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Reminder - appropriate language

Slang

Medical

Addict

Addicted patient, patient with the disease of
addiction

Junkie, dope fiend

Opiate addicted patient, cocaine addicted
patient

Clean urine

Urine negative for illicit or non-prescribed drugs

Dirty urine

Urine positive for X, y, or z

Drunk, smashed, bombed

Alcohol addicted, intoxicated

Crack head, pot head

Cocaine addicted, THC misuse

La La Land Intoxicated

Street addict, hard-core addict Patient with the disease of addiction
Speed-balling Using heroin and cocaine together
Meth Methadone or Methamphetamine
Strung out Debilitated, intoxicated

Cop/Fix Obtain, purchase/Dosed, took
Hooked Addicted

Kicking Withdrawal Syndrome
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Objectives

¢ List events that led to opioid overprescribing
* Review CDC controlled substance prescribing guidelines

* Review Minnesota state controlled substance prescribing
guidelines

* Describadiagnoses for which opioids are not indicated

* Describe prescribing habits for acute pain/surgery that redut
the risk of addiction

¢ List alternative pain treatments

* Understand the PMP and how to effectively use information
the PMP
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What Led to the
Epidemic?
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Roadmap to Disaster

¢ L T LI aksgssedvithNiI same
zeal as othevital signs it would have a
much better chance of being treated
LJN\E LJS N.\Imeséammllém, President of the American Pain Society

Essential body functions, comprising pulse
rate, body temperature, and respiration uset
as a measure of health or physical conditior




Roadmap to Disaster

he Federation of State Medical Boards release
a recommended policy reassuring doctors they
would not face regulatory action for prescribing
even large amounts of narcotics.




Roadmap to Disaster

The Federation of Medical Boards called on
state medical boards to make undgeatment
of pain punishable.




Roadmap to Disaster

0! VONBFUGSR LI AY 2 NJ
serious a departure from the standard of
care, and as serious a violation of the
Minnesota Medical Practice Act as Is
excessive prescribing of controlled
substances or prescribing of controlled
substance fornol K S NJ LJS dzi A O

« Minnesota Board of Medical Practice controlled substance work
group, November 10, 2007




Roadmap to Disaster
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Roadmap to Disaster

* What we knew prior to the]2016] CD@uidelines:

o Opioidsare useful for up to 8 weeks for acute pain.

o Pain relief is modest.

o No evidence to suggest it is effective beyond 2 months.
o Dose escalation to maintain analgesia occurs.
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Roadmap to Disaster

Opioids are still a necessary part of medical care
and It’s I mportant to
too far. The focus iIs on safe and appropriate
prescribing with documentation of functional
iImprovement.
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Insert your B0 1. COC recommsandations for prascribing opiolds Tor dhonkc pain cutside of acive cncer, palliative, 20 end-of-ifa G
logo here Determining Whea to Initiate or Continue Opioids for 7. Clinicians should evaluse benefits and harms with
‘Chronsc Pain patients within 1 to 4 weeks of sianing opicid theapy

1. Noapharmacolopic therapy amd nonopicid
pharmamlogic therapy are peeferred for duronic pain.
Clinicians should cossider opinid therapy only if
expecied benefits for both pain and function are
anticipated o ourweigh risks to the patient. If opioids
are used, they should be combined with
monpharmacelogic therapy and momopicid

1. Before stanting opioid therapy for chronic pain,
dimicians should establish treatment poals with all
patients, induding realistic poals for pain and fanction,
and should comsider how cherapy will be disoonticmed
if benefits do not cutwsigh risks. Clinicians should
continue opioid therapy only if there s dinically
meaningful improvement in pain amd funoion that
oustweiphs risks i patient safey.

3. Before garting and periodiclly during opinid themapy,

realistic benefits of opioid therapy amd patient and

dinician responsibilities for managing therapy.
Orpsoid Sdection, Dosage, Duraticn; Follow-Up, and
o . .

4. When sarting opiid theapy for chrosic pain, diniciass
should presiribe immaediaie-reeze opicids inst=ad of
extended-reezeilonp-acing {ER/LA) opioids

5. When opicids are stared, dinicians should prescribe

caution when prescribing opioids st any dosge, should
carefully reessess evidenoe of individial bemefics and
risks when increasing dosape to =50 momphine

milligram equivalemts (MME)'day, and should avoid

a decision oo titrate dospe to M MME day.
&. Lonp-term opioid use often bepins wich trearment of

dliniciars showld prescribe the kowest effective dose of
immediate-release opioids and showld prescribe no
preater quanticy than needed fior the expected durstion
off pain severe enouph i require opicids. Thiree days
or less will ofien be sufficient: more than =even days
will ey be nesded.

" Al mrzmmesdations e ccmrny A izl szidde of acthe canoer

diinicians should disones wich patients known riges and g

for chromic pain orof dose esclarion. Clinidans thowld
vl umie benefits and karms of concineed therapy with
patients every 3 momths or more frequenty. [7bemefis
do mot ourweigh harms of comtinued opioid cherpy,
dimicians should optimize ocher therapiss and wock
with patients o taper opioids to lower desspes or to
tzper and disconrine opioids.

- 25 appropriate. Assessing Risk and Addressing Hanms of Opioid Use
B Befiore saming and periodiclly during continustion

ofopinid therapy, dinicians showld evaluaie risk Gctors
for opioid-related harme. Clinicians should inmepome
into the manzgement plan stratepies to mitigate risk,
inchuding considering offering naloxone when facion
that increase risk for opicid overdose, such & hisory
of owerdose, history of mubstance nse disneder, higher
opivid dosapes (=50 MME/day), or concurrent
bemrod iarepine w2, a5 presnt

Cliniciams should review the patient’s history of
nmirnled subsznce preoiprions using S3ie preoipion
drug monitoring propram (POMP) dim o devermine:
whether the patient is receiving opinid dompes or
damperous cmbinations cthar pur him or herar high risk
for overdose. (linicians should review PP datz when
sarting opinid cherapy forchronic pain and pericdiclly
during opioid thempy for chronic pain, mnping from
every presiption o every 3 months.

the lowest affective dosage. Climicians showld use 10, %hen prescribimg apioids fior chronic pain, dinicians

should we wrine drop testing before sarting opioid
therapy and consider wrime dmag testing at least
annually to ez for prescribed medications as well s
other coatrolled peesoription drops and dlicit dneps.

increming dosape o =00 MME/day or carefully josify 1. Clinicians should avoid prescribing opicid pain

medication and bemzodiazrepines comcurrently
whenever poasible.

aome pain. When opioids are ussd for aoote pain, 12. Climicians should offer or arrange evidence-based

trestment {uszlly mediction-assisted trearment
with buprencrphine or methadone im combisation
with behavioral thempies) for patients with opioid
use disorder.

palimirs care. ard end-=Fdk o) oot ersammdaion 1D

{daipraed cocprey B. with indivichel -ﬂt‘mp.dknmﬂddlnhn&mlﬂr.

L MMWH ¢ March 15,2008 ¢ Vol s LIS Dy =f Health and H ServioewT fizt Dns s Corstrol andd Frewention




CDC Guidelines

* Non-pharmacological
therapy and noropioid
treatments preferred




CDC Guidelines

« Before opioids for chronic
pain, establish treatment goa




CDC Guidelines

¢ DISCUSS risks
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CDC Guidelines

* Immediate release oploic
are associated with less ri
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CDC Guidelines

* When opioids are
started use lowest
effective dose




CDC Guidelines

* Long term opioid treatment
often results from previous
treatment of acute pain

*« Have an exit plan

y o EXIT




CDC Guidelines

« Continue to educate abo
riIsks and benefits during
treatment with opioids




CDC Guidelines

* During treatment with

oploids always reassess:

o History of SUD
o Concurrent benzo use

o Comorbidities (obesity, COPD, sleey
apnea, elderly)

o Considemarcanif >50MME




CDC Guidelines

* Check the PMP frequently

* Now required
-

®
MNPMP

MINMNESOTA
PRESCRIPTIOMN
MOMNITORING
PROGRAM




CDC Guidelines

« Urine testing 1x per year by
guideline
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CDC Guidelines

* Avoid opioids + benzos whenever possible

~Benzodiazebpines




CDC Guidelines

* Evaluate and treat if OUD Is
discovered

28



CDC Guidelines

« CDC Update:

o Not everyone will [need to] be inside
guidelines

o The guidelines are NOT suggesting
NOT to prescribe opioids ever

ocEval uate patient
case

o Document appropriately
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State Guidelines

« Emphasize mental health evaluatic

* Suggest involvement of pain
psychologist/addiction medicine

«Pal n contract (°
standard of care

* Avold methadone/fentanyl patches
unless experienced prescriber




AW Catholic
Foalth
Initiatives

[Em————




State Guidelines

« Urine- at least 2x a year
* Pain Intensity means nothing

« Consider opioid induced
hyperalgesia as cause of worsening
pain

 Document functional improvement
as rational to continue treatment
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Mis-Prescribing




Mis-Prescribing

* Most patients with opioid use disorder
and those that overdose do not get
opioids directly from prescriber.




Mis-Prescribing

* Highest risk of overdose are patients using
prescription opioids nomedically 200 or
more days In a calendar year. Get their pills
the following manner:

o 27% have valid prescription

0 26% from friends or relatives for free
0 23% buy from friends or relatives
©15% buy from dealers

CDC prescribing data, August 30, 2017




Mis-Prescribing

* Prescribers bear responsibility for
careful and conscious prescribing
o Patient assessment

o Communicationobtaining old
records

o Education understand the
guidelines

o Diagnosis appropriate for opioid
medications
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Mis-Prescribing

« Studies on miprescribing are few.
Studies that have been done show that
doctors who are sanctioned for opioid
Issues are:

o Male
o Older 4N
o Lack of board certification - I
(non-residency)
o\Work as general practitioner
o Specialize in psychiatry l l




Mis-Prescribing

» Studies have shown empathy ci
make a person more susceptible
to deception.




Classifying Mis-prescribing

* Proposal for new classification ¢
msprescribi ng,

o Careless prescribers

o Corrupt

o Compromised and impaired




Careless Prescribers

¢ Below standard of care
* Prescribing patterns are careless/ reckless
¢« Not criminal

¢ Includes no history or exam, no old records,
consultation or evaluation, dangerous combinatic
of drugs

Catholic
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Corrupt

* Pill mills cash for pllls

FUROTT e 8 |
YAN SHIN TAN M.D.

PR 2 E /g

GENERAL MEDICINE CERTIFIED 2




Compromised and Impaired

* Mental or physical disabllity

*« SUD In physicians higher than

general population (opioid and

benzodiazepine use up to 5x highe
o [ncreased rate of suicide

oPhysi cians don’t
they use themselves
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Diagnoses For
Which Opiloids are
Not Indicated
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Preferred Treatments: Cough

* Honey
« Tessalon perlefenzonatate)

* Coughsyrup as a cough suppressants

supportedby available evidence
o Current Opinion Allergy Clinical Immun. 2007 Feb 7¢Bp32




Preferred Treatments: Cough

A
R ©

.




Preferred Treatments: Migraines

« Triptans
* Beta blocker | =)
* Botox Injectiong| |




Preferred Treatments: Fibromyalgia

* Exercise
* Weight loss




Preferred Treatments: Low  Back Pain/Pain

* Multimodal approach
« PT/OT

* Pain psychologist
* Injections




Fun Facts

* Oploids also are not indicate
for:

o Anxiety

o SKin cancer

o Restless leg

o Chronic pain syndrome




Non -Opioid Treatment Options

« Ketamine Infusions

* Epidurals

* Select anticonvulsants
« CBT

* Select antidepressants
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Acute Pain

* Acute pain treatment/surgery to

avoid risk of addiction

o Discuss expectations with patient
o Short acting medications

o Short duration (hours to days)

o Lower doses

o EXIt plan discussed with patient

o Nonopioid medications with less invasive
procedures




Minnesota
Prescription
Monitoring
Program




What is the Intent of the MN PMP?

Intended to: NOT Intended to:

> Promote public health and welfare by < Prevent people from obtaining
Detecting diversion abuse, and needed drugs

mlSiJS(ﬁ 0; 'V”E i'ass'f'ed o Decrease the number of doses
controlied supstances dispensed

Acting as a source of information
for prescribers and pharmacists

Acting as an investigative tool for
law enforcement and medical

examiners.




Pearls

*MN’" s PMP 1 s 1T ntended to assi s
« All 50 states have some form of a PMP

* Data is reported daily by licensed pharmacies dispensing in and
MN

* When searching Minnesota, use abbreviated criteria to find your
patient- search smart!

* If you receive a CSIA, confirm, contact, discuss!

*PMP’ s are changing.to get Dbet
* Methadone for OUD treatment does not show up

* Changed addresses

¢ Birthdays




What Data Is in the PMP?

Opioid Treatment
Facilities

MN controlled substancesV,
gabapentin,butalbital

Automated
Dispensing
Machines

MN Licensed Pharmacis

Pharmacies that |
never dispense MN

reported

Dispensing Prescribers prescriptions

(excluding Vets)

VA

Indian Health Service
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Case Presentation




Case

» 82 year old male

* PmedHx Multiple cardiac issues,
osteomyelitis, depression, bilateral kne
replacement, degenerative cervical
vertebrae

* PsurgHx None




Case

* Meds: Tylenol,
aspirin, gabapentin,
tramadol, Norco




Case

* Questions?




Case

« Situation
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Case

UR DRUG ABUSE SCREEN _
Status: Final result Visible to patient: No (Mot Released)
Ref Range &
Units 2yr ago
UR CANNABINOID NEG NEGATIVE
UR PHENCYCLIDINE RMEG NEGATIVE
UR COCAINE NEG NEGATIVE
UR MNEG HEGATIWVE
METHAMPHETAMINE
UR OPIATE NEG NEGATIVE
UR AMPHETAMINES RMEG NEGATIVE
UR BENZODIAZEPINE MEG NEGATIVE
UR TRICYCLIC NEG NEGATIVE
ANTIDEP
UR METHADOME NEG NEGATIVE
UR BARBITURATE NEG NEGATIVE
URINE OXYCODOMNE RMEG NEGATIVE
UR PROPOXYPHENE MEG NEGATIVE
UR BUPRENORPHINE MEG NEGATIVE
Resulting Agency 5t Gabriel's




Case

* Now what? Where
are his meds going?




Case

eLet ' s | oo
home healt




Case

* 48 year old female

* PmedHx post gastric surgery syndrom
dysmenorrhea, MDD/GAD, opioid use
disorder, floromyalgia, migraines

* Meds: Tylenol, gabapentin, trazadone,
oxycodone, tramadol, alprazolam




Case

@ UR DRUG ABUSE SCREEN

Order: 194241006

Status: Final result Visible to patient: Mo (Mot Released) D
Fibromyalgia; Pain; Migraine with aur...

Ref Range &
Units 2yr ago
UR CANMNABINOID MNEG NEGATIVE
UR PHENCYCLIDIME HMEG NEGRTIVE
UR COCAINE MEG NEGATIVE
UR MEG HEGATIVE
METHAMPHETAMIME
UR OPIATE MEG PRESUMPTIVE FOSITIVE !

UR AMPHETAMINES RMNEG
UR BENZODIAZEPINE MNEG
UR TRICYCLIC MEG
ANTIDEP

UR METHADOMNE MEG

UR BARBITURATE MEG
URINE OXYCODOMNE NEG
UR PROPOXYPHEMNE RMEG
UR BUPRENORPHINE MEG
Resulting Agency

NEGATIVE
PRESUMETIVE POSITIVE !

FRESUMPTIVE POSITIVE !

PRESUMFTIVE POSITIVE !

HNEGATIVE
HEGATIVE
HNEGATIVE
HEGATIVE
St. Gabriel's

Component
CODEINE GC/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/nL
HYDROCODONE GC/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/mL
HYDROMORPHONE GC/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/mL
MORPHINE GC/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/mL
OXYCODONE GC/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/mL
OXYMORPHONE BY LC M5/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/nL
DIHYDROCODEINE BY LC MS/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/mL
NORHYDROCODOMNE BY LC MS/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/mL
NOROXYCODOME BY LC M5/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/mL
NOROXYMORPHOME BY LC M5/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/mL
NALOXONE BY LC M5/MS
Comment:
Reference range: Cutoff: 25
Unit: ng/nL
INTERPRETATION

2yr ago

Negative

1,226

57

Hegative

Hegative

Hegative

537

2,821

Hegative

Hegative

Hegative

Pozitive.
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Case

« What do we do from
here?




