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INTRODUCTION

The optimal method for engaging busy
physicians in continuing medical education
(CME) remains unknown.!® Research
concerning  established  educational
frameworks, such as Bloom’s taxonomy
and Moore’s seven levels of outcomes in
CME, has clearly demonstrated that passive
learning is insufficient to produce higher
levels of learning that lead to practice
change.’ Additionally, educational research
has demonstrated that active learning
with spaced education and retrieval-
based practice can improve knowledge
acquisition, knowledge retention, and, in
some cases, clinical practice.'”'* However,
most CME offerings today continue to
rely on passive learning models through
lecture-style presentations in face-to-face
meetings.

Spaced education and retrieval-based
practice with feedback are pedagogical
approaches that have been proven to be
effective methods of education based on
the neurobiology of learning."*'* Spaced
education distributes the learning event
over multiple, shorter encounters, allowing
for effective repetition that ultimately
leads to deeper learning in a more efficient
manner.'s Retrieval-based practice
actively engages the learner by querying
their knowledge base and then giving

feedback concerning their responses.®
Taken together, spaced education through
retrieval-based practice has been shown
to be a more effective and efficient means
of learning for trainees and practicing
physicians."”

The aim of this study was to compare the
level of learner engagement between two
educational modalities, as measured by
the number of CME credits earned. A
secondary aim was to compare knowledge
acquisition between groups. The two
methods of delivering educational content
were a web application (web app) that
distributes  multiple-choice  questions
(MCQs) with immediate feedback via SMS
(Short Message Service) text or email and an
online learning management system where
learners are required to answer MCQs after
reading a journal article on a topic. Thus,
the research questions this study sought to
answer were (1) Do end users engage one
type of learning modality over another as
measured through the amount of CME
consumed? and (2) Isknowledge acquisition
increased if the questions are disseminated
via a smartphone web application versus
an online learning management system
that replicates common online modules
for CME (eg, as is common for journal-
based CME related to review articles)? The
hypothesis of the study was that the use
of the web-app system would result in a

* Details of the Vanderbilt system are provided later. To compare to a live online CME system, see https://www.
asahq.org/shop-asa/e020j00w00 (accessed December 3, 2020).
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greater number of CME credits earned.

MATERIALS AND METHODS

This study was approved by the Vanderbilt
Institutional Review Board (study no.
181415; Nashville, TN).

Recruitment emails were sent to board-
certifiedandboard-eligibleanesthesiologists
in the United States who were members of
component state societies of the American
Society of Anesthesiologists. Leaders of
state societies of anesthesiologists (eg,
the president of the Tennessee Society of
Anesthesiologists) were contacted and
asked to disseminate a recruitment email
to their members. Accordingly, the exact
number of anesthesiologists contacted
as potential participants for this study is
unknown. A web link to online enrollment
materials was included in the email
recruitment information (see Appendix
1). Respondents were enrolled through
REDCap.'® The duration of the enrollment
period was 1 week, which commenced
when the first recruitment materials were
sent. Only board-eligible or board-certified
anesthesiologists in the United States were
included in the study. After the enrollment
period concluded, participants were
randomized into two groups: web-app-
based CME (Webapp CME) and an online
interface that replicated CME offerings
through many peer-reviewed journal
publishers (Online CME)."

continued on next page
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As an incentive for participation, CME
credits could be earned, without cost,
for participation during the intervention
period and for completion of the
postintervention quiz. The number of
credits earned were determined by levels
of engagement with the learning programs.
Based on time needed for completion, 1
hour of CME credit was earned for each
block of 5 items that were completed by the
participants during the intervention period.
For the Online CME group, participants
were instructed to read the article and then
answer the question items. Participants in
this group received 1 hour of CME credit
for every 5 questions that they answered.
For the Webapp CME group, completion
of an item required that the participant
read the question, select an answer, review
the rationale (which included a significant
portion of text from the associated journal
article), and confirm that the rationale was
reviewed. The participants in this group
were not asked to read an article before
answering the question. However, the
article was made available through links in
the rationale after each question.

Study Procedures
Content Development

Question items were developed in a
structured fashion (Appendix 2 illustrates
the structure and content of a question
item). First, a template for creating question
items was given to all content creators and
followed during the development of each
item (Appendix 3). Second, the faculty
(N = 6) who contributed question items
received training in psychometrics and
question writing in one of two forms: from
the American Board of Anesthesiology or
National Board of Medical Examiners to
provide questions for MOCA Minute or
national board exams, or from an internal
training based on courses in writing exam
questions. Those who received the latter
underwent a 3-hour training session
through the Vanderbilt School of Medicine
Educator Development Program as well as
a departmental training of approximately
2 hours, both of which included question-
writing practice.

Third, the questions were submitted to
two authors (M.D.M. and G.M.E) for
review. Minor edits (eg, verb tense) were
performed without further review. If major
edits were required (changes to clinical
stem, suggestions for different distractors),
these were returned to the original authors
for review. As a final round of review, the
completed question set was sent to all
question writers (N = 6) for approval. While
about half of the questions required major
edits, no questions were discarded. Fourth,
all items were mapped to specific content
in the published articles, with a standard
of 10 question items per article. The goal of
following a standardized process for item
creation and review was to increase the
content validity of the items themselves."
Using MCQs as the format for assessing
learner engagement and knowledge
acquisition should ensure adequate validity
from a response-process perspective, as this
is an accepted and frequently used format
for physician assessment."

Intervention. 'The study intervention
consisted of a 6-week period during which
educational content was delivered based on
assigned study groups using two different
modalities, as specified later (Figure 1).
The educational content was based on six
articles published in the past 5 years in
Anesthesia & Analgesia, with 10 MCQs per
article, as already noted.*** Additionally,
the educational content and questions in
both learning modalities were identical.

Online CME. Access to the CME articles
and questions required logging in to the
Vanderbilt learning management system
(https://spark.app.vumc.org). Participants
were provided unlimited access to a
published pdf of each CME article, with
permission granted by the publisher for
the study period. As a counterbalancing
measure to the reminders for the Webapp
group (described later), participants in this
group received an email at the beginning of
each week to remind them of the availability
of articles and questions. As noted in the
Introduction, the Vanderbilt learning
management system site was configured
to match the components of online CME
offerings through many peer-reviewed
journals. These components include access

"'The web app used for this study is named QuizTime and was developed by the Vanderbilt University School
of Medicine (https://quiztime.app.vumc.org/). It is currently not available for commercial purchase and use but

likely will be in the future.
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to the CME article, with instructions to
read it before completing the questions;
MCQs related to the article with, feedback
about whether the answer to the question
was correct or incorrect; and CME credit
for completion of the question items (see
Figure 2 for screenshots).

Webapp CME. Participants in the Webapp
CME group received an email informing
them that they would receive one question
each weekday (Monday-Friday) for 12
weeks, for a total of 60 questions. Questions
were delivered at 10 Am each day via SMS
text or email, with a hyperlink to a web app
that presented the question item.” The web
app allows for one discrete delivery time per
cohort of participants in a specific module.
The content delivered in the questions
was identical to that made available to the
Online CME group. This group also had
unlimited online access to the published
pdf of the article through the Vanderbilt
learning management system and through
hyperlinks in the answers to the MCQs.
Figure 3 illustrates the process of receiving
a text message and being presented a
question item.

Postintervention knowledge quiz. One week
after the completion of the study period,
participants in both groups were asked
to complete a 24-MCQ quiz to assess
their knowledge acquisition. The quiz
contained 4 MCQs related to each CME
article used in the study (see Appendix 4),
a subset of the 60 questions used during
the intervention period. Participants were
offered an additional 3 hours of CME credit
for completing this quiz.

Statistical Analysis

The primary outcome measure was the
difference between cohorts in amount of
CME consumed. Analyses were conducted
in an intention-to-treat manner based
on group randomization, regardless of
user engagement. Unpaired 2-tailed ¢
tests were used to evaluate the statistical
significance of differences between cohorts
for continuous variables, the Fischer exact
test for categorical variables, and the
Mann-Whitney U test for comparison of
medians. All data are presented as mean +
95% confidence interval unless otherwise
noted. A P value threshold of .05 was used
for determining significance.

continued on next page
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We are unaware of previous studies
that have investigated the differential
consumption of educational material based
on pedagogical approach. Based on prior
studies reporting the preference of learners
for this form of education, if we assumed
that participants in the Online CME group
would on average consume 66% of the CME
offered (10/15 h) with a standard deviation
of 2 h, then 32 participants (16 per group)
would be needed to show a 20% difference
in consumption between groups.*’

RESULTS

A total of 54 participants enrolled in the
study (Online, N = 28; Webapp, N = 26).
Participant demographic characteristics
are shown in Table 1. The mean number
of CME credits awarded was significantly
greater in the Webapp group than in the
Online CME group (12.3 + 1.4 versus
4.5 + 2.3, P < .001; see Figure 4). Webapp
participants answered more questions
during the 6-week intervention period than
participants in the Online CME group:
respectively, mean = 49.5 + 1.4 versus 18.6
+ 2.3 MCQs answered out of 60 total (P <
.001) and median = 56 versus 0 (P < .001).
More specifically, 54% of learners in the
Online CME group did not answer any
MCQs (0 out of 60), whereas 25% answered
more than 50. This explains the median of 0
CME credits awarded (out of 15 h available)
for the Online CME group, compared to 14
h in the Webapp group (see Figure 4).

Concerning  analysis of knowledge
acquisition, 77% of the Webapp group
versus 29% of the Online group completed
the postintervention quiz (P < .001). The
difference in postintervention quiz scores
was not statistically significant (Webapp
70% + 7% versus Online 60% + 11%, P
= .11; see Figure 5). Of note, those who
completed the postintervention quiz had a
very high completion rate of the 60 MCQs
in both groups. Specifically, participants
who completed the postintervention quiz
answered 51.8 + 13.9 MCQs, whereas those
who did not take the quiz answered only
13.7 £ 20.1.

DiscussioN

The optimal method by which to engage busy
clinicians in CME activities is unknown.'
In light of this problem, the present pilot
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study reports several interesting findings.
First, learner engagement was significantly
greater with automated, system-activated
education that was driven to learners on a
daily basis through a web app than it was
for the online education modality. Second,
we found a trend toward greater knowledge
acquisition with daily web-app-based
spaced education as compared to a system
that replicates online CME ofterings. Each
of these findings will be discussed in light
of the current literature.

Our findings demonstrate that board-
certified or board-eligible anesthesiologists
receiving daily spaced education through a
web app earned almost 3 times the amount
of CME credits as those using an online
CME system. As already noted, other than
the approximately 25% of highly engaged
learners in the Online CME group, this
group had very little participation. This is
demonstrated by the median number of
CME credits earned being 0 h, compared
to 14 h in the Webapp group. These
findings correspond with those of prior
studies showing a high rate of engagement
among learners when retrieval-based
spaced education is driven to them by
providing MCQs via text or email either
daily or multiple times each week. "2
These findings also support the popularity
of one component of the Maintenance
of Certification in  Anesthesiology
(MOCA) program from the American
Board of Anesthesiology, namely, MOCA
Minute.?**” The biggest difference between
the web-app system used in this study and
the MOCA Minute program is that in our
system a prompt to participate is driven to
the learner on a daily basis. In comparison,
MOCA Minute requires the learner to
remember to pick up their smartphone
and choose to participate. Whether one
form of engagement versus another results
in increased participation and increased
knowledge acquisition over time will
require additional larger studies. Some
learners may be engaged in earning CME
credits no matter how learning is offered to
them. This might be seen from the fact that
completion of the postintervention quiz for
3 CME credits was associated with a very
high completion rate of question items in
both the Webapp and Online CME groups.
Specifically, for the Webapp group, those
who completed the postintervention quiz
also completed 90% of the MCQs, versus
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58% for those who did not complete the
postintervention quiz. The respective rates
of MCQ completion in the Online group
were 77% and 13%.

Concerning knowledge acquisition as
demonstrated by performance on the
postintervention quiz, we found no
significant difference between the groups.
However, this should be interpreted
carefully in light of the size of this pilot
study. The overall participation rates in the
postintervention quiz were very different,
and quite low in the Online group (29%).
Additionally, there was a trend toward
score improvement in the Webapp group
versus the Online group (absolute 10%,
relative 18% higher). This might represent
a substantial effect size, and should be
investigated in further large studies in
our specialty, as prior research in other
disciplines has shown improved knowledge
acquisition from spaced education through
retrieval-based practice.'"'>*3' Of note,
ongoing education through retrieval-
based practice using MCQs is increasingly
being used by anesthesiology trainees
and may show benefit with regard to
knowledge acquisition as demonstrated by
improved scores on standardized exams.*
Whether this translates into the continuing
professional development of practicing
anesthesiologists remains to be seen.

Our study has several important limitations.
First, the size is small, and the sample
consisted of a specific group of learners.
It should be regarded as a pilot study that
requires additional larger trials to confirm
or refute its findings. Second, there may be
significant selection bias regarding those
who chose to participate. Even though
participants were randomized to different
interventions, the learners included in this
study may not represent anesthesiologists
as an entire group. Additionally, due
to our means of contacting practicing
anesthesiologists, we are uncertain of the
actual number of potential participants for
this study and thus do not know whether
selection bias was further a factor. Therefore,
care should be taken when interpreting the
generalizability of our findings. It is also
important to note that we were unable
to gather baseline or historical CME
consumption data because of the method
by which the participants were contacted.

continued on next page
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Third, because we included participants
from numerous institutions and practice
settings, we were not able to assess the
impact of the learning interventions on
clinical practice (eg, through evaluation of
any practice change noted in an electronic
health record). Fourth, the 24 question
items in the postintervention quiz were
taken directly from the complete set of
60 used during the intervention period.
We did not take into account whether the
learners had previously completed any
given question. This could lead to recall
as a bias for those who completed more
CME, and this is a limitation of the study.
Future research in anesthesiology and
perioperative medicine should involve
larger trials to assess the effects of various
approaches on knowledge acquisition as
well as the impact on care delivery.

CONCLUSIONS

In a pilot prospective, randomized
controlled trial, we demonstrated that
delivery of daily spaced education driven
to learners through a smartphone web app
resulted in greater learner engagement
than an online modality, as defined by the
number of CME credits earned per group.
Further research needs to investigate
whether these findings are confirmed
in larger groups of anesthesiologists
and whether this pedagogical approach
results in a demonstrable improvement in
knowledge acquisition and change in care
delivery.
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Abstract

Background: Research has demonstrated that active learning, spaced education, and
retrieval-based practice can improve knowledge acquisition, knowledge retention,
and clinical practice. Furthermore, learners prefer active learning modalities that
use the testing effect and spaced education as compared to passive, lecture-based
education. However, most research has been performed with students and residents
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rather than practicing physicians. To date, most continuing medical education
(CME) opportunities use passive learning models, such as face-to-face meetings
with lecture-style didactic sessions. The aim of this study was to investigate learner
engagement, as measured by the number of CME credits earned, via two different
learning modalities.

Methods: Diplomates of the American Board of Anesthesiology or candidates for
certification through the board (referred to colloquially and for the remainder of
this article as board certified or board eligible) were provided an opportunity to
enroll in the study. Participants were recruited via email. Once enrolled, they were
randomized into 1 of 2 groups: web-app-based CME (Webapp CME) or an online
interface that replicated online CME (Online CME). The intervention period lasted
6 weeks and participants were provided educational content using one of the two
approaches. As an incentive for participation, CME credits could be earned (without
cost) during the intervention period and for completion of the postintervention
quiz. The same number of CME credits was available to each group.

Results: Fifty-four participants enrolled and completed the study. The mean
number of CME credits earned was greater in the Webapp group compared to the
Online group (12.3 + 1.4 h versus 4.5 £ 2.3 h, P < .001). Concerning knowledge
acquisition, the difference in postintervention quiz scores was not statistically
significant (Webapp 70% + 7% versus Online 60% + 11%, P = .11). However, only
29% of the Online group completed the postintervention quiz, versus 77% of the
Webapp group (P < .001), possibly showing a greater rate of learner engagement in
the Webapp group.

Conclusion: In this prospective, randomized controlled pilot study, we demonstrated
that daily spaced education delivered to learners through a smartphone web app
resulted in greater learner engagement than an online modality. Further research
with larger trials is needed to confirm our findings.

Keywords: Retrieval-based learning, spaced education, continuing medical
education, web app, active learning
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Appendices

Appendix 1. Recruitment Email
Dear Anesthesiologist Colleague:

You are being asked to participate in a research study because you are an anesthesiologist in the United States. The purpose of the study
is to compare two modalities for providing CME learning opportunities. Upon completion of this study, you will be eligible to claim
up to 15 AMA PRA Category 1 Credits related to content from 6 CME published in Anesthesia ¢ Analgesia in 2017. These credits will
count toward your MOCA Part 2 CME requirements. Your study participation is completely voluntary and anonymous, and collected
information will not be shared with your employer or the American Board of Anesthesiology. You will not be paid to take part in this
study.

Your contact information (name, phone number, and email address) is necessary to randomize you for this study and will be stored
in REDCap, which is a secure research database. All identifiers will be removed prior to analysis. Study information will be stored in
REDCap until destruction of the database. Only the study team will have access to the information you provide.

Your participation in the study would last approximately 2 months. Participants in this study will complete a brief survey and set up a
CME profile to receive their credits. After enrollment is closed, participants will receive an email assigning them to one of two learning
groups for a 6-week period.

o The Journal-Based CME Group will receive weekly emails concerning online availability of articles and related questions in the
Vanderbilt Learning Management System. This system mimics what you would see online for journal-based CME for Anesthesia &
Analgesia.

o The QuizTime-Based CME Group will receive two SMS texts each weekday. Each text will contain 1 question along with online
access to a PDF of the article.

« About 1 week after the study, all participants complete the study period they will receive a 24-question quiz. Three CME credits will
be earned for completing the quiz. A post-study survey will also be sent.

To take part in this study, you must be a member of the following group:
ABA Diplomate or a candidate in the ABA Examination System

Your participation is voluntary, and you may leave the study at any time by notifying the Principal Investigator. If you would like to
take part in this study or would like more information, please click here to complete the Demographics Survey. The Vanderbilt IRB has
approved this study. If you have questions regarding this study please contact: Matt McEvoy, MD or Leslie Fowler, Ed.D, MEd, at (615)
343-4034 or by email at AnesthesiaEducationResearch@vumc.org. You may also contact the Vanderbilt Human Subjects Protection
Program (IRB) office at (866) 224-8273. Thank you again for your consideration.

Sincerely,
Matt McEvoy, MD Amy Robertson, MD Brian Gelfand, MD Leslie Fowler, Ed.D, M.Ed

You may open the survey in your web browser by clicking the link below: CME Project A & A If the link above does not work, try copying
the link below into your web browser: https://redcap.vanderbilt.edu/surveys/?s=JgIRILMSmN

This link is unique to you and should not be forwarded to others.

continued on next page

JOURNAL OF EDUCATION IN PERIOPERATIVE MEDICINE: VOL. XXIII, ISSUE 3 6



continued from previous page

Appendices continued

ORIGINAL RESEARCH

Appendix 2. Questions Mapped to Article

1 MARRATIVE REVIEW ARTICLE

=% Chronic Opioid Use After Surgery: Implications for
Perioperative Management in the Face of the Opioid

Epidemic

lennifer M. Hah, MD, MS.* Brian T. Baternan, MD, M3c,t fohn Ratliff, MD,45

Catherine Curtin, MD,|| and Eric Sun, MD, PRDY#

Prysicians, policyrrakers, ard researchers are increasingly focused on finding weys o decrease
opiold use and overdose in the United States both of which have sharply increased over the past
docade. While many efforts are focused on the managoement of chronic pain, the use of opiaids
in surgical patients prasents a partioulardy challenging protilam requiring clinicians to halance 2
compating intarests: managing acute pan in the immediate postoperative pariod and minimizing
the risks of parsistent oploid use after the surgery, Finding ways 10 minimize this risk s particu-
larly safient in Rght of @ growing literature suggesting that postsungical patients are at increased
sk for chignic opiold use. The perioperalhve cine 12am, including surgeans and anesthesiolo
Eists, s poised to develop clinical and systemasbased interventions almed ot providing pain
raliof in the immadiate postoperative period while algo reducing tha risks of opiokd use longer
term, In thés paper, wa discuss the consequences of chronic opioid wSe after surgery and present
an analysis of the extent to which surgery has been associated with chronic opioid use. We follow
with a discussion of the risk factors that ane associated with chronic opioid use after sugery and
procaed with an analysis of the extent to which opioidsparing peroparative intarventions [eg.
nerve biockade) have been shown to reduce the risk of chronic opioid use after . W then
conclude with & dizcussion of futune ressarch drections.  (Anesth Analg 2017:1125:1733-40)
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he perioperative care team. including anesthesiologists,
now face the challenge of optimizing perioperative pain
managemint while limiting the impact of prescription opi-
aid exposure both in the hospital and bong after dischange.
Through interdisciplinary collaboration with primary cane
prowvidiers, surgeons, and other specialists, anesthesiologists
now have the opportunity fo provide the bridge between
acube ingatient care and remode outpatient recovery, which
will serve a enticil role luupﬂmin: Fhax Hl’l:ly af all xurgll;al
patients who are exposed to prescription opioids.

wwwionesthaso-onoigesio.og 1733
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B2 NARRATIVE REVIEW ARTICLE

RISKS ASSOCIATED WITH OPI0OID USE AFTER
SURGERY

PERSISTENT OR CHRONIC OPIOID USE AFTER
SURGERY

I'h_:' _|r||.'|.da,-r_.|._1: of [.!rulun&u\,i |.1P|ni|:| s _al"bt:'r SUTRETY
viries b on - characier and

1734 wwwonesthesa-annipasa cg AMESTHESIA & AMMALGESLA
Copynght ©@ 2017 Intermational Anesthasia Research Socety. Unauthonzed reproduction of this arlicie is prohibited
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Chironic Opiaid Use After Surgery

PREDICTORS OF CHRONIC OPIOID USE AFTER
SURGERY

Intravenous Local Anasthatic

Movermnbear 2017 = Volume 125 = Nurnber & wwiw.anesthesorancigesa.ong 1735
Copyright @ 2017 Intemational Anesthasia Ressarch Scoiaty, Unauthonzed roproduction of this aricle is prohibited
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BE NARRATIVE REVIEW ARTICLE

Other Honopiold Medications
Mumerous studies have examined whether the intraogsera-
tive use of nonopioid medicalions with analgesic proper-
tics is associated with decreased opioid consumption
after purgery. Ketamine b an N-mothyl-n-aspartale meoep-
tor antagonist frequently used for induction. [k analgesic
properties as an N-methyl-p-aspartate receptor antagornist
have led researchers 1o examine whether its intraoperative
st i associated with reduced opioid consumption. While
stusdies have ;cneraﬂ:..- Fourwd intrmru*m!ivr ketaminge fo
be asseciated with decreased opioid consumption in the
immediate postoperative period and for up to b weeks alter
proceduns,** todate no tudies have evaminsd its effect on
opisid consumpton at longer time windows after surgery.
Acvtaminephen s frequently used for pain management
or & part of multimedal analgesia protocels. As with ket-
amine, while numerous studbes sugest that it is assoctated
with decreased opivid consumption in the immediate peri-
operative period ™™ there is 3 lack of research examining
its effectivensss at reducing opioid use in the longer term
Perioperative gabapentin appears to reduce the inddence
and intensity of postoperative pain up to & months after
ololaryngology, orthopedic, mastectomy, and abdominal/
pelvic operations™* Furthermore, perioperative gabapen-
tin & often cibed as a component of multimodal anabgesia,™
bast results have bewn mised regarding gabapentin’s efficacy
to reduce acute pain in the context of multimodal analgesia,
Ulsasal came varies acmss upu'.!linm. il I'I.'L-jpdt.;l!_-u nastiomn-
wide, "™ Previous trials examining gabapentin’s effect on
oplold consumption have reported immediate reductions
in 24-72 hours postoperative wee during hospital adimis-
shon MUEES I contrast, a meta-analysis of 9498 patients
found a negligible reduction in 24-hour morphine consamp-
tion with use of gabapenting with an even more dimin-
ishird effect in the context of multimodal analgesia ™ These

1736 wiww.orasihaso-onaigesia.cig

Copyright € 2017 Intemational Anesthesia Research Society. Unauthorized reproduction of this
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findings were hmited by kow-guality evidence due to small
study sizesand inconsistency. ™ Studies examining the utility
1:|fper.|n}1l.-r;|liv¢ g,nh.:.]:\umn foir remncde Fh)f-h:th.'r;lh\-\‘-ﬂPi:ﬁl’l
cossation are needed o fully understand the utility of gaba-
pentin alone or as part of multimodal analgesia protocels.

Muttimodal Analgesia

Multimodal analgesia consists of 2 or mone medications or
nonpharmacolegic interventions (eg. transauancous clec:
trical nerve stimulation) with varying mechanisms of action
for postoperative pain reliel™ Components of multimodal
analgesia often include gabapentenoids, acetaminophen,
ketamnine, nonsterosdal anti-inflammatory drugs (NSATDs),
and ngiimal.ux_ﬂl'lﬁ.ia."" Ir'q.fhuughtthq! thic combination
ol treatmeents is likely to have an additive or synergistic effect
on oploid sparing as well. In a meta-analysis of 52 random-
ized trials including 4893 adults, scetaminophen, NSAID:,
or  selective  cyclooxygenase-2  inhibitors  significantly
reduced 2-hour morphine consumption after sungery,™
Similarly. a systematic review found that coadmindstration
of paracetamol, NSAIDs, and cyclooxygenase-2 inhibstors
with opicids decreases 24-hour postoperative morphine
consumption without a clear benefit of one category ver-
sus another in terms of adverse effects."™ Future studies
examining extended multimodal analgesic techniques with
postoperative follow-up long after hospatal discharge are
needed to determive the tility of multimodal analgesia in
preventing chronic opicid use after surgery. Furthermore,
given the significant variation in implementing multimodal
analgesia techniques across the United States, randomized
trials are newded to inform best practices bor chnical care, '™

FUTURE DIRECTIONS

Multiple professional societies have focused efforts on
reducing  prescription  opiokd  exposure  after  surgery.
Cuidelines now strongly necommend instituting a plan
for opiodd tapering after sungery. For example, the Agency
Modical Direciors F.nnup Inmrngnm'!. Cruldelines  on
Prescribing Opioids for Pain recommend tapering opioids
by 6 wevks after most Majer sUrgeries o precperative doses
or lewer in the absence of dinically meaningful improve-
ments in function and pain, with 2% weekly dose redug-
tons," However, the standard of cane is to adviso pabents
to discontinue opioids when they no longer have pain,
and patients usually self-taper their opiosds with minmal
instructions after surgery.

There are efforts focused on providens” prescribing pat-
terms, This is being done by providing recommendations
on number of pills or limiting the number prescribed.
Currently, a disconnect exists between opivids prescribed
and opioids weed after surgery The amount prescribed does
not influence patients” decisions to continue or discontinue
l,1p|.u1l.d pias, anad pﬂ:'wrm- exhibit wicle 'h.!l'l.‘lbmt!,' n |.1p|ud:|:
needs after similar procedures. ¥ Research is needed to
addness a eritical knowledge gap regarding optimal mech-
anisma For l\q.w.mgmra!iul 1.'-1,11'nid wc.:.nins wilhy FUppoEt-
ive psychosocial interventions in the form of randomized
contrelled trials to support expert opindon.”" Evidence and
evaluation of new programs ane necuined to ensurne the best
halance of pain control with minimal opiesd exposure,

ANESTHESA & AMALGESIA
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Appendices continued

Appendix 3. Item Structure for Content Development®
[Question #: Topic (contributors/reviewer)]
Question 1: Likelihood of Chronic Opioid Use (ALLEN/RICE)
Stem:
[Make as concise as possible; only include essential info; only test 1 principle per question.]

A 52-year-old opioid naive woman presents to the emergency department with a migraine headache. Evaluation and management of her
condition by a physician who frequently prescribes opioids increases the likelihood of which of the following:

Answers:

[List 4 answers; cannot use “all of the above” or “none of the above”; only 1 correct answer; should be parallel in verb tense and length.]
A. Long-term opioid use

B. Future hospitalization

C. Respiratory failure

D. Cardiac arrest

Practice Implication:

[This is the key take-home point that you would like for learners to know.]

The approach to treatment of acute pain varies widely amongst healthcare professionals. In opioid-naive patients, treatment by a
clinician who prescribes opioids more frequently than their peers is strongly correlated with subsequent long-term opioid use in patients.
Additionally, risk of long-term opioid use increases rapidly with commonly prescribed doses and durations of therapy. Strategies to
mitigate risk should be employed with every patient encounter in which opioids are prescribed.

Rationale:
[This is a longer explanation that will contain the Practice Implications.]
Increasing overuse of opioids in the United States may be driven in part by prescribing habits of healthcare professionals.

In a recent study of almost 400,000 patients (Barnett ML et al, NEJM 2017), ED physicians were categorized as being high-intensity
or low-intensity opioid prescribers according to relative quartiles of prescribing rates within their hospital. Long-term opioid use
was defined 2180 days of opioids supplied in the 12 months after the index ED visit, excluding prescriptions within 30 days after
the index visit. Rates of long-term opioid use were compared in patients treated by high or low-intensity prescribers. Overall, patient
characteristics and diagnoses treated were similar across all prescribers. There was >3-fold increase in opioid prescription rates by the
high-intensity prescribers as compared to low-intensity (24.1% vs. 7.3% of ED visits, see figure below). Patients treated by high-intensity
opioid prescribers had a 30% increased risk of long-term opioid use.

A similar study (Deyo RA et al, JGIM 2017) evaluating 500,000 opioid-naive patients demonstrated that both the number of prescriptions
in the 1st month of opioid consumption and total morphine milligram equivalents (MMEs) prescribed were highly correlated with
risk of long-term use, defined as >6 opioid prescriptions in the subsequent 12 months. After excluding patients with cancer pain and
non-cancer chronic pain conditions, compared to the group that only filled 1 prescription in the first month, those who filled >2 were 4
to 10 times as likely to become long-term users. Additionally, those who were dispensed >120 morphine milligram equivalents total
(MME,; e.g. 120 MME = oxycodone 5mg PO q6h PRN x 4 days) were 2-16 times as likely to be long-term opioid users, with increasing
MME dispensed associated with increased risk.

If a prescription is given for opioids for acute non-cancer pain, the shortest duration and the lowest number of MME:s (by total dose
and pill count) possible should be given. Per latest CDC guidelines, 3 days of opioid therapy is often sufficient and >7 days is rarely
needed for acute pain; Appendix 3 Figure 1.

[Any type of media can be used in QuizTime: images or video.]

continued on next page
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Appendices continued

References:

[Include 1-3 references with PubMed link to online abstract.]

[Format: first author, et al. Journal Name, Year;Volume:page numbers. pubmed hyperlink]
Barnett ML, et al. NEJM 2017;376:663-673. https://www.ncbi.nlm.nih.gov/pubmed/28199807
2 Boldface indicates correct answer.

Appendix 3 Figure 1: Item structure for content development.
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Appendix 4. CME Knowledge Quiz

Confidential

1)

2)

3)

4)

3)

7

8l

)]

A & A CME Knowledge Quiz

Please complete the survey below.

Thank you!

According to recent literature, what percentage of
in-hospital surgical patients may be affected by
venous thromboembolism (VTE)?

) 5%
) 12%

(1 25%
) 40%

Venous thromboembolism is most likely to occur
following which of the following types of surgery?

) Neurosurgery
() Vascular surgery
{0) Cancer surgery
() Cardiac surgery

Which of the following interventions is least
effective in reducing the risk of venous

() Thromboembalic deterrent stockings (TEDs)
() Intermittent pneumatic compression device:

thromboembaolism? () Aspirin

) Warfarin
Which of the following anti-thrombotic agents has the () Dabigatran
maost favorable risk profile for postoperative () Apixaban
thromboembolism prophylaxis? () Rivaroxaban

() Clopidogrel
In a patient who does not respond to fluid () 100 mmHg
resuscitation, which of the following systolic blood ) 90 mmHg
pressures is an appropriate “trigger” for femoral () B0 mmHg
arterial catheterization, in anticipation of ) 70 mmHg
possible endovascular aortic occlusion?
Which of the following is the most appropriate ) Zone |
inflation site for balloon occlusion in a patient ) Zone I
with pelvic fractures? ) Zone Nl

) Zone IV
Which of the following measures is recommended to Z) Mannitol
optimize renal function after balloon occlusion of ) Dopamine

the aorta?

() Fenoldopam
(Z} Maintenance of circulating blood volume

Which of the following is least likely following
deflation of an aortic ccclusive balloon?

() Metabolic alkalosis

() Cardiac arrhythmias

() Increased hemorrhage
() Decreased venous return

Which of the following is not associated with
pregperative opioid use before elective surgery?

JOURNAL OF EDUCATION IN PERIOPERATIVE MEDICINE: VOL. XXIII, ISSUE 3

() Longer length of stay

() Increased in-hospital mortality

() Increased healthcare expenditures at 90, 18
365 davs after surgery

continued on next page
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11)

12)

13)

14)

15)

16)

17)

18)

19)

Appendix 4. CME Knowledge Quiz

Approximately what percentage of patients who receive
90 days of continuous postoperative prescriptions

will continue to take opioids for several years

after surgery?

O = 20%
) 20-40%
) 40-60%
) =A0%

Which of the following associations for reducing
persistent postoperative pain has been reported?

() Epidural anesthesia for thoracotomy

() Paravertebral block for thoracotomy

(_» Regional anesthesia for breast surgery (e.g.
PECSIfII, serratus blocks)

() Regional anesthesia for total knee replacement
(e.g.femoral and sciatic blocks)

Which of the following is the proposed mechanism for
perioperative opicid sparing by intravencus lidocaine?

0 Sodium channel blackade of signal transmission
(_» Chloride channel opening

(L) Blockade of AMFA receptors

() Generalized anti-inflammatory effects

According to the latest research, approximately what O = 10%
percentage of patients have residual neuromuscular 1 20%
blockade in the early recovery period after 2 40%
anesthesia (e.g. PACU)? 2 60%

Which of the following muscles/muscle groups is the ) Diaphragm
most sensitive to nzuromuscular blecking drugs () Eye muscles

{NMBDs)?

_» Pharyngeal muscles
1 Adductor pollicis

Maonitoring newromuscular blockade at which of the
following sites is associated with a higher
likelihood of postoperative residual neuromuscular
blockade?

) Adductor pollicis
() Orbicularis oculi
() Posterior tibial

() Common peraneal

Which of the fallowing reversal and monitoring
techniques is sufficient to ensure that full
neuromuscular reversal has been achieved?

7y Administering neostigmine 70 megfkg for a TOF
ratio of 0.4-0.6 prier to reversal

() Assessing no face with sustained tetanic
stimulation (3 sec @ 50-Hz) 20 minutes after
giving sugammadex 4 mg'kg for reversal

(T Assessing TOF ratio as 0.9 after giving
neostigmine 20 megfkg

() Administering neostigmine 40 megfkg for a TOF
count of 4 prior to reversal

Which of the following s least likely to be a risk
factor for postoperative kidney injury?

() Male sex

() Increased body mass index

() Diabetes mellitus

(3 Chronic obstructive pulmonary disease

Which of the following substances is least likely to
harm perioperative renal function?

 Gentamycin

) Ketorolac

_y Lactated Ringer's solution

(3 0.9% sodium chloride solution

Based on current data, which of the following drugs
seems most promising for the prevention of
perioperative renal insufficiency?

() Sodium hicarbonats
 Mannitol

() Furosemide

() Dexmedetomidine

continued on next page
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Appendix 4. CME Knowledge Quiz

Which of the following is least directly associated
with the development of perioperative AKI?

() Hypokalemia
) Hypovolemia
) Hypoperfusion
O Inflarsnmation

Which of the following is least likely to be a side
effect of chronic vagal nerve stimulation?

(» Gasping respiratory pattern
) Partial airway obstruction
(O Tachycardia

() Exertional dyspnea

Stimulation of which of the following nerves may
reduce the severity of obstructive sleep apnear

O Vagus

) Glossopharyngeal
) Hypoglossal

() Spinal Accessory

Which of the following treatment modalities is
contraindicated for all patients with implanted
electronic medical devices?

) Unipelar electrocautery
) MRI scanning

(2 CT scanning

() Diathermy

When using an external defibrillator on a patient
with an implanted electronic device, which of the
following mansuvers is least likely to prevent
damage to the device?

{2 Use of synchronized mode

» Applying electrodes at right angles to the
implanted device's wires

() Positioning the paddles as far as possible from
the device

(r Use of the lowest possible energy level

continued on next page
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Recruit

Figure 1. CONSORT diagram.
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Figure 2. Vanderbilt University online learning management system.
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Figures continued

Figure 3. Web interface for question distribution, presentation, and answer review.

Figure 4. Learner engagement (CME credit consumption) by educational intervention.
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Figures continued

Figure 5. Knowledge acquisition by educational intervention.
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N=20 (77% of 26) Webapp group; N=8 (29% of 28) Online group
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Table 1. Study Participant Demographics (N = 54)

Count, N
Survey Question Webapp Online Category Total, N (%)
Gender
Female 12 11 23 (43)
Male 14 17 31(57)
Location Setting
Urban 22 23 45 (83)
Suburban 4 5 9 (17)
Time Zone
Central 9 11 20 (37)
Eastern 17 17 34 (63)
Practice Setting
Academic 13 17 30 (56)
Private 13 11 24 (44)
Years in Practice
0-5 6 6 12 (22)
6-10 7 8 15 (28)
11-20 7 8 15 (28)
21 or more 6 6 12 (22)
Practice Size
Small (<10) 1 3(5
Medium (10-30) 4 4 8 (15)
Large (31-100) 11 12 23 (43)
Very large (>100) 9 11 20 (37)
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