DISCLOSURES

Nane
OPIOID USE DISORDER (OUD)
CASE-BASED APPROACH TO THE INPATIENT M MENT OF OPIOID USE DISORDER
D
OBJECTIVES M 'OR OPIOID USE OUD)
* Review the DSM-5 diagnestic criteria for agloid use disorder A
: Geal

* Distinguish between addiction and dependence.
* Define what is meant by shared decision making.

* Prevent euphoria and prevent withdrawal

. pertainsto * Preventdeath
opiaiduse disorder, e
* Indefinite
MEDICATION FOR OPICID USE DISORDER (MOUD) Y =

Methadone - 1972

Naltrexone - 1984

Buprenorphine - 2002

Synthetic opioid

Mechanism Murreceptor full sgenist
Metabolism Hepatic CYPAS0 304 (206, 142)
Halt-life 24-36hrs
ar,
Howsupplied POdIV
Bosing Varying doses given once daily

Mypatension, sedation




METHADONE

Clinical considerations.

* Many drug-drug interactions

NALTREXONE

Full antagonist

Mechanism Murreceptor i i i
» Meds that prolong Q interval
« Meds that interact with CYP450 Matabolsm Hepatic
= Serotonergicagents
N 4hours
« Conversion ratios to other opioids not accurate
* Analgesias-8hrs
- Nawsea. vomiting. i headache, dizziness, hepa
Howsupplied PO andIM
Dosing 50 mg po dailyor 380 mg IM once monthly
NALTREXONE BUPRENORPHINE
Semi-synthetic opioid
Clinical considerations
* Highaffinity,low disseciation Mechanism Murreceptor partial agonist
* Eliminates tolerance -» overdose death
* Riskof severe precipitated withdrawal Metabolism Hepatic CYP4S0 3A4 (extensive first-pass metabolism)
* Acute pain: unresponsive to opioids.
* IMformulation: Vivitrol Hallitie s
hepatotaicity. 1
Howsupplied SLbuceal IV, IM, transdermal
Bosing Varying doses.

NALTREXONE

Clinical considerations.

+ Desirable properties inOUD

= Mixed agonist and antagonist
igh affinity.low dissaciation
= Longhalt-life

= Ceiling effect onrespiratory depression
* Riskof precipitated withdrawal

« Xwaiver required for prescribing

* Analgesiad-6hrs

CASE - HG

STIGMATIZING LANGUAGE!

AVOID PREFERRED.

person who uses o misuses

persanin recovery or abstinent




CASE -HG

ago. Helsrequesting tastart methacione.

methadone cquivalent.
c
D Start methadone 30 mg podaily

CASE-HG

g0, He is requesting tostart methadone.

Whatis

Correct answerls}:

D: Start methadone 30 mgpo daily

METHADONE INDUCTION

Obtain EXG with first 24 hours to check Qf interval.

CASE - HG

ago. He s requesting tostart methadone.

meday.
* OPTION 1 benzos) Whatis
* GPTIONZ: 1dos 2
What s wrong with_
. andlastd disorder,
* Wunableto confirm, dont exceed 40mg/day
METHADONE FEDERAL REGULATIONS
P I “shallanly be dispensed by opiaid B :
treatment programs’ g0, He is requesting 1o Start methadone.
EXCEPTIONS:
e e e S T e

1 tor
e s s e e i i e
o - addiction
" Dy ke 2
=l o beingsought.

Whatis

Whatis wrongwith

dailymethadone equivalent.




METHADONE BLACK BOX WARNING

e et e e et e S il e B

ERIRGE AND AINISTRATHON). P g s s st

KEYPOINTS:

e o e et e e sy g Bt Tt o
==y

e T T T

e sl o oo e 1 ot v o o i e b
e i o et et s e

2 Peak respiratory depressant effects
ocal

2.QF interval prolongation more common
with mltiple daily dosing for pain.

CASE-HG

g0, He is requesting tostart methadone.

You start him on mathadone 30mg pa daily:

* &hours later, he reports uncantrolled withdrawal symptoms.
* Yousee the patient and his COWS > 10,

* You give an additional 10 mg dose.

* Thefollowing day; start methadone 40mg pa qday.

CASE - HG

ago. Heis requesting tostart methadane.
Initiated on methadone 40mg pogday.

Discharge planning:

* Average opioid maintenance dose: 80- 120mg/day.

taper 10rgdaily).

CASE -MR

while onmethadone.

STIGMATIZING LANGUAGE!

opioid addict personwith opicid use disorder

abuse useor misuse

CASE - MR

* Inrecavery since 2015. Neillicit drug use in 3 years.
o PMH: type 2diabetes mellitusand HTN

Mo akcohol of tobaccouse.

. 20

USING ACCURATE TERMINOLOGY

Patient MR

Adis addicted toopioids

B.is opioid dependent
C.has an opioid use disorder
D.B+C

E.allof theabove




USING ACCURATE TERMINOLOGY

Ais addicted to opioids
B.iscpioid dependent

€ has.an opioid use disaeder
DBeC

E.allof the above

ANSWER: 8- opioid dependent

USING ACCURATE TERMINOLOGY

Ais addictedtoopioids

B.is opioid dependent

€ hasan opioid use disorder
08+C

Eallof theabove

ANSWER: B opioid dependent

ADDICTION VS DEPENDENCE CASE - MR
Addiction .
* Atreatable, he in. Orthopedic
surgery i
-ASAM2019
Dependence Step one: contact methadone clinic
* Rely dangerous,or lfe-
threatening physical symptoms. * Scenario 1
. s Youonly get.
IMPORTANT DISTINCTION:
CASE -MR
and diabets anddiabet;
Orthopedic Orthopedic:
Seenario 1: tobe 90 mg daily L . Scenario ng daily. L v
Whatis the next best step? Whatis the next best step?
Correct answer(s):
A Order methadone 90 g po daily.
€ Caleulate the Wwhile
managing post-op pain.

30me pogsh.

‘A:Order methadone %0 me po daily.




ACUTE PAIN AND METHADONE MAINTENANCE

CASE-MR
i use disorder anddabetes
e in. Orthopedic:
. i it o it i
. thadone
Scenario 1: fa
Acute pain needs: multimadal pproach Whatisthe next best step?

* Non-pharmacolagical options: cold and heat therapy

. . bapentin,pregabal Whatis wrong with..

* Opioids: short-acting full agonists.

Relapse concern
0mgpoash.

* Noevidence treating acute pain causes relapse D:C:

* Untreated pain much more likely to result in relapse managing past-op pain.
METHADONE BLACK BOX WARNING CASE -MR

i urm e bt
: in. Orthopedic

et T, KEYPOINTS: i ing medic
S R aTio Fehoie s b s e s i
ey =
e e e R

ey 2 Peak respiratory depressant effects

T A S 3. interval prolongation more common
Stk et e s e e s

- , T P s e e with moltiple daily dosing for pain.
et et iy

Try elinic

CASE -MR

WHY ARE THESE INCORRECT?

A

* Riskof opioidwithdrawal
* Riskof destabilization

B

30mg pogih.
o Possible dose change
« Possible discharge fromclinic:

* Protected by 42 CFR Part2




CASE-MR

CASE-MR
i anddiabetes ? anddisbetes
i 5 i Orthopedic i in Crihopedic
methadone doseof 50me podaily: methadone dose of %0mg podaily.
Correct answertsl:

A Implement shared decision making

C:Onder E:Allet the sbove
: Order short-acting opioid analgesics
E Allofthe sbove
WHAT IS SHARED DECISION-MAKING? CASE - MR

3 use i i anddiabet
i i in. Orthopedic

. i methadone doseof F0mepodaity
. " aningtul,

providers
+ Providing objective informstion 5o you talk to Mk

e « Hebrokeh > Hei
o L providers . i
+ Allows people to e active i their own treatment

CASE - MR CASE-MRII
i e di and diabets 3 use isorder i and diabet
4 i 5 2

methadon dose of 90 mg podaily.

Recommendations:

1. Divide home methadone dase and give 30 mg pogsh.
2. Start acetaminophen 975 me po tid.

3. Stant gabapentin 100 mg potid.

a 0 2

‘maintain adequate pain control,

* Inrecovery since 2015, N licit drug use in 3years.
* PMH: type 2diabetes melitus and HTN

bidfor 3years.

* SH: Domiciled, Married with 2 grown children. Works a5 an accountant. No alcohel or tobacco use.




and disbetes

.8

* C:continue Suboxone § me S, bid
* Ditransitionto dose equivalent of methadone

CASE-MRII

and disbetes

Correct answerls}

C:eontinue Subosone 8 mg SLbid

WHY ARE THESE CONSIDERED LESS OPTIMAL:

* Riskof destabilization

* Likely easier to control pain with addition of a full agonist
D ransition to dose equivalent of methadone

* Noclear dose canversion
o Riskof destabilization

PERIOPERATIVE MANAGEMENT OF BUPRENORPHINE

. s8mg
A

sme
Proceed toStep 2

PERIOPERATIVE MANAGEMENT OF BUPRENORPHINE

Moderateto high opioid requirements

o> l6me
= before surgery: consider dose reduction 10 16 me/24hr
- day

taper pl

* = 16mg consider continuing home dose

Low opioid requirements.

PERIOPERATIVE MANAGEMENT OF BUPRENORPHINE

TAKE HOME MESSAGE:

AVOID stopping buprenarphine.




CASE-MRII

CASE-CW

y ; and iabetes whole boch
he e diarrhes 14years. Had apai
- b rrirtire
L bid...
STIGMATIZING LANGUAGE!
.
* Ul siod harmactharspy e p—
clean negative
CASE -CW CASE -CW
-hes, diarrhea, Had. Wl!ixlsthennslhkhﬂdimlmlmmm

o Her
* Ran outof “Percocet” 24 hours ago.

fentamyl?

AcLaboratoryerror,

pressed fentanyltablets

D She i not being forthcoming.

CASE -CW

= What is the most likely explanation for her urine

fentanyl?

pressed fentanyl tablets

wrine opistes ocyative
rie axycadene pegative

woetect [T

USING ACCURATE TERMINOLOGY

Oploids
« Opiates fnatural) - heroin, morphine. codeine
. Pydrocodone,

& Synthetic- methadone, fentanyl

T —p——




aches,diarhes, i opioids for 14 years.Had a pain

oxycodone.

Does she have an opioiduse discrder?

DSM-5 CRITERIA

SEVERITY
Mild: 2- 3 symptoms
Moderate: 4- 5 symptoms
Severe: 2.6 symptoms

Qur patient:

8 symptoms = Severe L ——

o T et et ot st o
Trra e e
.
body
hes, diarrhea, " i ° icopiok Had, diarrhe: " eritabili ’ i opiok Hadapain
oxycodone. oxycodane.
Does she have an opioiduse discrder? s she experiencing oplold withdrawal syndrome?
) Referto Clinkcal Opiate Withdrawal Scale (COWS)
Diagnosis: severe opioid use disorder
CLINICAL OPIATE WITHDRAWAL SCALE (COWS)
SEVERITY body
5-12Mild diarrhe: i irriabil i i opio Hadapain
13- 24 Moderate
— — : 25-36: Moderately severe g
= » 36 Severe

Isshe experiencing opioid withdrawal syndrome?

Referto Clinical Opiate Withdrawal Scale (COWS)

cows=18
Diagrasis: moderate opioid withdrawal syndrome




CASE -Cw

Patientis

CASE-CW

1 aches, dlarmhes AT Patientis
requesting treatment for opioid use disorder. requesting treatment for opioid use disorder.
Symptomatic management - the "PRNs": 2 i e
xprofen Joperanide A:Methadone PO
Jprenorphine/naloxone sublingual ilm
scetaminopten Iz il
dackomae ragosone p pe P ‘ Shehe i
o - oUB.
entansetion tamotiine E:Investin shared decisionmaking
choniine Masiox
CASE -CW MOUD COMPARISON
dlarrhes . ieritabilg joldwi
requesting treatment for opioid use disorder.
P . itment « Maintenance supply * Eliminates tolerance
. ' « More private * Increased overdose risk
. * Respiratory d * Not as effective
Exlmesstin shared deckion making. * Noriskof p * Risk of precipitated * Must be cploid-ree for 7
withdrawal withdeawal days
CASE -CW 2020: AL: ouD
Effectiveness o Different Treatment Pathways for Opioid Use Disarder
e # A e o ork Open. 20203

requesting treatment for opioid use disorder.

What's wrong with..

Design Retrcn pective cormpar ative effectivenes s research sucy.
Poguiation 40,895 adults with opioid use disorder
12 months ater il treatment
2)
Interventicns 5)nabreone; &) non
health




CASE -Cw

CASE-CW
1 aches, dlarmhes Patientis AT Patientis
requesting treatment for opioid use disorder. requesting treatment for opioid use disorder.
2 id use dis Whatis 2
<
®: [ Panfor
c i t 7days. g A
CASE -CW BUPRENOI OXONE
Traditional Approach
dlarrhes . ieritabilg joldwi

requesting treatment for opioid use disorder.

1. Calculateciinical opioid withdrawal score (COWS)
2.0nceCOWS 3 8,

mgsL
3
a.c
© Patient is notinterested inmethadone.
itagain,
CASE -CW CASE -CW
diarvhe: k rritabily joidwit Patient he k irritabili Patienti
‘She. . k
phine/nalcoone induction: Buprenorphine/naloxone induction:
11.00AM: 1:00PM Total dose received: buprenarphine/nalaxone 2 mg SL.

° COWs=18

* Give buprenorphine/nalcone 2mg SLx 1dase.
* Reassessin one hour,

* COWS=10

# Give another dase of buprenorphine/nalowone 4 mg SLx 1
* Reassess n one hour




CASE -Cw

y aches,diserhes, sbdomi i idwi Patint i

Buprenorphine/nalaxone induction:

2:00PM. Total dose received buprenorphine/naloxane 6 mg SL.
* COWS=8

* Give another dose of buprenorphine/nalaxone 8 mg SLx 1
* Reassessinone hour

CASE-CW

dianrhe ; Patientis

Buprenorphine/nalowone induction:
5:00 PM Total dose received buprenorphine/naloxone 14 mg SL.

* COWS=3
* Start buprenorphine/naloxone 8mg SLbidin am

CASE -CW

Discharge planning:

« Buprenorphine/nalaxane Bimg SL bid

CASE-LC

alcohol, st k ndtobac i i

cellulitis

tal meth,

* "heroin, meth, and erack injected ints left AC and eck “afew hours age’

. PCPhasan - . Towrist.
. " Pappointment « Admit to general medicine.
* Socislworker
CASE -LC CASE-LC
i i inthe past), i i
lcohol, i i ine), and tobacs i i Jcohol,sti i andtobac i i
= % =
cellulitis cellulitis
Thefollowing day_.

* Arriveson the floor,
* Patientrequesting Subaxone this admission
« cows=10 i . "
. i andfentanyl. . Disphoret loerecti

= COWS 15 = moderate opioid withdrawal
* 30+ bessincelast use




CASE-LC

celulitis.

Criteria for traditional induction:

* cows>8
 6-12hrs since last use of short-acting opicid

Give buprenorphine g SLx 10w

CASE-LC

alconol, i

celulits,

20minuteslater..

comeout
 Cows=25

PRECIPITATED OPIOID WITHDRAWAL!

WHAT IS PRECIPITATED WITHDRAWAL?

cellulits

Wiy did this happen?

Fentanyl pharmacokinetics
© highlylipophilic

* large volume of distribution
* slow dissociation

CASE-LC PRECIPITATED WITHDRAWAL
Jcohal, " e and tobs
trauma and :
cellulitis. 3 Management of praciptated wingrawsl
. . (TS o comcnt parance
e g A e
)
What doyoudo next? e e e ey 23
2 Gunion 01 ey v i
h a—
& o o P
¥ . Frracrodosig” el fieine
c:sTOP! i

(micro-dosing}

tomorrow.




PRECIPITATED WITHDRAWAL

What's the rationale?
# Donit lose the opportunity
* Reduce risk of overdose

PRECIPITATED WITHDRAWAL

€:5ToP!

What's the rationale?
« Gain an additional 24 hrs of drug metabolism.

Implications? ity
o Patient's discomfort * Riskofreturning to licit drug use
.c
PRECIPITATED WITHDRAWAL 2021: BUTTON ET AL. LOW-DOSE BUPRENORPHINE INITIATION
dose buprenarphine initiation in hospitalized aduits with s retrospectiv
1 ‘micro-dosing’
tomorrow.
Design
Approach?
N RS Underwent low-dose buprenorprine initation
2 fower stable
Rationsle? Gostsfoutcomnes Buprenarphine acse thrtugh shared-ecision making) e
* More humane experience for the patient
1ot
Interventions s
Implications? maihadead)
* Much longer process.
* +-Risk of eturning tollicit drug use Resuits g
2021: BUTTON ET AL. LOW-DOSE BUPRENORPHINE INITIATION 'WHAT IS BUTRANS?
Practice Considerations forin-hospital intiation: Buprenorphine transdermal patch (Butrans)
1. Acute, severe liness * FA-apgroved treatment of chronic pain
2. Co-oceurring pain * Continuous administration of buprenarphine
3. History of precipitated withdrawal . i
4. Opioid withdrawal intalerance. * Designedtostay inplacefor 7 days.
5. Transition fromhighdose methadone
& Rapid hospital discharge s
Sen s e 2R
Lo o 1
* Dsy —gr——ali——
* Oays2-

g gttt .t e 29




CASE-LC

cohal, i) v b i
traumaand homelessness. it i 2 i
eellulitis. i i i i
cowss ¥ fith i ina (“macro-dosing’]

* You give adose and reassess every 12 hours with goal of COWS <8

* COWS peaks at 32 but eventually decreasesto 5
* Startbuprenorphine/nalaxne 8 mg SL tid
* Nextmorning COWS = 2

CASE-LC

cohol,stimul; " ine). and tobi

eellulits

REWIND.

* Arrives on the floor.

* Patient requesting Subaxcae this admission
* COWS=10.
* Urine toxicology screen positive for amphetamine, cocaine. and fentanyl.

CASE -LC

alcahal, tir i

cellultis.
REWIND...

Traditional v ow dose buprenorphine, hmm?

‘What are the risk factors for precipitated withdrawal?

PRECIPITATED WITHDRAWAL

* Recent use of fentanyl

+ Recent use of methadone

* Recent benzodiazepine use:

* Noprioe histery of buprenorphine use

* Lowinitial dose of buprenorphine/naloxone

CASE -LC

alcahal, tir i

cellultis.
REWIND...

Traditional v ow dose buprenorphine, hmm?

# Prolonged and recent heavy fentanyluse.

CASE-LC

alconal,

cellultis
REWIND-.
Low dose buprenorphine induction!
Tonight..

* Give methadone 10 mg pox 1 dase for COWS 12,repeat gdh pm COWS > B(NTE 40me/24 hes)




CASE -LC-REDO

cohal,

Day 6:pateh+ 6 mg SL bup/

celluiitis.
Button et al: Standard Protocol

Day 1: place 20 g buprenorphine transdermal patch
Day 2: patch + 1 mg SLbup/nx bid

Day 3:pateh + 2 mg SL bup/x bid

Day 4 patch + 4 mg SL bup/x bid
Day 5: patch + 6 mg SL bup/hx bid

CASE-LC

Jcohol,

cellulits
FAST FORWARD..
Day 7: Successfully completes the protocol

Discharge planni

. e

SUMMARY

disorder

discharge.

i

medical

ssues, history




