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Part A: Executive Summary and
Background

e Guideline development was in response to:

- Physicians and other stakeholders seeking
guidance regarding safe and effective use of
opioids

- A growing concern about opioid misuse creating
patient and public safety issues, and

- Lack of systematically developed national
guidelines on opioid use for CNCP.



Part A: Executive Summary and
Background

Develop guideline that relies on the best available
evidence and expert opinion consensus

Develop and implement knowledge-transfer
strategy that ensures transition of the guideline to
practice as a useful decision-making tool for
physicians who treat CNCP patients.

Evaluate transfer of knowledge impact on practice

Find a permanent home for the national guideline
to ensure currency and ongoing transfer of
evidence to practice



Part A: Executive Summary and
Background

e The permanent home for this Guideline is the
McMaster University’s Michael G. DeGroote
(Canadian Business man and philanthropist)
National Pain Centre, which is responsible for
keeping the document current, working
collaboratively with national partners and alerting
clinicians to new evidence. The center accepted
responsibility of stewardship of the Guidelines,
which includes updating the guideline when new
evidence becomes available and continuing
knowledge transfer to practice.



Part A: Executive Summary and
Background

e Scope: to assist physicians with decisions
to initiate appropriate trials of opioid therapy
for patients with CNCP, to monitor long-
term opioid therapy, and to detect and

respond appropriately to situations of opioid
misuse including addiction.



Part A: Executive Summary and
Background

e CNCP, chronic non-cancer pain, is defined as pain
lasting > 6 months; adolescent and adults with
CNCP (does not address pediatric population).

e Target audience is PCP, medical and surgical
specialists; others such as pharmacists, dentists,
might find this helpful.

e Does not include use of opioids for acute pain and
end-of-life pain or CNCP tx modalities and
approaches other then opioids.



Part A: Executive Summary and
Background

Literature Search Methods: Conducted three
new literatures searches to answer

1. New RCT'’s since May of 2006

2. Treatment of CNCP with opioids and
managing patient with problematic opioid
use

3. Answer questions about long-term
outcomes of opioid use.



Summary Of Canadian Guideline
Recommendations

|. Deciding to Initiate Opioid Therapy

. Conducting an Opioid Trial

lll. Monitoring Long-Term Opioid Therapy

V. Treating Specific Populations with
Long-Term Opioid Therapy (LTOT)=COT
(Chronic Opioid Therapy)

V. Managing Opioid Misuse and Addiction
In CNCP Patients



|. Deciding To Initiate Opioid Therapy

No. Recommendations
RO1 Before initiating opioid therapy, ensure comprehensive Comprehensive
documentation of the patient’s pain condition, general Assessment

medical condition and psychosocial history (Grade C),
psychiatric status, and substance use history. (Grade B).

R0O2 Before initiating opioid therapy, consider using a screening tool  Addiction-risk screening
to determine the patient’s risk for opioid addiction. (Grade B).
Addiction-risk screening

RO3 When using urine drug screening (UDS) to establish a baseline Urine Drug Screening
measure of risk or to monitor compliance, be aware of benefits
and limitations, appropriate test ordering and interpretation, and
have a plan to use results. (Grade C). Urine drug screening

R0O4 Before initiating opioid therapy, consider the evidence related to Opioid Efficacy
effectiveness in patients with chronic non-cancer pain. (Grade
A). Opioid efficacy

RO5 Before initiating opioid therapy, ensure informed consent by Risks, adverse effects,
explaining potential benefits, adverse effects, complications and complications
risks (Grade B). A treatment agreement may be helpful,
particularly for patients not well known to the physician or at
higher risk for opioid misuse. (Grade C). Risks, adverse effects,
complications

RO6 For patients taking benzodiazepines, particularly for elderly Benzodiazepine tapering
patients, consider a trial of tapering (Grade B). If a trial of
tapering is not indicated or is unsuccessful, opioids should be
titrated more slowly and at lower doses. (Grade C).



ll. Conducting Opioid Trial

Number Recommendation
RO7 During dosage titration in a trial of opioid therapy, Titration and driving
advise the patient to avoid driving a motor vehicle until
a stable dosage is established and it is certain the
opioid does not cause sedation (Grade C); and when
taking opioids with alcohol, benzodiazepines, or other
sedating drugs. (Grade B).
R0O8 During an opioid trial, select the most appropriate Stepped opioid selection
opioid for trial therapy using a stepped approach, and
consider safety. (Grade C).
R0O9 When conducting a trial of opioid therapy, start witha  Optimal dose
low dosage, increase dosage gradually and monitor
opioid effectiveness until optimal dose is attained.
(Grade C).

R10 Chronic non-cancer pain can be managed effectively in Watchful dose
most patients with dosages at or below 200 mg/day of
morphine or equivalent (Grade A).
Consideration of a higher dosage requires careful
reassessment of the pain and of risk for misuse, and
frequent monitoring with evidence of improved patient
outcomes. (Grade C).

R11 When initiating a trial of opioid therapy for patients at Risk: opioid misuse
higher risk for misuse, prescribe only for well-defined
somatic or neuropathic pain conditions (Grade A),
start with lower doses and titrate in small-dose
increments (Grade B), and monitor closely for signs of
aberrant drug-related behaviors. (Grade C).
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I1l. Monitoring LTOT (COT)

Recommendation

When monitoring a patient on long-term therapy, ask about and observe for opioid
effectiveness, adverse effects or medical complications, and aberrant drug-related
behaviours (Grade C).

For patients experiencing unacceptable adverse effects or insufficient opioid effectiveness
from one particular opioid, try prescribing a different opioid or discontinuing therapy (Grade
B).

When assessing safety to drive in patients on long-term opioid therapy, consider factors that
could impair cognition and psychomotor ability, such as a consistently severe pain rating,
disordered sleep , and concomitant medications that increase sedation (Grade C).

For patients receiving opioids for a prolonged period who may not have had an appropriate
trial of therapy, take steps to ensure that long-term therapy is warranted and dose is optimal
(Grade C).

When referring patients for consultation, communicate and clarify roles and expectations
between primary-care physicians and consultants for continuity of care and for effective and
safe use of opioids (Grade C).

Monitoring
LTOT

Switching or
discontinuing
opioids

LTOT and
driving

Revisiting
opioid trial
steps

Collaborative
care



V. Treating Specific Populations with LTOT

No. Recommendation

R17 Opioid therapy for elderly patients can be safe and effective (Grade B) with appropriate Elderly patients

precautions , including lower starting doses, slower titration, longer dosing interval, more
frequent monitoring, and tapering of benzodiazepines (Grade C).

R18 Opioids present hazards for adolescents (Grade B). A trial of opioid therapy may be Adolescent
considered for adolescent patients with well-defined somatic or neuropathic pain conditions patients
when non-opioid alternatives have failed, risk of opioid misuse is assessed as low, close
monitoring is available, and consultation, if feasible, is included in the treatment plan (Grade
C).
R19 Pregnant patients taking long-term opioid therapy should be tapered to the lowest effective Pregnant
dose slowly enough to avoid withdrawal symptoms, and then therapy should be discontinued patients
if possible (Grade B).
R20 Patients with a psychiatric diagnosis are at greater risk for adverse effects from opioid Co-morbid
treatment. Usually in these patients, opioids should be reserved for well-defined somatic or psychiatric
neuropathic pain conditions. Titrate more slowly and monitor closely; seek consultation where diagnoses

feasible (Grade B).



V. Managing Opioid Misuse and Addiction
in CNCP

No. Recommendation

R21 For patients with chronic non-cancer pain who are addicted to opioids, three Addiction
treatment options should be considered: methadone or buprenorphine treatment
treatment (Grade A), structured opioid therapy (Grade B), or abstinence-based options
treatment (Grade C). Consultation or shared care, where available, can assist in
selecting and implementing the best treatment option (Grade C).
R22  To reduce prescription fraud, physicians should take precautions when issuing Prescription
prescriptions and work collaboratively with pharmacists (Grade C). fraud
R23 Be prepared with an approach for dealing with patients who disagree with their Patient
opioid prescription or exhibit unacceptable behaviour (Grade C). unacceptable
behaviour
R24 Acute or urgent health care facilities should develop policies to provide Acute care
guidance on prescribing opioids for chronic pain to avoid contributing to opioid opioid
misuse or diversion (Grade C). prescribing

policy



Cluster 1. Deciding to Initiate Opioid
Therapy

RO
RO

RO

. Recommendation
. Discussion
. Summary of Peer-Reviewed Evidence



Cluster 1. Deciding to Initiate Opioid
Therapy

RO1: Recommendation Statement:

Before initiating opioid therapy ,ensure
comprehensive documentation of the
patient’s pain condition, and general medical
condition, and psychosocial history,
psychiatric status and substance use history.
(Grade B)



Cluster 1. Deciding to Initiate Opioid
Therapy

RO1: Discussion

1.  Comprehensive knowledge of the patient

1.  Pain condition
2.  Gen. medical and psychosocial history
3.  Psychiatric status
4.  Substance use history

2.  Documentation



Cluster 1. Deciding to Initiate Opioid
Therapy-Discussion

1.  Comprehensive knowledge of the patient

1.1 Pain condition:

Knowledge of the patient’s pain condition includes a
thorough history and physical examination to determine
the type, cause and nature of the pain, including
questions about past investigations and interventions for
pain including medication trials.

Estimate of the pain intensity in the functional impairment
arises from it, for example the impact on work, school,
home and leisure activities.

Diagnoses



Cluster 1. Deciding to Initiate Opioid
Therapy

RO1: Summary of Peer-Reviewed Evidence

Opioid addiction is estimated to have an overall
prevalence of 3.3% in patients receiving opioids for
CNCP, with wide variation between clinics and
regions. Aberrant drug-related behaviors have a
much higher prevalence. The major risk factor for
addiction is a current or past history of addiction.
(Fishbain, 2008)
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Review Article

What Percentage of Chronic Nonmalignant Pain Patients Exposed
to Chronic Opioid Analgesic Therapy Develop Abuse/Addiction
and/or Aberrant Drug-Related Behaviors? A Structured
Evidence-Based Review

David A. Fishbain, MD, FAPA *#%* Brandly Cole, PsyD, " John Lewis, PhD,*
Hubert L. Rosomoff, MD, DMedSc, FAAPM,*$ and R. Steele Rosomoif, BSN, MBA*3ft

*Miller School of Medicine at the University of Miami, Departments of tNeurological Surgery‘ *Psychiatry and
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Pain Center,

ABSTRACT

W Articles

The Rosomoff Comprehensive
at Douglas Gardens, Miami, Florida, USA

Design. This is a structured evidence-based review of all available studies on the development of
abuse/addiction and aberrant drug-related behaviors (ADRBs) in chronic pain patients (CPPs) with
nonmalignant pain on exposure to chronic opioid analgesic therapy (COAT).

Objectives. To determine what percentage of CPPs develop abuse/addiction and/or ADRBs on
COAT exposure.

Method. Computer and manual literature searches yielded 79 references that addressed this area of
study. Twelve of the studies were excluded from detailed review based on exclusion criteria impor-
tant to this arca. Sixty-seven studies were reviewed in detail and sorted according to whether they
reported percentages of CPPs developing abuse/addiction or developing ADRBs, or percentages
diagnosed with alcohoV/illicit drug use as determined by urine toxicology. Study characteristics were
abstracted into tabular form, and each report was characterized according to the type of study it
represented based on the Agency for Health Care Policy and Research Guidelines. Each study was
independently evaluated by two raters according to 12 quality criteria and a quality score calculated.
Studies were not utilized in the calculations unless their quality score (utilizing both raters) was
greater than 65%. Within cach of the above study groupings, the total number of CPPs exposed
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Cluster 1. Deciding to Initiate Opioid
Therapy

RO1: Summary of Peer-Reviewed Evidence

e The prevalence of problematic substance use,
Including opioids, non-opioid substances and
alcohol, is higher among patients on long-term
opioid therapy for CNCP than in the general
population.






RO2: Addiction-Risk Screening Tool
c -]

Opioid Risk Tool-high sensitivity and specificity
Translates into low, moderate or high risk

Information on personal and family hx of alcohol and
substance abuse and psychiatric history

Turk 2008: systematic review of predictors of opioid
misuse concluded none of these tools can be
recommended with confidence: samples small
(Greatest risk: Opioids)



Opioid Risk Tool

Family history of alcohol I 1 3
Family history of illegal drugs I 2 3
Family History of Prescription drugs 0 4 4
Personal History of Alcohol. 0 3 3
Personal History of lllegal drugs I 4 4
Personal History of Prescription Drugs I 5 5
Age (16-45 y/0) I 1 1
Preadolescent sex abuse 0 3 0
W D/0O: ADD; OCD, Bipolar, Schizophrenic [ 2 1
Depression [ 1 1

Score: Low risk (0-3) Moderate Risk (4-7) High Risk (8 or above)



RO3: Urine Drug Screening

<
POC

Laboratory confirmation
Baseline measure
Compliance assessment
Unexpected results
Tampering

Pharmacology knowledge



Unexplained Result

UDS (-) for Rx drug

UDS (+) for
nonprescribed drug

UDS (+) illicit Rx

Ur Cr <2-3
Cold Sample

Urinary Drug Screen

Possible Explanation

False (-)
Noncompliance
Diversion

False (+)
Acquired from another
source

False (+)
Addiction vs occasional user

H20 added to sample
H20 added; delayed handling

MD/DO Action

Lab confirm
Ask patient
Pill count

Repeat UDS
regularly

Assess
misuse/abuse and
addiction

UDS regularly
Abuse/addiction

Repeat, supervise
collection, 7 day hx,
revise tx agreement



RO4: Opioid Efficacy
c- |

Small to moderate benefits for nociceptive pain in
improving function and relieving function

Small populations
Brief studies (</= 3 months)

Many conditions not well studied such as HA,
pelvic pain, whiplash, Repetitive Motion Injuries



RO5: Risk, Adverse effects,
complications

Informed consent explains potential benefits,
adverse effects, complications and risks.

Treatment agreement/Contract-Appendix B-5.

Goal setting: realistic expectations (pain
elimination); 30% reduction in pain or improvement
in function.

Adverse effects: OSA, Driving, OD,
neuroendocrine, Opioid-induced hyperalgesia

Directions to patient and family (Table B-5.2)



RO6: Benzodiazepine Tapering
c- |

e Consider tapering particularly for elderly
e Risk of combination of BZDP and Opioids



RO7: Titration and driving
c- |

Avoid driving until dose is stable: total daily dose
fixed for at least two weeks and frequency is
scheduled and spread throughout the day
AND/OR at least 70% of the prescribed opioid is
controlled release. (debatable)

Cognitive impairment as dose increases
Worse when combined with BZDP



RO8: Stepped Opioid Selection

e Mild to moderate pain: codeine or tramadol

e Second line: morphine, oxycodone,
hydromorphone

e First line for severe pain: Morphine, Oxycodone,
hydromorphone

e Second line for severe pain: fentanyl
e Third line for severe pain: methadone



R0O9: Optimal Dose

Start low, slowly increase until optimal dose is
obtained

Effectiveness: 30% reduction in pain

Plateau: increasing dose yields negligible benefit
Adverse effects/complications

200 MED mg/day (controversial?)



R10: Watchful dose

200 MED mg/day (controversial?)

Reassess pain and risk for misuse, diversion,
abuse, addiction for higher doses

|s the diagnosis accurate?
Further investigation?

Additional consultation?
Aberrant drug related behaviors?



R11: Risk: Opioid Misuse
c- |

For patients at higher risk for opioid misuse, such
as personal or family history of SUD, uncertain
home circumstances, past aberrant drug-related
behaviors, titrate slowly, small quantities, frequent
visits, careful monitoring, UDS, PIill counts,
screening tools



R12: Monitoring LTOT/COT
c -]

e Effectiveness? Progress reaching goals

e Adverse effects/medical complications: nausea,
constipation, drowsy, dizzy, ED, hyperalgesia,
OSA.

e Aberrant Drug-related behaviors: escalating dose,
running out early, altering route of delivery

e PDMP



R12: Monitoring LTOT/COT
c -]

e Effectiveness? Progress reaching goals

e Adverse effects/medical complications: nausea,
constipation, drowsy, dizzy, ED, hyperalgesia,
OSA.

e Aberrant Drug-related behaviors: escalating dose,
running out early, altering route of delivery

e PDMP



R13: Switching or discontinuing
opioids

If adverse effects are not acceptable or drug not
effective, consider switching or d/c drug

D/C if unresponsive after trial of several opioids

Tapering or D/C may improve severe pain and
Improve mood.



“’| feel a lot better since | ran out of those pills
you gave me.”



R14: LTOT and Driving
c- |

? impaired cognition and psychomotor ability
Consistent VAS >7
Sleep disorder or EDS

BZDP, anticholoinergics, TCAD, AED,
antihistamines, breakthrough medications.

Chronic pain can impair cognitive abilities
(Seminowicz and Davis)

Evidence linking opioids and MVA (9 studies)
sparse



R15:Revisiting Opioid Trial Steps
c- |

For patients receiving opioids for prolonged period
who may not have had an appropriate trial of
therapy, take steps to ensure that LTOT is
warranted and dose is optimal, eg. The transfer
patient.

Address: diagnosis, risk screening, goal setting,
iInformed consent, appropriate opioid selected and
dose, opioid effectiveness (R: 1, 2, 4,13, 3, 5, 8,
10, 9)



R16:Collaborative Care
«_ _ ]

e Communicate and Collaborate with consultant

e Referral for Consultation:
- Expertise in Pain Management
- Expertise in Addiction Medicine

- Referral for Treatment Intervention
° Multidisciplinary Pain Program
° Addiction Treatment Program

- Shared-Care Model



R17: Elderly Patients
c -]

Can be safe and effective.

Start with lower doses, slower titration, longer
dosing intervals, more frequent monitoring,
tapering of benzodiazepines.

May be reluctant to report pain-lead to
procedures, hospitalizations, fear of addiction

Myth-less pain in the elderly

Higher risk of overdose

Oversedation, constipation, impaired cognition
Monitor renal function



R18: Adolescent patients
c -]

1.

o

Present hazards. Trial consideration only for
well-defined somatic or neuropathic pain when
non-opioids have failed.

Misuse and OD greatest in this age group

Risk factors: poor academic performance, higher
risk-taking behaviors, major depression, regular
use of alcohol, cannabis, nicotine.

When feasible: seek consultation
Avoid BZDP when possible.
Very close monitoring.



R19: Pregnant Patients

1. Pregnant LTOT Patients: slow taper (avoid
uterine smooth muscle irritability, premature
labor and spontaneous abortion) then
discontinue therapy if possible.

2. Neonatal-Abstinence Syndrome (NAS)
3. Breast feeding:

1. Fast metabolizers to morphine- neonate at risk for fatal
opioid toxicity
2. Tramadol not recommended
4. Pregnant addicted: better outcomes on
methadone



R20:Co-morbid Psychiatric Diagnoses
c -]

1.

Greater risk for adverse effects-reserve for well-
defined pain condition; titrate slowly; monitor
closely; consult when feasible.

CNCP psychiatric pt: more likely to receive
opioids then non-psych patient and less likely to
receive benefit (when depressed or anxious)

Higher prevalence of SUD, OD, suicide

T risk of falls and sedation when combined with
other psychotropic drugs and BZDP



R21: Treatment Options for patient
with CNCP and Opioid Addiction (3)

1. Methadone or buprenorphine treatment.
2. Structured Opioid Therapy
3. Abstinence-based treatment



R22: Prescription Fraud

= Take precautions when issuing a
prescription.

= Check PDMP
= One pharmacy for dispensing
* Pharmacists are part of the “circle of care”



R23: Patient unacceptable behavior

= Be prepared to deal with patients who
disagree with their opioid prescription or
exhibit unacceptable behavior(s)

= Mitigate by:
= Tx Agreements
= Explanations: tx c/w Guidelines; A not punitive
= Book longer appointment

= Arrange consultation: “team decision”
= Document verbal agreement and past discussions



R24: Acute-Care opioid prescribing
policy
c -]

Acute and Urgent Care facilities should develop
policies to provide guidance for prescribing.

Involves all physicians at care center (and
community if possible)

Post policy or give as hand-out

“Run out”: contact the prescriber or pharmacist;
limit doses to last until end of next business day;

facility prescribes only once for patients that run
out of medications; record visit to PCP.

Be alert for abuse/addiction.



Appendix
-

B-1

Examples of tools for assessing alcohol
and other substance use:

B-2

Opioid Risk Tool

B-3

Urinary Drug Screening (UDS)

B-4

Opioid Information for Patients

B-5

Sample Opioid Medication Treatment
Agreement




Appendix
-

B-6 Benzodiazepine Tapering

B-7 Example of documenting Opioid Therapy

B-8 Opioid Conversion and Brand Availability in
Canada

B-9 Brief Pain Inventory

B-10 Aberrant Drug-Related Behaviours (ADRB)
Resources




Appendix
-

B-11 SOAPP®-R and COMM®
eScreener and Opioid Assessment for Patients with Pain-
Revised
eCurrent Opioid Misuse Measure

B-12 Opioid Tapering

ePrecautions for out-pt. tapering
eOpioid Tapering Protocol

B-13 Meta-analysis Evidence Table




Appendix
-

B1 Examples of tools for assessing alcohol
and other substance use:

B-1.1 Interview Guide for alcohol consumption
B-1.2 Interview Guide for Substance Use
B-1.3 CAGE (cut-annoyed-guilty-eye)

Questionnaire




University MUGSI  Quick Links G0
Faculty & Staff Directory Search 'Go
RSNy Iaaovation nd Oiscavary O McMaster O FHS @ NPC

NPC Home About NPC ideli e Events Links Feedback Contact NPC

uichael 6. Canadian Guideline for Safe and Effective Use of Opioids

. DeGro® g5 Chronic Non-Cancer Pain
National Pain
Centre Table of Contents

[Site Map] | [Guideline PDF Files] | [Android App] |
[Opioid Manager]
Collaboration and Acknowledgments | Provide Feedback

Department of [Apple iTunes App] |

Anesthesia

Institute for Pain
Research and Care

Toward Optimized
Practice

The Canadian Guideline is presented in two separate documents: Part A (Executive Summary and
Background) and Part B (Recommendations for Practice). PDF versions posted on this website
are the official Canadian Guideline documents. Web formatted content is the unofficial version of the
Electronic Bulletin - Gujdeline. While best efforts have been made to ensure accuracy and consistency with the official
Board  4gcuments, if any discrepancies exist in the web format, content of the PDF version shall apply. Please
Acade[r;jic Ft’aiﬂ feel free to download the PDF files of the Canadian Guideline documents.
irectors
of Canada (APDOC) @ Content on this site is licensed Under a Creative Commens Attribution-Noncommerdial-No Derivative Works 2.5 Canada
License.

Tools  Gverview of the Canadian Guideline for Safe and Effective Use of Opioids for Chronic Non-

NPC Staifony  Cancer Pain

Opioid Manager Summary of Part A: Appendix A | Part B: Appendix B | List of Figures
Staif Only Recommendations |50 TR Recommendations and Tables
\PE Pain 2014 and Background for Practice
(Staff only)

Summary of Recommendations Apii 30, 2010:V5.6
Interview 'vﬁh » Cluster 1: Deciding to Initiate Opioid Therapy

Norm Buckley

= Cluster 2: Conducting an Opioid Trial

= Cluster 3: Monitoring Long-Term Opioid Therapy (LTOT)

» Cluster 4: Treating Specific Populations with LTOT

s Cluster 5: Managing Opioid Misuse and Addiction in CNCP Patients

Recommendations Roadmap
‘When referencing the Canadian Opioid Guideline use the following format:

Canadian Guideline for Safe and Effective Use of Cpioids for Chronic Mon-Cancer Pain. Canada: Mational Cpioid Use Guideline Group
(NOUGG); 2010 [cited year month date]. Available from: http://nationalpaincentre.mcmaster.ca/opioid/

@ 2014 McMaster University | 1280 Main Street West | Hamilton, Ontario L854L8 | 905-525-0140 | ContactUs | Terms of Use & Privacy Policy

L ® @ Intemet

| & v ®100%



Opioid Manager
S

e Point-of-care e-Practice Tools
—- Tools to use before you prescribe
— Tools to select the right opioid and titrate effectively.
- Tools to monitor for safety and effectiveness
— Opioid Tapering
e Downloadable for some electronic medical record
platforms

e Opioid Manager Video



Opioid Manager-color format

o opioid_manager. pdf - Adobe Reader

Fle Edit View Document Tool Window Help

B & e BOFERl ol

OPIOID WMER Goals dedded with patlent: Initiatlon Checklist Oploid Risk Tool

By Ly R. Woskr MO
The Opioid Manager is designed to be used as a paint of care fool for providers :jﬂ ; fortis
prescribing opioids for chranic non cancer pain. It condanses key elements from
the Canadian Opioid Guideline and @n be used s a chart insert. Exlined pfentol benefs

‘ Fagne o efecs
.(% Before You Wirite the First Script

Fatent o
Patient Name: =

Pain D s n oreement (os noeded) ﬁﬁ
n Diognosis:

Urine. (s moeded) 2. Porsonal History of
Date of Onset: el Sebstonco Abuso:

1. Family History of
Substance Abusa:

Overdose RISK pryier pactare : Stepped Approach to Oploid Selection
- Incomplats nssassmens:

Wid-to-Modara 3. Age (wark bor 1116-45)
| Fir ina: o e tromodel 51 ula - Tiltory of Fraodolascnt

- i T

e | i i i e

 Fk fo i sy~ i : e it .

" i bt o . Tl nehodne i Sdphenin

whires 3 :

Totd
b} T . - _— - ot Scae Wl ooy
[‘) Initiation Trial A dosely monitored trial of opivid therapy is recommended before deciding whether o patient is prescribed opioids for long femn use. Lo sk D13, Mochto sk 4 b 7, figh Rk 8 nd bom

Dose oad Thiratlon 2007 und he 7S, 200) Hets:To o s b on el dsiog e 2. It Trial Chart

ﬁmmﬁmlhﬂmmmmmmmmﬁw i o

vy of thase products. CR = confrolled release, IR = immediate releass, NA = net applicable, K54 Dote
i o] | Dol el

Oploid Iniflal dese H_""m':h —‘m—dLn e

Codaie (ubog or 1 k.

530mg g b 1530 g/ day up o masimum ot o
‘combination with o requid 600 mydhy (ocubminophen dose

| Duily mophing equivclent

oxatamineplien o ASK) shoukl not s 3.2 ooy} More thon 200 RTINS

50 ey dy p o o of Loss fhon 200 i 20
ol Sk 30mg12h. ouls ochieved — Yes, No, Partially
i (75 e 1betgdgh T2bg, 46 h.us e Pain nfensily
ctiogen (151w ok o annan by Funciond sifts —> Tpoved, o Chonge, Worsened

0 e 0 g 24h. 07 T o

o JEEEE tiane
) 300 mg /oy
Py Ty :; ;‘-ad 10 mafioy

X Morine Y Minim 510 mg/doy

[ Hom ihomid i St Rberront Behaviow_(Reviowed: /M)

Rorpodne o2 ¢TTh, e 10T/ Uring Drug Screening (Y/N)

e Y T T T [ fer Nedicafions

Thrlomaom  3m 120 Tomm Il Ay To oxcess the Conadian Guideline for Safe and Effective Use of Opinids for Chronic Nom-cancer Pain
manum 9 my/y naonnad: 14 dw and to downlood the Opioid Manoger visit http:/ /nationdlpaincentre memaster.ca/opioid /

& Articles %8 CMB Canadian Guideli.. | /7 2 opioid_manager.pdf-...



pioid Manager-color format

i opioid_manager. pdf - Adobe Reader

=X

Fle Edit View Document Tools Window Help ®
D& s eemn G
L]
2N
o ( Maintenance & Monitoring
Morphine Equivalence Table Maintenance & Monitoring Chart
Opioid Equivalent |Conversion Date
Doses (mg) | to MEQ e
L o |
m::m Ifﬂn %‘; Doily morphine equivalent
5 5 More ﬂlllm Wﬁdgﬁs
Figae Tess than 200 -
nmmsﬁm nuam . _Gr:Pls_ “::F_‘fed—"'\'&‘ No, Partially
in intensify
Tinsdem ﬁfjﬁﬁ:mﬁ"m unchional stafus — - Tmproved, o Chonge, Worsened
fenkt - 1a0. 24wy~ 50 g/ Adverse effects Howsea
225 -269mg= 62 T
170-3?4'u:§=?5;‘$ [DD'WM
315 - 359 mg = 87 ma/h | o=pone owsiness
360 - 404 mp = 100 meg/h || 11711:2!%“ Dmmsi%_n
Switching Oplolds: e Uﬂrrnﬂi!“g Ll
IF pravieus oplold Thoa, SUGGESTED Other?
i 5,::;?:_:; Complications? Reviewed: Y/N)
High (comestad o morping quivlont) ‘Abemant Behaviour h_/!}.l Y/
60:75%of tha praricns opd Urine Drug Saeening (Y/N)
Holeret 1 | (e onopivs i) | [~Other Medicatons

i ‘) When is it time to Decrease the dose or Stop the Opiold completely?

Aberrant Drug Related Behaviour gofed by Pk, ish ot o 2007).

H s " L Indicator Exomples
When 1o stop opiolds | Examples and Considerations H“dohl h:;w:wm" *lising the ruts of delivery ‘Wm austing ordl fosnulotions
ow to | stop? The : “hcessg ol B o s  laes

Puin Condition Resolved | Paflentreceives definlive reaiment for condtion. A ol of tapating is wanaried tapered rother than obrupity discontinued. olfer sources . mmh"m"

o datermine f the argnal pain condtion hos rescived. T — = 3 _

g will It take to stop the ~ Wiige =

Risks Outwelghs Benefits | Overdose sk hos inorensed. oplokd? Tapers con usually be completed Usmncioned e « Bige Ctiia ""’“',, s

Clear evidence of diversion. between 2 weeks fo 4 months. Y7 r =

Mbenant dnug wlnted bebaviours have bacoms opporent. Whe do [ need fo be more coutious Drug seeking :w"ﬁmmﬁkmm
Adverse Eifects e effeds impaits funcioning below buselne level. when tapering? Pregnancy: .m““'hm. saptsof it appokiments
Outwelghs Benefits Patient does not folerate odverss eflec. Severe, ocute opiold withdawd has been

X il — i ot nd Repaiedwilirmol Yngioms |« Warkad dphat, mplgs, 6 sopioms, g
M Complcatons | 1okt orlotes U1 g e spononeots ot z . » Corol ok o oo, e, comals ot dgs
Oplokd Not EFfect! Opiold effectiveness = improved function or of least Hosi | deireass W dose ] . Deferioming Mﬁ’tuhi
ot Hfective = Deasase the dose by no muve fhan 10%¢f [ Socalfentures . o poor

it eIl ot oy e e 1 s, O * Coan exmeskvy ey s

Opodbeing sod o egiote mod b thon e ol onedind of e g dose k enched, S = Scmelimes ekowldges beng i

Perodi das opeing o cssaton o thetapy shouid be sdesed o confirn dacacsa by 5% svery 24 weeks. Aokl = 1 (T e i ok

oo therpy effeciveness. !mhmmaxm < My '““’""I N s

Toronto . B e

e goentre for Efiective Practics. TN TR T o he onc for el Efctie Ueof s o Chre oz i o ko e O Menoge it i/ onclpacontr.smcmaster. o/ apl/

Bl cpioid_manager.pdf - .«

24 opioid_manager_by

99%

cgwl

il & 12




Opioid Manao

& opioid_manager_bw. pdf - Adobe Reader

Fle Edit Wew Document Tooks Window Help

er-black/white format

ERCRETTS

EI-aErnr

2=1 % [

OPIOID MANAGER | coais dedded with patient: Initiation Checklist |y |n| owe | | Oplold Risk Tool
By Lynn . Wlster D
The Opioid Manager is designed to be used os a paint of care fool for providers ;""“‘ oo fos i Item Item scorel
presciibing opiaids for chronic non cncer pain. It condanses key elkments from i female | If male
the Canadian Opioid Guideline and cn be used os o chart insert. e polenfial henefs Tham (e al ot sl
Explained adverse effects
A Before You Write the First Script Tolansd s L irot Lol b
N Pafen gven infomuation sheat T E
:::h:hg' ls Signed reafment oreement (s needed} mﬁm i :
n osis:
Urine. (s needed) 2. Parsoval History of
Date of Onset: gy Sebstonco Abwsa: ; -
1 ]
Overdose Risk ppurracrs — optl Foriors Sl il Stepped Approach to Opioid Selection T T
T i it [Er— G R
% - Ry fietion high 1 Savers Pain i
0 ~ Highe 1k of overdss- i il Sacoul Abeso i 0
-mm" - opiidsend " dug by 0% it gy oryoadons o Fistim: marhi, s o 5 Disems
Hqpichpimart b e - o oo ks " onen i Ui
-0 - ik to moeinr dosing - A58 for ik Facors - lakeraak; - ey sand [ sucondine finkmy Wik I Bl ? 2
'”“"?"n}“., ,m —Emmmmmm o srond oy ‘ e
g or B pevariion ThicHine: mathodona Seizophnia
Cogritia impaiment H Wt fr M ) 7 7
Tord

B Initiation Trial A dosely monitored frial of opioid therapy is recommended befora deciding whether a pafient is prescribed opioids for long tem use.

Totul Seore Risk Categery:
munma,muur,;ﬁhnum

5 llﬁbmlﬂnhﬂhllwimmim?ﬂﬁ!lm Mmmmammmm!wum Initiation Trial Chart
‘names e shown I thers arw some disfnct about spaciic fomulsfions. Refunca mply
e s s e i et e g Dife
[T Soggesed dose] | Dploid prescribed
B i ohen ) Interval for Icrecse  dasa Increcsa hﬁ-mmm _nl;ﬂL i duss
(odona uomm hmuu Tdors ;gwwmmmef 100mg [ Daify morphine equivlent
‘combinafion E M
e sho ot e 3.2 g/ o) t:ﬂ'mﬂﬂza%ﬂ ‘,"ﬂ%' l
50 Tomuamin ot n =
R s gizk i o u Tl o] — s o Pl
Tmdol (50 + 1 et 46 1-21ub . 46 h. 05 nesced Puin infensity
tmieglen (305 ) @ weis o /iy i upto moximum 8 bty 3bles Funcliond stutus —= Improved, No Changs, Worsened
= T [ —
& R i by 300 mo/y "‘ Lonsfyim
530 o
¢ Morpina 5-1&!.154:&.'.‘7;“ T doys 510 mg/doy Dim M 2 Alls Dwill s
T Mgline TRl e17h. Mo, 510 my/doy B Vomifing
Fadion®: 24 h.
Tty b Ot 14 e Other?
:"“""‘m ::“‘_H - Complcations?___ (Reviewed: Y1)
Rt i Ry T /i nm Rherront Bohoviow _(Reviawed Y/N)
C Cryudons G20 m 3170, mg%h 10 my/dy W _l!mrl:mﬁlmm Y/
IR Hydromorhons 12mgg d6h mmebd 7 gy 12 mgdy e 1 Medications
nusimn §
T ylrmahons aqnzrfm Nmum? s, 24 mg/dy " To oceess fhe Canodian Guideline for Safe and Effective: Use of Opioids for Chrunic Nom-cancer Pain
usiin § my/by Siriadit ) dop ot o doemlond the Opioid Monoger vist ettps//nationclpaincentre memaster.ca /oplold/

Fab 2011




Opioid Manager-black/white format

# opioid_manager_bw. pdf - Adobe Reader
Edit Wew Document Took Window Help

‘=5 @v ‘g [2]tz & ® [s%]- | ‘&! [Fine |-

C Maintenance & Monitoring

Morphine Equivalence Table Maintenance & Monitoring Chart
Oploid nquI\nil:t] Cﬂﬂ;légl Date
oses to =
Tioie v ; gmm;memd
Codeine 200 015 T —
Terodne m T ly morphine equivalent
7 T oie than 200 'ﬁﬂ’
Taperine 0 0 Less than 200 2w
Tiealone & Tomoel i ?l?ﬂﬁu&iq;ved—-\'s No, Partially
in intens
T | 87 Jﬁﬁ:mj“w Funcfional stafus —- Impioved, o Change, Worsened
et a0 24— S0 g Aduere efects Noween
m e T
315 = 359 mp =87 mag/h || D=Mme Drowsiness
360 - 404 mg =100 meg/h || 1=limisols Dizziness /Vertigo
| T Dy skan/ Pruritis
Switching Oploids: Vomili
™ | ot

Other?
: CnmEitminns? Reviewed: Y, 5%
g :ﬂ::mmgm Aberrant Behaviowr _ (Reviewed: Y/N)

5075 o th pevas opil Uring Drug Saeening (Y/N)
Hederee sl | ometd o) | Gt Medications

Aberrant Drug Related Behaviour thoted by s ki e 2002).

D When Is It time to Decrease the dose or Stop the Opioid completely?

.
\ Toronto g

=" Rehab Centre for Effective Practice
et sty besve.

Examples
When to stop qh& b.-vbs and Considerations How Ju Shigs- the essentials * ltering the route of delivery » Injecfing, biting or crushi 5
How da | stop? The oplold should be *Acessing opicids from » Taking the drug from fiends o relofives
Poin Condition Resolved | Pafietreceives definifive ragiment for condiion. A vl of fapaing 1 wamnnfed apered ather than abruply dsconfinued. ot sources . Emr:l"ijl"nwm'" dup from the *steet”
* loubledod
Ho deemmine i the oigina pa coodton s escved How long will I take fo stop fhe - il e
Risks Outwelghs Benefis | Orerdose sk hus inaeosed oplokd? Tapers can usualy be complered » Binge rathe fhon schedded wse
(e evidence of diversion. between 2 weeks fo 4 months. = mlml
oyl H L o Vien do | need o be more coutious Drug seking :wimmmm':wf“mm
Adverse Hfeds Aversa efficts impairs functioning below bsaline lovel. when tapering? Pregnancy: « MNoing elsz “works” B
Outwelghs Beneflts Patient doss not folerate odverss effeck. Sene, ocule oploid
2 e — = ot wih penia kb md Repete i synpoes | « ke dppn, g, f sy, i
Medica G Ao - g, g ponfmets borien. Neonpanying condiiors = il AR TN, ot 4 o0
Optoid effect g prms How da | decrease the dose? i ey Nt
Oplold Hot Efective onphiloni s m::'uu mckn o Decense the dose by sormae than 10% of | Sl oatues s Dby o yor s
i o s Ve ol dalfy dose vy 1-2weeks. Once £ Covon el ot oo
Opiid bingused T et mood et fhon pan cotl. anedfind of e wigind dose s renched, Ve on bt . acknowiedgesbeng
Perlokc dose tapering o cessation of therapy should be corsidered o confim decrease by 5% every 24 weeks. A * Strong tesktance o apaiing o switthing opicids
opioid theropy effecivaness. sedutivehypnatic drugs, espedally # Moy odmif fo mooddeveling




Opioid Manager-Switching Opioids

#Z http://nationalpaincentre. mcmaster. ca/opioidmanager/documents/opioid_manager_switching_opioids. - Windows Internet Explorer

- (2] mcmaster .ca | [#2 ][ x| (2 2|~

File Edit Go To Favorites Help

¢ Favorites | 5 £ How AccuSom Work,., €» MediTract Contract ... EaHome — American ... &) WebSite Tonight - L... [P|Pandora Radio - List... [ Sutter EHR Link € The Sacramento Be... & The MNew York Time... H Israel News - Haare. ..
| & hup:/fnationalpaincentre . memaster ca. .. - 8 1 de - Page v Safety v Took v @v 7
=5 B & [ LA =~ 5 =

OID MANAI

SWITCHING OPIOIDS e

Doses (mg) | to MEQ

o }\l}]:.\‘l\:‘]:.:h &entre for Effective Practice l§l ‘\'"li‘ hae l G.l ‘)‘\'(_“‘ oote Morphine 30 1
b= Codeine 200 015
Opioid wi . f o f ; L Oxycodone 20 15
= Opioid withdrawal symptoms are unpleasant, but not life-threatening. What is life-threatening with opioids is overdose. So remember, Fyfromorphon:
it is safer to underdose. Be careful during pregnancy, because severe acute withdrawal has been associated with premature labour il 3&) 051 ]
and spontanous abortion. Methadone & Tamador T Dose Equivalents unrelioble
= After switching, it is important to wam the patient (and relative or friends) about signs of overdose: slurred or drawling speech, 60 — 134 mg morphine = 25 meg/h
emotional lability, ataxia, "nodding off” during conversation or activity. g‘;’t‘a“;l;"‘" 135 — 179 mg = 37 meg/h
= Consider a 3-day "tolerance check:” contact the patient 3 days after starting the new opioid to check for signs of oversedation and ;32: 5?,3 23 - 2‘2’ 23;:
to ensure that pain relief is at least comparable to the pre-switch treatment. 270 — 314 mg = 75 meg/h
= Patients at higher risk of overdose include: elderly, on benzodiazepines, renal or hepatic impairment, COPD, sleep apnea, 32;3, i&gﬁg - ?So"',?.‘l’;?h

sleep disorders and cognitive impaired.
= These doses are approximations due to inter-individual variation.

Switching Opioids:

If previ joid Then, SUGGESTED
The form below is designed to guide the provider in switching from one opioid to another using the table of P dose wame new opioid dose is:
morphine equivalent suggested by the guideline. A copy of the completed form may be given to the patient High 50% o less of previous opioid
and should be sent to the pharmacist. {converted to morphine equivalent)
o low 60-75% of the previous opioid
(converted to morphine equivalent)

Switching Opioid Form




Shortcomings:
S

e No discussion on treatment of breakthrough
pain.
e No management of side-effects

e No information re: selection of short- versus
long-acting formulations

e No Discussion regarding special issues with
methadone

e No information about state laws



Shortcomings

e Maximum daily dose: 200 MED mg/day
higher than other guidelines vs 120 MED
mg/day (Washington State) vs. 120-200
(Colorado State), 180 mg/day (U of
Michigan).

e Incomplete information on association of
death/overdose with type, formulation, route
of drug use, i.e. 1 torsades and QT
prolongation with methadone (Dod/VA)



Shortcomings
S

e Good but incomplete information on drug-drug
Interactions: examples not included-
- Erythromycin leads to 1 opioid effects
- Don’t combine agonists and partial agonist/antagonists
- metoclopramide leads to tabsorption of CR formulations
- TCAD’s topioid blood levels
- macrolide antibiotics and protease inhibitors | metabolism

of fentanyl .

e No recommendation re: duration of opioid trial (no
study goes beyond six months, most only up to six
weeks)



Shortcomings

o]
e R-13: Switching opioids.

— Indications considered: intolerable adverse effects, poor
analgesic efficacy despite aggressive dose titration, drug-
drug interactions, need for a different route of

administration, clinical concerns (abuse, tolerance),
financial concerns, and drug availability

- Risky: “Old Conversion tables”, genetic variability,
incomplete understanding of metabolism.

— According to the APS-AAPM guideline, there is insufficient
evidence to recommend rotation as a routine practice to

enhance opioid effectiveness in the treatment of pain (Chou
R., et al., 2009).
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	Part A: Executive Summary and Background Guideline development was in response to: – Physicians and other stakeholders seeking guidance regarding safe and effective use of opioids – A growing concern about opioid misuse creating patient and public safety issues, and – Lack of systematically developed national guidelines on opioid use for CNCP. 
	Part A: Executive Summary and Background Develop guideline that relies on the best available evidence and expert opinion consensus Develop and implement knowledge-transferstrategy that ensures transition of the guideline to practice as a useful decision-making tool for physicians who treat CNCP patients. Evaluate transfer of knowledge impact on practice Find a permanent home for the national guideline to ensure currency and ongoing transfer of evidence to practice 
	Part A: Executive Summary and Background The permanent home for this Guideline is the McMaster University’s Michael G. DeGroote  (Canadian Business man and philanthropist)National Pain Centre, which is responsible for keeping the document current, working collaboratively with national partners and alerting clinicians to new evidence. The center acceptedresponsibility of stewardship of the Guidelines, which includes updating the guideline when new evidence becomes available and continuing knowledge transfer
	Part A: Executive Summary and Background Scope: to assist physicians with decisions to initiate appropriate trials of opioid therapy for patients with CNCP, to monitor long-term opioid therapy, and to detect and respond appropriately to situations of opioid misuse including addiction. 
	 Part A: Executive Summary and Background CNCP, chronic non-cancer pain, is defined as pain lasting > 6 months; adolescent and adults with CNCP (does not address pediatric population). Target audience is PCP, medical and surgical specialists; others such as pharmacists, dentists, might find this helpful. Does not include use of opioids for acute pain and end-of-life pain or CNCP tx modalities and approaches other then opioids. 
	Part A: Executive Summary and Background Literature Search Methods: Conducted three new literatures searches to answer 1. New RCT’s since May of 2006 2. Treatment of CNCP with opioids andmanaging patient with problematic opioid use 3. Answer questions about long-termoutcomes of opioid use. 
	Summary Of Canadian Guideline Recommendations I. Deciding to Initiate Opioid Therapy II.   Conducting an Opioid Trial III. Monitoring Long-Term Opioid Therapy IV.  Treating Specific Populations with Long-Term Opioid Therapy (LTOT)=COT (Chronic Opioid Therapy) V.   Managing Opioid Misuse and Addiction in CNCP Patients 
	    I. Deciding To Initiate Opioid Therapy No. Recommendations Keyword Before initiating opioid therapy, ensure comprehensive ComprehensiveR01 documentation of the patient’s pain condition, general Assessment medical condition and psychosocial history (Grade C), psychiatric status, and substance use history. (Grade B). R02 Before initiating opioid therapy, consider using a screening tool Addiction-risk screening to determine the patient’s risk for opioid addiction. (Grade B). Addiction-risk screening R03 Wh
	II. Conducting Opioid Trial Number Recommendation Keyword R07 During dosage titration in a trial of opioid therapy, Titration and driving advise the patient to avoid driving a motor vehicle until a stable dosage is established and it is certain the opioid does not cause sedation (Grade C); and when taking opioids with alcohol, benzodiazepines, or other sedating drugs. (Grade B). R08 During an opioid trial, select the most appropriate Stepped opioid selection opioid for trial therapy using a stepped approach
	 III. Monitoring LTOT (COT) No. Recommendation Keyword R12 R13 When monitoring a patient on long-term therapy, ask about and observe for opioid effectiveness, adverse effects or medical complications, and aberrant drug-related behaviours (Grade C). For patients experiencing unacceptable adverse effects or insufficient opioid effectiveness from one particular opioid, try prescribing a different opioid or discontinuing therapy (Grade B). Monitoring LTOT Switching or discontinuing opioids R14 When assessing sa
	 IV. Treating Specific Populations with LTOT No. Recommendation Keyword R17 Opioid therapy for elderly patients can be safe and effective (Grade B) with appropriate precautions , including lower starting doses, slower titration, longer dosing interval, more frequent monitoring, and tapering of benzodiazepines (Grade C). Elderly patients R18 Opioids present hazards for adolescents (Grade B). A trial of opioid therapy may be considered for adolescent patients with well-defined somatic or neuropathic pain cond
	 V. Managing Opioid Misuse and Addiction in CNCP No. Recommendation Keyword R21 For patients with chronic non-cancer pain who are addicted to opioids, three treatment options should be considered: methadone or buprenorphine treatment (Grade A), structured opioid therapy (Grade B), or abstinence-based treatment (Grade C). Consultation or shared care, where available, can assist in selecting and implementing the best treatment option (Grade C). Addiction treatment options R22 To reduce prescription fraud, phy
	Cluster 1: Deciding to Initiate Opioid Therapy R01: Recommendation R01: Discussion R01: Summary of Peer-Reviewed Evidence 
	Cluster 1: Deciding to Initiate Opioid Therapy R01: Recommendation Statement: Before initiating opioid therapy ,ensure comprehensive documentation of the patient’s pain condition, and general medical condition, and psychosocial history, psychiatric status and substance use history. (Grade B) 
	Cluster 1: Deciding to Initiate Opioid Therapy R01: Discussion 1. Comprehensive knowledge of the patient 1. Pain condition 2. Gen. medical and psychosocial history 3. Psychiatric status 4. Substance use history 2. Documentation 
	Cluster 1: Deciding to Initiate Opioid Therapy-Discussion 1. Comprehensive knowledge of the patient 1.1 Pain condition: • Knowledge of the patient’s pain condition includes a thorough history and physical examination to determine the type, cause and nature of the pain, including questions about past investigations and interventions for pain including medication trials. • Estimate of the pain intensity in the functional impairment arises from it, for example the impact on work, school, home and leisure activ
	Cluster 1: Deciding to Initiate Opioid Therapy R01: Summary of Peer-Reviewed Evidence Opioid addiction is estimated to have an overall prevalence of 3.3% in patients receiving opioids for CNCP, with wide variation between clinics and regions. Aberrant drug-related behaviors have a much higher prevalence. The major risk factor for addiction is a current or past history of addiction. (Fishbain, 2008) 
	Figure
	Cluster 1: Deciding to Initiate Opioid Therapy R01: Summary of Peer-Reviewed Evidence The prevalence of problematic substance use, including opioids, non-opioid substances and alcohol, is higher among patients on long-term opioid therapy for CNCP than in the general population. 
	Figure
	R02: Addiction-Risk Screening Tool Opioid Risk Tool-high sensitivity and specificity Translates into low, moderate or high risk Information on personal and family hx of alcohol and substance abuse and psychiatric history Turk 2008: systematic review of predictors of opioid misuse concluded none of these tools can be recommended with confidence: samples small (Greatest risk: Opioids) 
	                                     Opioid Risk Tool Item Box Female Male Family history of alcohol 1 3 2 3Family history of illegal drugs 4 4Family History of Prescription drugs 3 3Personal History of Alcohol. 4 4Personal History of Illegal drugs 5 5Personal History of Prescription Drugs 1 1Age (16‐45 y/0) 3 0Preadolescent sex abuse 2 1Ψ D/O: ADD; OCD, Bipolar, Schizophrenic 1 1Depression Score: Low risk (0‐3) Moderate Risk (4‐7) High Risk (8 or above) 
	R03: Urine Drug Screening POC Laboratory confirmation Baseline measure Compliance assessment Unexpected results Tampering Pharmacology knowledge 
	Urinary Drug Screen Unexplained Result Possible Explanation MD/DO Action UDS (-) for Rx drug False (-) Noncompliance Diversion Lab confirm Ask patient Pill count UDS (+) for nonprescribed drug False (+) Acquired from another source Repeat UDS regularly Assess misuse/abuse and addiction UDS (+) illicit Rx False (+) Addiction vs occasional user UDS regularly Abuse/addiction Ur Cr <2-3 Cold Sample H20 added to sample H20 added; delayed handling Repeat, supervise collection, 7 day hx, revise tx agreement 
	R04: Opioid Efficacy Small to moderate benefits for nociceptive pain in improving function and relieving function Small populations Brief studies (</= 3 months) Many conditions not well studied such as HA, pelvic pain, whiplash, Repetitive Motion Injuries 
	R05: Risk, Adverse effects, complications Informed consent explains potential benefits, adverse effects, complications and risks. Treatment agreement/Contract-Appendix B-5. Goal setting: realistic expectations (pain elimination); 30% reduction in pain or improvement in function. Adverse effects: OSA, Driving, OD, neuroendocrine, Opioid-induced hyperalgesia Directions to patient and family (Table B-5.2) 
	R06: Benzodiazepine Tapering Consider tapering particularly for elderly Risk of combination of BZDP and Opioids 
	R07: Titration and driving Avoid driving until dose is stable: total daily dose fixed for at least two weeks and frequency is scheduled and spread throughout the day AND/OR at least 70% of the prescribed opioid is controlled release. (debatable) Cognitive impairment as dose increases Worse when combined with BZDP 
	R08: Stepped Opioid Selection Mild to moderate pain: codeine or tramadol Second line: morphine, oxycodone, hydromorphone First line for severe pain: Morphine, Oxycodone, hydromorphone Second line for severe pain: fentanyl Third line for severe pain: methadone 
	R09: Optimal Dose Start low, slowly increase until optimal dose is obtained Effectiveness: 30% reduction in pain Plateau: increasing dose yields negligible benefit Adverse effects/complications 200 MED mg/day (controversial?) 
	R10: Watchful dose 200 MED mg/day (controversial?) Reassess pain and risk for misuse, diversion, abuse, addiction for higher doses Is the diagnosis accurate? Further investigation? Additional consultation? Aberrant drug related behaviors? 
	R11: Risk: Opioid Misuse For patients at higher risk for opioid misuse, such as personal or family history of SUD, uncertain home circumstances, past aberrant drug-related behaviors, titrate slowly, small quantities, frequent visits, careful monitoring, UDS, Pill counts, screening tools 
	R12: Monitoring LTOT/COT Effectiveness? Progress reaching goals Adverse effects/medical complications: nausea, constipation, drowsy, dizzy, ED, hyperalgesia, OSA. Aberrant Drug-related behaviors: escalating dose, running out early, altering route of delivery PDMP 
	R12: Monitoring LTOT/COT Effectiveness? Progress reaching goals Adverse effects/medical complications: nausea, constipation, drowsy, dizzy, ED, hyperalgesia, OSA. Aberrant Drug-related behaviors: escalating dose, running out early, altering route of delivery PDMP 
	R13: Switching or discontinuing opioids If adverse effects are not acceptable or drug not effective, consider switching or d/c drug D/C if unresponsive after trial of several opioids Tapering or D/C may improve severe pain and improve mood. 
	Figure
	R14: LTOT and Driving ? impaired cognition and psychomotor ability Consistent VAS >7 Sleep disorder or EDS BZDP, anticholoinergics, TCAD, AED, antihistamines, breakthrough medications. Chronic pain can impair cognitive abilities (Seminowicz and Davis) Evidence linking opioids and MVA (9 studies) sparse 
	R15:Revisiting Opioid Trial Steps For patients receiving opioids for prolonged period who may not have had an appropriate trial of therapy, take steps to ensure that LTOT is warranted and dose is optimal, eg. The transfer patient. Address: diagnosis, risk screening, goal setting, informed consent, appropriate opioid selected and dose, opioid effectiveness (R: 1, 2, 4,13, 3, 5, 8, 10, 9) 
	R16:Collaborative Care Communicate and Collaborate with consultant Referral for Consultation: – Expertise in Pain Management – Expertise in Addiction Medicine – Referral for Treatment Intervention Multidisciplinary Pain Program Addiction Treatment Program – Shared-Care Model 
	R17: Elderly Patients Can be safe and effective. Start with lower doses, slower titration, longer dosing intervals, more frequent monitoring, tapering of benzodiazepines. May be reluctant to report pain-lead to procedures, hospitalizations, fear of addiction Myth-less pain in the elderly Higher risk of overdose Oversedation, constipation, impaired cognition Monitor renal function 
	R18: Adolescent patients 1. Present hazards. Trial consideration only for well-defined somatic or neuropathic pain when non-opioids have failed. 2. Misuse and OD greatest in this age group 3. Risk factors: poor academic performance, higher risk-taking behaviors, major depression, regular use of alcohol, cannabis, nicotine. 4. When feasible: seek consultation 5. Avoid BZDP when possible. 6. Very close monitoring. 
	R19: Pregnant Patients 1. Pregnant LTOT Patients: slow taper (avoid uterine smooth muscle irritability, premature labor and spontaneous abortion) then discontinue therapy if possible. 2. Neonatal-Abstinence Syndrome (NAS) 3. Breast feeding: 1. Fast metabolizers to morphine-neonate at risk for fatal opioid toxicity 2. Tramadol not recommended 4. Pregnant addicted: better outcomes on methadone 
	R20:Co-morbid Psychiatric Diagnoses 1. Greater risk for adverse effects-reserve for well-defined pain condition; titrate slowly; monitor closely; consult when feasible. 2. CNCP psychiatric pt: more likely to receive opioids then non-psych patient and less likely to receive benefit (when depressed or anxious) 3. Higher prevalence of SUD, OD, suicide 4.  risk of falls and sedation when combined with other psychotropic drugs and BZDP 
	R21: Treatment Options for patient with CNCP and Opioid Addiction (3) 1. Methadone or buprenorphine treatment. 2. Structured Opioid Therapy 3. Abstinence-based treatment 
	R22: Prescription Fraud Take precautions when issuing a prescription. Check PDMP One pharmacy for dispensing Pharmacists are part of the “circle of care” 
	R23: Patient unacceptable behavior Be prepared to deal with patients who disagree with their opioid prescription or exhibit unacceptable behavior(s) Mitigate by: Tx Agreements Explanations: tx c/w Guidelines; not punitive Book longer appointment Arrange consultation: “team decision” Document verbal agreement and past discussions 
	R24: Acute-Care opioid prescribing policy Acute and Urgent Care facilities should develop policies to provide guidance for prescribing. Involves all physicians at care center (and community if possible) Post policy or give as hand-out “Run out”: contact the prescriber or pharmacist; limit doses to last until end of next business day; facility prescribes only once for patients that run out of medications; record visit to PCP. Be alert for abuse/addiction. 
	Appendix B-1 Examples of tools for assessing alcohol and other substance use: B-2 Opioid Risk Tool B-3 Urinary Drug Screening (UDS) B-4 Opioid Information for Patients B-5 Sample Opioid Medication Treatment Agreement 
	Appendix B-6 Benzodiazepine Tapering B-7 Example of documenting Opioid Therapy B-8 Opioid Conversion and Brand Availability in Canada B-9 Brief Pain Inventory B-10 Aberrant Drug-Related Behaviours (ADRB) Resources 
	Appendix B-11 SOAPP®-R and COMM® Screener and Opioid Assessment for Patients with Pain-Revised Current Opioid Misuse Measure B-12 Opioid Tapering Precautions for out-pt. tapering Opioid Tapering Protocol B-13 Meta-analysis Evidence Table 
	Appendix B1 Examples of tools for assessing alcohol and other substance use: B-1.1 Interview Guide for alcohol consumption B-1.2 Interview Guide for Substance Use B-1.3 CAGE (cut-annoyed-guilty-eye) Questionnaire 
	Figure
	Opioid Manager Point-of-care e-Practice Tools – Tools to use before you prescribe – Tools to select the right opioid and titrate effectively. – Tools to monitor for safety and effectiveness – Opioid Tapering Downloadable for some electronic medical record platforms Opioid Manager Video 
	Opioid Manager-color format 
	Opioid Manager-color format 
	Opioid Manager-black/white format 
	Opioid Manager-black/white format 
	Opioid Manager-Switching Opioids 
	Shortcomings: No discussion on treatment of breakthroughpain. No management of side-effects No information re: selection of short-versus long-acting formulations No Discussion regarding special issues with methadone No information about state laws 
	Shortcomings Maximum daily dose: 200 MED mg/dayhigher than other guidelines vs 120 MEDmg/day (Washington State) vs. 120-200 (Colorado State), 180 mg/day (U ofMichigan). Incomplete information on association ofdeath/overdose with type, formulation, route of drug use, i.e. ↑ torsades and QT prolongation with methadone (Dod/VA) 
	Shortcomings Good but incomplete information on drug-drug interactions: examples not included-– Erythromycin leads to ↑ opioid effects – Don’t combine agonists and partial agonist/antagonists – metoclopramide leads to ↑absorption of CR formulations – TCAD’s ↑opioid blood levels – macrolide antibiotics and protease inhibitors ↓ metabolism of fentanyl . No recommendation re: duration of opioid trial (no study goes beyond six months, most only up to six weeks) 
	Shortcomings R-13: Switching opioids. – Indications considered: intolerable adverse effects, poor analgesic efficacy despite aggressive dose titration, drug-drug interactions, need for a different route of administration, clinical concerns (abuse, tolerance), financial concerns, and drug availability – Risky: “Old Conversion tables”, genetic variability, incomplete understanding of metabolism. – According to the APS-AAPM guideline, there is insufficient evidence to recommend rotation as a routine practice 
	Figure
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