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Overdose Deaths in 2016

Pop Quiz: Which venue accurately reflects the number of
nationwide overdose deaths in 2016?
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Overdose Deaths in 2016

64,000

Or
175 per day
7 per hour




Change in Trends

Legend for estimated age-adjusted death rate (per 100,000 population)
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Source: hitps://www.cdc.gov/nchs/data-visualization/drug-poisoning-mortality/




National Opioid Overdose Statistics

National Overdose Deaths
gﬁ ¢ Number of Deaths from Prescription Opioid Pain Relievers
S (excluding non-methadone synthetics)
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Source: Natonal Center for Health Statistics, COC Wonder




National Opioid Overdose Statistics

. National Overdose Deaths
{ {ﬁ Number of Deaths from Heroin
=

Bl Total Fermale - Male

Seurce: Natianal Center lor Health Statistics, CDC Wander




Pop Quiz — What Drug is This?

Fentanyl




Pop Quiz — What Drug is This?
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Pop Quiz — What Drug is This?
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Fentanyl and Alprazolam




Lethal Doses
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Lethal Dose of Carfentanil




Current Trends in TN: Fentanyl

(Courtesy: 24th Judicial District Drug Task Force)




Mobile Pharmaceutical Plant
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Current Trends in TN: Fentanyl

DRUG ENFORCEMENT ADMIMISTRATION
SPECIAL TESTING AND RESEARCH LABORATORY
EMERGING TREMNDS PROGRAM

Opioid & “Fentanyl-like” Identifications

4 A

Acety]l norfentanyl 1

15 different substances seized and identified
p-Fluorobutyrylfentanyl || 3 in 20 ]_6
penaviienrand {2 ~60% of these substances were seized and
N ooty ¢/ reported for the first time in 2016

Valerylfentany|

3-Methylfentanyl 2

Butyryl fentanyl [ 13

Acryl fentanyl [ 13

Carfentanil | 17
4-Fluoroisobutyrylfentanyl 8 20
4-AMPP 32

U-47 700 ; 50 ]

Acetylfentanyl SRS 112

Furanyl fentanyl 142 ]

Fentanyl 877

Motes:

1) This data was compiled from analytical results from the DEA laboratory system. It encompasses exhibits seized 01/01,/2016 through 12/31 /3016 that were analyzed by m
12/31/2016. The data was retrieved on 01,/04/2017. —
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Tennessee Overdose Deaths
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Most Common Controlled Substances Dispensed

Distribution of the Top 10 Most Frequently Prescribed Controlled Substances
Products in the CSMD for 2017*

Amphetamine Salt
Diazepam Combo
Lorazepam 4045 4%
5%

* Including all dispensers who reported to the CSMD in 2017,




Number of Controlled Substances Dispensed

Number of Prescriptions Reported to TN CSMD, 2010-2017

Mumber of Prescriptions

19,000,000 -
18,500,000 -
18,000,000 -
17,500,000 -
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Number of Prescriptions Reported to TN CSMD, 2010-2017*

2010

011 2012 2013 2014 2015 016 2017

Year
m All Patients in the CEMD BTN patients

*Excluding prescriptions reported from VA pharmacies.




Number of Opioid MMEs Dispensed

MME of Opioids Reported to TN CSMD, 2010-2017

MME of Opioids Reported to TN CSMD, 2010-2017*

10,000,000,000 -

9,000, 000, 000

B,000,000,000

7,000, 000,000 -

6,000,000,000 -

5, 000,000,000
4,000,000,000
3,000,000,000 -
2,000, 000,000

1,000, 000,000

l] T T
2010 a1 2012 L] 2014 s 2016

Year

B PARAE fillesd by all patients in CSMD B ARE filled by TH patients

* 1) Excluding prescriptions reported from VA pharmacies. 2] Excluding buprenarphine products.
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Number of Board Actions® (Suspended, Surrendered or Revoked)

For Prescribing and Diversion, 2013 — 2017

140

2013 2014 2015 2016 2017

*Actions for diversion may have been undercounted in 2013-2015 because several categories were used
for diversion. Implementation of LARS software allowed consistent categorization of these actions and
increased reporting accuracy for 2016 and 2017.




Management ics - Number 1in
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A “pain management clinic” is a privately owned clinic in which the majority of patients are prescribed or dispensed
opioids, benzos, etc. for 90 days or more in a 12-month period for non-malignant pain.




“l admire addicts. In a world where everybody is waiting
for some blind, random disaster or some sudden
disease, the addict has the comfort of knowing what will
most likely wait for him down the road. He's taken some
control over his ultimate fate, and his addiction keeps
the cause of his death from being a total surprise.”

-Chuck Palahniuk, Choke




Pathophysiology and

Treatment of Opioid Use
Disorder




Pathophysiology — Cycle of Addiction




Pathophysiology — Cycle of Addiction

« Basal Ganglia - involved in coordination and learning routine behaviors
and forming habits
— Nucleus Accumbens - routine behaviors and forming habits
— Dorsal Striatum - habits and other routine behaviors

* Extended Amygdala - regulates the brain’s reactions to stress-including
behavioral responses like “fight or flight” and negative emotions like
unease, anxiety, and irritability

* Prefrontal Cortex - Responsible for executive functions, such as, organize
thoughts and activities, prioritize tasks, manage time, make decisions, and
regulate one’s actions, emotions, and impulses
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Pathophysiology — Cycle of Addiction

== Opioid peplides
== Corticotropin-releasing factor

Executive == Dynorphin
Fuo:ction == Glutamate Reward Deficit
Deficits & Stress Surfeit




Recent Published Literature




Opioids Vs. Non-Opioids

“Effect of Opioid vs Nonopioid Medications on Pain-Related Function in
Patients With Chronic Back Pain or Hip or Knee Osteoarthritis Pain”

* Published: March 6,2018
* Journal: JAMA

* Objective: To compare opioid vs nonopioid medications over 12 months on pain-related
function, pain intensity, and adverse effects

* Primary Outcome: Pain-related function, assessed with the 7-item Brief Pain Inventory
(BPI) interference scale




Opioids Vs. Non-Opioids

Oiplold Greup, Mean (SO} Mancplokd Growp, Mean (50) Between-Group Ditference Oneerall

Dutcome {n= 119} (m=119) (955 CI)* P Value®
Pain-Related Function {Primary Oubeorme)
BP| interference scale
{range, 0-10; higher score = warse)"

Easalsna 5.4 (1.8) 5.5 [A.0) =001 -0 o 0.4)

1 mo 37 (2.1) 1.7 (3.3 0.0 (-0.6 o 0,6) 5q

& ma 3.4 (2.1) 16 (24) 0.2 (=08 o 0.4)

S ma 3.6 (2.2 3.3 (2.4) 0.4 (-0.2 ba 1.0}

12 mo 34 1(25) 1. (1E) 01 (-05ta0,7)

e At 12 months, mean BPIl interference was 3.4 in the opioid group (SD, 2.5) vs 3.3 in the
nonopioid group (SD, 2.6);

* Secondary Outcomes: Health-related quality of life and mental health did not significantly
differ between the 2 groups

* Overall, treatment with opioids was not superior to treatment with nonopioid medications for
improving pain-related function over 12 months.




Post-Op Opioid Misuse

“Postsurgical Prescriptions for Opioid Naive Patients and Association With
Overdose and Misuse: Retrospective Cohort Study”

* British Medical Journal
* Published January 17, 2018

* Objective: To quantify effects of varying opioid prescribing patterns post surgery on

dependence, overdose, or abuse in an opioid naive population

* Primary Outcome: An ICD-9 diagnosis code of opioid dependence, abuse, or overdose




Post-Op Opioid Misuse

*  Every refill fulfilled led to an adjusted 44% increase in the rate of misuse
»  Each week of opioid use led to a 34.2% increase in the rate of misuse
«  Each additional 10 MME/day was associated with only a 0.8% increase in hazard of

<20 20- 30- 40- 50- 60- 70- 80- 90- 100- »150
1. 20 3 4 5 & 7 8 9 120 11 12 13 3 30 40 50 60 70 80 90 100 150

Duration of initial use (weeks) Dose (MME/day)

 Conclusion: Duration of the prescription is more strongly associated with ultimate
misuse in the early postsurgical period.

misuse
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Use of Physical Therapy

L Does Early Physical Therapy (PT) Intervention Reduce The
2" SCIIPPS Opioid Burden In The Management Of Chronic Lower Back Pain (LBP)?

Victoria T. Nguyen, PharmD, MPH; Kimberly Tallian, PharmD, BCPP, APH; Jason van Dyke, MSPT; Harminder Sikand, PharmD
Scripps Mercy Hospital. San Diego, CA 92103 and Family Health Center of San Diego (FHCSD), CA 92103

BACKGROUND RESULTS CONCLUSIONS
Significant reduction of medication burden for both treatmen

+hronic lower back pain (LBP) is defined as pain and disability Screened 180 patients for inclusion
groups after PT initiation. Significant reduction of opioids usec

: ¥ %
s’:&sgr?mfogimeug’gna:n::r‘ﬁihL:ee:g::a‘:;;lao:slzfa\zoﬂs * 120 patients had baseline data analyzed per-protocol analysis
s o120 s ion das o zarl Rner ot . fond t‘l)h *+ Majority of patients in the study were Caucasian females. There was a significantly higher diagnosis of depression and history of falls in the Opioids 1% Group after PT treatment. Significant
”erk e e ok m:vpe hY h id >120 uf g the within the past 12 months in the opioids group compared to the non-opioid group. reduction of nor-opiokds Usediin:the; =1 Group. n addition,
k ery high opioids (; img of morphine = " there was a significant reduction in symptomatic pain relief was
dose daily) was 76% while + Only 5_& _ol PT 1% Group required the addition of opioid as opposed to 60% of Opioid 1 Group patients, who remained on opioids after seen between opioids and PT group after PT treatment (P =
it was nearly 84% in the no opioids subgroup.* The use of the |p|l|al|on of PT treatme.nl . 0.0001). The findings suggested that PT intervention should be
opioids m the nt of chronic, pain * Significant reduction of opioids use in the Opioids 1% Group after PT treatment (P = 0.0003) first-line, non-pharmacological treatment option along with non-
Sl lbel iy e 35;;mh its and « Significant reduction of non-opioids use in the PT 1 Group after PT treatment (P = 0.0001) opioid pharmacological agents to manage chronic LBP before
lictive potential ere was a b increase in opioid Table 1. Patient Demographics Figure 1. Pharmacological Agents at considering the initiation of opiate therapy.

Secondary observations:

prescription per capita between 2007 to 2012 in family practice, B li
neral practice, and internal medicine when compared to other aseline
i Lz _ e + Significant history of falls and depression in the Opioids 1
Averaga Age, S 5341122 46.1 +14.9 0.0041 45 group as compared to PT 1st Group
OBJECTIVE 0.26 bl a0 « Significant number of patients were noted as “Lost to Follow-
Mala | 19 26 E;g Up with PT and Continued with Opioids™ in the Opioids 1%

The primary t_)biecﬁves of this §tudy were 1o assess the impact Female | a1 34 3 Group
of early physical therapy (PT) interventions on the reduction of R R | o2 2
opioid burden on the management of chronic LBP. ‘ a“wmm 0 (50%) o0 i ;. - . r?odmmog opioid a[gennmoz;e‘a:crlbed was tramadol followed by
~ > ydrocodone-acetami
METHODS Hispanic ‘ e Jns NS 0 l Il di: Limitations
Treatment Groups: 1(1%) 3(5%) 0 “ = + Retrospective chart review and one center study
Y .
- Opioids 1* Group: Opioids were the initial treatment before i ;z :;;:’/:; 7(12%) ™ & f f Small sample size
. S ooouar]| [ _FUTUREDIRECTIONS |
[ 27 (45%) 8 (13%) 0.00020 FUTURE DIRECTIONS

e ST FHCSD implemented the Oswestry Low Back Disability

= PT 1% Group: PT was the initial treatment
Musculoskeletal 46 (77%) 37 (62%) 0.1
| Questionnaire in September 2017, an objective functional

Inclusion Criteria . e

? Disorders | | i ) harmacoiogcal Agonts

¥ t;':’:-;z 18::? 's | Non-Opioid Inji = 17 (28%) 8 (13%) 0.071 Opioids (n'= 60) & Non-opioids (n = 60) outcome measure. It is used at baseline and repeated every
. mont i = s B - i -

™ & £ 3 Figure 2. Pharmacological Agents During 30-days for all patients with chronic LBP. A follow- up study that

» Had 2 6 clinic visits with a FHCSD physical therapist and After Treatment compares outcomes utilizing the Oswestry scores with the data

from this study would provide additional guidance on how early

- Opioid therapy as first line therapy or PT as first line Table 2. Primary Outcomes
ot v o 1o — o
-+ C i use of id ical and non- =
pharmacological therapy in lhe PT Group Fnllnd PT and Used Opioids 0.0001 g 50
315

Exclusion Criteria 3
2 | 0026 20 “’ | | l
: il il

+ Patients < 18 years of age
+ LBP <3 months

« Had < 6 clinic visits with a FHCSD physical therapist - g 3 @" 2
. Use of opioids and physical therapy together at the JERlkisfisCoup (n200) | : — fp ; ' Df"’ @f ‘f' e"l.a* &
beginning of the study PT1%Group (n=60) | o 8.7k 10| R 0.0001 2}

| P-value between groups | P<oos NS 1 | mm.nuwuuws

®Opiowda (n = 80)  mNon-opioids (n = 50)

PT intervention can improve functional status as well as a
reduction in pain and opioids use.
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Legislative Update




Legislative Update - Brief

Controlled substances Update
— Includes fentanyl analogue language and gabapentin (C-V)

Opioid Limits
— See next slide

Partial filling schedule II's

— Patient or prescriber must request; subsequent fills have to be at original pharmacy;
expires 30 days after issuance

Neonatal Abstinence Syndrome (NAS) education

— For opioids >3 days or >180MME; women 15-44yo; exception for women not able to
reproduce or if educated < 3 months prior




TN Together

Prevention * Place reasonable limits on supply and dosage of prescription opioids.

* Increase public awareness through outreach campaign and targeted
education.

* Promote best practices in the medical community for pain
management.

*» Ensure that all Tennesseans who need treatment have better access to
recovery services and resources.

Treatment + Effectively target areas for resources through data, improved access

and sharing.

* Expand treatment options and recovery programs, including those
within the criminal justice system.

* Create incentives for offenders to complete intensive substance use
treatment programs while incarcerated.

Law * Increase funding to address unlawful sale and trafficking of opioids.

Enfocement * Provide every Tennessee state trooper with Narcan for emergency

treatment of overdoses.

* Update the schedule of controlled substances to better track, monitor
and penalize the use and unlawful distribution of opioids.

N |



HB1831/SB2257 Proposed Amendment | To place
more guidelines for and checkpoints between
healthcare practitioners and patients before an
individual is put on a chronic regimen of opioids.

IS(:

Up to 10-day opioid
prescription

500 MME total dosage
|

For a more than
mlnimally invasive

procéedure:
No requirements & T
before
prescribing Up to 20-day opioid
prescription

850 MME total dosage

TN*>TOGETHER

ENDING THE OPIOID CRISIS

Requirements before
prescribing:

Check the CSMD

Conduct a thorough
evaluation of the patient

Document consideration
of alternative
treatments for pain and
why an opioid was used

Obtain informed
consent

Include the ICD-10 code
in the patient’s chart
and on the prescription

P

Initial fill no more than half of total prescribed amount

The following are individuals exempted if the prescription includes the _ and the word “exempt™:
Patients receiving active or palliative cancer treatment + Patients who have been treated with an opioid for 90 days or more in
the last year or who are subsequently treated for 90 days or more
+ Patients being treated with methadone, buprenorphine, or naltrexone
+ Patients who have suffered severe burns or major physical trauma

Patients receiving hospice care

Patients with a diagnosis of sickle cell disease
Patients in a licensed facility

Patients seeing a pain management specialist



Challenges and Opportunities




Challenges and Opportunities

Challenges
» Patient attitudes towards pain treatment

Provider buy-in

Access to alternative pain therapies

Access to quality and meaningful data

Lack of administrative support




Challenges and Opportunities

Opportunities

Development of opioid prescribing teams
Mandatory (or “highly suggested”) provider education

Modifications to CPOE/EHR including clinical decision support and
development of a opioid dashboard that is accessible to providers and
administration

Increased naloxone distribution
Implementation of a safe medication disposal box
Developing a network of good pain and substance abuse providers




* http://michigan-open.org/provider-resources/



http://michigan-open.org/provider-resources/
http://michigan-open.org/provider-resources/
http://michigan-open.org/provider-resources/
http://michigan-open.org/provider-resources/
http://michigan-open.org/provider-resources/

* "The names of the patients whose lives we save can never be known. Our
contribution will be what did not happen to them. And, though they are
unknown, we will know that mothers and fathers are at graduations and
weddings they would have missed, and that grandchildren will know
granaparents they might never have known, and holidays will be taken, and
work completed, and books read, and symphonies heard, and gardens
tended that, without our work, would never have been. “

-Donald M. Berwick, MD, MPP, President Emeritus, Institute for Healthcare
Improvement




