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Work Environment |

QFHT is an academic FHT with clinics in Kingston and Belleville

QFHT Kingston site QFHT Belleville site

“QFHT” for over 10 years Joined “QFHT” in 2012
OSCAR EMR* since 2010 |OSCARis NOT shared | OSCAR EMR* since 2013
Everyone (physicians, staff, etc.) is a Only allied health “FHT” staff are

Queen’s University employee Queen’s University employees
Currently nearly 17,000 patients, Currently 12,000 patients,
24 MRPs*, 50 resident physicians, 19 MRPs*, 12 resident physicians,
24 nurses, 15 clerks, 1 pharmacist, 8 allied health “FHT” staff

2 social workers, 1 dietitian, etc.

f * EMR = Electronic Medical Record

DEPARTMENT OF MRP = Most Responsible Provider
FAMILY MEDICINE (i.e. the patient’s “Family Doctor”)
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2016: New Guidelines

Date: Wed, May 11, 2016 at 5:31 AM
Subject: Opioid guidelines, and patient totals - QI or other project?

HI Abi and Sherri and Karen
| was at a session last night at Pub Health, re Opioid use in chronic pain, its overuse, new guidelines, etc. Multiple presenters from Kieran Moore, PHU, to the police, to folks

from our various Pain Clinics, and Street Health and Rupa Patel from MNorth Kingston.
The new COC guidelines, which will (hopefully) be the goal of the Canadian ones, still being published, are strongly pulled back from our (Canadian) generous 200MME/day ta

50MME/day.
http:hwwwe cde. gov/drugoverdose/prascribing/providers. hitml

| am wondering if it would be technically possible for you to audit our charts (try with mine?) and be able to have a “total morphine equivalents/day” report for patients. If so,
then we could have a list then of who is over, and then could work on plans for decreasing their MME/Day dosing, trying to achieve guideline goals.
Something like this.. .

Patient Marphine Morphine Morphine Total Difference
D # Marcotic 1 E uivF;Ients Marcotic 2 E ui'f;lents Marcotic 3 E uivF;Ients Morphine from
! d q Equivalents | 50MME/day

—
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June 2016: Report created and tested

by a few physicians

Abi just showed me her newest report that she developed at our request to help MRPs with surveillance of their patients who are on strong opioids to
identify patients who are on more than SOMME per day. To my eyes the report look great and clearly have been a lot of work to create so thanks very
much to Abi for working on them for the past many weeks.

While reviewing the report of my patients it brought up one point for clarification. From my perspective we should be identifying patients who have
been on strong opioids (hydromorphone, oxycodone, morphine and fentanyl) for longer than 6 months. (The repeort identified patients who were on

hydromorph post rib fracture and recent abdo surgery and in my mind this is not the population we are trying to capture). Is this ok with you two?

Once we get the report right we can give it to other MRPs

g
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December 2016 & May 2017:
Report given to all QFHT Kingston site MRPs

Or. Who's Patients who are Prescribed at least 50 MME per Day®

WMomphine Willigram Equivalents

Demo Age Opicid {MME} per Day Reason

12468 68 HYDROMORPHONE and DILALIDID 140 ‘Chronic pain syndrome

2346 43 CHYNED 20 W aiting for surgery | back)

345 i MCORPHINE 120 Fallistive

34539 43 HYDROMORFPHCONE =1 Postsungeny

29873 i CEOYNED & Leg pain

2794 52 HYDROMORPHONE 160 Back pain

G340 58 CEOMNED ™ Fibromyalgia

23467 24 HYDROMORPHCOMNE =1 Back and leg pain

27408 B4 CEYNEO 245 Palliative

27982 5 H¥ DROMORPHONE and KADIAN Y Chronic pain

= [Doses st or sbove 50 MWMEdDay inoesse Created by Abi Scoft

Cecember 3, 2018 risks for overdose by at lesst 2x therisk at <20 MME/day Flease contact her fo correct emors

g
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Summer 2017: Opioid Working Group

It's time! QFHT prescribing of opioids for chronic pain  inbex

Karen Hall Barber <karen_hallbarber@dfm.queensu.ca= = 3017
to DFM, Locums, Cohort, geoff hodgetts [~

Hello
It's time. QFHT is going to be tackling opicid prescribing for chronic
pain.

Thanks to Rupa and Meredith for their termific presentation today about
prescribing opioids.

SHORT VERSION:

Please let me know if you are interested in participating in a QFHT
Opioid Prescribing Working Group. | am hoping to mest several times in
June to have something in place in the next few months.

I'm particularly interested in hearing from locums, residents &
people who have more patients above 50meg/day than they are comfortable
with.

In summary, we must collectively participate in addressing this crisis,
Please let me know if you are interested in helping with this.
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October 2017: Sater Opioid Prescribing (SOP)
program at QFHT Kingston site

SOP Team:

* Dr. Karen Hall Barber (Physician Lead)

* Jennifer MacDaid (Clinical Program Coordinator)
* Lynn Roberts (Research Associate)

* Cynthia Leung (Pharmacist)

* Erin Desmarais (Social Worker)

* Abi Scott (Data & Quality Improvement Analyst)
* Diane Cross (Executive Director) *gave approval*

g
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Improvement
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z.__..’
Why October 2017? Homework.

Virtual Training

Leadership and
Organizing for Change

Also, news.

oploid-related causes a median

5 people in Kingston area treated for suspected fentanyl of 2.6 years after the first opioid

overdoses in 2 days

Toronto also saw a spate of overdoses last week, 4 of which were fatal
CBC News Posted: Aug 03, 2017 2:38 PMET | Last Updated: Aug 03, 2017 2:38 PM ET
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prescription; the proportion was
as high as 1 in 32 among pa-
tients receiving doses of 200 MME

or higher.®* We know of no other
medication routinely used for a
nonfatal condition that kills pa-
tients so frequently.

I'he new CDC guideline em-
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Organizing Sentence

We are organizing all clinical staff at QFHT,
their patients, and any external, local
organizations or individuals who can support
this initiative

to take the first step towards safer opioid
prescribing

by effectively tapering the opioid prescriptions
of appropriate patients (using multifaceted best
practice guidelines)

because opioid prescribing at high doses is too
prevalent in our community

by mid-November

g
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Project Timeline

I B B

Oct 2 Oct4 Oct 6
SOP program is Cynthia Leung joins SE IJ-IIN Primary Care  Shared gueries with
created! sop Forum Public Health
Oct 9 Oct 10 Oct11 Oct12 Oct 13
Thanksgiving eForms added to Kickoff at Department  Cynthia talks to KOPI SE LHIN Self Mgmt.
OSCAR Meeting Conference
Oct 16 Oct 17 Oct 18 oct 19 oct 20 Brainstorming Session
Dr. Dubin's Support MNaloxone in QFHT
Group Emergency Bag
Oct 23 Oct 24 Oct 25 Oct 26 Oct 27
Program Leads
Meeting
Oct 30 . Oct31 Nov 1 e ol
SOP Team Meeting SOP Rounds & B e
KFLA °*~ passs T
Primary Care Meeting ﬁ"j‘.‘;‘, SR
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SOP program aimed to:

* Create awareness around the risks of high doses of opioids,
the lack of evidence around efficacy/safety for treating chronic
Eain, opioid tolerance and diminished etfectiveness over time,

est practice for chronic use and the risk of addiction and
overdose

* Create tools, resources and provide sup(i)ort for both primary
care providers and patients during the discussions around,
and initiation of safer opioid use

« Complete opioid reviews for patients on doses 90 MME/day
or higher, create individualized plans for safer pain
management and tapering plans where appropriate

/—“ * MME/day = Milligrams of Morphine Equivalents per day
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ROLE OF QFHT PHARMACIST
IN SAFER OPIOID PRESCRIBING
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Safer Opioid
Prescribing Program
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Faculty Only Rounds
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* Peer-to-peer counselling from
 Dr. R Patel and Dr. M Rowland *

* (Case discussions, coaching

* Family Doctors

—
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Role of a Primary Care Pharmacist

* Medication Review with a focus on Opioid Use and Pain
Management
e Calculate MME (Milligram of Morphine Equivalent)

» |dentify risk factors (e.g. Previous History of PTSD, severe depression,
concurrent use of benzodiazepines)

e Calculate the ORT (Opioid Risk Tool) score or ACE (Adverse Childhood
Experience) score

* Propose possible solutions

» Alert social worker / nursing with tapering plan

g —
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Support for Opioid Tapering

* Narcotic prescriptions have additional legal requirements (e.g. Patient Identifier,
CPSO#)

* Dose Reduction needs to work with existing dosage strengths (e.g. switch to M-Eslon as
it comes as 10mg strength is easier to work) as well as limitations with coverage (e.g.
high dose opioids have been delisted)

* (Questions to consider

How fast (e.g. every 2 weeks or every 4 weeks)

How much (e.g. reduce by 10%-20% or 10mg with each reduction)
How to dispense the supply (e.g. Blister pack, release every 7 day)
Any PRN Opioid doses

Naloxone Kit?

g —
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Ongoing Support with Patients Queens

Pharmacist can support patients who are thinking or going
through opioid tapering:

Help patients to establish realistic goals with pain
management and confirm progress

|dentify different options (non-opioid and non drug) to
manage pain and related symptoms

Monitor and manage withdrawal symptoms (e.g. diarrhea,
runny nose)

Develop plan(s) in anticipation of the discussion on opioid
Refer to Social Work

=
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Safer Opioid Prescribing Program Updates

-
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ueen's
)

QFHT Safer Opioid Prescribing Program Wi

We are excited that the Safer Opioi
great start! We have received man,

happy to see that many patients ueens i QFHT Safer Opicid Prescribing Program Update No. 3 - Dec 12 2017 |
tapering or have begun the tapering| T TeRET | B QLl
Here's a quick overview of things to QFHT Safer Opioid Prescribing Program Update No. 2 - Nov 17 2017 l s ‘"\-"

90 MME/day or more of opioids:

Tapering Opioids - A Conversation with Your Patient
There is no one-size that fits all apprrcach to oplmd
tapering. Each patient must be
based on his or her unique risk factors and
considerations.

How do I say “No”

[Adapted Iros Tible 7 of RxPili - Paln Masagesiest & Oplelds Fall 2007)

A il e L e
Conduct an Opioid Revi
O ey S e

Is this patient showing signs of opio|

For a motivated patient without any comorbidities, a
fast taper approach (e.g. reducing the opicid dose by
25% every few days) may be appropriate. However for a patient who has had a
complicated pain history, anxiety or other post-traumatic stress disorder,

Refer to one of the following:
e Street Health, AMHS
« DrRuth Dubin

~

Use active listening skills. Sit with the patient to
bring you to the same level, Listen to the patient’s

It sounds like there's a lot of stress in your life right

. mow,
« KOPI clinic L L X _ story, and reflect his 'her words back to show that . i .

vohis G paaibo Sulbouiing Gx E:lgglur:{ihlilp the subject at every visit can only destroy the therapeutic you're listening. Ask questions with a neutral t :::nwﬂrpm-bmﬂagmﬁdm

other appropriate treatments P Dioes he or she perceive a large bensfit with opioids? = Im'mpwnmmwawkm@hmq

Are his or her expectations unrealisdc (e.g. a goal of
“zero pain”)? Do opioids provide an “escape” from
*-\ difficalt fe circumstances? Is there fear of
. . . i X in? Ens
o e e s B Y Listen closely for reasons. For patients with withdrawal, or fear of unmanageable pain? Ensure

and I'm reglly sorry abeut that

-
‘.\

Only MRP o prescrd
Jocums (> 3 months)]; mu’wdm

YES /{ Is your patient ready for opioid tapering? \ NO

an Opioid Taper
Upcoming SOP Rounds: e

someone who is currently on 200 MME, it may be
unrealistic to reduce to 50 MME within a short time.

declining function on opicids, or on opioids and
complex polypharmacy, they are indeed the best

your patient kmows that you care about him /her, and
want him/her to do well Encourage to validate his /

Itz my professiomal responsibility, in providing the
best possitle patient core, to only prescribe

P o i ines i i medicetions when it can be done safely.
i Need to determine how to slowly taper as well as the candidates for opioid tapering. her feelings around pain and opioid . : -
. Wiﬂlhﬂ";‘fl“‘."‘”n Pk final goal (e, Reduce from 200 :[Mgtn T A Focus the dm.m onawareness nl]nnn .Wbere pﬂ?:lbl!, gather ?h]ectrvefads. These may ;‘:::::f:::;":’?ﬂ" prescribe o medication
3 | floor] «  Resource Hooks C DT L Pl e e, st X e Hy include: pain scores over tme, assessment of changes e [ pou. T
(describe testing : 2 T spenng bshv;:h;esl el in function, adverse effects, previous history, risk of o int Diliatil ek, =
and strategies for by 10% with support from pharmacist or social worker 4 ee?“?m mﬁp’h‘"’-m overdose or addiction (2.2, caleulation MORTI seara) you tried?
= TS I o TR on and = This is also where dncuﬁl-emaﬁun of red ﬂang [e.gl o B a et sl ey
o Optimize non-opioid options. Consider optimizing E?;mmsw:m-ﬂm::uﬁ; g-n‘;il; :smmxd requests for early refills) i importan:, Ivolving 3 consider the initial Gsesment report regarding

acetaminophen and ibuprofen or starting pregabalin /

* Managing Opioid
-

duloxetine for neuropathic pain.
= Discuss other strategies for pain and mthdrawa.l

overdose)

Between 50-90 MME

Below 50 MME

Use thistable asa
guide to
determine how to

Taper by ~ 10%

OxyNEO tablets as: 10mg, 15mg, 20mg, 30mg, 40mg
Fentanyl Patch as: 25meg/hr, 50meg/hr,

13Clinical

Uizt Email
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colleague for a second opinion can also bring in
valuable information. In the absence of objectve facts,
consider no therapy changes for a short period (eg. 3

your decision. Sometimes focusing on the
safety izsues of opioids can be valuable [e.g. risk of
overdose, presence of adverse effects). It is also
helpful to reframe the goal from “pain relief” to
“function restoration”, It's ok to be homest and
straightforward about your reasons for wanting to
stop or avoid opicids; in fact. the situation can be
viewed a5 an opportunity to educate patients.
K you are feeling emotionally pressured, or
threatened, it's ok to excuse yourself from the room
and, or confer with a colleague, Aveid responding to
emotion with emotion, and avoid prescribing

helpful. Refer to an addictions medicine specialist if
necessary. If discontinuing an opisid, provide
reassurance that the opioid will be tapered slowly to
prevent withdrawal symptoms. Aim to be palite but

fithon p (eg therapy, clom +  M-Eslon capsules as: 10mg, 15mz, 30mg, 60ms, 100me manths) with clear criteria for how a decision will be
if, E & for +  Hydromorph Contin capsules as: 3mg, 4.5mg, 6ms, Smg, made after that time.
33 % Always order a naloxone ]ut [for \mexpecbed 12mg, 18mg Use the patients history =/~ objective T e —

(.

.

firm!

s We've talied
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your gecident and reswlting injuries

P hoven't met you before, and can't presoribe these
tvpes of drug= on the first visit before [ have a full
Mistory.

It looks like opioids just don't work Mﬁrm}
have noticed thot

This opioid seems to be doing mare & you, than for
you

When we first storted opicids, your pain was not
contralied, Now you are on g high dose of apioids
and having side effects_ but your pain i stil mot
contralled. it might seem hard to believe, but if we
pull back on the opiaids you moy sctwaily feel
better than you do now.

Wihen 1 ivak gt your medical history and otfer
medical conditions, | worry that your rise of

45mg po BID . ) . . averdase with this medicine is just oo high.
20mg po BID ?5mngE]D 25mgpu EID :::u”"m};gwmm"mﬁﬂmg“"dmemmw v Ifwe combined an apiaid with yoor slesp aprea, it
35mg po BID R could slow down your bregthing too much, sven to
30 EID Smz po BID 20mz po BID Provide an alternate p]an to show that you stll the point of stapping.
BID 15mez po BID Suppart your  patient.  Encourage  non- »  From what you've told me, | think stress is adding
DeraRTMENT 0 3mgpo BID 10mgpo BID pharmacological  therapies;  offer  non-opioid o your pain, and an opioid ix not the best way ©
F M {\s 1~ | 15mgpo BID e Soahs 10mzpoghs medications. Potentially, advise the padent that the reat that problem.
AMILY EDICINE — pain may resolve on its own without cpicids. * I the Jong run, opisids will sctually change the
Deeliveririg the Prima Check out previous issues here: Referring to a colleague for a second opinion may be

way your brain the pain

perceives pain. Numbing
haMﬂmﬁkmﬂmﬂMﬁd

aptians that may heip ercd poar pain. Out

off all those, wiat would you like to try?

There is o strang comnection between feefing dewn and pain, 5o would you
be willing to meet with our social worker?

In the meantime let’s work together with your pharmecist an a grodual
tapering plon.

1 know you can do this, and Fil stick with you through it




Sample Opioid Tapering Plans

BA
L2,
Dr <Physician Name> Queens Family Health Team B
Patient: Dr <Physician Name> Queens Family Health Team
Date: Address: | Patient:
Tao: Community Pharmacist Date: Address:
To: Community Pharmacist
Address: Phone:
Phone: Birthdate: Address: Phone:
Fax: Health Card No: Phone: Birthdate:
Fax: Health Card Moz
Dear Pharmacist,
This patient and | have agreed to taper his / her opioid use over the next several weeks. Below is the tapering plan. We hope to Dear Pharmacist,
collzborate "_"ith_'i"r"”' pharmacy to |nsurs there is _rn'lnin:\al interruption rel a'fEd to th? tapering plan. This patient and | have agreed to taper his / her opioid use over the next several weeks. Below is the tapering plan. We
Note that this will be the only prescription that will be issued for the duration specified. hope to collzborate with your pharmacy to ensure there is minimal interruption related to the tapering plan.
Qur team will have angaing follow up with patient for 2ny pain or withdrawal symptoms. Motz that this will be the only prescription that will be issued for the duration specified.
Planned Dates | Fentanyl Instruction on Durati | Quantity Required ity to dispense q15d Our team will have ongoing follow up with patient for any pain or withdrawal symptoms.
Patch Patch Day on Planned Dates | M-Eslon, Maorning Evening Duration | Quantity ‘Quantity to dispense
Regi i Instruction | Instruction Required q2week
200mez/hr | 4% 50megihr, 30 someg /g Patch - 8 boes someg/tpatch 4 boaes af 5 patches | = 20 100mg o8I0 | 1x I00mgeap | L 100mgeap | 2 wic. T00mg % 56 caps | J00mzs 25 cee
svery 3 days | Patch days of 5 patches [ = 40 patches) | B 100y 5 25 s
mr:‘gtllc“'m-‘ bews af 5 patches | = 20 0mg g B0 | 1xE0mgcap TeBOmgeap | 2 whs 60mg » 56 caps | S0ME X 25 caps, 30mg x 25 cas
patches|
1%30mgeap | 1x30mgeap 30rmg » 56 caps - -
T75meginr, | 3% someg/hy, EG) SOmEZ [t Patch - 6 Bowes | somecgpeatch —3 bowes of & patches t ¢ e S0mg « 25 cape, 30mg 1 25 caps
svery 3 days | Patch days of 5 patches [ = 30 patches) :‘jﬂthﬂ" PR 80mg g B0 | 1% 60mpcap 1xE0mgeap | 4 whs 60mg » 56 caps G0mg x 18 Cape; 10mMg x 56 Caps 2
Batch — 1 bow of S patches 2% 10my cag 2% 10mg cap 10mg x 112 caps = o
1x25megfhr, 2smeg /g Patch— 2 bones e e T T S e T v - e 60 ¥ 22 caps; 10mg ¥ 56 Cps !
Patch of 5 patches (= 10 patches) | patches| F0mg g BID | 1% 60mp cap 1xE0mgeap | 4 whs 60mg » 56 caps G0z x 1 cape; 10mg x 15 Caps g
Zsmeg/ g patch — 1 bow of 5 patches | = 5 patches) 1w 10mg cap 1w 10mg cap 10mg » 56 caps 60mg » 18 cape; 10mg x 15 cage,
1someg/hr, | 3% 50megihr, 30 someg/hr Pateh — 6 boxes somcg/tpatch — 3 bowes of 5 patches { = 15 EOme paBID | 17 60mEcan TxeOmgcap ok 60mg 56 caps T
every 3 days | Patzh days | of 5 patches | = 30 patches) 2;‘_;’_“"' — SOz « 18 cipe
L ot o 5 pnches = 2 SSmEpaBID | 3xlsmgrap | 3xlsmgcan | 4 ol 15mg » 168 caps | 15mg = 54 cape, 10mg £ 25 caps
1asmegfhy | 2xs0mcg/hr, 30 somcg/hr Patch — 4 boxes | someg/fypatch - 2 bowes of 5 patches [ < 10 1xl0mgeap | 1x10mgcap 10mg k56 €855 [ Tomg v 58 caps, 10y ¥ 25 cop
every 3 days | Patch days | of 5 patches [ = 20 patches) | PR , . SDmg pa B0 | 1x30mgeap | 1xd0mgcan | 4 yha 30img x 56 caps 300y % 12 cape; 10mg ¥ 56 cages
13 25meg/hy, 25meg/hp Petch - 2 howss | —omcbbeetch L boxof dpatches |- 5 patches) 2xi0mgesp | 2w 10mgcap WOmgx 112 caps TR S TR R
SOmcg/ppatch — 2 bowes of 5 patches = 10
Fatch of 5 patches = 10 patches) | papkes) 5mrg paBID | 1x30mgean | Le30mgean | 2 pha 30mg X 56 caps | 30mgx 18 cps, 15mg 1 18 caps
2emegihppatch — 1 bow of 5 patches | = 5 patchas) 1% 15my cap 1x15mg cap 15mg x 56 caps I0mg « 28 cages; 15mMg X 28 cap g
atch — & SO [, Patch — 2 howes of 5 patches ( = 10
i’mmcg"!l'; 2 S0meg/fy, 0 mmcg?mPftch 4 baws p,.mEf_E'L - A0mg ppBID | 1x0mgeap | Led0mgean | 2 g 30mg % 56 caps | 20 X 15 Gaps, 10ME & 18 cop 2
every 3 days | patch days of 5 patches | = 20 patches) [ 2 . 1% 10mg e Lx 10mg e 10 55 g
SO [ Patch — 2 howes of & patches ( = 10 x 10mg cap x 10my cap mg % 56 caps 300 % 15 Caps; 10mg & 28 cags £
patchies| - —
- - T5eng « 18 capes; 10mg 1 56
TEmcalr | Lxs0meginL ED) SOmca/hy patch — 2 boxes | Somcglbgasich—1 bon ol 5 patches | = § palches] 35me paBID ; ; 12:5:: ; :12:5 e 4w iz”‘? ; ff;:::, SN TS g 1055 e
every 3 days | Patch days | of 5 patches [ = 10 patches) :::‘;S[I'CP"“"‘W"”W“"““ “8 * s e 1Smg x 15 Capes, 10Mg 1 56 caps
_ = I0mg peBID | 1x30mgeap | Lx30mgeap | 2 wha, 30mg % 56 caps | 20 s 15 ces
:;:::mcgm :?C&"&I’Ep—aﬁfjuz h:::s' somoghppatch — 1 bow of 5 patches | = 5 patches) I0mg » 25 caps
=t patches [ = 10 patches) Zsmcallgestch 1 baggof 5 paches 5 BrgpaBiD | 1x15mgeap | 1xiSmgcap | duks. | 1SmexSBeaps | 15mgw 15 caps, Tomg x 28 caps 3
Ll 15 10my e 13 10my e 10mg » 56 e g n
someg/hr, 13 50meg/hr, 30 SOmMCg/fy patch — Z Boxes | Somegifigpatch — 1 bok ol 5 patches | = & patches)] gcap g cap e pe [ T5mgs 25 caps, 10mg 28 caps !
svery 3 days | Patch days | of 5 patches (= 10 patches) | Somroeeio ~T bor ol S peeh (5 paehen] I0mg peBID | Zxl0mgcap | ZxiDmgcap | 4 pda, 10mg x 112 caps
2smag/hr, ix2smeg/hr, 30 2smeg/hr patch — 2 boxes Zsmeg/hpatch — 1 bow of 5 patches | = 5 patches) 15mg pa B0 | 1 15mgcan 1x 15mg cap 2 o 15mg » 56 caps i
every 3 days | patch days of 5 patches [= 10 patches) [ Zsmegipatch -1 boxol 5 patches | = 5 patches) 15mg x 78 cags
[ Dispense a Nzloxone Kit and provide necessary training for patient in case of opioid overdose
N y N L . N . O Acetaminophen §50mg-100mg gsh prn
— [ Dispense a Maloxone Kit and provide necessary training for patient in case of opicid overdose [ Naproxen 375mg gg BID prn M: 100
O Loperamide 2mg pg QID PRN for diarrhea
O Clenidine 0.1mg BID for 7 days
Signed by: P50 Number: Date:

Signed by:

CPE0 Number:

Data:




Quick Tapering Tool

Between 50-90 MME

Below 50 MME
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45mg po BID 9mg po BID 30mg po BID 25meg/hr g3day
40mg po EID 7.5mg po BID 25mg po BID e
3omg po EID ".lEI for onioid d
30mg po EID cmg po EID 20mg po BID ival Tt I
25mg po EID 2.5mg po BID 15mg po BID illustrates how to
20mg po BID 3mgpo EID 10mg po EID taper within each
BID 1 medication with
15mg po 3mgpo ghs Omg po ghs g
Check out previous issues hers: capsule strengths.

A

-Es]un cap&u]e; as: :lﬂmg,. 15mg, Eﬂmg.. Eﬂmg.. lﬂﬂlmg
Hydromorph Contin capsules as: 3mg, 4.5mg, 6mg, 9mg,

12meg, 18mg

OxyNEOQ tablets as: 10mg, 15mg, 20mg, 30mg, 40mg
Fentanyl Patch as: 25mcg/hr, 50mez/hr,
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Online Resources

Wilderman Medical Clinic

 The internet Cognitive Behavioural Therapy (iCBT) program consists of eight
modules of cognitive behavioural therapy and mindfulness practices. For
individuals of all ages with chronic pain and symptoms of anxiety and / or
depression.

Chronic Disease Self-Management Program

* The Ontario Ministry of Health and Long Term Care Funded the free,
evidence-based Stanford University Chronic Disease Self Management
Program

Pain BC

e Pain BC has a number of programs and resources for chronic pain
management, including coaching for health and tools and resources for self-
management
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http://www.cbt.drwilderman.com/index.html
https://ontario.enroll.selfmanage.org/
https://painbc.ca/

ther Resources

ﬁentre for Effective Practice  Management of Chronic Non Cancer Pain

Introduction Assessment
This tool is designed to help family physicians

and nurse practitioners (primary care providers)

develop and implement a management plan for Psychological
adult patients with Chronic Non Cancer Pain (CNCP) Therapies

in the primary care setting. CNCP is defined as
pain that typically persists or recurs for mare
than 3 manths or past the time of normal tissue Self-Management
healing.*#4 This tool applies to. but is not limited Programs

to pain conditions such as osteoarthritis (OA),
low back pain (LBP). musculoskeletal IMSK) p
fibromyalgia FM) and neuropathic pain (NP).

This tool focuses on a multi-modal approach to
manage CNCP. Primary care providers (PCPs) should
use nan-pharmacalagical options, with or without
pharmacological aptions, to build a comprehensive
and persanalized plan that incorparates the
patient’s goals.*

This taalis not suitable for use in the management of

acute painand s not designed to assist in diagnasing

various CNCP conditions. (Please see Supporting

Material and References for links to taols and e
i i of

chronic pelvic pain is nat within the scope of this tool.

Physical
Therapies.

Pharmacological

pr st/
Multidisciplinary Clinic
Referral

General Approach

Work with your patients to identify and understand the complex bio-psycho-social elements involved in their pain and emphasize the value of a
multi-modal approach to manage their pain. Management is often a process of repeated trials to determine the effects of specific treatments and
can take a few manths or years to optimize. Once a treatment plan is identified, then initiate, adapt and evaluate how it improves daily function,
pain, mood and quality of life, while assessing the risks/benefits for long-term use. It isalsoimportant to optimally manage any activa underlying
healthissues related to a patient's pain (2.9.. diabetes, inflammatory arthritis)

Step 1 Step 2 Step 3 Step 4

Q—&@—©—®

dapt & evaluate

Assessment pti Refer as appropriate

Select non-pharmacological Use thePatient Record and
and/or pharmacological Treatment Plan to help initiate,

Hararias ey e

Consider referral to a specialist
or multidisciplinary clinic.

Start with a thorough baseline
assessment, which may need

RxFiles — Pain Mini-Book
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\ FILES
Chronic Pain Treatment — Medications & Comparisons rage

Pain Medi n - Trial Dosages, Regimen Options & Costs 2
Chronic Pain Tx Colour Chart — Comparison of Benefits & Harms 3
Supplementary Notes (evidence to support Colour Chart) 4

Recommendations and Key Points (Summary) 14

Questions Surrounding the Recent Canadian Opioid Guidelines
1. Is the “opioid epidemic” overblown to the point of preventing | 16
some patients from getting good pain management?
2. What tools or resources are available in SK for non- 16
pharmacological interventions? What can | offer to someone
who lacks financial assistance to access such interventions?

3. What might an “opioid trial” look like, practically? 16

4. What is the current evidence on how well opioids may work 16
aver the long-term in CNCP?

5. How can | measure functional improvement? 17

6. What if a patient does not improve with an opioid trial, but 17
does not want to come off?

7. Why has the maximum daily opioid dose, for NEW opicid 17
patients, been reduced to 50 MED/d (suggested) and 90 MED/d
(recommended)?

8. Should patients with CNCP & psychiatric or substance use 18
disorders be considered for opioid treatment?

9. Do the guidelines require that patients, currently on much 18

higher opioid doses, need to get down to the new lower
maximurm daily MEDS?

Caution Regarding PRN Opioids & Dose Escalation In CNCP 18
Prescribing Charts & Tools

Opioid Analgesics Comparison Chart 19

Pain Approaches Chart: Acute vs Palliative vs CNCP 20

Prescribing Opioids Safely in Chronic Pain Chart 21

Informed Consent / Agreement Form — sample (RxFiles) 24

Brief Pain Inventory (BPI) - Patient Assessment Tool 26

Navigating Opioids for Chronic Pain - Patient Tool, dose related harm = 28
PainLinks — Resources for Those Living with Pain 29

RxFiles - Pain Mini-Book
Update on Pain Management & Opioids in CNCP

Centre of Effective Practices
(https://thewellhealth.ca/cncp)

November
2017

Tapering Opioids — Tools to Increase the Chance of Success

Evidence & Ci i 31
Opioid Tapering Chart & Template (RxFiles) 32

Opioid Tapering  Information for Patients, from CDN Guideline 36
Link: i

RxFiles Newsletter / Discussion Guide — Fall 2017
m "

Pain & Opi p Challenges | 39

Additional Support Documents & Links

RxFiles

(UDS}- Frequently
hite il il Drug:S: DS-GandA.pdf

- RxFiles Opioid & Pain Resource Links: hit; files.ca/rdi ments/ReFiles-Pain
2na-Opioid-Resource-Links.paf

Other

- CFPC-CNCP a/Chronic Won Cancer Pain Resources)

- Clinic Policy (Sample): PRESCRIBING Of MODD-ALTERING DRUGS, OPIOIDS & Other CONTROLLED

BSTANCES: htt; . rfiles. caj ntrolled.

Substance Rx Clinic POLICY.pdf

- Fentanyl Patch Exchange Tool: hitg:,
Exchange Dispasal Tool pdf

- Management of Chranic Non-Cancer Pain Tools: wunw thewellhealth ca

- Medical Marijauna / Canniabinaid Links: Coming soon.

iles.carefibes/ upl inid.-Patch

Opioid Manager & Appendix (2017 CNCP Guideline tool)
- at the &2 wunw thewellhealth ca pain;

http://nationalpaincenty oich
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ROLE OF QFHT SOCIAL WORKER
IN SAFER OPIOID PRESCRIBING
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Why involve a social worker? Queens

UNIVERSITY

* Important to involve social worker when a patient is
considering tapering opioids.
e Strong link between pain and mental health.

 Our model is to be proactive in looking at these risk
factors (even though social worker is not involved
directly) so that we can address presenting concerns in a

timely manner

g —
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My Role Queens

* Joined SOP October, 2017
e Take a “back seat” role

* Assess and intervene from psychosocial
perspective
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Our Model Q;:e'éns

Patients on Opioids Above 90 MME

Pharmacist conducts med review and
identifies mental health concerns

Liaison with Social Worker

SW reviews chart to make in-depth assessment and make
additional recommendations

Pharmacist to incorporate these considerations in
recommendations to MRP
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My Role Queens

* Reinforcing the same message (SW, Pharm, Doctors etc.)

 Open communication with MRP should concerns be
expressed in counselling session.

* Treating the underlying condition or referring to appropriate
community resource

* Anxiety Management Strategies- Decatastrophizing
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Community Resource Identification Queens

e Liaised with community agencies to identify referral
options

 Talked with stakeholders about getting patients access
to timely supports in the community- Identified Street
Health as point of contact for patients struggling with a
taper where we suspect there are addiction issues

 Considered other resources to help address underlying
mental health concerns for those not willing/able to
taper
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Quick Tools for Anxious Patients....

o
b
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Identifying automatic thoughts and thought
distortions

Decatastrophizing

* What are you worried about? What is the worst thing that could happen?
* How likely is this event to happen?

* Has anything this bad ever happened before

¢ How awful would it be if it did happen?

¢ |f the worst happened, how would | cope




Quick Tools for Managing Pain...

. . : Positive Affirmation

* Can be helpful e focuses on slow, * Involves tensing a e “l am strong
when pain is high patterned muscle group for enough to handle
 The key is to pick abdominal several seconds, this pain.”
a healthy breathing. and passively

focusing on how
the tensed muscle
feels.

distraction

g
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UNIVERSITY

B
In Summary...

1. Champion (or group of champions)
2. Proactive support for clinicians and patients involved
3. Consider who on the team is best suited for the task*

4. Involve the whole team and agree on a consistent message

*If you don’t have a “full” team, just start small

g
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Thank you! Questions?

Erin Desmarais, Social Worker
erin.desmarais@dfm.queensu.ca

Cynthia Leung, Pharmacist
cynthia.leung@dfm.queensu.ca

Abi Scott, Data & Quality Improvement Analyst
abigail.scott@dfm.queensu.ca

g Please email us for copies of resources
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Questions for each other

* For Abi: How do you generate a report?

* For Cynthia: Any surprises you’'ve found when doing
opioid reviews with patients and physicians?
(hypothyroidism)

* For Cynthia, Erin: What are we going to recommend
when the patient has recurring, transient pain during
tapering?

— il
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Questions for Discussion

* How would you begin a conversation with a patient on
high dose opioids?

* What are some of your strategies to deal with resistance?

* What are some of your ways to engage your patients?
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