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PROGRAMDETAILS

Title: Ethics and Approach to Care

Dates/Term of offering:This activity was released on May 26, 2021 and is
valid for one year. Requests for credit must be made no later than May 2¢
2022.

Joint ProvidershipThis activity is jointly provided by Global Education
Group and Hospice and Palliative Board Review.com.
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Target AudienceThe educational design of this activity addresses the
needs of Physicians, NPs, Nurses, and health care professionals interest
In learning more about hospice and palliative medicine and those who
want to earn continuing education credits and/or prepare for board
certification in hospice and palliative medicine.



PROGRAMDETAILS

o Program OverviewClinicians and health care professionals are unaware of
best practices to be utilized when having goals of care and advanced care
planning discussions with patients and family. As such, they do not know how
to adequately counsel patients and families on appropriate goals of care and
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o Faculty:Eric Bush, MORPh MBA

o Physician Accreditation Statement:

This activity has been planned and implemented in accordance with the
accreditation requirements and policies of the Accreditation Council for
Continuing Medical Education (ACCME) through the joint providership of
Global Education Group (Global) and Hospice and Palliative Board
Review.com. Global is accredited by the ACCME to provide continuing med
education for physicians.
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Physician Credit Designation:

Global Education Group designates this enduring activity for a maximun
of 0.50AMA PRA Category 1 CreditPhysicians should claim only the
credit commensurate with the extent of their participation in the activity.

Instructions to Receive Crediln order to receive credit for this activity,
the participant must score at least a 75% on the post quiz and submit a
completed evaluation and credit application form.

Global Contact InformationFor information about the accreditation of
this program, please contact Global at 38351782 or
cme@globaleducationgroup.com.

Fee Information:There is a fee for this educational activity.
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System Requirements:

@ PC:Microsoft Windows 2000 SE or above, Flash Player Plugin (v7.0.1.9 or greater),
Internet Explorer (11.0 or greater), Chrome, Firefox, Adobe Acrobat Reader*

e MAC:MAC OS 10.2.8, Flash Player Plugin (v7.0.1.9 or greater,), Safari, Chrome, Adobe
Acrobat Readers?*, Internet Explorer is not supported onMeintoch
*Required to view printable (PDF) version of the lesson.

Disclosure of Conflicts of InteresGlobal Education Group (Global) adheres to the policies
and guidelines, including the Standards for Integrity and Independence in Accredited CE, se
forth to providers by the Accreditation Council for Continuing Medical Education (ACCME) a
all other professional organizations, as applicable, stating those activities where continuing
education credits are awarded must be balanced, independent, objective, and scientifically
rigorous. All persons in a position to control the content of an accredited continuing educatic
program provided by Global are required to disclose all financial relationships with any
Ineligible company within the past 24 months to Global. All financial relationships reported
are identified as relevant and mitigated by Global in accordance with the Standards for
Integrity and Independence in Accredited CE in advance of delivery of the activity to learnet
The content of this activity was vetted by Global to assure objectivity and that the activity is
free of commercial bias.

All relevant financial relationships have been mitigated.
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o Disclosure of Conflicts of Interest (continued):

Thefaculty have the following relevant financial relationships with ineligible
companies:

Q@ Eric Bush, MD, RPh, MBMothing to disclose

Theplanners and managerkave the following relevant financial
relationships with ineligible companies:

@ Lindsay BorvanskyNothing to disclose
o Andrea FunkNothing to disclose

@ Liddy KnightNothing to disclose

@ Ashley CanniNothing to disclose

o Eric BushNothing to disclose



PROGRAMDETAILS

o Disclosure of Unlabeled Use:

This educational activity may contain discussion of published and/or
Investigational uses of agents that are not indicated by the FDA. Glot
Education Group (Global) and Hospice and Palliative Board Review.c
do not recommend the use of any agent outside of the labeled
Indications.

The opinions expressed in the educational activity are those of the
faculty and do not necessarily represent the views of any organizatio
associated with this activity. Please refer to the official prescribing
Information for each product for discussion of approved indications,
contraindications, and warnings.



PROGRAMDETAILS

o Disclaimer

Participantshave an implied responsibility to use the newly acquired
Information to enhance patient outcomes and their own professional
development. The information presented in this activity is not meant to serv
as a guideline for patient management. Any procedures, medications, or
other courses of diagnosis or treatment discussed in this activity should not
be used by clinicians without evaluation of patient conditions and possible
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product information, and comparison with recommendations of other
authorities.



| EARNINCOBIECTIVES

Describe how to perform symptom management in the palliative and
hospice setting.

Describe how to counsel patients and caregivers on interventions in
this setting and the applicable risk versus benefit for appropriate
interventions.

Describe how to perform goals of care and advanced care planning
discussions with patients and family.

Describe how to counsel patlents and caregivers on appropriate goals
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trajectory and wishes.

Describe how to perform discussions of US hospice regulations with
patients and family.

Describe how to counsel patients and caregivers on US hospice
regulations and appropriate care for the patient and family given
current regulations.



Pediatrics, Ethics, Spirituality &
Grief



Features of Pediatric Palliative

A Epidemiology

A Rare genetic disorders complicate prognosis
A Distinct needs of infant vs child vs adolescent
A Ethical and legal issues

A Impact of terminal illness on family, peers &
healthcare providers

A Bereavement implications (often complicated)

1. PapadatowD et al. Education and Training Curriculum for Pediatric Palliative Care. Alexandria, Va.:
Children's International project on Palliative/Hospice Services, NHPCO, 2003



10 Leading Causes of Death by Age Group, United States - 2017
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Definitions

A Neonate: Birth to 28 days old
A Infant: Birth to 1 year old
A Child: 118 years old



Statistics

A About 50,000 deaths annually (~2% all US
deaths)

A Children represent 25% US population
A Half of childhood deaths are in first year of life

A Half of infant deaths are in the first month of
life




Symptoms in Dying Children
A Most common reported symptoms:
I Pain
I Fatigue
I Dyspnea

Wolfe, NEJM, 342:5; 2000



Concurrent Care

CKS a/ 2YyOdzZNNBY G [/ I NB T2 NJ |
of the Patient Protection and Affordable Care Act
stipulates that a child who Is eligible for and receives
hospice care may concurrently receive all other services
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That means that, in addition to curatlve measures, a
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life, minimizing suffering, optlmlzmg function and
providing opportunities for personal and spiritual

growth. As that realization has taken root, the healthcare
culture and referral sources, as well as patients and their
families, are beginning to embrace a dual approach to
caring for terminally ill children.
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Causes of Deaths
All Infants

. Congenital malformations
. Short gestation / LBW
. Sudden Infant Death Syndrome

Maternal complications

. Complications of placenta, cord, or

membranes
Accidents/unintentional injury

www.nhpco.org Facts & Figures on Pediatric Palliative Care and

Hospice




Causes of Deaths
Infants with Complex Chronic Conditions

1. Cardiovascular

2. Congenital / genetic
3. Respiratory

4. Neuromuscular

www.nhpco.org Facts & Figures on Pediatric Palliative Care and
Hospice




Causes of Death ChildreAl®

Accidents

Assault

Malighancy

Suicide

Congenital malformations, deformations
Chromosomal anomalies

Heart disease

Cerebrovascular diseases
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www.nhpco.org Facts & Figures on Pediatric Palliative Care and
Hospice




Causes of Death
Children 119 with Complex Chronic Condition

1. Malignancy
2. Neuromuscular
3. Cardiovascular

www.nhpco.org Facts & Figures on Pediatric Palliative Care and
Hospice




Diagnoses in Pediatric Palliative Care

A Genetic/Congenital
A Neuromuscular

A Oncologic

A Respiratory

A Gastrointestinal

A Cardiovascular

Some children with multiple diagnoses

Pediatrics Vol. 127 No. 6 June 1, 2011



Advanced Care Planning

A Children should participate to the fullest extent
possible, based on experience of iliness,
developmental capacities, and level of
consciousness.

A Regardless of the prognosis, respect for the chilo
requires that he or she be given a developmenta

ly

appropriate description of the condition along wit
the expected burdens and benefits of available

management options, while soliciting and listenin
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PEDIATRICS Vol. 106 No. 2 August 2000
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ldentifying presence of pain

Behaviors seen In validated pain assessment tools for
nonverbal children with neurologic impairment

A Vocalizations (crying, moaning)

A Facial expression (grimacing, fussy)
A Consolability

A Interactivity (withdrawn, less active)
A Movement (pulls legs up)

A Tone and posture (arching, stiffening)
A Physiological responses (sweating)

Hunt 2004 Breau2002,Malviya2006



FLACC scale

Behavioral Observation Pain Rating Scale
Scoring
0 1 2

No particular Occasional grimace Frequent to constant frown,

expression or smile; | or frown, withdrawn clenched jaw, quivering chin
disinterested | ]
No position Uneasy, restiess, tense Kicking, or legs drawn up
or relaxed

Lying quietly, Squirming, shifting Arched, rigid, or jerking
normal position, back and forth, tense
moves easily

F
No crying Moans or whimpers, Crying steadily, screams or
(awake or asleep) occasional complaim sobs, frequent complaints

Content, relaxed Reassured by occasional Difficult to console
touching, hugging, or comfort
or talking to. Distractable

Each of the five categories (F) Face; (L) Legs; (A) Activity; (C) Cry; (C) Consolability
is scored from 0-2, which results in a total score between 0 and 10,




Faces Pain Scalédhescaleshows a close linear relationship with visual analog
pain scalesacross the ageange of 416 years.

Wong-Baker FACES® Pain Rating Scale
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Hurt Little Bit ~ Little More ~ EvenMore  Whole Lot Worst



CRIES assesses crying, oxygenation, vital signs, facial expression, and sleeptessne:
Is often used fomfants six months old and younger and is widely used in the neonatal
intensive care setting

DATE/TIME

Crying - Characteristic cry of pain is high pitched.
0 — No cry or cry that is not high-pitched

1 - Cry high pitched but baby is easily consolable

2 - Cry high pitched but baby is inconsolable

Requires O; for Sa0; < 95% - Babies experiencing pain
manifest decreased oxygenation. Consider other causes of hypoxemia,
e.g., oversedation, atelectasis, pneumothorax)

0 — No oxygen required

1 — < 30% oxygen required

2 — > 30% oxygen required

Increased vital signs (BP* and HR*) - Take BP last as this
may awaken child making other assessments difficult

0 — Both HR and BP unchanged or less than baseline

1 — HR or BP increased but increase in < 20% of baseline

2 — HR or BP is increased > 20% over baseline.

EXpression - The facial expression most often associated

with pain is a grimace. A grimace may be characterized by

brow lowering, eyes squeezed shut, deepening naso-labial furrow,
or open lips and mouth.

0 — No grimace present

1 — Grimace alone is present

2 — Grimace and non-cry vocalization grunt is present

Sleepless - Scored based upon the infant’s state
during the hour preceding this recorded score.

0 — Child has been continuously asleep

1 — Child has awakened at frequent intervals

2 — Child has been awake constantly




Opioid dosing basics

A Dosage initially based on weight
A Same escalation principles as in adults
A No upper dose limits

A Taste can be a limiting factor (chocolate syrup
hides flavorgenerally safe for drug)



Morphine

A Gold standard for moderate or severe pain

A Increased halfife and diminished clearance in
neonates.

A Starting doses for infants ~50% of older
children.

A Infants more sensitive to respiratory
depression



Conditions Appropriate for Palliative
Care

A Conditions for which curative treatment is possible
but may fail (Cancer)

A Conditions requiring lorterm treatment aimed a
maintaining the quality of life (Cystic Fibrosis)

A Progressive conditions in which treatment is
exclusively palliative after diagnosis (Trisomy 13)

A Conditions involving severe, ngmogressive
disability (Hypoxic Brain Injury)

HimelsteinBP et alN EnglJ Med2004;350:1752



Barriers

Psychological

Religious

—-ragmented Health Care System
~inancial & Regulatory

A Ethical & Legal

A Research

A Educational
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Research

A Limited
A Systematic data are often not available

A Results in decision making about the care of
children with little guidance regarding
potential burdens versus benefit of medical
Interventions

Field MF, Behrman R, eds. When Children Die. Washington, D.C.: National Academie
Press, 2003



AAP Recommendations

Residency, fellowships, and continuing education
Programs should include topics on:

A Palliative Medicine

A Communication Skills

A Grief and Loss

A Managing prognostic uncertainty

A Spiritual Care

A Decision to forgo life sustaining medical treatment
A Alternative medicine

Palliative Care for Childrérediatric2000;106:351



Ethics

A Autonomy

A Beneficence

A Non-maleficence
A Justice

A Quiality of life (like beauty, in the eye of the
beholder)

A All the above based on principle of respect



Ethical Issues Arise Due to

A Clinical decisions
A Technology

A Decision maker
viewpoints/perspectives/differences

A Transference/countertransference

A Lack of planningd no advanced directives in
acutely illpt, pt w/out capacity)



Ethical Challenges

A Informed consent
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A Nutrition & endof-life care
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A Assessing capacity for decision making

A Laws of surrogacy

A Advanced Directives

A Secondary gain issues

A Need for guardianship

A Advancing medical technology vs what would the patient want?
A Religious and cultural context/implications



Autonomy

IndividualQright and ahility to decde for him - or
- hersef according to their beliefs, values andife
plan



Beneficence

A Doing good on behalf of the patient
A Interpretational differences, whose good?



Non-maleficence

A Primumnon-nocere(first do no harm)

A Risk vs benefit vst trajectory of illness,
wishes & family desires/understanding of
disease process



Justice

A Concet of fairnessor what is desaved

A Descibeswhat individualsare legitimately
entitled to and what they canclaim

A Sometimesjustice may serve to limit
autonomy; what the individualwishes,
chooses or feels entitled to may not be
possible or allowablein the context of the

society




Spirituality

Spirituality is the aspect of humanity that refers to the way
Individuals seek and express meaning and purpose and the way
they experience their connectedness to the moment, to self, to
others, to nature, and to the significant or sacred.

ChristinaPuchalskiM.D., M.S., F.A.P.C., et. al. Improving the Quality of Spiritual Care as Dimension of Palliati\
Care: The Report of the Consensus Conferedoarnal Of Palliative Medicine. Volume Nigmber 10, 2009.

Spirituality refers to the propensity to make meaning through a
sense of relatedness to dimensions that transcend the self in
such a way that empowers and does not devalue the individual.

Reed, P.G. (1992) An emerging paradigm for the investigation of spirituality in nursing. Research in Nursing &
Health, 15(5), 34357.



Religion

Religion has specific behavioral, social,
doctrinal and denominational characteristics
because it involves a system of worship and
doctrine that is shared within a group.

Multidimensional Measurement of Religiousness / Spirituality for use in Health Research: A Report the Fetzer Institute
/ National Institute on Aging Working Group. Kalamazoo, MI: Fetzer Institute 2003 (1999).



Spiritual Traits

A Meaning

A Value

A Transcendence
A Connecting

A Becoming

Sanders, C. Challenges for spiritual care-giving in the millennium. Contemporary Nurse 2002
April; 12(2): 107-11



Spiritual Care

Interventions, individual or communal, that
facilitate the ablllty to express the mtegratlon
of the body, mind, and spirit to achieve
wholeness, health and a sense of connectior
to self, others, and[/or] a higher power.

American Nurses Association, & Health Ministries Association. (2005). Faith and
community nursing: Scope and standards of practice. Silver Spring, MD: American Nurses
Association.



Screening Tool

A FFaith

A I-iImportance

A GCommunity

A A-Address (Need to address)



Spiritual Distress

NDistress extends along a continuum, ranging from common
normal feelings of vulnerability, sadness, and fears to problems
that can become disabling, such as depression, anxiety, panic,
a20A1f AazftldAz2ysT YR SEAAGSY

Referenced with permission from the NCCN Clinical Practice Guidelines in Oncology
(NCCN Guidelines®) for Distress Management V.2.2013. © National Comprehensive

Cancer Network, Inc 2013. All rights reserved. Accessed August 1, 2013. To
view the most recent and complete version of the guideline, go online to
www.nccn.org .  NATIONAL COMPREHENSIVE CANCER NETWORK®, NCCN®, NCCN GUIDELINES®,

and all other NCCN Content are trademarks owned by the National Comprehensive
Cancer Network, Inc.


https://owa2.trinity-health.org/owa/redir.aspx?C=51ALk_4sHU-6kFgOGxudQrIPNO_0Y9AIr2ScB1_a46Rbrb_ccufSFaoH_9gYHX2iv-V2xCyxe1g.&URL=http://www.nccn.org
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Common Causes of Spiritual Distress

Grief

Concerns about death and afterlife
Conflicted or challenged belief systems
Loss of faith

Concerns with meaning/purpose of life
Concerns about relationship with deity
Isolation from religious community
Guilt

Hopelessness

Conflict between religious beliefs and recommended treatments
Ritual Needs

Referenced with permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN

Guidelines®) for Distress Management V.2.2013. © National Comprehensive Cancer Network,

Inc 2013. _All rights reserved. ~ Accessed August 1, 2013. To view the maost recent and
complete version of the guideline, go online to www.nccn.org . NATIONAL COMPREHENSIVE
CANCER NETWORK®, NCCN®, NCCN GUIDELINES®, and all other NCCN Content are trademarks owned

by the National Comprehensive Cancer Network, Inc.



https://owa2.trinity-health.org/owa/redir.aspx?C=51ALk_4sHU-6kFgOGxudQrIPNO_0Y9AIr2ScB1_a46Rbrb_ccufSFaoH_9gYHX2iv-V2xCyxe1g.&URL=http://www.nccn.org

Addressing Spiritual/Religious Needs &
Outcomes

A Improvedpt/family coping, comprehension of
liIness and disease trajectory

A Improved care planning
A Improved clinical outcomes

A Provision of care that is holistic and patient
centered




Grief

A Griefisthe responseo anylossandisthereforea
common human experience.

A Terminalllnessor chronic ilinessnay be repletewvith
lossesandgrief.

A Losngyour own life is associatedith

grief (selfanticipatory).
Losng a loveeoneis abo associatedvith grief
Grid may start athe time of diagnosis

Godal end-of-life care hasincorporated the concepp
]91‘ go)od grief (1.e.a healthy expressioof our life
orce
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Important Definitions/Delineation

Griefpsycho
reactionsto t
Mourning-cu

ogical social& somatic
ne perceptionof loss.

turalresponseo grief.

Bereavemenstate of havng
sufferedaloss.

Grief workgrief respons&equiringthe
expenditureof physi@ andemotional

energy.



Coping/Grief Response/Bereavement

Pearls

A Highly individual
A Supports beneficial (family, community, faith based)

A Many hospice programs offer bereavement services
(individual/group)

A Role of faith/spirituality
A Complicated w/loss of a child
A Transference/countertransference

A Substance abuse, mental health issues & prior losses
often make more complex

A Many elderly patients/spouses with long marriages
may make more complex




CHRONIC OPIOID THERAPY,
SUBSTANCE ABUSE, DEPRESSION
EPIDURALS



Pain

APain is defined by the International Association for the Study of
tFAY oL!{t0 & aly dzyL} Sl aly
experience associated with actual or potential tissue damage
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three months

AAlthough the termchronic norcancer pairencompasses pain
associated with a wide diversity of conditions, common
treatment goals, regardless of the underlying cause, are pain
relief and/or improvement in physical and psychological
functioning



General Pain Classification

AAcute pain: Shortlasting and manifesting in objective
waysthat canbe easilydescribedand observed It may be
clinically associatedwith diaphoresisand tachycardia It
can last for severaldays,increasingin intensity over time
(subacutepain), or it canoccurintermittently (episodicor
iIntermittent pain). Usuallyrelated to a discreetevent for
onset postop, posttrauma,fracture, etc.

AChronic pain Longterm and typically defined if it lasts for
> three months. It is more subjective and not as easily
clinically characterized as acute pain and is more
psychological. This kind of pain usually affects a person's

life, changing personality, their ability to function, and their
overall lifestyle.




Pain as a Public Health Challenge
per IOM

A Pain is a public health problem
w Affects at least 116 million American adults
w Reduces quality of life
w Costs society $5@$635 billion annually
A More consistent data on pain are needed to:
w Monitor changes in incidence and prevalence
w Document rates of treatment and under treatment
w Assess health and societal consequences
w Evaluate impact of changes in policy, payment, and care
A A populationbased strategy is needed to reduce pain and its consequences. It should:
w Heighten national concern about pain
w Use public health strategies to foster patient ssinagement

w Inform public about nature of pain



IOM Underlying Pain Principles

Pain management is a moral imperative
Chronic pain can be a disease in itself

The value of comprehensive treatment

The need for interdisciplinary approaches

The importance of prevention

Wider use of existing knowledge

Recognition of the conundrum of opioids

Collaborative roles for patients and clinicians

The value of a public health and commuHigsed
approach



scope of the Problem
[ ]

100 Million in U.S. with

Chronic Pain

»  42% with pain lasting
ovelr gne '_-,.re:ar

Fragslance
im Milligns 100

= 33% report pain as
disabling
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18

»  63% have seen pnmary
care physician for help
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CHO Clabates  Chircnko Faln

'$600 Billion Annual Casts
Healthcare expenses
Lost income
Lost productivity

American Acadey of Fain Medicine waw.painmed.org
Ins#tute of Medidne. 2011 Relieving Fain in Amenca. Washington DG



TIME

Dimensions of Chronic Pain

Lonelines: Hostility

Social Factors

Anxiety Depressioyg

Psychological Factors

Pathological Process

PhysicaFactors

A.G. Lipman, Cancer Nursing, 2:39, 1980



Background of Opiate Use

AQOpioids are drugs that exert their activity on opioid receptors.
They are considered the most potent analgesics. Epidemiologi
studies indicate that use of opioids for chronic rtancer pain
has increased substantially over the last two decades.

Aln one large U.S. survey, the proportion of office visits for
chronic musculoskeletal pain in which any opioids were
prescribed doubled from 8% in 1980 to 16% in 2001.

AUse of more potent opioids (such as morphine,
hydromorphone, oxycodone, and fentanyl) has also increased.

AOver the same two decades, the proportion of office visits in
which prescriptions for potent opioids were given, increased
from 2% to 9%.



Rates of Prescription Opioid Sales, Deaths

_and Substance Abuse Treatment Admissions
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-
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Risk of Opioid Overdose
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New Users: Specific lllicit Drugs
[
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Collateral Opioid Risk

» Risks
— Young children ingestion and overdose

— Adolescents experimentation leading
to overdose and addiction

« Mitigating nsk
— Safe storage and disposal

— Educate family members

— Have poison control
number handy




Macro View

A Oncologic Pain: A biopsychosocial approach to pamt
encompassing the whole nature of suffering

A Chronic NorCancer Pain: Utilizing the same concepts used to
manage cancer patients (chronic pain syndrome, somatoform
d/o), more difficult to rationalize pain without degree of
pathology noted in cancer pain

A Opioids haveNOTbeen proven to restore functionality in
Chronic NorCancer Pain (aka CNCP)



Nature of Pain

Neuropathic

Pheripheral,

Nociceptive
central

Somatic, Visceral,

Myofascial

Psychological
Influences

Pain
Psychological

Mechanisms

State and / Y
Traits \

Total Pain

Loss of Work Functioning
Physical \
Disability

Financial Concerns

Social/Family

Fear of Death



Pain Scales

AVAS

AWong Baker Faces
ACNVI

AFunctional



VASvisual analog scale

AValidated

AWidely used

ACan over & underestimaiat pain

ACannot differentiate between spheres of pain etiology



VAS w/WoneBaker

8 9 10
Mo pain Mild, annoying Nagglng, I]l;!mt.slng, Intense, Worslt pu-sv::'h!le,.
pain unoamiortable, eniserable dreadful, unbearalle,
troublesome ;|uir| haorrible |u|r| ﬂ:mlialing

pain pain



Pain Assessment (Naerbal)

CNVI Pain Scale w/Move At rest
A Nonverbal vocalizations: * *
A Facial grimaces/winces: * *
A Bracing: % %
A Restlessness: * *
A Rubbing: % x
AVocal complaints: % *

A Pain score ({12)=



Functional Pain Scale

Functional Pain Scaéslapted fromGloth, et al:

AO No Pain

AH ¢c2f SN} ofS 652SayQi AyaSN
A4 Tolerable (Interferes with some activities)

A6 Intolerable (Able to use phone, TV, or read)

A8 Intolerable (Unable to use phone, TV, or read)

A10 Intolerable (Unable to verbally communicate)



Pain Assessment: Making the Diagnosi:

ADefining medical diagnosis and potential primary treatments

APain diagnosis is not always readily defined and may change
with time

AMore common pain diagnoses include: back pain, fioromyalgie
neuropathic pain, canceelated pain

AChronic pain itself may be considered a diagnosis that merits
consideration of all available treatment options



Pain Assessment: When to Refer?

APrevious failure with opioids or other analgesics
ASignificant psychosocial issues

AConviction of a drugelated crime

ACurrent use of illicit drugs

ARegular contact with drug higisk groups
AHistory of substance abuse



Important Definitions

A Addiction: A primary, chronicneurobiologiadisease, with
genetic, psychosocial, and environmental factors influencing its
development and manifestations. Characterizechbgrrant
behaviorsthat include one or more of the following: impaired
control over drug use, compulsive use, continued use despite
harm, and craving.

A Physical Dependence state of adaptation that is manifested by
a drug class specific withdrawal syndrome that can be produce
by abrupt cessation, rapid dose reduction, decreasing blood le!
of the drug, and/or administration of an antagonist.

A Tolerance:Tolerance is a state of adaptation in which exposure
a drug induces changes that result in a diminution of one or
more of the drug's effects over time.

A Pseudoaddiction A drugseeking behavior that simulates true
addiction, which occurs in patients with pain who are receiving
Inadequate pain medication.




Questions to Consider Before Initiating
a Trial of Opioid Therapy

AWhat pain syndromes are appropriate for opioid analgesia?
AWhat patients are appropriate candidates for opioid analgesia’
AShould opioids be the first analgesic class prescribed?

AWhat patients are at high risk for abuse and diversion
of opioids?



Alternatives to Opioid Therapy

Alternative pain management strategies:
AAdjuvant analgesics
ANonpharmacologicnodalities
AComplementary medicine

Refer complex or highsk patients for:
AMultidisciplinary pain management



Chronic Pain Affected by Co-Morbidities

. Incidence e
Chronic Pain Patients = =

Depression
Anxiety
Disorders

Personality
Disorders

PTSD

Substance
Use Disorders

33 -54%

16.5 - 50%

31-81%

49% veterans
2% civihlans

15 - 28%

Cheatle M, Gallagher R, 2006
Dersh J, et al., 2002
KEnaster P, et al_, 2012

Cheatle M. Gallagher R, 2006
Polatn PB. et al. 1892
Fischer-Kem M, et al.. 2011

Otis, J, et al_, 2010

Enaster P, et al_, 2012
Polatin PB. et al. 1992
Cheatle M. Gallagher R, 2006




Patient Selection\Who Should Be Considered
for Chronic Opioid Therapy (COT)?

APersistent pain despite reasonable trials of fogioid
analgesics and adjuvants

ASevere pain requiring rapid relief

APatient characteristics contraindicate use of other analgesics



Algorithm for Opioid Treatment of Chronic
Pain

Patient Selection
Initial Patient Assessment

Alternatives

Comprehensive Pain Management Plan to Opioid
Therapy

Trial of Opioid Therapy

Patient Reassessment
Continue Opioid Therapy Implement Exit Strategy




APS & AAPM Clinical Guidelines for the Use of
Chronic Opioid Therapy in Chronic Namcer Pain

A Before initiating COT, clinicians should conduct a history,
physical examination and appropriate testing, including an
assessment of risk of substance abuse, misuse, or addiction
(strong recommendation, losguality evidence).

A Clinicians may consider a trial of COT as an option if CNCP is
moderate or severe, pain is having an adverse impact on
function or quality of life, and potential therapeutic benefits
outweigh or are likely to outweigh potential harms (strong
recommendation, lownquality evidence).

A A benefitto-harm evaluation including a history, physical
examination, and appropriate diagnostic testing, should be
performed and documented before and on an ongoing basis
during COT (strong recommendation, lowality evidence).



Informed Consent and Opioid Management
Plans

AWhen starting COT, informed consent should be obtained. A
continuing discussion with the patient regarding COT should
Include goals, expectations, potential risks, and alternatives tc
COT (strong recommendation, leyuality evidence).

AClinicians may consider using a written COT management plal
to document patient and clinician responsibilities and
expectations and assist in patient education (weak
recommendation, low quality evidence).



Initiating Opioid Therapy

 2dz2Q08S YIRS (KS RSOA&aAzZYy G2 |1
for your patient.Now you must:
AConsider cost, tolerability, ease of administration, compliance

ADecide whether to start a shegcting opioid analgesic or a low
dose of a longacting opioid analgesic, with or without shert
F OGAY3 aNBaodzS¢é R2aSa AF 0ND
ADevelop and document an Exit Strategy



Outpatient Assessment tools

AORT
APHQ
ASOAPP
ADAST
AESAR



Opioid Kisk Tool Score
Fema | Mae
-
Family higtcry of cubctaroe abuce
Ajzahal O W
gl g Co Cr3
Pracscii plhsh dfugs O O
Perconal history of cubGtangs abuce
Ajeshal (W s
gl drugm O )
Prmscripleen drogs > o=
Age babwesn 16-46 yaarc o o1
Eﬂm-n-l O " i SOORING
O-3 Low Risk
S 4-7 Moderate Risk
A0HD, OC0, bipehar, schEophienha (W ek =5 Hg] A
Deprassion (| O
Wiebsher LR, Websier RM. Pain Med. 2005 Mov-Decsib)d 3082 &



Comprehensive Pain Management
Plan Components

Bio/Physical Approaches: Psychological Intervention:
APharmacologic and/or AMood disturbances
nonpharmacologic ACoping skills
therapies ASleep disturbance
APhysical rehabilitation Social Issues:
APhysical/

AFamily/social relations

occupational therapy AWork issues

AHome exercise
program



Depression Common in Palliative Care, Complicate
Safe, Effective Pain Management

A Prevalence 15 to 50%

A Screen Ask are you depressed? Thoughts of harming yourself? Thoughts ¢
harming someone else?

A Gauge use ESAR other validated tools to assess

A Exacerbates pain and vice versa

A Pharmacotherapy SSRI, SNRI, Atypical antipsychotics
A SNRI goodstline inpt with co-morbid pain & depression
A Ego- syntonic supportive counseling important

A Screen for Axis 2 disorders and impact on care

A Comanage with psych if complexity necessitates

A Utilize Pall Care SW for ongoing support, goals,

A Evalpositive coping influenceg{ social network, faithetc)



Depression & Mentadllth Screening Tools

AChildren(Screen for Child Anxiety Related Disorders): SCAREI
ADepression(Patient Health Questionnaire: 9(PHQ9)

AGeneralized Anxiety Disorder (GAver the last several
months, have you been continually worried or anxious about a
number of events or activities in your daily life?

APanic:Do you currently have times when you feel a sudden
rush of intense fear or discomfort?

APTSDOver the last several months, have you been continually
worried or anxious about a number of events or activities In
your daily life?



https://adaa.org/sites/default/files/Children-ScreeningTool.rtf
https://adaa.org/sites/default/files/Depression-ScreeningTool.docx

Therapy for Anxiety & Depression

ATreat exacerbating factors/symptoms(pain, dyspnea, etc.)
ASupportive counseling
AAvoid benzodiazepines when possible

ATailor pharmacotherapy to minimize drug interactions and
optimize cemorbid symptommgmt (ie; ssrivssnrivs atypical
antipsychotic)

AUtilize existing social networks, faith based supports

AOptimize healthcare (SW support, psych referral, etc.)



Initiation and Titration of COT

AClinicians and patients should regard initial treatment with
opioids as a therapeutic trial to determine whether COT is
appropriate (strong recommendation, leguality evidence).

AQOpioid selection, initial dosing, and titration should be
AVRAGARAZ t ATSR | OO2NRAY3I (2
exposure to opioids, attainment of therapeutic goals, and
predicted or observed harms (strong recommendation,-low
guality evidence).

AThere is insufficient evidence to recommend short acting
versus loneacting opioids, or aseeded versus arounthe-
clock dosing of opioids.



Equianalgesic Opioid Dosing
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Parenteral
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Patient Reassessment Model

The "Four A's of Pain"
AAnalgesia

AActivities of daily living
AAdverse effects

AAberrant drugtaking behaviors

LYLERNIOFYG G2 NBYSYOSNI (g2 2
AAssessment
AAction (treatment plan)



Questions to Consider In Modifying a
Trial of Opioid Therapy

AWhen should opioid dose be raised?

AWhen should a different opioid be tried?

AWhat factors guide the choice of a second opioid?
AHow reliable are urine screenings?



Deciding to Convert From a
Shortacting to a Longcting Opioid

Short-acting Opioids Long-acting Opioids

Advantages Fast-acting; appropriate for May be more appropriate for
acute pain, breakthrough pain patients with a constant pain
component; analgesic
stability

Disadvantages  Need for repetitive dosing Initial delayed onset of
action



Rationale for Opioid Rotation

Alneffectiveness of initial opioid
AAdverse effects/toxicity of initial opioid
Alnter-patient variability of response
Alncomplete crosgolerance

Note: Conservative dossonversion ratios are advised



Management of Opioid Side Effects

Side Effects Amelioration

! Nausea and vomiting { Switch opioids;
anti-emetics

{ Sedation 1 Lower dose (if possible);
add co-analgesics;
add stimulants

q Constipation 1 Treat prophylactically
with stool softeners,
bowel stimulants;
non-pharmacological
measures; switch opioids



Management of Opioid Side Effectsy i or

Side Effects Amelioration

{ Itching 1 Switch opioids;
antihistamines

1 Endocrine dysfunction/ 1 Endocrine monitoring;

reduced libido testosterone replacement;

endocrine consultation

1 Edema and sweating 1 Switch opioids

1 Dizziness 1 Antivertiginous agents

(eg, scopolamine)

! Confusion 91 Titrate dose; switch opioids



Development of Tolerance

Cellular
Mechanisms

Pharmacological Opioid-Induced
Tolerance Pain Sensitivity

Apparent Worsening
Tolerance Pain State

Opioid Dose
Escalation




Risk factors for Abuse/Misuse

A Leaving AMA

A Repeated ERadmissons

A Multiple prescribers

A Mental health- sdf or family
A Chronic pain

A Trauma or abusehistory

A Living In poverty

A High riskpopulations



Considerations For Patients Who May Benefit Fror
Opioid Therapy w/prior Substance Abuse/misuse

A What are you treating? dotal pairg ?

A How long will you needto presciibe for? Isthe Rxfor
alongterm palliative trajectory, (eg, dysgpneawith
COMD),EQ.or temporary relief of asynptom?

A What are the patients goakor concerns related to
substance use disordengersond riskor reavery?

A Can adjuvants be utilized? Is there an interdisciplinary plan
F2NJ 0KS LI GASYydQa Ol NBK

A Are the goals truly palliative?

A What is the risk vs benefit? Does the good outweigh the
harms?



OpioidWithdrawl- Screening
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