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Chronic Pain

» Pain which lasts more than 3 months or past the period
of tissue healing.

» 11% of Americans experience daily chronic pain.

» Primary care providers commonly treat non-cancer
chronic pain and write for 50% of opioids in the US.

» Do they feel trained to do this?




ldaho

» 15.2/100,000 compared to national death rate of
19.8/100,000. But still a steady increase here.

» Number of Opioid Rx’s written per 100 persons in Idaho
77.6 verses 66.5 nationally




Optional Slide
»

SOURCE OF MOST RECENT
OPIOIDS MISUSERS 2015

Source where pain ré
obtained for most receé
among 12.5 million ped
or older who misused p
pain relievers in the past
percentages, 2015

54% - Given by, bought fro
taken from a friend or relativeé

36% - Through a prescri
stolen from healthcare provide

5% - Bought from a dealer or
stranger

5% - Some other way

OURCE: Prescription Drug Use and Misuse in the United States:
esults from the 2015 National Survey on Drug Use and Health, Sept 2016
ps:/lwww.samhsa.gov/data/sites/default/files/NSDUH-FFR2-2015/NSDUH-FFR2-2015.htm
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Fentanyl and Fentanyl Analog

OD deaths from fentanyl and fentanyl analogues, such as
carfentanil, have increased 540% in three years

Street fentanyl is illegally manufactured — generally not a diverted
pharmaceutical product

Two causes of fentanyl OD death: Opioid-induced respiratory
depression and rigid chest wall syndrome; higher or repeated
doses of naloxone required to reverse fentanyl overdose

— 4
Other abused drugs (heroin, cocaine, etc.) are contaminated, cut by or
replaced by non-pharmaceutical fentanyl and fentanyl analogues
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The Burden on our Rural Communi

» Overdose/death rates have increased in rural areas greater than u
areas.?

» Methadone treatment programs don’t exist in rural settings.

» Limited mental health resources

Martins S, et al. Worldwide Prevalence and Trends in Unintentional Dru
A Systematic Review of the Literautre. Am J Public Health. Nov 2015,
ed9




You are more likely to die from an overdose in a rural
compared to an urban setting.
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Note. EMS = emergency medical services.

FIGURE 1-0Overdose rates and odds of naloxone administration by EMS providers by level of
urbanicity: National Emergency Medicine Service Information System, United States, 2012.

Faul, et al. Disparity in Naloxone Administration by Emergency Medical Service Providers and the Burden of Drug Overdose in
Communities. Am J Public Health 2015; 105:e26-e32.




Review of Recent CDC
Recommendations

= 12 Recommendations

= Recommendations pertain to patients who
have chronic pain outside of cancer patients.

= Quote from palliative care experts: “Opiate
use in patients without underlying serious
Iliness for example sports injuries, headaches,
or fibromyalgias, is associated with risk of
substance use disorder and unintentional
overdose. Pain in this patient population is
best addressed in multidisciplinary pain
programs with the appropriate psychosocial
and behavioral health expertise and
supports.”




CDC recs.

= 1. Nonpharmacologic therapy and
nonopioid ]pharmacqloglq therapy are
preferred for chronic pain. Clinicians
should consider opioid therapy only
If expected benefits for both pain
and function are anticipated to
outweligh risks to the patient. If
opioids are used, they should be
combined with nonpharmacologic
therapy and nonopioid
pharmacologic therapy, as
appropriate (recommendation

category: A, evidence type: 3).




Quotes

= “Having a history of a prescription for an
opioid pain medication increases the risk for
overdose and opioid use disorder ,
highlighting the value of guidance on safer
prescribing practices for clinicians”

= “Primary care clinicians report having
concerns about opioid pain medication
misuse, find managing patients with chronic
pain stressful, express concern about patient
addiction, and report insufficient training in
prescribing opioids™

= “Prescriptions by primary care clinicians
account for nearly half of all dispensed opioid
prescriptions”




Another Quote from
guidelines

= “In summary, evidence on long-term opioid therapy for

chronic pain outside of end-of-life care remains limited,
with insufficient evidence to determine long-term benefits
versus no opioid therapy, though evidence suggests risk for
serious harms that appears to be dose-dependent. These
findings supplement findings from a previous review of the
effectiveness of opioids for adults with chronic noncancer
pain. In this previous review, based on randomized trials

redominantly <12 weeks in duration, opioids were found
o be moderately effective for pain relief, with small
benefits for functional outcomes; although estimates vary,
based on uncontrolled studies, a high percentage of
patients discontinued long-term opioid use because of lack
of efficacy and because of adverse events”

= “Few studies have been conducted to rigorously assess the
long-term benefits of opioids for chronic pain (pain lasting
>3 months) with outcomes examined at least 1 year later. *




Quote

= “Studies of opioid therapy for chronic pain
that did not have a nonopioid control group
have found that although many patients
discontinue opioid therapy for chronic
noncancer pain due to adverse effects or
insufficient pain relief, there is weak
evidence that patients who are able to
continue opioid therapy for at least 6 months
can experience clinically significant pain
relief and insufficient evidence that function
or quality of life improves. These findings
suggest that it is very difficult for clinicians to
predict whether benefits of opioids for
chronic pain will outweigh risks of ongoing
treatment for individual patients.




OPIOID SIDE EFFECTS

- Respiratory depression - most serious

- Opioid-Induced Constipation (OIC) - most common
- Sedation, cognitive impairment

- Falls and fractures

- Sweating, miosis, urinary retention

- Hypogonadism

- Tolerance, physical dependence, hyperalgesia

Addiction in vulnerable patients

Prescribers should report serious AEs to the FDA:
www.fda.gov/downloads/AboutFDA/ReportsManualsForms/Forms/UCM163919.pdf

or 1-800-FDA-1088



Other problems with opiates

» Association with increased cardiovascular events.

» One study found that opioid dosages >20 MME/day were
associated with increased odds of road trauma among
drivers

» Androgen deficiency
» lrregular menses

» Sexual dysfunction




» Avoid opiate when chronic visceral or central pain
syndromes. This differs from palliative care recs.




Other options for pain

Regular use of Tylenol (efficacy?)

=  Dosing

=  Liver disease , ETOH
- NSAIDS including topical

= Synergy

=  Concerns

- Topical Capsaicin
- Steroid injections
- %%I,’S'S-Cymbalta (FDA approved for treatment of musculoskeletal pain), Effexor, Pristiq, Savella

- Muscle relaxants, Gabapentin.
- Lidoderm patches or gel
- Nitroglycerin patches for chronic tendinitis (.2 mg/hr-cut in quarters)
- Tramadol
=  Mechanism
=  Efficacy-neuropathic, fibromyalgia, Other pain-any better than NSAIDS?
=  Concerns-Death, Suicide, seizures, metabolism in older adults and liver disease.
=  Addicting.
- Anticonvulsants-Neurontin, Lyrica, Tegretol
- Intrathecal opiates.

- PT, CBT, aerobic exercjse, smoking cessation, S, spinal cord stimulation, acupuncture, OMT,
Yoga, Ice, Heat. Bat?]s)showers, egerc?se, mr}nJEh‘neseE P

- Epidural steroids, Biofeedback
- Fascial Distortion Model.

- Address sleep, psych conditions..




CDC Guidelines

= . Before starting opioid ther for
chronic pain, (?I?nlglans pnoLﬁl y
establish treatment goals with all

atients, Jncluding réalistic Pé)asfor
ain and junction. and shoutd . "
disconti UGCLI? nefits (?(?%ot

outweigh risks. Clinicians slimufld

continue opioid t er]g y. only If there
IS clinicall eanmg Improvement
IN pain and_functign that outweighs
risks to patient safet

recommendation ca¥egory: A,
vidence type: 4).




PEG Pain Screening Tool

1. What number best describes your pain on average in the past week:

0 1 2 3 4 5 6 7 8 9 10

No pain Pain as bad as
you can imagine

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

with your enjoyment of life?
0 1 2 3 4 5 6 7 8 9 10
Does not Completely
interfere interferes

3. What number best describes how, during the past week, pain has interfered
with your general activity?
0 1 2 3 4 5 6 7 8 9 10

Does not Completely
interfere interferes

To compute the PEG score, add the three responses to the questions above, then
divide by three to get a final score out of 10.

The final PEG score can mean very different things to different patients. The PEG

score, like most other screening instruments, is most useful in tracking changes over
time. The PEG score should decrease over time after therapy has begun.




Monitoring Efficacy

» Clinically meaningful improvement has been defined as
a 30% improvement in scores for both pain and function.

» Also look at patient centered functional goals like
walking the dog, returning to work, ability to do
recreational activities ect.




CDC Recs

= Before starting and periodically during opioid therapy,
Clel ?c?an%shlcntflg |fs€usls_ l| B/ati%r:t dkrPC;V\;n rgﬁs gﬁ/d
rﬁ%_ISIIC enefits.o \tgt erapy .and patient and

opIol
ician responsibilities for managjng therapy

recommendation category: A, evidence type

= Addiction

= Complete pain relief, function.

= Interactions (benzos, etoh, other CNS depressants)

= Side effects like constipation

= Motor vehicle issues particularly when first starting or
ml\cﬂ%easmg ose. Onepstuély sﬁo ec{q |mpa|re§ 3r|vmgg over 20

= Safeguarding from others in house. Lock up

= Naloxone (more on this later)

= You can integrate this into controlled substance contract or
discussion.

= Informed consent.




USE PATIENT COUNSELING

DOCUMENT

DOWNLOAD:

https://opioidanalgesicrems.com/RpcUl/
rems/pdf/resources/patient counseling

Patient Counseling Document on Extended-
Release / Long-Acting Opioid Analgesics

Patient Counseling Document on Extended-
Release / Long-Acting Opioid Analgesics

Patient
Name:

Patient
Name:

The DOs and DON'Ts of
Extended-Release | Long - Acting Opioid Analgesics

Patient Specific Information

document.pdf

ORDER HARD COPIES:

www.minneapolis.cenveo.com/pcd/Sub
mitOrders.aspx

DO:

+ Read the Medication Guide

» Take your medicine exactly as prescribed

» Store your medicine away from children and in a safe
place

»  Flush unused medicine down the toilet

» Call your healthcare provider for medical advice
about side effects. You may report side effects to
FDA at 1-800-FDA-1088.

Call 911 or your local service if:
+ You take too much medicine
* You have trouble breathing, or shortness of breath
» A child has taken this medicine

Talk to your healthcare provider:
» [f the dose you are taking does not control your pain
» About any side effects you may be having
+  About all the medicines you take, including over-the-
counter medicines, vitamins, and dietary
supplements

DON'T:

+ Do not give your medicine to others

+» Do not take medicine unless it was prescribed for
you

» Do not stop taking your medicine without talking
to your healthcare provider

« Do not cut, break, chew, crush, dissolve, snort, or
inject your medicine. If you cannot swallow your
medicine whole, talk to your healthcare provider.

+» Do not drink alcohol while taking this medicine

For additional information on your medicine go to:
dailymed.nlm.nih.gov

Take this card with you every time you see your
healthcare provider and tell him/her:

« Your complete medical and family history,
including any history of substance abuse or
mental illness

« [f you are pregnant or are planning to become
pregnant

« The cause, severity, and nature of your pain

+ Your treatment goals

« All the medicines you take, including over-the-
counter (non-prescription) medicines, vitamins,
and dietary supplements

+ Any side effects you may be having

Take your opioid pain medicine exactly as
prescribed by your healthcare provider.

URCE: FDA. Extended-release (Er) And Long-acting (La) Opioid Analgesics Risk Evaluation And Mitigation Strategy (Rems).
/2015 www.fda.gov/downloads/ Drugs/DrugSafety/PostmarketDrugSafetylnformationforPatientsandProviders/UCM311290.p



https://opioidanalgesicrems.com/RpcUI/rems/pdf/resources/patient_counseling_document.pdf
http://www.minneapolis.cenveo.com/pcd/SubmitOrders.aspx
http://www.fda.gov/downloads/Drugs/DrugSafety/PostmarketDrugSafetyInformationforPatientsandProviders/UCM311290.pdf

COUNSEL PATIENTS ABOUT PRC
E

ntin

OPIOIDS CAN CAUSE DEATH
EVEN WHEN TAKEN PROPERLY

- Signs/symptoms are

- Inform prescriber of ALL
meds being taken respiratory depression,

gastrointestinal obstruction,

allergic reactions

- Warn patients not to
abruptly discontinue or
reduce dose

- Risk of falls

- Caution with operating
heavy machinery and when
driving

- Sharing or selling opioids
can lead to others’ deaths
and is against the law




WARN PATIENTS \

Never break, chew, crush, or snort an oral ER/LA tablet/capsule, or
cut or tear patches prior to use @

- May lead to rapid release of ER/LA opioid causing
overdose and death

- If unable to swallow a capsule whole, refer to Pl to
determine If appropriate to sprinkle contents on
applesauce or administer via feeding tube

Use of CNS depressants or alcohol with ER/LA opioids can
cause overdose & death

- Use with alcohol may result in rapid release and >‘*’<
absorption

of a potentially fatal opioid dose — “dose dumping” i
- Other depressants include sedative-hypnotics and l




OTHER METHODS OF OPIOID
DISPOSAL

IF COLLECTION RECEPTACLE, MAIL-BACK
PROGRAM, OR TAKE-BACK EVENT

UNAVAILABLE, THROW OUT IN HOUSEHOLD
TRASH

- Take drugs out of original containers
- Mix with undesirable substance
- Place in sealable bag, can, or other container

- Remove identifying info on label




FDA: PRESCRIPTION DRUG DISP

FLUSH DOWN SINK/TOILET IF NO COLLECTION RECEPTACLE,
MAIL-BACK PROGRAM, OR TAKE-BACK EVENT AVAILABLE

- As soon as they are no longer needed
- Includes transdermal adhesive skin patches

- Used patch (3 days) still contains enough opioid to harm
child

- Dispose of used patches immediately after removing fro
skin

- Fold patch in half so sticky sides meet, then flush down toile
- Do NOT place used or unneeded patches in household t1§
- Butrans (buprenorphine transdermal system)

exception: can seal in Patch-Disposal Unit
provided and dispose of in the trash




CDC recs

= . \When sta tln |0|d ther I[%)ano(ﬁrlchron C pain,

clinicians s rescri }F release
r:D 9| mstea exten re ease ong actlng
opioids ecommendatlon category

V|dence type

> R/LAornmdg mclud g1et‘1adone transdefrmal
entan extended-release versions o %plglds such
%50% Ir(1)glone oxymorphone, hydrocodone, an

= Evidence reV|ew found a fair-quality studﬁ/ showing a
8 er risk fqr overdose among patients | lating
tréatment with ER LAo 101ds an amon ose

initiating treatment W|t Immediate-release opioids

= And not more effective.

- T|me sche ulﬁd opioid use w ssoc1at§d with

subs a tia I& ravera al y opioid dosage than as-
nee opl id Use In one




Quotes

= “ER/LA opioids should be reserved for severe, continuous pain and
should be considered Qn_lg for patients who have received
immediate-release opioids daily for at least 1 week. “

= “Although there might be situations in which clinicians need to
rescribe immediate-release and ER/LA opioids together (e.g.,
ransitioning patients from ER/LA opioids to immediate-release
opioids by temporarily using lower dosages of both), in_general,
avoiding the use of immediate-release O?_IOIdS_In combination with
ER/LA opioids is preferable, given potentially increased risk and
diminishing returns of such an approach for chronic pain.”

= When an ER/LA opioid is prescribed, using one with predictable
pharmacokinetics and pharmacodynamics is preferred to minimize
unintentional overdose risk. In particular, unusual characteristics of
methadone and of transdermal fentanyl make safe prescribing of
these medications for pain especially challenging.

= “Methadone should not be the first choice for an ER/LA opioid”

= Only physicians who familiar with the dosin% and problems with
methadone and Fentanyl should prescribe them and
monitor/educate their patients closely.




Death Rate from Overdose
Caused by a Single Prescription
Painkiller

friaptad fram: Subalancs Abkirg anid Manlal Hesfth Sodmdnd stralion, Center for Bahadoim] Siailaics and Caaslity, Dinsg Sldiss Wamdng

P Tl l.'lﬂﬂl-r.al_lg_'-.:-rrir'ﬂ:' mmHml_ 005




It Is effective as an
analgesic when dosed bid

» Not really.
» More frequent dosing usually needed.




Methadone Continued

=  Extremely variable, idiosyncratic dose response.

=  Variable speed of metabolism.

=  Extremely Long Half life (128 Hours)

=  Only comes in 5 and 10 mg which by MME’s are very potent.

=  Can take weeks to reach % steadg state. May not be controlling pain optimally during
that time, but can cause dangerous respiratory suppression.

=  Special concern {a}s] alwags butgrobablg more here) for combination with sleep
apnea, benzos etoh, othér cns depressants.

=  DON’T make any change to dos r at least the first 7 days, then must be titrate u
very sIow?y. Don’t Be %ofed or?uﬁ ed"jl by the dose you see ¥|erotEne adealcts on. P

=  Alsq cardiac concerns for arrhythmias and QT prolongation, It is contraindicated i
gaﬁ%ﬂtfs vf?itlp prolonrtr:]e 8T’s.ycto(515=8er EK(g2 toplroo(g r prolongeg QT before startlr}1g
nd definitely get one If giving 100 mg or more a day.

=  Don’t ever use on opiate paive patient (cutoffs fo aite naive-60mg oral
morp ?ne/éja ,%O g ora oxycggone, po DiﬁaudE(ﬁprT no opiatesg

- n fact, | V\ﬁ)uldn’t use it. Palliative care literature states should only be prescribed
y pain palliative or pain specialists.




Transdermal Fentanyl

= Gradually increasing serum concentration during
the first part of the 72-hour dosing interval.

= Variable absorption based on factors such as
external heat.

= Dosing of transdermal Fentangl iIn mcg/hour, which
IS not typical for a drug used by outpatients, can
be confusing.

= |ncreased body fat seen in elderly can make it
stick around for long time even after removed.

= Only clinicians who are familiar with the dosing
and absorption properties of transdermal Fentanyl
and are prePared to educate their patients abou
its use_should consider prescribing it, and NEVER
prescribe it to an opiate naive patient. Neither
should parenteral Fentanyl.




Conversion Tables

= Dangerous to rely on these.

= People respond to different molecules of opiates
differently. (hyperalgesia, euphoria, sedation,
resp depression). Incomplete cross tolerance. Also
consider renal and liver disease.

= Designed for 24 hour acute pain periods after
surgery.

= |n rotating to another opioid decrease the
equianalgesic dose by 25 to 50 percent. 50% of
pain is well controlled and 25% if it is not. Also 50
If on high doses or elderly or medically frail.

= |n rotating to Methadone, reduce the dose by 75 to
90 percent, and remember the equivalent
morphine dose changes with different doses
(dangerous).



http://www-uptodate-com.offcampus.lib.washington.edu/contents/methadone-drug-information?source=see_link

S
Compared to oral morphine on per mg basis...

+ Codeine is 1/10th as potent

+ Tramadol is 1/10th as potent

+ Hydrocodone is ~ 1-1.5 times as potent

» Oxycodone is ~ 1.5 times as potent

+ Parenteral morphine is ~3 times as potent

+» Hydromorphone is ~ 4 times as potent

+ Parenteral hydromorphone is ~20 times as
potent



CONSIDERATIONS FOR CHANGE

FROM IR TO ER/LA OPIOIDS

DRUG AND DOSE MONITOR PATIENTS INDIVIDUALIZE

SELECTION IS CLOSELY DOSAGE BY

CRITICAL FOR RESPIRATORY TITRATION BASED ON
DEPRESSION EFFICACY,

Some ER/LA opioids or
dosage forms are only
recommended for
opioid-tolerant patients

» ANY strength of
transdermal fentanyl
or hydromorphone

ER

TOLERABILITY,
AND PRESENCE OF
AEs

Especially within 24-72
hours of initiating
therapy and increasing

Check ER/LA opioid
dosage

product PI for minimum
titration intervals

Supplement with IR
analgesics (opioids
and non-opioid) if pain
IS not controlled
during titration

 Certain strengths/
doses of other
ER/LA products
(check drug
prescribing

OURCE: The ER/LA Opioid Analgesics Risk Evaluation & Mitigation Strategy. Selected Important Safety Information. Abuse potent

risk of life-threatening respiratory depression. www.er-la-opioidrems.com/lwgUl/rems/pdf/important _safety information.pdf. 2012
ou R, etal. J Pain. 2009;10:113-30. FDA. Blueprlnt for Prescriber Education for ER/LA Opioid Analgesics. 06/2015. www.fda

ormationforPatientsandProviders/UCM311290.pd


http://www.er-la-opioidrems.com/IwgUI/rems/pdf/important_safety_information.pdf
http://www.fda.gov/downloads/Drugs/DrugSafety/PostmarketDrugSafety%20InformationforPatientsandProviders/UCM311290.pdf

OPIOID TOLERANCE

If opioid tolerant caution should still be used at higher doses

Patients considered opioid tolerant are taking
at least

— 60 mg oral morphine/day

— 25 mcg transdermal fentanyl/hour
— 30 mg oral oxycodone/day

— 8 mg oral hydromorphone/day

— 25 mg oral oxymorphone/day

— An equianalgesic dose of another opioid

Still requires caution when rotating a patient on
an IR opioid to a different ER/LA opioid

OURCE: The ER/LA Opioid Analgesics Risk Evaluation & Mitigation Strategy. Selected Important Safety- Information. Abuse poteg
life-threatening respiratory depression. www.er-la-opioidrems.com/IwgUl/rems/pdf/important_safety -information.pdf. 2012.



http://www.er-la-opioidrems.com/IwgUI/rems/pdf/important_safety_information.pdf

CDC Guidelines
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Quotes

“The contextual evidence review found that although there is not a

single dosage threshold below which overdose risk is eliminated, holding

dosages <50 MME/day would likely reduce risk among a large proportion

gf patients who would experience fatal overdose at higher prescribed
osages”

“No single threshold could be identified.”
0-20 safer than 20-50

Randomized trial found no difference in pain or function between a
more liberal opioid dose escalation strategy and maintenance of current
dosage ( 40 verses 52).

“Most experts agreed that, in general, increasing dosages to 50 or more
MME/day increases overdose risk without necessarily adding benefits for
pain control or function”

“Most experts also agreed that opioid dosages should not be increased
to >90 MME/day without careful justification based on diagnosis and on
individualized assessment of benefits and risks™.

Extra caution in the elderly or renal or hepatic impairment

Wait at least 5 half lives before going up on dose and at least a week
before going up on Methadone.

If going over 50, what are goals, need closer monitoring, precautions,
Naloxone.



CDC App

- €DC Opioid Prescribing Guideline Mobile App

- CDC's new Opioid Guide App makes it easier to apply
the recommendations into clinical practice

wil Sprint LTE

- Features include:
*MME Calculator
*Prescribing Guidance
*Motivational Interviewing Practice

- Available today, download for free from your app store Welcome!
(i0S or Android) S e o

challenges of providing safe and effective
pain management. This app puts the
COC's Guideline for Prescribing Opioids
for Chronic Pain in your hands.

- For more info, visit:
www.cdc.gov/drugoverdose/prescribing/app.html

Recommendation category A: Evidence type: 3
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Lower Doses

HR for Overdose by Morphine Equiv

12

10

1-20mg/d 20-50mg/d 50-100mg/d

Ann Intern Med. 2010;152:85-92. <\)
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Your Health. Our Mission.
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Opiate Induced
Hyperalgesia and Allodynia

= Well established easily, reproducible in labs.

= Studies have shown that Methadone-maintained individuals
reliably show poor tolerance for experimental pain.

= Hyperalgesia and spontaneous bone and pain are cardinal
symptoms of opioid withdrawal.

= |s this clinically relevant?

= Definitely suspect if more pain, more diffuse pain, or possibly
delirium with increased dosing.

= Palliative care literature talks about accompanying neuroexcitation
Sa%ltatlon, anxiety, restlessness) and risk factors being DME of over
00, renal failure, dehydration with accumulation of toxic
metabolites as possible mechanism.

= Can be good reason to not use high doses and also to justify
tapering dose.

= Tolerance to the analgesic effect of opiates almost never occurs, as
opposed to tolerance to sedation, nausea, itching.




CDC Guidelines

= Long-term opioid use often begins
with treatment of acute pain. When
OIQIQldS are used for acute pain,
clinicians should prescribe the
lowest effective dose of iImmediate-
release opioids and should prescribe
no greater quantity than needed for
the expected duration of pain severe
enough to require opioids. Three
days or less will often be sufficient;
more than seven days will rarely be
needed (recommendation category:
A, evidence type: 4)




Acute pain

Opiate use is associated with long term use
and the more opiates used the bigger the risk.

Physical dependence after a few days.
“EXperts noted that more than a few days of
exposure to opioids significantly increases
hazards, that each day of unnecessary opioid
use increases likelihood of physical
dependence without adding benefit”

More pills, more risk of diversion

Most cases of acute pain, excluding surgery or
trauma, 3 or less days of opiates is adequate.
In many other cases, no longer than 3-5 days.
Up to 7-there is disagreement.




Number of days and risk

Characteristics of Initial Prescription Episodes and
Likelihood of Long-Term Opioid Use

L
= 50 = .-
Y mmmmm 1-year probability One- and 3-year probabilities of
; 93 snnnn 3-year probability continued opioid use among
g 40 opioid-naive patients,
c 35 by number of days’ supply*
g 30 of the first opioid prescription—
| i i
& 25 — United States, 2006-2015
o 20 YT LT T T e
..é‘ RILLL "
= 15 )
8 10
o
Q. s at "‘
* Days' supply of the first prescription is
0 5 10 15 20 25 30 35 40 45 expressed in days (1-40) in 1-day increments.
L. i . If a patient had multiple prescriptions on the
Days’ supply of first opioid prescription first day, the prescription with the longest

days' supply was considered the first prescription.

Shah et al. MMWR 2017: 66(10): 266-9.




Number of refills and long
term risk

Op|0|d Prescnbmg Gmdellnes and the Use of the Fdaho Preecrlptlon Momtormg Program

- ©
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leellhood of Long-Term 0p|0|d Use
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One- and 3-year probabilities
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% - mmmmm 1-year probability of continued opioid use
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Number of prescriptions in first episode of opioid use * Number of prescriptions is expressed
: L o as 1-15, inincrements of one prescription.




CDC Recs

= Clinicians should evaluate benefits and
harms with patients within 1 to 4 weeks of
starting opioid therapy for chronic pain or
of dose escalation. Clinicians should
evaluate benefits and harms of continued
therapy with patients every 3 months or
more frequently. If benefits do not
outweigh harms of continued opioid
therapy, clinicians should optimize other
therapies and work with patients to taper
opioids to lower dosages or to taper and
discontinue opioids (recommendation
category: A, evidence type: 4)




Quotes and Statements

= “Continuin ioid therapy for 3 months substantiall
Increases r?skl% oppoeid Bg/e dlrsorder :

- Lhe conte>ﬁual evidence review foun that patle ts
? not ve)J:)aln relief with ciP 1(_) ﬁ t
are un hkely t perience pain reliet wit op|0| s at

6 mont
> RIS for overdos socjated with ER/LA opioids
ght be Partlc ari ah gurlng t% {'Ast 2 weeks of
treatmen
= Experts noted that risks foro joid gverdose. are
reatest durin % 1! cﬁa ys atter ?E#P'g

|rst
|t at| n or increas sa partlcu en
ne or trans erm are S
that ow up withi ays |s pna
|n|t|a11 ﬂ%or | cre lng the ﬂs a one and
0 Wee

t e agiprorquate
; |n|t|at gor |ncrea3|ng the osage of ot
ER/LA opioids.




So what should follow-up be

Follow-up in 1-4 weeks.
Shorter end if 50 or more MME.
Follow-up within week if on ER/LA

vV v v Vv

Within 3 days if starting or increasing dose of
Methadone

» | would do the same with transdermal Fentanyi




What do you assess

- Pam averatg 'r}terfer nce with
hoyn] of inter erence W ith
eral activity PEG Assessment Scale
- Slde effects: ie constipation, drowsiness.

- Warniﬂg signs for OD, sedation, slurred
speec

= Warnings for opiate abuse disorder:
cr Vlnq wantmﬂ .to Increase use,
ﬁﬁ(:#;1 n}llcontro ing use, disruption of

- Con5|der sm tPhe Current Opioid Misuse

eas
0|d rescrlbln com/docu
ts/09 co exxmn p




Long term follow-up

» At least g 3 months

» More frequent indications
» 50 MME or more.

Psych issues.

On CNS depressants also.

History of OD

vV v v Vv

Greater risk of opioid abuse disorder




Opiates not the way to go.
Risks outweligh benefits or
problems.

= 10-50% of griginal dosage ek. But may have to go slower ie.
18% /r%ont% gg..partlscglaﬁy\’\ll they avea%een on them Por years.

- Yougvalnt to minimize S and S of withdrawal. 10%/week may be
good place to start.

= Signs of Wlthdrawal'_eaﬁla/ signs are dru cravmg, at%\'tﬁtlon’ )
a |etr)(, iInsomnia, dla\p resis, mydriasfs, tremor, tachycardia,
"E mnia, tearing, |8_erect|on, awnln\g. Later signs dre
abdominal cramping, diarrhea, nausea, vomiting.

= CINA

= Th Ik t rapid -3 ks if ike OD, but |
vr%%?gfsc} acor?gggr g% p')pi%\éegllztog%%ﬁe? gn?:?\dglrr?ge(\jﬁ?ﬁc“ng and o%her

= Clinicians sh u#d discuss with pag:ients underg[oing tapering the
Increase drhsl or ogverdose on abrupt returnto a’previously

prescribed higher dose.
- 'Clj'%ggging may have to paused and/or slowed when you get to lower

= Psychosocial support and treatment
= Naloxone if off but opiate use disorder




CDC guidelines

= Before starting and periodically during
continuation of opioid therapy, clinicians
should evaluate risk factors for opioid-
related harms. Clinicians should incorporate
Into the management plan strategies to
mitigate risk, including considering offering
naloxone when factors that increase risk for
opioid overdose, such as history of
overdose, history of substance use disorder,
higher op|0|d dosages (=50 MME/day), or
concurrent benzodiazepine use, are
present (recommendation category A,
evidence type: 4




Risk factors and situations

- S eeE dlsorder b eabhln mcludd;ng

apnea, es]
R ﬁ Qever ossiple ﬁmoderate

O lates w
severe. Adjust dose In others

= Tolerance to rﬁsplrﬁtory effects of opiates
not what we thought.

= Sleep apnea very common.

= Eecrease dose of opiates 50% when patient
an ac)ute respiratory condition. ( eg.
Infection

= Slee tudles of patients on morphine
%uh ajent ses of 150 mg or more or on
M one of 50 mg a day or more.




More Risk factors

= Pregnancy: Not covered in depth here, Codiene taken b
reg 1é z%%dmg mothers associated with neonatal toxmt;y

an
= Hepatic, renal insufficiency. Don’
na iR is Yenal

don’t use morphine is rena gilusre cgﬁlciiene In either
osing/frequency Pi’ﬂ?oplates sfhou de be reduced for both
renal and hepatic tailure.

Neurological diseases.
Elder]y (cognitive problems m Iso play a role). Avoid
morp%n(e agn cod%ne l|n tﬁe ﬁgi?e%gr?)}{ )
Psych issues (especially anxiety), depression.
Prior nonfatal overdose
Substance abuse.
on’t overestimate risk assessment tools._Current evidence
E p %rnldentll?yi ?1 [ I

oes not govv. reat evidence ng who is at risk,
ut | woula stilf use them.




Other risk factors

Personal and family history.
Males, smokers.

DUI’s

Unemployed

|solated

Tools ORT, SOAPP, DIRE

History of preadolescent sexual or other
abuse.

PTSD

Assess for psych conditions usinlg tests (eq.
GAD7, PHQ9. Treatment can help.




Risk factors continued

= The gquestion “Iaow many times in the past year. have y1(_)u

used an | (?gal rug, or s_eﬂa rescriptio edication for
nonm dlca Feasons? gW|11 an answer. of one or more
considere rPOSItlve s Tound m_fa p]pm ry care setting _to
e 100% sensitive a 73.5%) specific for t e_detegtlon fa
rug use disorder compared with a standardized diagnostic
Interview.

= AUDIT, DAST

= Eduycate patients regarding the risk of combining opiates
wit etoﬁ, benzos o oﬂwe? cns depressants. gop

- Otia'tf/RiSk Toglftsgresgeé%glcidaei% com/printouts/Opioid Ris
i pappo-parthersagainstpain.com/p pioid_

- Agt?e%ogszgce)'& F’gBe \%V?{ﬁenea and Opioid Assessment for
ﬁttps:}/nhms.o q/sitespi(lJefault/fiIes/Pdfs/SOAPP—14.pdf

o ﬁnd/or the DIRE questionnaire:. .
ttP://WWW.emeagqugso utlogglrnep%bnfcom/content/tools/es

= Check PMP



https://nhms.org/sites/default/files/Pdfs/SOAPP-14.pdf
http://www.emergingsolutionsinpain.com/content/tools/esp_9_instruments/pdf/DIRE_Score.pdf

Some warning signs of
medication misuse

=  Assertive personality
=  Unusual knowledge of controlled substances
=  Textbook or vague answers to medical history questions

- No regular doctor and/or health insurance

=  Wants specific drug and reluctance to try another (eg.specific non narcotics don’t work or
they are allergic to them)

=  No interest in diagnosis and often fails to keep appointments for diagnostic tests or with
consultants.

=  Does not permit review of past records

= Insists on being seen right away

=  Makes appointments at the end of business day
=  Calling or coming in after business hours

=  Has providers but says they are not available

=  Lost Rx and wants replacement

=  Unexplained dose escalations and/or non-adherence to treatment plans




OPIOID RISK TOOL (ORT)

Mark each box that applies Female Male

1 Family history of substance abuse

Alcohol R 13
lllegal drugs L2 3
Prescription drugs L4 ] a4

2 Personal Hx of substance abuse

Alcohol []3 ] 3
lllegal drugs L] 4 []4
Prescription drugs [1]5 []5

3 Age between 16 and 45 yrs 1 1
4 Hx of preadolescent sexual abuse |:| 3 |:| 0

5 Psychologic disease

ADD, OCD, bipolar, schizophrenia []2 ]2

Depression ] 1 ] 1
Scoring Totals:

URCE: Webster LR, Webster RM. Pain Med. 2005;6:432-42.

ADMINISTER



RISK ASSESSMENT TOOLS

# OF TEMS

TOOL

PATIENTS CONSIDERED FOR LONG-TERM OPIOID THERAPY

ORT Opioid Risk Tool 5 patient
SOAPPY Screener and Opioid Assessment for Patients with Pain 24,14, &5 patient
DI E Diagnosis, Intractability, Risk, and Efficacy score 7 clinician

CHARACTERIZE MISUSE ONCE OPIOID TREATMENT BEGINS

PMQ Pain Medication Questionnaire 26 patient
COMM Current Opioid Misuse Measure 17 patient
PDUQ Prescription Drug Use Questionnaire 40 clinician

NOT SPECIFIC TO PAIN POPULATIONS
CAGE-AID Cut Down, Annoyed, Guilty, Eye-Opener tool, Adapted to

Include Drugs 4 clinician
RAFFT Relax, Alone, Friends, Family, Trouble 5 patient
DAST Drug Abuse Screening Test 28 patient

clinician

SBIRT Screening, Brief Intervention, and Referral to Treatment




Naloxone HCI = Generic
Narcan, Evzio = Brand Name

@Q()) TERRY

)'( REILLY

Your Health. Our Mission.




Naloxone resources

Scribing Guidelines and the Use of the Idaho Prescrlptlon Momtormg Program
i | cvaluate ¢ \aadress RISKS Tor

0p|0|d Related “I-"Iarms
How to Prescribe Naloxone

- Resources for prescribing naloxone available
at http://prescribetoprevent.org

« Sample prescribing directions

* Information for patients and their family or
household members

* Information for pharmacists

- Naloxone co-prescribing can be facilitated by
collaborative practice models with pharmacists




Great Instructional videos offered on the
Office of Drug Policy site
https://healthandwelfare.idaho.gov/Medi
stanceUseDisorders/tabid/105/Default.as

Opioid Overdose -
Information
Naloxone is an “opioid antagonist”
used to counter the effects of opioid
overdose. Legislation passed in
2015 made Naloxone available to
anyone in Idaho by simply asking
their pharmacist. The following two
videos contain instructions for
administering naloxone.

Links to Videos In English
Naloxone Instruction Video -
Injection
Naloxone Instruction Video -
Nasal

Links to Videos in Spanish
= Naloxone Instruction Video
(Spanish) - Injection
= Naloxone Instruction Video
(Spanish) - Nasal

Opioid Overdose Resuscitation
Card



Free resources from ldaho
ODP

Order Resource Materials Naloxone

If you would like to obtain resource materials, please fill out the following form.

Naloxone Materials Order Form

Quantity: Naloxone Guidebook

fIRST RESPONDERS
NALOXONE GUIDE

SEPTEMBER



More free resources
(brochures) from Idaho ODP

= BE PREPARED.
= SAVEALIFE.




ldaho ODP Order Form

Street Address Line 2

City State

Zip Code

Material Usage Community Event
School Event

Health Fair
Classroom Use
Workplace Education

Clinical Setting

Pharmacy Setting

Questions?
Idaho Office of Drug Policy
Gayle Hines

(208)854-3040 | gayle.hines@odp.idaho.gov




Naloxone Resources Continued

uidelines EI['I e seo e da O rescrlp 1on Oni orlng rogram
luate and Addres KS TOr

0p|0|d Related Harms
odp.idaho. gov

=




High Risk Situations

= Recent rehab

= Recent prison

= Recent dose increase

= Recent overdose

= High dose (>50 morphine-equivalents/day)

= Concomitant use of depressants, including
benzodiazepines and alcohol

= Obesity with OSA/OHS, liver disease, renal disease
Acute illness reducing tolerance

But should really provide it for anyone on opiates. A
It should not just be at home but rather on their p
If they think they might be exposed to person w
verdosed.



Prescribing Naloxone

» Teaching takes about 5 minutes - plus 7 minutes for watching video
an MA can facilitate).

» Getting family, friends, housemates to watch is key.

» Great opportunity when

» Renewing pain agreement
» New prescription

» Dosage change

» Establishing care

@S\% TERRY

REILLY

Your Health. Our Mission,



CDC Guidelines

= Clinicians should review the patient’s
history of controlled substance
prescriptions using state prescription drug
monitoring program (PDMP) data to
determine whether the patient is receiving
opioid dosages or dangerous combinations
that put him or her at high risk for
overdose. Clinicians should review PDMP
data when starting opioid therapy for
chronic pain and periodically during opioid
therapy for chronic pain, ranging from
every prescription to every 3 months
(recommendation category: A, evidence

type: 4).




Quotes

= “Most fatal Qve d?ses werFt souatedlt\;\él;[;\ aP J /ents

receivin 101 rom ] SC
Iith pa e ts recelvmgrnlgh IC’éot 8 Iry op|0|d
osa es.
> rts reed that clinicians sho d not |sm|ss
fa% t%elhr ractljce on t SO

nts
Pnaformatlon om o can ad vers zcalafs ect atlen
1C:!y d re r ent Eatlent a onme 5 an
cou I e

1 Issed ortunltles to provi
tentl js tI Pesavm P

rmatlon g about risks
101 an over os reventjo nd
mte ventions e sa rescapt ons non |0|d

e
ain treatmen ee e ]@1 1]t xone
see Recommendatjon 8 ective treatment
O'j substance use disorder” [see Recommendation

12]).

= Use this o tunity to: dISCLBSS oD rl% taper
me s ta ange ouse combos (e r&z S
aoxone e#ght risks, goa
ene ey need rx




ldaho PMP

» Collects data on schedule II-V dispensed in Idaho or
shipped to Idaho resident from a mail order Pharmacy.

» Naloxone is now also reported.

» Data must be reported by the end of the next business
day




Things to know about the
PMP

= There Is a federal law which exists which
protects the privacy of patients who go to
opiate treatment/recovery centers, such that
any Methadone, Suboxone, or Buprenorphine
which patients get from these clinics are
dispensed and not prescribed and therefore
DO NOT show up on the PMP. The three local
clinics where this is occurring are: Raise the
Bottom in Boise and Nampa, and the two
Centers for Behavioral Health clinics-one in
Boise and one in Meridian. Also, controlled
substances filled at some VA do not show up.
They do for the Boise VA

= Samples dispensed won’t show up.




More things to know about
the PMP

= You have to be reqgistered tq get a controlled
substance ?lcensegln Idra%o,%g this.1s_.not
ependent on use. In states where it Is, over
octor shopping down significantly.

= You can have 8 delegate check it for ¥19u A
de e%%lte cahn e a nurse or medical office worker,
or student health sciences student under
supervision of person using pmp.

= A pirovlder may have four ddelegates, 1a_lnd there is
no limit tg }?ow mapy providers a stafft or nurse
can be a de e%alie or. You have to go on site and
approve your delegate.

= You shouldcﬁm ire ort on vi/,hat rx’s glo.u_have
written an o? for unfamiliar 1Qr SuthfCIOUS
names. Most of the time It i1s office staff.

= There may be different names for patient..
= Usually can download report




You can search other states
for an individual patient.

iting for response fi X

ﬁh &) https//idaho.pmpaware.net/rx search requests/new

Select State v

PMP Interconnect Search

To search in other states as well as your home state for patient information, select the states you wish to include in your search
A [[Alaska []Arizona [‘JArkansas
C [[]Colorado

| [Clllinois [“lIindiana
[JKansas
[IMaine [“IMassachusetts [[IMichigan [IMinnesota [[IMississippi [Montana
[[INevada [[INew Mexico [[INorth Carolina ["INorth Dakota
[[10hio [[]Oklahoma [[]Oregon

[[IRhode Island
[[1South Carolina
[[ITexas

c 4 o @ 0 =2 =

[JUtah




Or you can have default states which
will be searched every time, but this
may slow things down some.

Home RxSearch

Dashboard Patient Request
PMP Announcements Bulk Patient Search
Requests History
MyRx
Patient Alerts

Default InterConnect PMPs

[] Alaska

[] Arizona

[] Arkansas

[ Colorado

] Minois

[] Indiana

[J Kansas

[] Maine

[J Massachusetts
] Michigan

[] Minnesota

[ Mississippi

[] Montana

[] Nevada

[ New Mexico
[] North Carclina
[]] North Dakota
[7] Ohio

[] Oklahoma

[] Michigan

[] Minnesota

[ Mississippi

[] Montana

[] Nevada

[] New Mexico
[] North Carolina
[ North Dakota
[] Ohio

[] Oklahoma

[[] Oregon

[] Rhode Island
[] South Carolina
[J Texas

[ Utah

User Profile

My Profile

Default PMPi States
Delegate Management
Password Reset

Log Out

Training

Aware User Guide
Help

PDMP Links

Washington PMP - __.
Utah PMP - 801.53...

Montana PMP - 406...

Idaho Dept of H&W...
More Links...

Update Defaults



PMP Continued

= Notice Washington not on there, but you can
register separately with their PMP and have

access.
http://www.wapmp.org/practitioner/pharma

cist/

= Wyoming and Washington coming by end of
year.

= PMP is being integrated into many EMR’s at
clinics and hospitals with no lead to log in.

= Gateway
= Narcs Care

= Grant for the first year-license and
Implementation.




Unsolicited reports to
providers from ldaho PMP

» Generated and sent via email to providers and
pharmacists involved when patient has received
controlled substances from 5 or more providers in a
given month.




CDC Guidelines

» When prescribing opioids for chronic pain, clinicians
should use urine drug testing before starting opioid
therapy and consider urine drug testing at least
annually to assess for prescribed medications as well
as other controlled prescription drugs and illicit

drugs (recommendation category: B, evidence type:
4).




Urine tox screens

» Do “real time” urine tox screens. Try to make them
somewhat random and unpredictable to patient.

» Can do them when patients come is to pick up Rx. Or
you can ask them to come in within 24-48 hours (better)

and include a pill count.




Optional Slide

SPECIFIC WINDOWS OF DRUG
DETECTION (continued)

How soon after How long after taking
taking drug will drug will there

there be a positive |continue to be a
drug test? positive drug test?

Marijuana/Pot 1-3 hours 1-7 days
Crack (Cocaine) 2-6 hours 2-3 days
Heroin (Opiates) 2-6 hours 1-3 days

Speed/Uppers 4-6 hours 2-3 days

(Amphetamine,
methamphetamine)

AngeiDustPce R 7114 days
2-7 hours 2-4 days
Benzodiazepne  ERSUN 1.4 days
2-4 hours 1-3 weeks
3-8 hours 1-3 days

Tricyclic Antidepressants ReEiMRalell]§s 2-7 days

OXYCOd S d;ﬂaoagﬂgﬁnVitroDiaQnostics/ Drugsoﬁlb_tgegésxﬁm 125722.htm



Optional Slide

URINE SPECIMEN INTEGRI

SPECIMEN COLOR RELATED TO CONCENTRATION

Concentrated samples more reliable than dilute samples

TEMP WITHIN 4 MINUTES OF VOIDING IS 90-100°F

PH FLUCTUATES WITHIN RANGE OF 4.5-8.0

CREATININE VARIES WITH HYDRATION

Dilute: creatinine Creatinine <2 mg/dL not
<20 mg/dL and specific consistent with
gravity <1.003 human urine

Normal urine:
>20 mg/dL




EXAMPLES OF METABOLISM OF
OPIOIDS

CODEINE - MORPHINE - 6-MAM*

!

T,,=25-30 MIN

!

HYDROCODONE - HYDROMORPHONE

OXYCODONE - OXYMORPHONE
*6-MAM=6-MONOACETYLMORPHINE



Quotes

» “Clinicians should not dismiss patients from care based
on a urine drug test result because this could constitute
patient abandonment and could have adverse
consequences for patient safety, potentially including
the patient obtaining opioids from alternative sources
and the clinician missing opportunities to facilitate
treatment for substance use disorder.”




CDC Guidelines

» Clinicians should avoid prescribing
opioid pain medication and
benzodiazepines concurrently
whenever possible
(recommendation category: A,
evidence type: 3

» Taking benzos with opiates nearly
guadruples your risk of death.




Quotes

= “Experts agreed that although there are circumstances
when it might be appropriate to prescribe opioidstoa
patient receiving benzodiazepines (e.g., severe acute pain
In a patient taking long-term, stable low-dose
benzodiazepine t era%y , clinicians should avoid
prescribing opioids and benzodiazepines concurrently
whenever possible.”

= “Because of greater risks of benzodiazepine withdrawal
relative to opioid withdrawal, and because tapering opioids
can be assoclated with anxiety, when patients receiving
both benzodiazepines and opioids require taperlngnto
reduce risk for fatal respiratory depression, It might be
safer and more practical to taper opioids first”

= “A commonly used tapering schedule that has been used
safely and with moderate success is a reduction of the
benzodiazepine dose by 25% every 1-2 weeks (213,214).
CBT increases tagerlng success rates and might be
Bartlcu!arly helpful for patients struggling with a
enzodiazépine taper”




» Need to carefully look at risks verses benefits of other
CNS depressants (etoh, muscle relaxants, hypnotics,
Phenergan, Visteril, ect.) and try to avoid with opiates.




CDC Guidelines

» Clinicians should offer or arrange evidence-based
treatment (usually medication-assisted treatment
with buprenorphine or methadone in combination
with behavioral therapies) for patients with opioid
use disorder (recommendation category: A, evidence

type: 2).




Opioid UseDisorder. Need at
least two of the following

= 1. Opioids are often taken in larger amounts or over a longer period than was intended.

= 2. There is a persistent desire or unsuccessful efforts to cut down or control opioid use.

= 3. A great deal of time is spent in activities necessary to obtain the opioid, use the opioid,
or recover from its effects.

= 4. Craving, or a strong desire or urge to use opioids.
- g'r ﬁgﬁqugrent opioid use resulting in a failure to fulfill major role obligations at work, school,

- 6. Continued opioid use despite havi ersistent or recurrent social or interpersonal
pro%(iems causg or exacerbated by H?epe#ects of oploﬁjs. P

(7)f !)rB oourjt%rs]g social, occupational, or recreational activities are given up or reduced because

= 8. Recurrent opioid use in situations in which it is physically hazardous.
- 9. Continued opioid use despite knowledge of having a persistent or recurrent physical or
psyc%o'iogulcal pf)ré)b?em that Psli?ke y to%a e been caused or exace?bateotj [‘)y ?hé) salgstance.

- 10. Tolerance,. as defined by either of the follgwilr} :dae' f,]Q(_:‘gee fgrmm?pé%(]‘lkl)/ dincre,alglté(gJ

aﬁounts_o OgIOldS to achieye intoxication or de t. Db. ﬁ 1MInNIs
effect with continued use the sl?,me amount Of ?n opioid. Note: This CI’I(?I’IO IS not, .
considered to be met for those ta INg oplolas solely u der appropriate medical supervision.

- 11. Withdrawal, as manifested by either of the following:

a. The cha[acteristic opioid withdrawal syndrome (refer to Criteria A and B of the criteria set for opioid
withdrawal).

- b. Opioids (or a closely related substance) are taken to relieve or avoid withdrawal symptoms.




Medication Options

» Methadone: we can’t use methadone for opiate
addiction maintenance outside of an approved addiction
treatment clinic

» Naltrexone: IM Naltrexone but very expensive. PO
Naltrexone doesn’t really work for OUD.

» Buprenorphine or Suboxone




ldaho Care Line

» Dial 211 to get help finding resources.




Idaho Board of Medicine Policy for the Use of Opioid
Analgesics in the Treatment of Chronic Pain
https://bom.idaho.gov/BOMPortal/BOM/PDF FORMS/oa_guide.pdf




Tips

= Use alternative meds/treatments for pain whenever possible.
= Be stingy with opiates-even for acute pain (3 days or less).

= |n general opioid prescribing, keep less than 50 MME (and often lower
and don‘t gop(;v:erBO. 'bing P ( wer)

= |n general don’t give opiates for chronic pain on the first visit ( | have
ma?tfe e cegt{]orlgglj%_/ [ he?ve ISjoog records aﬁg ﬂave taeike to the(Bn?)r
I’OVId%>r}. heck picture ID. Do point of care urine tox screens before
rescribing
= Look closely at risk factors. Do good H and P, do labs (eg. do you have
g()elgﬁ”?sr?%ﬁ?\?ttc ?gllur.e i Ur%e.%ox, CIJ_!)c, cmp, Pregn ngcy teg/t.

, hepatitis’serologies.

= Co-prescribe Naloxone and do teaching.

= Also at first visit, pmp, functional assessment (PEG), ch assessment
HQ9,. CEAP / fs?r JJIP(PetM PTSD screen, 8)p|ate§?|sk )togf.yRe er to

ehavioral health If restlts abnormal.

= Consider a criminal background.check:
https:/e)’www.lfglcourts.us repository/start.do

= Work up their pain syndrome. Refer to PT/OT specialist as_heeded.
Don’t eF\)/er putp Ig! chgrt chronic paeln as dTagnosi%. %e spec?fpc.




Tips Continued

=  Don’t start with Ior?g actin\%o iates and be ver)f/1 selective regarding who yOlf ut on
these, and walt at least a we Iéaﬁer startlng short actin orglates. Don’t’re )Ptoo
much on conversion tables, and adjust new opiate down d

=  Use controlled substance contract and integrate education into it, like not takin
?plates toget er with benzos o[)othe cns ffepressants. afe storage. This can also
unction a3 informed consent about the risks of opiates.

=  Frequent visits and monitoring, FUNCT|ON IS KEY. Opiates only given on trial basis.
Need to see l|mprovement. éo%srover uslng PEé. P g

=  Use nurse case managers to help you manage these patients.

=  Establish a registry. Calculate MME on every patient.

= Do random pill counts. Patient must respond within 24 hours and come in within 48.
=  Develop tier system based on ORT, early refill requests ect.

=  Hjgher risk patients get lesser amount of pills (eg. week at.a time), more frequent
plﬁ counts,l%ox screéns, maylr)e giving meﬁs to(tlgustecf ¥am|?y mer%ber. g

=  Re-sign controlled substance contracts every year. Do teach backs.
- tain permission to contact other providers, family/friends when appropriate,
%l% ou Wlsﬁ Be c?weclglng the P‘?\/IFP 4 pprop

orm




Tips Continued

- heck PMP initiall d then at least 3 months if not wit ﬁ% ?]fill.
r\]/%rrsi/e case manaa/erés everal states mandating a PMP chec

- 0 urine tox screens at least once a year and more frequent as needed.
nurse case managers).

=  Consider using the COMM
- on’t u?e Methado e an know what gou are dain % I| th Fentan¥l and

pg ?grr]e ul especially in the elderly. Don’t use eith the opiate naive
" Jaeispeiny SR R ete R kR A PRR B3
ce gn escrlbe It. ve URL for ODP web site. y

= Integr ate S Qh social treatments e.g. contin enc {nanagﬁmfe
com un|t fein orcement, psychotherapeutic counseling, amily

therapy).
= Offer evidence based treatment if Opioid Use disorder exists

T LR P RS AN RS Bt ment e thaione Siboxone/stbutex).




What 1s medication-assisted treat
(MAT)?

MAT Is a combination of counseli
and behavioral therapy and

medication that is effective In

treating opioid dependency.

. ‘ Counseling




A beautiful example of MAT

Chronic Pain and Substance Use Assessment Map

CENTRAL CITY
CONCERN
HOMES HEALTH JOBS

Solotaraff, Rachel. Addressing the Opioid Crisis at Old Town Clinic. Clini
Controlled Substances Review Committee. Webinar PPT, April 1, 20




| .

Step 3: Segment the Population and “Hardwire” the

Graduation Criteria:
Level 3: completion of Hot Sauce
Level 2:

= Progress toward goals
Hot Sauce = Engaged in Behavioral health
Reduction in opioid dosage

High addiction risk:
+ Brief relapse

« Early Recovery Level Three
* Minimal support

Weekly

Opioids or Suboxone Risk Management

e ) * Drug screen— q 3 months
Low addiction risk BUT: Level Two - Pill count — q 6 months

* Low self-management RENEW = Adverse drug reaction review

» Low social supports .. . — g 3 months
» Low function/activity Monthly Group Visits with OT/PCP 8 Prescription Drug Monitoring

Behav Health Assessment and Tx Database (OPMDP):
annually

Low addiction risk:

« Good self-management

» Good support

« Good function/activity
CONCES q 2-3 mo visits

Level One

Primary Care Only

Solotaraff, Rachel. Addressing the Opioid Crisis at Old Town Clinic. Clinical Guidelines
and Controlled Substances Review Committee. Webinar PPT, Aprild, 2015.



» Do a QI project in your clinic.

» Performance measures

>

vV v v v v

Documented screening for depression
Documented pain assessment

Opioid agreement form

Policy around urine drug testing
Documented Board of Pharmacy reviews

Documented goals and follow up plan




= Create a quick text/smart phrase for opioid prescribing.

Quick text example:
- Pain assessment:
- Current dose:
- Date treatment started:
- BOP:
- UDS:
- Controlled substance agreement, signed:
- Harm/benefit discussion:
- Counseling/non-pharm:
- Goals:

- gﬁ%pts given today: (include do not fill dates and date rx will be

- Follow up plan:




Contact Information

» Todd Palmer
» todd.palmer@fmridaho.org
» Phone: 208-514-2500



mailto:todd.palmer@fmridaho.org
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