What We Can Do With
Our Anesthesia

Ruchir Gupta, MD, MCR, FASA
Associate Professor of Anesthesiology
Stony Brook School of Medicine

Disclosures

¢ [ have funding unrelated to this topic from Merck

- ——

= —

Why Does it Matter What We Do?

State of Current crisis

© The United States (US) makes up approximately 4% of
the world’s population but consumes about 80% of the
world’s supply of opioids with the number of opioid
prescriptions quadrupling between 1999 and 2014

State of Current crisis

State of Current crisis

© The United States (US) makes up approximately 4% of
the world’s population but consumes about 80% of the
world’s supply of opioids with the number of opioid
prescriptions quadrupling between 1999 and 2014

© During this time period, the number of drug-related
deaths has surpassed motor vehicle collisions to
become the leading cause of accidental death 2
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State of Current crisis

© The United States (US) makes up approximately 4% of the
world’s population but consumes alg)out 80% of the world’s
supply of opioids with the number of opioid prescriptions
quadrupling between 1999 and 2014"

© During this time period, the number of drug-related deaths has
surpassed motor vehicle collisions to become the leading cause
of accidental death >

1. Stone AB, Wick EC, Wu CL, Grant MC. The US opioid crisis: a role
for enhanced recovery after surgery. Anesth Analg.
2017;125(5):1803-5.

2. Rudd RA, Aleshire N, Zibbell JE, Gladden RM. Increases in drug and
opioid overdose deaths—United States, 2000-2014. MMWR Meorb Mortal
Whkly Rep. 2016;64:1378-82.
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© >80% of heroin users reported the nonmedical use of
opioid pain relievers prior to heroin initiation

© with 42% to 71% of all the opioid tablets obtained by
surgical patients being unused.

8
—Zeroing on the Source of llicit
Opioids
© Unconsumed prescription opioids are a major source
© >80% of heroin users reported the nonmedical use of
opioid pain relievers prior to heroin initiation
10

. Sl //
— Zeroing on the Source of lllicit
Opioids

* Unconsumed prescription opioids are a major source

© >80% of heroin users reported the nonmedical use of opioid pain
relievers prior to heroin initiation

 with 42% to 71% of all the opioid tablets obtained by surgical
patients being unused.

Bicket MC, Long 1, Pronovost PJ, Alexander GC, Wu CL.
Prescription opioid analgesics commeonly unused after surgery: a
systematic review. JAMA Surg. 2017;152(11):1066-71.

Jones CM. Heroin use and heroin use risk behaviors among

nonmedical users of prescription opioid pain relievers - United

States, 2002-2004 and 2008-2010. Drug Alcohol Depend. 2013;132(1-2):95-
100.

11

12




e

~—Zeroing on the Source of lllicit
Opioids
* analysis of a nationwide dataset of US adults aged 18 to
64 years without opioid use in the year prior to surgery
(n = 36,177 patients) found rates of new persistent
opioid use ranging from 5.9% to 6.5%

Brummett CM, et al. JAMA Surg.
2017;352(6):€170504

~—Zeroing on the Source of lllicit
Opioids
© analysis of a nationwide dataset of US adults aged 18 to
64 years without opioid use in the year prior to surgery
(n = 36,177 patients) found rates of new persistent
opioid use ranging from 5.9% to 6.5%
Brummett CM, etal. JAMA Surg.
2017;152(6):€170504
° new persistent opioid use after surgery is common and
should be treated as a surgical or post-anesthesia
complication
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Economics of Opioid Use

© A direct comparison of opioid vs. opioid sparing
techniques examined 24 published studies (3,000
operative cases)

13
Economics of Opioid Use
15

Economics of Opioid Use

© A direct comparison of opioid vs. opioid sparing
techniques examined 24 published studies (3,000
operative cases)

* Cost savings due to a decrease in not only length of
stay but also the number of hospital personnel needed
to monitor a patient on a typical opioid treatment
plan.

Philip BK at al. The economic impact of opioids on postoperative pain
management. J Clin Anesth. 2002;14:354-64.
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~ Economics of Opioid Use=

Patient Experienci:

Patient Satisfaction

Increased length of stay, supplies,
staffing

Departure from best recognized
practice
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Economics of Opioid Use

A claims study with >37,000 patients from 26
hospitals
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Economics of Opioid Use

* A claims study with >37,000 patients from 26
hospitals

* 13.6% of patients had adverse drug event (ADE)
related to opioid administration

® Accounted for a 47% higher hospital cost vs. those
patients without an opioid related adverse event.

Kessler ER, Shah M. Pharmacotherapy. 2013;33(4):383-91.
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Opioid Use in Amb Surg

© Data suggests that persistent opioid usage risk is the
same in minor/outpatient procedures as it is in major
procedures with about 6% of patients continuing to fill
opioid prescriptions greater than go days after the
surgery.
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Economics of Opioid Use
© A claims study with >37,000 patients from 26
hospitals
® 13.6% of patients had adverse drug event (ADE)
related to opioid administration
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Opioid Use in Amb Surg
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New Persistent Opioid Use After Minor and
Major Surgical Procedures in US Adults

¢ The incidence of new persistent opioid use was similar between the 2
groups (minor surgery, 5.9% vs major surgery, 6.5%; odds ratio, 1.12; SE,
0.06; 95% C1, 1.01-1.24). By comparison, the incidence in the non-operative
control group was only 0.4%.

* JAMA Surg. 2017 Jun 21;152(6)

> a4 6 & 10 12 1a
Incidence of New Opioid Use, %
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Why?

Possible reasons?
» 1. Too much intraoperative opioid use?
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Possible reasons?
» 1. Too much intraoperative opioid use?
« 2. Lack of multimodal analgesia?
« 3. Inadequate use of regional nerve blocks?

29

o i
Why?
Possible reasons?
26
S /¢/
Why?
Possible reasons?
» 1. Too much intraoperative opioid use?
« 2. Lack of multimodal analgesia?
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Regional NB and Opioid Use
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Regional NB and Opioid Use

 Data consistently confirmed that a local anesthesia
based regional technique will lower perioperative
opioid consumption

Femoral NB and Opioid Use

Cumulative Morphine Consumption at 48 Hours

iy e PN

L I S S N 4 5
Favours First Drug Favours Second Drug

Anesthesiology 2010;113:1144-62
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Interscalene NB and Opioid Use

Mean Difference Mean Difference
Study or Subgroup IV, Random, 95% CI W, Random, 95% C1
10.1.115Bvs Control
Winnard 1994 -16.90 F19.91,-13.69) -
Nisar 2008" 11.10[13.89,-8.21] -
DeMareo 20117 -17.66 [-20.68,-14.43] -
Lehrann 201477 10,1 -
Sublotal (99°% CI) 45]

-
Heterogeneity. Taw?= 54.13; Chi* = 88.07, df= 3 (P = 0.00001), F= 87%
Testfor overall effect Z=3.23 (P=0.001)

+10

Fawnre ISR Favare Canfral

Anesth Analg 2015;120:1114-29
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Opioid Consumption
Study name Difference in means and 99% CI
TAP
BlockControl
Albrecht ref 28 7 30 -
Walter ref 30 3 x2
Kane ref 32 8 28
DeQliveira(Hysteractomy) 1 ref 34 2 12
DeOliveira(Hysterectomy) 2 ref 34 2 12
DeOliveira(outpatient) 1 ref 35 24 12 -
DeOliveira(outpatient) 2 ref 35 23 12 E 3
El-Dawlally ref 37 2 2t
Hosgood ref 33 4 22
21 181
41200 600 000 600 1200
Favors TAP block Favors Control
Anesth Analg 2014;118:454-63
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Study 1

¢ Looked at 6695 patients undergoing shoulder arthroplasty
* Billing data to identify the use of nerve blockade
* Regression to estimate association between nerve blockade
and 2 measures of opioid use
» Having filled at least 1 RX for opioid between POD o0-9o
and between POD 91-365
* Result: No association between nerve blockade and
persistent opioid use at POD o0-go or POD 91365

Anesth Analg 2017;125:1014-20
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Study 2

* 120,080 patients undergoing TKA

* Billing data to identify the use of nerve blockade

* Analyzed effect of nerve blockade and risk of
chronic opioid use (filled =10 RXs or 2120 days’
supply for an opioid in the 1 postsurgical yr)

* No association between nerve blockade and risk of
postsurgical chronic opioid use

Anesth Analg 2017;125:999-1007
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—Does YV intraoperative opioids
* cause W addiction

* 2 studies suggest a lack of association between usage
of NB and risk of persistent opioid use

« Anesth Analg 2017;125:999-1007
« Anesth Analg 2017;125:1014-20
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90-365 days, Unadjusted
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WHY does \ Intraoperative Opioid
Usage NOT Cause \V Addiction

© Opioid addiction related to prescribing practices, not
perioperative opioid use
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Patterns of Opioid Prescription and
Use After C-Section Delivery

60-

Plot of the
relationship
between the
number of
tablets of opioid
analgesic
dispensed after
discharge from
cesarean delivery
and the number
of tablets
consumed

8

40
Tablets dispensed (n)

Obstetrics & Gynecology130(1):20-35, July 2017.
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WHY does \ Intraoperative Opioid
Usage NOT Cause \ Addiction

Preoperative
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" Patients at Risk: Large Opioid Prescriptions
After Total Knee Arthroplasty

® 105 patients reviewed retrospectively with at least 1
year follow up

® Quantity of opioids prescribed after TKA varied
widely, ranging from a total MED of 273- 3250 mg

© Refill rate did not differ between large prescriptions
(1400 mg) and smaller prescriptions

© Excessive opioid prescriptions should be avoided as

they did not decrease the number of refills and pose

the risk of divergence and subsequent abuse
The Journal of Arthroplasty 32

(2017) 2395-2308
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Room

+/- Anxiolysis Blocks
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Room

+/- Anxiolysis Blocks
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?

Room

+/- Anxiolysis Blocks Non-opioid
analgesics
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"~ Role of the Ambulatory
Anesthesiologist

~WHY does \ Intraoperative Opioid
Usage NOT Cause \V Addiction

Room

+/- Anxiolysis Blocks Non-opioid
analgesics
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Surgeons prescribing, no
role by anesthesia

N

Room

+/- Anxiolysis Blocks Non-opioid
analgesics
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® Variability in opioid prescribing

59

60




=

— e
— What We Can Do With Our
Anesthesia?

Variability in opioid prescribing

Total amount prescribed
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Variability in opioid prescribing
Total amount prescribed

Number of prescription refills can be reduced by
standardizing prescribing after orthopedic surgery

J Hand Surg Am. 2015;40:341-346
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Variability in opioid prescribing
Total amount prescribed

Number of prescription refills can be reduced by
standardizing prescribing after orthopedic surgery

J Hand Surg Am. 2015;40:341-346
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Anesth Analg. 2017 Nov;125(5):1704-1713
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— What We Can Do With Our
Anesthesia?

(1) Guidelines for managing patients who are opioid
tolerant and/or have a substance abuse disorder;
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Anesth Analg. 2017 Nov;125(5):1704-1713
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~— What We Can Do With Our

Anesthesia?
(1) Guidelines for managing patients who are opioid
tolerant and/or have a substance abuse disorder;

(2) Education programs for patients, emphasizing the
role of opioids in recovery after elective orthopedic

surgery;

Anesth Analg. 2017 Nov;125(5):1704-1713
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~— What We Can Do With Our
Anesthesia?

® (1) Guidelines for managing patients who are opioid
tolerant and/or have a substance abuse disorder;

® (2) Education programs for patients, emphasizing the
role of opioids in recovery after elective orthopedic
surgery;

® (3) Education programs for prescribers of controlled
substances, including clinical and regulatory aspects;

Anesth Analg. 2017 Nov;125(5):1704-1713
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~— What We Can Do With Our
Anesthesia?

® (1) Guidelines for managing patients who are opioid
tolerant and/or have a substance abuse disorder;

® (2) Education programs for patients, emphasizing the
role of opioids in recovery after elective orthopedic
surgery;

® (3) Education programs for prescribers of controlled
substances, including clinical and regulatory aspects;

® (4) The development of surgery-specific prescribing
recommendations for opioid-naive patients;

¢ (5) Mechanisms to modify prescribing habits to limit

unnecessary prescribing of controlled substances
Anesth Analg. 2017 Nov;125(5):1704-1713
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¢ (1) Guidelines for managing patients who are opioid
tolerant and/or have a substance abuse disorder;
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~— What We Can Do With Our
Anesthesia?

® (1) Guidelines for managing patients who are opioid
tolerant and/or have a substance abuse disorder;

Obtaining prescriptions from multiple sources and locations
Use of illegal drugs or controlled substances not prescribed for the patient
Resistance to changing medications despite deterioration in function or significant side effects
Concurrent alcohol abuse / substance use disorder
Repeated episodes of:
+  requests for early refills of controlled substances

*  prescription loss or theft
* increasing dose without prescriber instruction

Foraging prescriptions for opioids

Aggressive demands for opioids
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® (2) Education programs for patients, emphasizing the
role of opioids in recoverv after elective orthopedic
surgery;
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® (3) Education programs for prescribers of controlled
substances, including clinical and regulatory aspects;

]
Documentation Signs of
el EDNE Mapdate Potential Misuse

Total Hip. oxycodone sme. dwds  combes . sceaminophen ingSdcdaly +  oncodoneaceaminephin /28
ChEEE L L e |
- L2
Totalknee [EESTETETIY + ol 2uesks  10tblets o acetaminophen 1000mg3-4xdaily o owycodone/acetaminoghen 5/325 mg

~— What We Can Do With Our

Anesthesia?

® (4) The development of surgery-specific prescribing
recommendations for opioid-naive patients;
SERVICE JONTARTHROPLASTY

POLICY STATEMENTPURPOSE: Promoe juiciaus prescian pracices. encourage pescbrs {0 employ consenlve opiod rescrong pracices o
hance patient saety and minimize risks of overuse & diversion

CONTENTAPPLIES TO: Post.operative inpatient & ambulatory patients wih no history of opiod dependency (chionic opicid treatmen with daily use > 6 months)

PRINCIPLES OF PRESCRIBING OPIOIDS ATDISCHARGE
Generaly, v recommend tatyourscribe cnlygn (1) shotatng g, stuatons whereyou escie v (2 shracing 0pods, e combined
number of pills should not exceed the recommended maximum o prescribe (belos

2. Do not reseie lang-acig apiis.

3. Consder dsconinang o decreasing benzudazepnes (o g Valum, Yana) wihconcurent use of picds Consl wih atiending sugeameical doctor o
pain management spcialst  patient wil take benzodiazepines and opioids du to ncreased respiratay sk

4. Do not pre-prescribe opioids for  patients discharge needs pror to the procedure.

RECOMMENDED PRESCRIBING BY PROCEDURE:

Emm it i m

hydromorphone 2mg + Every S-hoursaz  supply + meloxicam 15m ix daily, 15tab hyérocodane/acetamincphen 5/325m.
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(Chronic Pain and/or alist)

Urine toxicology screening for compliance/concordance with prescribed medications
Risk factor assessment for opioid withdrawal and difficult-to-treat pain

Develop and communicate a coordinated treatment plan with entire care team
Careful opioid dose reduction prior to surgery

Patient education and expectation setting: including who will prescribe controlled substances after
surgery and discharge from hospital

y of Surgery
Ensure suffici and i ive opioid to avoid
Provide h d d analgesics

Use regional analgesia and d local anesthetics wherever possible

Arrange post-operative follow-up with acute and/or chronic pain teams.

Postoperative (Pain Services, Transitional Care Teams)
Continue multimodal analgesic regimen, with scheduled opioid medications

Consider recovery ina monitored setting (patients at risk of sedation, respiratory depression or
anticipated high opioid requirements o intravenous analgesic infusions, including ketamine).

Use oral opioids as soon as tolerated; Intravenous patient controlled analgesia (IVPCA) should be
supervised by pain management speclalsts

blished fon: who
will prescribe opioids and how to taper backto baselme doses aﬂerd\scharge
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Thank you!
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Summary

 Regional decreases opioid usage perioperatively
 No reduction in opioid addiction and use
o Target now has to be the discharge meds

¢ Discharge meds need to be stratified by patient RF, and
education of prescribers and patients must occur

¢ The ambulatory anesthesiologist must play central role in
this process
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