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EXECUTIVE SUMMARY

In the midst of the overdose crisis within British Colum{@&) and in response to théongstanding
LINBAONRLIIAZ2Y 2LIA2AR ONRaAazr GKS {do tldZf Qa |1 2alL
establishedin January 2020The goal of the OSP is to improve opioid prescribing at SPH to reduce
adverse events and loAgrm dependenceand avoid future opia@ misuse while maintaining or

improving pain management fandividualsreceiving opioids during their acute admissidihnis is the

first OSP within Providence Healtareand the Vancouver Coastal Health geographical area, and the

third within BC

In the first 6 months ofhe program,we have established an audit and feedback screeimtegvention
through which we have provideal total of589 interventions for 222 patient encounteiBhese included

a variety of different interventions witlthe most common being stopping as needed (PRN) opioids
(25.2%), adding or increasing a nopioid analgesic (17.7%), educating patients about opioid use or
providing educational materials (17.4%), and adjusting the dosage of the prescribed opioid (116.6%).
total, there has been a 92% acceptance rate of recommendations made by the OSP clinic&Véeam.
have alsoseen an increase ithe number ofrequestedconsultations received each montfrom 1 in
March to9in June 2020

In addition to theaudit and feedbaclscreening we have worked towards improving opioid prescribing
through a number of educational initiativescross various departments including internal medicine,
general surgery, orthopedic surgery, and pharméych as orientation presentations to ndmternal
medicine residents and orthopedic surgery fellows, nursing rounds for general and orthopedic surgery
nurses, presentation to pharmacy staffiVe have participated in quality improvement projects and
guideline reviews, and are working with then@al Systems Transformation (CST) group to develop a
process to review regional order sets to improve opioid prescribing.

We havealsobegun a number of research initiatives to learn more about areas for improvement for
opioid prescribing at SPH as wa#l to evaluate the impact of the O®R changes in key outcomes,
including inappropriate opioid prescribing and adverse drug events

Finally, we have brought together an interdisciplinary group of leaders at SPH to form the inaugural SPH
Opioid Stewardsip Advisory Committee. This committee has helped inform opportunities for
improvement and collaboration for the OSP, reviewed and provided feedback on OSP activities, and
disseminated information from the OSP to various departments divisions aross SPH

The safe and effective use of opioid medications is an important issue we need to address in order to
reduce the rapid increase in opioid related haratservedover the past 2 decadeghis is an initiative

that requireskey stakeholderso promote the safe and effective use of opioids, and we are grateful for
the support of all of the staff at SPH and their commitment to improving patient care.

This report describelsey indicators fothe first 6 months othe program




BACKGROUND

Prescription opioid misuse and illicit use has become an increasing problem globally and is linked to an
array of negative consequences including addiction, overdose and mottdlianada, the second
highest opioid consumer in the world after the United States, demonstrated ratpsestription opioid

use tripling over the past decade aloh&> As rates of opioid prescribing increase, tso has the
development of opioid misuse, addiction apdescription opioidrelated overdose deaths, as well as
other related morbiditie$®

Hospitals are a major contributor to thgrescription opioidepidemic and related harms$iospitals that

use opioidsmost frequently have been shown to have increased rates of adverse drug events (ADES)
which can also have a negative impact on length of stay and related'&&sRast research has also
documented inappropriate opioid prescribing practices in hospitals that can continue to various harms
in the community, such as the developmentogfioid dependence and opioid use disordeverdose, or
opioid-induced hyperalgesia’**

Despite this evidencdhere have beenelatively fewinitiatives putin place to target opioid prescribing

within hospitals Prescribing stewardship programs in the past have broadly focusedttoer
medications notably antimicrobial prescribing which has resulted in reduced antimicrobial use, reduced

c. difficile infectims, and significant cost savinjs! From the small number of hospitahsed opioid
stewardship program# North America, preliminary results show castvings, a reduction in opieid
associated rapid response calls and code blues, and successful interventions and consultations related to
pain medication reconciliatiotf:*®




Opioid StewardshipatSt. I dzf Q& | 2 & LIA G I f

The SPH OSWas implemented in January 2020. The clinical team conefs& clinical pharmacy
specialist and an addiction medicine physician.

SPHs an optimal location for an inpatient opioid stewardship program. We are an acute care, teaching,
and research hospital servicing the heart of downtown Vancouver. Every dayielaignof patients are
admitted for care at SPH and at least half of these patients are prescribed an opioid medication. We
have a number of world class surgical programs (e.g. cardiac, colorectal, vascular, and orthopedic
surgery) which often involve preggtion of opioid medications. We are also a centre for internal
medicine, urban health, and mental health services for downtown Vancouver which provide care for
structurally vulnerable patients who may be more likely to have opioid dependence. In theaghitist
overdose crisis, with Vancouver having the highest number of overdose deaths of any city in British
Columbia, SPH has the opportunity to lead clinical practice in Vancouver with an innovative way to
improve opioid prescribing and reduce adversergseand longterm dependencé?

The goal of the program is to improve opioid prescribing, utilization, and monitoriggkin order to
prevent and reduce adverse events, reduce risk of inappropriate-tiermy use and dependence, and
improve or mainain adequate pain control.

Strategiego achieve this godhcludea number of intervention initiative, includinighplementation of a
prospective audit and feedback intervention for inpatient opioid use, development of tools and
educational resources to support healthcare providgmmyvision ofeducation and support for patients

and caregivers, review of current guidelines and workflows, and evaluation of program impact and
outcomes.

OSP Team Members

Clinical Team

The clinical team consists of the Opioid Stewardship Clinical Pharmacy Specialist (Dr. Tamara Mihic) and
the Opioid Stewardship Physician Lead (Dr. Seonaid Ndlaggther, theywork on the front line
providing audi and feedback and clinical consultations, as well as education to SPH staff,
review/development of clinical guidelines and protocols, and dissemination of programRiatBlolan

also supports Dr. Lianping Ti as part of the Research Team (see below).

Tamara MihicPharmD Seonaid NolanviD




Operational Team

The operational team consists of Dr. Michael Legal (Pharmacy Manager) and Dr. Steven Shalansky (SPH
Pharmacy Clinical Coordinator). They support the program by providing overall dirdotjstics and
pharmacy management.

Michael Legka PharmD Steven ShalanskPharmbD

Research Team

The research component of the OSP is led By Danping Tand Seonaid Nolaftom the BC Centre on
Substance Us&hey workio conduct researcland evaluation initiativegelated to review of theOSP, as
well as research related to opioid prescribinghospital settings

Lianping TiPhD Seonaid Nolan, MD




Opioid Stewardship Advisory Committee (OSAC)

The OSAC was developed by the OSP in order to bring togefiresentatives form major stakeholder
groups to provide advisory support, as well tasdisseminate information from the OSP to their
respective practice area€urrent OSAC members include

Dr. Keith Ahamad (Regional Addiction Program)
Dr. Geoffrey Cudiff (Obstetrics and Gynecology)
Stephanie Chan (Medication Safety, Pharmacy)
Isabel Diogo (Medication Safety, Nursing)

Dr. AndrewKestler (Emergency Department)
Elizabeth DoghertgAddictions MedicineNursing
Dr. Rere Janssen (Internal Medicine)

Jennifer Lee (Nursing)

Dr. Michael Legal (Pharmacy)

PJ Matras (Acute Pain Service)

Leslie McBainRatient and Family Engagement)
Dr. Tanara Mihic (Opioid Stewardship)

Dr. Seoaid Nolan (Opioid Stewardship)

Dr. Christopher Rmertson (Complex Pain Service)
Dr. Nadia Rirbairn (Addictions Medicine)

Dr. Steve Shalansky (Pharmacy)

Dr. Ainsley &herland (Acute Pain Service)

Dr. Lianping iTBC Centre on Substance Use)
Dr. Tamim Umran (Orthopedic Surgery)
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PROGRAM ACTIVITIES

Overview

The program activities of th@SRcan be divided into three sections: djnical activities2) education,
and 3) research and quality improvement. Belawtivities and preliminary findingsom each of the
sections are described in detail.

Quiality Improvement,

Clinical Activities Education Research and Evaluation

Quality Improvement
Initiatives

Audit and Feedback Presentations

Development and
review of guidelines

Consultations

Research Projects

J

Audit and FeedbackProgram

Audit and feedback is an evidenbased strategy to improve professional practice. It involves the
review of specific professional performance (in this case opioid prescribinghandfeedback to the
healthcare provider on opptunities to improve prescribing based on available guidelines and
literature. The SPKDSPutilizes a screening list of patients on opioids (as described below) to identify
those who would most benefit from rassessment and intervention. Audit and feedbackopioid
stewardship is often more tim&tensive compared to other audit and feedback strategies (e.g.
antimicrobial stewardship) as pain is mdlictorial and subjective, and requires a more in depth
assessment with the patient to determine the mogtional areas for adjustment and improvement.

As an initial screening, the OSP clinical team exddaity reports of patients who have been admitted
to SPHexcluding emergency departmerdritical care areas, and palliative care yaitdhave an actig
opioid order. Patients are therfurther assessed if they are not followed by another consulting service
specializing in opioid prescribing (e.g. acute pain sefpA&S] complex pain servicBCPS] addiction
medicineconsultteam [AMCT] palliative care team).




Computer generated Report

Report of patients receiving opioids, acetaminophen,
NSAIDs, antiepileptics, and antidepressants at SPH

Computer algorithm

Removes patients without opioid orders, those with PCA/epidurz
(followed by APS), those with an opioid order from an AMCT
attending physician, and those under palliative care service

Manual Screening: Patients Screened

Remove additional patients followed by AMCT, APS, CPS, a
Palliative Care. Identify patients fro additional assessment

Manual Assessment: Patients Included

OSP pharmacist reviews remaining patients to determine if thq
require intervention to improve opioid prescribing

Manual Assessment: Patients Receiving Recommendations

OSP team reviews full patient electronic health record
and may speak to patient and care team to provide
recommendations on improving opioid prescribing

*Abbreviations: NSAIR non-steroidal antiinflammatory, SPK { G ® t I dzf Q & ¢ patrt-dahtrilled ahalgesia,! ARS
acute pain service, AMETddictions medicine consult team, GR®mplex pain service

Patients ardurther assessedased on number of factothat increase the likelihootbr opioid-related
adverse eventand longterm dependence including:

1. Use of parenteral opioids when orders suggest the patient is receiving a normal diet and taking
nutrition orally®

High frequency opioid prescribing (< 4 hours)

Multiple different concomitant opioids prescribed for regular and as needed (PRN) use

Regular dosing of an opioid m&ibed for PRN use

Longt OGAYy 3 2LIA2AR LINBAONRLIIAZ2Y A GAGKAY (GKS FTANREI
High daily dose of an opioid, defined as a prescribed daily dose of 90 MME or greater

Long duration of opioid prescribing, defined as a patient oioidp on or beyond hospital day 5

Concurrent opioid and sedative (e.g., benzodiazepine) prescription

No adjunctive order for nowpioid analgesics including acetaminophen, NSAIDs, and/or
medication for neuropathic pain (where appropriate)

10. Use of opioid meidation in a patient who is opioid naive

11. Use of opioid medication in a patient with personal history of depressive disorder, anxiety
disorder, and/or postraumatic stress disorder

12. Use of opioid medication in a patient aged greater than 60 years

© ® N Ok WD




13. Use of aropioid medication where naloxone administration was required in the last 24 hours

A screening algorithm was developed by data analysts at @eéCBntre on Substance Us€(ESYto
assist withthe risk factor identification process. The initial screeniisg iscompiled usinghe Cerner
electronic health record and includes all patients that are prescribed opioids or other target medications
(e.g. antidepressants, anticonvulsants, benzodiazepines, zopiclone, acetaminophen, MBAlEside

on an inpati@t ward at SPH (excluding critical camad palliative carainits). The screening algorithm
then removes any patients without opioid orders, those wijihtient-controlled analgesiaRCA or
epidural order (as a marker of APS involvement), orders writtemrbyattending physician fronthe
addiction medicine consult teaffAMCT). Following this, the screening algorithm then identifies patients
appropriate for inclusion in the OSP based on any one of the factors listed aladientRssessments

are thentriaged according to the number of factors present (i.e., patients with the highest numbers of
factors present ar@assessefdirst).

During the chart review and/or patient encounter, a number of additidaatorsare screenedor (e.g.
history of substance use disorder, renal or hepatic dysfunctibhgseare notautomatically screeed

for due to limitations witln Cerne. Additional patients are excluded manually through screening by the
OSP clinical team if they meet exdtuscriteria and were not removed by the initial algorithm.

Based on a preliminary review of the electronic health record, patients are identified who may benefit
from an intervention to optimize opioid prescribing. These patients then receive a fuitatlin
assessment from the opioid stewardship pharmacist (including full review of electronic health record
and often times discussion with the patient and clinical team) to determine how analgesic therapy can
be optimized to improve or maintain pain managemh while improving opioid safety.

For patients who would benefit from an intervention, recommendations arelelivered in any

combination of the followingfour ways:(1) documenting anoteh y G KS LI GASy G Qa St S
record; (2)speaking to the atient; (3) speaking to the attendinghysician and/or (4)speaking to the

ward pharmacist. Multiple actions mdpe done for the same assessment (i.e. speaking to physician and
documenting in note).

I think having the opioid stewardship team has been great asset in helping
with pain management in our frail older adults with multiple comorbidities
and who are at high risk of delirium and other side effects from opioids.

- Serena Chee - Nurse Practitioner (Geriatrics)




Review of Audit and Feedback Statistics

This section summarizes the baseline demographieetorsthat increase thelikelihood of adverse
events and opioids ordered fopatients exposed to opioids aBPHfrom March § 2020to June 30,
2020 While the program began in January 20R0arch 5 was the date that the opioid stewardship
screening algorithm was refined tmtomatically remove patientas described above (i.avjth aPCA or
epidural orderor orders written by an AMCT attending physigisandidentify patients appropriate fo
inclusion in the OSP (based on the presence of any one factor listed above).

Furthermore, tlis section willalso provide detailsregardingall patients screened foand assessedy

the OSP as well as amgerventionsundertaken betweenJanuary 13, 202(the start of the program)
and June 30, 2020A summary of the number of interventions, types of interventionand the

acceptance rate of those interventioisincluded below

Computer generated Report

Report of patients receiving opioids, acetaminophen,
NSAIDs, antiepileptics, and antidepressants at SPH

Computer algorithm

Removes patients without opioid orders, those with PCA/epidurz
(followed by APS), those with an opioid order from an AMCT
attending physician, and those under palliative care service

Manual Screening: Patients Screened

Remove additional patients followed by AMCT, APS, CPS, a
Palliative Care. Identify patients fro additional assessment

Manual Assessment: Patients Included

OSP pharmacist reviews remaining patients to determine if thq
require intervention to improve opioid prescribing

Manual Assessment: Patients Receiving Recommendations

OSP team reviews full patient electronic health record
and may speak to patient and care team to provide
recommendations on improving opioid prescribing

*Abbreviations: NSAIB non-steroidal antiinflammatory, SPH St.t | dzf Q& | 2¢¥patianticontrdled mralgesia, ARS
acute pain service, AMGTddictions medicine consult team, GR®mplex pain service

Patient Baseline Demographics

St263s ¢S KI @S RSAONAOGSR admitirg Shhidalsedvicd NI+ @ (RS NI A00AAST AL
history of opioid use prior tdospital admissionamong a total of 1571 unique patients who were
exposed to opioids between March 8020to June 30, 202Qwith a break from March ¥ay 1, 2020
due to the COVID 19 pandemig@hese ptients were identified after the computer algorithm was run
on each daily report and prior to manual screening by the OSP team. Many patients appeared on




multiple daily reports during their hospital stay, but only the data from the first day is includédsi
review of patient baseline demographics.

Ageand Sex

Of the1571uniquepatientsexposed to opioiddrom March § 2020to June 30, 202€hat were included
in the OSP screening lj#t5% were female and58% male The mean agevas55 yearsfor females and
60yearsfor males

Admitting Clinical Service

Patients prescribedopioids (n=1571) were under the care of avariety of clinicakervices at SPH The
largest proportion of patients weradmitted to General InternaMedicine 81.4%) Psychiatry(10.8%),

and Infectious Diseasef8.4%). It is important to note that some of these patients may be prescribed
opioid agonist therapy for opioid use disorder and would have been excluded from further assessment
by the OSP during the next stepro&nual screening.

Figure 1 Admitting Clinical Servicef PatientsPrescribedOpioids at SPKh=1571)

General Internal Medicine
Psychiatry mss—
Infectious Disease m——

General Surgery m—
Orthopedic Surgery m—
Cardiology m——
Geriatric Medicine m—
Cardiac Surgery
Obstetrics
Vascular Surgery s
Nephrology s
Other

0% 5% 10% 15% 20% 25% 30% 35%

*Other includes: Palliative Medicine, Hematology, Otolaryngology, Physical Medicine and Rehabilitation, Plastic Surgery, Pain
Medicine, Transplant, Gynecology, Gastroenterology, Respirology, and Urology.

Opioid Use Prior to Admission

History of opioid usewithin 30 daysprior to hospitaladmission was collecteds a marker of whether
the patient was opioid naive or noThe majority of patients(92.3%)were opioidnaive at the time of
opioid prescribing

Patients prescribed opioids whare previously opioid naive are at higher risk of adverse eveots fr
opioids due to lack of tolerance. This provides an opportunity for@pmid SewardshipProgram to
provide recommendations to encourage safer use of opioids in this high risk population. For patients
that have a history of opioid use, often times these patients may have a complex pain history, escalated
doses of opioids in community, and magabe more at risk for poorly managed acute pain in hospital.
There is an opportunity for th@pioid SewardshipProgram to intervene and provide recommendations

to improve acute pain management (including liaising with our pain teams at SPH) and reduce
inappropriate, longeerm use of opids.




Figure 2. 3aay Opioid Use History of Patients Receiving Opioids at 3RH571)

| History of Opioid Use m No History of Opioid Use

Review of Opioid Orders

Below, we have reported on active opioid orders among unique patients exposed to opioids from March
5, 2020to June 30, 2020 that were included in the OSP screenindésgtindicators included: type of
opioid(s) prescribed, whether opioids werngrescribed regularly or as needed, and rogs of
administration.

Frequency of OpioiBrescribing

Numerous formulations of opioids were prescribfgt patients at SPHHydromorphone made up the
largest proportion of the opioid order3 {.2%)

Figure 3. Opioids Prescribed£1571)

71.2% 13.5% 6.1%
m Hydromorphone ® Morphine m Methadone
m Acetaminophen/Caffeine/Codeine m Fentanyl m Codeine
m Oxycodone m Other

*Qther category includeBupivacaing=entanyl, Bupivacaireydromorphoneand Sufentanil

Pattern ofOpioidPrescribing

The majority of patientg68.8%) were exclusivelyprescribed as needed (PRMjpioids and 30.3%
received a mixture dboth PRNopioids and regularly prescribed opioids.




As the majority of opioids are prescribed as needed, this presents an opportunity to reduce or
discontinue opioids that are no longer required (to avoid inappropriate -tengn use) or to optimize

pain control ly recommending a change to a regularly scheduled regimen for those patients that
require it.

Figure 4. Pdern of Opioid Prescribingn=1571)

m As Needed Only mBoth m Regular Prescription Only

Route(s) of Administration for OpioidPrescribing

The most common route of administration for opioigsescribed included orally (70.9%) followed by
intravenously (IV) (14.7%), subcutaneously (10.2%) and cti#86).

Although the most common route used is oral, a number of patients are still receiving parenteral opioids
and in a number of cases this mag imappropriate use where they are able to take oral. This presents
an opportunity for theOSPto intervene and reduce the unnecessary use of parenteral opioids which
have been associated with increased risk of adverse events and medication erros.

Figure5. Opioid Routes of AdministratiomE1571)

14.7% 10.2%

EPO mIV mSubcutaneous m Sublingual m Topical m Other

*Other category includes: Ntabe, epidural, -lube, PEGube, and intramuscular.




Identified Risk Factors

Identified Risk factors included:

1. Use of parenteral opioids when orders suggest the patientéeiving a normal diet and taking

nutrition orally™

High frequency opioid prescribing (< 4 hours)

Multiple different concomitant opioids prescribed for regular and as needed (B&&N)

Regular dosing of an opioid prescribed for PRN use

Longt OGAYy 3 2LA2AR LINBAONRLIGAZ2Y A SAGKAY (GKS TFTANREI
High daily dose of an opioid, defined as a prescribed daily dose of 90 MME or greater

Long duration of opioid presibing, defined as a patient on opioids on or beyond hospital day 5
Concurrent opioid and sedative (e.g., benzodiazepine) prescription

No adjunctive order for nowpioid analgesics including acetaminophen, NSAIDs, and/or
medication for neuropathic pain (vere appropriate)

10. Use of opioid medication in a patient who is opioid naive

11. Use of opioid medication in a patient with personal history of depressive disorder, anxiety
disorder, and/or postraumatic stress disorder

12. Use of opioid medication in a patienged greater than 60 years
13. Use of an opioid medication where naloxone administration was required in the last 24 hours

© e N WD

The screening algorithm iddfied 6322risk factors for the 1571patients exposed to opioidsetween
March 5 2020and June 30, 2020The most common includedno adjunctive order fornon-opioid
analgesic$17.9% risk factor #9 abovelong duration of opioid prescribing.4.2% risk factor #7 above
andconcurrent opioid and sedative prescriptiorl(2% risk factor #8 above




Figure 6ldentified Rsk Factors folPatientsReceiving Opioids at SRH=1571)

Patient is opioid naive

Concurrent opioid and sedative ordere
Patient is > 60 years ol
Long duration of opioid prescribing (> 5 day
High frequency opioid prescribing
Use of parenteral opioids

Patient with history of depression, anxiety, or PT
Multiple different concomitant opioids ordered
Not ordered non-opioid analgesic

High daily dose of opioid (> 90 MM

Other (Risk factor 4,5,13

0O 10 20 30 40 50 60 70 80 90 100
Percentage of Patients with Risk Factor Present (

The top risk factors (i.e. opioid naive, concurrent sedatives, &feyrarls old) are all associated with
increased risk of adverse events from opioid use, and many patients presented with multiple risk factors
that further increase that risk. Again, this presents opportunities to increase the safety around opioid
prescibing at SPH with assessment and intervention by the OSP.




