An international multidisciplinary

consensus statement on the 4
prevention of opioid-related ’:3>
harm in adult surgical patients - e

All patients undergoing surgery should be assumed t2 be at
risk of developing persistent postoperative opicid use and

opioid-induced ventilatory impairment.

7 Consider optimising managemant of pre-cpurative pain and
G S payehalogical ridk factors befare surgery, including weaning

Q of opicids where possibla, Ersurs realistic axpactations of
L postoperative pain control.

i rather than unidimensional pain scores alone. i

educated about the use of non-pharmacological and non-

‘q Multimodal analgesia should be optimised and patients
% opioic ansigeds.

Lang-acting apicids shoukd nat be used routinaly for acute
pontaperative pain

- [ @ A patient-centred approach should be used to limit the
r mumber of tablets and the duration of usual discharge oploid
®0®  pruscriptions, typically 15 levs than a week

Automasted pest-discharge repeat prascriptions for opioids
should be avoided. Perfarm a patient review if more opiaids
aro requested.

70 Hospitals should have strategles to mitig of
(2% episid-inducad ventilatary impairmant.

Maodifisble factors that have bean identified as increasing the
{ﬁ] risk of opioid-induced ventilatory impairment and persistent
¥ postoperative opioid use should be addressed.

Patients should bo sdvised on safe storage and disposal of
unused opioids and directed to avoid opioid diversion to other
indiriduals.
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Three Waves of the Rise in Opioid Overdose Deaths
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e Define NMP prescribing roles
e Define opioid stewardship
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e Discuss ORADEs and the need for T RS pwermr—

Opioid SteWa rdship ‘;"t::‘::d“inn:;g Started in 2010 Started in 2013
 Discuss drivers for opioid use and

misuse In 2015.. ﬁ 125 mI“IOﬂ

e Discuss new international , MHRA
: 2 1milion % 33,091 2 million
and GMC guidance SRTITN ST M
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e Discuss components of opioid o, #8800 Rons
stewardship £135000  £12,989
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Non-medical Overview
[ ]
P re S C r I b e rS A range of non-medical healthcare professionals can prescribe medicines for patients as either Independent ¢
Supplementary Prescribers.

Independent prescribers are practitioners responsible and accountable for the assessment of patients with
previously undiagnosed or diagnosed conditions and for decisions about the clinical management reguired,
including prescribing. They are recommended to prescribe generically, except where this would not be clinical

appropriate or where there is no approved non-proprietary name.

® e It h e r Supplementary prescribing is a partnership between an independent prescriber (a doctor or a dentist) and a
supplementary prescriber to implement an agreed Clinical Management Plan for an individual patient with th

o Independent Or patient’s agreement.

Independent and Supplementary Prescribers are identified by an annotation next to their name in the relevan
professional register.

e Supplementary prescribers

Information and guidance on non-medical prescribing is available on the Department of Health website at
www.dh.goviuk/health/2012/04/prescribing-change.

For information on the mixing of medicines by Independent and Supplementary Prescribers, see Mixing of
medicines prior to administration in clinical practice: medical and non-medical prescribing, National Prescribing
Centre, May 2010 (available at www.gov.ukgovernment/publications/mixing-of-medicines-prior-to-
administration-in-clinical-practice-medical-and-non-medical-prescribing).

For information on the supply and administration of medicines to groups of patients using Patient Group
Directions see Guidance on prescribing.

In order to protect patient safety, the initial prescribing and supply of medicines prescribed should normally
remain separate functions performed by separate healthcare professionals.



Alms

* Define opioid stewardship



Opioid Stewardship
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Institute for Safe Medication Practices Canada
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Opioid Stewardship

Opioid medications are used to treat pain. Opioids are also known as narcotics. In recent years more and more Canadians are using opioids, and research indicates that we are
now the world's second largest consumer of opioids. Along with this increased use of opioids there has also been a corresponding and alarming increase in the harm from
opioids.

Through our ongoing analysis of medication safety incidents, we have found that opioids are frequently associated with harmful consequences-including death-when they are
prescribed, used or administered incorrectly or in error.

Opioid Stewardship may be described as coordinated interventions designed to improve, monitor, and evaluate the use of opioids in order to support and protect human health.
This web page has been developed to help the public and health care practitioners become better informed about opicids and to help reduce and prevent harm.

@
* Patients and Families

Healthcare Providers

R Prescribing

D
httosy/fwww.ismp-canada.oro/opicid stewardship/# k&



ISMP definition

* Opioid Stewardship may be described as coordinated
interventions designed to improve, monitor, and evaluate

the use of opioids in order to support and protect human
health.



Co-ordinated Safe disposal

e Education of HCPs

e Education of Patients
o Leaflets

* Facilities




Opioid Stewardship are coordinated interventions
designed to improve human health.

Pain relief has 4 vital functions
1. Humanitarian

2. Attenuate stress response
3. Promote function

4. Promote recovery and return
to optimal health




Opioid Stewardship are coordinated interventions
designed to monitor, and evaluate the use of

opioids in order to support and protect human
health.

* Has the patient got opioid resistant pain ?

* |s the patient developing tolerance?

* |[s the patient developing opioid induced hyperalgesia®?
* Do the opioids need deprescribing ?

* Does the patients have ORADEs




Tolerance to opioid analgesia
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Opioid induced hyperalgesia
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Pain
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e Discuss ORADEs and the need for
opioid stewardship



Inpatient opioid-related adverse drug events
ORADEs A0 Do

Respiratory

Pulmonary congestion & hypostasis Mald

Pulmonary msufficiency following surgery and trauma

Respiratory complications Moderate

Orther pulmeonary mmsufficiency, not elsewhere classified

Bradypnea Moderate

Acute resporatory failure Severe
JAMA Surgery | Original Imvestigation Hypoxemia Moderate

Hypoma

Association of Opioid-Related Adverse Drug Events Machsnical ventlato Severs

Central Nervous System

With Clinical and Cost Outcomes Among Surgical Patients Deliium

. . Altered_men.tal status _ Moderate
in a Large Integrated Health Care Delivery System Confusion - classified otherwise

Nervousness Mald
shahid shafi, MO, ME&, MPH; Ashley 'W. Colinsworth, S0, WPH: Laurs] A Copeland. Ph: Dizziness/vertizo Mild

Garaid [ Dgola. PhiD, MPH. MS: Taoran e, MS: Maria Koumnetsova. PhD. MPH: 11hia Lo, MPH:
Matalic Mears. BA; An T Pham, FramD, MBA: Georpe L Wan. PhD. MPH: Andrew L Masica, W0, WSO

G otroimtestimt
Dy mouth Mhld
Farabyhic 1leus

Postoperatve ileus Moderate
Constipation .
Consfipation - narcotic Mild
Nau_'aea'.vum.?t%ng following GI surgery Modsrate
Namsea'vomiting

Opioid Antagonist
Maloxzone
Maloxegol Moderate
Methylnaltrexone

Oither Adverse Events
Dermatitis Prumtus Mhld
Bradyecardia, postoperatrve Moderate
Fall from bed
Crther aceidental fall Moderate

Accidental fall (not specified)

Drugs causing adverse events in therapeutic use Mald




Impact of inpatient opioid-related adverse
drug events

Table 2. Risk-Adjusted Clinical and Cost Outcome Estimates for Patients With and Without ORADEs?®

Value (95% CI)P

Outcome ORADE No ORADE Difference
Inpatient mortality, % 3.0 (2.8-3.3) 0.1 (0.1-0.2) 2.9
Discharge to another care facility, %° 20.0 (19.5-20.6) 10.4 (10.2-10.6) 9.6
LOS, d 6.8 (6.7-6.8) 5.2 (5.1-5.3) 1.6
Cost of hospitalization, $d 25599 (24974-26 104) 17374 (17 191-17 547) 8225

30-d Readmission, % 8.9 (8.5-9.4) 7.1(7.0-7.3) 1.8




ORADEs in the Community

e Social impact

* Financial impact on the person, the family and the community
e Opioid use disorder

e Opioid diversion

e Drug driving

* Death from opioid induced ventilatory impairment

e Transition to illicit opioid use



THE OPIOID EPIDEMIC BY THE NUMBERS

130+

People died every day from
opioid-related drug overdoses®

{pstimated)

47,600

People died from
overdosing on opioids’

81,000

People used herain
for the first time!

32,696

Deaths altributed to overdoging
on synthelic opiowds other than
methadone {in 12-manth period
gnding February 2019y

2.0 million

People had an ﬂeiniﬂ use
disorder in 2018

2 million

People misused
prescription opioids
for the first time’

SOURCES

10.3m

People misused 1
prescription opioids in 2018

808,000

People used hercin
in 2018*

15,349

Deaths attributed to
overdosing on hergin
{in 12-month period
ending February 2019)

I, 2009 Natesea® Survey on Dreg Use and Health, Mo Laliy in Lbe Unised States. 2018

2. MCHS Data Brief Mo, 349, Nowember 718

3. NCHS. Hational Vital Stalistics System, Estimales for M08 and 2009 208 based on
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Opioid use
and misuse-
the other
epidemic



Three Waves of the Rise in Opioid Overdose Deaths

Deaths per 100,000 population
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Opioid use and misuse- the other UK
epidemic

UK figures

* 5% of the population prescribed
opioids in 2015

e 18% in Scotland

* 5% of the population misuse
prescription opioids

e 1998 and 2016, opioid
prescriptions increasing+++

 Morphine equivalency
consumption is now 431 mg per
person per year Cases per 1 000 population

0=2.5 Bl 251-50 Bl >50 [ No data




OPIOIDS IN BRITAIN: BY NUMBERS

In 2017 there were:
& 41.43m prescriptions

l Il, 543 overdoses

2 1,985 deaths

Increase from 2007

1]

3 X more
deaths in the North
East than London

.“

“3,000 opioid prescriptions
are handed out every day

9 deaths per
day on average

10% of patients are
on opioids in Blackpool

SOURCE: NHS, ONS, The Sunday Times




Opioid misuse and Opioid diversion

e Opioid mis-use is use without a prescription or use for reasons other
than that for which the opioid was prescribed.

e Opioid diversion is the transfer by any means of a legitimately
prescribed opioid(s) to a party other than the individual for whom it
was originally prescribed

_ In 2014, nearly
* Each day, more than 2 million people
1 ,000 are treated in either abused or
were dependent on

not using prescription . g . .
opioids as directed. prESCrlptIOH OIJIOId

departments for

% PEGPLE emergency

pain relievers.




Why does proper opioid

disposal matter? 33% =

Protecting Family and Friends

2 / 3 of teens who report prescription abuse get the
medicines from friends, family and acquaintances.

1 e 4 teens has misused or abused a prescription drug
I n at least once in their lifetime.’

825 children died and 116,000 were treated in the
ER for drug poisoning in 2009




Driving under the influence of prescription
opioids

Age and Ageing 201 6; 45: 628-634
doi: 10.1093/ageing/afw| |5
Published electronically 26 July 2016

© The Author 201 6. Published by Oxford University Press on behalf of the British Genatrics Society.
All nghts reserved. For Permissions, please email: journals.permissions@cup.com

DRUG DRIVING

New opioid analgesic use and the risk of RUINS LIVES
injurious single-vehicle crashes in drivers aged

50-80 years: A population-based matched
case—control study

* Increased risk of fatal road traffic collisions within 30 days of
commencing opioids



Opioid induced ventilatory impairment

(4 The Opioid Epidemic in the U.S.

 More than just respiratory
depression

e Relaxation of upper airway
e Depression of consciousness

e Compounded by other
sedatives eg gabapentinoids

In 2015...

E 12.5 million

People misused prescrplion opickds’
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Three Waves of the Rise in Opioid Overdose Deaths
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Opioid induced ventilatory impairment

 More than just respiratory
depression

e Relaxation of upper airway
e Depression of consciousness

* Compounded by other sedatives eg
gabapentinoids

Drug Safety
MHRA Update

Latest advice for medicines users
The monthly newsletter from the Medicines and Healthcare products Regulatory Agency
and its independent advisor the Commission on Human Medicines

Pregabalin (Lyrica): reports of severe respiratory depression

Pregabalin has been associated with infrequent reports of severe respiratory depression,
including some cases without the presence of concomitant opioid medicines. Patients with
compromised respiratory function, respiratory or neurological disease, renal impairment; those
using concomitant central nervous system (CNS) depressants; and people older than 65 years
might be at higher risk of experiencing these events and adjustments in dose or dosing
regimen may be necessary.
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e Define NMP prescribing roles
e Define opioid stewardship

e Discuss ORADEs and the need for
opioid stewardship

e Discuss drivers for opioid use and
misuse

e Discuss new international , MHRA
and GMC guidance

e Discuss components of opioid
stewardship




SERVICE UNDER-FROVISION

PHARMACOLOGY

» Addictive properties of drugs
* Long-acting preparations

* Compound analgesics

PERSONAL

» Lack of alternative resources/
sen_r_icesst&sup.pqrt_p_eop[_e--whh

chronic pain

* Surgery and exposure to

opioids

* Past or current drug or alcohol

dependence
*Chronic pain

» Lack of recognition of chronic

pain as a long-term condition

Drivers for
opioid use and
misuse

HEALTHCARE INITIATIVES

* "Pain as the 5th Vital Sign”
» Titrating opiocids to numerical
pain scores alone

* Incentivisation e.q. payment by
results and payment by patient
reported outcome measures

CBS NEWS = June 21, 2018, 7:47 AM

Purdue Pharma used
deceptive sales tactic for
OxyContin after settlement,

* Misbranding

PHARMACEUTICAL INDUSTRY

* Aggressive marketing/false
~Tlan ole addiction

* Psychological comorbidities
including anxiety and
catastrophic thinking

IPRESCRIEING

* Poor knowledge about safe
opioid stewardship/acute and
chronic pain preseribing

* Use of repeat prescriptions
* Use of long-acting opioids
* Mistaken belief that
dependence is rare

* Lack of deprescribing/safe
stewardship

i

» Opioid diversion

* Sponsoring drug trials
designed to demonstrate
superiority

* Past involverment with

ex-sales rep says

* Lack of safe opioid disposal

* Socio-economic deprivation



Radio personality Rush Limbaugh for

OxyGontin

“OxyContin” helped me
deal with the pain of
living in 2 world that
just didn’t resemble
my perceptions

or my claims.”
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Purdue will plead guilty to federal

S’

charges, reaches $8.3 billion deal over

opioid crisis

By ED SILVERMAN @Pharmalot / OCTOBER 21, 2020

NEWS  Jur , 2018, 7:47 AM

Purdue Pharma used
deceptive sales tactic for

OxyContin after settlement,

ex-sales rep says



Probability of continuing use (%)

Risk of continued opioid use
increases at 4-5 days
Likefiness of continuing to use oploids

1 year

likelingss of dependency

R Spikes here
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Drivers for
opioid use and
misuse

20+

m—— |-year probability
== == 3-year probability
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No. of prescriptions in first episode of opioid use

results and payment by patient

PHARMACOLOGY

» Addictive properties of drugs

* Long-acting preparations

SERVICE UNDER-FROVISION * Compound analgesics

» Lack of alternative resources/

services to support people with
chronicpain

« Lack of recogrition of chronic.
Ppain as a long-term condition

HEALTHCARE INITIATIVES

* "Pain as the 5th Vital Sign”
* Titrating opioids to numerical
pain scores alone

* Incentivisation e.q. payment by

reported outcome measures

PHARMACEUTICAL INDUSTRY

* Misbranding
* Aggressive marketing/false

alrms 3o addiction

* Sponsoring drug trials
designed to demonstrate
superiority

* Past involverment with

PERSONAL

* Surgery and exposure to
opioids

* Past or current drug or alcohol
dependence

*Chronic pain

* Psychological comorbidities
including anxiety and
catastrophic thinking

IBRESCRIBINGS
* Poor knowledge about safe
opioid stewardship/acute and
chronic pain preseribing
* Use of repeat prescriptions
* Use of long-acting opioids
* Mistaken belief that
dependence is rare
* Lack of deprescribing/safe
stewardship

» Opioid diversion
* Lack of safe opioid disposal

* Socio-economic deprivation
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An international multidisciplinary Anoest
consensus statement on the ~

Centers for Disease Control and Prevention prevention of opioid related \E== 'é

harm in adult surgical patients - "4

=T, Ty

All patients undergoing surgery should be assumed to be at
risk of developing persi p perative opioid use and
opioid-induced ventilatory impairment.

Aﬁ Consider optimising of pre-operative pain and

o/ psychological risk factors before surgery, including weaning

o of opicids where possible. Ensure realistic expectations of
postoperative pain control.

Functional hould guide provision of opicid

Morbidity and Mortality Weekly Report T e
Weekly / Vol. 66 / No. 10 March 17,2017 €) s o oo s o
|

opioid analgesia.

Long-acting opicids should not be used routinely for acute
postoperative pain.

A patient-centred approach should be used to limit the

Characteristics of Initial Prescription Episodes and Likelihood of Vo it e e o
Long-Term Opioid Use — United States, 2006-2015 _@) TR

[,'. Hospitals should have gies to miti the occurrence of
(%]  opioid-induced ventilatory impairment.

Anuj Shah!; Corey ]. Hayes, PharmD''+%; Bradley C. Martin, PharmD), PhD!

e Maodifiable factors that have been identified as increasing the
(I))  risk of opicidinduced ventilatory impairment and persistent
¥ postoperative opioid use should be addressed.
J

Patients should be advised on safe storage and disposal of
unused opicids and directed to avoid opioid diversion to other

L individuals.

Risk of continued opioid use
increases at 4-5 days
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Drivers for
opioid use and
misuse

The

How Treating

Sign:

Ceontributed
to the Opioid Epidemic

SERVICE UNDER-FROVISION

» Lack of alternative resources/
services to support p'eople--with
chronic pain

» Lack of recognition of chronic

pain as a long-term condition

HEALTHCARE INITIATIVES

* "Pain as the 5th Vital Sign”
» Titrating opicids to numerical
bain scores alone

* Incentivisation e.q. payment by
results and payment by patient
reported outcome measures

PHARMACOLOGY

» Addictive properties of drugs
* Long-acting preparations

* Compound analgesics

PERSONAL

* Surgery and exposure to
opioids

* Past or current drug or alcohol
dependence

*Chronic pain

* Psychological comorbidities
including anxiety and
catastrophic thinking

IPRESCGRIBING

* Poor knowledge about safe
opiocid stewardship/acute and
chronic pain preseribing

* Use of repeat prescriptions
* Use of long-acting opioids
* Mistaken belief that
dependence is rare

* Lack of deprescribing/safe
stewardship

PHARMACEUTICAL INDUSTRY |

s Misbranding

—

* Aggressive marketing/false
claims about addiction

ODB®O~-

» Opioid diversion

* Sponsoring drug trials
designed to demonstrate

i . superiority
Iﬁ% FHEHealth * Past involvement with

* Lack of safe opioid disposal

* Socio-economic deprivation




PHARMACOLOGY

» Addictive properties of drugs

* Long-acting preparations

SERVICE UNDER-PROVISION . Cgmpgund ana[gegics PERSONAL

» Lack of alternative resources/ * Surgery and exposure to
opioids

seri_r_icesst&sup.pqn:p_eop[_e--wh:h

e * Past or current drug or alcohol
chronic pain dependence
» Lack of recognition of chronic: *Chronic pain

B o s * Psychological comorbidities
pain as a long-term condition including anxiety and

Drivers for - '

opioid use and
nicyse T

nain scores alone

HEALTHCARE INITIATIVES

[PRESCRIBING|

* Poor knowledge about safe
opioid stewardship/acute and
chronic pain preseribing

* Use of repeat prescriptions
* Use of long-acting opioids
* Mistaken belief that
dependence is rare

* Incentivisation e.q. payment by
results and payment by patient

Why dOES proper OpiOid reported outcome measures
disposal matter?

* Lack of deprescribing/safe
stewardship

Protecting Family and Friends

2/ of teens who report prescription abuse get the
medicines from friends, family and acquaintances.

PHARMACEUTICAL INDUSTRY. SOCIETY:

1 -~ 4 teens has misused or abused a prescription drug
ln at least once in their lifetime.'

s Misbranding

825 children died and 116,000 were treated in the kB A_ggresswe mar?(e?mg:‘false » Opioid diversion
ER for drug poisoning in 2009 claims about addiction

* Sponsoring drug trials
..................................................................... designed to demonstrate
superiority
* Past involvernent with

* Lack of safe opioid disposal

* Socio-economic deprivation



Opioid misuse and Opioid diversion

e Opioid mis-use is use without a prescription or use for reasons other
than that for which the opioid was prescribed.

e Opioid diversion is the transfer by any means of a legitimately
prescribed opioid(s) to a party other than the individual for whom it
was originally prescribed

_ In 2014, nearly
* Each day, more than 2 million people
1 ,000 are treated in either abused or
were dependent on

not using prescription . g . .
opioids as directed. prESCrlptIOH OIJIOId

departments for

% PEGPLE emergency

pain relievers.




Why does proper opioid

disposal matter? 33% =

Protecting Family and Friends

2 / 3 of teens who report prescription abuse get the
medicines from friends, family and acquaintances.

1 e 4 teens has misused or abused a prescription drug
I n at least once in their lifetime.’

825 children died and 116,000 were treated in the
ER for drug poisoning in 2009




PHARMACOLOGY

_ » Addictive properties of drugs

* Long-acting preparations

SERVICE UNDER-FROVISION * Compound analgesics

Drivers for orwr———"

services to support people with

PERSONAL

* Surgery and exposure to
opioids

dependence
*Chronic pain

* Psychological comorbidities
including anxiety and
catastrophic thinking

chronic pain

O p i O i d u S e a n d * Lack of recognition of chronic
misuse

|pain as a long-term condition

HEALTHCARE INITIATIVES ERESCRIBING

: e * Poor knowledge about safe
*/Faimasthie sthVital Sign® opiocid stewardship/acute and
Ta hﬂ'ﬂ“ﬂ}'ﬂ from our research * Titrating opioids to numerical chronic pain preseribing
on oploid prescribing atter surgery paifscoressions * Use of repeat prescriptions
* Incentivisation e.g. payment by = Use of long-acting opioids
results and payment by patient * Mistaken belief that

dependence is rare

— reported outcome measures
— (=) * Lack of deprescribing/safe
&l i stewardship
n—
n—
n_
Prascnbdmg ohan Prrssser gt 4o &l 36 " ; '
far axcoads pain it the sbroryg el 14 1ACE CAL INDUSTRY | SOCIETY
Vi N s Praadoky predizior of how - - -

masch apioid &
parson viill use

s Misbranding
* Aggressive marketing/false
claims about addiction

https://ihpi.umich.edu/sites/default/files/2019- + Sponsoring drug tril SR ofseimopiid cispoel

designed to demonstrate

02/Opioids_Surg_FINAL_2.22.19.pdf superiorty + Socio-sconomic deprivation

* Past involvement with

» Opioid diversion



Preemptive Psychoeducation
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Figure. Schematic diagram of non-
pharmacological preemptive pain psy-
choeducation as a part of multimodal
perioperative pain control option. NMDA
indicates N-methyl-o-aspartate; NSAID,
nonsteroidal anti-inflammatory drugs.

Pharmacological

{ Spinal cord )
Alpha 2 agonists
Local anesthetics
NMDA antagonists
NSAIDs

Opioids

expectations

{ Pharmacological

Pharmacological

( Peripheral nerve ) Eosc:rgl:: l::;) )
Local anestheti
oS NSAIDs /
- /



An international multidisciplinary
consensus statement on the P
prevention of opicid-related ¥

harm in adult surgical patients a

Alms

Drug Safety  .:i..
Update MHRA

Latest advice for medicines users
The monthly newsletter from the Medicines and Healthcare products Regulatory Agency
and its independent advisor the Commission on Human Medicines

Volume 14 Issue 2 September 2020

Contents

Opioids: risk of dependence and addiction page 2

Transdermal fentanyl patches for non-cancer pain: do not use in

opioid-naive patients page 5

e Discuss new international , MHRA
and GMC guidance



nternational consensus
recommendation

An international multidisciplinary ==
consensus statement on the | "(
prevention of opioid-related b>/

harm in adult surgical patients Va

All patients undergoing surgery should be assumed to be at
risk of developing persistent postoperative opioid use and
opioid-induced ventilatory impairment.

,-f Consider optimising management of pre-operative pain and

o 2 psychological risk factors before surgery, including weaning

O of opioids where possible. Ensure realistic expectations of
o postoperative pain control.

Q Functional outcomes should guide provision of opioid analgesia,
\ rather than unidimensional pain scores alone.

Y

educated about the use of non-pharmacological and non-
opioid analgesia.

() Multimodal analgesia should be optimised and patients

Long-acting opioids should not be used routinely for acute
postoperative pain.

® ._ ° A patient-centred approach should be used to limit the
j\_ number of tablets and the duration of usual discharge opioid
[ ® @ prescriptions, typically to less than a week.

should be avoided. Perform a patient review if more opioids
are requested.

@ Automated post-discharge repeat prescriptions for opioids

\,'. Hospitals should have strategies to mitigate the occurrence of
AN opioid-induced ventilatory impairment.

e Modifiable factors that have been identified as increasing the
ah risk of opioid-induced ventilatory impairment and persistent

= postoperative opioid use should be addressed.

|y Patients should be advised on safe storage and disposal of

8, unused opioids and directed to avoid opioid diversion to other
7 individuals.

Levy N, Quinlan J, ElBoghdadly K et al. An international
multidisciplinary consensus statement on the prevention of
opioid-related harm in adult surgical patients. Anaesthesia 2020
Epub 7 Oct.

https-//onlinelibrary. wiley.com/doi/full/10.1111/anae. 15262

g ©| @Anaes_Journal
L[] TheAnaesthesia_Blog




nternational consensus
recommendation

* Pre-operative weaning of opioids
where possible

* Realistic expectations

An international multidisciplinary ==
consensus statement on the | ‘<
prevention of opioid-related b>/

harm in adult surgical patients - Va

a— mn

All patients undergoing surgery should be assumed to be at
risk of developing persistent postoperative opioid use and
opioid-induced ventilatory impairment.

Consider optimising management of pre-operative pain and

ﬁ - psychological risk factors before surgery, including weaning

ﬁ of opioids where possible. Ensure realistic expectations of
postoperative pain control.

Q Functional outcomes should guide provision of opioid analgesia,
}\ rather than unidimensional pain scores alone.

educated about the use of non-pharmacological and non-
opioid analgesia.

(’ Multimodal analgesia should be optimised and patients

Long-acting opioids should not be used routinely for acute
postoperative pain.

® _._ ° A patient-centred approach should be used to limit the
:1 number of tablets and the duration of usual discharge opioid
@ ® ® prescriptions, typically to less than a week.

@ Automated post-discharge repeat prescriptions for opioids

should be avoided. Perform a patient review if more opioids
are requested.

opioid-induced ventilatory impairment.

(‘ Hospitals should have strategies to mitigate the occurrence of
Vi

i

B 1 4

N
- Modifiable factors that have been identified as increasing the

‘m risk of opioid-induced ventilatory impairment and persistent
v postoperative opioid use should be addressed.

oy Patients should be advised on safe storage and disposal of
8, unused opioids and directed to avoid opioid diversion to other
7 individuals.

Levy N, Quinlan J, ElBoghdadly K et al. An international
multidisciplinary consensus statement on the prevention of
opioid-related harm in adult surgical patients. Anaesthesia 2020
Epub 7 Oct.

https://onlinelibrary. wiley.com/doi/full/10.1111/anae. 15262
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International consensus
recommendation

e Function should be used to guide opioid
administration

Functional Pain Score

A — no limitation the patient is able to undertake the activity without limitation due

to pain (pain intensity score is typically zero to three);

B — mild limitation the patient is able to undertake the activity but experiences
moderate to severe pain (pain intensity score is typically four to

ten); and

C — significant limitation the patient is unable to complete the activity due to pain, or pain
treatment-related adverse effects, independent of pain intensity
scores.

An international multidisciplinary =——=
consensus statement onthe = = "'
prevention of opioid-related h%

harm in adult surgical patients = "

-

All patients undergoing surgery should be assumed to be at
risk of developing persistent postoperative opioid use and

opioid-induced ventilatory impairment.

/f Consider optimising management of pre-operative pain and
n & psychological risk factors before surgery, including weaning
g of opicids wherae possible. Ensure realistic expectations of

postoperative pain control

.’-*'LL Functional osutcomes should guide provision of opicid analgesia,

"ﬁ;} rather than unidimensional pain scores alone.

‘}J educated about the use of nonpharmacological and non-

opioid analgasia.

Long-acting opioids should not be used routinely for acute
postoperative pain.

o ® A patient-centred approach should be used to lmit the
1 number of tablets and the duration of usual discharge opioid
® e L prescriptions, typically to less than a week.

@ Automated post-discharge repeat prescriptions for opioids

should be avoided. Perform a patient review if more opioids
are requested.

{/',".’ﬁ Hospitals should have strategies to mitigate the occurrence of
AN

opioid-induced ventilatory impairment.

i Meodifiable factors that have been identified as increasing the
“n risk of opioid-induced ventilatory impairment and persistent
[ ] postoperative opioid use should be addressed.

Patients should be advised on safe storage and disposal of
unused opiocids and directed to avoid opicid diversion to other

N individuals.




International consensus
recommendation

e Long-acting opioids should not
routinely be used for acute
postoperative pain.

gt Sp— - —
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An international multidisciplinary —-—--'-
consensus statement on the _ ‘<
prevention of opioid-related b,.""'*‘.--/

harm in adult surgical patients :__ " Ve

All patients undergoing surgery should be assumed to be at
risk of developing persistent postoperative opioid use and
opioid-induced ventilatory impairment.

psychological risk factors before surgery, including weaning
of opicids where possible. Ensure realistic expectations of
postoperative pain contrel.

ﬂ M Consider optimising management of pre-operative pain and

[#]

Functional outcomes should guide provision of opioid ana|gesia,
rather than unidimensional pain scores alone.

educated about the use of non-pharmacclegical and non-
opioid analgesia.

p Multimodal analgesia should be optimised and patients

Long-acting opicids should not be used routinely for acute

postoperative pain.

® L ® A patient-centred approach should be used to limit the
-I- number of tablets and the duration of usual discharge opioid
L & prescriptions, typically to less than a week.

@ Automated post-discharge repeat presnlptluns for opioids

should be avoided. Perform a patient review if more opioids
are requested.

Hospitals should have strategies to mitigate the occurrence of
opioid-induced ventilatory impairment.

risk of opicid-induced ventilatory impairment and persistent
postoperative opioid use should be addressed.

m Modifiable factors that have been identified as increasing the
L

Patients should be advised on safe storage and disposal of
unused opicids and directed to avoid cpioid diversion to other

Lav individuals.




International consensus recommendation

Risk of continued opioid use

increases at 4-5 days
ton Likeliness of continuing to use opioids
(]
40
30
20

likeliness of dependency

R.___~ Spikes here

5 10 15 20 25 30 35 40

Number of days for initial opioid prescription

Source: Centers for Disease Control and Prevention

Vox

Credit: Sarah Frostenson

Limit the number of tablets and the duration of opioid
prescriptions, typically to less than a week.

An international multidisciplinary ——
consensus statement on the P
prevention of opioid-related bé

harm in adult surgical patients b

ﬂ Solution:
Fewer days
For acute pain, prescriptions should
only be for the expected duration

of pain severe enough to need
opioids. Three days or less is often
enough; more than seven days is
rarely needed,



Antibiotic and Opioid stewardship

 Consider them both as courses

e With an end date of treatment

ANTIBIOTIC RESISTANGE —
HOW IT SPREADS

Antibiotics are Animals develop drug-

given to food producing animals resistant bacteria in their gut
and crops

l
Antibiotic resistance happens T.:1

when bacteria change and become Drug-resistant bacteria reaches
resistant to the antibiotics used to hmvinee throiigh foad; the

environment (water, soil, air) or by
direct human-animal contact

Antibiotics are given to patients,

which can result in drug-resistant treat the infections they cause.

bacteria developing in the gut

|
o % — 3§

Patient attends hospital or Drug-resistant bacteria sproads
clinic to other patients through poor hygiene
and unclean facilities

Drug-resistant bacteria sproads
to the general public

www.who.int/drugresistance

@ World Health
AntibioticResistance Organization




International consensus
recommendation

* Avoid repeat prescriptions of opioids

Probability of continuing use (%)

— |-year probability
w= mm 3-year probability

2 4 6 8 10 12 14 16
No. of prescriptions in first episode of opioid use

An international multidisciplinary :-m. :

consensus statement on the = = "'
prevention of opioid-related = »
harm in adult surgical patients = "4

All patients undergoing surgery should be assumed to be at
risk of developing persistent postoperative opioid use and

opioid-induced ventilatory impairment.

/f Consider optimising management of pre-operative pain and
n & psychological risk factors before surgery, including weaning

of opicids wherae possible. Ensure realistic expectations of
a postoperative pain control.

o Functional sutcomes should guide provision of opicid analgesia,
rather than unidimensional pain scores alone.

educated about the use of nonpharmacological and non-
opioid analgasia.

" Multimodal analgesia should be optimised and patients

Long-acting opioids should not be used routinely for acute
postoperative pain.

. .__ ° A patient-centred approach should be used to lmit the
A number of tablets and the duration of usual discharge opioid
» & prescriptions, typically to less than a week.

Automated post-discharge repeat prescriptions for opioids
should be avoided. Perform a patient review if more opioids

are requested.

{/',".’ﬁ Hospitals should have strategies to mitigate the occurrence of
AN

opioid-induced ventilatory impairment.

i Meodifiable factors that have been identified as increasing the
“n risk of opioid-induced ventilatory impairment and persistent
[ ] postoperative opioid use should be addressed.
ey Patients should be advised on safe storage and disposal of

unused opiocids and directed to avoid opicid diversion to other

N individuals.




International consensus
recommendation

e Patients should be advised on
safe disposal of unused opioids
and directed to avoid opioid
diversion to other individuals

7

e T

=
rw—

An international multidisciplinary Angesthes

consensus statement on the = "'
prevention of opioid-related b%
harm in adult surgical patients — )

All patients undergoing surgery should be assumed to be at
risk of developing persistent postoperative opioid use and

opioid-induced ventilatory impairment.

of opioids where possible. Ensure realistic expectations of

o psychological risk factors before surgery, including weaning
o postoperative pain control.

,\\/J Consider optimising management of pre-operative pain and
¢
o]

Functional outcomes should guide provision of opioid analgesia,
rather than unidimensional pain scores alone.

educated about the use of non-pharmacological and non-

‘3 Multimodal analgesia should be optimised and patients
" opioid analgesia.

Long-acting opioids should not be used routinely for acute
postoperative pain.

A patient-centred approach should be used to limit the
1 number of tablets and the duration of usual discharge opioid
® _ ®  prescriptions, typically to less than a week.

@ Automated post-discharge repeat prescriptions for opioids

2
'

should be avoided. Perform a patient review if more opioids
are requested.

W Hospitals should have strategies to mitigate the occurrence of
; opioid-induced ventilatory impairment.

s Modifiable factors that have been identified as increasing the
‘m risk of opioid-induced ventilatory impairment and persistent
[ ] postoperative opioid use should be addressed.

Patients should be advised on safe storage and disposal of

unused opioids and directed to avoid opioid diversion to other
individuals.
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Drug Safety ...
Update MHRA

Adyvice for healthcare professionals:

e opioid medicines (opioids) provide relief from serious short-term pain; however long-
term use in non-cancer pain (longer than 3 months) carries an increased risk of
dependence and addiction

o discuss with patients that prolonged use of opioids may lead to drug dependence and
addiction, even at therapeutic doses — warnings have been added to the labels
(packaging) of UK opioid medicines to support patient awareness

o Dbefore starting treatment with opioids, agree with the patient a treatment strategy and
plan for end of treatment
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You can find the latest version of this guidance on G e n e ral

our website at www.gmc-uk.org/guidance

Medical

THIS GUIDANCE COMES INTO EFFECT .
ON 5 APRIL 2021 COUHCI|

Good practice in
prescribing and managing
medicines and devices

You are responsible for the prescriptions that you This guidance comes into effect on 5 April 2021.
sign. You must only prescribe medicine when you

have adequate knowledge of your patient’s health.

And you must be satisfied that the medicine serves

your patient’s need. Download the guidance

P R (R R O (. S [ S o L R . TN S e



Controlled drugs and other medicines
where additional safeguards are needed

59 Some categories of medicine may pose
particular risks of serious harm or may be
associated with overuse, misuse or addiction.
When prescribing, you should follow relevant
clinical guidance, such as drug safety updates on
the risk of dependence and addiction associated
with opioids.”

60

If you don’t have access to relevant information
from the patient’s medical records you must
not prescribe controlled drugs or medicines
that are liable to abuse, overuse or misuse or
when there is a risk of addiction and monitoring
is important.’ Exceptions to this are when no
other person with access to that information is

available to prescribe without unsafe delay and it

Is necessary to:

a

avoid serious deterioration in health or avoid
serious harm

ensure continuity of treatment where a
patient is unexpectedly without access to
medication for a limited period.

Prescribing at the recommendation of a
colleague

76 If you prescribe based on the recommendation
of another doctor, nurse or other healthcare
professional, you must be satisfied that
the prescription is needed, appropriate for
the patient and within the limits of your
competence.

17 See MHRA safety drug update on opioids and risk of
dependence and addiction.




Obtaining a patient’s consent

50 You should be proportionate when obtaining a
patient’s consent. For most prescribing decisions,
you can rely on a patient’s verbal consent, as
long as you are satisfied that they've had the
opportunity to consider any relevant information

and decidedto go a
signature Is requirec

nead. Sometimes a patient’s
on a form, for example to

comply with an MH

RA drug safety alert about a

medicine with serious side effects.



Guidance on professional standards and ethics for doctors

Decision making
and consent

General
Medical

Working with doctors Working for patients CGUHC”

N I c National Institute for
Health and Care Excellence

Shared decision making

NICE guideline

Published: 17 June 2021
www.nice.org.uk/guidance/ng197

© NICE 2021 All rights reserved. Subject to Notice of rights (https:/Anwww.nice.
S

rights)

org.u

NICE

guideline

k/terms-and-conditions#netice-of-



The BRAN
acronym

ChamsingWisely

NHS'
Make the
most of your
appointment

It can be a bit daunting having an appointment - but
asking your healthcare professional the four BRAN
questions can help you make the right choice for you.

Benefits

What are the Benefits?

Risks

What are the Risks?

Alternatives

What are the Alternatives?

Nothing

What if | do Nothing?
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Avoiding the known risk factors

e Unrealistic expectations

* Aiming for reduction in unidimensional pain intensity scores
e Use of modified release opioids

* Repeat prescriptions

* Long duration



Components of opioid stewardship

1. Research



Need to implement effective strategies

The Society for Opioid Free Anesthesia




Components of opioid stewardship

2. Education of prescribers



Components of opioid stewardship

3. Education of Patients and
carers



Deprescribing Advice

INHS |
 Expectation to stop opioids weisees

* How to stop opioids

Pain Service

West Suffolk MNHS Foundation Trust
Hardwick Lane, Bury 5t Edmunds, Suffolk IP33 202
Tel: 01284 713000, www.wsh.nhs.uk

@ Putting you first



Components of opioid stewardship

4. Realistic expectations



Preemptive Psychoeducation

> Lk ™

~
- \
Pharmacological ¥ 4 A Y
( Brain Stem ) <=3 I Non Pharmacological
Alpha 2 agonists l Preemptive Psychoeducation |
NMDA antagonists
NSAIDs 1 !
Opioids \ ,
\\ I,
Realistic —_—

Figure. Schematic diagram of non-
pharmacological preemptive pain psy-
choeducation as a part of multimodal
perioperative pain control option. NMDA
indicates N-methyl-o-aspartate; NSAID,
nonsteroidal anti-inflammatory drugs.

Pharmacological

{ Spinal cord )
Alpha 2 agonists
Local anesthetics
NMDA antagonists
NSAIDs

Opioids

expectations

{ Pharmacological

Pharmacological

( Peripheral nerve ) Eosc:rgl:: l::;) )
Local anestheti
oS NSAIDs /
- /



Components of opioid stewardship

5. Treat opioid prescriptions for
non-cancer pain as a course



Opioids must be considered a course of
treatment

Drug Safety ...
Update <734 MHRA

Advice for healthcare professionals:

« opioid medicines (opioids) provide relief from serious short-term pain; however long-
term use in non-cancer pain (longer than 3 months) carries an increased risk of
dependence and addiction

« discuss with patients that prolonged use of opioids may lead to drug dependence and
addiction, even at therapeutic doses — warnings have been added to the labels
(packaging) of UK opioid medicines to support patient awareness




Components of opioid stewardship

6. Avoid repeat prescriptions



Components of opioid stewardship

7. Avoid co-prescribing with
other sedatives



Opioid induced ventilatory impairment

 More than just respiratory
depression

e Relaxation of upper airway
e Depression of consciousness

* Compounded by other sedatives eg
gabapentinoids

Drug Safety
MHRA Update

Latest advice for medicines users
The monthly newsletter from the Medicines and Healthcare products Regulatory Agency
and its independent advisor the Commission on Human Medicines

Pregabalin (Lyrica): reports of severe respiratory depression

Pregabalin has been associated with infrequent reports of severe respiratory depression,
including some cases without the presence of concomitant opioid medicines. Patients with
compromised respiratory function, respiratory or neurological disease, renal impairment; those
using concomitant central nervous system (CNS) depressants; and people older than 65 years
might be at higher risk of experiencing these events and adjustments in dose or dosing
regimen may be necessary.



Components of opioid stewardship

8. Avoid long duration



Components of opioid stewardship

9. Avoid drug driving



Driving under the influence
of prescription opioids fa o

DRUG DRIVING

Driving and skilled tasks

Drowsiness may affect performance of skilled tasks (e.g. driving); effects of alcohol enhanced. Driving at the
start of therapy with opioid analgesics, and following dose changes, should be avoided.

For information on 2015 legislation regarding driving whilst taking certain controlled drugs, including opioids,

see Drugs and driving under Guidance on prescribing.




Components of opioid stewardship

10. Promote safe storage



Preventing harm from opioid diversion

How to Safely Store Prescription Opioids

ALLIEDAGAINST Learn more at www.AgainstOpioidAbuse.org

opiOidAb use @AAOA_Tweets



Components of opioid stewardship

11. Promote safe disposal



Safe Disposal

e Patients should be advised on
safe disposal of unused opioids
and directed to avoid opioid
diversion to other individuals




Components of opioid stewardship

12. Avoid opioid diversion



Components of opioid stewardship

13. Review



Implementing
opioid stewardship

Ayjiqerjey wayshs

Ayjiqerjay uewny

Forcing functions

Barriers and fail-safes

abeiana] ybiy

Automation and
computerization

Standardization
and protocols

p

Redundancies

p

Warnings, alerts,
reminders, checklists
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Rules and policies

-

Educational programs

Available information
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Suggestions to "be
more careful

Most
Effective

Hardest to
Implement

Least
Effective

Easiest to
Implement

© ISMP



Human factors and forcing functions

Hierarchy of Intervention Effectiveness

AUTOMATION

STANDARDIZATION fﬁrCing function

mechanisms built into the

workflow to prevent
specific errors or reduce

their impact

REMINDERS - POC




e

Examples of Human factor engineering in healthcare to reduce

errors

-

® (Checklists

® CPOE SYSTEM
( Computerized physician
order entry)

® Color Cnding of Medical
gasses adaptnr

® Barcode medication
administration system.

@ Forcing functions : Removal
ol concentrated pﬂtassium
from general wards




Summary

e Define NMP prescribing roles
* Define opioid stewardship

e Discuss ORADEs and the need for
opioid stewardship

 Discuss drivers for opioid use and
misuse

e Discuss components of opioid
stewardship

e Discuss new international , MHRA
and GMC guidance

Update

Latest advice for medicines users

The monthly newsletter from the Medicines and Healthcare products Regulatory Agency
and its independent advisor the Commission on Human Medicines

Volume 14 Issue 2 September 2020

Contents

Opioids: risk of dependence and addiction page 2

Transdermal fentanyl patches for non-cancer pain: do not use in

opioid-naive patients page 5




Take home messages

Limit duration and agree end date ( course of treatment)
No repeat prescriptions and no modified-release opioids
Regular assessment

Through SDM ensure patients are aware of BRAN
Promote safe storage and disposal

Avoid drug driving, opioid diversion

Work with others

N o U s W NhPeE
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