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Overview

* Opioid epidemic with emphasis on prescription opioids
* Preoperative opioid use and outcomes
* Feasibility of tapering
* Risk assessment
+ Pain management consultation
* Tools to limit opioid exposure and risk for opioid use disorder
 Intraoperative (ERAS, multimodal, regional)
* Postoperative (transitional pain clinic, discharge tools, MOPiS)

Opioid Epidemic

* Recognized within the past few years as a major public health concern
* Massive amount of research funding available
* Public policy initiatives
* Role of the anesthesiologist seems relatively underexplored
* Minimizing or optimizing opioid exposure through ERAS protocols
 Pain specialists instrumental in tougher cases of already opioid tolerant
patients
* We are in a unique position to have the ability to manage a patient’s pain
while minimizing opioid exposure

Opioid Epidemic — CDC stats

* 218,000 Americans died from overdoses related to prescription
opioids from 1999 to 2017
* 46 people die everyday from overdoses involving prescription opioids
* 48.5 million Americans have used illicit drugs or misused prescription
drugs
* 70,237 drug overdose deaths occurred in the U.S. in 2017
* Rate of overdose deaths increased significantly by 9.6% from 2016 to 2017
* Opioids (mainly synthetic opioids) are currently the main driver of drug
overdose deaths
* 67.8% of all drug overdose deaths in 2017
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Trends in Annual Opioid Prescribing Rates by Overall and
High-Dosage Prescriptions

Rx Trends

- Overall opioid prescribing rate in

US peaked and leveled off from S
2010-2012 and has been declining 2x
since 2012 Jus———= = ===

il i—
+ Amount of MME prescribed per o 2 2
person is still ~3x higher than in 1999 Year
- >19% reduction in annual B st B g @
prescribing rate from 2006 to 2017
« Healthcare providers are getting the staTable
message!

Total number and rate of opioid prescriptions dispensed, United States,

2006-2017
Total Number of Prescribing Rate
Year
Prescriptions Per 100 Persons
2006 215,917,663 724
2007 228,543,773 75.9
2008 237,860,213 782
2009 243,738,090 795
2010 251,088,904 812
2011 252,167,963 80.9
2012 255,207,954 813
2013 247,090,443 78.1
2014 240,993,021 756
2015 226,819,924 706
2016 214,881,622 66.5
2017 191,218,272 58.7

Deaths from prescription opioid overdose

* For people who died from prescription opioid overdose in 2017
* Overdose rates significantly increased among people over age 65
* Rates higher among non-Hispanic whites and American Indian or Alaskan
Natives, compared to non-Hispanic blacks and Hispanics
+ Rate of overdose deaths by gender

* Males: 6.1 per 100,000
* Females: 4.2 per 100,000

« Highest rates in West Virginia, Maryland, Kentucky, Utah
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Most common drugs involved

* Methadone
« Extremely long and variable half-life (8-59 hours)

* Oxycodone (such as OxyContin or Percocet)
* Hydrocodone (such as Vicodin or Norco)

Lake of Opioids

* For many patients with opioid use disorder, initial exposure occurs in
the perioperative period
« If the quantity isn’t sufficient — phone call
« If the dose isn’t high enough — phone call

* Best method to avoid phone calls
* Prescribe more than what is needed
« Average amount needed
* What is enough

« One standard deviation over average?
+ Two standard deviations?
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Source of opioids for non-medical use

More than One Doctor (26%) _Free from Friend!
Relative (53.0%)

One Doctor (21.2%)

Source Where FriendRelative Obtained
One Doctor (83.8%)

Other' (4.3%)
Internet (0.1%)

Drug Deale
Stranger (4.3%)

Bought/Took from
Friend/Relative (14.6%)

FriendRelatve (49%)
rug Dealer
Stranger (1.4%)
Bought on Intemet (0.3%)

Opioids Prior to Surgery

Annals of Surgery: April 2017

Preoperative Opioid Use is Independently Associated With
Increased Costs and Worse Outcomes After Major
Abdominal Surgery
David C. Cron, BS,* Michael J. Englesbe, MD,* Christian J. Bolton, BS,{ Melvin T. Joseph, BS,t

Kristen L. Carrier, BS,} Stephanie E. Moser, PhD,} Jennifer F. Waljee, MD, MPH, MS,S Paul E. Hilliard, MD,}
Sachin Kheterpal, MD, MBA,  and Chad M. Brummett, MDY
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Opioids Prior to Surgery

Annals of Surgery: April 2017
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Opioids Prior to Surgery

The Spine Journal 2018

THE
s SPINE
= JOURNAL
ELSEVIER -
Clinical Study

Chronic preoperative opioid use s a risk factor for increased
complications, resource use, and costs after cervical fusion
Nikhil Jain, MD*, John L. Brock, BA®, Frank M. Phillips, MD", Tristan Weaver, MD",
afdar N. Khan, MD*

“Permtman Schol o Medice. Uniersey of Peasyvana, 40 Co Ceier Bivi Phiiephia, PA 19104, USA
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Opioids Prior to Surgery

The Journal of Arthroplasty 2016

Conters st avalabl st Sciarcaiect

The Journal of Arthroplasty

journat omep

Allicd Heakh
Preoperative Reduction of Opioid Use Before Total @c,_w,‘
Joint Arthroplasty

Long-Co L Nguyen, BA, BS *, David C. Sing. BS *, Kevin J. Bozic, MD, MBA ™
Uity of Gt s s St Mt S e,k

Opioids Prior to Surgery

The Journal of Bone and Joint Surgery 2019

Prediction of Complications, Readmission, and
Revision Surgery Based on Duration of Preoperative
Opioid Use
Analysis of Major Joint Replacement and Lumbar Fusion

Nikhil Jain, MD, John L. Brock, BA, Azeem Tariq Malik, MBBS, Frank M. Phillips, MD, and Safdar N. Khan, MD

Investigation performed at The Ohio State University Wexer Medical Center, Columbus, Ohio
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Fig. 1
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Preoperative Opioid Tapering Preoperative Opioid Tapering

* Opioid withdrawal +ID patients at high risk for post-operative analgesic related
*Increased pain complications

* Psychological burden * Taper over 2 weeks to 6 months

*TIME and RESOURCES * Longer tapers of 18-24 months in select patients

*10% reduction every 1-2 weeks
*Once 1/3 reduced, 5% reduction every 1-2 weeks

25 26
Preoperative Opioid Tapering Preoperative Opioid Tapering
* Decrease 10% original dose every 5-7 days *We need a team approach:
* After 30% decrease, 10% weekly reduction from the remaining - Surgeons
dose - Primary care physicians
— Addiction specialists
— Anesthesiologists
27 28
What about the refills??? Postoperative Prescriptions

JAMASurgery | Oignavescgaton
New Persistent Opioid Use After Minor
and Major Surgical Procedures in US Adults

29 30



Over Prescribing

Excess pills are a readily available source for non-medical use

Postoperative Prescriptions

* Surgeons Tend to Overprescribe

*>50% of pts use <5 pills
JAMA Surgery | Review . . .
* Average Prescription = 30 pills

Prescription Opioid Analgesics Commonly
Unused After Surgery

A Systematic Review .

Ot Wy TR0 RS b « On average,
. 19 pils
% per patient
I were unused.
*

,,,lll-l_
05

610 1115 1620 2125 2630 231
Number of pils used
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Over Prescribing Can Lead to Diversion .
& MOPIS
MOPiS: A Comprehensive Solution

* Diversion is Common

Sources of Prescription Painkillers Among Past-Year Non-Medical Users*

* Diversion = >70% of Non-
Medical Use

« Diversion is non-medical use
of legally prescribed
prescription medication

Select Inpatients
(ERASY)

Screen and

ERpas Monitor
i

Prescribe Responsibly
p
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Background: The United States is in the midst of an opioid epidemic. In response, our
institution developed the Minimizing Opioid Prescribing in Surgery (MOPiS) initiative.
MOPIS is a multicomponent intervention including (1) patient education on opioid
safety and pain management expectations; (2) clinician education on safe opioid pre
scribing; (3 prescribing data feedback; (4 patient risk screening to assess for addictive
behavior; and (5) optimizations to the electronic health record (EHR). We conducted
preintervention formative evaluation to identify barriers and facilitators to
implementation.

Materals and methods: We conducted 22 semistructured interviews with key sta
holders (surgeons, nurses, pharmacists, and administrators) at six hospitals within a
single health care system. Interviewees were asked about perceived barriers and
facilitators o the components of the intervention. Responses were analyzed to
identify common themes using the Consolidated Framework for Implementation
Research

Results: We identified common themes of potential implementation barriers and
classified them under 12 Consolidated Framework for Implementation Research do

MOPIS MOPIS

Minimizing Opioid Prescribing in Surgery (MOPiS)
Initiative: An Analysis of Implementation Barriers

Julia M. Coughlin, MD," Meagan L. Shallcross, MPH,"
Willemijn L.A. Schfer, PhD,” Barbara A. Buckley, RN, MS,”
Jonah J. Stulberg, MD, PhD, MPH,*" Jane L. Holl, MD, MPH,**

Studies, Northwestern University Feinberg School of Medicine, Chicago, Illinois
® Northwestern Medicine, System Clinical Performance, Chicago, Illinois
©Department of Pediatrics, Ann & Robert H. Lurie Children’s Hospital of Chicago, Chicago, Illinois

Karl Y. Bilimoria, MD, MS,*" and Julie K. Johnson, MSPH, PhD**

#Surgical Outcomes and Quality Improvement Center (SOQIC), Department of Surgery and Center for Healthcare

mains and three intervention domains. Time and resource constraints (needs and re.
sources), the modality of educational material (design quality and packaging), and
prescribers’ concern for patient satisfaction scores (external policy and incentives)
were identified as the most significant structural barriers. Resident physicians, phar-
‘macists, and pain specialists were identified as potential key facilitating actors to the
intervention.

Conclusions: We identified specific barriers to successful implementation of an opioid
reduction initiative i @ surgical setting. In our MOPS initative, a preintervention forma.
tive evaluation ensbled the design of strategies that wil overcome implementation bar
iers specific to the components of our nitiative.

35

36




Patient
completed risk

Preoperative Risk Assessment curvey

Provider script for risk screening
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Setting Expectations
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Optimizing Perioperative Practices: Non-Opioid
Alternatives

Standardized
Preoperative «Acetaminaphen (Tenal) 1,000mg
P rOtO co I S (3 hours before e bl

“Gabapentin 300mg (optional)
surgery)

«Infitration of ocal anesthetic recommended prior to incsion

Perioperative

opiold use

Post-operative

(Days 1-3)
Post-operative « Acetaminophen (Tenol) 1,000 every § hours,as needed
(Days 4-7) ‘«Gakiapertin 300mg every 8 hows
Post-operative + Gobapentin 300mg every 8 hours
(Days 8-14) + lbuprofen (Motrin) 600 mg every 6 hours, as needed
Lowering Default i
ge p| P! of opioid and oo hoscpteciony 5
ioi ics after Q iti e 5
surgical procedures ua ntltles =
:
:
e s s Realign pill quantities with [z x
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G u|d el | n e Exa m ples nigmountain | 4 cute Pain Opioid Prescribing Guidelines

GUDELINES st s

The James A. Rand Young Investigator's Award:
Large Opioid Prescriptions Are Unnecessary After
Total Joint Arthroplasty: A Randomized Controlled
Trial N\

Article in Press: Corrected Proof

Charles P. Hannon MD, Tyler E. Calkins BS, Jefferson Li BS, Chris Culvern MS, Brian Darrith MD, Denis
T pa— Nam MD, MS, Tad L. Gerlinger MD, Asokumar Buvanendran MD and Craig J. Della Valle MD

Joumal of Arthroplasty, The, Copyright ® 2019 Elsever Inc.
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Table 2
Pain and Opioid-Related Outcomes.

00w Pvalue 000w

Total MEQ consumed whle m the rosial (1) 722:559) I 16 :389)

Mean MEQ consumed after discharge per day (mg/d) . .
Day 1.3 afer discharge 319(:188) o8 309(2193) Consensus Statement: Toward Opioid-Free Arthroplasty:
Week 1 aftr discharge 2:8C175) 734 1 C150) )
Week 2 aftr discharge 183 (+143) 76 185 (4165)
Weeks 3.4 afe discharge 73 Cod) 530 55 G123) A Leadership Forum

Average pain score reported
In the hospital 45(0-10) 033 40(0-8.7)" Seth Waldman, MD - Charles N. Cornell, MD - Louis A. Shapiro, FACHE - Todd J. Albert, MD -
Doz 1.3 afer divhange b f.?f% s a0 Egﬂ]or William Schairer, MD - E. Carlos Rodriguez-Merchan, MD, PhD - Ellen M. Soffin, MD, PhD -
Week 2 after discharge 31075 et 330850 Christopher Lee Wu, MD - Mark Barnes, JD, LLM - Alex Rich, MPH - Jonathan Avery, MD - Travis N. Rieder, PhD
Weeks 3-4 after discharge 22(0-6.3) 811° 22(0-84)"

Mean number of tramadol pills consumed in the first 30 d after discharge (n) 60 (0-176) 253° 56 (0-180)"

Lt day atr ischarge. Oy was consamed (2 after dicharge 5030 Sie 5030

Ptints that never took any Oyl ater ischarge (n) 53022 S 396759

MEQ. morphine equivalents; OxyIR. oxycodone immediate release.
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Prescription Education Interventions

A ChecKlist for Prescribers of Opioid Analgesia After Total Knee or Hip Arthroplasty

0 Is there a legitimate medical need for a prescribed opioid? If yes, state the need.

o Have appropriate non-opioid measures been implemented? If yes, list them.

o Ha§ the patient’s risk vbccn assessed? ORIGINAL ARTICLE
0 The state prescription drug monitoring program (PDMP) database has been checked.
© The patient’s history of substance use, mental health conditions, and sleep apnea has been documented.
o Toxicology reports, if indicated, have been reviewed.

An Educational Intervention Decreases Opioid Prescribing After

. . ) - - General Surgical Operations
o iﬁ;}u]izre;f’nst;;;irened to the service-specific guideline when choosing a medication and dosage, adhering to the adage Mauraen V. Hil, MD, Fyland S. Stucke, MD, Michalle L. McMahon, BS.y Juia L.
0 Has the patient been educated on the risks and benefits of opioid use, including safe storage, disposal, and tapering? Beeman, BS, and Richard J. Barth Jr., MD

o Has the patient received the name and phone number of the prescribing clinician?
o Have the patient and prescriber signed an opioid agreement?
o Has all of the above been documented?
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A Novel Approach to Avoidance of
Perioperative Opioids

« Short course of levodopa + naproxen
* Demonstrated to abolish pain behaviors in rodents

* Spared sciatic nerve injury — neuropathic pain model
+ Carageenan injection into paws — inflammatory pain model

Anesthesiologist’s role

 Preoperative identification of patients at risk for opioid use disorder
* ERAS protocols

* Multimodal analgesia and opioid-sparing

« Regional anesthesia/analgesia

* Post-operative discharge and prescription planning

* Role of a transitional pain service
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