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A total of nine similar-size primary care clinics were planned to be recruited from among teaching (residency) and community (non-residency) health system clinics in urban, suburban and rural areas. Based on the analysis of preliminary data from the health system’s electronic health record and using conservative estimates for the average adult clinic population (5,000 per clinic) and the proportion of adult patients receiving long-term opioids for chronic pain (3%), we estimated to have greater than 80% power to detect a 20% relative increase in use of a pain medication agreement (primary outcome), assuming that the baseline use at 59% (i.e., an increase from 59% to 120% x 59% = 71%). This power calculation was derived from a traditional cluster randomized trial methodology with an intra-class correlation coefficient of 1.5% and a patient-level standard deviation for the change in outcome of 81%, yielding 84% power with greater than 95% confidence. A stepped-wedge study design will allow each participating clinic to serve as a ‘control’ clinic pre-intervention and a ‘study’ clinic post-intervention, contributing to the fact that stepped wedge designs are likely to be more powerful than comparable traditional CRTs.1   Therefore, the proposed approach was estimated to be adequately powered to detect what we considered a clinically meaningful effect of a 20% increase in the percentage of “current” treatment agreement in the target population of adult patients with opioid-treated chronic non-cancer pain.
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