain and opioid use and misuse. Together, the eight narrative videos feature patients of diverse
backgrounds and risk levels to offer a balanced, varied commentary. The narratives are displayed in a
menu format on a table computer and participants can watch any story by touching the picture of the
storyteller. Study staff will encourage the participant to watch as many videos as desired, provide
disposable earphones, and exit the room for privacy until the patient has completed viewing the videos.

The videos were developed by the research team to maximize factors such as identi�cation with
characters, perceived realism, normative values, and reinforcement. They were also reviewed for clarity
and salience and tested through an iterative process with a core group of patient investigators and
community stakeholders.

Study overview and objective
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The primary objective of this study is to determine whether risk-informed communication with or without
a narrative-enhanced tool can improve functional outcomes and patient-centered outcomes in the
domains of knowledge, opioid use, and patient/provider therapeutic alignment. Speci�cally, the study will
measure the effectiveness of different risk communication strategies using the following outcomes (for a
full list of primary and secondary measures, response type, collection points, and their relevance to
patients and other stakeholders (see Table 1)):

1) Knowledge as measured by risk awareness and treatment preferences for fewer opioids, particularly
among those at higher risk for addiction

2) Reduced use of opioids as measured by quantity of opioids taken, functional improvement, and repeat
use of unscheduled visits for pain at 14 days

3) Patient/provider alignment as measured by concordance between patient preference and �nalized
prescription plan and the presence of shared decision making

We hypothesize that, compared to study patients receiving only a generalized risk information sheet or
information sheet plus probabilistic risk communication tool, patients receiving narrative enhanced risk
communication will:

1) Demonstrate greater knowledge as determined by awareness of risk for opioid dependency

2) a. Select a treatment plan with fewer opioids; b. Take fewer opioids for fewer days, while achieving the
same degree of pain relief and improved functional status

3) a. Enjoy greater levels of concordance between the patient-preferred and provider-selected treatment
plans; b. Engage in greater shared decision making with their provider.

Setting

Patients will be recruited from acute care settings (emergency department, urgent care or observation
unit) in four United States hospital centers: the University of Pennsylvania in Philadelphia, Pennsylvania
(east coast with an urban patient population), Northwell Health in Long Island, New York (east coast with
a suburban patient population), the Mayo Clinic in Rochester, Minnesota (midwest with a rural patient
population), and the University of Alabama in Birmingham, Alabama (southeast, with an urban patient
population). These centers were selected to capture geographically and ethnically diverse patient
populations and clinical practices.

Sample population and recruitment

Our sample population includes patients presenting to participating study sites with a chief complaint
suggestive of acute renal colic or musculoskeletal neck or back pain. A trained project manager, research
coordinator, or research associate will identify potentially eligible patients based on chart review and
collaborate with the treating clinician to con�rm patient eligibility for the study. Patients will be
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concurrently enrolled at all participating study sites �ve to seven days per week, whenever a trained
enroller is available. Data audits, for completeness and accuracy are conducted monthly by the study
team. Adverse events or other unintended effects of the trial will be reported immediately to the sponsor,
the central IRB, and the o�ce of human research at the home institution. Additionally, all important
protocol modi�cations will be communicated to relevant parties, such as investigators, the IRB,
participants and our funder PCORI.

Selection of Participants

The study inclusion criteria are as follows:

1) Patients 18-70 years of age presenting to an acute care setting AND

2) Chief complaint indicative of acute neck, back, and/or �ank pain OR uncomplicated kidney stones
AND

3) Capable of providing informed consent AND

4) English-speaking OR Spanish-speaking with English comprehension AND

5) Able to access a smartphone or email account regularly AND

6) The treating clinician anticipates discharge within 24 hours with a diagnosis of renal calculi or
musculoskeletal back pain

Exclusion criteria include pregnancy, in police custody, under the in�uence of drugs or alcohol, mentally or
cognitively unstable, suicidal, homicidal, or unable to take opioids or non-steroidal anti-in�ammatories for
any reason. Additionally, patients who display aberrant drug use behavior or have used opioid
medications in the past 30 days— excluding opioids taken for the current condition within 48 hours of
this acute care admission— are ineligible. Patients with a known history of chronic kidney disease
(GFR<60) are also ineligible, because they may not be able to take NSAIDS.

Baseline enrollment (Day 0)

Enrollment takes approximately thirty minutes and will be conducted in the �ow of patient care. Once an
eligible patient is identi�ed via chart review and clinician consultation, study staff will use a standardized
script to greet the patient, introduce the study, obtain written informed consent, and conduct baseline
enrollment activities.

After providing informed consent, participants will answer questions from a series of surveys, including:
1) an informational pro�le of demographic data (gender, race, ethnicity, education level) [22, 23, 24]; 2)
the Revised American Pain Society Patient Outcome Questionnaire [25]; 3) the 20-Item Short Form Survey
from the Medical Outcomes Study [26]; 4) a tobacco use survey [23]; 5) the Opioid Risk Tool [27]; 6) the
Screener and Opioid Assessment for Patients with Pain- Revised [28]; and 7) a pain relief preference
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survey. Participant responses to survey questions will be recorded in real time on a secure, password-
protected iPad or tablet owned by the study. Study staff will administer surveys 1) through 3) and 7),
whereas participants will complete surveys 4) through 6) directly on the study tablet computer due to the
sensitive nature of these questions.

All participants will be given a generalized, fact-based risk information sheet for renal colic or neck/back
pain, based on chief complaint. During enrollment, patients will have three minutes to familiarize
themselves with the risk information sheet and ask questions to study staff.

Participant follow-up (Days 1-7, Day 14, Day 90)

On days one through seven and fourteen after enrollment, WTH will send participants automated email or
text messages containing links to secure, online follow-up surveys. These brief surveys collect
information on patient satisfaction and outlook [25], pain management strategies and functional
outcomes, behavioral and functional characteristics [26, 29], medication use behaviors [30], quality of life
[26], health literacy [31], and health numeracy [32]. Patients randomized to the narrative enhanced
probabilistic risk tool arm will also receive messages encouraging them to continue to view the eight
video narratives through an individualized WTH portal.

Ninety days after enrollment, study staff will contact participants by text or phone to conduct a 20-minute
follow-up survey of the above attributes, as well as recall of opioid risk level and/or viewing of video
narratives for patients randomized to the corresponding intervention arms.

Patient and stakeholder engagement

Patients and other key stakeholders are and will be engaged in this study throughout the entire research
process. Four patients are formally involved in this study as Patient Investigators, full members of the
core research team who provide perspective on research questions, methodologies, and patient-related
outcomes. As current and former patients presenting with acute and/or chronic pain, Patient Investigators
have unique and extensive input including diverse experiences with opioids. Additionally, the UPHS
Patient and Family Education Committee, a formal group of hospital staff, patient advocates and
community members who meet regularly to help patient and their families navigate hospital care, will
provide study input. These stakeholders will also be engaged in the interpretation and dissemination of
study �ndings as the trial progresses.

Text and email reminders are used to promote continuous engagement and follow up among study
participants. Small cash incentives are used to maximize retention and promote follow up. All subjects
are eligible to receive up to $50 dollars for completing enrollment and follow up surveys. For the 90 day
survey, if the subjects do not respond to the electronic reminders, research staff will call the participant to
remind them to complete survey and, if necessary, to conduct the surveys by telephone.

All study staff will complete IRB certi�ed training regarding human subjects’ protection and will be
thoroughly trained and supervised in the conduct of the research protocol. A project manager, responsible
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for general study oversight, will ensure all study procedures are followed and that any issues are brought
to the attention of the investigators and resolved in a timely manner. Enrollment staff including research
coordinators and research associates will be trained to demonstrate sensitivity to the pain experiences of
patients and to neutrally present the intervention tools. Scripts and role playing will be used when training
enrollment staff about how to approach patients, present the study, and maintain a nonjudgmental,
neutral approach to collecting information on the amount and type of pain medication taken, history of
substance abuse, and other sensitive psychosocial risks.

Statistical Analysis: Data will be analyzed in an intention to treat fashion. Standard statistical tests (2
and ANOVA or Kruskal Wallis test) will be performed to determine outcome distributions and whether
patients differ with regard to demographics in the 3 study groups. A data monitoring board was not
needed for this study as due to the anticipated low risk of the communication-based interventions and
was approved by the central IRB. The investigators will have �nal access to the trial dataset. There are no
contractual limitations to the investigators’ access to these data. The following statistical techniques will
be employed for each of our 3 goals of the study:

1. To demonstrate greater knowledge of risk for opioid dependency, concordance between individual risk
as measured by the ORT, and follow-up at 2 weeks and three months about their recall of their risk
category (measured by at risk, high risk, highest risk) and corresponding risk percentage (6/100, 28/100,
or 91/100), a Cohen’s weighted kappa will be calculated for NERT & PRT treatment groups, and then
compared using a 2-sample Z-test and/or con�dence intervals for the difference. Additional analyses will
include dichotomizing concordance (concordant/discordant) as the outcome and developing logistic
regression models including treatment arm, demographics (age, gender, ethnicity), and risk category. This
will allow for comparison of NERT & PRT treatment groups while adjusting for potential confounders.

2. To test the hypothesis that patients in the NERT group will take signi�cantly less morphine equivalents
than patients in PRT or control group, the primary analytic technique will be a Poisson (log-linear)
regression or a Negative Binomial (ZINB) regression [33]. Models will be developed using SAS procedures
GENMOD or COUNTREG using a log link and Poisson or a ZINB distribution. All models will be adjusted
for baseline pain level, condition, and any complications, as well as possible modi�ers/confounders such
as age, gender, race, education, employment, insurance, income (SES), and marital/relationship status. To
assess differences in number of days to no/minimal pain, number of days to cessation of opioid use, and
time to return to functional status over the 3-month study period among the 3 treatment arms utilizing
Kaplan-Meier curves and Cox proportional-hazard models. The log rank test will be used to assess
differences in rate of cessation of opioid use and rate of return to functionality between the 3 treatment
groups. Additionally, at the 3-month interview, functionality will be assessed with MOS-20 scales [25]. For
this analysis, a 2-way ANOVA (group and condition as main effects) will be used.

3. To assess trust in the provider using the trust in physician scale (range of scores 11-55) [34] [35], and
patient shared decision making using the CollaboRATE scale [36], a 2-way ANOVA at 3 months and at
discharge, respectively will be used. To test the hypothesis that patients in the NERT group will have
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greater satisfaction with adequacy of pain management compared to PRT and control groups, 2 analytic
techniques will be used. Satisfaction will be assessed using selected items from the American Pain
Society Patient Outcome Questionnaire. To assess differences in the absolute score at 2 weeks and 3
months between the 3 treatment arms, an analysis of covariance will be performed with treatment group
and condition as main effects, an interaction term crossing approach with condition, and covaried on
baseline scores. In addition to this analysis, patient satisfaction will be dichotomized; 1-3 (not satis�ed),
4-6 (satis�ed) and a generalized linear model (SAS GLM procedure) with a log link, Gaussian or binomial
error, and robust estimates of the standard errors of the model coe�cients will be employed [37]. Finally,
to assess agreement between Patient Preference and Provider Decision, a Cohen’s weighted kappa will be
calculated for each treatment arm.

Sample Size and Power Calculation: To determine the number of patients needed in each group for
su�cient sample size we considered one of the primary outcomes measured in 2 ways (# of morphine
equivalents at 14 days, # of days to no opioids). The �nal sample size was based on the number of days
(rate) to no opioid use as this was the largest sample size needed to detect a clinically meaningful effect
between PRT and NERT. Using a 2-sided log-rank test with an overall starting sample size of 1100
subjects achieves 80% power at a 0.05 signi�cance level to detect a hazard ratio of 0.46 when the
proportion not taking opioids at 2 weeks in the PRT group is 0.70 (an effect size as small as 15%) and the
loss to follow-up (LTF) is 20-25%. Using a conservative estimate of a �nal sample size, we will have more
than su�cient power (>80%) to detect, a difference in number of morphine equivalents at 14 days as
small as six, 5 mg doses of oxycodone.

For the control arm, at least 300 patients will be enrolled. Using an effect size of 10-15% difference in
proportions, which we considered to be clinically meaningful and also obtainable based on our pilot data,
and conservatively estimating a 20-25% loss to follow-up in this group, we will have su�cient power with
sample size 225 to evaluate a 10% difference assuming that 95% and 85% will no longer be taking
opioids at 2 weeks in the NERT vs control group, respectively.

Discussion
In the United States, prescription opioid misuse affects over 2 million people and is responsible for more
than 1,000 emergency department visits per day [38]. Simultaneously, emergency medicine providers face
tremendous pressure to prescribe opioids for pain management, and are among the top opioid
medication prescribers for patients under 40 years of age based on the number of prescriptions. In this
context, there exists gaps in knowledge about the clinical value of prescription risk communication
methods. Researchers have sought to validate opioid risk tools for individual patients, but have not
explored how these risk tools work or how they can be used from the patient’s perspective [39, 40].

This paper describes the Life STORRIED study protocol used to implement a multicenter, randomized
clinical trial for evaluating the clinical potential of different risk communication strategies, with the goal
of optimizing patient and provider decision-making about opioid use.
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This study is signi�cant to patients and providers for at least two reasons. First, achieving adequate relief
from acute pain while balancing addiction risks and side effects of prescription opioids is a major
challenge for patients and providers. Acute pain management contributes largely to the United States
crisis of prescription opioid abuse, which often begins with prescriptions for acute pain and is costly and
harmful to families, communities, and society as a whole. Second, patients are frequently exposed to
either under- or over- treatment of pain and have different risk pro�les for opioid misuse, realities that
may impact the appropriateness of various analgesics.

A recent systematic review on opioid dependence after exposure for pain relief concluded that there are
not enough studies focused on acute pain and that studies of opioid use for acute pain control are
almost uniformly of poor quality [38]. Indeed, most opioid guidelines are focused on the treatment of
chronic pain. Another systematic review stated that “research on pain management in nonsurgical,
nonmalignant acute pain is sparse.” This is a major problem because poor pain management is
associated with greater morbidity, lower patient satisfaction, and higher costs of care [6].

Furthermore, this study is clinically novel for at least three reasons. First, it addresses patients in acute
care settings with acute pain, a diverse population at risk for opioid dependency and repeated use of
emergency care. This common presentation is severely under-investigated, as the vast majority of
research on prescription opioids focuses on patients with chronic pain in primary and longitudinal care
settings. Second, this research addresses communication and patient decision support in acute care
settings, an important yet also under-investigated area. Third, this study addresses the pervasive
knowledge gap of narrative-enhanced risk communication in the setting of daily acute care decision-
making about pain management. Narrative based communication tools represent a novel way to
communicate risk to patients but have not yet been comparatively explored in the settings of emergency
care or for pain treatment [15, 16, 17, 18, 19, 20].

The goal of this study is to provide crucial and currently lacking evidence about the value of personal
narratives in communicating and managing opioid risk in acute care patients. Ultimately, this study aims
to facilitate the creation of a clinically effective and accessible tool to guide pain management decision-
making in acute care settings, in the setting of the modern prescription opioid abuse crisis.
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Outcome Measure Collection
Point

Response
Type/Analysis

Statistical Test Why is this Patient Centered and Relevant for patients?
*

Primary Patient Reported Outcome
Agreement
with Risk and
Risk Recall

Opioid Risk
Tool & Risk
Assessment
Recall

Baseline
and Day
14

And 3
Months

Ordinal (3
Options) for
Baseline Risk
and Risk
Recall

Cohen’s weighted
kappa (within

treatment arm) c2 
tests (crude
agreement)

ORT is a brief screener allowing patients to
confidentially enter their own history to
determine the probability of becoming addicted
to opioids. Asking patients to recall their risk
level/score will assess patient awareness and
the impact on their chosen pain relief method.

 
Days to no
opioid use

Number of
pain meds
taken daily

Days 1-2,
4-6, 14,

and 3
Months

Continuous (#
pills of each
type)

Kaplan Meier &
Proportional Hazards
(time to full
functionality)

 

Directly reported by and measured by the
patient. Collection via text messaging or phone
allows for easy, flexible data collection.

 

Self-Reported
Opioid Use
(Total
morphine
equivalents)

Type and
number of pain
meds taken
daily

Days 1-2,
4-6, 14,

and 3
Months

Continuous (#
pills of each
type)

Zero Inflated Negative
Binomial, or Zero
Inflated Poisson
models

 

Directly reported by and measured by the
patient. Collection via text messaging or phone
allows for easy, flexible data collection.

 

Secondary Patient Reported Outcomes
Functional
Status

Back Pain
Functional
Scale, MOS-20

 

Days 1, 7,
14,

and 3
Months,

3 Months

Likert Scale
(0-10)

Composite
Score for 5
items (0-50)

Kaplan Meier &
Proportional Hazards
(time to full functionality),
Random effects mixed
model  to measure
clinically important
changes in functionality

These validated surveys can detect differences in
reported functional status that are relevant to the
patient and their ability to return to their usual
activities (including work).

Patient
reported
preference for
pain relief

Patient pain
relief
preference
survey

Baseline 5 Options for
Patient
reported Pain
Relief
Preference

Cochran-Armitage c2 
test for trend

 

Directly reported by the patient. Allows patient
to report their preferences for pain relief, and
have these preferences relayed to their
providers.

 
Satisfaction
with Pain
Treatment

Am. Pain Soc.
Patient
Outcome
Questionnaire

Baseline,
Days 1, 7,
14 and 3
Months

Likert Scale
(1-6)

Dichotomous

(satis�ed v.
not satis�ed)

c2 tests & Mantel Haenzel
summary statistics

GLM with log linear link

 

Pain Relief is an important part of acute medical care;
Patients indicate that Satisfaction with Treatment is
multi-faceted and individualized to their own priorities.

Trust in
Provider

Trust in
Physician
Scale

Day 7 Likert Scale
(1-5)

Composite
Score for 11
items (11-55)

ANOVA or Kruskal Wallis
test

Allows Patient to report their perception of their
provider. Patients are more likely to be adherent to
medical care when they trust their physicians.

Follow-up
Visits for Pain

Self-Report
additional
provider visits

Day 14
and 3
Months

Dichotomous
(Y/N visits;
Y/N provide
pain pills)

c2 test

GLM with log linear link

 

Directly reported by and measured by the patient.
Patient reported need for follow-up visits to address
on-going pain potentially indicates inadequate pain
management.

Patient-
reported
measure of
shared

CollaboRATE Day 1 Likert Scale
(1-10)

Allows patient to report their perception of the decision
making process with their provider.
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ANOVA or Kruskal
Wallis

Test

decision
making

Opioid misuse Current Opioid
Misuse
Measure

3 Months Dichotomous
Score (≥ 9 +
<9)

c2 test

GLM with log linear link

 

Directly measures current opioid misuse.

Alignment Outcomes
Agreement on
pain treatment
between
patient
preference
and provider
decision

Patient
Preference v.
EMR
Documentation

  5 Options for
Patient
reported Pain
Preference &
concordance
with provider
decision.

Cohen’s weighted kappa,
ICC*, Bland Altman plots

(within tx arm)  c2 tests
(crude agreement)

Linking Patient Preference with EMR data makes the
patient related outcomes above stronger and linked
with concrete clinical data.

Covariates
(Subgroup
analyses)

         

Demographics GENACIS /
BFRSS 2011

Baseline Varies by
question

   

Overall Health Self-Rated
Health

Baseline
and

3 Months

Likert Scale
(1-5)

   

Medical
Condition
(Back vs.
Renal Colic)

ICD-9 Code
& Primary
Complain

Baseline ICD-9 Codes    

Medical
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Figure 1

SPIRIT Figure.
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Figure 2

Flow diagram for Life STORRIED study.
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Figure 3

Probabilistic Risk Tool (PRT), created by PI, based on responses to the Opioid Risk Tool assessment.
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Figure 4

Online interface displaying personal video narratives included in the Narrative Enhanced Risk Tool
(NERT).
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