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Learning Objectives

* Describe changes in opioid use disorder
epidemiology

* Appreciate pressures on opioid prescribing
from federal agencies, state boards, insurers

* Define the tenets of safe opioid prescribing

* |ncorporate new information about
alternatives to analgesics into practice
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OPIOID EPIDEMIOLOGY
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Total U.S. drug deaths

Around
» 64,000 people
60,000 deaths per year / died from drug
gverdoses in the
.5, in 2015
Peak car crazh
deaths (1972)

deaths 199:=
Feak gun

deaths (1893)
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Ref: NY Times The Upshot 9/2/2017




Any Opioid
; Commonly Prescribed Opioids
(Matural & Seml-Synthetlc Oplelds and Methadone]
4 Heroin
3 Other Synthetic Opioids
(e.g., fentanyl, tramadol)

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

Deaths per 100,000 populaticn

www.cdc.gov

SOLRCE: COC/MCHS, National Vital Statisties System, Mortality. CDC WONDER, Atlanta, GA: US Department of Health and Human
Servaces, CDC; 2016, hiips:/wonder.cde gov/.

LSCOPIC

Better Medicine « Better Lives

for Criadible Health Information




Sedgwick

-  Phillips
Routt

Rio Blanco Yuma

Douglas  Elbert Kit Carson

Gunnison

— Quray :
San Miquel ' Saguache ~ LuUSter
N Migu  Hinsdale Prowers
Dolores
San Juan Minerah |
_Mantezuma: __ Baca

CK@GQP&IGdose death rates by county: 2002

Better Medicine « Better Lives



J‘@CQBI\Qdose death rates by county: 2014

Better Medicine « Better Lives



v things are a bit

haoattar

NEWS WEALTH

As prescription opioid deaths drop 6 percent in Colorado, heroin deaths rise
23 percent

Increase in heroin deaths could be related to crackdown on prescription painkillers

e Colorado opioid death rate fell slightly:
— 2015:472

— 2016: 442

* Biggest gains in death rates from semi-
synthetic opioids hydrocodone, oxycodone
(259 to 188)

 Heroin deaths increased substantially:
— 2015:160
— 2016: 197
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o is this no longer a
prescribing problem?

Under doctors’ control

Heroin, illicit
Prescription opioid fentanyl, and novel

overdoses opioid analogue
deaths

LSCOPIC NOT under doctors’ control
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Still our problem

e Opioid analgesic prescriptions still 300%
higher than 1999

—1999: 180 MME
—2015: 640 MME

|LC COPlGJc Vital Signs 2017-07
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ates of misuse of prescr

opioids
* Reid et al: 24-31% in outpatient clinics
e Katz & Fanciullo: 20-40%

* Rates may be underestimated because
of

— Exclusion of high-risk patients from trials

— High rates of dropout/premature
termination

* Rates of diversion: ?

* Most diverted drugs started off as
prescriptions from physicians
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Sources of diverted opioids

B Obtained free from
friend or relative

B Prescribed by one
doctor

® Bought from friend or
relative

B Took from friend or
relative without asking

B Got from drug
dealer/stranger

MOST HEROIN USERS BEGIN WITH PRESCRIPTION OPIOIDS
LS COPIC ’
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Risk diversion S5 a pi

streetrx.com
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Choose country:

street Rx latest street prices for prescription drugs

* See what others paid‘

* Name of drug

* Formulation * Price per unit
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Achieving balance

* How do we prescribe opioids appropriately
and effectively for the patients who need

them?
* How do we avoid contributing to the epidemic

of opioid misuse?

LSCOPIC
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Continuum of opioid prescribing

Universal patient trust Universal suspicion

Minimal monitoring Mandatory monitoring
No preseribing limits ~ Approach 555 @ restrictions

——

Avoidable misuse, Outcome Diminishec autonomy

addiction, adverse Legitimate pain

events, diversion patients sulifering
Irresponsible Unacceptable
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Continuum of opioid prescribing

PROP
Regulatory bodies
Pain Advocat Insurers
ain Advocates )
Stakeholders Legisletors

e —ay

Primary .
i 2 Avoid harm
Alleviate suiffering Care .
Providers to patients
Preserve autononmy i
and society
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INSURERS, LEGISLATION, AND
GUIDELINES
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n response to opioid epidemic, pa

mandate limits to high-dose opioids
* CO Medicaid (7/2017)

— Prescriptions exceeding 250 milligrams of morphine
equivalents (MME) will require a PAR

* Centers for Medicare and Medicaid (CMS)
(1/2017)
— Cumulative Opioid Morphine Equivalent Dose (MED)
Point-of-Sale (POS) Edit.
* Soft ‘edit’ for 2120 MME
* Hard ‘edit’ for > 200 MME
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ey are also restricting opiol

acute pain
* Colorado Medicaid 7/2017

— Limits acute pain prescriptions to 7 days maximum
e Can write 2 more prescriptions before PAR required

e Colorado Interim Opioid Committee Bill

— Limits prescribers to one 7-day supply plus one 7-
day refill

— Must check PDMP before refill  wom oo e

applies t
ip://leg.
O
Commit
- practition
‘ ] ' , nUrses,
|L Q I for an ins
supply, w
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continued opioid use among naive
patients by # of days supply

~T e 1-year probability

= == == 3year probability

0 ¢ 10 15 20 % 30 35 4 45

Days' supply of first opioid prescription

Shah A, Hayes CJ, Martin BC. Characteristics of Initial Prescription Episodes and
Likelihood of Long-Term Opioid Use—United States, 2006—2015. MMWR 2017;66:265-269.

|L@ COP'C DOI: http://dx.doi.org/10.15585/mmwr.mm6610a1.
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IMPROVING PRACTICE THROUGH RECOMMENDATIONS

(00" Guideding for Fresvibing Opiids for Chroni Pain is interled b improve communication between providzrs and
patients abaut the risks and benefits of opiaid therapy for chroniz pain, im prove the safaty and effectiveneas of
treatreant, and reduice the risks essociated with lang-term opinid therapy, including opinid uze disarder and averdase.
The Guidelie iz rat intended for petients who are i active cancer treatment, palliatie cars, orend-of-life care.

DETERMINING WHEN TO INITIATE OR CONTINUE OPI0IDS FOR CHRONIC PAIN

CLINICAL REMINDERS

. ar prefered e chrnic pain, Cinicians shord oansicks apicid
Hharary unky iF expcisd benefis far brth pain and function are
antispatsd by mill;h nlhmh pmm Ifapmdlmmd.

& Opinids are not first-line or rovting
therapy for chronie pain

CDC Guidelines

OPIOID SELECTION, DOSAGE, DURATION, FOLLOW-UP, AND DISCONTINUATION

-+ GLINGAL REMINDERS

@ Usa immediate-release opinids
when starting

& Start low and gp slow

@ When cpiaids are nesdedfor
acuts pain, prescribe no more
than needed

& Dot prescribe ER/LA opiaids
for scute pain

& Follow-up and re-gvakute ritk
of harm; reduce dose or taper
and discontinue if needed
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ASSESSING RISK AND ADDRESSING HARMS OF OPIOID USE

nanupinid phamaonbgia therapy, as appropriatz.

& Establish and measure gosls for pain

Before sterting ened perincically during contnnakion of opiid therapy, tinizians -~ CLINICAL REMINDERS

and funetion

& Dircuss benefits and ritks and
availahility of nonopinid therapies with
patient

. Before: starting apind therapy o chimwic pain, cinizians

shoul establish treatreenk goals with all patients, induding
reafstic guals far pein and function, and shold cansics how
oqunid therapywil be discantinued i herefits du ot anbesigh
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& Evaluate risk factors for
upinid-related harms

Gheck POMP for high dozages
and preseriptiors fram other
providars

Use urine druyg testing to identify
preseribed substancas and
undisclosed usa

M concurrent banzodiazeping
and opinid prescribing

& Krange treatment for opinid use
disardar ff needed




ldeal opioid prescribing in a single sli

Maximize non-opioid modalities
Assess risk with a screening tool:
— ORT, SOAPP

Check PDMP and UDT at initiation
and periodically during treatment

— At least yearly
— CDC: PDMP monthly

Use informed consent/contract

Have a risk-benefit discussion with
patient

Initiate with short-acting opioids

Use low or moderate doses,
generally <50 MME & definitely
<90 MME

Set specific functional goals
Outline exit strategy at initiation

Don’ t co-prescribe sedatives,
especially BZDs

Prescribe naloxone

Stress safe storage &
disposal

Use an ongoin
monitoring tool to assess
pain relief, function, side
effects

Re-evaluate within 1-4
weeks

Ongoing assessment of
risks & benefits at least
every 3 months

Address minor red flags
with education, more
Infensive monitoring

Multiple minor red flogl
or major red flag shou
result in cessation

Refer for evidence-based
UD treatment for
patients with OUDs

Continve to care for
patient after weaning
off opioids

s
d

~
IL:Q co P I C For acute pain: prescribe at low dose for as short a duration as possible: generally <3 days and definitely <7
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Recent trends take home points

* For the foreseeable future, providers will feel
pressure to prescribe
fewer opioids
at lower doses
for shorter durations
to fewer patients

* Pressure comes from insurers, state
regulations, and national guidelines

LS COPIC
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CANDIDATE SELECTION
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32 year old male with alcohol-induced
chronic pancreatitis. History of major
depression. Multiple claimed allergies
to pain medications, asking for
oxycodone.

63 year old married female with OA of
knees & hips, s/p Gl bleed secondary
to NSAID use. Inadequate pain relief
with APAP. No history of substance
abuse or psychiatric disease.

LS COPIC
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Choosing candidates for opl
therapy

* Patients likely to benefit from therapy include:

— Fully engaged patients

* Seeking relief via pharmacologic and non-
pharmacologic methods

— Patients with clear disease processes
— Older patients

LS COPIC

Better Medicine « Better Lives



Choosing candidates for opl
therapy

* Patients at higher risk of abuse:
— Younger age

— History of substance abuse
* Active
* Past

— Psychiatric illness:
* Depression, bipolar, anxiety disorders
e Schizophrenia
* Personality disorders
* Problems with temper

LS COPIC
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Other risk factors for abuse

* Heavy tobacco use

* Childhood sexual abuse

* History of criminal activity, legal problems
* Risk-taking behavior

* Regular contact with high-risk behavior or
environments

Jamison et al. 2011

|L@ COPIC Webster LR et al. 2005
Better Medicine - Better Lives



‘Legacy’ patients on opioids?

* Thousands in Colorado

* Many are poor candidates
— Started on opioids for inappropriate indications
— Repeated evidence of aberrant behaviors

* Some on high dose opioids

lSCOPIC .
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Legacy patients

* You don’t have to act right away

— Take some time to assess patient, develop
therapeutic relationship

— Consider tapering trial for:
* Adverse event or overdose

* Aberrant behavior
* Patient request

-
IL@J&(Q@E gl!i&Neurology 2014 32

Better



other overlooked high-risk gr

opioid users: the unborn!

* Use extreme caution when prescribing opioids
to women of childbearing age

* Must ask about family planning

e Recommend definitive birth control (IUD,
Nexplanon, etc.) whenever possible

LSCOPIC
Q 33
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Neonatal Abstinence Syndrome

* Impacts 60-80% of infants exposed to heroin
or Rx opioids in utero

* 4-fold increase in antepartum maternal opioid
use from 1.9/1000 hospital births in 2000 to
5.6/1000 in 2009

* 3-fold increase in NAS from 1.2/1000 to
3.4/1000 live births

LSCOPIC
S 3
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SCREENING TOOLS TO PREDICT
ABUSE RISK
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Pre-screening to predict abuse

* ORT: Opioid Risk Tool
* DIRE: Diagnosis, Intractability, Risk, and Efficacy

e SISAP: Screening Instrument for Substance Abuse
Potential

* SOAPP and SOAPP-R

e Studied in small, selected groups only
* Results have not been validated in larger studies
 Modest positive and negative likelihood ratios

LS COPIC
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SOAPP Questions

How often do you have mood swings?

How often do you smoke a cigarette within an hour after you wake up?

How often have any of your family members, including parents and grandparents, had a problem
with alcohol or drugs?

How often have any of your close friends had a problem with alcohol or drugs?

How often have others suggested that you have a drug or alcohol problem?

How often have you attended an AA or NA meeting?

How often have you taken medication other than the way that it was prescribed?

How often have you been treated for an alcohol or drug problem?

How often have your medications been lost or stolen?

How often have others expressed concern over your use of medication?

How often have you felt a craving for medication?

How often have you been asked to give a urine screen for substance abuse?

How often have you used illegal drugs in the past 5 years?

How often, in your lifetime, have you had legal problems or been arrested?

Better Medicine « Better Lives



Pre-screening tool comparison

* Convenience sample of 48 patients discharged
from a Tennessee pain clinic

e SOAPP vs. ORT vs. DIRE vs. clinical interview
by staff psychologist

e Patients discontinued for:

— High-risk behaviors (positive utox for non-
prescribed drugs, doctor shopping)

— Low risk behaviors (repeated missed

appointments)
Moore TM, et al. A comparison of common screening methods for predicting

IL@G@PI‘ *related behavior among patients receiving opioids for chronic pain
BeteRRAgERENE. Pain Medicine 2009.



Pre-screening tool comparison
Measure | Entire sample | High-risk pts (34) | Low-risk pts (14)

Clinical Interview 0.77 0.76 0.79
SOAPP 0.73 0.82 0.50
ORT 0.45 0.44 0.43
DIRE 0.17 0.09 0.36

Moore TM, et al. A comparison of common screening methods for predicting aberrant
drug-related behavior among patients receiving opioids for chronic pain management.
Pain Medicine 2009.
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_eeet——,

32 year old male with pancreatitis.
Personal and family histories of
alcoholism. History of depression. ORT =
8 (high risk)

63 year old female with osteoarthritis.
No personal or family history of
substance abuse or mental illness.
SOAPP = 4 (low risk)
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NARCOTIC CONTRACTS
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Opioid contracts

* Weak evidence supporting their use
— 4 studies of fair to weak quality

— 7-23% decrease in opiate misuse in patients on
contracts relative to control group

— Active group usually involved multiple
interventions including UDT

< 68rﬁlsljtet al. Ann Int Med. 2010;152: 712-720
(©
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Ing the contract: cru
reasonable expectations and EXIT
STRATEGY

* Opiates can be expected to work in about 40% of
patients

* Opiates may lower pain by at most 30-35%
* 40-50% of patients will drop out on their own

* If no response after 3 months, further treatment
unlikely to be helpful

LS COPIC
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URINE TOXICOLOGY TESTING
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Many abusers don’t show ‘red flags

122 patients in two university pain clinics followed for 3 years

and monitored for addictive behaviors

Regular utox performed on all patients

17% had prior history of substance abuse

Behavioral No behavioral | Totals
issues present | issues present
Utox + 10 (8%) 26 (21%) |36 (29%)
Utox 17 (14%) 69 (57%) 86 (71%)
Total 27 (22%) 95 (78%) 122




Just test everyone

* Unreliable to use any of the following alone:
— Physician intuition: may miss 60% of abuse

— Patient report: underreport by 50% compared to
UDT

— Observation
— Documented prior history

Turk D et al. Predicting Opioid Misuse by Chronic Pain Patients. ClinJ Pain 24:497-508, 2008
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Bett:

hey don’t know what they
know

99 Internal Medicine residents surveyed

Mean score 3/7

56% felt confident in their ability to interpret UDTs
73% of these scored <3

Adolescent medicine-practicing PCPs survey

— Only 12% aware that oxycodone not detectable on routine opioid
screen

Starrels JL, et al. J Gen Int Med 2012; 27:1521-1527

|L§éwp,rel Urine drug test interpretation: what do physicians know? J Opioid Manag

icine * Better Lives




Approximate urine retention times
Dug |DetectonTime

Amphetamines 1-3 days
Benzodiazepines 1-3 weeks (long-acting)
Cocaine 1-3 days

Marijuana (infrequent user) 4-5 days

Marijuana (chronic smoker weeks

Methadone 72

Opioids 48-72

LS COPIC
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Opioid metabolism

Notes: -Pharmaceutical Opioids inBOLD
-Inactive Metabolites in ITALICS
-Onlysmallamounts of hydrocodone (11%)following codeine administration and hydromomphone (2.5%)
following morphine administration are foundin the urine,

LS COPIC
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False positives and negatives

Cocaine
THC

Amphetamines

Benzodiazepines

Opiates

Zolpidem (-) Salicylates (-) Fluconazole (-)

Hemp products (+) Efavirenz (+) Pantoprazole (+)
Ibuprofen (-) Zolpidem (-)

Phenylpropanolamine (+) Ephedrine (+) Phentermine (+)
Trazodone (+) Bupropion (+) Selegeline (+) Zolpidem (-)

Indomethacin (+) Ketoprofen, flurbiprofen, fenoprofen
(+) Oxaprozin (+)

Poppy seeds (+) Quinolones (+)

LS COPIC
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Monitoring for alcohol

e Short urinary detection time (8-12 hours after
last ingestion)
* Instead order alcohol metabolites:

— Ethyl glucuronide
— Ethyl sulfate

— Detectable for up to 80 hours

* Present within about 1 hour, usually
detectable for 2-3 days

LS COPIC
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on higher-risk

— Guidelines tr
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Urine drug testing summary

* Know the limits of your testing strategy
— Abnormal UDT does not diagnoses SUDs

— Send the right tests for the right drugs
* Oxycodone and metabolites
* Clonazepam
e Ethyl glucuronide or sulfate for alcohol
* Cocaine test is reliable

* Repeat testing is frequently necessary to get a
real sense of what’s going on
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NALOXONE
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Naloxone

e “Clinicians should incorporate into management plan
strategies to mitigate risk, including considering offering
naloxone” for patients at increased overdose risk,
including:

— Hx previous OD

— Hx SUD

— Higher dose opioids (250 MME/day)
— Concurrent benzodiazepine use

LS COPIC
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Naloxone types

Intranasal

"
*,

%
£

Evzio auto-injector Injectable
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Naloxone in primary care

e Safety net primary care clinics
* Nearly 2000 patients
* 38.2% prescribed naloxone

* 47% decrease in opioid-related ED visits per
month

* 63% fewer visits at one year

-
!&?M&géiﬁ'&et al. Annals Int Med 2016
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SO WHAT DO WE DO IF WE'RE NOT
PRESCRIBING OPIOIDS?
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Quiz Question

* |In a 12 week study of neck pain, which of the
following modalities was found to be the least
effective?

A) Spinal manipulation therapy

B) Medications, including NSAIDs/APAP, and
muscle relaxant or opioids for non-
responders

C) Home exercises with advice
IL@ COPIC Ann Intern Med. 2012;156:1-10 60
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The focus is away from medications
Annals of Internal Medicine’

LATEST  ISSUES  CHANNELS ~ CME/MOC  INTHECLINIC  IOURNALCLUE  WEBEXCLUSIVES  AUTHOR INFO

JPRIVARTICLE  THISESSUL  NILXT ARTILE

2t
CLINICAL GUIDELINES 4 APRIL 2017

Noninvasive Treatments for Acute, Subacute, and Chronic Low
Back Pain: A Clinical Practice Guideline From the American

College of Physicians
Amir Qaseern, MD, PhD, MHA; Timaothy J. Wilt, MD, MPH; Robert M. McLean, MD; Mary Ann Forciea, MD; for the
“linical Guidelines Commities of the American Callege of Physicians (*)

e “Given that most patients with acute or
subacute LBP improve over time regardless of
treatment, clinicians and patients should select
non-pharmacologic treatment with superficial
heat, massage, acupuncture, or spinal
manipulation.”
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The focus is away from medications
Annals of Intenal Medicine

LATEST  ISSUES  CHANMELS  CMEMMOC  INTHECLINIC  JOURNALCLUB  WEB EXCLUSIVES  AUTHOR INFD

+PREVARTICLE | ThilS BSLE  NEXT ABTMCLE

CLINICAL GUIDELINES & APRIL 2017

Noninvasive Treatments for Acute, Subacute, and Chronic Low

Back Pain: A Clinical Practice Guideline From the American
College of Physicians

Amir u'lun'n:l.\:l:',llhll, MHA; Timathy |, '.\.'i.'l,.\il:'I .HJ*Jl’, Robert M. JHn'.u'r.'r.'I MD; Mary Ann Forciea, ML, for the
Clinical Guidels mittes of the American College of Physicians (*)

. “For.. chronlc Iow back pain...select
nonpharmacologic treatment with exercise,
multidisciplinary rehabilitation, acupuncture,
mindfulness-based stress reduction, tai chi,
yoga, motor control exercise, progressive
relaxation, EMG biofeedback, low-level laser
therapy, operant therapy, cognitive behavioral
therapy, or spinal manipulation.”
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Multidisciplinary rehab

* Bio-psycho-social model
— Synonyms: multi-modal, comprehensive, interdisciplinary
* Defined as including at least 2 different medical
specialties
— Typically include MH professionals and physical therapists
— May also include PMR, Ortho, NS, nursing, CAM modalities

* “Sports medicine” approach to physical disability

* Avoids passive modalities
* Goal of restoring physical capacity

* “Crisis intervention” approach to chronic psychosocial
factors

Kamper et al. BMJ 2015

LS COPIC
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Multidisciplinary biopsychosocial rehabilitation for
chronic low back pain: Cochrane systematic review

and meta-analysis

LS COPIC

Better Medicine « Better Lives

41 studies/6858 subjects

Rehabilitation included physical component
plus:

— Psychological component and/or

— Social or work-targeted component

Rehab delivered by professionals from at
least two different healthcare backgrounds

Compared with non-multidisciplinary
intervention



The new way to assess pain

Pain: Assessment, Non-Opioid Treatment Approaches . .
Sl et e Determine the pain
= o) generator

e Assess function, quality
of life

e Assess behavioral
health co-morbidities

e Set self-management
goals using shared
decision-making

LKSCOPIC |
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The new way to treat pain

Pain Treatment Plan Algorithm
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Psychotherapy
CAM

Physical rehabilitation
modalities

Interventional
treatment

Pharmacologic
treatment



onh-opioid pain managemen
home points
* The focus is firmly away from pharmacology

and towards physical and psychological
therapies

* |nvolve the patient, set self-management
goals

* “Alternative” therapies are no longer
alternative but are first-line, standard of care,
and evidence-based (sometimes)
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Summary

* Opioid overdose deaths continue to rise, driven
largely by illicit use

* We still prescribe far more opioids now than in
decades past, and the trend is towards (much)
tighter prescribing
— Insurers, legislators, and guidelines are driving this

* Pain management now focuses on
biopsychosocial model & non-pharm treatment

LS COPIC .
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» Safe opioid prescribing

isn’t difficult but

requires a lot of time

& a lot of steps

— CDC guidelines have the
largest footprint and are
straightforward

— CO Quad Board policy
recently updated

LS COPIC
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Summary
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MARIJUANA FOR PAIN
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Marijuana for pain

* Best evidence for neuropathic pain

— 5 systematic reviews; best is Whiting et al. 2015
— 28 RCTs/2,454 participants

e 17 trials neuropathic pain
e Other pain states: MSK, RA, cancer pain, MS

— Effect size similar to other neuropathic agents
e NNT: 3.2

* Also fair quality evidence for spasticity
treatment

The Health Effects of Cannabis and Cannabinoids: The Current State of Evidence

IL@ Co PIC and Recommendations for Research, National Academies Press 2017
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Interrupted time series
design, 2000-2015

0.7 deaths/month
reduction in opioid-
related deaths (Cl -1.34
to -0.03)

Legalization associated
with short-term
reductions in opioid-
related deaths (-6.5%)

Consistent with JAMA
Internal Medicine study
(Bachhuber et al 2014)
showing 25% reduction
in death in multiple
states

LS COPIC
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ecreational marijuana and o
deaths

A]DI-I

AMITICAR PUBLIC MEALTH A3SECIATION

Home » American Journal of Public Health (AJPH) » November2017
Recreational Cannabis Legalization and Opioid-Related Deaths in Colorado, 2000-

Melvin D. Livingston PhD), Tracey E. Barnett PhC, Chris Delcher PhD, and Alexander C Wagenaar PrD
[+] Author zffilations, information, and correspondence details

Abstract Full Text References Supplements PDF PDF Plus



should we prescribing mariju
pain?
* 133% increase in pediatric ED visits for
marijuana intoxication

* “Priming” phenomenon?

— COT patients who test positive for marijuana on
urine toxicology more likely to have another drug
present in the future
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