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Why Should We Care?

« “Prescription drug overdose is an
epidemic in the United States.
All to often, in far too many
communities, the treatment is

becoming the problem”

Tom Frieden

Former Director, CDC
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How Big Is ain Problem?

o . .
From 1999 to 2013, « 80% of\patients experience

the amount of prescription painkillers prescribed

« White House declared e oess oy QUADRUPLED:  20Ute paimnafter surgery
that the United States
was in a state gf
national emergency

ioi i 1999 2013 » 59% of patients are copcerned
over the opioid crigis 59% ofpatets e c

« 75% of U.S. patients report
surgical pain rateq 7 or higher
(scale of 1-10)

Yet there has not been an overall change in
the amount of pain that Americans report.

President Donald J. Trump Directs Administration to Use All Approprlate Authority to Respond to Opioid s{camers for Disease Control and Preventmn Imury prevention & control: prescription drug overdose. 2015. http://www.cdc.gov.
Apfelbaum JL et al. Anesth Analg. 2003;97:

Emergency [press release]. Washington, DC, August 20, 2017. e el i Surg, 201480516 223

Joshi GP et al. BrJ Surg. 2013;99:168-185.

aberrantly used pres:

pharmaceuticakadvertising
opioids in 2015

and opioid prescxjption
practices

[T

« 1% of the U.S. population
is addicted to opioids

United Nations. Report of the International Narcotics Control Board for 2016. Vienna, Austria 2016.

Humpl K. Avoiding isation of the iption opioid epidemic. Lancet. 2017;390(10093):437-
Surgeon General's /ailable from: 439.
Singh A. aten-year d abuse, and . " . .. . .
of opioids. Pain Physician. 2008;11(2 Suppl):S63-S88. Vashishtha D, Mittal ML, Werb D. The North American opioid epidemic: current challenges and a call for
Center for Behavioral Health Statistics and Quality. (2016). 2015 National Survey on Drug Use and Health: Detailed Tables. Substance Abuse and|Mental treatment as prevention. Harm Reduct J. 2017;14(1):7.
Health Services Administration, Rockville, MD.;
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Opioi

National Overdose Deaths
Prescription Opiates (left) and Heroin (right)

Rates continued to rise

« Resurgence of hekpin
« Cheaper

« Inappropriate weaning
strategies from prescription
opioids

B, etal. Trends in Opioid Anal \buse and Mortality in the Unitdd

Dart RC, Surratt HL, Cicero TJ, Parrino MW, Severtson SG,
States. N Engl J Med. 2015 Jan 15;372(3):241-8.

The amount of prescription opioids sold in the
United States quadrupled between 1999 and 2011

7,800,000 mg

Millions of miligrams

1,800,000 mg

000 209 2m

Okie S. A flood of opioids, a rising tide of deaths. N Engl J Med. 2010:363(21):1

0-2010 - Prescription rate
increased by 1000%

2015 - 28,64¥ people died in the
U.S. due to presgription opioid
overdose

2016 - 2,458 people died in
Canada, representing increase
of approximately 200% ffom the
previous year

Prescription opioid use disorger is
estimated to cost the Americ

economy $53.4 billion/year
981-1985.

Calcaterra S, Glanz J, Binswanger IA. National trends in pioid related pared to other

deaths: 1999-2009. Drug Alcohol Depend. 2013 Aug;131(3):263-70.

Paulozzi LJ, Budnitz DS, Xi Y. Increasing deaths from opioid analgesics in the United States.
. Ottawa, Ontario 2016.

Canada.

Saf. 2006 Sep;15(9): l|’

Presc

3 Waves of the Rise in Opioid Overdose Deaths
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Addictive
« Low therapeutic ratio
Lack of documented effectivenegs in
chronic pain treatment
5::;52 &51 3\5;;5\(1 mgg— %aér‘ MJ, Ganoczy D, McCarthy JF, ligen MA, et al. opioid and opioid

Beach ML, Davis MA. Increases in the Use of Prescription Opioid Analgesics and the Lack of Improvement in Disability Metrics Among Users: Rv\ Anesth

L
Bl e S5 sa s
Frieden TR, Houry D. Reducing the risks of relief - The CDC opiold-prescibing guideline. N Engl J Med. 2016;374(16):1501-1504.
ications/opioid-crisis. Accessed 9.25.20.

[ oo W el s s

2x 3x 1Bx 4dx .

...more likely to be addicted to heroin.

and Costs

4/5 heroin ers report their initial
exposure to opigids was to
prescription opioids

2007 - Prescription oRioid
overdose responsible for more
deaths than heroin and
combined

Kolodny A, Courtwright DT, Hwang CS, Kreiner P, Eadie JL., Clark TW, et al. The Prescription Opioid and Heroin Crisis: A Public Health Approath to an

Epidemic of Addiction. Annu Rev Public Health. 2015 Mar 18;36(1):559-74.
Manchikanti L, Kaye AM, Kaye AD. Current State of Opioid Therapy and Abr
Available from: http:/fink. 10.1007/s1

use. Curr Pain Headache Rep [Intemet]. 2016 May [cited 2016 Nov 161:20(5).
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Statistics

DRUG OVERDOSES

KILL MORE

THAN CARS, GUNS, AND FALLING.

« Accidental
deathslyear in U.S.:
« #1 - Drugoisoning

ﬂ Falling| 28,360 deaths.
T—‘ Guns 32,351 deaths

o Traffic accidents 33,692 deaths

& Drug overdoses 41 340 deaths

-~

Wamer M. Chen LH, Makuc D, Anderson RN, Minif AM. Drug Peisoning Deaths in the United States, 1980-2008. cted 2016)Nov
16]; Available from: https://stacks.cdc.gov/view/cdc/13332/cdc_13332_DS1.pdf
Rudd RA, Aleshire N, Zibbell JE, Gladden RM. Increases in Drug and Opioid Overdose Deaths — United States, 2000-2014. In:
Centers for Disease Control and Prevention, ed2016.
Gawande AA. s time to adopt electronic prescriptions for opioids. Ann Surg. 2017;265(4):693-694.

019-02682-6. Accessed 9.25.20.

nature.

Christie C, Baker C, Cooper R, Kennedy PJ, Madras B. Interim Report In: Commission on Combating Drug
Addiction and the Oplmd Cnsns ed. Washlng(on DC: Office of National Drug Policy 2017.

Drug Addicti

ission on Combating
and the Opioid

“With approxilately 142
Americans dying\every day

is enduring a death
September 11th eve
weeks.”

Total and Projected Costs of

5200 the Opioid Epidemic .
« Estimat

from 2001

: >$1 trillion
2017

$Billions

=8 . Projections: +$500
billion by end 202

Projected

2001 2016 2020

Altarum Study, February 13", 2018,

5150

5100

$Billions

Costs of the Opioid Epidemic

by Year and Type
Projected burden l’
Ao ) Lostproductivity
’

7 / Education

Criminal )
Health Care Indirect

« Treatment
« Prevention

1. Accessed 9.25.20.

Altarum Study,
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Figure 1. Number and Age-Adjusted Rate of Unintentional Drug Overdase
Deaths by Year, Ohio, 2009-2018

i Ll
. « 1in 9Xkeroin deaths in the U.S.
« 40% stated tkat these drugs S in'Qhi
Canada - 20.6% of high school I_ | I r I I ] | . « 1in 14 synthetid\opioid-related

seniors aberrantly usey opioid

medication in the last year
. Ohio Department of Health: .
« 70% of them obtaining the 2018 Ohio Drug Overdose Data « Higher than CA (2") and NY

medications from their own (3r)

homes
Johnston L, O'Malley P, Miech R, Bachman J, J. Monitoring the i on drug use, 1975-2015: Overview, k¢y
findings on adolescent drug use. 2016.
Brands B, Paglia-Boak A, Sproule BA, Leslie K, Adlaf EM. Nonmedical use of opioid analgesics among Ontario students. Can Fam Physician Med Fam rd Accessed September 25, 2020.

Can. 2010 Mar;56(3):256-62.

OhioData - Trends OhioData - Trends

In 2018, 22.5%
decrease in deaths
vs. 2017)

In 2018, 22.5%
decrease in deaths
vs. 2017)

GEUS] SUBMITYOUR QUES « InR018, 72.6% of « InR018, 72.6% of
deatks involved illicit deatks involved illicit
Qpield Prescriptions In Ohlo Continue To fentany or fentanyl fentany{ or fentanyl
analogs
s « Deaths relgted to

natural and
semisynthetig opioids
(e.g. oxycodone,

hydrocodone)

decreased by 42.0% decreased by 42.0%
from 2017 to 2018

o W e e [

i 2 =0. Accessed September 25, 2020. i hs/2currentTimeframe=0. Accessed September 25, 2020.
ssiwem/connectigov/d9ee6d3b-bi62-4b4f-8978- hitps g govlypslycm/connectigovidieeallbE2-4bat 8076,
118_OhioDrugOverdoseReport pdf?MOD=AJPERESECONVERT_TO=url&CACHEID=f 18 M drcf 18_OhioDrugOverdoseReport pdfMOD=AJPERESECONVERT_TO=Url8CACHEID=E 18 M
3b-b762-4bA1-8978-07clcd 11348-mXEGNO. Accessed September 25, 2020. f62-4b41-B978-07clcd11348-mXAFGNO. Accessed Seplember 25, 2020. |
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Chart #1-Opioid
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https://www.chiopmp.

wal%20Report%20(2018).pdf -accessed 9.25.20

So Where Do These Qpioids
Come From?

ined prescription
opioids are often obtained from

friends or fami

« 40% of Medicaid patients with
opioid prescriptions h
indicators of aberrant u
diversion

Mack KA, Zhang K, Paulozzi L, Jones C. Prescription Practices involving Opioid Analgesi
Underserved. 2015;26(1):182-98.

Nosyk B, Marshall BDL, Fischer B, Montaner JSG, Wood E, Kerr T. Increases in the availabilty of prescribed opioids in a Canadian setting. Drug Alcohol
Depend. 2012 Nov;126(1-2):7-12.

ith Medicaid, 2010. J Health Car Poor

Sur n’s Role
S v e e

Family Medicine
Internal Medicine a“u 914 8%
Nan-Physician 2 an 7%
General Practice 2 an 5%

—  SurgerY » 7
Dentistry 19 6 80%
Pain Medicine 15 0 waex
Emergency Medicine 13 o 207%
Physical Medicine 9 2% 35.5%
All Others as 1251 36%
TOTAL 289 4219 6.8%

« Surgeons responsible for 9.8% of the total opioid
prescriptions in the U.S.

« Rates of opioid prescriptions to opioid naive patients after
minor surgery increased between 2004 -2012

Levy B, Paulozzi L, Mack KA, Jones CM. Trends in Opioid Analgesic-Prescribing Rates by Specialty, U.S., 2007-2012. Am J Prev Med. 2015
Sepi49(3)409-13.

Wunsch H, Wijeysundera DN, Passarella MA, Neuman MD. Opioids Prescribed After Low- Risk Surgical Procedures in the United States, 2004-2012.
JAMA. 2016 Apr 19;315(15):1654-7.
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and addictive opioid medications and
contributing to the street supply of
opioids

Prolonged Opioid Use

Date of

Surgery patients s V\./ed 13% were

still taking opigids 90 days
after surgery

M 30 days before to 2 weeks after surgery

90 days to 180 days after surgery

e « Another study founy that
3.1% were still takin

opioids at 90 days after
major surgery

-12 -9 -6 -3 0 3 6

Months Before/After Surgery

Johnson SP, Chung KC, Zhong L, Shauver MJ, Engelsbe MJ, Brummett C, et al. Risk of Prolonged Opioid Use Among Opioid-Naive Patients Fojowing
Common Hand Surgery Procedures. J Hand Surg. 2016 Oct;41(10):947-957.e3.
Clarke H, Soneji N, Ko DT, Yun L, Wi DN. Rates and isk factors for
BMJ. 2014 Feb 11;348(feb11 3):g1251-g1251.

ioid use after major surgery: population based cohortlstudy.

Risk of Chronic Opioid Use Following Surgery « Odds ratig of 5:1 when
compared td non-operated
controls

« Another study foundthat older
patients (>66 y.o.) folldwing low-
risk surgery have a 449
increased likelihood of chyonic
use at one year compared\with
controls

Adjusted Oads Ratc tor Chrsnic Opiod Use

Sun EC, Damall BD, Baker LC, Mackey S. Incidence of and Risk Factors for Chronic Opioid Use Among Opioid-Naive Patients in the Postoperaive
Period. JAMA Intem Med. 2016 Sep 1;176(9):1286.

Alam A, Gomes T, Zheng H, Mamdani MM, Juurlink DN, Bell CM. L i low-risk surgery: a tudy. Arch Intern
Med. 2012;172(5):425-430.

Leftovers.and Disposal

« Elective hand surgery

Pill Usage study (2012) - 95%
- received opjoids with
: o average 30 doses

Percent of Subjects

I l m = B _ ., 19 doses leftovex after
et s acute pain resolution

Rodgers J, Cunningham K, Fitzgerald K, Finnerty E. Opioid Consumption Following Outpatient Upper Extremity Surgery. J Hand Surg. 2012
Apr;37(4):645-50.
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and Disposal

s on how to dispose of

Self-Reported Opioid Intake

o 0
After Thoracic Surgery « 91% of the patignts with leftovers
.
0%
5% el e
20% I t b
o surgeg( similar to above
10% . I Thoracic and
- surgery - 83% had leftover\opioid
VeryFew  Abouthalf  Mearty Al medication
« 71-73% stored the leftovers
unsafely
Bates C, Laciak R, Southwick A, Bishoff J. Oy i N: tics: A Look at Medication Delivery, Co\sumption

and Disposal in Urologial Practice. J Urol. 2011 Feb;186(2)851-5.
Maughan BC, Hersh EV, Shofer F'S, Wanner KJ, Archer E, Carrasco LR, et al. ioid analgesi i
surgery: A randomized controlled trial. Drug Alcohol Depend. 2016 Nov;168:328-34. \v

Abou-Karam M, Dubé S, Kvann HS, Molica C, Racine D, Bussiéres J-F, et al. Parental Report of Morphine Use at Home atter Pediatric Surgery.J Pediatr.

2015 Sep;167(3):599-604.62.

Bartels K, Mayes LM, Dingmann C, Bulard KJ, Hopfer CJ, Binswanger IA. Opioid Use and Storage Pattems by Patients after Hospital Discharge following
Surgery. Costigan M, editor. PLOS ONE. 2016 Jan 29;11(1):60147972.

the Leftovers!

. Bicket etal. - Systematic review to
quantify unuded postoperative prescription
opioids
« 6 studies
« 810 patients

67- 92% of patients reported\unfilled
opioid prescriptions

Even if filled, 42-71% of all opioid\tablets
obtained by patients remained unused

« <9% of patients with extra opioid tablets
followed proper disposal methods

Bicket MC, Long JJ, Pronovost PJ, Alexander GC, Wu CL. Prescription Opioid Analgesics Commonly
Unused After Surgery: A Systematic Review. JAMA Surg. 2017.

We Are Pa the Problem!

Since most people with prescrigtion
opioid use disorder get them from\friends
and family, it is reasonable to conclude
that our postoperative analgesia
prescription practices are making a
significant contribution to the supply of
illicit opioids

— Surgery Is A

Risk

Risk of persistent opioid use\following
exposure to opioid medications in the
perioperative period, even in op
naive patients
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nd Addiction

Surge

ery shown to have a
significant ¢hance of persistent

Time-to-Cessation of Postoperative Opioids: A postoperatwe
Population-Level Analysis of the Veterans
Affairs Health Care System . . .
Many patients continye to receive
opioids chronically aftex initially
+ 60% of patients received preoperative opioids receiving them for post-operative
* Greater preoperative levels of opioid use were pain control
associated with progressively longer time-to-
cessation postoperatively

Mudumbai SC, et al. Pain Med 2016; 17:1732-43

Mudumbai SC, Oliva EM, Lewis ET, Trafton J, Posner D, Mariano ER, et al. Time-to- Cessation of Postoperative Opioids: A Population-Level Analysis of
the Veterans Affairs Health Care System. Pain Med. 2016 Sep;17(9):1732-43.

Discharge prescription patterns of

opioid and nonopioid analgesics after

oMo Swpical Iocedures « Even for patients undergoing the same
outpatient general surgery procedure

+ 95% o putientsreceived s lchargs oplod

poeios (n=642)
* Only 165 of patients received a non-opioid analgesic

i
L

prescribed for each procedure.

Noosemid MU, ot sL Pain Rep 2018; 3:4637

« Thiels et al. - Examined prescribing
practices of 138 common elegtive
procedures between 3 medica
centers and reached similar
conclusions (n=7,651).

Hill MV, McMahon ML, Stucke RS, Barth RJ, Jr. Wide variation and excessive dosage of opioid prescriptions for common general surgical procedures.
Ann Surg. 2017;265(4):709-714.

‘Thiels CA, Anderson S8, Ubl DS, et al. Wide variation and overprescription of opioids after elective surgery. Ann Surg. 2017.

« Post-operative opioid usage
among surgeons is inconsistent

« Benefit of more clinician opioid
management training

in many surgical
SEE ONE programs

DO ONE . .
« Trainees are heavily infl

by their superiors in post-
operative prescribing patterns

TEACH ONE

« Often prescribe opioids to excessive
amounts

« Do not receive formal opioid use
training

Chiu AS, Healy JM, DeWane 441 MP, Longo WE, Yoo PS. Trainees as Agents of Change in the Opioid Epidemic: Optimizing
the Opioid Prescription Practices of Surgical Residents.J Surg Educ. 2017.
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joid Prescribing

For first opioid prescription for acute
pain:

« Adults: 7 days
« Minors: 5 days

» Cannot exceed average of 30 OMEs per day (2
oxycodone 5 mg)

Exceptions:
« Specific reason (surgery) documented in medical reco
« Cancer, palliative/hospice care, addiction treatment

« Inpatient prescriptions

Citation: DF-FOLDERS/Laws-Rules/Newly-Adopted-Rules/4731-1 3117 pdf

Simple education interventions for
patients to lain how to safely
store and dispose of opioid
medications can Wake a significant
impact

« Led by the surgeon anda written
handout or referral to a wapbsite
which explains proper opio
storage and disposal

McCauley JL, Back SE, Brady KT. Pilot of a brief, web
Behav. 2013 Jun;38(6):2230-5.

McCarthy DM, Wolf MS, McConnell R, Sears J, Chevrier A, Ahistrom E, et al. Improving Patient Knowledge and Safe Use of Opioids: A Randpmized
Controlled Trial. Bird S, editor. Acad Emerg Med. 2015 Mar;22(3):331-9.

Rose P, Sakai J, Argue R, Froehiich K, Tang R. Opioid i i

improvement study. Can J Anesth Can Anesth. 2016 Jan;63(1):31-7.

ids. Addict

rates: a before versus aftbr quality

Herring ME, Shah SK, Shah SK, Gupta AK. Current regulations and modest proposals regarding disposal of unused opioids and other controlle
substances. J Am Osteopath Assoc. 2008;108(7):338-343.
‘Seehusen DA, Edwards J. P: disposal of medications. J Am Board Fam Med. 2006;19(6):542-547.

Proper Stor. and Disposal

DEA Recommendations fo Disposing of Lnused Oploids OpIOI

e mevdcser tel
eer arosru e b

should be stored
in a locked cabinet

« All un-used medication
should be returney to the

Hnw to D\spose of
Unused Medicines

once post-operative pain
has resolved

Patient E tion is Easy and

Proportion of Parents Who Kept Child’s
Leftover Pain Medication at Home

Provider discussed what to do Provider did NOT discuss what to do

LLLLreeee
LEprkree
LLELELLE
ELEEE

e 56%
LLLLLcx LLLLLLcc
LEEEEke tkeekeke
LLLLrre 26% EEELkEEe
LEEEELLL LEkekeke

10
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“= Drug Disposal Options
s

Do you h: cine you want te get rid of?

What Is The Clinical Impact of
Ignorance of Ineffective\Pain
Control?

act of Poor Pain
Con

Clinica

« Uncontrolled

Undesirable physiologic and immunologic postoperative pain:

effects . Limits patient
« Associated with poor surgical outcom mobility
N ) o « Decrease
« 1 probability of hospital readmission respiratory effort
« 1 cost of care » Increase
sympathetic
discharge

« | patient satisfaction « May decrease blood
flow to healing

Morisapi J, McLaughlin MA et al. The impact of post-operative pain on outcomes following hip fracture. Pain
Joshi GP et al. Am Surg. 2014;80:219-228 200311:’3&(%’3

11
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Pain=-Wound Healing

Prob

« McGuire et al

« Post-surgical pain
intensity was
associated with
delayed wound
healing

McGuire L, Heffner K, Glaser R et al. Pain and wound healing in surgical patients. Ann Behav Med 2006;31:165-172.

lated Adverse
Eve

« Primary component of most
postoperative multimodal
pain management
strategies

Opioi

« Associated with unwanted e, @ 7
and severe adverse events
« Nausea and vomiting
« Pruritus
« Sedation and cognitive
impairment
« Urinary depression
« Sleep disturbances
« Respiratory depression

Dasta J et al. Curr Med Res Opin. 2012;28:1609-1615.

way from the “Cookie

Lack understanadi
current literature

“ ~ ' ‘\ . Don't differentiate between
-~ acute and chronic pai

« Aren’t customized to
patients or surgical
procedures

Janis JE and Joshi GP. Plast Reconstr Surg. 2014;134(4 Suppl 2):6S-7S.

« Intra-op
« Post-op

12
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Risk Factors-for Opioid Abuse

Risk Factors for Chronic Opioid Use
Following Surgery

Pre_op I —TT——

..:‘;m:..__““ - « Male sex
H.:.. 3 ": « Low socioeconomic status

Mudumbai SC, Oliva EM, Lewis ET, Trafton J, Posner D, Mariano ER, et al. Time-to- Cessation of Postoperative Opioids: A Population-Level Andlysis of the
Veterans Affairs Health Care System. Pain Med. 2016 Sep;17(9):1732-43. 24.
Johnson SP, Chung KC, Zhong L, Shauver MJ, Engelsbe MJ, Brummett C, et al. Risk of Prolonged Opioid Use Among Opioid-Naive Patients Folldwing
Common Hand Surgery Procedures. J Hand Surg. 2016 Oct;41(10):947-957.3.
Clarke H, Soneji N, Ko DT, Yun L, Wijeysundera DN. Rates and risk factors for use after major : based cohort sfudy. BMJ.
2014 Feb 11:348(feb11 3).g1251-g1251.

Sun EC, Damall BD, Baker LC, Mackey S. Incidence of and Risk Factors for Chronic Opioid Use Among Opioid-Naive Patients n the Postoperative|Period.
JAMA Intern Med. 2016 Sep 1:176(9):1286.

Risk Factors-for Opioid Abuse

« Patients presenting for surgery with a.chronic pain condition « It has been suggested that 5-25% atients on a
and on an opioid medication have greater morbidity and

mortality, as well as increased health care 5gosts following Z?Srgrr:jlgroplmd medication have an opioid use
orthopedic and abdominal surgeries compared with controls

o ) ) Additional clinical features of opioid
Preoperative Opioid Misuse is Associated With Increased

s - ; dependence
Morbidity After Elective Orthopedic Surgery P
* Taking a high dose or a rapidly = Acknowledging being addicted
[ looidmae _____lopoituen | oo, 105 desphe stable pain - currenty addicted to other drugs
(cocaine, benzodiazepines,
50-Day Costs $24,263 $26,604 » Past or strong family history of cannabis, etc)
Length of Stay 5.2 days 5.9 days. addiet = Underlying mood or anxiety
Major Complications 16% 20% * Only one type of opioid works disorders not responsive to
Non-Home Discharge 1% 13% . [Detenwatmgar poor social restment
Hospital Readmission 6% 10% uncf\omng Ir'g“gﬁﬂs;!ﬂem urine drug screen
« Binging on opioids
* Reporting opioid withdrawal . Eonctm expressed by family
symptoms memoers

Zywiel MG, Stroh DA, Lee SY, Bonutti PM, Mont MA. Chronic Opioid Use Prior to Total Knee Arthroplasty: J Bone Jt Surg-Am Vol. 2011 Nov;93{21):1988—
93,

Menendez ME, Ring D, Bateman BT. Preoperative Opioid Misuse is Associated With Increased Morbidity and Mortalty After Elective Orthopaedid Surgery.
Clin Orthop Relat Res. 2015 Jul:473(7):2402-12.

Cron DC, Englesbe MJ, Bolton CJ, Joseph MT, Carrier KL, Moser SE, et al.
and Worse Outcomes After Major Abdominal Surgery: Ann Surg. 2016 Jul:4

Kahan M, Srivastava A, Wilson L, Gourlay D, Midmer D. Misuse of and dependence on opioids: study of chronic pain patients. Can Fam Physiclan.
perative Opioid Use is Associated With 2006 Sep 1;52(9):1081-7.

13
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Reco endations

« Patients with an established or stspected substance use disorder
should be referred to an addiction specialist pre-operatively if
possible

« Elective surgery in patients with established sybstance use
disorders should not be performed until follow-ug for substance
use has been arranged

Intra-Op

Risk Factors for Adverse Outcomes of
Opioid Therapy and Opioid Misuse

Opiokd dose > 50 morphine equivalent (mg/day) X x

Sedative-hypnotic use X x x

Alcohol o drug use history X x x X
Depression or other mental health disorder X x x X
Past incarceration o legal problems x X
Smoking X X
Higher reported pain severity x X
Younger age x X
Family history of substanee abuse x

Thorson D, Biewen P, Bonte B, Epstein H, Haake B, Hansen C, et al. Acute pain assessment and opioid prescribing protocol. Inst Clin Syst Impfov
[intemet]. 2014 [cited 2016 Nov 16]; Available from: ist.psu. i=10.1.1.678. P

« Common misconception that tolerance to opioids
is a slow process

What is the Role of Intra-Op
Narcotics?

« Opioid tolerance starts to develop within a\matter
of minutes

« So, patients who receive higher doses of narcatics
intraoperatively require more narcotics
postoperatively

Vinik HR, Kissin 1. Rapid development of tolerance to analgesia during remifentanil infusion in humans. Anesth Analg.
1998;86:1307-1311

14
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Opioid eralgesia

Opponent Process Theory

Common Characteristics of Opioid-
Induced Hyperalgesia Opioid
Worsening pain over time in spite of and because of administration

increases in opioid dose
* Nociceptive sensation
+ Area of pain more diffuse
* Pain of lesser quality and harder to pinpoint Pain

tolerance t

Opioid-induced analgesia

Opioid-induced hyperalgesia

Other Intraop Strategies

al Site Infiltration:
Best Clinical Practice

« Solution

« Bupivacaine (150 mg) or Ropivacaine (300 mg)

« Additives to prolong duration (e.g., clqnidine
100 mcg, epinephrine 0.5 mg)

« Liposomal bupivacaine
« Volume

« 40-100 mL

Haas, EM., F

s, EM., Ramshaw, B.1, Nihira, M.A., and Dunkin, B.J. Surgical Site Infitration for Abdominal Surgery: A Novel Neuroanatomical-based Approach.
obal Open, 4: ¢1 181, Dec 201

needle technique”)

Needle is inserted approximately
0.5-1 cm into the tissue plane and
local anesthetic solution is
injected while slowly withdrawing
the needle (reduces the risk bf
intravascular injection)

15
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bupivacaine

« Sodium Chlorid
0.9% 100mL

« Total volume 150

Liposomal Bupivacaine in

Abdominal Wall

Reconstruction

« Queried Vizient Database on
plastic surgery procedure
« Cosmetic and recon

« Looked at LOS, readmission
rates, direct and total costs

LA . K., Keller, A Cost-Minimization Analysis Evaluating the Use of Liposomal Bupivacaine in Recofstructive
Plastic Surgery Procedures.. Plast Reconstr Surg. 143(4): 1269-1274, 2019, PMID: 30730499
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958 cases

« Liposomal bupivacaine used inN25% (239
cases)

« | LOS (5.8 vs. 9.2 days)
« | Cost

« Total: $28K vs. $39K

« Direct: $18K vs. $24K

« Similar readmission rates

Little,
Plastic

rgery Procedures.. Plast Reconstr Surg. 143(4): 1269-1274, 2019, PMID: 30730499

rower, K., Keller, D., Ramshaw, B. and Janis, 1.E.. A Cost-Minimization Analysis Evaluating the Use of Liposomal Bupivacaine in Recostructive

Post-Op Strategie

ERAS Background

« Initiated by Dr. Kehlet in the 1990:
« Also referred to as ‘fast-track’ surgery
« Official protocols exist for:

Gl Surgeries

Radical cystectomy for bladder CA
Head and Neck Cancer
Gynecologic Oncology

Breast Reconstruction

Bariatric Surgery

Abdominal Wall Reconstruction

ERAS

ERAS Society

« Shown to:
« Reduce length of stay

« Decrease postoperative
complications

17
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Six Core Pr les of ERAS

Predp ; 2, ement
/ 3. Perioperative fluld and
Intraop hydration management
\ 4. Perioperative early mobility
and physical activity
, Postop

5. Surgical best practice
Multi-modal opioid sparjing
analgesia

o

Multimodal Analge

The Basics

Organizations Have
Urged a Shift ard Non-Opioid

Options for Pain

« JCAHO:

« “An individualized, multimodal treatment plan sh
manage pain—upon assessment, the best approack may be to start
with a non-narcotic™

. CDC:

« ‘“Health care providers should only use opioids in carefully screened
and monitored patients when non-opioid treatments are insuficient
to manage pain

« ASA:

« “A multimodal approach to pain management beginning with a Igcal
anesthetic where appropriate™

- The Joint Commission. hilp: i "
: US Centers for Disease Control and Prevontion. Morb Mortal Wkl Rep. 2011:60,1487-149

- American Society of Anesthesiologists Task Force on Acute Pain Management. Anesthesiology. 2012;116:248-273

e Best Reduce
SurgicalRain?

« Use clinicallyxglevant outcome
measures instead of pain score
scales

« Avoid and/or limit opiold use
« Use multimodal anesthesig regimens

« Develop clinical pathways using a
procedure-specific approach

« PROSPECT Guidelines

« Avoid analgesic gaps

Joshi GP et al. Am Surg. 2014,80:219-228.
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Multimoda

« Regional analgesic techniques
« Wound infiltration
« Field blocks (TAP block)

« Peripheral nerve and plexus blocks

Gabapentin/pregabalin

« Neuraxial blocks

« IV Lidocaine infusion

Opioids (as rescue)
« Acetaminophen
« NSAIDs

« COX-2 inhibitors

Multimodal Management

« Combines a variety of analgesic medjcation and
techniques with nonpharmacological interventions
« Uses drugs with complimentary mechanisms ofaction
« Targets multiple sites of the nociceptive pathway

« Allows for lower doses of medications and potextially
provides greater pain relief

« May result in fewer analgesic side effects

« May address patient differences in analgesic
metabolism and pain sensitivity

pain and the future of a personalized medicine approach to pain. AORN J.

C.
2015;101(3):308-314.

Benefits ultimodal

« Improve postsurgical
pain control

» Permit use of lower
analgesic doses

« Reduce dependence
on opioids
for postsurgical pain
management

Lovich-Sapola J et al. Surg Clin North Am. 2015;95:301-318.
Golembiewski J and Dasta J. Clin Ther. 2015. [Epub ahead of print]

al Regimen

« PRIOR TO SURGERY
« 300 mg Gabapentin (Neurontin) by mouth
« Only if no history of sleep apnea
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Multi al Regimen

« Upon arrival to the surgery center or
hospital

« 1500 mg acetominophen by mouth liquid (2\ours prior to
surgery time)

« If no hypersensitivity, severe hepatic impairment or severe\active liver
disease

« 300 mg Gabapentin by mouth (2 hours prior to surgery\time)

« Only if no history of sleep apnea

« 400 mqg celecoxib by mouth (20 minutes prior to surgery time)
« Depends on assessment of individual patients risks (cardiovascular morkidity,
gastroduodenal ulcer history, renal function and hepatic function)

« 40 mg aprepitant (Emend), 1 tablet by mouth, 2 hours before
surgery*
« *(Only if history of post op nausea and vomiting AND ONLY before operation,

Sample Multimodal Regimen

« Intraoperative

« Multi-planar field block with 8.25%
Marcaine with epinephrine or lipospmal
bupivacaine

« Ketorolac IV (15-30 mg)

« Don’t currently have IV acetaminophen\or
IV ibuprofen
- Dexamethasone IV (8 mg)

« Improves pain control, reduces PONV, anti-
inflammatory

« No significant effect on blood glucose

Timing of Perioperative Analgesia

« Timing of the block (pre- vs post-incision) does not
appear to be clinically significant

« Nerve blocks improve postop analgesia

« Total dose, but not volume and concentration,
affects the efficiency

BarreveldA et al: Anesth Analg 2013; 116: 1141-61

Samp

« Day of Surgery/POD#0

200 mg celecoxib by mouth (12 hours
morning dose)

.
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hours, repeat 3 times)
5 mg oxycodone 1 tablet by mouth every 4 hou
needed for pain

100 mg docusate (Colace) 1 tablet by mouth 2 times
a day as needed for constipation

8 mg odansteron sublingual 1 dissolvable tablet
every 8 hours as needed for nausea
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« 5 mg oxycodone 1 tablet by mouth every 4 hoyrs as
needed for pain

« 100 mg docusate (Colace) 1 tablet by mouth 2 tirges a

day as needed for constipation for 4 days

« 8 mg odansteron sublingual 1 dissolvable tablet evéry 8
hours as needed for nausea

Ga entinoids

« Beneficial when high pro!
persistent pain
« Reduce both pain and opioid requlirements
« Can improve perioperative sleep and\anxiety
e <65y.0.:
. Gabapentin 300 mg by mouth 3 times a day\for 7
days
« >65y.0.:
« Gabapentin 300 mg by mouth, 2 times a day for
7 days
« Need to adjust for renal function

ility of prolonged,

« If cannot take celecoxib or meloxicam, use either
ibuprofen 400 mg by mouth every 6 hours 0
Naprosyn 440 mg by mouth every 12 hours.

« Do not use if patient with history of peptic ulcer disease.
Do not take both, only one or other.

Summary
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medications we prescribe, we hold a level o
responsibility for this

« As surgeons we are in a unique position to lead
practice change and create responsible
perioperative prescribing practices

contribution by curbing opioid
diversion in the perioperative
period

DIVERSION >

anesthesia/pain colleagues to

identify at risk patients an

prevent postoperative abertant
opioid use.

Summary — Patient Screening

« Substance Use Disorder - refer to addiction
specialist perioperatively

« Risk Factors (mood disorder, family historyof
substance disorder, psycho social stressors

« Communicate risk non-judgementally to patient a
primary care physician

« Limit total prescription to 20 doses
unless specific reason otherwise

« Never prescribe long acting opioids or
acute pain

« Use adjunctive non-opioid analgesics
(NSAIDs, acetaminophen)

22



10/9/2020

Summary — Patient Education

« Risk of opioid misuse an
members of household

« Proper storage of opioids in a locked
cabinet

« Proper disposal practices of unused
opioid medications

Management
Suppl

Janis JE, Joshi GP.

Introduction to "current concepts in
pain management in plastic surgery.”

Plast Reconstr Surg.
2014;134(4)(suppl 2):6S-7S
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