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The Year was 2005

6 years before the PDMP was available

9 years before Gov. Patrick declares a
public health emergency

10 years before MHA and MMS create
prescribing guidelines

10 years before Gov. Baker convenes
opioid task force

Canary in the Coal Mine

£
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Objectives

Define how the ED is on the leading

edge to both detect opioid-related

problems and create its solutions

But first:
— Describe the epidemic

— Discuss prescribing and “burden vs. cause”

And then: Guidelines, SBIRT, Suboxone

and Naloxone
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Number of Deaths

ug Overdose Deaths by Major Drug Type,
United States, 1999-2010
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CDC, National Center for Health Statistics, National Vital Statistics System, CDC Wonder. Updated with 2010 mortality
data.

Rate

Rates of opioid overdose deaths, sales and treatment
admissions increased in parallel (US, 1999-2010)

—— Opioid Sales KG/10,000 ==Qpioid Deaths/100,000 ==Opioid Treatment Admissions/10,000

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Year

CDC/National Vital Statistics System, DEA ARCOS System, SAMHSA’s TEDS System
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Drug overdose death rates by intent by age
group, US, 2008
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MMWR / January 13,2012 /Vol.61 / No. 1

CDC Grand Rounds: Prescription Drug Overdoses — a U.S. Epidemic
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International Narcotics Control
Board 2013

Figure 13. Morphine: distribution of consumption, 2012
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For every 1 opioid overdose death in 2010 there were...

ecaaee 15 abuse treatmentadmissions
felaTeTetolal

) 08¢ emergency room visits
998000 080000000808
o0 0o

o )..“ 115 who abuse/are dependent

733 nonmedical users

$ 4, 3 5 0, 0 0 0 in healthcare-related costs

www.CDC.gov

What is the Role of the ED?
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The Joumnal of Pain, Vol 5, No & Uune), 2007: pp 460465
Avallable online 3t www.scencedirect.com

ELSEVIER

Oriemae Reponrs

Pain in the Emergency Department: Results of the Pain and
Emergency Medicine Initiative (PEMI) Multicenter Study

Knox H. Todd,* James Ducharme,” Manon Choiniere,* Cameron S. Crandall,®

David E. Fosnocht,! Peter Homel," and Paula Tanabe,** for the PEMI Study Group
“Pain and Emergency Medicine Institute, Beth krael Medical Center, New York, New York
*Department of Emergency Medicine, Atlantic Health Sciences Corporation, St. John, New Brunswick, Canada.
*Department of Anesthesiology, Faculty of Medicine, University of Montreal, Montreal, Canads.

SDepartment of Emergency Medicine, University of New Mexico School of Medicine, Albuquergus, New Mexico.
IDepartment of Emergency Medicing, University of Utah School of Madicine, Sait Lake City, Utah.

"Department of Pain Medicine and Palliative Care, Beth Israel Medical Center, New York, New York.
**Department of Emergency Medicine, Northwestern School of Medicine, Chicaga. liinais

Abstract: Pain is the most common reason for emergency department (ED) use, and ofigoanalgesia in
this satting is known to be common. The Joint C
has revised standards for pain management; however, the impact of these regulatory changes on ED pain
management practice is unknovn. This prospective, multicenter study assessed the current state of ED

pain
intensity scores of 4 or greater onan 11 tured intenviews, and
their medi abstracted. B ¥ ents at 20 US and C

icipated, On arrival, pain intensi 8/10). Pain notadin 83% of
cases; however, reassessments were uncommon. Only 60% of patients received analgesics that were
administerad after lengthy delays (madian, 00 minutes; rangs, 0 to 962 minutes), and 74% of patients
were discharged in moderate 10 severe pain. Of patients not receiving analgesics, 42% desired them;
however, only 31% of voiced such requests. that ED pain intensity is high,
analgesics are undenutilized, and delays to treatment are common. Despite efforts to improve pain
management practice, oligaanalgesia remains a problem for emergency medicine.
Perspactive: Despite the frequency of pain in the emergency department, few studies have exam-
ined this phenomenan. This study documents high pain intensity and suboptimal pain management
practices in a large multicenter ED network in the United States and Canada. These findings suggest
that there is much room for improvement in this area

We conclude that ED
pain intensity is high,
analgesics are
underutilized, and
delays to treatment are
common.

Despite efforts to
improve pain
management practice,
oligoanalgesia remains a
problem for emergency
medicine.

ok
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The Joint Commission: ‘e. 9, {4
0

The Source "

Joint Commission November 2011
Compliance Srateges Volume 9 Isue 11

The Fifth “Vital Sign” IR

Complying with Pain Management Standard PC.01.02.07

i is an inevitable part of health care. Some patients
arive at an oeganization in pin, while others may expe-
rience pain during care, treatment, of sevices—such as pa
tients undsrgoing surpery. Regardles of how his ot her pain
manifests, every patient hopes his o her heslh care experi-

ence will include interventions that will eliminate or reduce

n

Unlike other physical indicators like blood pressure and
temperature, pain cannot be quantitatively measured. The
duration and intensicy of pain vary from person to person
Therefore, organizations must have effective and interactive
pain assessment and resssessment processes that help identify
pain, point to effective treatment, and verify that implement-
o interventions work.

Provision of Care, Trearment, and Services (PC) Sundard
PC.01.02.07 directly addresses the “who, what, where, when,
and how" of the pain assessment and reassessment processes.
{See Sidebar 1 on page §). “Organizaions ofien scugple to
completely comply with this standard,” sys Jane Schete,
RN., M.5N., senior consultant for Continuous Service
Readiness at Joint Commission Resources. “In particular, they
have diffculy with reasessment and esublishing appropriare

(Camsimed om page 8

Temp
BP

O,-sat
Pain
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Mazer-Amirshahi — Academic
Emergency Medicine 2014;21:236-243

« NHAMCS - Between 2001-2010:
— Non-opioids 26.2% to 27.3%
— Painful conditions 47.1% to 51.1%

— Opioid use increased from 20.8% to 31.0%
of all visits

— Use of schedule Il 7.6% to 14.5%

Flgure 1. Percentage of Prescriptions Dispensed for Opioid
Analgesics From Outpatient US Retail Pharmacies by Age and

. e Volkow ND, et al.
- Characteristics of
opioid
prescriptions in
2009.JAMA. 2011
6;305(13):1299-
301.

6 5 10 {5 %0 25 ®» b
Prescriptions Dispensed, %
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m U.S. Food and Drug Administration www.fda.qov
Protecting and Promoting Public Health

Total number of prescriptions dispensed in the U.S. by top 10

prescribing specialties for IR and ER/LA opioids, Year 2009
SDI: Vector One®: National. Extracted June 2010.

IR Opoid Prescribers ER/LA Opioid Prescribers

M, 15.8%)

+ GP/FM/DO, and IM were top 2 prescribers for IR and ER/LA opioids
« IR opioid prescribers:

+ Dentists and EM specialists accounted for about 18 million and 11

million IR dispensed prescriptions 16

Menchine, et al

ACEP Research Forum 2014
Medical Expenditure Panel Survey

Compared with office settings, EDs had
17% less MMEs

Only 0.3% ED Rx were for >100 MME per
day vs. 2.6% in office setting

7/17/2015
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Menchine, et al

“Given the very low rate of high-dose
prescribing from the ED, policy efforts to
reduce risky opioid prescribing should
not focus on ED settings.”

POSED Study

19 Hospitals, national sample

12% of all adult patient visits result in an
opioid prescription

Vast majority were oxycodone and
hydrocodone, immediate release, 5 mg

Mean number of pills was
17/prescription

7/17/2015
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Some Math

136 million ED visits per year

12% discharged with 17 pills for
oxy/hydrocodone 5

1,387,200 grams of oxy/hydrocodone from
ED at discharge

In 2010, US consumed 38,000,000 grams of
hydrocodone and 92,500,000 grams of
oxycodone

ED discharge = 1.5% of all US opioids

Attack of the Guidelines!

L
- M

7/17/2015
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HOUSE DOCKET, NO. 2440 FILED ON: 1/15/2015
HOUSE . ... ...........No. 1969

By Mr. Golden of Lowell, a petition (accompanied by bill, House, No. 1969) of Thomas A
Golden, Jr. and others relative to the dispensing of controlled substances by emergency room
physicians. Public Health.

[SIMILAR MATTER FILED IN PREVIOUS SESSION
SEE HOUSE, NO. 3359 OF 2013-2014.]

The Commonwealth of Massachusetts

In the One Hundred and Eighty-Ninth General Court
(2015-2016)
An Act relative to 72 hour emergency prescribing.

Be it enacted by the Senate and House of Representatives in General Court assembled, and by the authority
of the same, as follows:

Chapter 94C of the General Laws 15 hereby amended by adding the following section:-

Section 50. A physician practicing in an emergency room shall not be permitted to

provide to a patient seeking emergency care more than 72 hours worth of a controlled substance

as defined by this chapter.

A A
»b

Burden Causality

7/17/2015
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Burden of Unintentional Opioid-Related Overdoses
Massachusetts, 2013

978
In addition to 978 opioid overdose Deaths
deaths, there were more than 2,000
hospital stays and more than 4,500
emergency department visits for

non-fatal overdoses in 2013.

2,008

Hospital Stays

Yokell MA. Presentation of Prescription and Nonprescription
Opioid Overdoses to US Emergency Departments. JAMA
Intern Med. 2014 Dec 1;174(12):2034-7

Table 2. Charges for Admitted and Nonadmitted Patients by Opioid Type®

/ \ Unspecified Opioid
Prescription or Multiple Types
All Overdoses Drug Methadone Heroin of Opioid®
No. of ED visits 80095 12114 21955 21807
Mo. of ED visits resulting in hospitalization® 42622 8187 5303 12 637
Mean charges for ED visit for nonadmitted patients, § 3640 3692 2421 4121
Total ED charges for nonadmitted patients, $ 137 843391 14100 201 42 898 617 39700 115
Mean length of inpatient stay, d 38 40 3.4 3.8

Total No. of hospital days 161670 33127 18 352 48 927
Mean charges of inpatient stay, § 29 497 32647 28 255 29 669
Total inpatient charges (includes ED charges of admitted 1255 625508 66 551 887 150 758 788 375432 081

patients), $

N

7/17/2015
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I I -( b l HEALTHCARE COST AND
47 UTILIZATION PROJECT

August 2014

Hospital Inpatient Utilization Related to
Opioid Overuse Among Adults, 1993-2012

Pamela L Owens, Ph.D., Marguerite L Barreti, M.S., Audrey J.
Weiss, Ph.D., Raynard E. Washington, Ph.D., and Richard Kronick,
PHD.

Introduction

Opioids, or pain medications, are commonly used to manage pain
associated with injury, iliness, or following surgery. Opioids
include both prescription pain medications, such as morphine,
codsine, fentanyl, oxycodone, and hydrocodone, as wel as illegal
drugs such as heroin * A variety of negative side effects can
occur from opicid use, including vomiting, severe allergic
reactions, and overdose.” In 2010, opioids, predominantly
were esti ta be

Agency for Healthcare
Research and Quality

Highlights

= The rate of hospital stays
involving opicid overuse among
adults increased more than 150
percent between 1993 and 2012,
By 2012, there were 709,500 total
opioid-related hospital stays

representing a rate of 295.6 stays

per 100,000 population.

1993 the national rate of

al stays involving gpiefd
overuss detwas 116.7
per 100,000 population, with the
highest rates in select subgroups:
men (144.0 per 100,000
population), people aged 25-44
years (1886 Gl 100,000

by more than 12 million people,” resulted in 425,000 emergency
department visits,* and were related to approximately 17,000
deaths.**

Opioid overdose can occur for a variety of reasons, including
accidental and defiberate misuse of a prescription (e.0., taking
more doses than prescribed), taking medication prescribed for
someone else, and combining opioids with other substances such
as alcohol.” The U.S. Department of Health and Human Services
has recognized opioid misuse and abuse as & significant public
health issue "

" Subst SA) SAMHSA
Opioid Overdase Prevention Toolkit 25 Puhaston Mo (SMAJ Yz Fockuile,
MD: Substanoe Abuse and Mental Health Senvices Administration, 2013
* SAMHSA. Results from the 2010 National Survey on Drug Use and Health: vol

1- summary of nabonal findings. Rockvile, MD SWAMSE an Menic Hoath
Services Administrason, Ofice of Applied S

m;.loas samhsa ga_ﬁMSDU)—VZMDNSDUH‘ZMUREsuIE him#2. 18, Accessed July

, 2014.

i SAMHSA The DAWN Report Highlights of the 2011 Drug Abuse Waming Network
(DAWN} Findings on Drug-Related Emergency Depariment Visits. February 22. 2013
Rockville, MD- Substance Abuse and Mental Health Services Adminstration, Center
for Behaworal Health Statrstics and Quali

hitpuens A UDAWN 127/sr127-DAWN-hi Accessed
July 15. 2014

* Jones CM. Mack KA, Paulozzi LJ. Pharmaceutical overdose deaths, United States,

), and people living

the Northeast (264 0 per 100,000
population).

= By 2012, hospital stays involving
opioid overuse had increased by
approximately 150 percent, with
the largest rates of increase
among subgroups with relatively
lower ratss in 1993 (women,
people aged 85 years and oider,
and people living in the Midwest).

= In 2012, rates for various age
groups were much more similar,
the Northeast was no longer a
notable outlier, and rates for men
and women were nearly equal.

= Medicaid had the largest
proportion of stays involving
opioid overuse (43 percent) in
1993, but Medicare had the
largest annual increase over time.
By 2012, Medicaid and Medicare
sach were billed about one-third
of all opicid-related stays.

However...

7/17/2015
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EMERGENCY

PHYSICIANS i i i

MONTHLY

What’s Your Pain Care

Philosophy?

by Greg Henry, MD on March 9, 2009

“Whenever I wonder whether I should
or shouldn’t be giving a dose of pain

medication, I always remember this: I've

never created an addict by giving one
shot of pain meds, and I've never cured
an addict by withholding it. These are
complex issues and I can’t always sort
them out in the emergency
department.”

ED Prescription Opioids are a Frequent
Initial Exp Preceding Addicti
Rachel M. Ancona', Megan M. Butler!,
Gillian A. Beauchamp®, Cyrus K. Yamin', Erin
L. Winstanley', Kim Ward Hart', Andrew H.
Ruffner’, Shawn W. Ryan’, Richard J. Ryan’',
Christopher J. Lindsell', and Michael S.
Lyons!

"University of Cincinnati, Cincinnati, OH;
“Oregon Health Sciences University, Portland,
OR

Background: Pharmaceutical opioids are the primary driver behind
dramatic increases in drug overdose deaths. Although this health crisis
coincides with an increase in opioid prescribing, we do nol know o
what extent opioid prescribing plays a role by supplying those already
suffering from addiction or by prompting new addiction after medical
exposure (iatrogenic addiction).

Objectives: This exploratory study aimed primarily to estimate the
proportion of persons abusing opioids whose self-reported initial
exposure o opioids was medical and derived from ED care, and
secondarily to estimate the proportion of such patients with increased
risk for addiction prior to their first opioid exposure.

Methods: This cross-sectional pilot study enrolled a convenience
sample of patients in an urban, academic ED from April 2014 to July
2014. Eligible patients had self-reported or physician-identified opioid
abuse, defined as opioid use for a non-medical purpose. Survey:
administered to identify self-reported: 1) circumstances of ini
exposure, 2) timing and nature of subsequent opioid use, and 3) risk
factors for developing addiction thal were present prior o initial
exposure, such as illicit substance use and alcohol or drug abuse
treatment. Analysis was descriptive.

Results: OF 84 eligible patients, 59 {70%) consented. Mean age was
34 (5D 11), 56 (95%) were while, and 33 (56%) were male. Medical
opicids were reported as the initial exposure by 35/59 respondents
(59%, 95% CI 47%-71%). and for 10/35 (29%, 95% CI 16%-46%), the
prescription came from an ED. At least one risk factor was present in
28/35 (80%) of medically exposed patients, 27/35 (77%) reported illicit
substance use and 4/35 (11%) reported alcohol/drug abuse treatment
prior to initial opioid exposure.

Conclusion: In this preliminary study, over one-half of patients with
opioid abuse reported an initial medical exposure, many of which were
from emergency providers vated risk for addiction may be
identifiable at the time of initial exposure, These findings indicate the
need for urgent study of how frequently and under what circumstances
iatrogenic addiction occurs.

7/17/2015
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Opioid Prescribing in Emergency Departments
The Prevalence of Potentially Inappropriate Prescribing and Misuse

Joseph Logan, PhD, MHS Ying Liv, PhD, Leonard Paulozzi, MD, MPH,
Kun Zhang MS, and Christopher Jones, PharmD, MPH

a\'\(\
e o(),‘-}i Op‘\o'\d
(¢)
gD s use % oud
n Key Words: ~ . _¢DS Li\o (aﬂ\s
Objective: Emergency departments (EDs) routinely provide care pract: S-\Cc_, ) e co! 9‘0%
for patients secking treatment for painful conditions; however, they . a“a\%e . nES fof '\‘0(\(\?2. \“se-
are also targeted by people secking opioid analgesics for - \O\ '\de\\“ o ed\c'a
. g . i £ o9 GV d(u?, W\
medical use. This study determined the prevalence of * .\“%0 _suse 1of o nO .
potential ED opioid misuse and inappmpriaf‘ esd\‘o o\l o SC(\Q“ c 1% O _.cription opioid analgesics, alon
by ED providers in a large, commers’ e 9 ﬁ'ﬁ‘“ (e~ . 6 X0€ " on with benzodiazepines, accounts fo
PR e X O o™ 0 ; T ]
X i e \S da‘a A\ ) e(ed\'\ _. proportion of prescription drug overdose fatalj
Research Design ang \Y\S‘ \‘L\ ne e\ .“\N‘(\\\ _ e United States,'™ and overdose deaths involving th
Healti MarketSy \0 50‘“ ,—(m\\’\\m a(\(\ o W0 £ drugs are increasing annually.>** Common opioid analge
encolless aged } EDS oW el - involved in these deaths include methadone, hydrocodd

appropriate use 1 xef m eS\cS N 3\.\3“ .apping by one
week or more; ove g\ 2\ “ea _otiazepine prescriptions;
high daily doses (= e\ E - mulligram equivalents); long-act-
ing/extended-release —x) opioids for acute pain, and overlapping monly involved in overdoses, are used as antianxiety age]
LA/ER opioids. Analyses were stratified by sex. sedativer kementinn wasnala enlnvnaba and ke s

Results: We identified 400,288 enrollees who received at least one A Logan J, Liuy, Paulozzi L, Zhang K, Jond
ED opioid prcscriptinn,‘ At lc?sl one indicator applicdl t? 10.3% of seek ca Op|0|d prescribing in emergency
enrollees: 7.7% had high daily doses; 2.0% had opioid overlap; opioid a d h | f
1.0% had opioid-benzodiazepine overlap. Among LA/ER opioid are writ d€partments: the prevalence o

prescriptions, 21.7% were for acute pain, and 14.6% were over- targeted potentially inappropriate prescribing 3

oxycodone, morphine, and fentanyl'?*''; these drugs
prescribed for the management of acute or chronic pai
Benzodiazepines, such as diazepam and alprazolam, c

lapping. Females were more likely to have at least one indicator. ;l]g:e;]cli misuse. Med Care. 2013 Aug,51(8) 64¢
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Canary in the Coal Mine:
The Role of the Emergency
Department in the Opioid Epidemic

Canary in the Coal Mine:
The Role of the Emergency
Department in the Opioid Epidemic
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Own It

Be the experts at opioid prescribing

Use screening tools

Counsel on risks of opioids

Use guidelines

Set the example for other specialities

Be the safety net

21



New York City Emergency Department
Discharge Opioid Prescribing Guidelines

Mote: These »

PAIN MANAGEMENTICLINICAL POLICY e oy e,

In the management of patients with acute or chronic non-
Clinical Policy: Critical Issues in the Prc.\‘(rlblng of Opioic ~ cancer pain discharged from an emergency department,

It g " - " 1. Consider short-acting opioid 6. Address exacerbations of chronic or
Adult Patients in the Emergency Department e o ot e o,
: acute pain only when the severity opioid analgesics, non-
of the pain is reasonably assumed pharmacological therapies, and/or
o warrant their use. referral to specialists for follow-up,

Clinical Practice Statement all as clinically appropriate.

: - o 2. Startwith the lowest possible
Emergency Department Opioid for the Ty of effective dose if opioid analgesics 7. Avoid when possible prescribing.
Non-Cancer Related Pain (11/12/2013) are considered for the management opioid analgesics to patients
of pain. currently taking benzodiazepines
Chair: Steven Rosenbaum, MD FAAEM and/or other opioids. Consider
3. Prescribe no more than a short other risk factors for consequential
Authors: David Chenz. MD FAAEM course of opioid analgesics for respiratory depression.
Nima Majlest, DO FAAEM acute pain. Most patients require o
no more than three days. . Awempt to confirm with the
. treating physician the validity of
Co-Authors: 21’“th He],i“' hﬂeﬂFJA?E:I:EIM 4. To assess for opioid misuse or lost, stolen, or destroyed
teve Rosenbaum, A addiction, use targeted history or prescriptions. If considered
Michael Winters, MD FAAEM validated screening tools. appropriate, replace the
. . Prescribers can also access the New prescription enly with a one-to
Reviewed and approved by the AAEM Board of Directors 11/12/2013 York State Controlled Substance two-day supply.
; Information (CS1) on Dispensed
Executive summary Prescriptions Program for 9. Provide information about
information on patients’ controlled analgesics to patients receiving a
Pain is one of the most common chief complaints among emergency department substance prescription history. prescription, such as the risks of
N 006 1 o overdose and dependence/
patients with a reported rate of over 50%.! There is great variability among T ) o
. iy . - 5. Avoid initiating treatment with addiction, as well as safe storage
emergency clinicians in the management of pain, especially with respect to the use long-atting or extendearelense and proper isposal of unased
of opioid medications.? Importantly, morbidity and mortality have increased as the opioid analgesics. medications.

frequency of opioid use for the treatment of pain has increased* This includes a
significant increase in non-medical opioid use, addiction, drug-related emergeney
department visits, and death 4.5 The dangers of prescribing opioid medications
extend beyond the individual patient and may adversely impact public health.®
Approximately 13% of high school seniors have reported non-medical use of
prescription opieids. Despite emergency departments prescribing only a fraction of
those prescriptions written nationally, ED prescriptions for opioids are reported to
account for approximately 45% of those opioids diverted for non-medical use.”

MHA Guidelines

* Hospitals, in conjunction with ED personnel,
should develop a process to screen for
substance misuse.

* When possible, consult the PMP before
writing an opioid prescription.

» Hospitals should develop a process to share
the ED visit history of patients with other
providers and hospitals that are treating the
patients in the Emergency Department by
using a health information exchange
system.

7/17/2015
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MHA Guidelines

» Hospitals should develop a process to
coordinate the care of patients who
frequently visit EDs.

For acute exacerbations of chronic pain,
the ED provider should notify the
patient’s primary opioid prescriber or
PCP of the visit and the medication
prescribed.

MHA Guidelines

ED providers should not provide
prescriptions for controlled substances
that were lost, destroyed, or stolen (and
no methadone unless confirmed)

Unless otherwise clinically indicated, ED
providers should not prescribe long-
acting or controlled-release opioids.

7/17/2015
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MHA Guidelines

* When opioid medications are prescribed,
counsel:

— to store the medications securely, not share them
with others, and dispose of them properly when
their pain has resolved

— to avoid using the medications for non-medical
purposes

— to avoid using opioids and concomitant sedating
substances due to the risk of overdose.
* No more than a short course and minimal
amount of opioid analgesics for serious acute
pain, lasting no more than five days.

Scott’s Guidelines

Just say no (unless really, really, really needed)

Acetaminophen 1 gram g6
Ibuprofen 400-600 mg g6
The only pain level of O is death

If you do give, 3 days and flush (or properly
dispose) Table 2. Sources of diverted preseription pain

medication among Ontario students in grades 7 to
12 who used opioids nonmedically in the past year:
N=624.

SOURCE -

From home 724
From a fricnd 60
From someane | know 29
From the “street” <05
Other sources not listed 8

Do not remember a7

Adapted from Reuben Strayer, SMACCUS 2015

7/17/2015
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PAIN MANAGEMENT/RESIDENTS’ PERSPECTIVE

The Opioid Prescription Epidemic and the Role of
Emergency Medicine

Sabrina J. Poon, MD*; Margaret B. Greenwood-Ericksen, MD, MPH

“Corresponding Author. E-mail: 5jp

n@partners.org, Twitter: @sjpoon.

01960644/% see front matter
Copyright © 2014 by the American Callege of Emergency Physicians.
hitps \.org/10.1016/].annemergmed. 2014.06.046

[Ann Emerg Med. 2014;

INTRODUCTION

Prescriprion medication overdoses are now the leading cause
of death because of injury, wich deaths from drug overdose
increasing consecutively from 1999 w 2010, 2 During this
tme, the sale of opioid analgesics increased 4-fold, and it is
estimared thar 6.8 o more than 12 million Americans receive
prescripion drugs every year nonmedically, namely, either
without a prescriprion or the intent of relieving pain.'” Opioid
ahuse is of pamicular concern in the practice of emergency
medicine, bur there are competing concerns for providers in the
emergency department (ED). Guiddines can play a aitical role
in reducing adverse events and rates of addiction with respect to
opioid prescribing. Other useful tools are prescripion drug
manitoring programs, which are darabases that track parients’
controlled substance prescriptions and may help reduce
inappropriate prescribing; however, legal and technological
reforms 1o increase access to and efficacy of the databases are
needed. Finally, although there is some educaton in pain
management at both the medical school and residency level, the
current epidemic alls for an urgent enhancement over whar
currently exists. We hypothesize thar a combination of policy
and education reforms will result in decreased rates of opioid
abuse, misuse, and dearh.

rerminal, resulting in a perhaps now-ourdared distncrion
berween cancer and noncancer pain. Nevertheless, it is now
known thar there were strong finandial ries berween some of the
pharmaceusical makers and groups thar advocated broader use of
opioids, and Purdue Pharma has since been fined more than
$600 million for misbranding.”*”

This revelarion notwithstanding, the emphasis on pain
management with opioids caught the artention of the regulatory
bodies of medicine. In 2001, The Joint Commission mandaced
thar hospitals focus on the trearment and monicaring of pain as
the fifth viral sign.'""" The push has continued into recent years,
with the Institute of Medicine publicarion Relieving Pain in
America, which stated thar effective pain management is a moral
imperative, a professional respo y, and the dury of people
in the healing professions,” and thar “relieving pain should be a
national priority.” """ *"* Accardingly, there has been a strong
mandare t improve pain management for boch cancer and
noncancer pain, impure as this distinction may be now.

The unintended consequences of this mandare are real. In
2010, 60% (22,134 of 38,329) of drug overdose deaths were
cansed by prescription drugs, with 75% of those caused by
opioid analgesics. There has also been an increase in heroin use
and related deaths, and it is hard to argue thar the increase in
prescriprion drug use has not also resulted in an increase in
heroin use. " Almost 80% of new heroin users in the Unired
Srates aged berween 12 and 49 years had previously used

o T dicall cod iodicdinl i g
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Alternatives to Opioids

e Local/regional anesthesia
* Non-opioids:

— Acetaminophen + ibuprofen
— Droperidol, ketamine, dexmedetomidine, propofol
— Anticonvulsants, gabapentin

» RICE, heat, weight loss, yoga,
acupuncture, TENS

Adapted from Reuben Strayer, SMACCUS 2015
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ED Screening

PAIN MEDICINE
EENITERT

RESEARCH ARTICLES

Predicting Aberrant Behaviors in Opioid-Treated Patients:
Preliminary Validation of the Opioid Risk Tool

Lynn R. Webster, MD, and Rebecca M. Webster
Lifetree Pain Glnic: and Clinical Resaarch, Salt Lake Gy, Uzh, USA

ABSTRACT.

Objective. To provide clinicians with a bricf screening tool t predict accurately which individuals
may develop aherrant behaviors when prescribed opicids for chronic pain.

Design. One hundsed and eighty-five consecutive new patients treated in ane pain dlinic took the
self-administered Opioid Risk Tool (ORT). The ORT measured the following risk factors associ-
ared in scientific iterarure with substance buse: personal and family history of substance abuse;
age; history of preadolescent sexual abuse; and certain psychological diseases. Patients received
scores of 0-3 (low risk), 47 (moderate rik), or 28 (high risk), indicating the probabiliry of their
displaying opioid-relatcd aberrant behaviors. All parients were moitored for aberrant behaviors
for 12 months afier thei initial vsis

Resilss. For those patients with a risk category of low, 17 out of 18 (944%) did not display 2
aberrant behavior. For thase patients with 1 risk category of high, 40 out of 44 (M0.9%) did display
an aberrant beharior. The authors used the ¢ satistic to validate the ORT, because it simultancously
assesses sensitivty and speeificit. The ORT disphayed excellen: discrimination for both the male
(¢=0.82) and the female (- =0.85) prognostic modh.

Conduion. Tn  preliminary study, mong parients preseribed opioids for ehroni pain, the ORT
eahibited a high degree of sensitvity and specifciy for determining which individuals are ot risk
for opicid-rlated, shereant behaviors. Further srudies in a variery of pain and nonpain sertings are
needed to determine the ORT' universal applicabily

Key Words. Assessment; Sercening, Chronic Pain; Opioids; Abuse; Addiction

e The Jounal of Pain, Vol &, No & (Aprif, 2008: pp 360-372
ey w&% Avallable online at wwwsciencedirect com
By

FLSEVIER
Validation of the Revised Screener and Opioid Assessment
for Patients With Pain (SOAPP-R)

Stephen F. Butler,* Kathrine Fernandez, * Christine Benoit,* Simon H. Budman, *
and Robert N. Jamison®

*Inflexxion, Inc, Newton, Massachusetts.

*Pain Management Center, Departments of Anesthesia and Psychiatry, Brigham and Women's Hospital,
Harvard Medical School, Boston, Massahusetts.

Abstract: The original Screener and Oplold Assessment for Patients with Paln (SOAPP) s a concep-
twally derlved self-report questionnaire designed to predict abarrant medication-related behaviors
‘among chronic pain patients considered for long-term opioid therapy. The purpose of this study was
to develop and valldate an empirically derived version of the SOAPP (SOAPP-R) that addresses some
Imitations of the orliginal SOAPP. In successlve steps, tems were reduced from an Inltial pool of 142
10 2 97-item beta version. The beta version was administered to 283 chronic pain patients
receiving long-term oploid therapy. tems were evaluated based on data collected at follow-up,
Including correlation with the Aberrant Drug Behavior Index (ADBI), derived from interview data,
physician ratings, and urine toxicology screens. Twenty-four items were retained and comy
the final SOAPP-R. Coefficient a was 88, and recelver operating characterlstics curve analysls
ylelded an area under the curve of .81 (P < .001). A cutoff score of 18 showed adequate sens!tivity
(.81)and specificity (.68). The obtained psychometrics, along with the use of a predictive criterion
that goes beyond self-report, suggest that the SOAPP-R Is an Improvement over the original
wersion In screening risk potential for aberrant medication-related behavior among persons with
ehronic pain

Perspective: There is aneed for a screener for abuse ‘pain. This
study presents a revised version of the SOAPP-R that Is emplrically derived with good reliability and
validlity but Is less susceptible to overt deception than the original SOAPP version 1.

2008 by the American Pain Society

Key words: Substance abuse, chronic pain, oploids, addiction, aberrant drug behaviors.

ED Screening

e SOAPP-R on an Android Tablet...

ED Screening Study - SOAPP-R.

How often do you have
mood swings?

| Never

Seldom

| Sometimes

Often

| Very Often

7/17/2015
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ED Screening

» 93 patients approached, 82 patients
consented (88%)

» Total SOAPP-R score: Mean 16.0 (95% CI
13.2-18.8), median 12.5

e 33% scored 18 or higher

501 504
_w0 T 40
] - =
2 301 £ 30
(=18 H f= 8 H
§20{ I 204
7] P @ -
104 & 101 1
o] i o] i
IIIIIII T T T T
& 0 5 10 15 20 25 30 35 0 5 10 15
opioids prescribers
ED Screening

e Time to completion of SOAPP-R:
—164.0 (95% CI 147.7-180.4) seconds =
2 min 44 sec
— How difficult:
* 93% “very easy”
* 1% “somewhat easy”

e 5% ‘“neutral”
e 1% “somewhat difficult”

7/17/2015
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ED SBIRT

By Steven L. Bernstein and Gail ['Onefric

DO 10T hithalt 2003 D64
HEALTH AFFAIRS 32

@i A Promising Approach For

' Emergency Departments To Care
For Patients With Substance Use
And Behavioral Disorders

apsTRACT Millions of patients visit US emergency departments (EDs) each
year because of substance use and behavioral disorders. Caring for these
people is daunting, given the high patient volumes and increasing acuity
of illness that EDs are experiencing. The nation's primary care system has
limited capacity to treat these individuals, who are often uninsured, poor,
and sick. A growing body of evidence suggests that screening, providing a
brief intervention, and referring these patients to treatment—an
approach known as SBIRT—can be cffective in the ED. Typically requiring
Jjust five to ten minutes, SBIRT incorporates principles of motivational
interviewing, an evidence-based counseling technique that uses empathy,
positive framing, reflective listening, and gentle education to encourage
people to change risky behavior. This article describes what is known
about the clinical and cost-effectiveness of SBIRT when applied to ED
patients with substance use and behavioral disorders. The article
recommends adopting SBIRT broadly to help EDs become a coordinated
part of the health care system, offering opportunities to improve the
health of millions of Americans.

Boston University Scl f Health
The BNI ART itu

EXPERIENCE

Project ASSERT: SBIRT in Emergency
Care

Project ASSERT {Alcohol & Substa
team of pear educalors performing
collabarating with ho

nlervention, mformatio

Project ASSERT >

Abuse Services, Educ,
ch* at the Boston Medic:

and Referral o Treatment) is a
enter Emergency Department By
1es (HPAs) offer screening, briet

al staff, the healiih promabion ads

d
than conducting “out-reach’
community sefting  Project A
provides comprehensive care and
g substance
abuse in the context of other healtn
and salety needs

health rescurces al the ponl of sernce m the hosgelal emaronmenl, rather

RT

prevention by

Project ASSERT HPAs affh
il tients and th
backgrounds, beliefs, and va
durning their hospital visit by

establishing a relafionship with

patient o on emobo

appottun xplore ch

1o various health and reatr
Project ASSERT
* Hours: 8am to 12:30 am,
7 days a week and holidays.

= Contact ) B17-414-438
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Opioid Education and Nasal Naloxone Rescue
Kits in the Emergency Department

Kristin Dwyer, MO * Boston University School of Medicing, Boston Medical Center, Department of

Alexander Y. Walley, MO, MSc" Emergency Medsone, Boston, Massachuselts

Breanne K. Langlois, MPH* * Boston University School of Medicine, Boston Medical Center, Department of

Patricia M. Mitchell, RN Medscine, Boston, Massachusetts

Kemie P. Nelson, PhD, MS§* £ Boston University School of Public Health, Depantment of Biostatistics, Baston,

John Cromwell® Massachusetts

Edward Bernstein, MD™ ¥ Boston Unrrersity School of Pubhe Health, Depantment of Community Health
Sciences, Boston, Massachusetts

Section Edeor Jefirey R. Suchard, MO
y: Submiied December 1, 2014; Revision recerved Febnuary 18, 2015 Accepted February 25, 2015
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with education on both overdose

nsk

(EDS) may be high-yleld venues to address. opioid deatns
and actions in a n

addtion, the ED has the potential to equip patents with nasal naloxone kits as part of this effo. We
evaluated the feasibiity of an ED-based overdose prevention program and described the overdaose
among

e, opioid use, participants
overdose education and naksone rescue kilts (OEN) and participants wha received overdose
educaion only (OF).

Methods: Program after their ED visit aboul their

subslance use,
N a witnes5ed overdose including use of

, 2012, Among those, 51 (12%) completed the survey, 37 (73%) of those received a

and 32% OEN (n=6) used a naloxone kit o reverse the overdose. We did not detect
significant differences between

mmwmummmm and actions

Results: A total of 415 ED patients received OE of OEN Detween January 1, 2011 and February

nakoxone
mmm:mmwaewmso—m uze was reported by 35% OEN and 36%
OF, and an overdose was reported by 19% OEN and 20% OE. Among 53% (27/51) of participants
who witnessed anather individual experiencing an cverdose, 95% OEN and 8% OE stayed with
victim, 74% OEN and 38% OE called 911, 26% OEN and 25% OE performed rescue breathing,

statisticalty
OEN and OE-only groups in opioid use, overdose of response o a

Conglusion. This is the firs! study b the feasibility of ED-based op

and o trained mmmw
network. The program reached a high-isk that
that called for help and used naloxone, when avalable, hmpeooie While the study was
retrospective with a low response rate, if provides preliminary data for larger, prospective stigies of
ED-based overdose prevention programs. [West J Emerg Med. 2015,16(3)381-384

Original Investigation

Emergency Department-Initiated Buprenorphine/Naloxone

Treatment for Opioid Dependence
A Randomized Clinical Trial

Gail D'Onofrio, MD, MS; Patrick G. O'Connor, MD, MPH: Michael V. Pantalon, PhD: Marek C. Chawarski, PhD;
Susan H. Busch, PhD; Patricia H. Owens, MS; Steven L. Bemnstein, MD: David A. Fiellin, MD

IMPORTANCE Opioid-dependent patients often use the emergency department (ED) for
medical care.

OBJECTIVE To test the efficacy of 3 inter ions for opicid dependence: (1) screening and
referral to treatment (referral); (2) screening. brief intervention, and facilitated referral to
community-based treatment services (brief intervention); and (3) screening, brief
intervention, ED-initiated treatment with buprenorphine/naloxone, and referral to primary
care for 10-week follow-up (buprenorphine).

DESIGN, SETTING, AND PARTICIPANTS A randomized clinical trial involving 329
opicid-dependent patients who were treated at an urban teaching hospital ED from April 7,
2009, through June 25, 2013.

INTERVENTIONS After screening, 104 patients were randomized to the referral group, 111to
the brief intervention group, and 114 to the buprenorphine treatment group.

MAIN OUTCOMES AND MEASURES Enrollment in and receiving addiction treatment 30 days
after randomization was the primary outcome. Self-reported days of illicit opioid use, urine
testing for illicit opioids, human immunodeficiency virus (HIV) risk, and use of addiction
treatment services were the secondary outcomes.

< il ki imidaa e i L00 ak11a 00 £

JAMA Report Video and
Author Video Interview at
Jjama.com

CME Quiz at
Jjamanetworkcme.com and
CME Questions page 1670

7/17/2015
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ED Suboxone

Mini-International Neuropsychiatric
Interview (3 or higher) + Positive Utox

Referral Group

— Handout

Brief Intervention Group

— 10-15 min brief negotiation interview

— Active help getting into a program
Buprenorphine Group

— The above + buprenorphine (up to 72 hrs)

ED Suboxone

At 30 days:

— 18% buprenorphine patients vs.
— 37% referral patients vs.
— 45% BNI patients

Engaged in addiction treatment
Reduced self-reported illicit opioid use

Reduction of use of inpatient treatment
services

7/17/2015
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Own It

ommonwealth of Massachr-s~tt-
epartment of Publi: 1:.lt»

Helping People Lead Healthy Lives In Healthy Communities

2011 N (%) total 2012 N (%) total
Specialties of MDs n=146 n=349
Emergency Medicine 86 (59.7) 168 (48.3)
Internal Medicine 28 (19.4) 75 (21.6)
Family Medicine 13 (9.0) 38 (10.9)
Psychiatry 8 (5.6) 26 (7.5)
Others 9(6.2) 41 (11.7)
Missing 2(1.4) 1(0.2)

50
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SOURCE, AMONG THOSE AGED 12 OR OLDER, SURVEY: REASON FOR PRESCRIPTION

PAINKILLER
WHO USED PAIN RELIEVERS NONMEDICALLY MISUSE
12-2013) % of Masnschusetls residents wha sy eich of the folloemg i @ magor case of
(20 sy eich of the folleemg
prescription painiallcr misise
Indermet. 0.0% Too easy to buy
ot from preseription painkillers

e =

Oblained Fainkillers are prescribed
free from too often or in doses that

friend or e bi e
. are bigger than necessary

Too easy to get painkillers
from those who save pills

REC OF THE OPIOID o

e
=

MASSACHUSETTS DOCTORS DISCUSS THE RISKS OF PRESCRIPTION PAINKILLERS WITH PATIENTS
LESS THAN DOCTORS IN OTHER PARTS OF THE COUNTRY

In a 2015 survey, individuals who, in the past 2 A Cpatr ot locits R Fiaks af medciAnt xcith ou e

years, HAD taken a strong prescription

painkiller, such as Percocet, OxyContin, or

Vicodin that was prescribed by a doctor for more  Yeasg
than a tew davs, were asked the tollowing

question:

“Before or while vou were taking these strong

pr ption pamkillers, did vou and vour doctor
talk about the risk of prescription painkiller
addiction, or haven't vou talked about that?”

No

Omnly 36% of Massachusetts residents said “ves”,
compared to 61% nationally

Finding 4: Opioid me

RECE OF THE OPIOID GROUP 2

7/17/2015
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On the (f)utility of pain

e Scott Stonington, BWH
e Lancet 4/11/2015

* I no longer ask “Is this patient in pain?”
Instead, I ask “How do I relieve this
person’s suffering?”

The art of medicine
On the (f)utility of pain

Questions and Discussion

» sweiner@bwh.harvard.edu

TITT

T
-

1111117,
T

7/17/2015
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Beth Israel Deaconess Hospital
| Plymouth

OPIOID ADDICTION:
Daily overdoses. Weekly deaths.

Ludi Jagminas, MD, FACEP

Chief of Emergency Medicine

Beth Israel Deaconess Hospital-Plymouth
Harvard Medical School Faculty Physician

OPIOIDS AND THEIR ORIGIN

 Origins date back to ancient Egypt with opium used to
treat internal diseases

- dely in Asi : BHYER
¢ Opium was used widely in Asia as a narcotic FRARACEUTIAL PRODUGTS

We e selang Lo PRAukelaD theo
...... |. . et Siaten Titrrature s 18-

 In the 1800s Morphine and Codeine were developed ASP[R[N

from Opium ot fr he Sl grven
e In 1874, Heroin was created from morphine and HEROIN
produced by Bayer Pharmaceuticals HERIR DAl

gy dram paur jatber.

» 19t Century medicine used opioids to relieve pain FARBENFABRIKEN OF ELBERFELD CO.

40 Stanae Stroot, Mew Taork,

& : Beth Israel Deaconess Hospiral
&8 / Plymouth
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WHY THE EPIDEMIC TODAY?

» Heroin is glamorized in Hollywood and is seen a “chic”.
¢ Celebrities continue to use and continue to die

e It's cheap, widely-available, and highly-addictive.

A
/R Beth Israel Deaconess Hospital
j}(“ Plymouth «© st
Heroin use in the U.S.
Heroin use is growing as the addictive drug becomes cheaper
and easier to buy all over the country. A look at the trend in use
among those ages 12-49, in thousands:
Number of people who YOG At risk of starting
in the past year had: to use
600 Study of 155,000
people ages 12-49
500 Used
heroin 37% ages
369,000 12-25
400
63% white*
300 A heroin ——— 34/
0 Income
dependence ;
i WML $20,000-49,000
200
850/0 Live in
100 metro areas
Started using heroin o
- T T : T T : T 1 | 36 /o Live in
'02 '03 '04 ‘05 ‘06 07 ‘08 '09 19 11 the South
*Non-Hispanic
Source: Substance Abuse and Mental Health Services Administration
Graphic: Judy Treible © 2014 MICT
_#
I 2

™ Beth Israel Deaconess Hospital
\%; Plymouth

7/17/2015
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Prescriptions

250 o
— T ctal °|2zmz 19217207
—Hydrocodone 9€2
200
— m— Oxycodone
H
£ 1w
- 124
“ 1
o4 97
% 10 |, 79 82 85 &7
£
s0 R w 53
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§g?;3§3%356885888389=32

A
I ) Beth Israel Deaconess Hospital
NV Plymouth

Global Perspective

» United States uses 99% of the world’s supply of
hydrocodone and 83% of the world’s oxycodone.

e Gram for gram, U.S. consume more narcotic medication
than any other nation worldwide.

« The International Narcotics Board reports that U.S. demand
for hydrocodone is about 27.4 million grams annually
compared to 3,237 grams for Britain, France, Germany, and
Italy combined.

e 316 million vs. 280 million populations

N
s \ Beth Israel Deaconess Hospital
8/ Plymouth

7/17/2015
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EARLY ADDICTION

Prescription Painkillers

Prescription painkiller abuse 1in20

is one of the most difficult J I
cadenons oueat - TiiETIREE
4 Q) vs oo N

people in U.S.

per day due to admit to ngﬁdm%dlcal use

prescription painkiller abuse  of prescription painkillers
according to the CDC. in the past year.

s ) Beth Israel Deaconess Hospital
\& P.Iymuuth

For every 'decﬂh there are...

treatment admissions for abuse®

I

esesssss D emergency dept visits for misuse or abuse®

(TITTITITIT]

(TTTTTTIT]

..l!l.l.'.......l.l.lll..: 1 30 peop'e WhO Obuse
or are dependent’

* nonmedical
. users’

\ Beth Israel Deaconess Hospital
P!ymr;uth
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FACTS & FIGURES: Plymouth

* 45% Heroin/Opioids vs. 40% Alcohol for those
admitted to substance abuse treatment in Plymouth

» At the state level, it's 48% for heroin/opioids v. 35%
for alcohol.

» 10 years ago 77% reported alcohol as their drug of
choice v. 40% for heroin/opioids.

« More are using heroin today than 10 years ago.

« More children, teenagers, and adults are dying.

Massachusetts Department of Public Health, Bureau of Substance Abuse Services (June 2013)

A

“®7) Beth Israel Deaconess Hospital
\ &8/ Plymouth

&L 0

BID-PLYMOUTH

« Steady stream of patients coming to the ED with some form
of drug overdose

2014: 18 overdose deaths; 13 from heroin
¢ Plymouth County: 72 Overdose deaths in 2014*

« More than double the number of Overdose deaths in 2009.
e 2015 average one overdose a day

*Plymouth County District Attorney Tim Cruz’s Office

L]
A7 Beth Israel Deaconess Hospiral

8/ Plymouth

7/17/2015
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BID-Plymouth

» Judge Minehan reviewed Drug Court experience
» Performed audit of narcotic Rx and # pills

* ED MD feedback & PMP use

* Endorsed MHA Opioid Guidelines

 Prescription opioid talking points handout & d/c instructions

@ Carmpus M + Drmctons * Sadren * Contact Uy ﬂ_‘“
Fimbnas BEEB S8~ B @e

ED Prescription Policy

s £ P Matmon Prasomspea Py

[ . Eme

E.
/ ) Beth Israel Deaconess Hospital
NV Plymouth

BID-PLYMOUTH

* Removed all Rx pads from ED

* Move to e-prescribing over next 6-8 weeks

» Provide ongoing monitoring & feedback

All discharge Rx via CPOE and secure printing

..
1 \ Beth Israel Deaconess Hospital
8/ Plymouth

7/17/2015
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Thank you

e Questions

L]
®7 Beth Israel Deaconess Hospital
&%/ Plymouth

Kavita Babu, MD

Massachusetts Hospital Association
July 17, 2015
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| have no conflicts to disclose. |
provide medicolegal review for
CRICO and Traveler’s Insurance.

In this talk, we will discuss the
pharmacology of extended-
release and long-acting opioids,
with representative cases from
Emergency Medicine.

41
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Generic

Buprenorphine Suboxone, Butrans
Fentanyl Duragesic
Hydrocodone Zohydro
Hydromorphone Exalgo, Palladone
Methadone Dolophine, Methadose

Morphine Avinza, Embeda, Kadian,
MSContin

Oxycodone OxyContin
Oxymorphone Opana
Tapentadol Nucynta

In 2012, the FDA disseminated a
Risk Evaluation and Mitigation
Strategy (REMS) for Extended
Release (ER) and Long Acting
(LA) opioids.

42



REMS developed due to risks of
addiction, abuse and misuse, as
well as the greater risks of
overdose and death.

Why Choose An ER/LA
Opioid?

7/17/2015
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Why Avoid ER/LA Opioids
from the ED?

1. Patient selection is essential.

44
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2. Patient counseling is critical.

3. It is difficult to find a role for
starting ER/LA opioids in our
practice.

45



lllustrative Cases*

* Details changed for privacy

A 20 yo woman presents to the
ED for a non-displaced tibial
plateau fracture. Outpatient
orthopedics follow-up arranged.
Percocet fails control her pain.
MS-Contin 100mg prescribed at
second visit.

7/17/2015
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She is found dead in bed the
following day. What happened?

Rapid Dose Escalation
Inappropriate Choice of Formulation
Discharge Instructions

47



A 40-year-old woman remains in
the ED awaiting an inpatient
psychiatric bed. She reports that
her current methadone
maintenance is 80 mg per day.
This dose is administered.

She is found apneic in bed. She
has a complete return to baseline
with naloxone administration, and
IS admitted to the intensive care
unit for recurrent respiratory
depression.

7/17/2015
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No corroboration obtained
Loss of tolerance

A 65 yo woman with spinal
stenosis presents to the ED
where she complains of
worsening back pain. She is
prescribed a 50 mcg/hour
fentanyl transdermal patch.

49



She is found dead in bed,
wearing two patches. A heating
pad is found in bed with her.

Inadequate counseling
Inappropriate dose

7/17/2015
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In summary, there is essentially
no place for the prescribing of
ER/LA opioids from the Emergency
Department.

kavitambabu@gmail.com
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Nasal Naloxone as an ED Based
Opioid Harm Reduction Intervention

Massachusetts Hospital Association Opioid Panel
July 2015

Kristin H Dwyer, MD
Brigham and Women’s Hospital

Agenda

= The Opioid Epidemic and the Role of
the ED

= Experience with Nasal Naloxone To Date

= ED Options for Opioid Harm Reduction
Interventions

7/17/2015
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The Opioid Epidemic

Why did the Governor Declare A Public Health
Emergency?

Actions Suggested
= Access to naloxone
= Safe prescribing
= Improve access to treatment

The Opioid Epidemic

Deaths from opioid Rx in the US increased 3X between 2001 and 2013.

Number of Deaths from Rx Opioid Pain Relievers

18,000 == Total Female ~— Male
16,000
14,000

12,000

10,000
8,000
6,000
4,000
2,000
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& a@,@w o§ )

O
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Source: National Center for Health Statistics, CDC Wonder
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The Opioid Epidemic

Since 2005, opioid related deaths in Massachusetts have exceeded deaths from MVC.

Rate of Unintentional' Opioid Overdose Deaths
Massachusetts Residents: 2000- 2014

Crude rate
per 100,000 Residents
@

t

+ ; ' + + '
2000 2001 2002 2003 2004 2005 2006

+ 4 ; + ' + +
2007 2008 2009 2010 2011 2012 2013 2014

The Opioid Epidemic

Prescriptions dispensed for opioids climbed from 138MM to 207MM during that same
time.

230

——— T cta 22:'021-9217207

0

130

124
100

No.of Rx's [millons)
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The Opioid Epidemic

Emergency medicine physicians are not the driver of deaths from opioid prescriptions.

Table 1 Opioid prescribing and incidence of fatalities by medical specialty of prescribers, Utah,

2002-2010

Opioid Prescribing Fatality

% of All Prescriptions % of All

# of Opioid Associated Fatalities
Specialty Prescriptions Prescriptions with Fatalities Associated
Pain medicine 232,246 1.0 2,735 2.0
Physical medicine and rehabilitation 607,594 2.6 6,105 4.6
Psychiatry and neurology 221,394 1.0 2,015 1.5
Anesthesiology 245,629 1.0 1,961 1.5
Family medicine 5,626,869 241 40,107 30.2
Missing specialty 1,927,060 9.8 14,341 10.8

[_Emergency medicine 1,498,069 6.4 7,575 5.7

Podiatrist 278,571 1.2 1,384 1.0
Internal medicine 2,508,085 10.8 11,775 8.8
Orthopedic surgery 1,502,771 6.4 7,015 53
Dentist 2,038,377 87 6,534 4.9
Obstetrics and gynecology 644,763 2.8 1,632 1.2

The Opioid Epidemic

However, Emergency Medicine physicians have the opportunity to be part of the solution.

Common CC in

ED

Frequency

Source: DAWN, SAMHSA, Boston Public Health Commission.

= In 2011 420K prescription opioid and 258K heroin related
ED visits in the US

- = ED visits for pharmaceutical misuse increased 98.4
Increasing in percent between 2004 and 20009.

= Boston EMS transported 1,518 opioid overdose patients to
local hospitals in 2013
— Increased to 2,037 in 2014

7/17/2015
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The Opioid Epidemic

EMS Transports to Boston Hospitals for Opioid Overdose

EMS Patients 2013 Increase 2013-
Trqnsporfs 2014

MGH

NEMC
Carney
Faulkner
BIDMC

BWH

St Elizabeth
City of Boston

527 (35%) 640 (31%)
244 388

224 323

181 219

115 150

83 73

52 97

34 69

1518 2037

113

144

99

38

35

-10

45

35

519 (34%)

= The Opioid Epidemic and the Role of the
ED

= Experience with Nasal Naloxone To
Date

= ED Options for Opioid Harm Reduction
Interventions
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Naloxone as a Harm Reduction Intervention

Intranasal Naloxone

HOW TO GIVE NASAL SPRAY NARCAN

varc—{d %

T 2ivsteina

= Opioid antagonist, reverses potentially life threatening respiratory depression
= Mass Health covers kit 100%
= Walgreens and CVS carry kits, also have a standing order

Naloxone as a Harm Reduction Intervention

Naloxone Timeline

2012 UN Commission on Narcotics
= OD is global public health issue
= Use of naloxone for overdose prevention

1996 2007 )
= First community = MDPH pilot program ACEP 2014 Resolutions
based naloxone authorizes OEND = Equip first responders with naloxone
programs distribution = Expand pharmacy access to naloxone

1970 1980 1990 2000 2010 2011 2012 2013 2014 2015

2010 & 2014 W

. = 644 community sites had dispensed
= 188 community based L
naloxone programs 152K kits with 26K OD reversals

50K trained in OEN, 10K OD reversed
40 years of experiences with naloxone

7/17/2015
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Naloxone as a Harm Reduction Intervention

Naloxone Feasibility Studies

=2008 Piper et al: Injection drug users (IDUs) in NYC were trained in
naloxone administration and SKOOP. 82/122 kits were used to reverse
an OD

=2009 Doe-Simkins etal: Boston based program trained and distributed
naloxone kits to 385 participants with 74 OD reversals in 15 mos

=2010 Enteen et al: Of 1,900 IDUs in San Francisco who received
OEND, 24% returned to request a refill and 11% used naloxone to
reverse an OD.

=Bennett et al: 2011 OEND to 426 in Pittsburgh, 89 individuals used the

naloxone to reverse an overdose.

Naloxone as a Harm Reduction Intervention

Overdose Education Retention

=2008 Strang et al: IDUs trained in knowledge of risk, recognition and
appropriate behavior in a withessed overdose. Good retention of
knowledge at 3 months

=2008 Green et al: Naloxone training programs improve participants'
ability to recognize and respond to opioid overdoses.

=2009 Tobin et al: Baltimore Staying Alive Program showed an increase
in overdose knowledge retention, use of resuscitation skills and
successful naloxone administration.

=2010 Wagner et al: OD prevention and response training programs
may be associated with improved OD response behavior such as
staying with the victim, administering naloxone, administering rescue
breathing and calling 911.
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Naloxone as a Harm Reduction Intervention

Naloxone Mortality Data

=2013 Wallley et al: A decrease in opioid related death rates in

similar communities who did not receive OEND in the same time
frame

=2006 Maxwell et al: Large scale implementation of OEND (3,500) in
Chicago resulted in 20% decrease in heroin overdose deaths the
following year (and 10% continued dec the subsequent two years)

communities in Massachusetts who received OEND compared to

4

= The Opioid Epidemic and the Role of the
ED

= Experience with Nasal Naloxone To Date

= ED Options for Opioid Harm Reduction
Interventions
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Implementing Change

Prescription D
Monitoring

Safe Prescri

bi
Guideline .

Others: Safe
injection facility,
methadone and

suboxone

Referral to
detoxification and
rehabilitation centers

Opioid Harm
Reduction
Interventions

Education and
aloxone Distribution

Implementing Change

BMC Program Description

= OEND program began in September 2009 as
a partnership between Project ASSERT and
the BPHC, MA DPH and the South End
Healthy Boston Coalition

=480 naloxone kits distributed in the ED in the
past two years

=Placed 1200 patients in detox this past year

=BMC is the first hospital to pioneer a policy
and program to ensure that patients at risk
for opioid overdose are offered education
and naloxone free of charge in the ED

= Dedicated LADC in the ED, Project Assert

= Contact: Ed Bernstein, MD or Alex Walley,
MD

EN}

BOSTO

EXCEPTIONAL CARE. WITHOUT EXCEPTION.

7/17/2015
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Implementing Change

Brown Program Description

= Lifespan Opioid Overdose Program
started in 2014 in response to surge in OD
deaths: 238 Deaths in 2014

=Partnership between EDs, Anchor
Community Recovery Center, and the
Department of Health

=Three components:
— Intranasal naloxone
— Anchor recovery coach S

consultation: naloxone teaching, [m] ] B ROW N

referral to tx, and outpt f/u, available .
on the weekends. (are PAID folks in rﬂ @ Alpert Medical School

long term recovery)
— Educational video on naloxone use
when recovery coach not available
=Liz Samuels, MD

Rhode Island Hospital
Lifespan. Delivering health with care

2

Al

Implementing Change

Distributeiiy Provide a Prescription

Naloxone Rescue Kit in ED Naloxone
. for a Nasal Naloxone
the Emergency Options .
Rescue Kit
Department

Stock Nasal Naloxone
Rescue Kits in your
Hospital Outpatient

Pharmacy

7/17/2015
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Implementing C

Naloxeone for Overdose Prevention

Prescribetoprevent.org

How to Avoid Overdase * Call a doctor if + Dispose of unused + Teach your family +
your pain gels worse  medications friends how to respond

- Only take medicine  * Never mix pain meds » Store your medicine to an o

prescribed 1o you with alcohol in a secure place

+ Don't take more than *+ Avoid sleeping pills  + Leam how to use

instructed when taking pain meds naloxone

Are they breathing? Call 911 for help /]

L Snsofan ovesiche:
* Siowor srallow breating Alyouhave o 2.
* Gasping oe it whemseeging or weid sp01ing “Samecne survesponsive snd not breathing”

Give clea sddeess sncocation.

* Won' waki p o espond [ uckles on stermur)

B

Nakoxone HC1 1 ma/mL

2 x 2 mL 25 pre-filéld Luar-Lock neediess syringe
(NDC 76329.3369-1 )

Refills:

2 x Intranasal Mucosal Atomizing Device (MAD 300)
Refills:

For suspected opioid overdoss, spray 1mL in each nostril.
Repeat after 3 minutes if no o minimal response.

Pharmacist: Call 1-800-786-7998 to order MAD 300,

Airway Rescue breathing,
ket nahng s e s o, g s s, s th,
Ot oo s . nch s o
e ey seconss
Prepare Naloxone e ol st e

e e sy betir? Can you gt naxzne.

ey eh by PrescribeToPrevent.org
0o o0 ong without yourbresthing asssance?

Evaluate + support

+ Cantinue rescue breatring

ceresporsentss
* Mo westsof i 1090 minutes
© Cormfort e il can e whplessant

Implementing Change

POSITION STATEMENTS

American Medical Association (AMA)
American Pharmacists Association
(APhA)

American Society of Addiction
Medicine (ASAM)

American College of Medical
Toxicology & AACT and AAPCC
Office of the National Drug
ControlPolicy (ONDCP)

National Commission on Correctional
Health Care

Evzio

{ndorone Hlimection)  \\Vriting a Prescription
0.4 mg outo-ingector

EVZIO o {7j

Auto-injector prescription instructions

EXCEPTIONAL CARE. WITHOUT EXCEPTION.

BMC Emergency Department sample policy

Prescribetoprevent.org

SAMHSA
Opioid Overdose

CEN,
-

RTINS

Emergency Department Guidance

7/17/2015
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Summary

= Deaths from opioid overdose are high and are on the rise

= EM providers have the privilege to take care of these patients at a vulnerable time and the
unigque opportunity to intervene with opioid harm reduction interventions
— Motivational interviewing
— Refer to detox
— Naloxone kit

= Naloxone has been used in the hospital setting for a long time, and in the community since
the mid 1990s- we have a lot of experience with it.

= Consider prescribing a naloxone kit, or setting up a program in your ED
= Prescribetoprevent.org

= Kristind98@gmail.com

Screening and Referral

Tools, Roles and How to Screen &
Refer

Niels K. Rathlev MD, FACEP
Professor and Chair
Department of Emergency Medicine
Baystate Health and Tufts University School of Medicine
July 17, 2015
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“How do we decrease the pill
count on the street?”

* Prescription drug monitoring program
* State-wide prescribing guidelines
* Care management information exchange

127

MHA guidelines

“Screening for substance misuse that includes
services for brief intervention and referral to
treatment programs for patients who are at

risk for developing, or who actively have,
substance use disorders.”

128
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* Alcohol use disorders — significant but fairly
modest effects on drinking (12 months
follow-up)

* Decrease in drinking and driving while
intoxicated

* Data on drug use disorders is very limited

129

SMART-ED study

Comparison of 3 groups

1. Minimal screening
2. Screening, assessment & referral to treatment
3. Brief intervention with phone follow-up

* self-reported days of using primary drug
* days using any drug
* rate of hair samples positive for primary drug

* Bogenschutz MP. JAMA Intern Med 2014

130
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Buprenorphine/naloxone

3 interventions tested with 30 day follow-up

1. Screening and referral
2. Screening, brief intervention and referral

3. Screening, brief intervention, ED initiated
buprenorphine/naloxone and referral

* Increased engagement in addiction
treatment & reduced self-reported illicit
opioid use

#  D'Onofrio. JAMA 2015;313:1636-44
#  Governor’s Opioid Working Group

131

What are we doing at
Baystate?

* Raising awareness!

* Screening using network-wide electronic
health record

* Prescription drug monitoring program

* Multi-disciplinary “High Frequency User”
Committee

* Care plan electronic alerts

132
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Appendix A: Care Plan Template

Care Plan For:
MR #

Rationale:

....... has presented to the ED on x occasions in the past 12 months for a variety of
complaints related 10 ==---. {$he has received y prescriptions for opiates and
benzodiazepines in the past year.

(S)he has @ history of wceeeeees . (S)he is currently being treated with 2,

The paticet states that (sjhe is allergic 1o .
Interventions:
The patient will be treated with opiates only for serious acute medical disorders, but not

fior other presentations. The patient will not receive prescriptions for oral opiate
medications for chronie pain from the ED.

Goals and Expected Outcomes:

The goal is 1o refer the patiem for follow-up with a primary care physician. Her(his) cane
plan will be reviewed every 6 months

bmitted by:
Approved by Task Force: | HVes LINe - TO
PCP/Group: | ™™™ Brve O |

Fhusae &
Discussed/Mailed w/Pt, | CJDiscussed  TTMailed | 5=

Due for Review:

* Prescribed opioids in morphine mg
equivalents reduced to Care Plan (-85.7 mq)
vs. Usual Care (-47.1 mg) patients (P=0.04)

* Opioids administered and total costs were
not statistically significantly reduced

+ Rathlev NK. Presented at SAEM 2015

134
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One-way plots

No Care Plan Care Plan

200 300
L L

Morphine Equivalents, Out-Patient
100

T — T T
Pre Post Pre Post
Period

ED Information Exchange (EDIE)

Registration
to the cloud

I B/ B/ N
] T T

[
L)

EDIE Alert
L with Care
ALl Plan during
MSE

Case Management

=
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How is WA state doing?

Prescriptions for opioids decreased by 25% in 2012

600
500
400
300
200
100 +

nNumper or aeatns

20086
2007
2008
2010

D
o
(=1
o~
OPrescription Opioid + alcohol or illicit drug

mPrescription Opioid +/- Other Prescriptions

137

Summary

*

Screening, brief intervention & referral to
treatment

Promise for ED initiated
buprenorphine/naloxone

Electronic care plans

Share information via Health Information
Exchange

*

*

*

138
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