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LEARNING OBJECTIVES

1. Learn about a comprehensive pain management approach and non-

opioid measures for chronic pain management

2. Gain comfort in an individual risk-benefit approach when it comes to
a patient’s chronic opioid prescription

3. Understand which patients to consider for an opioid taper and how
to do so slowly and safety



Outline

A note on Methadone for Pain in the Clinic v. OTP
Comprehensive Chronic Pain Approach Other Than Opioids
Tools/Thoughts to Determine Who Should Be Prescribed Long Term Opioids
1.  Methadone for OUD
2. Long Term Opioids for Breakthrough Pain
4. Risk Benefit Discussion if Someone Has Risky Behavior, OUD, or Adverse Effects and How to
Implement a Opioid Taper
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Chronic Pain is Shaped by Several
Different Factors: Socio-psycho-
biological Factors
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http://pcss-o.org/event/multidimensional-care-of-chronic-pain-reducing-reliance-on-opioids-for-relief/

Whatever its cause, when pain persists, it often causes

secondary problems that can facilitate distress and pain
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Adapted from: McCorkle et al (UWash) Self-Management: Enabling and empowering patients living
with cancer as a chronic illness Cancer Clinical Journal, 2011



Methadone for
Chronic Pain v. OUD

< Chronic pain w/o OUD - Primary care offices, TID dosing
- Have respect for methadone
— Dose stacking (takes 5-7 days to reach steady state)
- Long half life (30 hours)

< OUD - FEDERALLY REGULATED Opioid Treatment Program (OTP) ONLY

- lllegal in United States to treat opioid withdrawal with chronic opioids
(besides buprenorphine) outside of an OTP

- If OUD - long term opioid options become bupe or methadone



WHO 2008

Example of methadone titration

Week 1 2.5 mg twice daily

Week 2 5 mg twice daily

www.bpac.org.nz keyword: methadone

Week 3 7.5 mg twice daily

Week 4 |10 mg twice daily WHO Analgesic Ladder: Step 3

Week 5 10 mg three times daily or 15mg

twice dally Methadone - safe and
Week6 |20 mg twice daly effective use for chronic pain

or 10 mg four times daily

Many patients gain good analgesic control with once
daily or twice daily regimens especially once a steady
state is achieved. In situations where patients develop
pain prior to their next dose, methadone given three
or four times daily may be more effective.



AN APPROACH TO CHRONIC PAIN MANAGEMENT

Cara Zimmerman, MD — Addiction Medicine 3/30/23

A patient comes to you and they have “tried everything” for their pain.

1. Describe your pain (where is it/how long have you had it/what does it feel like)

2. What have you tried for your pain before? (Options below are in no specific order, but most pain patients
tend to be very pill-focused rather than lifestyle-focused so that’s why we usually bring up medication trials
first)

a. Medications - more specific the better (patient may need prompting — names of drugs they are currently on or
have been on in the past, how long they were on each, any benefit or side effects or reasons they are no longer
taking?)

i. Acetaminophen + NSAIDs are 1°*" line treatment for many pain conditions

Topical gels or patches (voltaren, lidocaine, biofreeze, icy hot, capsacian)

Heat or ice 20 minutes on 20 minutes off

Physical Therapy and Exercise (can increase pain in short term but has long term benefits)

Yoga/Tai Chi/Mindfulness

Acupuncture

Massage (in person or hand-held $30 massagers)

Chiropractic Medicine /OMM

Injections/Nerve Blocks/Botox/Pumps

j.  Surgeries/Specialty Referrals

k. Group Therapy or Cognitive Behavioral Therapy to talk about their pain experiences (Facebook groups, treating
underlving mental health disorders)
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3. What makes the pain better? Has ANYTHING helped in the past?
a. “Only opioids” in someone with risky use or substance use disorder

i. Sometimes you need to have a frank discussion that controlled substances are off the table AT THE
MOMENT. You can say that, unfortunately, there are steps that must be taken in order to be able to
prescribe these again (frequent visits, urine drug screens, etc). You can ALWAYS cite clinic policy, personal
prescribing policy, or the fact that YOUR license is on the line with the DEA every time you prescribe a
controlled substance.

ii. “You have been on these medications and your pain is still there. These opioid options have lots of side
effects and there is new data that they don’t work as well as other modalities. They can also increase your
sensation of pain in the long run (opioid hypersensitivity).” “We need to talk about moving away from
these medication options. As much as you want it, there is no magic pill that will take away your pain
forever.”

4. Manage expectations

a.
b.

Make it clear from the beginning that you BELIEVE their pain — their pain is real.
Explain that one person’s pain is completely different than another person’s type of pain. A patient’s pain
experience does NOT have a 1:1 correspondence with the amount of tissue damage/injury.
i. Meaning of pain and experience of pain are individual (ex: soldiers in WW?2 had limb amputations but
they knew that this would mean they got to go home; some didn’t need pain medications — Beecher
1959)
ii. Medications DO NOT address the psychosocial factors that contribute to pain
Talk about your mutual goal of increasing their FUNCTION and quality of life (whatever this means to them) even if
this may mean not ever being 100% pain-free.
Tell them that their pain is only one part of their life — always try to emphasize the things that are going well for
them (celebrate every small success — any progress is progress!)
i. Help them recognize belief patterns that promote passivity rather than activity and withdrawal rather
than engagement (Cognitive Therapy for Chronic Pain, Beverly Thorn)
ii. Move them towards an identity of “well person with pain” and ways to regain control of their life




TABLE 2.2. Common Pain Medications

Category

Generic name(s)

Brand name(s)

Nonsteroidal anti-inflammatory
drugs (NSAIDs)

Analgesic and antipyretic

Opioid analgesics

Partial opioid agonist/antagonist

Opioid antagonist (opioid
overdose medication)

Opioid and antidepressant

Muscle relaxants

Topical analgesics

aspirin, acetylsalicylic acid (i.e., ASA)
celecoxib

etodolac

ibuprofen

meloxicam

naproxen

piroxicam

salsalate

acetaminophen (i.e., APAP)

codeine

codeine + acetaminophen
duragesic

hydrocodone + acetaminophen
hydromorphone

methadone

morphine

oxycodone

oxycodone + acetaminophen
oxymorphone

buprenorphine + naloxone

naloxone

tramadol

baclofen
cyclobenzaprine
methocarbamol
tizanidine

capsaicin cream/patch
diclofenac gel
lidocaine gel/cream/ointment/patch

Bayer Aspirin
Celebrex

Lodine

Advil; Motrin
Mobic

Aleve; Naprosyn
Feldene

Tylenol

Tylenol #3
Fentanyl patch

Vicodin; Norco; Lortab:
Dilaudid :

MS Contin
Oxycontin
Percocet
Opana

Suboxone; Subutex

Narcan; Envizio
Ultram

Flexeril
Robaxin
Zanaflex

Voltaren
Lidoderm

Adjuvant analgesics:
Anticonvulsants

Adjuvant analgesics:
Antidepressants

Headache analgesics

carbamazepine
gabapentin
pregablin
topiramate
lamotrigine

amitriptyline
duloxetine
nortriptyline
venlafaxine

butalbital + acetaminophen + caffeine
rizatritpan

sumatriptan

zolmitriptan

Tegretol
Neurontin
Lyrica
Topamax
Lamictal

Elavil
Cymbalta
Pamelor
Effexor

Fioricet
Maxalt
Imitrex
Zomig

Note. Adapted from Murphy et al. (2014). Public domain.

Cognitive Therapy for Chronic Pain: A Step-by-Step

Guide Second Edition

by Beverly E. Thorn



https://www.amazon.com/Beverly-E-Thorn/e/B001K8N2D8/ref=dp_byline_cont_book_1

Opioid prescribing recommendations: summary of 2016 CDC Guidelines'

Opioid selection, dosage, Assessing risk and
duration, follow-up and addressing harms of
discontinuation opioid use

Determining when to
initiate or continue

opioids for chronic pain

« Opioids are not first-line
or routine therapy

- Establish treatment goals
before starting opioid
therapy and a plan if
therapy is discontinued

+ Only continue opioid
if there is clinically
meaningful improvement
in pain and function

« Discuss risks, benefits
and responsibilities for
managing therapy before
starting and during
treatment

Taper Decision




D.LR.E. Score: Patient Selection for Chronic Opioid Analgesia

For each factor, rate the patient's score from 1-3 based on the explanations in the right

hand column.

Score Factor

Explanation

Diagnosis

1= Benign chronic condition with minimal cbjective findings or no definite
medical diagnosis. Examples: fibromyalgia, migraine headaches,
nonspecific back pain.

2 = Slowly progressive condition concordant with moderate pain, or fixed
condition with moderate objective findings. Examples: failed back surgery
syndrome, back pain with moderate degenerative changes, neuropathic
pain.

3 = Advanced condition concordant with severe pain with objective findings.
Examples: severe ischemic vascular disease, advanced neuropathy, severe

spinal stenosis.

Intractability

1= Few therapies have been tried and the patient takes a passive role in
his/her pain management process.

2 = Most customary treatmenis have been tried but the patient is not fully
engaged in the pain management process, or barriers prevent (insurance,
transportation, medical illness).

3 = Patient fully engaged in a spectrum of appropriate treatments but with
inadequate response

Risk

(R=Totalof P+ C+ R + S below)

Psychological:

1 = Serious personality dysfunction or mental illness interfering with care.
Example: personality disorder, severe affective disorder, significant
personality issues.

2 = Personality or mental health interferes moderately. Example: depression
or anxiety disorder.

3 = Good communication with clinic. No significant personality dysfunction
or mental iliness.

Chemical Health:

1 = Active or very recent use of illicit drugs, excessive alcohol, or
prescription drug abuse.

2 = Chemical coper (uses medications to cope with stress) or history of CD
in remission.

3 = No CD history. Not drug-focused or chemically reliant.

Reliability:

1 = History of numerous problems: medication misuse, missed
appointments, rarely follows through.
2 = Occasional difficulties with compliance, but generally reliable.

3 = Highly reliable patient with meds, appointments & treatment.

Social Support:

1 = Life in chaos. Little family support and few close relationships. Loss of
most normal life roles.

2 = Reduction in some relationships and life roles.

3 = Supportive family/close relationships. Involved in work or school and no
social isolation.

Efficacy score

1 = Poor function or minimal pain relief despite moderate to high doses.

2 = Moderate benefit with function improved in a number of ways {or
insufficient info — hasn't tried opioid yet or very low doses or too short of a
trial).

3 = Good improvement in pain and function and quality of life with stable
doses over time.

Total score=D+1+R+E

Score 7-13: Not a suitable candidate for long-term opioid analgesia
Score 14-21: May be a candidate for long-term opioid analgesia

Source: Miles Belgrade, Fairview Pain & Palliative Care Center ® 2005



NOT...

* “Is the patient good or
bad?”

- “Does the patient deserve
opioids?”

+ “Should this patient be
punished or rewarded?”

- “Should I trust the
patient?”

RATHER...

Do the benefits of this
treatment outweigh the
harms and risks?

Nicolaidis C. Pain Medicine 2011

(P)(c) 2D TRAINING

@ PROVIDERS’ CLINICAL SUPPORT SYSTEM
For Opioid Therapies

14



» Could opioids be causing or contributing to bothersome symptoms?
= Poor concentration, focus, memory

Fatigue, low motivation

Depressed mood

Constipation, nausea

Dry mouth

Headaches (analgesic overuse?)
= Sexual dysfunction

« Could opioids be interfering with life and goals?

(P)(c) EE) TRAINING

@ PROVIDERS’ CLINICAL SUPPORT SYSTEM
For Opioid Therapies
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Possible reasons to re-evaluate the risks and benefits of continuing

opioid therapy:

Opioids are associated with many risks and it may be determined that they are not indicated for pain

management for a particular Veteran.

-

-~

- No pain reduction, no
improvement in function
or patient requests to
discontinue therapy

~

« Severe unmanageable
adverse effects (e.g.,
drowsiness, constipation,
cognitive impairment)

« Dosage indicates high risk
of adverse events (e.g,,
doses of 90 MEDD* and

higher)

/

o

~

« Non-adherence to the
treatment plan or unsafe
behaviors™ (e.g., early refills,
lost/stolen prescription,
buying or borrowing
opioids, failure to obtain or
aberrant UDT™)

- Concerns related to an
increased risk of SUD™
(e.g., behaviors, age < 30,
family history, personal
history of SUDT)

~

- Medical comorbidities that
can increase risk (e.g., lung
disease, sleep apnea, liver
disease, renal disease, fall
risk, advanced age)

« Concomitant use of
medications that increase
risk (e.g., benzodiazepines)

- Mental health
comorbidities that can
worsen with opioid therapy
(e.g., PTSD, depression,

= Overdose event involving

opioids
Y

Consider Tapering Opioid

anxiety)

N

Pain Management Opioid Taper Decision
Tool A VA Clinician's Guide



Opioid-related side effects vs. Opioid Use

Disorder

Physical Tolerance
Dependence
Physiologic adaptations

to chronic opioid therapy (occur in all
patients who take opioids > 2 weeks)

Savage SR, et al. J Pain Symptom Manage. 2003 Jul;26(1):655-67.



Sorting out the gray zone

GRAY ZONE
HAS OUD DOES NOT HAVE OUD
Meets DSM criteria : No lost p_rgscriptions
for opioid use No ER visits L
: * No early prescriptions
disorder
* No requests for dose
Impaired Control escalation
Risky Use * No UDT aberrancies
. . * No doctor shoppi
Use Despite Negative Consequences (POMPO)C Or ShoppIng

Opioid Tolerance and Dependence



Concerning Behaviors for Opioid Use

Disorder

Spectrum: Yellow to Red Flags

Requests for increase opioid dose
Requests for specific opioid by name, “brand name only”
Non-adherence w/other recommended therapies (e.g., PT)

Running out early (i.e., unsanctioned dose escalation)

R [ (][]

Resistance to change therapy despite AE (e.g. over-sedation)

Deterioration in function at home and work
Non-adherence with monitoring (e.g. pill counts, UDT)

Multiple “lost” or “stolen” opioid prescriptions

lllegal activities — forging scripts, selling opioid prescription

Modified from Portenoy RK. J Pain Symptom Manage. 1996 Apr;11(4):203-17.



Patient-related Risk Factors for the development of Overdose
and Addiction

Patient Factors Risk

Mental health disorder (e.g. depression, anxiety) | Overdose | Addiction
(Se‘fgb.f:Iacgﬁsl,lﬁiaiIcso?irlﬂ;: and prescription drug) Overdose Addiction
Family history of substance use disorder Misuse
Adolescent Addiction
Age >65 Overdose
Sleep-disordered breathing Overdose

Legal history (e.g., DUI, incarceration) Misuse
History of sexual abuse Misuse
History of overdose Overdose

Michna E, et al. J Pain Symptom Manage.
2004

Reid MC, et al. J Gen Intern Med. 2002
Volkow ND, et al. N Engl J Med. 2016

Akbik H, et al. J Pain Symptom Manage. 2006
lves J, et al. BMC Health Serv Res. 2006
Liebschutz JM, et al. J Pain. 2010



Medication-related Risk Factors

Daily dose >100 MME Overdose | Addiction
Long-term opioid use (>3 months) Overdose | Addiction
ER/LA opioid formulation Overdose

Initial 2 weeks after starting ER/LA opioid | Overdose

Combination opioids and

. : Overdose
benzodiazepines

Volkow ND, et al. N Engl J Med. 2016



Discussing possible Addiction (OUD)

<> Give specific and timely feedback regarding why patient’s behaviors raise your concern
for possible use disorder (e.g. loss of control, compulsive use, continued use despite
harm)

<> Consider opportunities for motivational interviewing techniques to be used, for
example, eliciting your patient’s own concerns about opioids and their opioid use,
thinking about pros and cons of ongoing therapy.

Use the basic principles of Ml such as expressing empathy, avoiding argumentation,
rolling with resistance, developing discrepancy, and supporting self-efficacy

Remember patients may suffer from both chronic pain and use disorder
May need to “agree to disagree” with the patient

Benefits no longer outweighing risks

A S

“I cannot responsibly continue prescribing opioids as | feel it would cause you more
harm than good.”

<> Always offer referral to addiction treatment and medication treatment



Degree of Shared

Decision Making

Patient alone Severe opioid-induced nausea &
decision constipation

Shared equally
No clear benefit, low-risk regimen

No clear benefit, high-risk regimen

Urine drug test positive for cocaine &

Doctor alone negative for prescribed opioid

decision

Figure adapted from Makoul and Clayman. Patient Educ Couns. 2006;60(3):301-12.



If benefits do not outweigh

harms

Make a recommendation tied to patient’s wellbeing

Empathize with patient’s situation
Frustration that pills don’t work as advertised
Effects of pain on multiple life domains
Emphasize function and life goals over analgesia

Approach to “getting life back” differs from
approach focused on pain relief or cure

Show commitment to caring for patient

Schedule close follow-up during and after
taper



When considering an opioid taper, monitor for conditions that may
warrant evaluation and arrange primary care and/or emergency
department follow-up when indicated:?

Disorders that may need urgent evaluation

If a patient is taking more than their prescribed dosage of opioids or showing signs of aberrant
behavior, before deciding to change therapy, look for the following “red flags"™:

¥ Progressive numbness or weakness T History of internal malignancy that has not
T Progressive changes in bowel or bladder been re-staged

function T Signs of/risk factors for infection
T Unexplained weight loss (fever, recent skin or urinary infection,

immunosuppression, IV drug use)

Pain Management Opioid Taper Decision
Tool A VA Clinician's Guide



Opioid Taper Outcomes

- No randomized controlled trials of opioid
continuation versus discontinuation

- No observational studies reporting outcomes
of opioid continuation versus discontinuation



Most commonly, tapering will involve dose
reduction of 5% to 20% every 4 weeks.

- More rapid tapers may be required in certain instances like drug diversion, illegal activities, or
situations where the risks of continuing the opioid outweigh the risks of a rapid taper.



Slowest Taper
(over years)
Reduce by 2 to 10%
every 4 to 8 weeks
with pauses in taper
as needed
Consider for patients
taking high doses of
long-acting opioids for
many years

Ex: morphine SR 90mg
Q8h=270MEDD

Month 1: 90mg SR
gam, 75 mg noon,
90 mg gpm [5%
reduction]’
Month 2: 75 mg SR
gam, 75 mg noon,
90 mg gpm
Month 3: 75mg SR
(60 mg+15 mg) Q8h
Month 4:75mg SR
gam, 60 mg noon,
75 mg gpm
Month 5: 60 mg SR
gam, 60 mg noon,
75 mg gpm
Month 6: 60 mg SR
Qsh
Month 7: 60 mg SR
gam, 45 mg noon,
60 mg gpm
Month 8: 45 mg SR
gam, 45 mg noon,
60 mg gpm

Month 9:45mg SR
Q8h™

Slower Taper (over
months or years)
Reduce by 5 to 20%
every 4 weeks with
pauses in taper as
needed

MOST COMMON
TAPER

Ex: morphine SR 90 mg
Q8h =270 MEDD
Month 1:

75mg (60 mg+15
mg)SR Q8h [16%
reduction]

Month 2:

60 mg SRQ8h

Month 3:
45mg SR Q8h

Month 4:
30mg SRQ8h

Month 5:
15mg SRQ8h

Month 6:
15mg SRQ12h

Month 7:
15mg SR QHS,
then stop™




Sample Opioid Slow Taper Schedule

Morphine Sulfate Extended-Release (ER) Initial morphine milligram
Tablets 30 mg every 8 hours equivalents (MME) = 90 mg/day

30 mg every morning
Month 1 30 mg every day at noon Set goal to reduce
15 mg at bedtime opioid dose by
5-20% per month

30 mg every morning

Month 2 15 mg every day at noon
15 mg at bedtime
Month 3 15 mg every 8 hours =
Taper paused
Month 4 15 mg every 8 hours J
Month 5 15 mg every 12 hours e |nterval increased
Month 6 15 mg at bedtime ¥ Taper to the lowest and

safest effective dose




General Recommendations

» Increase intervals between dose reductions and/or pause the taper and restart
when the patient is ready. This allows the patient time to adjust to the newly
reduced dose and allows for the start of non-opioid pharmacologic and non-
pharmacologic therapies.®

» Extend the dosing interval for motivated patients once the lowest effective dose is
reached to slow the taper process further.

» Utilize a taper strategy and timeframe that will minimize opioid withdrawal
symptoms.

» Provide additional reinforcement with psychosocial support and cognitive behavioral
therapies throughout the taper process.



+ Discuss goals of taper trial—how and when will we know if it is
successful?

= Achieve initial dose target
= No sustained worsening in pain/function
* Discuss potential withdrawal symptoms
= Temporary increase in pain
= Discuss how to contact
= Schedule follow-up
 Identify at least one self-management goal
= Emphasize focus on long-term goals/function

(P)(c) 2D TRAINING

@ PROVIDERS’ CLINICAL SUPPORT SYSTEM
For Opioid Therapies
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» Discussing expectations

= You may have temporarily increased pain or other
withdrawal symptoms after dose reductions

= As long as we go down slow, | don’t expect any
overall change in your level of pain

= Most people eventually feel better—more clear, more
energetic—on a lower dose, but that usually takes
time
 Discussing self-management

= You said you want to be able to... What would be a

good first step towards that?
(P)(c) EE) TRAINING

@ PROVIDERS’ CLINICAL SUPPORT SYSTEM 32
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Short-term oral medications can be utilized to assist with managing the withdrawal
symptoms, especially when prescribing fast tapers. Do not treat withdrawal symptoms with
an opioid or benzodiazepine.

_ Withdrawal symptoms are not life-threatening and may not
Not life-threatening be seen with a gradual taper.

Early symptoms generally resolve 5 to 10 days following
First 5 to 10 days opioid dose reduction/cessation but may take longer
depending on the half-life of the opioid (e.g., methadone).

Some symptoms of withdrawal (dysphoria,
Weeks to months insomnia) and prolonged craving may take longer.

Patients with chronic pain may find that symptoms, such as
Improvqment fatigue, mental functioning, pain, and general well-being,
over time improve over time.

Pain Management Opioid Taper Decision
Tool A VA Clinician's Guide




Possible opioid withdrawal
PRNs (especially during
fast tapers)

Acetaminophen/NSAIDs - muscle aches

Hydroxyzine/diphenhydramine - anxiety, dysphoria, lacrimation, rhinorrhea
Clonidine - restlessness

Trazodone - insomnia

Dicyclomine - abdominal cramps

Ondansetron - nausea

Loperamide - diarrhea



Other stuff to think of during chronic
pain management “I've tried everything”

e Nutrition - inflammatory foods
o  Whole Food Plant Based - ideal
o Mediterranean Diet (Healthline.com)
o Less foods from a package
o  What are they drinking? Liquid calories/sugar
Sleep hygiene
Mental health
Exercise
Fresh air/sunlight time
o SAD light
o Infrared light
Mindfulness
Community groups/social prescribing
Purpose/values
Radical acceptance



- Patient-centered opioid management

= Commitment to respecting patient preferences,
needs, and values

= Not a commitment to continue potentially
harmful or ineffective therapy

* Three steps to patient-centered opioid reduction

1. Develop individual benefit and harm
assessment

2. Share decision making about options
3. Implement a taper trial

(P)(c) 2D TRAINING

@ PROVIDERS’ CLINICAL SUPPORT SYSTEM
For Opioid Therapies
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Online Resources Available:

Brainman & Understanding Pain (2-3 min):
« http://www.dvcipm.org/clinical-resources/joint-pain-education-project-jpep

R e s O u r c e S Videos for Veterans to understand their own role in healing from the American Chronic Pain Association (ACPA):

« Four flat tires: http://www.theacpa.org/a-car-with-four-flat-tires
« Veterans in Pain: http://www.theacpa.org/video/veteransinpain

Videos Instructing on Self-paced Exercise:
« Exercise Guidelines: http://www.youtube.com/watch?v=gN-WwxfPlZo

Other web-based Education for Back Pain, Nedk Pain, and Headaches:
« hitp://www.knowyourback.org/Pages/BackPainPrevention/Exercise/ExerciseVideo.aspx
« http:/fwww.knowyourback.org/Documents/Cervical _Exercise. pdf

Deep Breathing Exercises:
« http://www.youtube.com/watch?v="YdsipkCACac
« http://www.t2 health.mil/apps/breatheZrelax (Phone app)

Progressive Muscle Relaxation Techniques:
« http://www.militaryonesource.mil /deployment?content_id=269532

Opioid Overdose Education and Naloxone Distribution (OEND) Implementation SharePoint:
« https://vaww.portal2.va.gov/sites/mentalhealth/OEND/default. aspx

VA Dashboards That Can Identify High-Risk Veterans on Opioid Therapy:
« OTRR (VSSC Opioid Therapy Risk Report)
https://securereports2.vssc.med.va.gov/ReportServer/Pages/ReportViewer.aspx?/PC/Almanac/PAIN_ProviderWEB&rs:Command=Render
« 051 (Opioid Safety Initiative) Dashboard
hitp:/fvhacmnreport08t.vha.med.va.qov/Reports/Pages/Folder.aspx?ltemPath=/External/PBM/
Opioid+Safety+Initiative+ Dashboard&ViewMode=List
« STORM tool
hitps://spsites.cdw.va.qov/sites/OMHO_PsychPharm/Pages/Real-Time-STORM-Dashboard.aspx



ACEP Opioid and Pain Resources
Acute Pain Management in the ED:

Policy Statements:

e Optimizing the Treatment of Acute Pain in the Emergency Department
https://www.acep.org/globalassets/new-pdfs/policy-statements/optimizing-the-treatment-of-acute-
pain-in-the-ed.pdf

e Sub-dissociative Dose Ketamine for Analgesia - https://www.acep.org/globalassets/new-
pdfs/policy-statements/sub-dissociative-dose-ketamine-for-analgesia.pdf

Managing Acute Pain in the ED (MAP) Tool — www.acep.org/map

Frontline Podcast: Alexis LaPietra, DO, FACEP and Mark Rosenberg, DO, FACEP - ALTO Update,
LACI18 https://soundcloud.com/acep-frontline/alexis-lapietra-do-facep-and-mark-rosenberg-do-facep-
alto-update-lac18

eCME Course: Alternative Methods to Pain Management 2018

Review the latest updates in pain management for the adult and pediatric ED patient. Topics include
managing the patient's expectations and introducing non-opioid therapies for pain management. (4 CME
Credits total) http://ecme.acep.org/diweb/catalog/item?1d=2272373




ACEP Now articles:

Reduce Opioid Duration and Quantity to Limit Use, Avoid Addiction -
https://www.acepnow.com/article/reduce-opioid-duration-and-quantity-to-limit-use-avoid-
addiction/

Five Steps to Help You Manage Opioid Use Disorder Patients -
https://www.acepnow.com/article/five-steps-to-help-you-manage-opioid-use-disorder-patients/

Suboxone 101: The Skinny on This Opioid-Dependence Drug -
https://www.acepnow.com/article/suboxone-101-the-skinny-on-this-opioid-dependence-drug/
Buprenorphine Explained, And Opioid Addiction Treatment Tips -

https://www.acepnow.com/article/buprenorphine-explained-and-opioid-addiction-treatment-tips/

Communication Tips for Reaching Your Opioid-Addicted Patients -
https://www.acepnow.com/article/communication-tips-for-reaching-your-opioid-addicted-
patients/

Understanding the Biology of Addiction Might Improve Emergency Care of Patients Who Abuse
Opioids - https://www.acepnow.com/article/understanding-biology-addiction-might-improve-
emergency-care-patients-abuse-opioids/

ED-Initiated Buprenorphine Cost-Effective for Opioid Dependence -
https://www.acepnow.com/ed-initiated-buprenorphine-cost-effective-opioid-dependence/
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