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PRESENTING FACULTY

Family Medicine Physician
Addiction Medicine Specialist

= = ol Dr. Havens is board certified in Family Medicine
CAF P NN and Addiction Medicine. She is recently retired

Selforia Aiagenty of andy Promiciams IR\ from her position as Director of Physician
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Guideline for Prescribing Opioids for Pain.
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MATE ACT AND STATE REQUIREMENTS

MATE Act

As of June 27, 2023, DEA registrants are to have completed a total
of at least 8 hours of training on treatment and management of
patients with opioid or other substance use disorders.

Per FDA: "The continuing education (CE) provided through the OA
REMS may be used to satisfy, in part, requirements of the MATE
Act, as noted in SAMHSA’s Recommendations for Curricular
Elements in Substance Use Disorders Training."

State Requirements
This course also meets many states’ requirements for pain
education.

FDA, Opioid Analgesic Risk Evaluation and Mitigation Strateqy

/
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https://www.fda.gov/drugs/information-drug-class/opioid-analgesic-risk-evaluation-and-mitigation-strategy-rems

THE CO*RE COLLABORATIVE

This course does not advocate for or against the use of opioids

We intend to help clinicians care for patients with pain without putting
vulnerable patients at risk for nonmedical use of opioids or opioid use disorder
The goal is to keep our patients, our communities, and ourselves SAFE
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LEARNING OBJECTIVES:

EVALUATE

|

DIAGNOSE

|

TREAT/
EDUCATE

|

ONGOING CARE
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1. Recognize the origin(s) and types

of pain as they relate to pain
management and opioid use
disorder (OUD).

. Fully assess persons experiencing

pain, including risk for OUD.

. Develop safe and effective pain

management plans using
nonpharmacologic and pharmacologic
(non-opioid or opioid) options.

. Partner with patients to reduce risks

when taking opioid therapy.
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Which of these issues do you find most challenging?

B~ W D
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Evaluating patients for pain and potential opioid use
Diagnosing pain and/or opioid use disorder
Developing and implementing a treatment plan

Monitoring effect of treatment plan and ongoing use of

oploids

CO*RE 3)))





https://www.dea.gov/fentanylawareness
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https://wisqars.cdc.gov/animated-leading-causes/
https://wisqars.cdc.gov/animated-leading-causes/

WAVES OF THE OVERDOSE EPIDEMIC

Overdose deaths have risen dramatically

Now, largely characterized by illicitly manufactured fentanyl
Stimulants and polysubstance use also increasing
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https://nida.nih.gov/research-topics/trends-statistics/overdose-death-rates#Fig2

KNOW WHAT’S HAPPENING IN YOUR LOCAL AREA

() <349

© 349 - 420 OP'O'D1 'géSPENS'N‘;OF;gTES OPIOID OVERDOSE DEATH RATES
@ 21.51;  Per100 persons (2023) oer 100,000 (2023)
® >517 "

: A
A 4
By . ¢ yf

\GI"F .. ¢

43-15.0 B 154-265 B 273-350 B 352716

)

10 | ®CO*RE 2025 Kaiser Family Foundation, Mental Health and Substance Use CO*RE



https://www.kff.org/state-category/health-status/opioids/
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Opioid Prescribing Rates & Overdose Deaths

Prescribing Rates (per 100 persons)

2022 2023 2024

W[ s | 337 | 334

Office of National Drug Control Policy (ONDCP
Non-Fatal Opioid Overdose Tracker

Opioid Overdose Death Rate Per 100,000 Population

o | 16

https://www.cdc.gov/overdose-prevention/data-research/facts-stats/opioid-dispensing-rate-maps.html

https://www.kff.org/state-category/health-status/opioids/

Collaborative for REMS Education
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https://www.kff.org/state-category/health-status/opioids/
https://www.kff.org/state-category/health-status/opioids/
https://www.kff.org/state-category/health-status/opioids/
https://www.kff.org/state-category/health-status/opioids/
https://www.kff.org/state-category/health-status/opioids/
https://nemsis.org/opioid-overdose-tracker/

Risk of continued opioid use one year after initial prescription

After one day - 6%
After 7 days - 13.5%
After 31 days - 30%

Centers for Disease Control MMWR March 17, 2017
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Collaborative for REMS Education
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CHAPTER 1
PAIN AND SUD/OUD:

DEFINITIONS AND
BIOLOGY

OPIOIDS SUD/
OoubD

SUD-substance use disorder. OUD-opioid use disorder.



PAIN*: ACUTE, SUB-ACUTE, CHRONIC

Pain/Time Progression After Musculoskeletal Injury

Subacute/chronic pain:
Prolonged pain, despite
normal tissue recovery

Normal: usual course of pain

Predicted tissue recovery Predicted tissue recovery

Pain Level and Tissue Damage

Normal healing  Tissue remodels Healing Tissue remodels
& remodeling & strengthens, & remodeling & strengthens,

often pain-free. includes ongoing  but pain persists,

Return to overuse, impeding return

performance. inflammation, &/or  to performance.

central sensitization

*An unpleasant sensory and emotional experience associated with, or resembling that associated with, actual or potential
tissue damage. -IASP (July 2020)

14 | ®CO'RE 2025 gyinivasa, et. Al, PAIN Sep 2020 161 (9):p 1976-1982; Runge, et al, Musculoskeletal Science and Practice, Vol 45 Feb 2020, 102102 CO*RE 5\‘\\



https://journals.lww.com/pain/abstract/2020/09000/the_revised_international_association_for_the.6.aspx
https://journals.lww.com/pain/abstract/2020/09000/the_revised_international_association_for_the.6.aspx
https://journals.lww.com/pain/abstract/2020/09000/the_revised_international_association_for_the.6.aspx
https://squareone.com.sg/resources/effective-problem-solving-process-over-outcomes-chiropractor-singapore/

TYPES OF PAIN

NOCICEPTIVE /

NEUROPATHIC
INFLAMMATORY

Response to an
injury or stimuli;
typically acute

Arises from altered
nociceptive
function;
typically chronic

Develops when
the nervous
system is
damaged; chronic

Post-operative pain,
sports injuries,
arthritis, sickle cell
disease, mechanical
low back pain

Post-herpetic
neuralgia, trigeminal
neuralgia, distal
polyneuropathy,
CRPS, neuropathic
low back pain

Fibromyalgia,
irritable bowel
syndrome,
nonspecific low
back pain

15 | © CO*RE 2025

MIXED TYPES
(NOCICEPTIVE /
NEUROPATHIC)

Primary injury and
secondary effects

AEEETEUE Nociplastic

Neuropathic




WHAT IS SUBSTANCE USE DISORDER?
(ADDICTION)

SUBSTANCE USE
DISORDERS

* Al¥ &

What do you think it is?

Addiction, referred to as substance use
disorder in the DSM-V-TR, is the
continued use of drugs or activities,

. . OouD AUD THC  COMBINATIONS
deSp ite knOWIedg e of continued Opioid Use Alcohol Use Cannabis
harm to oneself or others. Disorder Disorder Use

Addiction is a treatable, chronic medical disease involving complex
interactions among brain circuits, genetics, the environment, and an individual’s

life experiences. People with addiction use substances or engage in behaviors
that become compulsive and often continue despite harmful consequences.

16 | © CO*RE 2025 CO*RE
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OPIOID USE DISORDER: DSM-5-TR CRITERIA

Be alert to these factors in patients on
long-term opioid therapy:

A.

B.

O

T ommo

Taking larger amounts and/or for longer periods
than intended

Persistent desire or inability to cut down
or control use

Increased time spent obtaining, using,
or recovering

Craving/compulsion to use opioids

Role failure at work, home, school

Social or interpersonal problems

Reducing social, work, recreational activity
Physical hazards

Physical or psychological harm

17 | © CO*RE 2025 APA. Diagnostic and Statistical Manual of Mental Disorders (DSM-5-TR). 2022

Number of criteria
present:
2-3 = mild
4-5 = moderate
26 = severe

J. Tolerance
K. Withdrawal <

* Not valid if opioid is
taken as prescribed

)
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https://www.appi.org/Products/dsm
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CHAPTER 2
MULTI-DIMENSIONAL EVALUATION
OF THE PATIENT WITH PAIN
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BE INTENTIONAL TO AVOID STIGMA SIS

“Is it okay if | ask you about alcohol or drugs?”

Substance use disorder (SUD)

Addicton or opioid use disorder (OUD)
Dreg-secling-aberant Using medication not as prescribed
behavicr

Addict B Person with a substance use disorder

(SUD) or an opioid use disorder (OUD)

Dirty-urine/tatling drugtest  Testing positive on a urine drug screen
Abus  -habit Nonmedical or use other than prescribed
Subsic ce-abuse Substance use

NIDA, Words Matter: Preferred Language for Talking About Addiction ; Kelly JF, Westerhoff CM. Int J Drug
19 | ©CO*RE 2025  Policy. 2010 May;21(3):202-207. CO*RE 5\’\\\



https://nida.nih.gov/research-topics/addiction-science/words-matter-preferred-language-talking-about-addiction
https://pubmed.ncbi.nlm.nih.gov/20005692/
https://pubmed.ncbi.nlm.nih.gov/20005692/
https://pubmed.ncbi.nlm.nih.gov/20005692/
https://pubmed.ncbi.nlm.nih.gov/20005692/

BE INTENTIONAL TO AVOID STIGMA cont.

20 | © CO*RE 2025

Consequences of Stigma

<

Offered

Avoids or

less engaged
in healthcare

R

Secrecy

fewer .. (conceals
e Internalization the
of Stigma, stigmatizing
More Likely to Qb
Overdose
Higher <
perceived 4 L\

stigma and
self stigma

\/

To Avoid Stigma:

» Use person-first language
» Normalize care

» Recognize
 Own bias from
personal/professional
experience
« One’s moral injury
* Peerinfluences

National Alliance on Mental lliness, The Consequences of Stigma Surrounding Schizophrenia

CO*RE
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https://www.nami.org/Blogs/NAMI-Blog/April-2022/The-Consequences-of-Stigma-Surrounding-Schizophrenia

THE EXPERIENCE OF PAIN: A BIOPSYCHOSOCIAL MODEL

21 | © CO*RE 2025

HEALTHCARE TEAM EMPATHY

PSYCHOLOGICAL
CHANGES
Resilience,
Depression,
UNCTIO Anxiety, Grief,
Insomnia

SOCIAL CHANGES
Family, Intimacy,
Work

BIOLOGICAL CHANGES
Inflammation, Fatigue,
Sleep, Nutritional Status,
Epigenetics

CO*RE
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Initial Evaluation

.- HPI-pain, treatments tried and effectiveness (pharmacological
and non)

. Other medical issues

. Psychosocial history-family or personal history of mental health
diagnoses, SUD

. SDOH
. ACEs
. Appropriate PE

CO*RE :

)
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ADVERSE CHILDHOOD EXPERIENCES (ACEs):
LONG-LASTING EFFECTS ON HEALTH AND WELLBEING

Shift focus from -“what's-wrongwith-this patient?” to “what happened to this patient?”

“what has been this patient’s life experience?” “what matters to you?”

Biological Risk Psychological Risk Social Risk
« Central Sensitization |+ Cognitive * Family (parent coping)
« Stress Sensitization (catastrophizing, « Peer-Social (peer-
(hyperarousal) negative pain appraisals) |  social resources)
« HPA Activation * Psychological
 Allostatic Load (anxiety, depression)

OUD is partially predicted by ACEs severity and
frequency and type of ACE (i.e., abuse, neglect,
parental substance use)

Scan to view ACEs
questionnaire

23 | © CO*RE 2025 Meyer, et al, Psychoneuroendocrinology,2023,Vol 153,106224 CO*RE @
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Additional Evaluation

. Screen for risk of OUD
. Review PDMP
. UDT

24 | © CO*RE 2025 * )
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OPTIONS TO ASSESS RISK FOR OPIOID USE DISORDER

First, establish a safe environment:

“We have resources to help keep people safe. These questions are to see if we can help.”

ORT-OUD: Opioid Risk Tool-OUD

DAST: Drug Abuse Screening Test

NIDA Single-Question:

“How many times in the past year have you used an illegal drug
or used a prescription medication for non-medical reasons

(for example, because of the experience or feeling it caused)?”

TAPS: Tobacco, Alcohol, Prescriptions Medication and Other Substances Tool

Considerations

* Tools may not be validated in some populations

« Consider feasibility and resources to support findings
* Incorporate into EHR for easier access

25 | © CO*RE 2025
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PRESCRIPTION DRUG MONITORING PROGRAMS (PDMPs)

A NON-PUNITIVE APPROACH TO PRESCRIBING ANALGESIC AGENTS

- Check when initiating opioid therapy, regularly when continuing therapy

- Facilitates patient communication, education, and safety
- Confirm PDMP information with patient; do not dismiss from care
- Identify drugs that increase overdose risk when taken together
- Provide potentially life-saving information and interventions
(safety concerns, provide naloxone)

- Lowers rates of prescription opioid-related hospitalization and ED visits

Multiple prescriptions from different clinicians is most predictive of
nonmedical use of opioids.

26 | © CO*RE 2025 CDC, Prescription Drug Monitoring Programs (PDMPs) CO*RE “;\\%’5
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https://www.cdc.gov/overdose-prevention/hcp/clinical-guidance/prescription-drug-monitoring-programs.html

URINE DRUG TESTING (UDT)

= - The role of UDT is evolving; be mindful of context
- Helps to identify nonmedical use of drugs
- Assists in assessing and documenting adherence

| . Describe as “positive or negative” not “clean or dirty”

CLINICAL CONSIDERATIONS

Recommend UDT before first prescription (baseline), then intermittently,
depending on clinical judgment and state regulations

Document time and date of last dose taken
Be aware of possible false positives or negatives

Clarify unexpected results with the lab before confronting patient to rule out
pOOr specimen or error

Public Policy Statement on the Ethical Use of Drug Testing in the Practice of Addiction Medicine, American Society of Addiction Medlcme ’\
Abdraka-Christou et al, Pain Med 2023 Aug 8:;24(12):1306-1317 / RE @
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https://www.cdc.gov/mmwr/volumes/66/wr/mm6610a1.htm
https://www.cdc.gov/mmwr/volumes/66/wr/mm6610a1.htm
https://www.cdc.gov/mmwr/volumes/66/wr/mm6610a1.htm
https://pmc.ncbi.nlm.nih.gov/articles/PMC10690857/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10690857/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10690857/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10690857/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10690857/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10690857/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10690857/
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CHAPTER 3

CREATING THE PAIN
TREATMENT PLAN

CO*RE
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COMPONENTS OF A MULTIMODAL TREATMENT PLAN

G 0 ALS Reduce Restore Improve
Pain Function Quality of Life

Physical &
Occupational

All Staff Working
as a Treatment Team

Cognitive
Behavioral

30 | © CO*RE 2025 Pharmacotherapy
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EVIDENCE-BASED NONPHARMACOLOGIC TREATMENTS

* CBTand ACT
* PT/OT/aquatic
* Massage therapy

* Acupuncture
* OMT

What is
appropriate

for your
patient?

CBT=cognitive behavioral therapy; ACT=acceptance commitment therapy, OMT=osteopathic manipulative therapy. TENS-transcutaneous electrical nerve stimulation.

Chiropractic

Self-management: Tai Chi, Yoga,
Exercise, Mindfulness meditation,
TENS unit

Neuromodulation or surgical approaches

Interventional
treatments are
emerging.

Scan for example on
spinal cord stimulation.

Agency for Health Care Research and Quality, Noninvasive Nonpharmacological Treatment for Chronic Pain

31 | ©CO*RE 2025

Vance CG, et al. Pain Management. 2014:4:197-209.
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https://effectivehealthcare.ahrq.gov/products/noninvasive-nonpharm-pain-update/research
https://pubmed.ncbi.nlm.nih.gov/24953072/
https://pubmed.ncbi.nlm.nih.gov/24953072/
https://pubmed.ncbi.nlm.nih.gov/24953072/
https://pubmed.ncbi.nlm.nih.gov/24953072/

PHARMACOLOGIC TREATMENTS BY TYPE OF PAIN

Continue Effective Nonpharmacologic Options First

NOCICEPTIVE /

e NOCIPLASTIC NEUROPATHIC

Nerve blocks Anticholinergic Anticonvulsants
NSAIDs Anticonvulsants Gabapentinoids
Sodium channel Skeletal muscle Nerve blocks
blocker relaxant TCAs and SNRIs
Topicals and TCAs and SNRIs

patches Other serotonin agents

If nonopioids are inadequate

Consider IR opioids NO OPIOIDS Consider IR, ER/LA, or
(unless, if patient has transdermal opioid

OUD, opioid agonist may (be aware of risk of co-
be appropriate prescribing gabapentinoid)

32 | ©CO*RE 2025
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WHEN TO CONSIDER A THERAPEUTIC TRIAL OF IR OPIOID

Patient has failed to adequately
respond to non-opioid and
nonpharmacological interventions

Patient has moderate to severe
nociceptive or neuropathic pain

Potential benefits are likely to
outweigh risks

CDC, Initiating Opioid Therapy ; Dowell D et al. MMWR Recommendations Rep 2022 Nov. 4:71(3):1-95; VA/DoD Clinical

33 | ©CO*RE 2025 Practice Guideline. (2022). Use of Opioids in the Management of Chronic Pain
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https://www.cdc.gov/overdose-prevention/hcp/clinical-care/initiating-opioid-therapy.html
https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm?s_cid=rr7103a1_w
https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm?s_cid=rr7103a1_w
https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm?s_cid=rr7103a1_w
https://www.healthquality.va.gov/guidelines/pain/cot/
https://www.healthquality.va.gov/guidelines/pain/cot/

RISKS VERSUS BENEFITS OF PRESCRIBED OPIOIDS

POTENTIAL RISKS

« Life-threatening respiratory depression, accidental overdose, death
« OUD/nonmedical use, diversion

* Interactions with other meds and substances

* Physiologic dependence and withdrawal

POTENTIAL BENEFITS
« Option for patients with contraindications for non-opioid analgesics
« May improve pain, function, and quality of life

Risks and benefits are different for sickle cell
disease, cancer, and palliative or end-of-life care.

CDC, Initiating Opioid Therapy ; Dowell D et al. MMWR Recommendations Rep 2022 Nov. 4;71(3):1-95; VA/DoD Clinical
34 | © CO*RE 2025 Practice Guideline. (2022). Use of Opioids in the Management of Chronic Pain
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https://www.cdc.gov/overdose-prevention/hcp/clinical-care/initiating-opioid-therapy.html
https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm?s_cid=rr7103a1_w
https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm?s_cid=rr7103a1_w
https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm?s_cid=rr7103a1_w
https://www.healthquality.va.gov/guidelines/pain/cot/
https://www.healthquality.va.gov/guidelines/pain/cot/

SHBRE

Seek Help Assess Reach Evaluate
your your patient your patient’s a decision your patient’s
patient’s explore and values and with your decision
participation compare preferences patient

treatment options

%)
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https://www.ahrq.gov/sdm/share-approach/index.html

CATEGORIZATION OF OPIOIDS

NATURALLY SEMI-SYNTHETIC SYNTHETIC
OCCURRING OPIATES | OPIOIDS OPIOIDS

Codeine Buprenorphine Alfentanil

Morphine Hydrocodone Fentanyl
Hydromorphone Methadone
Oxycodone Remifentanil
Oxymorphone Tapentadol

Tramadol

AGONISTS PARTIAL AGONISTS | ANTAGONISTS

Codeine Buprenorphine Naloxone

Methadone Nalmefene

Morphine Methylnaltrexone*

Oxycodone Naloxogel*

DEA Schedules: *These represent PAMORA:

lI: high potential for addiction peripherally-acting mu opioid receptor antagonist

lIl: low to moderate potential

IV: low probability of misuse
36 | © CO*RE 2025
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OPIOID SIDE EFFECTS OPIOID ADVERSE EVENTS

Respiratory depression Death Patient

Education

Gl effects: dry mouth, nausea/vomiting,
opioid-induced constipation

Disability or permanent

(most common; mitigate) damage

Myoclonus (twitching or jerking) Addiction/nonmedical use
Sedation, cognitive impairment Overdose

Sweating, miosis, urinary retention Hospitalization

Allergic reactions Falls or fractures
Hypogonadism Opioid-induced hyperalgesia

Tolerance, physical dependence

Prescribers should report serious AEs and medication errors to the FDA:

https://www.fda.gov/media/76299/download or 1-800-FDA-1088

E)
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https://www.fda.gov/media/76299/download

OPIOID-INDUCED RESPIRATORY DEPRESSION

38 | © CO*RE 2025

MORE LIKELY TO OCCUR: HOW TO REDUCE RISK:

- Ensure proper dosing and

- In older, cachectic, or
debilitated patients

- If given concomitantly with other
drugs that depress respiration
(such as benzodiazepines, muscle
relaxants, gabapentinoids)

- In patients who are opioid-naive or
have just had a dose increase

- In patients with conditions causing
respiratory compromise (eg,
obstructive sleep apnea)

- In patients with organ dysfunction

titration

« Do not overestimate dose

when converting dosage from
another opioid product

— Can be fatal with first dose

- Avoid co-prescribing

benzodiazepines and other
medications with respiratory
depressant effects

- Remind patients to swallow

tablets/capsules whole

« Give naloxone to

patient/caregiver

CO*RE f;\\\\



NALOXONE OPTIONS ,
Patient

Education
Two forms

« Nasal spray preferred in public places (4 mq)
 Intramuscular for those trained in needle use

Teach proper administration (videos, demo)
Store at room temperature

OTC; may be free at some pharmacies, clinics,
libraries, vending machines, or via mail

If patient not responding as anticipated,
consider possible co-ingested substances

naloxone vials

© CO* *
39 | ®CO*RE 2025 CO*RE ;%\\



If not immediately recognized and treated, may lead to
respiratory arrest and death.

SIGNS OF ACCIDENTAL
OPIOID POISONING

Any trouble with breathing: shallow, slowed,
or heavy snoring

Patient
Education

Person cannot be aroused or unable to talk
Gurgling noises from mouth or throat

Body is limp, seems lifeless; face is pale, clammy
Fingernails or lips turn blue/purple

Slow, unusual heartbeat, or stopped heartbeat

\/4




FOR SAFER USE: KNOW DRUG INTERACTIONS,
PHARMACODYNAMICS, AND PHARMACOKINETICS

Drugs that Depress Respiration:
Avoid co-prescribing (opioid,
benzodiazepines, muscle
relaxants, gabapentinoids)

Caution with Tramadol:
Respiratory depression and
serotonin syndrome can occur;
recent review finds potential harms
likely outweigh benefits

Many opioids can prolong QTc
interval, check package insert;
methadone requires extra caution

Partial Agonists* or Mixed
Agonist/Antagonists?

» Use caution with full opioid agonist

« May reduce analgesic effect and/or
precipitate withdrawal

Anticholinergic Medication

« Concurrent use increases risk of
urinary retention and
severe constipation

May lead to paralytic ileus

Diuretics:
Opioids can reduce efficacy

*Buprenorphine; tPentazocine, nalbuphine, butorphanol, Tramadol
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Special Populations

* Older adults
 Pediatrics
* Women of childbearing potential

* Other medical ilinesses-sleep disorders,
dementia/nonverbal, obesity, renal/hepatic impairment,
psychiatric disorders, life-limiting illness
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SPECIAL POPULATIONS: SUBSTANCE/OPIOID USE DISORDER

- Address both pain and OUD

Untreated pain is a trigger for return to use
- Avoid other potentially problematic medications

Consider a multimodal pain program, including non-
pharma options

Enlist family/caregivers to secure and dispense opioids

Recommend an active recovery program

Use PDMP and screening methods (UDT, pill counts) to
identify challenges and initiate discussion
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MEDICATION FOR OPIOID USE DISORDER (MOUD)

Important and evidence-based medication that saves lives
You can start from your office, as an outpatient
Some treatments for OUD are also effective for pain

Patients with OUD have decreased mortality when treated, and in 2019
still only 13.4% of individuals with OUD received MOUD

You can save a life! Scan for
SAMHSA TIP

Emﬂﬁl
Three medication options: %ﬁ
. Buprenorphine (Schedule I1I) EEE:' -]

Methadone (Schedule Il)
Naltrexone (not a controlled substance)
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BUPRENORPHINE

Most commonly prescribed pharmacotherapy for treatment of OUD

« Long-acting injectable and sublingual form indicated to treat withdrawal and

craving

Approved for pain (7-day patch, buccal mucosal film BID)

Good efficacy and safety profile; “Plateau effect” for respiratory depression (see

graphs)

All DEA-licensed HCPs can prescribe without patient number caps

Scan for
info on
approvals
for pain,
OuD
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CHAPTER 4

ONGOING, PATIENT-CENTERED CARE ~
FOR THOSE TAKING OPIOID ANALGESICS ‘\ i



INITIATING IR OPIOIDS Patient

Education

DISC,USS risk C.)f.pOSSIblllty of One- and 3-year probabilities of continued
continued opioid use opioid use, by days’ supply of first Rx
Prescribe the lowest effective dose
for the shortest period of time
based on the individual patient’s
condition

Always include dosing and
administration instructions, including

\

8
\\H

== |-year probability

o
1

= == 3-year probability

o~ A
TT

Probability of continuing use (%)
N W W
Ui © U
[

. . . 20—
daily maximum and what to do if |
missed dose 10+
Be aware of interindividual variability 2'
of response 0 5 10 15 20 25 30 35 40 45

Days' supply of first opioid prescription

% Co-prescribe naloxone or other reversal agent, and stimulant laxative
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EDUCATE AND DOCUMENT Patient

Education
Educate Patients
- Clarify treatment plans & goals
- Safeguards / Scan for Patient\
> Store away from children, Counseling Guide

family, visitors, and pets
» Extra precautions needed
In homes with adolescents

Documentation Considerations

- If Patient-Provider Agreements (PPAs) are used
» Ensure appropriate reading level
» Tone should reflect a shared treatment plan

U.S. Food and Drug Administration Opioid Analgesic REMS, What you need to Know about Opioid Pain Medicines
48 | © CO'RE 2025 McDonald E, et al, Pediatrics. 2017:139(3):20162161 CO*RE
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SHARED DECISION-MAKING IN ONGOING CARE

« How is the treatment plan working?
 Is the patient achieving functional goals?
» Perform medication reconciliation

» Evaluate for barriers, breakthrough pain, or
emerging psychiatric/medical conditions

« Explore willingness to try other modalities

 Is care still in line with the patient’s
values and preferences?

REASSESS .
» Underlying source of pain Scan to view ks
* Risk of OUD (could use COMM™) CO*RE Tools

COMM™=Current
Opioid Misuse Measure

Reset goals as needed

49 | © CO*RE 2025 CO*RE )
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PATIENT-CENTERED APPROACH TO TAPERING

No single approach is appropriate for all patients

« Ensure careful monitoring and psychosocial support for 2+ years after taper initiation
due to sustained risks

Scan for

 Discontinue through a taper schedule developed in collaboration with the patient HHS Guide
on Tapering

- May use a range of approaches, from a slow 10% dose reduction per week to a more
rapid 25%-50% reduction every few days

* For patients physically dependent on opioids, consider medications to assist with
withdrawal (alpha,-adrenergic agonists, NSAIDs, antiemetics, antidiarrheal agents)

 Consider rotation to partial agonist (e.g., buprenorphine)
« If OUD suspected: begin MOUD, consider referral to specialist

« Examples of Conversation Starters for Tapering: https://www.cdc.gov/overdose-
resources/pdf/tapering-conversation-starter 508.pdf

Langford AV, et al. Med J Aust. 2023 Jul 17;219(2):80-89; Fenton JJ, et al. JAMA Netw Open. 2022:5(6):€2216726; Agnoli A,
et al. JAMA. 2021 Aug 3:326(5):411-419. Gowing L, et al. Cochrane Database Syst Rev. 2016 May 3:2016(5):CD002024. CO*RE s\’i’\
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WHERE AND HOW TO DISPOSE OF UNUSED OPIOIDS

Patient

Education

Prepaid Mail-Back Package from Pharmacy

Authorized Take-Back Site e ;
Search “drug disposal near me” for kiosk . e Scan for 45-sec Wiy
sites and events - ', FDA video Had*

In-home Options

* Flush if on FDA “flush list” (fold patch in half so sticky
sides meet, then flush)

« Trash after mixing with noxious element (like kitty litter)

——

Scan fo-r FDA _
Flush List &
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CHANGING FROM IR TO ER/LA OPIOID: REASONS

- Maintain stable blood levels
(steady state plasma)

- Longer duration of action

- Multiple IR doses needed to
achieve effective analgesia

- Poor analgesic efficacy despite
dose titration

- Less sleep disruption

52 | © CO*RE 2025

PRIMARY REASONS OTHER POTENTIAL REASONS

- Patient desire or need to try a

new formulation

- Cost or insurance issues
- Adherence issues
- Change in clinical status

requiring an opioid with
different pharmacokinetics

Interactions

- Problematic drug-drug m
O
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OPIOID TOLERANCE

If opioid tolerant, still use caution at higher doses

Patients considered opioid tolerant are
taking at least:

-~ 60 mg oral morphine/day

—30 mg oral oxycodone/day

—8 mg oral hydromorphone/day

— 25 mg oral oxymorphone/day

—An equianalgesic dose of another opioid
Also use caution when rotating a patient

i

FOR 1 WEEK
OR LONGER

1=
1

Transdermal fentanyl is restricted to opioid tolerant individuals.
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OPIOID TOLERANCE VERSUS PHYSICAL DEPENDENCE

TOLERANCE PHYSICAL
DEPENDENCE

Occurs when increased dose -« Occurs when an individual
IS needed to maintain the only functions normally in
functional status no longer the presence of the
achieved by current dose substance

Remember CNS and - Abrupt discontinuation or
respiratory depression can dosage decrease causes

develop with dose increase uncomfortable symptoms of
withdrawal

Both tolerance and physical dependence are physiological adaptations to
chronic opioid exposure and DO NOT equal addiction or opioid use disorder

54 | © CO*RE 2025
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EQUIANALGESIC DOSING TABLES (EDTs)

Many different versions:

Published Online calculators
Smartphone apps

Vary in terms of:

Equianalgesic values Whether ranges are used

Which opioids are included: May or may not include
transdermal opioids, rapid-onset fentanyl, ER/LA
opioids, or opioid agonist-antagonists

55 | © CO*RE 2025
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WHEN TO REFER TO A SPECIALIST

Pain specialist
* When specialized interventions are needed
(eg, pain pump)
« When you feel you cannot provide the level
of care needed

« Comorbidities and nonresponse to pain
treatments are common and should typically
be handled in general practice

Addiction specialist

« When a patient endorses a SUD, requests
help that is unavailable in your practice
setting, and you discuss with patient

« When you feel you cannot provide the level
of care needed for the SUD

American Academy of Pain Medicine, For the Primary Care Provider:
When to Refer to a Pain Specialist ; FDA, Primary Care Providers Can
Prescribe with Confidence
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ADDICTION SPECIALIST REFERRAL AND TREATMENT RESOURCES

Clinician Locators Treatment Resources

SAMHSA

Physician Specialist Find Treatment
Finder Finder Treatment Resources

Training & Support

Training Materials Providers Clinical National Clinical
& Resources Support System Consultation Ctr

.
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IN SUMMARY

)

Apply your knowledge of pain mechanisms to better understand
your patients’ pain experiences and risk of OUD

Y

Screen for OUD risk with a validated instrument

)

Use multimodal therapies as part of the pain management care plan

D)

There is a place for opioids, but caution and risk reduction strategies
are critical (ex: naloxone, OUD screening)

)

Patient and family/caregiver education, including safe storage,
IS essential

Y

Continually reassess patients who are receiving opioids
If you suspect OUD, begin treatment

Y
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New Mexico Requirements

» Patient evaluation
* H/PE including pain/psych status
* Employ screening tools as appropriate

» Written treatment plan, including all scheduled medications
from one prescriber/one pharmacy

* Discuss risks/benefits of opioids and document

* Review at least g 6 months

 UDT at start and at least g 6 months

» Co-prescribe antagonist for prescriptions of more than 5 days

)
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New Mexico Requirements (cont.)

* Mandatory education

* Physicians: New licensees-5 hours pain management in first
year and every three-year renewal

* PAs: 3 hours every 2 years

« PDMP
* Must reqister
* Must review prior to initial prescription of longer than 4 days

* Review every 3 months for ongoing use - except for hospice,
nursing facility

|
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THANK YOU!

This education counts toward the MATE Act hours to renew your

DEA License and your feedback is critical to improving future education.

MAKE SURE your participation is counted.

Please complete the post-test questions here:

tinyurl.com/azeaafuu

Scan me to access
post-test assessment!
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