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O0BJECTIVES

=Perils of opioid use

=Op1loids for post surgical pain ( - >
=Strategies to minimize post-op opioids

= Multimodal analgesia

*Regional analgesia / \
=Opiloid weaning / ~NA ™



POOR POST-OP ANALGESIA

=Tachycardia, Hypertension
=Venous stasis, hypercoagulability
=Decrease alveolar ventilation
Immunosuppression
Hyperglycemia, impaired wound healing
=Hospital length of stay ($%)

=Risk of chronic pain

Ip et al. Anesthesiology; 2009.

Macintyre et al. Acute Pain Management, 2015.
Wu et al. Lancet, 2011. "




INCIDENCE-CHRONIC POST SURGICAL PI[IN

Amputation 50—85%

Thoracotomy 5-65 % :
Cardiac surgery 30-55 % _
Mastectomy 20—50 % |
Cholecystectomy 5-50 %

Hernia repair 5—-35 %

Hip replacement 12 %

Caesarean section 6%

Macrae et al. Br J Anaesth, 2008.



CHRONIC PAIN

=Defined by the IASP as :
Pain that persist beyond normal tissue healing time,
which i1s assumed to be 3 months.”




NUMBER AFFECTED IN USA
Condition | Provatence _ [Somvce

Chronic Pain 116 million
Diabetes 25.8 million Americans
(diagnosed and

estimated undiagnosed)

Coronary Disease 16.3 million Americans
Stroke 7.0 million Americans
Cancer 11.9 million Americans

U American Cancer Society. Cancer Facts and Figures 2010
U American Diabetes Association. Diabetes Care 2008

U American Heart Association figure calculated on Agency for Healthcare Research and Quality. Medical Expenditure Panel Survey

2007

Institute of Medicine of
The National Academies

American Diabetes
Association

American Heart
Association

American Heart
Association

American Cancer Society

U Institute of Medicine, Relieving Pain in America: A Blueprint for Transforming Prevention, Care, Education, and Research 2011
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U Georgi K. Calculating the cost of pain. Chronic Pain Perspect 2011;12:F2
0 Bonakdar RA. Med Clin North Am. Integrative Pain Management. 2017 Sep; 101(5):987-1004.@






Opioid Drug Side Effects

Stanford
HEALTH CARE

STANFORD MEDICINE

Opioid medications are useful and appropriate after injuries and surgeries for brief time
periods. When used long-term, they cause many side effects. For this reason, Compre-
hensive Pain Medicine does not include on-going opioid therapy.

Cognitive
Dysfunction

Opioid cause negative side effects seerriorder

for almost every body part!

Drowsiness

Physical
Dependence
& Tolerance

Dry Mouth &
Tooth Decay

Opioid Induced
Hyperalgesia

Accidental
Overdose &
Death

Breathing &
Heart Problems

Constipation &
Bowel Dysfunction

Low Sex Hormones

Risk of Fracture
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people in

the U.S.

die from
overdose of
prescription
painkillers
and many
more become
‘ addicted
AT A

Centers for Disease Control
and Prevention
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0PIOIDS- SIDE EFFECTS LIST

Common
Adverse Events

Tolerance Dependence

Hyperalgesia

Hypogonadism | Addiction (use

despite harm)

e Constipation <+ Leadstoloss < Canbe both * Diffuse  Decreased  Leadstorisk
* Nausea of treatment mental and heightened testosterone- of aberrant
* Vomiting effectiveness physical pain leading to behavior
* Respiratory requiringan °* Lead torisk of sensitivity fatigue
depression increase in withdrawal despite * Osteopenia-
Sedation dose increasing leading to risk
Urinary Increased dosage of of fractures
retention dose in turn opioids or
Pruritus leads to a disease
greater risk stability
for adverse
events
U Hersh et al. Clin Ther. 2007.
U Lee et al. Pain Physician. 2011.
U Katz et al. Clin J Pain. 2009.
U De Maddalena et al. Pain Physician.2012.




Summarized DSM-5 diagnostic categories and criteria
TABLE 1 for opioid use disorder

Category Criteria

Impaired control * Opioids used in larger amounts or for longer than intended
* Unsuccessful efforts or desire to cut back or control opioid use
* Excessive amount of time spent obtaining, using, or recovering from opioids
* Craving to use opioids

Social impairment * Failure to fulfill major role obligations at work, school, or home as a result of
recurrent opioid use

* Persistent or recurrent social or interpersonal problems that are exacerbated
by opioids or continued use of opioids despite these problems

* Reduced or given up important social, occupational, or recreational activities
because of opioid use

Risky use ¢ Opioid use in physically hazardous situations
* Continued opioid use despite knowledge of persistent physical or psychological
problem that is likely caused by opioid use

Pharmacological * Tolerance as demonstrated by increased amounts of opioids needed to achieve
properties desired effect; diminished effect with continued use of the same amount
Not counted if taking ® Withdrawal as demonstrated by symptoms of opioid withdrawal syndrome;
prescribed opioids only. opioids taken to relieve or avoid withdrawal

OUD Diagnosis: Severe- 6+ -



HYDROCODONE + ACETAMINOPHEN

=In 2007, hydrocodone was the
most popular prescription drug

=>135 million prescriptions
wriltten, much more than
cholesterol lowering
agents(statins), blood pressure
medications or antibiotics

= High level of acetaminophen
causes liver damage

Top 10 drugs by Medicare enrolices

inmithons of people

Hydrocodone-Acetaminophen Pain

I - -

Cholestorod _ 703
Blood pressure [ 7.01
Heortbarn — o.30
Bi00d pressurne — 6.24
Thyrosd D 574
Cholesterct [ 5 35
Antibiotic D 529
Diurotic - S 00
Antitiotic B 4.78

THE WALL STREET XNSAL
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0PIOIDS- USAGE, RISING ADDICTION

=2014- DEA rescheduled hydrocodone combination
products to Schedule Il from Schedule III

"Rescheduling alerts the prescribers about addiction
and misuse potential




THE OPICID EPIDEMIC BY THE NUMBERS
130+ 11.4m

People died every day from People misused

opioid-related drug overdoses® prescription opioids!
(estimated)

47,600

People died from
overdosing on opioids?

28,466

Deaths attributed to
overdosing on synthetic
opioids other than methadone?

2.1 million

People had an opioid use
disorder’

886,000

People used heroin’

61,000

People used heroin
for the first time!

15,482

Deaths attributed to
overdosing on heroin?

2 million

People misused prescription
opioids for the first time'

SOURCES
1. 2017 National Survey on Drug Use and Health, Mortality in the United States, 2016

2. NCHS Data Brief No. 293, December 2017
3. NCHS, National Vital Statistics System. Estimates for 2017 and 2018 are based on provisional data.




0PIOID USE DISORDER

=In 2016, 11.5 million people
self-reported personally s
misusing prescription opioids

=Most commonly-reported
reason for misuse was to
relieve pain (62.3 %)



https://www.cdc.gov/drugoverdose/data/overdose.html
https://www.samhsa.gov/data/sites/default/files/NSDUH-FFR1-2016/NSDUH-FFR1-2016.htm

Rate

Increases in Rx Opioid Prescribing Coincide with
Increases in Rx Opioid Overdose Deaths

w—KG ME per 10,000 Pop s B Opinid Overdose Deaths per 100,000 Pop

: : i : : : : : : : : : : : : :
1555 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Source: Analysis of COC Mational Vital Statistics Data and DEA ARCOS dats, 1828-2015.

L




Drug Overdose & Motor Vehicle Accident Deaths

50,000 DRUGS
41,250
32,500
23750
15,000
‘00 '02 ‘04 ‘06 '08 10 12 14



DEATHS FROM OPIOID OVER

=Op1loids now account
for more overdose
deaths than heroin and
cocaine combined.

=50-85% of heroin
users start by abusing s e m om0 e
prescription oploids

£
8
-

8 8 8 8 8 8 & 8

O Jonaki B, etal. Center for Behavioral Health Statistics and Quality. National Survey on Drug Use and Health 2016;

@


http://www.samhsa.gov/data/

Deaths per 100,000 population

10

3 Waves of the Rise in Opioid Overdose Deaths

Other Synthetic Opioids

e.g., Tramadol and Fentanyl,
prescribed or illictly manufactured

Commonly Prescribed Opioids
Natural & Semi-Synthetic Opioids
and Methadone

Heroin

1999

2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016
2017

Wave 1: Rise in Wave 2> Rise i Heroin Wave 3.: Rise; i.n
Synthetic Opioid

Overdose Deaths Overdose Deaths

Prescription Opioid
Overdose Deaths

SOURCE: National Vital Statistics System Mortality File.

®



Life expectancy has improved in the US, but
a 2015 dip shows that might be changing

80

Life expectancy fell from 78.9 to
78.8 years in 2015

The last major decline
was in 1993, when life
expectancy fell
by 0.3 years

75
'90 92 '94 '96 98 '00 '02 '04 '06 08 10 12 14 15

Source: National Vital Statistics System
Credit: Sarah Frostenson

Vox

Most of this loss (96%)
was unintentional;

0.21 years were lost to
opioid related deaths.




12 Leading causes of death (ranked highest to
lowest according to No. of deaths in year 2015)

Diseases of the heart

Malignant neoplasms

Chronic lower respiratory diseases
Unintentional injuries
Cerebrovascular diseases
Alzheimer disease

Diabetes mellitus

Influenza and pneumonia
Nephritis, nephrotic syndrome, and nephrosis
Suicide

Septicemia

Chronic liver disease and cirrhosis

Drug, opioid, and alcohol poisoning deaths?
Drug poisoning

Opioid-involved poisoning

Alcohol poisoning

Dowell D, JAMA. 2017

-0.4

-0.2

0 0.2 0.4 0.6 0.8
Contribution to Change in Life Expectancy, y

1.0

1.2
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Western Europe
18316 mag (B0

Afghanistan  Russia
7.4 myg(o-7) 124mg (3%)

China
314 mg (16%)

Pl o Haiti

20 53mg (0:8%)
Mexico =

562 mg (36%) .

Bolivia

74 g (6%

Distributed MEQ (morphine in mg/patient in need of palliative care,
average 2010-2013), and % of need that is met.

http://www.worldmapper.org/
Knaul et al. The Lancet. 2017

International Narcotics Control Board and WHO Global Health Estimates, 2015


http://www.worldmapper.org/

Standard daily opioid dose for every 1 million people

United States |

Canada
Germany
Denmark

Belgium
Austria
Switzerland
Australia
Holland
Spain
Luxembourg
Norway
Great Britain
Ireland

New Zealand
Sweden
Iceland
Israel
France
Slovenia
Portugal
Finland

Italy
Mauritius
Greece

0

10,000

20,000

30,000

40,000

Americans
consume more
opioids than
any other
country.

Source: United Nations International
Narcotics Control Board
Credit: Sarah Frostenson




Some states have more painkiller
prescriptions per person than others.

NH
—MA
*<RI
T

Number of painkiller
prescriptions per
100 people

SOURCE: IMS, National Prescription Audit (NPA™), 201 2.




50 WHO’S PRESCRIBING?..........EVERYONE!

Family practice
Internal medicine
Nurse practitioner
Physician assistant
Orthopedic surgery
Physical medicine and rehabilitation
Anesthesiology

Interventional pain management
Emergency medicine

Pain management

General practice

Rheumatology

——General surgery

Neurology

Dentist

Hematology/oncology

Geriatric medicine

—Urology

— Neurosurgery

Podiatry

Oral surgery (dentists only)
Nephrology

Medical oncology

Cardiology

Otolaryngology

Top 25 Prescriber Specialties by Total Medicare Part D Claims for Schedule Il Opioids in 2013

Values are reported on logarithmic scale.

161.1 15312091
122.0 12785839
55.0 4081282
57.4 3089022
134.2 2622297
348.2 2314358
484.2 2120474
1124.9 2097975
51.0 1767183
921.1 1251822
110.0 988926
203.3 866103
46.2 797573
64.4 785381
8.4 728735
84.9 623748
207.7 378203
35.8 353845
106.3 345643
20.6 257759
51.2 252329
27.1 205643 || Claims per
74.2 186712 prescriber type
8.4 185092 || Total claims
15.3 136418
1(|}0 10 (l]OO 1 OO[I) 000 100 OdO 000
Claims, No. Chen et al. JAMA Intern Med 2016




15%

10%

5%

0%

Percent change from baseline in rate of Opioid Rx/Total Rx

-5%

PMR

Rl L L "

- >

2007 2008 2008 2010 2011 2012
— PMR = Physical Med and Rehab
== «= PM = Pain Medicine @
== « =|M = Internal Medicine

GP = General Practice D
seeeeee NPP = Non-physician Prescriber
=== [P = Family Practice

+ Total

S =Surgery

D = Dentistry

EM = Emergency Medicine EM

prescriptions as a fraction of total prescriptions.

Trends in Opioid Rx
over Total Rx

=3




Trends in Annual Opioid Prescribing Rates by Overall and

High-Dosage Prescriptions

80 - T —
704%

50
40-
30-
20-

104® — - . >

e - *-— -t —a .

sl
© \\

—

Prescribing rate per 100 person:

0

]
—a

Year

] All opioids/Overall [l High-dosage

Source: IOVIAE Transactional Data Warehouse

https://www.cdc.gov/drugoverdose/data/prescribing.html

| | | | | | | | | | |
1/200831 1017200754 /01/2008,4 101/200%4 10172019 101 /201 |34 7017201251 101720135 101 /20141 1011201344 101720184 o1 /2017



https://www.cdc.gov/drugoverdose/data/prescribing.html

EXCESSIVE AND WIDE VARIATIONS OF POST-0P
0PIOID PRESCRIPTIONS

an B0
0
5 ® -
: P bed ¥ Taken—
- rescripea
2 ="
B ; 20
Bo £
3 £
5 O
10
6 L I : —
a 15 &10 11-1% 16-20 21-28 2530 31-35 35-20 41-4% 4850 o 15 510 11-15 16-20 71-35 2630 1-35  U6-40 41-45 AG50
'A Pills Prescribed to Partial haztectarny Patients E Fills Taken h'ﬁ' Fartial "h“m Patients
— &0
5 ' i
rescribed (.
E 15 E l.
B
'] 1 Iﬁ
i
5 &
i
, —— a ]
c Q 5 &l MRDS 16D 3135 3630 3135 36 4145 4650 5155 5660 D o 15 Bl0 1120 2125 2630 3135 3540 4145 4550 5155 5E-60
PFills Prescribed to Partial Mastectomy Sentinel Lymph Node Patients Pi“i Talen by P-Fn;i#l Wastectomy H"Iﬂ""ﬁ ‘_‘w Mode Patients
FIGURE 1. Frequency of opioid pills prescribed (A, C) and taken (B, D) after partial mastectomy and partial mastectomy with @
sentinel lymph node biopsy. Hill, Annal Surg. 2016



UNUSED PILLS- WHERE DID THEY GO

=5% returned them to a DEA approved collection site
=49% flushed them down the toilet

=3% mixed it with coffee grounds or kitty litter and
disposed them in trash

=14% disposed directly in trash

=Rest (>70%) didn’t recall a disposal method or still had
them in possession

Hill, Annal Surg. 2016




ABUSERS” SOURCES OF

PRESCRIPTION PAINKILLERS

5 0/0 Obtained free from
friend or relative

%

Other source °
4 40/0 Obtained from drug _&
@ dealer or stranger '

4 80/0 Took from friend or
®

relative without asking

0/0 Bought from friend ———=
or relative

17 ! 30/0 Prescribed by

1 doctor

Centers for Disease Control and Prevention ©



NEW PERSISTENT OPIOID USE AFTER

MINOR END MAJOR SURGICAL
PROCEDURED IN US HDUL'E'S

rrrrrrrrrrrrrrrr

* Population-based study of

36 177 surgical patients LapamS:a;.f:o\l,:c.;i:::::
e Incidence of new persistent s
opioid use after surgical e
procedures was 5.9 to 6.5% rbon
 Did not differ between Vnt o el e
major and minor surgical A
procedures o

Brummett et al. JAMA Surg 2017

Incidence of New Opioid Use, %

@



RECOMMENDATION FOR

0PI0IDS

Use lowest effective dose

=Shortest expected duration of
pain (<3 d for most, rarely>1d)

d Mortality Weekly Report (MMWR); 65: March 15, 2016




Responding to an Epidemic

.’ 1 1 5 Opioid Deaths Each Day
- o
o (0 From Prescription Opioids

4x as many as in 1999 and still rising

Statutory Limits
W 14 days
7 days
I 5days
I 3-4days

28 States Have Limited Opioid Prescriptions
ERRN g, A%
-I“ v
k"‘l"

B Morphine Milligram Equivalents
(MME)

B Direction or authorization to other
entity to set limits or guidelines

© No limits ~\

Source: Centers for Disease Control and Prevention, National Conference of State Legislatures Q
NEJM Catalyst (catalyst.nejm.org) © Massachusetts Medical Society




0PI0ID PRESCRIBING RECOMMENDATIONS FOR

OPIOID NAIVE PATIENTS (UPDATED 2019)

S i
Dental Extraction 1] Carotid Endarterectomy 10
Thyroddectomy 5 Cardiac Surgery via Median Sternotormy 15
Laparoscopic Anti-reflux (Nissen) 10 Cesarean Section 15
Appendectamy — Lap or Open 10 Hysterectomy — Vaginal, Lap/Robotic, or Abdominal 15
Laparoscoplc Donor Nephrectormy 10 Breast Blopsy or Lumpectormy 5
Hernia Repair — Major or Minor 10 Lumpectomy + Sentinel Lymph Node Blopsy 5
Sleeve Gastrectormy 10 Sentinel Lymph Node Biopsy Only 5
Laparoscopic Chalecystectomy 10 Wide Local Excision 1 Sentinel Lymph Node Biopsy 20
Dpen Cholecystectormy 15 Simple Mastectomy + Sentinel Lymph Node Biopsy 20
Colectomy = Lap or Open 15

Madilied Radical Mastectomy of Axillary Lymph Node Dissection 30
llrostomy/ Colostomy Creation, Re-siting, or Closure 15
Open Small Bowel Resection or Enterolysis 20 Total Hip Arthroplasty 30
Prostatectomy 10 Total Knee Arthroplasty 50

Opioid Prescribing Engagement Network.

L



https://opioidprescribing.info/

CONCERNS?

=Concern: If we write for fewer opioids,
there will be
=an increase in phone calls for refills or

=1lnadequate pain control.

=However studies found that with
appropriate patient education,

=not only did patients consume less /,_ AR |
medication, y & \‘-» J
- but requests for refills did not increase. | © & 17

Howard et al. JAMA Surg. 2018. @




COUNSELLING PATIENTS

« SET EXPECTATIONS v

= “Some pain is normal.You should be able to walk and do light activity, but may be sore for a few days. This will gradually get better.”

= SET NORMS

= “Half of patients who have this procedure take under 10-15 pills.”

 NON-OPIOIDS

= “Take acetaminophen and ibuprofen around the clock, and use the stronger pain pills only as needed for breakthrough pain.”

= Avoid NSAIDs in patients with peptic ulcer disease and associated risk factors (smoking, drinking), bleeding disorders, renal disease,
and specific operations at surgeon discretion.

= APPROPRIATE USE

= “These pills are for pain from your surgery, and should not be used to treat pain from other conditions.”

= ADVERSE AFFECTS

= “We are careful about opioids because they have been shown to be addictive, cause you harm, and even cause overdose if used incorrectl
or abused.” P

= SAFE DISPOSAL

= "Disposing of these pills prevents others, including children, from accidentally Qverdosjn%.
(including police stations), or mix pills with kitty litter in a bag and throw them in the trash.

Michigan OPEN https://opioidprescribing.info/ @

'

g\ A

-

You can take pills to an approved collector

7



https://opioidprescribing.info/

RROS-PAIN RELIEF TOOL KIT

e

=2
2D el

=2
B

Preoperative Pain Relief Postoperative Pain Relief Preoperative Screening

Discussion Pain is part of the healing process and Questionnaires
Help prepare patients for what to knowing what to expect will help Determine your patients' risk for opioid
expect and make a plan for pain relief. patients achieve peace of mind. dependence.

Emergency Dept. Opioid Orthopaedic Dept./Service Safe Use, Storage, and
Strategy Strategies Disposal
Strategies for relief of musculoskeletal Having a prescribing policy in place, Strategies for safely using, storing and
pain in the Emergency Department. such as receiving prescriptions from one disposing of opioids.

provider or Llimiting the number of pills
prescribed, will reduce the number of
pills that can potentially be diverted,
abused, and/or misused.

Doctor-Patient Scripts

Scripts for dealing with common pain
reliefs situations.

https://aaos.org/PainReliefToolkit/ ?ssopc=©



https://aaos.org/PainReliefToolkit/?ssopc=1

POST-0P PAIN RELIEF

= Pain relief after surgery
= Remember process after surgery

= Pain will . The first few days are the worst. Things will continue to heal and
improve the entire next year.

= To get the work done we have cut through healthy tissue. Your body needs time to heal.

= Getting comfortable
= Try to

= If there is no acetaminophen in the opioid pills, (Tylenol)- either take 2
extra strength every 6 hours or 2 regular strength every 4 hours for two days

: 600-800mg every 6 hours for two days.
: so that you are taking one or the other every 3 hours
n surgical area, (10 min on, 5 min off)

= If you had a nerve block

= When your block is wearing off, you need to “catch up”.You can take the stronger pain
reliever every 3 hours for the next 3 doses.

https://www.aaos.org/Quality/PainReliefToolkit/AfterSurgery/

®




Pre-operative Screening Tools

Paln Self-Efficacy Questionnalre - Short Form (PSEQ-2)1 -
A measure of effective coping strategies

i 1.”l can still accomplish most of my goals in life, despite the pain”
AV 0 1 2 3 4 5 6
& W Mot at all confident Completely confident

2. “l can live a normal lifestyle, despite the pain”
i} 1 2 i 4 5 &

Mot at all confident Completely confident

*Tatal score between 0-12, with 12 being more adaptive. Clinicians should not look for a cutoff score, but simply

m A measure Of eff e Ctive Cop ing Strat e gie S discuss where there may be opportunities for better by relief by becoming more resilient.
= Pain self efficacy questionnaire (PSEQ-2) patient Health Questionnaire 2 (PHQ-2)2

A measure of symptoms of depression

Over the past 2 weeks, how often have you been bothered by any of the following problems?

= A. measure Of Symptoms Of depressj-on 1. Little interest or pleasure in doing things.

= Patient he a.].th questionnaire (PHQ—Z) Not at all Several days More than half of the days Nearly e_\rery day

2.Feeling down, depressed or hopeless.

= RiSk Of Opioj.d abuse Nut_at all Seuergl days More than h;fuf the days Mearhy v.;rer:.r day

*Total score 0-6. A ‘cutoff’ score of 3 is suggested for considering additional screening and treatment for major de-

u The SCI'eel'leI' a.].'ld. OpiOid Assessment fOI pression, but the categonies aren't as important as the fact that symptoms of depression will lead to greater pain,
Working to decrease symptoms of depression prior to discretionaryselective surgery could be helpful.
Patients in Pain (SOAPP)

The Screener and Oplold Assessment for Patients in Pain (SOAPP*®)
Brief paper and pencil tool to facilitate assessment and planning for chronic pain patients being considered
for long-term opioid treatment,

Resources: SOAPP

1. General
a. Intended for use by licensed health care professionals only
b. Copyrighted by Inflexxion, Inc.

2. Available from: Inflexsion at hittps'www.painedu.org

Citations
1. Arjan GJ. Bot, M.0, Sjoerd PET. Nota, M.D,, David Ring, M.0, Ph.D. The Creation of an Abbreviated Version
of the PSECQ: The PSEQ-2. Psychosomatics, Volume 55, lssue 4, July-August 2014, Pages 381-385
2. hittps://cde.drugabuse gov/instrument/fc2 16f70-befe-acdd-e040-bhB9ad 433387
https://www.aaos.org/uploadedFiles/PreProduction/Quality/Patient_Safety/Pain_Relief Toolki AAO S

t/Preoperative_Screening_Questionnaire.pdf .
LB ACADEMY OF
Copyright £ 301 7 Amencan Acodemy of Ovthopasdic Surgeons DRTHOPAEDIS SUR : INS



PHONE CALL SCRIPTS

Strategy:
* empathize
* normalize the pain
* rule out problems
* strategize
* be available

= One at a time with pauses between. Listen more than speak.

= "Does the surgery hurt more than you expected?"

= "Pain can feel like something is wrong" (Rule out compartment syndrome)
= "Your body needs time to heal"

= "Are you using all of the pain management strategies?" @

https://www.aaos.org/Quality/PainReliefToolkit/Scripts/



RED FLAG WARNING SIGNS - PRESCRIBING AND
DISPENSING CONTROLLED SUBSTANCES

=Screening tool to be considered before
prescribing an opioid

=Developed by coalition of multiple societies,
pharmacists, pharmacy stores and DEA:

= American Academy of Family Physicians * CVS Health

« American Medical Association * Healthcare Distribution Management Association
* National Association of Boards of Pharmacy

* National Association of Chain Drug Stores
= American Pharmacists Association * National Community Pharmacists Association

= American Society of Anesthesiologists + Pharmaceutical Care Management Association
* Purdue Pharma L.P.

* Rite Aid Walgreen Co.

= American Osteopathic Association

= American Society of Health-System Pharmacists
= Cardinal Health




RED FLAG WARNING SIGNS

Initial visit/Presentation

= Patients who travel to the prescriber’s practice as a group and all request
controlled substance on the same day

= Decline physical exam, or diagnostics, or permission to obtain records
= Conduct suggest abuse of controlled substances

Medication Taking/Supply

= Multiple unsanctioned dose escalations
= Route of drug administration used other than prescribed
= Seeking medications from non-coordinated sites of care- e.g., ED, urgent care

= Unintentional or intentional overdose

@


https://nabp.pharmacy/wp-content/uploads/2016/07/Red-Flags-Controlled-Substances-03-2015.pdf

RED FLAG WARNING SIGNS

Patient behavior/communication

= Prescriptions from multiple practitioner without the prescribers’ knowledge of other
prescriptions

= Discharged from another practice for egregious behavior

= Pressuring physician to prescribe by implying or making direct threats to the
prescriber or staff

Treatment Plan Related

= Resists change in treatment plan despite clear evidence of adverse effects
= Refuse to sign or fail to comply with opioid agreement governing use of opioids
Illicit/Illegal

= Altering or forging prescriptions

= Diverting or selling medication, or “borrowing” drugs from others

= Requesting controlled substance prescriptions written in the other people names for
whom patient is not the designated caregiver

@



TRAINEES AS AGEN
OPIOID EPIDEMIC

= Method

= Anonymous online survey

IS OF

{ANGE IN THE

= At an ACGME accredited general surgery program at a university-based tertiary hospital

= Surgical trainees are relying almost exclusively on opioids for
postoperative analgesia, often in excessive amounts.

= They are
= heavily influenced by their superiors
= are not receiving formal opioid-prescribing education

= Great need for increased resident education on postoperative pain and opioid
management to help change prescribing habits.

Chiu et al. ] Surg Educ. 2018 @



MULTIMODAL ANALGESIA

Combination of analgesics that act by different
mechanisms

=Medications focusing on non-opioids
=Local anesthetic infiltration
=Regional anesthesia

=Non-pharmacologic approaches
= Physical therapy
= Complementary therapy

=Result:
=additive or synergistic analgesia
"lowered adverse event compared to sole ager
»decrease opiloids




Perception: Opioids,
. acetaminophen, alpha-2
agonists, TCAs,

Ketamine, pregabalin

Modulation: Opioids,
2 ] Clonidine,
Dexmedetomidine

Y} Transmission: LAs

Transduction:
L ] NSAIDs, COX-2
inhibitors, LAs

MULTIMODAL
ANALGESIA

Opioids

Local anaesthetics,
infiltration, blocks

Peripheral acting analgesics
~Paracetamol NSAIDsor
coxib

Kulkarni et al. Indian ] Anesth, 2017.




MANAGEMENT OF POSTOPERATIVE PAIN

=Expert panel guideline from the
= American Pain Society
= American Society of Regional Anesthesia and Pain Medicine, &
= American Society of Anesthesiologists

=Based on a systematic review of evidence on
management of postoperative pain

=Support use of multimodal regimens: High quality
evidence

=The exact components of effective multimodal care will
vary depending on the patient, setting, and surgical
procedure.

Chou et al. ] Pain, 2016.

®




MULTIMODAL ANALGESIA REDUCES OPIOID USE

Hip Arthroplasty: Multimodal Utilization Hip Arthroplasty: Opioid Prescription by

60% Multimodal Use
400

50%

40%

* Retrospective review,
national population

, based data source

 >1.5 million patients

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Percent Use
I
<
X

20%
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10%

Median Opioid Prescription in Oral

Knee Arthroplasty: Multimodal Utilization Knee Arthroplasty: Opioid Prescription by

Multimodal Use
60% 400

50%

40%

Percent Use
W
<
X

20%

Morphine Equivalents

10%

0% 150 Memtsoudis et al. Anesthesiology, 2018. .
2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Median Opioid Prescription in Oral



MULTIMODAL ANALGESIR REDUCES
ADVERSE EVENTS

=Patients receiving more than 2 modes (compared to
"oploids only") experienced
=19% fewer respiratory complications
=26% fewer gastrointestinal complications
=18.5% decrease 1n opioid prescription
=205 vs. 300 overall median oral morphine equivalents)
=12.1% decrease in length of stay

Memtsoudis et al. Anesthesiology, 2018. @



REGIONAL ANESTHESIA- MECHANISM

=Temporarily blocks nerve impulses to a certain
intended area of the body, thus reducing pain

=Inhibits neural conduction from the surgical site
to the spinal cord

=Decreases spinal cord sensitization

*In some cases may be used as the sole
anesthetic




REGIONAL

=Duration:
=Single shot or continuous

ANESTHESIA-0PTIONS

=Central to peripheral:
=Neuraxial- spinal/epidural

=Plane blocks and Peripheral nerve block
=LLocal infiltration




EXAMPLES OF REGIONAL

= Gastrointestinal: epidural, spinal or paravertebral nerve blocks/
catheters

= Gynecology: epidural, spinal or paravertebral nerve blocks and
catheters

= Ophthalmology: injection of local anesthetics
= Orthopedics: epidural, spinal, or peripheral nerve blocks/catheters

= Thoracic surgery: epidural, paravertebral or intercostal nerve
blocks/catheters

= Urology: epidural, spinal or paravertebral nerve blocks/catheters

= Vascular surgery: cervical blocks for carotid surgeries; epidural or
paravertebral nerve block for abdominal aortic endovascular or lower
extremity bypass procedures

@


https://www.asra.com/page/41/regional-anesthesia-for-surgery

PERIPHERAL NERVE BLOCK- HEAD AND NECK

* Retrobulbar and peribulbar
block
* Superficial cervical plexus
block
» Occipital nerve block
* Trigeminal nerve block
" Supraorbital,
» Infraorbital
» Maxillary and
* Mandibular divisions R
= Glossopharyngeal nerve block -




= Brachial plexus block
= Interscalene
= Supraclavicular
= Infraclavicular
= Axillary

= Individual nerve blocks,
= Median, A
= Radial, '
= Ulnar, : '
= Musculocutaneous [ (s, == .y N ==
= Suprascapular block R\ y
= Axillary nerve block

AL NERVE BLOCK- UPPER EXTREMITIES

Anterior (palmar) view Posterior (dorsal) view

_ = Supraclmcular nerves
from cervical plexas)

Axillary nerve
= Superior lateral
brachial cutaneous

_~Lateral antebe achio




PERIPHERAL NERVE BLOCK- CHEST AND
THORAX

=Paravertebral block 7l e
«Erector spinae block j{ . E
-Intercostal nerve block AN
“Pec I and II block Tl

=Serratus anterior plane block




PERIPHERAL NERVE BLOCK-ABDOMEN,
GROIN AND GENITALIA

*Transversus Abdominis Plane block
-Rectus sheath block /
*Quadratus lumborum block

aaaaaaa

«[lioinguinal nerve block = T A
»Genitofemoral nerve block

aponeurosis

*Pudendal nerve block A




PERIPHERAL NERVE BLOCK- LOWER
EXTREMITIES

Lumbar plexus
=Fascia 1liaca n
=Lateral femorocutaneus nerve block . B
=Femoral/Adductor canal/saphenous nerve block
=Sciatic/popliteal/post tibial/peroneal/sural nerve block
=Obturator nerve block

[ ] ° 4l N
3
1 Lateral femoral cutaneous nerve
2 Femonal newve [
" 3 Sciatic nerve
4 Obturator nerve
Fig. 5: Sensory supply areas of the lumbosacral plexus




ANESTHESIOLOGY

Fducation | July 2011

Thoracic Epidural Analgesia and Acute Pain Management
Smith C. Manion, M.D.; Timothy J. Brennan, Ph.D., M.D.

Table 1.|Open Surgeries in Which Thoracic Epidural Analgesia Can Be Used

Thoracic Upper Abdominal Colorectal Urologic Gynecologic
Surgery Surgery Surgery Surgery Surgery
Thoracotomy Esophagectomy Colectomy Cystectomy Ovarian tumor
debulking
Repair of pectus Gastrectomy Bowel resection Nephrectomy Pelvic exenteration
deformities
Thoracic aortic Pancreatectomy Abdominal perineal Ureteral repair Radical abdominal

aneurysm repair

Thymectomy

Hepatic resection

Abdominal aortic
aneurysm repair

Cholecystectomy

resection

Radical abdominal
prostatectomy

hysterectomy

L




NEURAXIAL-BENEFITS OF
THORACIC EPIDURAL

= Better pain control

=Reduced opioid intake

= Optimizes respiratory function
= Avolds sedation

. .
= Blunts surgical stress response {/ ? /'A\ Eﬁ% / )\\m\\
=Lower incidence of DVT |
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=Improved bowel recovery A

‘-»“.

=Decrease nausea | x:.‘\\

Liu et al. Anesth Anal 2007
Carli et al. Dis Col Rectum 2001
Manion et al. Anesth 2011




IMPACT OF PERIPHERAL NERVE BLOCKS
ON PERIOP OUTCOME

= >] million patients who underwent hip and knee arthroplasty
reviewed

= Only 12.5% received peripheral nerve block

= Several benefits noted for those received peripheral nerve
block :

= Reduce opiloid consumption
= Reduced odds of wound complications ./
» Reduced odds of pulmonary complications '(5/‘ |
= Decrease length of stay A
= Lower rates of transfusion

= Lower rate of ICU admission

Memtsoudis et al. Pain 2016




Cochrane Database of Systematic Reviews

Local anaesthetics and regional anaesthesia versus conventional

analgesia for preventing persistent postoperative pain in adults and
children

= Effect of Regional anesthesia on persistent post surgical pain

= Moderate-quality evidence- Reduced risk after thoracotomy and
caesarean section

= Low-quality evidence -Reduce the risk after breast cancer surgery

= Effect of intravenous infusion of local anaesthetics
= Moderate evidence after breast cancer surgery




NON-OPICID MEDICATIONS FOR PAIN

= Herbals

= Turmeric, ALA

= NSAIDs

= Selective Cox-2- meloxicam, celecoxib

i - » )
"' . "
AN

-.‘\ :
) N, 22

2 +

= Acetaminophen

= Topicals
= Lidocaine ointment/patch(OTC as aspercream w/lido), voltaren
gel(OTC as emugel)




NON-OPICID FOR PAIN

»Anticonvulsants
= Gabapentin, pregabalin, topamax, levitiracetam

=Antidepressants/Anxiolytics
=TCAs(nortriptyline, amitriptyline),
*SNRIs(duloxetine, venlafaxine)

=Muscle relaxants A
Baclofen, cyclobenzaprine, tizanidine '/



NON-PHARMACOLOGIC OPTIONS

=Jce/heat
=TENS

= Acupuncture
=Massage
=Physical therapy
= Mindfulness/Meditation
=Cognitive behavioral skills
=Biofeedback






WWEN T0 START OPIOIDS FOR
CHRONIC PAIN?

= Presence of clear anatomical source of pain

= Moderate to severe pain having an adverse impact on
function or quality of life

= Failure of other conservative methods such as
= physical therapy
= non-opiloid medications

= Opioid risk assessment - low/moderate risk for opioid use
disorder

= Potential therapeutic benefits outweigh potential harms

UChou et al. ] Pain. 2009.

®




0PIOID RISK ASSESSMENT TOOLS

=The Opioid Risk Tool (ORT)
=five-question
=self-administered assessment
=should be utilized on a patient’s 1nitial visit

=accurately predicted risks of exhibiting aberrant,

drug-related behaviors associated with abuse or
addiction -

D {




AT INITIATION OF CHRONIC OPIOIDS

= Prescription database monitoring should be used in decision
making

= An opioid agreement should be signed

= Reqular drug monitoring, e.qg. urine testing, should be done, at
least every 3 months, while patient is maintained on opioids

= Advise to take the opioid medications as sparingly as possible

= Discuss goals of opioid therapy, alternatives, use of concomitant
therapy, indications for tapering/discontinuing

UChouR et al. ] Pain. 2009.




MAINTENANCE THERAPY: MONITOR 4 AS

= Continued use of opioids should be guided by assessing the following 4 areas:
= Analgesia: Does the patient derive pain relief?

= Activity: Does use of opioids improve activity
levels/functioning?

= Adverse effects: Are there significant medication side
effects?

= Aberrant behavior: Is the patient engaging in any
inappropriate behavior with regard to opioid medication
use-such as frequent request for early refills, perseveratmg
about opioid medication?

U Passik et al. Adv Ther. 2000.




CURRENT OPIOID MISUSE MEASURE (COMM)

= 17 item self-assessment to monitor patients on maintenance
opioid
= Questionnaire identifies 6 key issues to determine aberrant
medication related behaviors:
= Signs and symptoms of intoxication
= Emotional volatility
= Evidence of poor response to medications
= Addiction
= Healthcare use patterns
= Problematic medication behavior

= Simple to score, completed in <10 minutes, score >9 is positive

QO Butler et al. Pain. 2007. @



HOW MUCH OPIOIDS IS OK?

= Dose response relationship between —
= risk of opioid overdose death and
= max dally prescribed dose of opioid

= Significant increase in risk of opioid overdose
= >/= 50mg/day MEQ (morphine equivalent)
= Adjusted hazard ratios for risk of overdose death
=at >/=100 MEQ vs 1-20 MEQ => 7.18
= at 50-100 MEQ vs 1-20 MEQ => 4.63
=at 21-50 MEQ vs 1-20 MEQ => 1.88

O Bohnert et al. JAMA 2011.
J Dunn et al. Ann Intern Med 2010
|

Nearly

HALF

of all opioid overdose
deaths involve a
prescription opioid.

L



https://www.cdc.gov/drugoverdose/images/opioids/Opioid_use_in_United_States_RX-300x300.jpg

WHEN TO WEAN OPIOIDS?

= Failure to achieve or maintain anticipated pain relief or functional
improvement

= Intolerable adverse effects at minimum dose that produces effective
analgesia

= Persistent nonadherence with patient treatment agreement- ex.
= failure to comply with monitoring,

= selling prescription drugs, forging Rx, stealing or borrowing drugs,

= aggressive demand for opioids, unsanctioned dose escalation, concurrent use of
illicit drugs,

= multiple prescribers, multiple pharmacies, recurring ER visits for pain

= Physical, emotional, or social deterioration secondary to opioids

= Resolution or healing of the painful condition

( Berna Opioid Taper Mayo Clin Proceeding 2012




HOW T0 WEAN?

=Daily to dose to prevent withdrawal is
~25% of previous days dose

=No published data on speed of tapers in
patients on long term opioid treatment for
chronic non-cancer pain

=Patients who take PRN opioids less than
once daily do not need formal taper

O Fishbain et al. Ann Clin Psychiatry. 1993 @
O Berna. Mayo Clin Proc. 2008




HOW T0 WEAN?

= First reduce dose of the medication to the smallest
available dose

» Next increase time interval

= Example-wean 10% per week, until last 1/3 then wean 5%
per week

= May choose slower wean (ex. 10% per month)for patients
who have been on opioid for long term.

0 Berna C. Mayo Clin Proc 2008



0PI0ID WITHDRAWAL ONSET

= Symptoms start 2 to 3 half-lives after the last dose of opioid

= Ex.- for oxycodone- ti/2- 3-4 hours; symptoms would start after
6-12 hours)

= In this situation, symptoms Opiate
= peak at ~ 48 to 72 hour Withdrawal

B 72 hours

Timeline
= resolve within 7 to 14 day Symptoms Peak
. . . " Nausea
= Variability depending on Symptoms  Vomiting

/' Stomach Cramps

 Diarrhea

 Goosebumps ;'I
V' Depression
 Drug Cravings

= specific dose, Begin

= speed of taper, and

= duration of use Last h6-1 <
Dose ours

Short-Acting  Long-Acting
Opiates Opiates

U Farrell M. Addiction. 1994.
U Fishbain DA et al. Ann Clin Psychiatry. 1993.
O https://americanaddictioncenters.org/withdrawal-timelines-treatments/opiate/



https://americanaddictioncenters.org/withdrawal-timelines-treatments/opiate/

0PI0ID WITHDRAWAL SYMPTOMS

= Signs and symptoms of sympathetic stimulation (from decreased
sympathetic antagonism of opioids)
= Anxiety, Restlessness, Insomnia,

= Dizziness Tgpical Withdrawal Symptoms

= Hypertension, Tachycardia,

= Mydriasis, Lacrimation, Diaphoresis,

= Yawning, Piloerection e @ e 9
= Tremor, Shivering! Cold shakes. Chills and Fever-like Mood swings. Anxiety and

symptoms, depression.,

= Rhinorrhea, Sneezing sweating.

= Nausea, Anorexia

= Abdominal cramps, Diarrhea, . @ @
= Hot flashes, Myalgias or arthralgias

Bone pain. Vomiting. Insomnia. Diarrhea,

= Symptoms can be mitigated by use alpha 2 agonist such as clonidine -
0.1mg Q6 hours PO or 0.1mg per 24 hours transdermal patch @



CONCLUSION

=Basics of modern pain management
=Minimize opioids
=Use multiple modalities
*Regional anesthesia has strong evidence
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