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Workshop roadmap

A We will have a standardized patient present today for group interview
to help explore care of patients who take opioids for pain.

A We will practice treatment planning and discuss how clinics can identify
their strengths and areas for improvement to provide te@ased care.

A We recognize that there is a lot of patient care information. We will
highlight pertinent details of the patient case as we proceed.
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Learning objectives

. By the end of this session, participants should be able to:

1 Describe the roles and responsibilities of healthcare team members and wi
collaboratively tadevelop a patient care plan for a person with pain who takes
opioids.

2 Utilize bestpractice nonstigmatizing communication to enhance care
outcomes for patients who take or potentially misuse opioids and other
substances.

3 Discuss risks, benefits, treatment options and patient/team perceptions of
tapering opioid therapy in the context of opioid therapy for chronic pain.






Language and Expectations are Changin
Using clinically accurate language

fosters shared decisiemaking




Let's Get
Startedwith
¢C2RI e Qa
Activity
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Collect and assess relevant patient informagon

Review patient history

A Think about how this information
IS normally communicated to and
among team members and identify
opportunities to improve
Interprofessional communication.
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Review screening tool results

A Pain: Pain, Enjoyment, General Activity (PEG) sc
A Opioid use: Opioid Risk Tool (GRUD)

A DepressionPatientHealthQuestionnaire (PHQ)
Screening tools should be used as diagnostic aids only ir

conjunction with complete patient information and
appropriate clinical judgement.

Who administers and reviews screening tools in your
setting? Are there barriers to your use gtreening tools
for pain/substance use disorders?
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Review Prescription Monitoring Program (PMP) Informatia

A9l OK aitl isQa t at
prescription drug dispensing of
controlled substances.

A WA state opioid prescribing guideline:
recommend checking the PMP prior t
new prescriptions and refills
(depending on profession).

A Consider who is responsible for
checking and documenting the PMP |

your clinic. Are there barriers to
Best practice: check PMP w/each prescription  consijstent practice?
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Calculate Morphine Equivalent Dose (MED)

Al a3asSaairy3d a95z | LIIGASYGQ
over 24 hours, reduces the likelihood of overdose.

A There are online calculators. Today we suggest you use:
https://www.oregonpainguidance.org/opioidmedcalculator/

A Note: interchanging opioids is a more complex decision
requiring specialized training.

Who calculates the MED in your setting? Is it consistently
calculated and shared with team members? Is there a dose
limit guideline for your clinic?

=
Y
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Sam Jones, 63 year-old retired lawyer

Case Setting (assume no pandemic is occurring)

The patient has previously seen a former clinic prescriber (Dr. J. Larson) who no longer works
at the clinic. Recently, the primary care clinic has adopted a team-based approach for pain
management. This is the first time the patient care team will meet to plan Sam’s care.

Chief Complaint
Here today requesting additional pain medications for ongoing back pain due to car accident.

Progress Note

Visit 1 (Three months ago): Patient was in car accident with acute back injury diagnosed as a
lumbar strain with negative lumbar spine x-rays. Emergency department-initiated
hydrocodone/acetaminophen 5 mg/325 mg 1 tab PO g 4-6 hours prn pain for 14 days.

Visit 2 (2.5 months ago): Ten days following the accident, the patient had a follow up clinic
appointment with PCP. Reported continued pain (6 out of 10) despite prescribed
hydrocodone/acetaminophen. Average Pain, Enjoyment, General activity (PEG) score was 7
out of 10 (with 10 indicating a poor function). Prescribed additional
hydrocodone/acetaminophen 5 mg/325 mg 1 tab PO g 4-6 hours prn pain for 15 days.

Visit 3 (Two months ago): One month following the accident patient returned to clinic. Patient
reported taking prescription medications every 4 hours. Patient’s pain 7 out of 10. Average
PEG score 7 out of 10. Prescriber increased dose of hydrocodone/acetaminophen to 10
mg/325 mg 1 tab PO q 4-6 hours prn pain and initiated methocarbamol 1500 mg 1 tab PO TID
and at bedtime prn back muscle spasm.
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Past Medical History

Allergies Penicillin (rash)

Problem List:

Hypertension

Hyperlipidemia

History of depression 10 years ago. Improvement following counseling, exercise
Lumbar strain from car accident

=

A N

Social History

1 year agoReports drinking occasionally43drinks per week either beer or wine. Drink& tups
of coffee per day. Does not smoke or use tobacco prodiasent reports using cannabis gummi
Fd yAIKG a2y 0SS Ay | g K lavyerawhdiiges vl dpduise@id iwe dod. |
children.
Family History

Reports father died of alcoholic cirrhosis.

Currently Prescribed Medications

Hydrocodone/acetaminophen 10 mg/325 mg 1 tab POG&jhours prn pain for back pain
Methocarbamol 1500 mg 1 tab PO TID and at bedtime prn back muscle spasm
Lisinopril 10 mg 1 tab PO daily for hypertension

Rosuvastatin 20 mg 1 tab PO daily for hyperlipidemia

A w N PRE

Note: The patient reports taking the following in the lastBdur period:
A 8 tablets- Hydrocodone/ acetaminophen 10 mg/325 mg

A 3 tablets- Methocarbamol 1500 mg

A 4 tablets- Oxycodone/ acetaminophen 7.5 mg/325 mg




WASHINGTON STATE UNIVERSITY @ HEALTH SCIENCES

SPOKANE

¢hs! Qf +L{L¢

b

Visit 4 (Today): Patient returns having had regular refills of
prescriptions from visit 3. PEG score remains 7 out of 10. Pain is
localized to lumbar area with no radiating pain or lower extremity

weakness. There is no bowel or bladder incontinence. Exam
confirms normal vital signs and no lower extremity weakness or
sensory deficits. Patient requests ongoing medication refills.
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PEG Score

Pain, Enjoyment, General Activity (PEG) Scale Assessing Pain Intensity & Interference
1. What number best describes your pain on average in the past week?

o 1 2 3 4 5 6 (7) 8 9 10
No Pain - Pain as bad as
you can imagine

2. What number best describes how, during the past week, pain has interfered with your
enjoyment of life?

0 1 2 3 4 (! ) 6 7 8 9 10
Does not - Completely
interfere interferes

3. What number best describes how, during the past week, pain has interfered with your
general activity?

0 1 2 3 4 5 6 7 (8) 9 10
Does not N/ Completely
interfere interferes

PEG score: 7

Calculating the PEG Score: Add the responses to the three questions, then divide by three
to get a mean score out of 10 points.

Using the PEG Score: The score is best used to track an individual's changes over time.
The initiation of therapy should result in the individual’s score decreasing over time.

Krebs, E. E., Lorenz, K. A., Bair, M. J., Damush, T. M., Wu, J., Sutherland, J. M., Asch S,
Kroenke, K. (2009). Development and Initial Validation of the PEG, a Three-item Scale
Assessing Pain Intensity and Interference. Journal of General Internal Medicine, 24(6), 733—
738.




WASHINGTON STATE UNIVERSITY @ 2y el

OUD Score

Opioid Risk Tool - OUD (ORT-OUD)?

s
1. Family history of . ml::ggf (Iirugs g
substance abuse —
 Prescription drugs 1 0
2. Personal historl;y of : ml::ggf (Iirugs :: g
substance aRuse.  Prescription drugs 1 0
3. Age (mark box if 16 to 45) 1
» Attention deficit disorder
5. Psychological . g_bsessive compulsive disorder 1 0
disease * |pqlar .
e Schizophrenia
o Depression ”T 0
TOTAL (1 point for each yes) 2
Total score risk category:
o Low risk for future opioid use disorder: 0 to 2
o High risk for opioid use disorder: =3

2 Scoring of ORT-OUD differs from the ORT.
b The published tool uses the terminology of “substance abuse.” This potentially stigmatizing. The preferred language is “substance use disorder.”

https://www.drugabuse.gov/nidamed-medical-health-professionals/screening-tools-resources/opioid-risk-tool-oud-ort-oud
Cheatle,M, Compton P, Dhingra L, Wasser T, O'Brien. Development of the Revised Opioid Risk Tool to Predict Opioid Use Disorder in Patients
with Chronic Non-Malignant Pain. Journal of Pain. 20 (7): 842-851, 2019.
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Patient Health Questionnaire (PHQ-9)

1. Over the last 2 weeks, how often have you been bothered by any of the following
problems? Read each item carefully and circle your response.

Several More than Nearly

SOt;:]?S") days half the days | every day
P (1 point) (2 points) (3 points)
a. Little interest or pleasure in doing
things X
b. Feeling down, depressed, or hopeless X
c. Trouble falling asleep, staying asleep,
or sleeping too much x
d. Feeling tired or having little energy X
e. Poor appetite or overeating X

f. Feeling bad about yourself, feeling

that you are a failure, or feeling that
you have let yourself or your family x r
down

g. Trouble concentrating on things such
as reading the newspaper or watching X
television

h. Moving or speaking so slowly that
other people could have noticed. Or
being so fidgety or restless that you X
have been moving around a lot more
than usual

i. Thinking that you would be better off
dead or that you want to hurt yourself X
in some way

Totals
Score total: 13

2. If you checked off any problem on this questionnaire so far, how difficult have these
problems made it for you to do your work, take care of things at home, or get along with
other people?

Not Difficult At All Somewhat Difficult Very Difficult Extremely Difficult

X
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APrescriptions from urgent care and dentist
ACash payment for several prescriptions
AMore than one pharmacy being used

a2
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The patient reports taking the following in the last-Rdur period:
A8 tablets- Hydrocodone/ acetaminophen 10 mg/325 mg

A3 tablets- Methocarbamol 1500 mg

A4 tablets- Oxycodone/ acetaminophen 7.5 mg/325 mg

=125 MED



A This is your first meeting with Sam Jones, who is visitingctiméc today
requesting additional pain medications for unresolved back pain.

A Your clinic has adopted a teabased approach for pain management given
research showing it improves outcomes.

A Audience: As you are observing this interaction, please construct your own
problem list and treatment priorities


https://vimeo.com/670426225/fd6b8cadcc




WASHINGTON STATE UNIVERSITY @ 2y el

[ YQ4d a95 06Y2NLKANPI2S jhglzA O f

The patient reports taking the following in the lastRdur period:
8 tablets- Hydrocodone/ acetaminopheh0 mdg325 mg

3 tablets- Methocarbamol 1500 mg

4 tablets- Oxycodone/ acetaminophen.5 mg325 mg
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Starting the difficult conversation

A It may not be possible to completely eliminate
your pain, so our goal today is belp you
function while reducing the pain is much as
possible.

A There area number otreatment options. Let's
explore them together

A¢Stt YS loz2dzi Ftyeée YSOK
tried that did not involve opioids

A Trouble controlling your use of opigitedicationmakes it unsafe, anibng-term riskscanbe substantial

A It looks likeyou havereceiveda numberof prescriptions from several differeptoviderswhich concerns me



A After 3 monthsthis patient haschronic pain PEG scor@/10 with no improvement on
high morphine equivalent dose opioid therapy.

A For most patients, opioids are not a good choice for chronic pain therapy.
A Currenttreatment inadequate/ineffectivéout alternatives are limited.



A Methocarbamol should not be prescribed with opiaidserlapping adverse effects.

A Potentially exceeding maximum daily dose of acetaminophen.

A Combiningacetaminophen and opioids with alcotislhighly problematic.

A Multiple prescribers: Research shows that risk of opioid overdose is 6.5 times
higher when patients use 4 or more opioid prescribers in a year, and 6 times higher
when 4 or more pharmacies for opioid prescriptions are used.

A HighMED (Morphine Equivalent Dose of 125 mg)

GwiraBaumblattJA, Wiedeman C, Dunn JR, SchaffndPdM|ozzLJ, Jones THighvrisk use by patients prescribed opioids for pain and its role in overdose ddathis\ Intern Med. 2014;174).796
801.doi: 10.1001/jamainternmed.2013.12711



PHQ9 scoresuggestsiepressionPatient reports reduced physical
activity and unable to exercise, weight gain, strained relationship with

spouse.
A Patients using opioids are more likely to develop depression
A Patients with depression are more likelyrtosuseopioids.

A Patients with chronic pain using opioids are also at high risk for
suicide and selharm.
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Problem list Concer

- P

A Asking for more pain medication.
A Increasing hydrocodone dosing without instruction to do so from the provide

A Prescription Monitoring Plan (PMP) report suggests potential misuse.

A Obtaining prescriptions (oxycodone) from sources other than the primary care
provider.

A Paying cash, using multiple pharmacies.
The above behaviors may be the result of untreated pain.
A Sam may have underlying OUD. Evaluate opioid risk scores.




ihat would yowillke to do next
S gre your treatment plan ideass
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Assessment & Plakvidence of Opioid Use Disorder (OUD)?

To confirm a diagnosis of OUD, at least two of the following shoul
observed within a 12nonth period:

C Opioids are often taken in larger amounts or over a longer period than was intended.

C There is a persistent desire or unsuccessful efforts to cut down or control opioid use.

C A great deal of time is spent in activities necessary to obtain the opioid, use the opioid, or recover from its effects.
C Craving, or a strong desire or urge to use opioids.

C Recurrent opioid use resulting in a failure to fulfill major role obligations at work, school, or home.

C Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or exacerbated éxtslod eff
opioids.

C Important social, occupational, or recreational activities are given up or reduced because of opioid use.
C Recurrent opioid use in situations in which it is physically hazardous.

C Continued opioid use despite knowledge of having a persistent or recurrent physical or psychological problem thataséikelpéen
caused or exacerbated by the substance.

C Exhibits tolerance

C Exhibits withdrawal

https://www.cdc.gov/drugoverdose/train
ing/oud/accessible/index.html
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h Work with Sam to develop realistic goals for pain and

A Review risks and benefits of using opioids for chronic pain.
A Consultation/referral to a pain special{&r pain sedmanagement program):
A Specialist Needeif continuing> 120 mg/day MEQWA State Prescribing Requirements)

A Consider an individualized, patieoéntered opioid tapering plag opioids not
recommended for long term chronic back paie cbc and VA resources.

Opioids should not be tapered rapidly or discontinued suddenly given risk of significa
opioid withdrawal, emotional distress, and suicide risk.

72
esolve

alr
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All pain management specialists must have at least 30% curpattice in the direct
provision of pain management care or be in a multidisciplinary pain clinic.

% /ot
3 A

A WAC 24640-493: ARNP criteria, credentialing, CE and expertise

A WAC 24618-895: PA criteria, credentialing, CE and expertise
A WAC 24819945: Physician criteria & board certification recognized in WA



