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Current U.S. OPIOID CRISIS Alabama Opioid Prescribing

Opioid Overdose

U.S. State Prescribing Rates, 2017
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Pain “education” of the 1990s was sponsored by the pharmaceutical

industry emphasizing safety and efficacy of opioids
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Model Policy for the Use of Controlled Substances for
the Treatment of Pain

Distributed by 21 state medical
boards to over

‘The booke-spomsacs include:

§  Responsible Opioid
| " escritg

“Abbott Laboratories
~Alpharma
~Gephalon, Inc.
Endo

Cumulative Number of Citatio
g

“King Pharmacelicals.

“Purdue Pharma LP. '81 '84 '87 '90 '93 '96 '99 02 '05 '08 11

Year

2001 JCAHO pain standards

The new standards require all institutions to:

= Recognize the right of patients to appropriate
assessment and management of their pain.

= |dentify patients with pain in an initial screening
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Alabama Opioid Prescribing

Despite decreasing opioid prescribing by 25% since 2013...
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We prescribe opioids at nearly twice the national average
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Dynamic Model of Nonmedical Opioid Use Trajectories and
P ial Policy Inter
Wayne Wakeland, Alexandra Nielsen, and Peter Geissert
Portland State University, Portiand, OR
Am J Drug Alcohol Abuse. 2015 November . 41(6). S08-518. d0i:10.3109/00952990.2015.1043435

» Using national surveys and published studies, a system model was
constructed to represent nonmedical prescription opioid use as an

infectious disease

» The “susceptible, infected, recovered” (SIR) epidemic framework follows a
trajectory in which people may:

1. initiate nonmedical use

2. transition to paying for opioids
3. tamper with opioids

4. eventually transition to heroin

» Model was able to replicate the patterns seen in the historical data for
different user populations, and assoc. overdose deaths
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Patient Satisfaction, Prescription Drug Abuse, and Potential Unintended
Consequences JAMA. 2012 Apr 4; 307(13): 1377-13780

leksandra Zgierska, MD, PhD, Michael Miller, MD, FASAM, FAPA, and David Rabago, MD

1. Pressure on clinicians to maximize “throughput” to meet patient
volume benchmarks has intensified.

2. Patient expectations shape the health encounter and many patients
expect to receive a prescription for a medication

3. Increased pressure to produce positive results as the “quality” of
services provided is often based on patient satisfaction targets

It takes 30 seconds to write a prescription for Norco,
But it takes 30 minutes to NOT prescribe Norco.
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Prescription opioid use is a risk
factor for heroin use

National Institute on Drug Abuse (NIDA)
Prescription Opioids and Heroin

Last Updated January 2016

86% of young, urban 50!
heroin users started
off misusing

prescription opioids
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Total Sample, %

Initiation into nonmedical 19605 1970s  1980s  1990s 20005 2010s
i (1=88) (n=114) (n=214) (n=482) (n=1613) (n=286)
use was from 3 main

Decade of First Opioid Use (No. of Abusers)
sources of opioids:
JAMA Psychiatry. 2014 Jul 1;71(7):821-6. doi: 10.1001/jamapsychiatry.2014.366.

family, friends, or
personal prescriptions.
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Access to
Opioids.
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infectivity contact rate

Prescription opioid use may start with exposure via legitimate prescription, peer
infli or social

p e.

Susceptible individuals are those who have never used opioids nonmedically.

Infectivity is the likelihood that contact results in infection

Susceptible person may initiate recreational opioid use depending on the
how compelling the idea is — its “infectivity.”
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As the # of recreational users grows, members of the susceptible group have
multiple contacts with recreational users, resulting in an Epidemic
An increase in recreational users will increases the rate of
initiation/infection, creating a reinforcing (+) feedback loop.
Increased consumption eventually results in diminished individual
availability, creating a balancing (-) feedback loop
A fraction of recreational users that exhaust the free supply of opioids in their
social networks may transition to paying for opioids...
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Alabama Opioid Overdose Deaths

25 Alabama -e-US
217

18.0

Age-Adjusted Rate of Overdose Deaths
per 100,000 Persons

0

LSS TEES LS
The age-adjusted rate of drug overdose deaths increased in Alabama by 11.1%
from 2016 (16.2 per 100,000) to 2017 (18.0 per 100,000)
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CMS on-line query for
provider-level granularity
CMS.gov
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A # of People Intiating vs RBP B Recreasonal Users (Using Free Opiods) vs. RBP

(A) Model-calculated number of people initiating nonmedical prescription opioid abuse over
time compared to the reference data

(Mean Absolute Percentage Error = 6.6%).

B) Model calculated Recreational Users (Using Free Opioids) over time compared to reference
data

(MAPE = 11.5%).
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CDC mapping tool for
highest prescribing areas

U.S. County Prescribing Rates, 2017

<US, County Prescribing Rates, 2016 Us. Prescribing Rate Maps
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Provider level data

MEDICARE
PROVIDER
UTILIZATION AND
PAYMENT DATA:

2015 PART D PRESCRIBER LOOK-UP
TooL

Find a Provider

35 20 1,160 $2,026.03

O PROVOER.

Access Data 41 15 1,230 $259.42

Medicare Part D prescribing data to identify patterns of
controlled substance prescribing

https://data.cms.gov/part-d-prescriber

LB T e

18



[=» Y = ALABAMA PRESCRIPTION MONITORING PROGRAM fdnsdiind
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Prescriber Checkup » Alabama

Search for a Prescriber, City or Zip Code

Alabama
A states
For example: Mark Smith, Chicage, 1216
Read our Guide About This Data Related Story »
Doctors With Most Claims ‘Top Drugs
JOHN WAGNER M.D., C.M.D. 98,175 claims W Cost
STANLEY MORROW DO 73,721 claims. 3
BOVDEHARRISON D Se092claims HYDROCODONE. 524250398 110,645
JAMES SULLIVAN MD 52,375 claims N 259 1o
JESSE MORRISS MD 51,999 claims.
Used to relieve modera...+
Top Specialties 2 69 OMEPRAZOLE $8.146580 748.901
Providers are grouped by the primary specialty they listed Treats heartburn, stom...+
when applying for a national health ID number. This
doesn’ the person has spe or 3 31 AMLODIPINE BESYLATE $4.228.807 736,510
Specialty is o+

Amiodipine is
may have changed or been entered mconecdy Patients

and claims shown are for Medicare only.
4 £ LEVOTHYROXINESODIUM  $13.107.167 8581

Levothyroxine, a thyro... +

Family Medicine 1031 s 156 LISINOPRIL $3.650.170 610197
Treats high blood pres... +
Internal Medicine 794
3 a ATORVASTATINCALCIUM  $10.866,613 600,207
Treats high cholestero... +

Nurse Practitioner, Family 327

Specialist 278
7 53 GABAPENTIN $9.900.472 540143
Emergency Medicine. 253
Treats certain types o... +
2: 4l
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"R""b“_e P:f_'l‘l "?’I‘?ﬁ“”s Found Guilty of Four charged in connection with $7.8 milliol
unnin; l il
& health care fraud conspiracy in Blrmlngham

. EaDaa

Daphne Pain Docto
and Fraud, Now in

, Dr. Uchenna Grace Ifediba;
ina Ozuligbo; and Clement
3 aud conspiracy.
onvon2
MONTGOMERY DOCTOR ARRESTED
— GATION Tuesday, February 7, 2017

“ed to 15 Years in Prison for
fealth Care Fraud

MONTGOMERY, AL (WSFA) - Thursday former Huntsville physician, who was
‘morning, Dr. Richard Stehi was escorted outof - ainkllers at the height of his practice, to
his practice “Health Care on Demand: in substances and conducting health care
handeufts by federal agents, d urine tests, announced Acting US.

e Roger C. Stanton.
Stehlis charged with disribution ofa controlled " <5

substance,for reportedly over-preseribing  LINDER AGGARWAL, 48, of Huntsille,
opioids in situation that vere medically
AT e
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PDMP reports

ANXIOLYTIC / SEDATIVE / HYPNOTIC PRESCRIBING
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DANGEROUS COMBINATION THERAPY

PRESCRIPTIONS FOR OPIOID + BENZ0 IN SANE NONTH
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Propublica - Prescriber Check-up

res 2+ HYDROCODONE ACETAMNORHEN
Search for a Prescriber, City or Zip Code
Prescribers of HYDROCODONE- 5 e
ACETAMINOPHEN in Alabama S =
ResdourOude | AboutThsData | Reatod Siory
172]/8[4]/5] Now
Provider R— ey
MORRIS SCHERLIS MD 8,075 HUNTSVILLE
Interventional Pain Medicine -
RODDIE GANTT MD 7,008 HuNTSVILLE
Interventional Pain Medicine -
LLOYD DYAS MD 6425 russeLLvLLE
Orthopaedic Surgery ’
EDWIN KELSEY M.D. 5798 aiRMNGHAM
PainMedicine
STANLEY MORROW DO 4703 HACKLEBURG
Family Modicine
MARK MURPHY M.D 4,499 oecaTuR
PainMedicns
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Two Cleveland Clinic doctors
accused in lawsuits of contributing
to three opioid overdose deaths

Lawsuits targeting
Academic centers

« 2 family practice MDs at The Cleveland
Clinic accused of over-prescribing
opioids that eventually led to the
accidental overdose deaths of 3
patients.

* Their survivors are suing the doctors
for malpractice, and the Clinic for
corporate negligence for failing to

5 properly oversee its doctors.

Gallery: Lawsuit accuses two doctors of malpractice, Cleveland
Linic o negi gence n three op aid overdose géaths «  Patients were prescribed oxycodone,

hydrocodone, and a benzodiazepine

“His doctor heard warnings, but he didn't
change his prescriptions”

’nm setitstion mews sigite muse  progmme — i

Should Hospitals Be Punished For Post-

Surgical Patients' Opioid Addiction? =

24
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Opioid Stewardship

1. Own it - Take responsibility

2. Do right - Practice good, evidence-based
medicine

PRESCRIBE

WITH . .
CONFIDENCE. Follow CDC Guidelines
e for all opioid prescribing

2016 CDC guidelines note:

“The recommendations in the guideline are voluntary,
rather than prescriptive standards.”

* However, with some important exceptions, CDC guidelines
have become representative of the standard of care related
to the use of opioids

* Legally, medical expert witnesses, medical licensing boards,
judges, or courts of law can interpret the guidelines as the
standard for what a reasonably prudent practitioner might
do in the same or similar circumstances.
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Th NEW ENGLAND
JOURNAL of MEDICINE

April 24, 2019

CDC Advises Against Misapplication of the
Guideline for Prescribing Opioids for Chronic Pain

Not intended for populations outside of Guideline’s scope: active

cancer treatment, acute sickle cell crises, or post-surgical pain

* Does not support hard limits or “cutting off” opioids. “Clinicians
should... avoid increasing dosage to 290 MME/day or carefully justify
a decision to titrate dosage to 290 MME/day.”

* Does not support abrupt tapering or sudden discontinuation of
opioids. Which can result in severe opioid withdrawal symptoms
including pain and psychological distress

* Does not apply to dosage recommendations for patients receiving

or starting MAT for opioid use disorder

LB T
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CONFIDENCE. Follow CDC Guidelines
e for opioid prescribing

12 recommendations are organized into 3 areas:
A. When to initiate or continue opioids

B. Opioid selection, dosage, duration, follow-
up, and discontinuation

C. Assessing risk/harms of opioid use

27

PRESCRIBE
CONFIDENCE.

Part A: WHEN TO INITIATE OR CONTINUE OPIOIDS

1. Opioids are not first-line therapy (| category: A, type: 3)
Nonopioid pharmacologic therapy (NSAIDS, Acetaminophen) and nonpharmacologic

therapy (counseling, PT, blocks) and are preferred.

If opioids are used, they should be combined with nonpharmacologic therapy and
pharmacologic therapy

NONOPIOID MEDICATIONS

MAGNITUDE OF
MEDICATION BENEFITS HARMS COMMENTS

Hepatotoxic, particularly at

Aeetaminophen Smal Higher doses

First-line analgesic, probablyless effective than NSAIDs

NSAIDs Small-moderate Cardiac, G, renal First-line analgesic, COX-2 selective NSAIDs less Gl tosicity

Il-mod Sedation,dizzness, ataxia | First-lne agent for balin approved for fibromyalgia

TCAS have antichoinergic
- First-lin for neuopathic pain; TCAS and SNRIsfor ibromyalgia, TCAsfor

euptake inhibtors S!:RIx safer and befter headaches

Triyclic antidepressants and

Capsaicin iitialflare/ | Consider as afternative first-line, thought to be safer than systemic.
Small-moderate burning, ritation of medications. Lidocaine for neuropathic pain, topical NSAIDs for localized

Topical agents (idocaine,
i
mucus membranes osteoarthritis, topical capsaicin for musculoskeletal and neuropathic pain

capsaicin, NSAIDs) '
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Part A: WHEN TO INITIATE OR CONTINUE OPIOIDS

1. Opioids are not first-line therapy (r category: A, evidence type: 3)

Nonopioid pharmacologic therapy (NSAIDS, Acetaminophen) and nonpharmacologic
therapy (counseling, PT, blocks) and are preferred.

If opioids are used, they should be combined with nonpharmacologic therapy and nonopioid
pharmacologic therapy

2. Establish goals for pain and function (re dation category: A, evid type: 4)

Establish treatment goals with all patients, including realistic goals for pain and function,
including how opioid therapy will be discontinued if benefits do not outweigh risks.

LB T e

30



PRESCRIBE
CONFIDENGCE.

SIS Y

Part A: WHEN TO INITIATE OR CONTINUE OPIOIDS

PEG: Scale to Assess Pain Inten5|ty and Interference
> ThePEGisa

1

0 1 2 3 a 5 6 7 8 9 10

No pain Painasbadas
you canimagine

2.What number best describes how, during the past week,

0 1 2 3 4 5 6 7 8 9 10

Does not Completaly
intorfore Interferos

3 during

0 1 2 3 4 5 6 7 8 9 10

Docs not Completaly
interfera Intereres

Source: Krsbs 5, Loenz KA, Bair M, 3l Development and Il Valdaton of the PEG, 3 Thres-tom
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Pain Treatment Clinic
UAB Highlands

1201 11" Avenue South
Birmingham, AL 35205

A for C: F

Controlled substance medications (i.e., Opioids, are very useful, but have a high potential for
misuse and are therefore controlled by the federa\ state and local government. They are intended to relieve pain, to
improve function and/or ability to work, not simply o feel good. Because my physician is prescribing such a medication for
me to help manage my pain, | agree to the following conditions:

1. Lam_responsible for my controlled substance medication. If the prescription of medication is lost,

W@ misplaced, stolen, o if | use it up sooner fhan prescribed, | understand that it will not be replaced.
2. | will not request or accept controlled substance medications from any other physician or individual
Tl while | am roceiving such medication from my physician whilo undor hisfher care. Besides being illegal o
do so, it may endanger my health, The only exception is when it is prescribed while | am admitted to the
hospltal.
3. Refills of controlled substances medication:
inital a) Will be made only during regular business hours Monday through Friday, in person, during a scheduled

office visit. Refills will not be made at night, on holidays, or weekends.

b) Will not be made if | 'run out early" or “lose a prescription” or *spill or misplace my medication”. | am
responsible. for taking the medication in the dose prescribed and for keeping track of the amount remaining.
©) Will not be made as an “emergency’ such as a Friday aftemoon because | suddenly realize | will “run out
tomorrow’. 1 will call at least twenty-four (24) hours ahead if | need assistance with a controlled substance

medication pr esuriplion.

I have been fully informed by ____ and hisher staff regarding psychological
dependence (addiction) of a con(rolled “substarce medication, which [ understand is rare. | know that some persons may
develop a tolerance, which is the need (o increase the dose of the medication to achieve the desired effect, and | do know
that | will become physically dependent on the medication. This will occur if | am on the medication for several weeks, and
when | stop the medication. | must do so slowly and under medlcaI supervision or | may have withdrawal symptoms. | have
read this agreement and the same has been explained to me by D andfor histher
staff. in addition, | fully the of violating thxs
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Variablest Unadjusted OR (95% C1) Adjusted OR (95% C1)
Opioid dose and days
No opioid use (reference)

Low dose, a
Low dose. chronic

32686 10.51 (5.47-20.20)%%
12337 46 9N
4.60 240880y 327 (170-6.30)**
208 (144544 218 (1.12:4.20)
> 65 (reference group) 1.00 100
Female (reference group) 1.00 100
M 238 (196291y+% 227 (185278
Charlson score (ore) 101 (0.83-122) 1T1(0.93-134)

Results:

1. asingle prescription for an opioid increased the patients risk
for Opioid Use Disorder by 3x

2. Low-dose chronic opioid therapy increases risk by 15x

3. Patients on high-dose chronic opioid therapy have 122x
greater risk of OUD than those not on opioids.

Conclusion: Opioid exposure was a strong risk factor for OUDs;
Duration of opioid therapy was more important than daily dose
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CONFIDENCE.
Part A: WHEN TO INITIATE OR CONTINUE OPIOIDS

1. Opioids are not first-line therapy (r category: A, evidence type: 3)

Nonopioid pharmacologic therapy (NSAIDS, Acetaminophen) and nonpharmacologic
therapy (counseling, PT, blocks) and are preferred.

If opioids are used, they should be combined with nonpharmacologic therapy and nonopioid
pharmacologic therapy

2. Establish goals for pain and function (re dation category: A, evid type: 4)

Establish treatment goals with all patients, including realistic goals for pain and function,
including how opioid therapy will be discontinued if benefits do not outweigh risks.

3. Discuss risks and benefits (re ion category: A, evid type: 3)

Before starting and periodically during opioid therapy, clinicians should discuss with
patients known risks and realistic benefits of opioid therapy and patient and clinician
responsibilities for r therapy. Use patient-p:

D o e
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The Role of Opioid Prescription in Incident Opioid Abuse
and Dependence Among Individuals With Chronic
Noncancer Pain
The Role of Opioid Prescription

Mark J. Edlund, MD, PhD.* Bradley C. Martin, PharmD.7 Joan E. Russo, PhD,}
Andrea DeVries, PhD,§ Jennifer B. Braden, PhD.} and Mark D. Sullivan, MD}

Clin | Pain » Volume 30, Number 7, July 2014

Background: Many providers were taught that there was almost no
chance of addiction if you are treating someone for legitimate pain.

Methods: This study utilized claims data (n=568,640) for individuals
aged 18 and over with a new CNCP episode (no diagnosis in the prior
6 months), and no opioid use or OUD in the prior 6 months

34

CONFIDENCE.
Part B: OPIOID SELECTION, DOSAGE, DURATION,

FOLLOW-UP, AND DISCONTINUATION

[——

4. Prescribe short durations for acute pain (category: A, evidence type: 4)
* Long-term opioid use often begins with treatment of acute pain.
* 3days or less will often be sufficient; >7 days will rarely be needed.

se Control and Prevention

FIGURE 1. One- and 3-year probabilities of continued opioid use
among opioid-naive patients, by number of dayssupply* of the first

oploid prescription — United States, 2006-2015
Morbidity and Mora

Wiy VoL 66/No.10
— 1year probability
= 3y probability

Long-Term Opioid Use — United States, 2006-2015

35,

Probability of continued opioid use ®

————————

Prabability of continuing use (%)

Y PPN » ——
(>1 yr) among opioid-naive patients o P
increases based on: 10
=%
1. days supplied IR

i Days' supply of st opioid prescripton
2. cumulative dose

* Days’ supply of the first prescription is expres
increments. If a patient had multiple presc

in days (1-40) in 1-day
jons on the first day, the

35
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Long-term Analgesic Use After Low-Risk Surgery
A Retrospective Cohort Study — Arch Infern Med. 2012;172(5):425-430

. MSc; Muhammad M. Mamdani, PharmD, MA, MPH;

Asim Alam, MD; Tara Gomes, MHS; H g
David N juurlin: i, MD, PhD

MD, PhD; Chaim M

Table 2. Risk of Long-term Analgesic Use After Low-Risk, Short-Stay Surgery

Oploid Cohort NSAID Cohort
"o.of Events  No. of Events X\ No. of vents o, of vents !
inNon-Early  inEarly /Adjusted Odds Ratio \ inNon-Early  inEarly Adjusted Odds Ratio
Primary Outcome Users Users (95°% 1) Users Users (95%01)

Al operations 27288 2857 144(1.39-150) 29795 285 374 (327-428)
Cataract surgery 26584 2102 182 (1.54-1.67) 28003 27 461(398:535)
Laparoscopic cholecystectomy 2 549 133 (1.13-56) 1089 15 1.14 (067-196)
Transurethra resecion of the prostate 425 123 133 (1.07-164) 440 17 410(2367.4)
Varicose vein stipping 57 8 141(099-202) 173 ] 082(035-1.95)

Results: 7.7% of opioid naive pts prescribed opioids after surgery were
taking opioids at 1 year postop

44% higher than matched cohort that did not receive post-op opioids

Conclusion:
Rx for opioids after low risk surgery is associated with long-term use
LB N e
Figure 2 How Diagram
JAMA Surgery | Original Investigation
New Persistent Opioid Use After Minor CEDCLI s
and Major Surgical Procedures in US Adults ol 3380 s 265y ecuced
Chud.Brummet, MO, ennfer . Wale, MO, MPHL MS:erGoesing. PO, Stephaie Moser, RO, Pl L, WS DS
Michol . Englesbe, MO Ay, 8 Sohner, P M. Schin Kt MD.MBA: Sahmsee K ot D, MPH
o182 Exctuses
MAIN OUTCOMES AND MEASURES R 0 doeoteasosets.
L Yo e

6467 Hadsequental ansthesa
postopeately
35 Whoselengthofsaywas>304

* 36,177 patients met the inclusion

36177 atinss ncluded i anaysis

criteria
+ 29,068 (80.3%) underwent minor . 2
a— :w [ T -
* 7,109 (19.7%) had major surgery Gosrone ooy

Laparoscopic Appendectomy
Hemorshoidectomy

Thyroidectomy

Rate of new persistent opioid USE WEre ..o suser
similar between the 2 groups: 5.9% to B

Carpal Tunnel

6 b 5% Ventral Incisional ml.:‘::::;
. X . ) sariaticsegery [N

* incidence of persistent opioid use in p—— ]
nonoperative control was 0.4% T : —

Incidence of New Opioid se, %
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JAMA Surgery | Original Investigation
Correlation Between 24-Hour Predischarge Opioid Use
and Amount of Opioids Prescribed at Hospital Discharge

EricY. Chen, MD, PhD; Andrew Marcantonio, DO, MBA: Paul Tornetta ll, MD

[Figure 1. Amount of Opioids Used 24 Hours Before Hosptal Dscharge .~ DESIGN :
s Quantity Prescribed at Drscharge I—

Retrospective review of 18,343 postop pts
OUTCOME MEASURES:

Patient’s 24-hr pre-discharge opioid use
vs. total opioids prescribed at discharge.

l | ‘# RESULTS:
0 =1 22 1. Opioids prescribed at discharge were

§ highly variable and

2. Did not correlate with pt’s 24-hour
pre-discharge opioid use.

243 Prescharge Opioks Use, MM AR

41
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JAMA Surgery | Original Investigation
New Persistent Opioid Use After Minor
and Major Surgical Procedures in US Adults

Chad M. Brummett, MD; Jennifer . Waljee, MD, MPH, MS; Jenna Goesling, PhD; Stephanie Moser, PhD; Paul Lin, MS;
Michael J. Englesbe, MD; Amy S. B. Bohnert, PhD, MHS; Sachin Kheterpal, MD, MBA; Brahmajee K. Nallamothu, MD, MPH

JAMA Surgery June2017 Volume 152, Number 6

STUDY DESIGN:

US nationwide insurance claims data from 2013-2014
Adults 18-64 yrs without opioid use in the year prior to surgery

For pts filling a perioperative opioid Rx, incidence of persistent opioid use >90 days
after both:
* minor surgical procedures
* varicose vein removal, lap chole, lap appy, hemorrhoidectomy,
thyroidectomy, TURP, parathyroidectomy, and carpal tunnel
* major surgical procedures
 ventral incisional hernia repair, colectomy, reflux surgery, bariatric surgery,
and TAH

Assessed data for patient-level predictors of persistent opioid use.

D o e
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AMA Surgery | OignalInvestigaton
[New Persistent Opioid Use After Minor
land Major Surgical Procedures in US Adults

MAIN OUTCOMES AND MEASURES

Risk factors independently associated with new
persistent opioid use included:

o s,
s Enges, WO, Ay .. B, .S 5ot Kt D MBA B, lamoth, MO, WPH

| e — i+ preoperative tobacco use
o] ) ) * alcohol & substance abuse disorders
s0som o w °
onosLosh 0o <+ mood disorders
e @ » * anxiety
awosim oo ) o T
* preoperative pain disorders

1l 0 "
ey om u

= omasilm  om «  CONCLUSIONS

e T - - New and persistent opioid use after surgery is a
oo > common occurrence

N o o . ;

toaosis \ oo <w e pot significantly different between minor and

osossion | 010 i major surgical procedures

+ assoc with behavioral and pain disorders
b <o suggests occurrence is not solely due to
o = surgical pain, but other patient-level

= = predictors may be involved

139026150

k.

1570175

i escripionn 304 efor procere

o ciod e (OUE) i sy wi
5000 o rser 15 el pese)
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PRESCRIBE
CONFIDENCE.

Part B: OPIOID SELECTION, DOSAGE, DURATION,
FOLLOW-UP, AND DISCONTINUATION

4. Prescribe short durations for acute pain (category: A, evidence type: 4)
* Long-term opioid use often begins with treatment of acute pain.

*  3days or less will often be sufficient; >7 days will rarely be needed.

5. Use immediate-release opioids when starting (category: A, evidence type: 4)

*  When starting opioids prescribe immediate-release opioids instead of extended-
release/long-acting (ER/LA) opioids.

LB T e
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TABLE 1. Grading of i gs of
the ke clinical questi rd d risks of I pioid therapy for
Typeof
outcome Studies Umitations _Inconsistency _Imprecision __evidence __ Other factors Estimates o effect/findings
Pain and 3randomizedtrals | Serious Nolnconstency Nowmprecson 3 None denid  Nodfrences)
(n=1850) limitations
Albcausemortaliy 1 cohortstudy Serious Serious Nomprecision 4 Noneidentifed  One cohort tudy found methadone to be
(1=108,492) mitations _inconistency associted withlower allcause mortality
e for update: ik han sustained releasa morphing in 3
1 cohortstudy propensity-adjusted analyss(ajusted HR
o 056,95% C1=051-0.6) 3nd one cohort
study among lennessee Medicad patients
und methadone to be assodiated with
higher sk of al-causa mortaly
sustained-elease morphine (adjusted HR
1:46,95%Cl = 1.17-1.73)
Abuseandrelated 1 cohortstudy Serious Unknown Serious 4 Noneidenifid  One cohort study found some diferences
utcomes (n=5684) imitations (1 study) imprecision LA opioidsn atesofa

outcomes related to abus

onspecifc for opi
adverse events, precluding relable
conclusions.

ER/LA versus immediate-release opioids
Endocrinalogicharms  New for update: Serious Unknown No impracision 4 Noneidentified  One cross-sectional study found ER/LA
1 cross-sectional limitations @ study)
study (n=1,585) androgen deficiency versus immediate-
release opioids (adjusted OR 339,
95%(1=239-477).

No evidence that ER/LA opioids are more effective or safer than intermittent
use of short-acting opioids

No evidence that scheduled use of ER/LA opioids reduces risks for opioid misuse
or addiction (KQ3)

LB L

43

s o R

LESS 1S MORE

Opioid Dose and Drug-Related Mortality in Patients

With Nonmalignant Pain Arch Intern Med. 2011:171(7):686-601
Tara Gomes, MHSc; Muhammad M. Mamdani, PharmD, MA, MPH; Irfan A. Dhalla, MD, MSc;
J. Michael Paterson, MS¢; David N. Juurlink, MD, PhD
Cas Controt Agjusied OR ioid-i
W oo &) Opioid-related death
FE—
oo s -
. wn R
. . S
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Opioid Tapering at UAB Highlands Pain Clinic

Highlands Pain Clinic Opioid Prescriptions

3500

3000
. 2500 §
v 3
g 2000 &
g £ —e—Total Daily OME
3 H
g 1500 £ o patient Encounters
3 £
K 1000 3

10000 "

5000 -

Q2016 Q12017 022017 Q3207 Q6017 QL2018 Q22018 032018 Q42018

starting point if patients have taken opioids improved function and decteased pai efé s
for more than a year. A decrease of 10% per taper can be expected, even though pain might
week may work for patients who have taken initially get worse.

opioids for a shorter time (weeks to months).

o Encou Patient collaboration and buy-in are important
A decrease of 10% per month is a reasonable é B el tapering. Teh pationts that

Tell patients “| know you can do this” or “I'll stick

Discuss the increased risk for overdose if patients 4
by you through this.

quichly return to a previously prescribed higher dose.

AT
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Part B: OPIOID SELECTION, DOSAGE, DURATION,
FOLLOW-UP, AND DISCONTINUATION

4. Prescribe short durations for acute pain (category: A, evidence type: 4)

* Long-term opioid use often begins with treatment of acute pain.

* 3days or less often be su; nt; >7 days will rarely be needed.
5. Use immediate-release opioids when starting (category: A, evidence type: 4)

*  When starting opioids prescribe immediate-release opioids instead of extended-
release/long-acting (ER/LA) opioids.

6. Use the lowest effective dose (category: A, evidence type: 3)
* Develop a policy on dosages thresholds.
* Use caution with dosage 2 50 morphine mg equivalents (MME) per day

* Avoid increasing dosage > 90 MME per day for non-cancer pain

1 Bttt
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Part B: OPIOID SELECTION, DOSAGE, DURATION,
FOLLOW-UP, AND DISCONTINUATION

s | benefits and harms fr ly (category: A, evidence type: 4)
e Clini

ans should re-evaluate patients within 1-4 weeks of starting opioid therapy
* Schedule follow-up with patient to assess benefits and harms of continued opioid
therapy at least every 3 months
* If benefits do not outweigh harms, taper opioids to lower dosages or to taper
and discontinue opioids
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Opioid Tapering at UAB Highlands Pain Clinic

Highlands Pain Clinic Opioid Prescriptions

#5000 3500
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Physician Rating Compared to OME Prescribing

Doctor Rating

«=O0MEs Per Patient Encounter

o
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Overall Doctor Rating.
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PRESCRIBE
CONFIDENGCE.

Part B: OPIOID SELECTION, DOSAGE, DURATION,
FOLLOW-UP, AND DISCONTINUATION

s | benefits and harms fi ly (category: A, evidence type: 4)
* Clinicians should re-evaluate patients within 1-4 weeks of starting opioid therapy

* Schedule follow-up with patient to assess benefits and harms of continued opioid
therapy at least every 3 months

« If benefits do not outweigh harms, taper opioids to lower dosages or to taper
and discontinue opioids

8. Use strategies to mitigate risk (category: A, evidence type: 4)
*  Evaluate risk factors for opioid-related harms and incorporate into mgmt plan
* Provide naloxone for high-risk patients

higher opioid dosages (250

obstructive sleep apnea P Y

renal or hepatic insufficiency age 265 years
‘mental health conditions history of overdose

history of substance use disorder

49

PRESCRIBE
CONFIDENCE.

Part C: ASSESSING RISK AND ADDRESSING
HARMS OF OPIOID USE

9. Review prescription drug monitoring program (PDMP) data
(recommendation category: A, evidence type: 4)
* Review PDMP data when starting opioid therapy and periodically
ranging from every prescription to every 3 months.

10. Use urine drug testing (|

category: B,

type: 4)
« for chronic pain, use UDS before starting opioid therapy and at least
annually

Southern Lab

PARTNERS

Home | Specialties - Test- = AboutUs = ContactUs

51

g 2 800 -4
z,' & Benzodiazepine history
g —0— Current = O-=Former --@--None
£ 8 600
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Daily opioid dose (mg/day)

Results: 49% of the deaths (n=1185) occurred when veterans were
concurrently prescribed BZD and opioids

Risk of death increased by 2.3X history of BZD prescription and by
3.8X with current prescription for BZD and opioid

Risk of death increased as daily BZD dose increased

AT
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PRESCRIBE
CONFIDENCE.

Part B: OPIOID SELECTION, DOSAGE, DURATION,
FOLLOW-UP, AND DISCONTINUATION

Opioid Risk '_rool (ORT)

ADMINISTRATION
MARK EACH BOX
i FEMALE L ol vk

ol 0% low
BE
=
o
a3 o
a2 1
e

R o
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Part C: ASSESSING RISK AND ADDRESSING
HARMS OF OPIOID USE

11. Avoid concurrent opioid and benzodiazepine prescribing
(r 1dation gory: A, evidence type: 3)

= Avoid prescribing opioid pain medication and benzodiazepines concurrently
whenever possible

Benzodiazepine prescribing patterns and deaths from drug
overdose among US veterans receiving opioid analgesics:
case-cohort study BMJ 2015 Jun 10;350:n2698. doi: 10.1136/bmj.h2698

Tae Woo Park,! Richard Saitz,2 Dara Ganoczy,? Mark A llgen,24 Amy S B Bohnert34

Participants: US veterans receiving opioid analgesics who died
from a drug overdose (n=2400), compared to random sample of
veterans (n=420 386) that received opioids analgesics from VHA
medical services e

52

P

CRIBE

WITH
CONFIDENCE.

Part C: ASSESSING RISK AND ADDRESSING
HARMS OF OPIOID USE

12. Offer treatment for Opioid Use Disorder

* Offer or arrange referral to behavioral therapy or addiction specialist for
consideration of medication assisted treatment (MAT) with buprenorphine,
methadone, or vivitrol

- STERY
= RECOVERY

Elu_'—nummu.-quv.--—-.

BELF GRRCLOSURE Admitted 12 GOD, tn sersves and 1o st
Fomin i s et miter of s crongh.

I e
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Opioid Addiction and Coronavirus

* Emotional distress and economic volatility of a public
health crisis could lead vulnerable people to abuse
opioids.

e Lawmakers suspended a federal law that “required
patients to have an in-person visit with a physician
before they could be prescribed drugs that help quell
withdrawal symptoms”

LB L
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Hospital Based Opioid Stewardship

“Opioid Stewardship” is the
idea that health care
systems, clinicians,
pharmacists and patients Pt T
must take a shared
approach to the use of
opioids that recognizes

their potential for harm and

looks to nonopioid options

whenever possible.

LB T

Opioid Stewardship Program at UAB
o (P . £~

egiona
Ancsthess  Quaity UAB!
s improvement Board
o

Provider
Nursing Champions

Hosptalist
s Cinical Quali Imi
Informatics plementing the
oo =] o, W Subcommitice e

- socaterk t Prescribing Opioids
v Opioid for Chronic Pain

Regulatory Stewardship
ACMO

Pharmacy

Pharmacist Opioid Stewardship Program
(10 FTE) Steering Committee Manager
1.0 FTE
* = ‘
Opioid Stewardship Committee LB
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Opioid Stewardship

1. Own it - Take responsibility

Do right - Practice good, evidence-based
medicine

5

Work together — toward a common goal

56

Opioid Stewardship Program at UAB
o (P . £~

Regional
Anesthesia Quality

s Improvemen ¢
o

provider

Nusing Champions
Hosgitalis inat

sis

omates | par Implementing the

Crtcal Care committee CDC Guideline for
Social Work Prescribing Opioids

for Chronic Pain

Analytics

Pharmacy

Nursing
Educators
Regulatory.

Patient Education

|

OPI0IDS & PAIN CONTROL
AFTER SURGERY

“STAY SAFE" AND PREVENT OPIOID ABUSE WITH THESE PRECAUTIONS.

3
= ‘ L
PAIN MEDICATION SAFETY TIPS » % i.
v

LB MEDICINE

SOPERATIVE MEDICHE

LBMEDICINE

60



Nursing Education

AB Learning Syst

Nursing’s Role in Opioid Stewardship

Promoting Awareness & Safe Patient Care Practices )

1. Pain goals and
expectations

2. Explanation on how
pain will be assessed

3. Patient component
and how they can
partner in care

4. Pain Management plan
detailed

5. Common Myths
unveiled

6. Opioids and Discharge
Education Plan

UAB Medicine Opioid Stewardship Program

UAB’s
Institute for
Arts in Medicine .
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Opioid Stewardship Resources for Providers

woneusbmedicneorg
Noresuts (> Optionsv

e b
OPIOID STEWARDSHIP PROGRAM 54855 4

R neah, s weare,3nd conomic wetre. 1 201 e wers 43 -

e tofght back. i Janary 2019, UAB Hest Sysem lscershp susponsdne
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<//mh,alabama.gov,undzrstanding-the-opioid-crisis/

) MENTAL HEALTH = Opioid Stewardship Education
Understanding Opioids for Patients and Providers

& About Opioids

£ For Health Care Providers. Support These strugaling

£ Find a Drug Take Back Location

(&

PROVIDER
TOOLBOR

Standing Order for Naloxone

Alabama Opioid Overdose and Addiction Council

[+

[+

Opioid Grants

[+

Finding Help

Alabama’s Prescription Drug Monitoring Program , o cnunnGE
FOR L

SAMHSA Opioid Overdose Toolkit

(&

[+

[+

Living with Chronic Pain

[+

Frequently Asked Questions

(&

Teen Drug Abuse

Toolkits for Providers

[

[+

Family and Friends
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Faculty and Resident Education

Opioid Stewardship

Promoting Awareness & Safe Patient Care Practices

UAB Medicine Opioid Stewardship Program

What Can You Do In UAB’s Fight To
Reduce Opioid Use and Overdose?

« Follow CDC prescribing recommendations
= Know that non-opioid therapy has a role in both acute and chronicpa ~ Step-Wise Approach to Multimodal

jspevemenl Acute Pain Management
« Review the Prescription Drug Monitoring Program (PDMP) —
= Determine if the patient i at high risk for opioid related adverse even Sps
= Prescribe naloxone for high risk patients 4
= Make referrals and offer resources for treatment for opioid use disord Step2 = —
= Use alternative methods to reduce pain 4 s
Stept ot pramac
=t Non-pharmacologe approdches. v ”
25 Shor tem use of short acting opioids.
 Non-pharmacologi approaches. AR oy
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Opioid Stewardship Resources

%@ 806

Discoveries on deck: Back pain, race and money
(CAPPt Member Resesrc Sptigh. urs Goo, P
—
o ————
CAPPI: Improving addiction and pain outcomes through
research, education, patient care and community outreach
order o b efectveparnrips wh he commanties weseve.
A T e
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Opioid Stewardship EMR tools

Oral Morphine Equivalent Calculator

= OME Calculator
= Daily OMEs ordered .
= Daily OMEs e
administered

= Displays risk factors for
opioid-induced respiratory Y o\
depression

= Graph of OMEs received,
pain score, naloxone
doses

= Outpatient OME calculator
is in development

A e

66
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Opioid Stewardship EMR tools

e-Prescribing of Controlled Substances

LB L
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Opioid Stewardship EMR tools

PDMP IMPACT Integration

= Clicking link in patient's IMPACT
record will automatically:

= Log the prescriber into the state
PDMP

= Perform the search and display
the patient's PDMP report

asTYcs

sopnersn o et s st | ) O i s ot

Opioid Stewardship EMR tools

Opioid Dashboard / Provider Scorecard
Five dashboards developed in Tableau which are in process
of being validated:

1. Opioid administrations for mild pain - last documented
pain score < 4 (within 4hr of administration)

2. Breakdown of opioid orders for mild pain, pain categories,
power plans, providers

3. Opioid discharge prescriptions for > 7 days

4. Ci ination of Benzodi ines and Opioid prescriptions

5. Daily Oral Morphine Equivalents for hospitalized patients

DISCLAIMER: Dashboard data is not meant to be punitive, nor does it indicate poor practices. These
dashboards simply show current state practices and can help guide Opioid Stewardship to use data to
ine best i and opp ities for ir

AT
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Opioid Stewardship EMR tools

Revised IMPACT order sets

= Lower default settings for opioid prescriptions
= Easier access to non-opioid and integrative medicine options
= Physical and Occupational therapy
= TENS, Ultrasound, Exercise
= EMMI videos on patient portal
= Decision support tools

= LB
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Opioid Stewardship EMR tools

PDMP IMPACT Integration

& Narx Score
& NARYCHECK

M ss A 1 ovropencs samerny Owmer 1021200

FREEMAN, MICHAEL

# prescribers

o # pharmacies
MME / LME
overlapping Rx

NARCOTIC 340
SEDATIVE 310
STIMULANT 160

Overdase Risk Score.

o :
— = T 5
o = — =
-Crmen i L] ] m 401500 »
ity - i -

- - 601700 3

)

S —

BCBS of Alabama Prescriber Dashboard

Opioid Pain Management Tool
« analytics regarding Rx patterns and opioid
prescription history

BlucCross Blueshield
BlsCrom OPIOID PAIN
e MANAGEMENT TOOL

cobons
through thspartnarshi s tho -Opiid P Managormont Tool~

O S

where

+ Risk Identification Mitigation (RIM) tool utilizes 14
prescrlblng quality metrics affecting patient safety

fall within their specialty peer group

Opioid patient panel ~ SUD diagnosis
Opioid dose Medical diagnosis
Polydrug rx ER visit for Opioid OD

Early opioid refill Opioid tapering
Behavioral Health dx  Drug testing

incentive programs based on Opioid Risk
Identification Mitigation (RIM) scores”

Multiple prescribers  ER visits while on opioids
Multiple pharmacies ~ Routine EKG on methadone

“BCBS will eventually determine qualification for

LB T e
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Not just good practice...it’s mandatory!

ALBME 540-X-4-08 Jan 1, 2014 “The Board is obligated under the laws
Requirements for the Use of Controlled of the State of Alabama ol prEa

. public health and safety.
Substances for the Treatment of Pain i A
The Board recognizes that inappropriate
prescribing of controlled
ALABAMA  substances.may lead to drug diversion
State Board of Medical Examiners ~ and abuse..”
Medical Licensure Commission

Newsletter and Report ;. . . R .

onsbmecry una-October 2013 wmaumee2  Additional registration required for pain

rsider Pain Medicine Legislation: physicians:

ooy | AN OVETViEW 1. physicians who advertise pain

o L 201 o e gt psd A 0125, i i X

’ ; T legsion management services
|| e i et 2. Practices that dispense controlled
B | A T a—
—page)] gt g
NewBosrdMembers | At This Act e efftve a1, 2014 ) 3. top 3% prescribers of controlled
P | e substances in AL by PDMP
A iy who e it 0 pecentof s et i i

el e

el e B oo
ALABAMA ALBME rule 540-X-4-.09

State Board of Medical Exammers

Medical Li Risk and Abuse Strategies

by Prescribing Physicians
Effective March 9, 2017
1. Mandated Risk and Abuse Mitigation Strategies (RMS)

Examples:

(a) Pill counts; (f) Providing a patient with opiate risk

(b) Urine drug i prior to ntrolled

(c) PDMP checks; substances;

(d) Consideration of abuse-deterrent  (g) Using validated risk-assessment tools,
medications; (h) Physicians should consider co-prescribing
(e) Monitoring the patient for aberrant naloxone in patients deemed to be

behavior; appropriate

2. Querying Prescription Drug Monitoring Databank (PDMP) based on
Morphine Milligram Equivalents (MMEs)

* >30 MMEs — query at least 2 times per year
* >90 MMEs — query on same date of prescription

3. Opioid-Specific Continuing Medical Education (CME)
+ 2 hrs CMEs in controlled prescribing every 2 years

AT
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Industry Opioid Stewardship efforts

®CVS caremark

[CVS Caremark® Opioid Quantity Limits|
Pharmacy Reference Guide

In 2018, CVS Caremark® introduc] 4 ALABAMA

guidelines which are aligned with M E D I CAI D EEoIC

for Prescribing Opioids for Chroni

= Walmart’s Opioid
' Stewardshlp Initiative

Walmart made a to move to electronic i ibing) for controlled by
2020. We recognize nol aII provmer networks and prescribers will have the lechnology and systems in

place to We will work with their  [ptists, FHcs,
use of e-prescri nglar comrnlled substances by 2020, so that patients are not umnlennonally negatively
affected by this process. E-prescribing has the potential to reduce errors, misuse, abuse and diversion of

MME claims
day, will also

prescription medications.
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~ ALABAMA ALBME 540-X-19-09
State Board of Medical Examiners gy irements for the Use of Controlled
Medical Licensure Commission ik es for the Tr of Pain

Evaluation of the Patient:

* H&P must document the presence of one or more recognized medical indications for the
use of controlled substance

Treatment Plan

* The plan should state objectives that will be used to determine treatment success,
* goal is to reduce pain and/or improve patients’ function

* Alternative non-opioid treatment modalities should be considered

Informed Consent and Agreement for Treatment should include:

1. Drug screening with appropriate confirmation

2. A prescription refill policy; and

3. Reasons for which drug therapy may be discontinued (e.g., violation of agreement)

4. The patient should receive prescriptions from one physician and one pharmacy

Periodic Review.

* The physician shall monitor patient compliance in medication usage and related
treatment plans

D o e
R o
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ALABAMA
Board of Medical Examiners
Medical Licensure Commission

ALBME rule 540-X-4-.09
Risk and Abuse Strategies
- . by Prescribing Physicians
2019 license and registration renewals
Benzodiazepine use, misuse,
and abuse

by . Luke Engeriser, MD, Deputy Chicf Medical Director; AltaPointe Health, Mobile
There has

A ded: effective ber 2, 2018

Physicians should reconsider
co-prescribing
benzodiazepines and opioids,
or decline to add a
benzodiazepine when prescribing
an opioid

the past several
years on the

potential dangers
of abuse of
prescribed opioid
medications:

and although

this attention

is certainly
warranted due

to our nation’s current opioid epidemic and increase in opioid-related
overdose deaths, other prescribed medications such as stimulants.
benzodiazepines, and certain muscle relaxants also carry a risk of misuse

and abuse.

A e
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Substance Use-Disorder Prevention that Promotes
Opioid Recovery and Treatment (SUPPORT) Act

In Rare Bipartisan Accord, House ~ CMS updated the HCAHPS patient

and Senate Reach Compromiseon  experience of care survey measure by
Opioid Bill Ebe New tork Eimes removing the three recently revised
pain communication questions.

'ombating the Opioid Crisis: Legislation

sremoval of these pain questions was
SIGNED INTO LAW effective Oct 2019

CIIPPNRT enp pATIENTEe  In addition, the President’s Commission
i’lilnp &HWRJUF’?#IEQTA%N S on Combating Drug Addiction and the

Opioid Crisis also recommended that
CMS review its payment policies for
certain non-opioid pain

ma treat t:

A e
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Substance Use-Disorder Prevention that Promotes

HR & PN
SUPPORT FOR PATIENTS Opioid Recovery and Treatment (SUPPORT) Act
AND COMMUNITIES AC

Establish a Technical Expert Panel (TEP) to review quality measures related
to opioids and opioid use disorders to:

(1) review existing measures related to opioids

(2)make recommendations regarding existing measures, new measures, and
recommendations for inclusion in value-based payment programs

i. best practices for pain management in surgical settings

ii. Within 1 year, make recommendations for broad implementation of
pain management protocols that limit the use of opioids in
the perioperative setting

LB L
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Opioid Stewardship

[

. Own it - Take responsibility

N

. Do right - Practice good, evidence-based
medicine

w

. Work together — toward a common goal

4. Always care — %5
Be a leader of change X

a8 MEDICINE W Q

NORK TOGETHER
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Rationale for and approach to preoperative
opioid weaning: a preoperative
optimization protocol

IMcAnally Perioperative Medicine (2017)6:19
DOl 10.1186/513741-017-0079-y

LB MEDICINE

ANESTHESIOLOGY & PERIOPERATIVE MEDIGINE

Literature increasingly
supports an association
between preop opioid use | o | )
and worsened postop pain, . nnm o«

3 Pracperative MEDD {mg) Prooparative MEDD (mg)
surgical outcomes, length of
stay, and financial costs.

Conversely, there is evidence

that preop opioid reduction 2
may result in substantial Prsopiaive MESD g Poroperaiive MEDD (mg
improvements in outcomes. L des e

Peon O e g Bt v bt pegmmame

Arthroplasty A Large Retrospective Cohort Study of P

AdninisiUve Clins D2ty
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The Case For Confronting Long-Term Opioid Use
As A Hospital-Acquired Condition

Michael Schiosser, Ravi Chari, Jonathan Perlin

10.1377/hblog20170908

In a perioperative pain management summit, Healthcare leaders were
alarmed by frequency of post-operative opioid dependence relative to
other surgical complications

« surgical site infection rates are now as low as 1.9%
+ persistent post-operative opioid use ranges from 6-8%

Persistent opioid use following surgery could be considered a patient safety
concern that meets CMS criteria for hospital acquired condition:

- It arises during a hospitalization,
- Itis a high-cost and high-volume condition

+ It could reasonably have been prevented through the application of
evidence-based guidelines. it 2
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Mulimodat Ansgeia PROMPT (o patents > 18 yeors and > 501e)

Preoperative Assessment,
Consultation, &
Treatment Clinic

GUIDELINES PREOP
@
.

v' Assessment
v Education
v/ Optimization

e |
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ANESTHESIOLOGY & PERIOPERATIVE MEDICINE

WHAT YOU SHOULD KNOW ABOUT OPIOID (PAIN) MEDICATIONS

Opioids (pain medications) are very effective in treating short-term severe pain. However, we now know that long-
term use of these medications may actually be harmful.

Long-term Use of Opioids Can Cause:

1. Tolerance - Your body can get used to the opioids and it may be difficult to control any new pain you
experience.

2. Opioid Induced Hyperalgesia (OIH) ~ Long-term use of these medications may actually cause you to be more
sensitive to and feel more pain!

3. Surgical Complications - Individuals taking long-term opioids are at higher risk for infection, for longer recovery

time, and for poorer outcomes.
Weaning Off Of Your Pain Medication
If you have been on opioids for a long time, your doctor may want to slowly decrease your dosage as tolerated. You

may discover that your pain is as well controlled or possibly better controlled at lower doses. Your doctor will work
with you to develop a plan that is right for you.

PATIENTS PREPARING FOR NON- Y (ELECTIVE) SURGERY:

If you have been on opioids for a long time, it is in your best interest to work with your doctor to slowly decrease
your dosage as much as you can tolerate prior to surgery. By doing so, it will give you the best opportunity to have
the most successful surgery.

Sandra L. Frazier, MD, FASAM

THE UnevERSITY,
ALABANA AT BRMINGHAM
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W Optimization Importance Factor

Preoperative Tobacoo use s

Oploid us us
Assessment, -~ 5
Consultation, . —

disease as

& Treatment ot — 23
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Social miieu |# 2

ANESTHESIOLOGY & PERIOPERATIVE MEDICINE
Fig. 2 Preoperative variables of concern to surgeons

Surgical “preha i

Outpatient preop optimization program focusing on:
opioid weaning/elimination, tobacco cessation, and
nutrition, along with expectation management, sleep
hygiene, and improved conditioning

Promises a good return on investment for hospitals
and for patients willing to commit effort toward
improving their surgical experience and outcome. Tl i
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Was MEDICINE
WEIGHT LOSS MEDICINE
SeamlessMD Product  Solutio)
LIFESTYLE  “emmommsmrames 5

SMART on FHIR and Oauth2.

January - Marcl
UAB helplng E Full Customization of Content f

And Workflows
Written by Bob Shepard Your patients, your care. Modify or replace any

m n content or workflows to it the needs of your
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A Review of Opioid-Sparing Modalities in Perioperative
Pain Management: Methods to Decrease Opioid Use
Postoperatively ANESTHESIA & ANALGESIA

Kanupriya Kumar, MD,* Meghan A. Kirksey, MD, PhD,* Silvia Duong, BScPharm, PharmD,t
and Chrstophef:LWil;MD:g November 2017 « Volume 125 ¢ Number 5

Article reviews relevant literature describing the use of
1. adjunct medications,

2. regional anesthesia and analgesic techniques, and

3. regional block additives

Nonopioid Adjunct Medications
« Combining nonopioid adjuvants to modulate pain pathways at central
and peripheral sites to:
1. enhance analgesia
2. decrease opioid requirements
3. reduce ORADEs

AT

Alerts & Notifications @ =4
tobacco counselors and tele|
Delver proactve care, Customize your
service by calling the UABLU 410 to receive alerts when a patient falls
934.0411. of.track or shows igns of complication.
Fobruary 5 Fobruary 6 Fobruary 7 Fobruary 8 |

86

Table 1. Nonopioid Adjuvants

Adjuvant Purported Mechanism of Action Duration,/Magnitude of Oploid-Reduction Effect
fa2 located in the dorsal homs of the  Up to 24 h, with a greater effect with
clonidine spinal cord and locus coeruleus dexmedetomidine

Ketamine, amantadine, Decreased nociceptive and inlammatory pain transmission dueto  Up to 40% opioid sparing with ketamine, unclear
dextromethorphan  Nmethyld-aspartate receptor blockade data on benefit with amantadine, up to 24 h

vith dextromethorphan
Gabapentinoids Decreased release of excitatory neurotransmitters (eg, ghutamate, Reduction of opioid use postoperatively after
substance P and calcitonin genre-related peptide) due to interaction  gabapentin likely overestimated previously but
with ¢2:5-subunits of voltage gated calcium channels. sill some effect

Up to 24 h with pregabealin for some surgical

Duloxetine Modulating effect on descending inhibitory pain pathways in the brain  Upto 48 h
and spinal cord

Tricyclic antidepressants Suppression of central pain sensitization through the inhibition of No clear benefit of use
reuptake of norepinephrine and serotonin as well as antagonism
of peripheral sodium channels and spinal Nmethytdraspartate
receptors

Lidocaine Decreased release of proi ines (eg, IL6, IL8), and immediately
NFkB-modulated downregulation at the mRNA level, and inhibition of  (PACU), with possible greatest effect in open
Nmethykd-aspartate receptors. and laparosoopic abdominal procedures

Esmolol Blockade of the excitatary effects of pain signaling in the central and  Significant but cliically small effect on
peripheral nervous system and modulation of the central adrenergic  postoperative opioid consumption in meta
(pronociceptive) acivity analysis of small trials; more studies needed
Caffeine Improved analgesic drug absorption (du to increased gastric blood  Addition to commonly used analgesics significantly
flow), (due to de d flow),  increased the number of patients experiencing.
blockade of peripheral pronociceptive adenosine signaling, and £00d pain relief (50% over 4-6 h)

activation of the central noradenosine pathway
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REGIONAL ANESTHESIA AND ACUTE PAIN July 2018
SPECIAL ARTICLE

Consensus Guidelines on the Use of Intravenous Ketamine
Infusions for Acute Pain Management From the American
Society of Regional Anesthesia and Pain Medicine, the
American Academy of Pain Medicine, and the American
Society of Anesthesiologists

UAB Inpatient Pain Service is using low- References:

. : : 1. Adam F, Chauvin M, DuManoir B, et al. Small-dose
dose IV ketamine infusions to supplement | amine infusion improves postoporative analgesia and
pOStOp analgesia and redUCE oplold n after total knee arthroplasty. Anesth Analg.

utilization 2. Remerand F, Le Tendre C, Baud A, et al. The early and
delayed analgesic effects of ketamine after total hip

Rerm A arthroplasty: A prospective, randomized, controlled, double-
Postop IV ketamine is reserved for pts Who | biind study. Anesth Analg. 2009:109:1963-1971.

have a high likelihood of requiring large 3. Loftus RW, Yeager MP, Clark JA, et al. Intraoperative

ketamine reduces perioperative opiate consumption in
amounts of postop opioid, such as: opiatedependent patients with chronic back pain

undergoing back surgery. Anesthesiology. 2010;113:639-
646.

4. Pacreu S, Fernandez CJ, Molto L, et al. The perioperative
ccombination of methadone and ketamine reduces

1. Patients taking >50 mg OME/day preop | postoperative opioid usage compared with methadone
alone. Acta Anaesthesiol Scand. 2012;56:1250-1256.

5. Mueller MF, Golembiewski J. The changing landscape of
perioperative pain management. J Perianesth Nurs. 2011;26:
290-293.

6. Clifford T. Ketamine for pain management. J Perianesth
Nurs. 2012;6:423-424

2. Multilevel spine surgery
3. Open thoracotomy or laparotomy

89

88

Regional Anesthesia:

Upper extremity blocks
Lower extremity blocks
Truncal blocks

Epidural Anesthesia
Spinal Analgesics

Reglonal Post-op Blocks

The ultimate goal is to tailor individual analgesic plans, based on
particular patient’s risk for a given surgery, in a way that optimizes

pain relief, recovery, and function.
B MEDICINE

ANESTHESIOLOGY & PERIOPERATIVE MEDICINE

90
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Enhanced Recovery After Surgery (ERAS) protocols

ERAS is a collection of best practices for the care of surgical patients that
focuses on limiting surgical stress response and organ dysfunction leading to
quicker recovery times, shorter LOS, reductions in post-op complications, and
reduced in-hospital costs.

ERAS involves 20 elements that are incorporated into:

* pre-admission patient education
ERAS
. Colorectal

enns ‘

* standard anesthetic protocols & Cystectomy

* specialized post-operative analgesia

ERAS ERAS
* post-operative nutritional care & GYN/ONC & GYN & Vascular

* early mobility following surgery

UAB CAREg
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Elective Total Hip and Knee Arthroplasty
Enhanced Recovery Project

50% Patient Education
50.00% 15% Clinio
6.50% Procedue Type | ¢ Clle
o'om Leh THA Yes
FY2016 FY2017 FY2018 - s v
Juw FRight THA Ves
Fiscal Year :.,.(m. -
b KA Var
¥ Neuraxial Anesthesia
PigharTHA Yer
Lefe THA Yes
GA and Neuroaxial patients Lot THA e
offered Regional Anesthesia for ~ Fswma Yes
post-op pain —_— Yor
Quadratus Lumborum block for
THA Fagher TkA Yes
or Continuous Catheter Adductor L., Yes
canal + IPACK for TKA
Rightr THA Yes
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Elective Total Hip and Knee Arthroplasty
Enhanced Recovery Project|

Discharge Day by Year
80.00%

60.00%
40.00%
20.00%

0.00%

Percent of Patients
Discharging by Day

Tinelioe:Octsber 1015 - May 2018

WFY16 AllProcs  ©* FY17 AllProcs ™ FY18td All Procs

- FY2016 FY2017 FY2018

LOS Index
Eomy 1.21 1.09 0.98
)

Mean LOS 3.19 3.04 2.66

fobsseved days)

No change in 30 day re-admission rate

252%  280%  230%

AT

Belated30
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Elective Total Hip and Knee Arthroplasty
Enhanced Recovery Project

UAB care team leadership
MD Project Leads: Drs. Elie Ghanem and Will Potter

Nursing Project Lead: Doreni Fleming UAB CARE {
UAB Care Team: Anisa Xhaja, Laura Leal, and Miguel Harris a

TKA & THA Pain Management Redesign:

Pain management varied amongst surgeons
93% of patients routinely received PCA
Pain management education was not consistent
through continuum of care

Project Goals:

1. Standardize pain management across providers
Multimodal analgesics
Regional and Neuroaxial Anesthesia
Minimize PCA utilization

2. Standardize patient education regarding pain

3. Ambulation of patients on post-op day zero
Nursing and PT working together

1 Bttt
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Elective Total Hip and Knee Arthroplasty
Enhanced Recovery Project

93% | Dec 2017-July 2018
|

10% ! 300
" 200
1.6%
100 i -
FY2016 FY2017 FY2018 - July "w
Fiscal Year 0
Project Go-Live
mPCA
mPCA

Patient education, multimodal analgesia and regional
anesthesia resulted in decreased need for post-op PCA
6 months after go-live, PCA utilization was 1.6%

Timeline: Octaber 2015~ Jly 2018
Soure: Gener

A e

94

Impact of Enhanced Recovery After Surgery and Opioid-

Free Anesthesia on Opioid Prescriptions at Discharge ANESTHES'A

From the Hospital: A Historical-Prospective Study ANALGES|A
T

Delara Brandal, MD,* Michelle S. Keller, MPH,+ Carol Lee, RN-BC.* Tristan Grogan, MS,*
Yohei Fujimoto, MD, PhD,*# Yann Gricourt, MD,*§ Takashige Yamada, MD,

Siamak Rahman, MD.* Ira Hofer, MD,* Kevork Kazanjian, MD.{ Jonathan Sa

Aman Mahaian_MD. Ph Lin. MD.5 and Maxime Cannesson. MD.

Al patients Al patients Al patients
Cottees 200mg PO 1 Rertsminggtn v st Colebres 100mg D untt e
Tescegt 80 s} i 067 mafrgbcka 11 .

A bmevod arepeee pes medcaton.
re oo cdcaton. beri b Lapeassons

METHODS: Compared opioid use in pts undergoing colorectal surgery 1 yr before ERAS

and 1 year after impl (1 - bl ot
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e g g Pre- (RAS (12 manths) ERAS (1] months)
- “l
1 A 2 daix

{ S TAY AN A
i» . i |
i for |

- Lea 1
! A :
i of \ 1

' L ‘u /

b ¥\ A 1

C | WAS Al - .

4 L}
T T TR s 8 5% “T 3T T 7T 535 % %=

.
Avarage pre: 167, Average post: 4.8 p<0.001
RO 109 1)

Average pre: 0.85, Average post: 0,78, p=0.067
5% 0 4. 007 (0.01,0.35)

RESULTS:
After ERAS intervention, use intraop IV morphine dropped from 16.7 to 4.8 mg
* However, the rate of opioid Rx at discharge did not decrease significantly

* Even pts with a combination of no preoperative opioid use, low discharge pain scores,
and low MME consumption before discharge, 72% went home with opioid Rx

CONCLUSIONS:

ERAS led to a decrease in opioid use during hospitalization, but did not impact
discharge opioid prescribing

* Further efforts are needed to change opioid prescribing patterns yygsesro,
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Gynecologic Oncology Post-op Prescribing Project
UAB Care Redesign
Discharge Prescription Tiers

Tier | — Minor procedure: EUA, Hysteroscopy, D&C, Cold Knife Cone/LEEP
* No opioid pain medication prescribed
* 650 mg Acetaminophen g6 hrs and 400-800 mg lbuprofen q 6-8 hrs prn
Tier Il — Laparoscopic/Robotic procedure: Hysterectomy, TAH/BSO
* Oxycodone 5mg x 5 tabs, take one tab by mouth every 6-8 hours prn pain
* 650 mg Acetaminophen g6 hrs and 400-800 mg lbuprofen q 6-8 hrs prn
Tier Ill — Major procedure: Exploratory Laparotomy, Open TAH, Vulvectomy
* Oxycodone 5mg x 15 tabs, take one tab by mouth every 6-8 hours prn pain
* 650 mg Acetaminophen g6 hrs and 400-800 mg Ibuprofen q 6-8 hrs prn
Tier IV — Chronic opioid use/Excessive postoperative pain
* Oxycodone 5-10 mg individualized: 3X amount used in 24 hours prior to D/C
* Patients treated for chronic pain will continue pain meds from primary MD
* 650 mg Acetaminophen g6 hrs and 400-800 mg lbuprofen q 6-8 hrs prn
* Patients with allergy to oxycodone prescribed Tramadol 50 mg q6hr U AB c ARE ?

929

Gynecologic Oncology Post-op Prescribing Project
UAB Care Redesign

Patient Survey Place Patientstckar Here

g ooy s Fen s | )

Survey Results Tot

59%
% surveys completed (406/6“94)
Pts Very o
somewhat Satisfied -

% Patients that did

04t you recieedocation sbout pan medation dapossl prcr o sagen? Y65 G NO
Was your pan tleateatersurgery sthome? YEs o N0
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Gynecologic Oncology Post-op Prescribing Project
UAB Care Redesign

) UAB GYNECOLOGIC
UAB care team leadership ONCOLOGY PAIN
Physician Project Leads: Drs. Haller Smith and Michael Straughn MEDICATIONS
Administrative Project Lead: Allison Todd (OPIOIDS) AFTER
Nursing Project Leads: Erika Lumpkin and Carissa Purvis SURGERY
UAB Care Team Lead: Laura Leal d = [
GYN ONC Opioid Prescribing W
Discharge opioid prescriptions and opioid refills varied significantly by —
provider
Opioid prescriptions provided were not based on inpatient opioid usage, o, e s oo o ok
procedure performed, or individual need frrertt
Gommon opeis o
oo o)
- , e eg
Project Goals: * Hyomaone Dimsk)
1. To create guidelines for opioid prescriptions for common gyn-onc Rt
surgical procedures Oy imeyos cpc e sty
2. To educate patients on safe and effective use of opioids and the role Sttt
of non-opioid medications in controlling postoperative pain ok ot e g
3. To encourage safe disposal of unused pain medications to prevent e
misuse or diversion
4. To maintain excellent pain control and patient satisfaction postop UAB CARE
@E‘
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Gynecologic Oncology Post-op Prescribing Project
UAB Care Redesign

Average pills per prescription: Goal < 50%

FY19 to date
FY17 Average Pill Count FY18 Average Pill Count (Oct'18-June'19)
Average Pill Count

acetaminophen-HYDROcodone
acetaminophen-oxyCODONE
HYDROmorphone
morphine
loxyCODONE
traMADol
Yearly Pill Summary: § >

FY17 Summary FY18 Summary (och g:jou:ZE:g)
% of Patients with

aRefill 13.00% 10.69% 11.37%

Refills: Goal < 13%
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Gynecologic Oncology Post-op Prescribing Project
UAB Care Redesign

UED Visits within 30 days of DC: Goal < 5%

UED/ED Admissions
by Index Discharge

% of UED/ED Visits 4.45% 3.43% 2.42%

No increase in UED Visits

FY17 Summary FY18 Summary o:m:ﬁ’u‘;:f:g

Source
Timeine: Oct16 - June't9

FY19 to date
FY17 Total Pill Count  FY18 Total Pill Count (Oct'18-June'19)
Average Pill Count

acetaminophen-HYDROcodone
acetaminophen-oxyCODONE
HYDROmorphone

Yearly Pill Summary:
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Dynamic Model of Nonmedical Opioid Use Trajectories and
Potential Policy Interventions

Wayne Wakeland, Alexandra Nielsen, and Peter Geissert
Portand State Unwersty Portand, OR

Am J Drug Alcokol Abuse: 201% November : 41(6) %08-2£18. dot: 10.3109./00952990 20121043438
A lmpact of Supply Interventiors on Recrestional Users B lmpsct of Supply Interventions on Oral ROA Paying Users
N i
o ™ _\
o .‘|
a on |

T T T T T T e T T T

o v

— e Tt

e —

Impact of 50% reduction in leftover medicine on

prevalence of recreational prescription opioid use
LB R e

6/22/2020

Dynamic Model of Nonmedical Opioid Use Trajectories and
Potential Policy Interventions

Wayne Wakeland, Alexandra Nielsen, and Peter Geissert
Portiand State Universiy, Portiand, OR

Am J Drug Alcokol Abuse. 2015 November : 41(6) $08-518. doi-10.3109/0092990.2015 1043438
2010 2016 2016 with % change
baseline v

Recreational Users 9923000 7502000 4,037 ~46%
Oral ROA Paying Users 1,002,000 732,000 480000 -33%
Tampering ROA Paying Users 775000 693000 683000 ~-14%
Total Projected OD Deaths 2011 800 18 Tso
2016. Recreational Users
Total Projected OD Deaths 2011— 11,020 0790 ~-11%
2016, Oral ROA Paying Users
Total Projected OD Deaths 2011- 14370 14600 <15%
2016. Tampering ROA Paying
Users

Impact of 50% reduction in leftover medicine on

prevalence and overdose (OD) deaths
LB
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