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Objectives:

1. Understand the role of prescribers in post-op patient
opioid consumption

1. ldentify tools to evaluate your own prescribing

1. ldentify strategies to reduce opioid prescribing and
utilization



The Need: 2016

Overdose Death Rates Involving Opioids, by Type, United States, 2000-2016
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My Practice’s Experience®:

In 2016, we prescribed 12 Vicodin tabs for Inguinal Hernia

60% did not 26% used less 14% used

use any Opioids than 4 tabs more than 4 tabs

We were overprescribing by 300%

*Patient-reported opioid analgesic requirements after elective inguinal hernia repair: A call for procedure-specific opioid-administration strategies.Mylonas KS, Reinhorn M,
Ott LR, Westfal ML, Masiakos PT Surgery 2017 Nov
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National Hernia Registry Ql Project, 2018:

Invitation to Present at Opioid

] Board :
meet with Presentation annual Ql Reduction
ACHQC Board conference Task Force




The Opioid Reduction Task Force

The team: 16 members from Goal: Reduce prescribing
surgery, anesthesia, primary and consumption of opioids
care, and pain specialities after hernia surgery.




1st Task: March, 2019

Create and Implement an optional Opioid Data Collection Tool in
the ACHQC
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Patient Reported Outcome Question ( for 30 Day Patient Survey)

How many tablets of prescription opioid pain medication did you take after hernia
surgery?
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From Initial Data to Ql Summit: 2019

e 15t 6mo of Data Reviewed with Surgeons

e Surgeon Prescribed vs Patient Consumed

* Asked for surgeons’ commitment to change behavior
e Obtained surgeon feedback on tools needed




Patient Use vs. Prescribing

All Inguinal Hernias (n=443)
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Patient Use vs. Prescribing

All Umbilical Hernias (n=148)
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Summit Challenge:

Prescribe no more than 10 opioid tab for outpatient umbilical
and inguinal hernias.
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Optimal Postoperative Pain Management Strategies after Hernia Repair

1. During the first 24 hours after your surgery, you can place an ice pack over your surgical
region. This can help reduce swelling and discomfort.

2. Take 2-3 tablets of Tylenol 325 mg (or generic acetaminophen) every 6 hours for 3 days,
then only as needed to control discomfort. [DO NOT exceed 4000 mg in a 24-hour
period, as this can be damaging to your liver]

3. Take 2-3 tablets of Advil or Motrin 200mg (or generic ibuprofen) every 6 hours with
food or milk for 3 days, then only as needed to control discomfort. [DO NOT use
Advil/Motrin if you have a history of stomach or intestinal ulcers or have had problems
taking aspirin in the past]

4. You may stagger Tylenol and Advil so that you are taking something every three hours,
or you may take them together every 6 hours - it's your choice

5. Only if you are still having pain that restricts you from sleeping or getting out of bed,
take 1-2 tablets of oxycodone 5mg (or other prescribed opioid) every 4-6 hours as
needed for discomfort that remains after taking Tylenol and Advil.

Many people do not need opioids to manage their post-surgical pain, so you might
choose not to fill the prescription or fill only part of your prescription. If you use an
opioid (narcotic), you must beware of becoming drowsy or inattentive, and you will not
be able to drive or operate heavy machinery. Additional side effects include dizziness,
lightheadedness, constipation, nausea, and vomiting

© 2021 Abdominal Core Health Quality Collaborative Foundation. All rights reserved.



Study Question:

What happens when you show
surgeons how much they are over-
prescribing?



ORIGINAL ARTICLE

The opioid reduction task force: using the ACHQC Data Registry
to combat an epidemic in hernia patients

R. M. Higgins' @ - C. C. Petro?- J. Warren®- A. J. Perez* - T. Dews’ - S. Phillips® - M. Reinhorn’




Methods

Post Summit Data

Initial Data Collection ACHQC QI Summit

Collection
03/2019 - 12/2019 12/2019 03/2019 - 01/2021
Inguinal and Umbilical Data presented on Inguinal and Umbilical
hernia patients prescribing patterns hernia patients

Surgeons (n=39) asked
to implement Summit
Challenge



Results / Surgeon Participation

Pre-Summit Post-Summit
# of Surgeons 52 91
Inguinal Hernia Patients 353 830
Umbilical Hernia Patients 976 2,447




Results: Inguinal Hernia Repair

Surgeon opioid prescribing

* J mean opioid tablets
prescribed (10.6 pre vs. 8.8
post, p<0.001)

* Opioid prescribing decreased
(zero tablets)

* Overall
*  With mesh
* Without mesh

Pre-Summit Post- p-value
Summit
Overall n =976 n = 2447 <0.001*
0 tablets| 68 (7%) | 456 (19%)
1-10 tablets| 585 (60%) [ 1324 (54%)
>10 tablets| 323 (33%) | 667 (27%)
With mesh n =917 n=2317 <0.001*
0 tablets| 64 (7%) | 418 (18%)
1-10 tablets| 539 (59%) | 1282 (55%)
>10 tablets| 314 (34%) | 617 (27%)
Without n=59 n=130 <0.001*
mesh
0 tablets| 4 (7%) 38 (30%)
1-10 tablets| 46 (78%) | 42 (32%)
>10 tablets| 9 (15%) 50 (38%)




Results: Inguinal Hernia Repair

-
Open and robotic approach

e Shiftin opioid Open n = 386 n =843 <0.001*
a . approach
prescribing toward 1-10  msssss){ 0 tabiets| 30 (8%) | 300 (36%)
and O ta blets 1-10 tablets| 271 (70%) | 342 (40%)
>10 tablets| 85 (22%) | 201 (24%)
Laparoscopi| n =245 n =744 0.70
c approach

0 tablets| 10 (4%) 40 (5%)
1-10 tablets| 152 (62%) | 449 (60%)
>10 tablets| 83 (34%) | 255 (35%)

Robotic n =345 n =860 <0.001*
approach
0 tablets| 28 (8%) 116 (14%)

o

ﬂ




Younger age - for o decrease In 20 years 1.96 1.51-2.55 <0.001

Predictors of Taking >10 ende 078 038161 0S5

Current Smoker 247  1.41-444 <0.001

Opioid Tablets After ASA >2 180 116279 0009
Elective Inguinal Hernia e

Preoperatfive opioid use at baseline 2.24 1.14-4.37 0.02
Surgery
' ' 0.63 0.34-1.11 0.1

097 0.49-1 .89 0.92
1.2 0.73-1.85 0.51

(When compared to patients who

Open mesh vs Open non-mesh repair 2.1% 1.37-3.50 0.001

tOO k S 10) Open mesh vs Lap/Robolic mesh repair 1.53 1.13-2.05 0.005
136  0.66-277 040

OR fime >1hr 1.25 1.14-1.75  0.002

Prescribing 7 more oploid tablets 332 2.44-478 <0.001

EuraHS-Qol’ Pain Domain elevated at Baseline 1.53 1.13-2.05 0.005




Predictors of
taking zero
opioid tablets
after elective
inguinal heria
repair

Initial data presented in January 2021 Predictors of
taking >10 opioid

inguinal hemia
repair

2018 December 2019 January 2021 2022 2023 2023
Formed in 2018  Presented initial Moved the dial Discovered that  Start randomized  Methocarbamol
data — Challenged surgeon registry-embedded paper
the Audience prescribing prospective trial to
is still driving look at Zero or 5

the problem tablets prescribing

The Timeline




Conclusions / Future Work

* Surgeon education impacts opioid prescribing and utilization

* Ongoing evaluation of practice / methods is important

In the Future:

* Efficacy of interventions for surgeons and patients
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Clinical Associate Professor Boston University School of Medicine
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Consultant: Medtronic, Inc
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Why This Topic Matters

100 million Americans affected by chronic pain
o Significant economic burden

o Opioid epidemic and overdose crisis
> Nonopioids not inferior for chronic pain (SPACE Trial)

Opi roup, Mean {50) nopioid Group, Meai Between-Group Difference  Owerall
Outcome (n=119) (n =119 (95% CI)* P Value®
Pain-Related Function (Primary Outcome)
BPI interference scale
(range, 0-10; higher score = worse)*
Baseline 5.4 (1.8) 5.5 (2.0) =0.1 (-0.6 to 0.4)
3mo 3.7(2.1) 3.7(2.2) 0.0 (=0.6 to 0.6) =8
3.4(2.1) 3.6 (2.4) -0.2 (-0.8 to 0.4)
9 mo 3.6(2.2) 313(2.4) 0.4(-0.2to 1.0)
mo 3.4 (2.5) 3.3(2.8) 0.1(-0.5t0 0.7 )
Pain Intensity (Secondary Outcome)
BPI severity scale
(range, 0-10; higher score = worse)?
Baseline 5.4 (1.5) 5.4(1.2) 0.0 (-0.4 to 0.3)
4.3(L.8) 4.0 (1.7) 0.3(-0.2 to 0.7)
6 mo 4.1(1.8) 4.1 (1.9) 0.0(-0.5to 0.5)
4.2(1.7) 3.6(1.7) 0.7(0.2t0 1.2)
12 mo 4.0 (2.0) 3.5(1.9) 0.5 (0.0 to 1.0)




Understanding Pain Timeline

JASP: Sensory & emotional experience
o Acute (<1 month)

oSubacute (1-3 months)

oChronic (>3 months)




Goals of Pain Management

Reduce pain intensity

mprove function & quality of life
Minimize adverse effects

Shared decision-making




Biopsychosocial Model

Biological factors (pathology, comorbidities)
oPsychological factors (depression, anxiety)

°Social determinants (housing, support)
°Individualized multimodal care




Nonopioid Medications

NSAIDs
Acetaminophen
Antidepressants (SNRIs, TCAs)

Anticonvulsants (Gabapentin, Pregabalin)

Topicals (Lidocaine, Capsaicin)



Exercise & Physical Therapy

Improves pain & function

oSafe and recommended first-line

o Effective in chronic low back pain
o|mproves mental health outcomes




TENS Therapy

Modulates dorsal horn sensitization
o Reduces postoperative opioid needs
cModerate certainty evidence




Interventional Therapies

Joint injections (knee OA)
Epidural steroid injections (radicular pain)
Peripheral nerve blocks

Trigger point injections




Neurodestructive Procedures

Radiofrequency, chemo, and cryo ablations




Advanced Neuromodulation

Spinal cord stimulation (>50% relief in many patients)

Dorsal root ganglion stimulation




Behavioral Therapy

Cognitive Behavioral Therapy (CBT)

o|[mproves coping strategies
e ationts wih hanie pin an longterm opioid therapy?
o Reduces pain intensity

cEnhances function

Quarterly PEGS pain score

~ CBT intervention
= Usual care

» 850 adults with chronic
pain on long-term
opioids

PEGS Score

- 106 primary care Practices randomized

clusters

Usual care

DeBar L, Mayhew M, Benes L, et al. A primry apr \g-term opicid usess with cheomic painA
A"“als randomized pragmatic trial. Ann Incerm Med, 2 Novernber 2021, [Epub shead of print]. doz 10.7326/M21-1 436
heepifacpiournals oegidod10.T326M2 11436
af ntermal Medicine .
@ 2021 American Collepe of Physkians.




Interprofessional Team Approach

D

D

nysicians, nurses, pharmacists

nysical & occupational therapists

Psychologists & social workers

Coordinated, patient-centered care




Key Takeaways

Opioids not superior for chronic pain
e Multimodal, individualized approach
o Biopsychosocial framework essential
o Function and quality of life are priorities
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Innovations in Pre-Op &
Procedural Design to Reduce
Post-Op Opioid Use

Extending multimodal pain care upstream
Designing pathways that require fewer opioids

Sameer O. Kapasi, MD, FAAPMR
Physiatrist, Agility Orthopedics
Clinical Assistant Professor Tufts University School of Medicine, Dept of PMR

Sameer.Kapasi@agilitydoctor.com



Consulting fees from Boston Scientific and
Stryker
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Learning Objective

Understand pre-op drivers of opioid use
o Recognize procedure selection as stewardship
o Connect opioid use to RTW and cost




Why Timing Matters

Pre-op nociceptive burden predicts opioid use
o Central sensitization precedes surgery
oEarly opioids predict chronic use




Opioid Exposure & Chronic Use Risk

New persistent opioid use ~6% after surgery
oRisk increases with early exposure
o Dose—response relationship




Return-to-Work Evidence

Early opioids predict longer disability
oHigher doses - delayed RTW
o Consistent across occupations




Cost Impact Evidence

Chronic opioid use adds $15-25k per claim
oSpine & knee injuries highest variance
o Conservative national estimates




Peripheral Sodium Channel Blockade: Suzetrigine

First-in-class NaV1.8 selective inhibitor (non-opioid)

o Blocks peripheral nociceptive signaling without p-opioid receptor
activation

o Effective for acute post-operative pain with opioid-sparing benefit
(Level | evidence)




Pre-Op Knee Modulation

Cryoneurolysis before TKA ADIUSTED MEAN OPIOIDS RECEIVED
cGenicular RFA as desensitization 19001 o overae grous 36.4%

M control

o Goal: flatten opioid curve

1200-
1000
800-
600-
400-
200-
0-

Morphine milligram equivalents (MME)

Hospital 2 wk 6 wk
Total (Cumulative) (Cumulative)



Procedure Selection as Opioid Stewardship

Some procedures amplify nociception
o Others interrupt pain signaling
oSelection affects opioid trajectory




Basivertebral Nerve Ablation

Vertebrogenic pain (Modic 1/2)

0o Leve I evidence Pmpm'tion01‘Pag:‘igﬁlﬁs‘lg};P‘fgzﬂXPSReduction
. . BVNA Treated l(.‘ohort A‘S—Obsén‘ed (N=249)

cDurable functional improvement

S0%
45%
409
2
= 359 32.1%
p
= 30%
r:.
e
[=]
ff"’ 18.9% 18.1%
b 15.7% 15.30%
T 150/
n- g I l
0%
<250% 25-490p 50-74% 75-9904 100%
Percent NPS Reduction



MILD & Endoscopic Decompression

Less tissue trauma
o Lower inflammation
o Faster recovery

BEFORE AFTER

wh T
1:':':' ot}
|"--_I_--|I



Return to Work Impact

Early opioids delay RTW

INSERT FIGURE: Brummett CM et al., JAMA Surg 2017 — Fig

© Ch rOniC use pl’0|0ng5 disa b|||ty Persistent opioid use after surgery (Level |)
o Mitigation improves recovery




Estimated Cost Impact

Spine & knee injuries drive costs
o Chronic opioids add $15-25k per claim
cSmall changes vyield savings




Key Takeaways

Upstream design reduces opioid need
o Function, RTW, and cost are linked
cHigh-value care is engineered
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The_world_according_to_tito
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