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Objectives

Understand the impact of opioid analgesic
prescribing on the current opioid crisis

Recognize opioid reduction strategies that can be

implemented in the emergency department

Identify opportunities to assist those suffering with
opioid use disorder in the emergency department
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Pain Is Inevitable, Suffering is Optional

Pain is a leading cause of patients seeking care

It is complex and heterogeneous

Decreases quality of life

Costs US SBillions per year in lost productivity

Opioid have been a major workhorse
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Figure. Opioid Prescriptions and Opioid-Related Deaths From 1999-2013
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THE OPIOID EPIDEMIC BY THE NUMBERS
11.4m

People misused
prescription opioids'

130+

People died every day from

opioid-related drug overdoses®
{estimated)

47,600

People died from
overdosing on opioids?

2.1 million

People had an opioid use
disorder’

886,000

People used heroin®

81,000 2 million 15,482

People used heroin People misused prescription Deaths atlributed to

for the first time* opioids for the first time' overdosing on heroin®

28,466

Deaths attributed to SOURCES

overdosing on synthetic 1. 2017 National Suivey on Drug Use and Hea'th, Mortality in the United States. 2018

opioids other than 2. NCHS Data Broef No. 203, December 2017

methadone? 3. NCHS, Naticnal Vital Statistics System. Estimates for 2017 and 2018 ase based on provisonal data,
4 HMS.GOV/OPIOIDS
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"We cannot solve our
problems with the same
thinking we used when
we created them."

Albert Einstein




Opioid Minimization Strategies

Opioid Free Shift

ALTO®

Colorado ACEP

Piedmont Columbus Regional
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Opioid Free Shift

Neuropathic Pain

o N w2

PO lbuprofen-400-800 mg

PO Gabapentin-100-300 mg

PO Prednisone-25-50 mg

PO Clonidine 0.1-0.2 mg

IV Ketamine-0.3 mg/kg over 10 min, + IV drip at 0.15 mg/kg /hr

IV Lidocaine -1.5-2.5 mg/kg /hr drip x2-4 h ( 2% cardiac Lidocaine)
IV Dexemedetomidine-0.2-0.3 mcg/kg/hr drip

IV Clonidine-0.3-2 meg/kg/hr drip

Post-Operative Pain

1.
2
3.

IV Acetaminophen-1g over 10-15 min
IV Ketamine-0.3 mg/kg over 10 min, + I/ drip at 0.15 mg/kg /hr
[V Dexemedetomidine-0.2-0.7 mcg/kg/hr drip

Dental Pain

1.
2
3.

Dental Blocks
PO lbuprofen -400-800 mg
PO Acetaminophen-500-1000mg

Burns

e A L o

PO Ibuprofen-400-800 mg

PO Acetaminophen-500-1000mg

PO MNaproxen-375 mg

IV Acetaminophen-1g over 15 min

[V Ketamine-0.3 mg/kg over 10 min, + IV drip at 0.15 mg/kg /hr

IV Lidocaine -1.5.-2.5 mg/kg /hr drip x2-4 h (2% cardiac Lidocaine)
[V Dexemedetomidine-0.2-0.7 mcg/kg/hr drip

IV Clonidine-0.3-2 mcg/kg/hr drip

Sickle Cell Painful Crisis

o kw2

PO lbuprofen-800mg

PO Hydroxyurea-100mg

IN Ketamine 1mg/kg (no more than Tml per nastril)

IV Ketamine-0.3 mg/kg over 10 min, + I/ drip at 0.15 mg/kg /hr

[V Lidocaine -1.5.-2.5 mg/kg /hr drip x2-4 h (2% Cardiac Lidocaine)
IV Dexemedetomidine-0.2-0.3 mcg/kg/hr drip

I Piedmont

HEALTHCARE

Am J Health Syst Pharm 2015;72(23):2080-6



Opioid Free Shift

41% had significant decrease in pain by 30 min

>80% of patients were satisfied with the non-opioid
based protocol

Only 1 patient required rescue opioid therapy
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Alternatives to Opiates (ALTO®)

New Jersey's busiest ER has successfully
implemented an Alternatives fo Opiates (ALTO)
program.



Alternatives to Opiates (ALTO®)

Table 1. Non-Opiold Suggestions for Pain Management In Select Conditions

Condition Analgesia
Acute Headache Ibuprofen/Ketorolac, Acetaminophen, Reglan, Trigger

point injection, Magnesium, Valpreoic Acid,
Dexamethasone, Haldol

Renal Colic Ketorolac, Acetaminophen, Cardiac lidocaine
Musculoskeletal Pain (sprains, lbuprofen/Ketorolac, Acetaminophen, Cyclobenzaprine,
strains or opiate naive low back Lidocaine patch, Gabapentin, Trigger point injection
pain)

Acute on Chronic Radicular Low |buprofen/Ketorelac, Acetaminophen, Cyclobenzaprine,
Back Pain (opiate tolerant) Lidocaoine patch, Gabapentin, Trigger point injection,

Dexamethasone, Ketamine

Bxaremity Fracture or Joint Acetaminophen, Ketamine Intranasol, Nitrous Oxide,
Dislocation Ultrasound guided regional anesthesia
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Alternatives to Opiates (ALTO®)

/5% of patients achieved
adeqguate pain relief with
ALTO® regimen

38% decrease In opioid use
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Immediate/First-Line Therapy:
APAP 1000 mg PO

Ketorolac 15 mg IV
1L0.9% NS bolus

Second-Line IV Therapy:
Renal Colic Lidocaine 1.5 mg/kg IV (max 200 mg)

Alternative Option:

DDAVP 40 mcg IN

These treatment pathways are not intended to and should not replace clinician judgement or clinical expertise. They
are a guide to possible treatment options that maybe considered, in the context of a patient’s clinical condition and
comorbidities, for the treatment of patients in pain.

Colorado Hospital Association

© 2018 CHA UPDATED MAY 2018



Overall Results

fewer projected

in opioid in ALTO -
administration | administration opioid

Measured in administrations

MEUs/1,000 ED visits during the pilot than

across all 10 EDs during the baseline
2017 vs. 2016 period

No Significant change in HCAHPS score related to pain
N chia




Piedmont Columbus Regional’s Order-Set
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ABDOMINAL PAIN (RENAL COLIC)
Mild Pain Management Pain Scale 1-3

O lbuprofen (Motrin®) 600 mg orally once; Caution in renal impairment.
O Acetaminophen (Tylenol&) 975 mg orally once
Caution in use with other acetaminophen products. Maximum of 3 gm/24 hours. Caution in hepatic impairment.

Moderate Pain Management Pain Scale 4-6

O Ketorolac (Toradol®) 15 mg IV once
Maximum duration of 5 days, recommended dose for patients greater than 65 years old or less than 50 kg.
Avoid use in Kidney Disease.

O Acetaminophen (Ofirmeva) 1000 mg IV over 15 minutes once
Caution in use with other acetaminophen products. Maximum of 3 gm/24 hours. Caution in hepatic impairment.

Severe Pain Management Pain Scale 7-10
O Lidocaine (Xylocaine MPF)(cardiac) 50 mg IV over 15 minutes once for weight less than 50 kg;

cardiac monitor required
O Lidocaine (Xylocaine MPF)(cardiac) 75 mg IV over 15 minutes once for weight between 50 and 75 kg;

cardiac monitor required
O Lidocaine (Xylocaine MPF)(cardiac) 100 mg IV over 15 minutes once for weight greater than 75 kg;
cardiac monitor required

ABDOMINAL PAIN (NON-TRAUMATIC)

Mild Pain Management Pain Scale 1-3
O lbuprofen (Motrin®) 600 mg orally once; Caution in renal impairment.
O Acetaminophen (Tylenol&) 975 mg orally once
Caution in use with other acetaminophen products. Maximum of 3 gm/24 hours. Caution in hepatic impairment.
Moderate Pain Management Pain Scale 4-6
O Ketorolac (Toradol&®) 15 mg IV once
Maximum duration of 5 days, recommended dose for patients greater than 65 years old or less than 50 kg.
Avoid use in Kidney Disease.
O Acetaminophen (Ofirmeva) 1000 mg IV over 15 minutes once
Caution in use with other acetaminophen products. Maximum of 3 gm/24 hours. Caution in hepatic impairment.
Severe Pain Management Pain Scale 7-10
O Ketamine 10 mg IV once. Slow push.

ABDOMINAL PAIN (TRAUMATIC)
O Acetaminophen (Ofirmev&) 1000 mg IV over 15 minutes once

Caution in use with other acetaminophen products. Maximum of 3 gm/24 hours. Caution in hepatic impairment.
O Ketamine 10 mg IV once. Slow push.

EACK PAIN

Mild Pain Management Pain Scale 1-3

Ibuprofen (Motrin®) 600 mg orally once; Caution in renal impairment.

Acetaminophen (Tylenol&) 975 mg orally once

Caution in use with other acetaminophen products. Maximum of 3 gm/24 hours. Caution in hepatic impairment.
Cyclobenzaprine (Flexeril@) 10 mg orally once

Methocarbamol (Robaxing) 750 mg orally once

Baclofen (Lioresal®) 10mg orally once

Diazepam (Valium&) 5 mg orally once

Lidocaine patch (Lidoderm®) 5% Place 1 patch on painful area of skin once. Remove after 12 hours.
Prednisone 20 mg orally once

ooopopo opd



Results | 2016-2017 — Overall Prescribing

[0) (o)
Patients with an 112 (44.8%) 86 (34.4%)

Opioid Order 0.0173
Within the ED ARR = 10.4%

Opioid 101 (40.4%) 73 (29.2%)
Prescriptions

Upon Discharge
from the ED ARR =11.2%

0.0086

ARR = Absolute Risk Reduction
aChi-square
Kappa = 0.85
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Results | 2016-2017 — Amount of Opioids

Average MME per
Patient who
Received an 16 MME 12.5 MME 0.0141
Opioid Within the
ED

Average Total
MME per Patient
who Received an

Opioid
Prescription Upon
Discharge

139 MME 101 MME 0.0022

at-test
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Results | 2017-2018 — First Line Analgesic

264963 ) | s8]

in opioid in non-opioid
administration administration
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Results | 2017-2018 — First Line Analgesic

Initial Analgesic Administered: Opioid vs Non-opioid

14%
31% 34%

m Opioid = Non-Opioid

67%
78%

33%

22%

2017 2018 2017 2018 2017 2018 2017 2018 2017 2018

Abdominal Pain Back Pain Headache Musculoskeletal Pain Sickle Cell Crisis
p =0.0002 p =0.0012 p =0.2979 p=0.6721 p=0.4732
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Results | 2017-2018 — Rescue Opioids

Rescue Opioids Required in Patients Initially
Prescribed Non-Opioids

25

2017 2018
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The Colorado ALTO Project

Produced in collaboration by the Colorado Hospital Association and the
Colorado Chapter of the American College of Emergency Physicians

Using Alternatives to
Opioids (ALTOs) in Hospital
Emergency Departments
PRE-LAUNCH CHECKLIST

Based on the Colorado Chapter of the American College of Emergency Physicians
2017 Opioid Prescribing & Treatment Guidelines

https://cha.com/quality-patient-safety/opioid-safety-updates/colorado-alto-project/



THE OPIOID EPIDEMIC BY THE NUMBERS
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{estimated)

47,600

People died from
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People used heroin®
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ED Bridge Programs
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ED Initiated Buprenorphine?

. ﬁ. | ?‘
) | -
. .. S ; . '@

N\

That’s where the patients are!

Better symptom control

Ceiling effect = improved
safety profile

Effects on throughput?

I} Piedmont
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ED-Initiated Buprenorphi

Diagnosis of Moderate to Severe Opioid Use Disorder
Assess for opioid type and last use

Patients taking methadone may have withdrawal reactions to buprenorphine up to 72 hours after last use
Consider consultation before starting buprenorphine in these patients

(0-7) none - mild

withdrawl

Dosing:

None in ED

Waivered provider able to

prescribe buprenorphiner

(=8) mild - severe

withdrawl I

Dosing:
4-8mg SL*

Observe for 45-60 min

No adverse reaction

YES NO If initial dose 4mg SL repeat
/ \ 4mg SL for total 8mg
N N NN N RSN B EE *
Unobserved . AL Pag Rece; - - "
. | atients Receive: * SErve

» bugrenorghn;e ; Rv.le ferral for + Bricf Intervention !

w llCI'_LDIIl ane retert ongoing treatment |-Overdose Education i Waivered provider able to prescrbe
for ongoing treatment "_Nalozone Distribution - buprenorphine?

hll-ll-ll-ll-

Notes:

*Clinical Opioid Withdrawal Scale (COWS) > 13 (Moderate-Severe) consider
starting with 8 mg buprenorphine or buprenorphine /nalozone SL

*%* Patient remains in moderate withdrawal may consider adding additional 4mg
and observation for 60 minutes

Warm hand-offs with specific tme & date to oproid treatment Provide[sf
programs within 24-72 hours whenever possible

All patients should be educated regarding dangers of benzodiazepine and
aleohol co-use

Ancillary medication treatments with buprenorphine induction are not needed

YES NO

/ \

Consider return to the ED for
2 days of 16mg dosing
(72-hour rule)

Referral for ongoing treatment

Prescription
16mg dosing for each day
until appomntment for
ongoing treatment



U.S. DEPARTMENT OF JUSTICE DRUG ENFORCEMENT ADMINISTRATION

DIVERSION CONTROL DIVISION

REGISTRATION REPORTING RESOURCES ABOUT US
b
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RESOURCES > Title 21 Code of Federal Regulations > Part 1306 > 1306.07

Title 21 Code of Federal Regulations Get Email Updates: ﬂ

kb) Mothing in this section shall prohibit a physician who is not specifically registered to conduct a narcotic
treatment program from administering {(but not prescribing) narcotic drugs to a person for the purpose of

relieving acute withdrawal symptoms when necessary while arrangements are being made for referral for
treatment. Mot more than one day's medication may be administered to the person or for the person's use

at one time. Such emergency treatment may be carned out for not more than three days and may not be
renewed or extended.

Federal Reglieter NOUICes

from administering (but not prescribing) narcotic drugs to a person for the purpose of relieving acute withdrawal symptoms
when necessary while arrangements are being made for referral for treatment. Not more than one day's medication may be
administered to the person or for the person’s use at one time. Such emergency treatment may be carried out for not more NFLIS
than three days and may not be renewed or extended.

Back Day

Publications & Manuals

(c) This section is not intended to impose any limitations on a physician or authorized hospital staff to administer or dispense Questions & Answers
narcotic drugs in a hospital to maintain or detoxify a person as an incidental adjunct to medical or surgical treatment of

o ota e ! : s it ; y Significant Guidance Documents
conditions other than addiction, or to administer or dispense narcotic drugs to persons with intractable pain in which no relief

or cure is possible or none has been found after reasonable efforts. Synthetic Drugs
. .. ; . . . i Title 21 Code of Federal
(d) A practitioner may administer or dispense (including prescribe) any Schedule III, 1V, or V narcotic drug approved by the Regulations
Food and Drug Administration specifically for use in maintenance or detoxification treatment to a narcotic dependent person if ! .
the practitioner complies with the requirements of §1301.28 of this chapter. Title 21 USC Codified CSA

[39 FR 37986, Oct. 25, 1974, as amended at 70 FR 36344, June 23, 2005]



Yale’s Experience

Engaged in Treatment at 30 Days
100% - ED represented first point of

contact for 27%

90% *

80% 1 st UL Only 33% presented to ED seeking
70% - OUD treatment

G0% -
Brief
Intervention

Referral

9% presented with overdose

Ll 4 on
o o o
® R &R

53% identified by staff and were

Proportion in Treatment at 30 Days

willing to accept treatment!!
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BRIDGE rowrosmar

Emergency Buprenorphine Treatment A BUPRENORPHINE PROGRAM IN THE ED

1. Talk with your pharmacy director to be sure that buprenorphine is on the hospital formulary.

2. Develop a connection and with an outpatient facility who can receive patients referred from the ED.
3. Train nurses and doctors how to assess opioid withdrawal severity and how to dose buprenorphine.
4. Create or adapt a simple guide for providers for use in the clinical areas for real-time consultation.

5. If possible, bring in a patient care navigator to help patients transition to outpatient care.

4. Obtain patient education materials from outpatient partners that describe how to access their
buprenorphine treatment services.
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Implementation of opioid minimization

programs utilizing evidence based, non-opioid
analgesics as first line agents for pain can

A — Decrease prescribing of opioids
B — Provide acceptable pain control
C — Maintain patient satisfaction

D — All of the above

I Piedmont



CE Question 2

Buprenorphine can be started in all patients
with OUD regardless of the severity of
withdrawal

A —True
B — False
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CE Question 2

Buprenorphine can be started in all patients
with OUD regardless of the severity of
withdrawal

A — True

B — False

Because of buprenorphine’s strong affinity for the mu
receptor and partial antagonistic effects it can
precipitate fairly aggressive withdrawal in those

atients who are currently on opioids :
P Y P I Piedmont
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CE Question 3

Providers must obtain a waiver before they are
allowed to prescribe buprenorphine

A — True
B — False
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CE Question 3

Providers must obtain a waiver before they are
allowed to prescribe buprenorphine

A — True

Though providers may ADMINISTER
buprenorphine to patients in acute withdrawal for

no longer than 3 day while arrangements are being
made for referral for treatment

B — False
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ED’s Response to the Opioid Crisis
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