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Evidence-based strategies helped reduce opioid doses and identify abuse and misuse
in patients referred to an opioid monitoring clinic.

hronic pain, defined as pain

lasting longer than 3 to

6 months in duration,

affects about 100 million
Americans.! The use of opioids in
the management of chronic nonma-
lignant pain is common in primary
care. The U.S., with only 5% of the
global population, nevertheless is the
world’s leading opioid consumer.?
For example, it is estimated that the
U.S. consumes 56% of the global
supply of morphine, 99% of hydro-
codone, and 83% of oxycodone; this
consumption is a growing problem
in the use of chronic opioid therapy
in managing chronic nonmalignant
pain.>? The high rates of use of opi-
oids continues, despite a lack of
solid evidence on the long-term ef-
fectiveness of opioids for managing
chronic nonmalignant pain and on
the associated risks of opioid addic-
tion, abuse, and misuse.>* Among
veterans, the prevalence of opioid
abuse and misuse has been reported
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to be about 30%, a nearly 7-fold oc-
currence compared with that in the
general population.>®

Due to the pervasiveness of opi-
oid abuse and misuse among vet-
erans, a project was initiated to
develop, implement, and evaluate
an Opioid Monitoring Clinic (OMC)
as a clinical referral system within
the primary care service of the VA
Southern Nevada Healthcare Sys-
tem (VASNHS) in North Las Vegas.
A health care provider (HCP) needs
assessment was conducted at the fa-
cility, resulting in recommendations
to improve adherence to evidence-
based clinical practice guidelines
in opioid management and regular
monitoring of veterans on chronic
opioid therapy for the identification
of opioid abuse and misuse. Based
on the results, an advanced practice
registered nurse (APRN) in consulta-
tion with the chief of primary care
at VASNHS and teamlet support (a
registered nurse, licensed practi-
cal nurse, and medical support as-
sistant) started the OMC. The OMC
was developed consistent with the
2010 VA/DoD clinical practice guide-
lines for managing opioid therapy
for chronic pain.’

After 6 months of OMC opera-

tion, the project also was evaluated
for efficacy. First, a retrospective
chart review of participants was con-
ducted to identify the use of opioid
pain agreements, prescription drug
monitoring programs (PDMP) for
controlled substance use review,
and urine drug screens (UDSs).
The chart review also included the
average daily morphine equivalent
dose (MED) for patients and OMC
retention rates. Second, an online
survey of primary care providers
(PCPs) assessed their adherence to
evidence-based guidelines in opioid
management and satisfaction of the
OMC services.

BACKGROUND

In 1997, the average sales and
distribution of opioids in the U.S.
was 96 mg MED per individual,
which increased to 710 mg per in-
dividual in 2010.%° The MED is a
standardized daily dose measure for
all opioids.'” At VASNHS North Las
Vegas, there were 5,881 patients on
opioid therapy in 2013 with about
13% of patients on opioid therapy
using about 100 mg MED/d. The
potential for abuse and misuse was
great. Almost 30% of patients on
chronic opioid therapy for chronic
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nonmalignant pain abuse their opi-
oid prescriptions.>’ Subsequently,
opioid analgesics were responsible
for nearly 60% of overdose deaths in
2010."

In 2010, there were about 12 mil-
lion people in the U.S. who abused
or misused prescription opioids,
using them for nonmedical rea-
sons; annually, the prevalence rate
of Americans who abuse and misuse
opioids is about 2 million people.'?
The 5-year prevalence rate of opioid
abuse among veterans is at least 3%.°
This results in health care expendi-
tures with an average excess medical
cost of $20,546 per year for patients
who misuse opioids compared with
those who do not.” The economic
burden among veterans is even
higher. Baser and colleagues reported
that the annual economic cost for
veterans who abused their opioid
prescriptions was nearly $29,000.°

Unfortunately, injudicious opioid
prescribing by HCPs is often cited as
a contributor to the growing prob-
lem of opioid abuse and misuse in
the U.S.!* Health care provider edu-
cation on the proper and judicious
use of opioids and adherence to clin-
ical practice guidelines in the man-
agement of chronic pain is a crucial
factor in reducing the complications
of chronic opioid therapy>'* Hence,
the OMC was developed to address
the prevailing problem of opioid
abuse and misuse by implement-
ing strict monitoring of high-risk
veterans on chronic opioid therapy,
using mitigation strategies based on
the 2010 VA/DoD clinical practice
guidelines to help identify abuse as
early as possible. The OMC was im-
plemented and took over opioid pre-
scription renewal, dose adjustments,
opioid substitution as appropriate,
and patient opioid monitoring that
was consistent with the 2010 VA/
DoD guidelines (Figure).

Figure. Development and Implementation of the OMC

of opioid dispensing completed

* OMC staff created, including an advanced practice registered nurse leading the clinic

e Laboratory protocol for urine drug screening developed

e Access to the controlled substance PMP database completed

e Collaboration with the VA Pharmacy Care line to provide baseline and subsequent reports

A 4

e Clinic referral template developed and incorporated into the VA CPRS to allow referral
and communication between primary care providers and OMC staff
e OMC clinic profile developed to allow patient scheduling

4

e Patients referred by primary care providers to the OMC evaluated for eligibility (eg, past
history of substance abuse and aberrant behaviors)

4

of plan of care
¢ Subsequent visits included:

-Referral to other consults as appropriate

e |nitial patient visit to the OMC included completion of clinic forms with the opioid pain
agreement, inquiry to the PMP database, physical exam, urine drug screening, and discussion

-Renewal of opioids as appropriate, including use of long-acting opioids instead
of multiple short acting, opioid rotation, gradual tapering for those at very high opiate
doses (> 200 mg morphine equivalent dose/d) as indicated

-Intensive monitoring for opioid abuse and misuse

-Aligning chronic opioid use with current guidelines for management of chronic nonmalignant
pain, including evidence-based risk mitigation strategies

v

e OMC evaluated using retrospective chart review and primary care provider online survey

Abbreviations: CPRS, Computerized Patient Record System; OMC, opioid monitoring clinic; PMP,

prescription monitoring program.

METHOD

This project evaluated the APRN-
led OMC with both quantitative
and qualitative data from patients
and PCPs. The OMC was imple-
mented at VASNHS North Las
Vegas, which serves almost 60,000
veterans. Patients referred to the
OMC who were eligible for admis-
sion were veterans aged > 18 years,
who had chronic nonmalignant
pain for at least 3 months, were
receiving chronic opioid therapy,
and were considered high risk for
abuse or misuse of opioids. Pa-
tients were considered high risk

if they had documented aberrant
behaviors, such as multiple early
refill requests, history of lost medi-
cations, drug screens not showing
prescribed opioid(s), positive drug
screens for controlled substance not
prescribed, nonadherence with plan
of care, or a history of substance
abuse, including alcohol, cocaine,
heroin, and marijuana. Veterans
found to be suicidal or homicidal
were excluded from the OMC and
instead were referred to appropriate
specialty care for further evaluation.
A total of 61 veteran participants
were successfully recruited.
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OPIOID MONITORING CLINIC

Table 1. Patient Data (N = 61)

Characteristics n (%)
Gender
Male 57 (93)
Female 4(7)
Pain source
Back 37 (61)
Other 24 (39
Concurrent controlled 25 (41)
substance use
Prior pain agreement 54 (89)
Prior urine drug screen 49 (80)
Positive urine drug screen 23 (38)
Doctor shopping 12 (20)

Primary care physicians, physi-
cian assistants, and APRNs working
at VASNHS on a full-time and part-
time basis were eligible for participa-
tion as PCPs in this project. Thirty
of 42 eligible PCPs participated and
responded to the secure online pro-
vider survey (71% response rate).

Risks and benefits were discussed,
and a written informed consent was
obtained for each participant. There
were no apparent risks or adverse ef-
fects encountered during project im-
plementation and evaluation. Prior
to data collection, permission for the
study was obtained from the VA fa-
cility. An institutional review board
application through the University of
Nevada, Las Vegas’ Office of Research
Integrity-Human Subjects was also
submitted and approved through an
expedited review.

RESULTS

Table 1 details patient data, includ-
ing demographics on the veteran
participants. The average age was
53 years, the majority were male,

and back pain was the most com-
mon source of chronic nonmalignant
pain. Many used opioids and benzo-
diazepines concurrently. The majority
had signed an opioid pain agreement
(OPA) and had a UDS prior to being
seen in the OMC. Positive screens
were noted among 38% of the par-
ticipants. The UDS included detec-
tion of illicit use, which was found
in 12 participants (ie, metham-
phetamines, barbiturates, cocaine,
heroin, and/or benzodiazepines or
methadone when none were ex-
pected). A negative opioid level de-
spite opioid prescription was found
in 9 UDSs, while 2 detected both il-
licit substances and negative opioid
levels.

Review of PDMPs revealed that
20% of the participants received
controlled substances from other
HCPs. Consequently, all OMC
patients completed and had re-
inforced OPAs that served 2 pur-
poses. First, the content in the
agreement provided patient educa-
tion regarding the potential hazards
of opioid use. Second, the content
provided specific expectations from
the patient if opioid therapy is con-
tinued, including opioid risk reduc-
tion strategies (ie, random UDSs and
pill counts, PDMP for controlled
substance utilization review), and the
consequences of lack of adherence to
opioid management.

The majority of patients re-
mained as patients and continued
to be monitored after 6 months at
the OMC (Table 2). However, only
64% were retained in the OMC, in
large part because 36% had their
opioids discontinued due to dis-
covery of active illicit substance
use, opioid abuse, “doctor shop-
ping,” nonadherence with the
treatment plan, self-discharge from
the OMC, and/or their care was
transferred to the VA pain clinic.

Table 2. Patient Retention
Outcomes (N = 61)

Outcomes n (%)

Retained in opioid 39 (64)
monitoring clinic

Discharged to VA 12 (20)
alcohol and drug

treatment program

Transfer of care to 9 (15)
VA Integrated Pain Clinic

Self-discharge from 1(1)
opioid monitoring clinic

As part of the protocol for the
OMUC, veterans who were found to
be abusing and/or misusing their
prescription opioids were referred
for treatment to the VA Alcohol
and Drug Treatment Program, or
care was transferred to the VA Inte-
grated Pain Clinic for nonpharma-
cologic interventional management
as appropriate.

The mean MED/d among OMC
participants was 54 mg/d before ad-
mission, which decreased gradually
to 22 mg/d after 6 months of OMC
care; this represented a 59% MED
reduction (Table 3). Using the
exact single-tailed Wilcoxon signed
rank test, before and after, MED
difference was found to be highly
significant; P < .001.

Primary Care Providers

Based on the survey of PCPs, 40% of
respondents referred at least 1 patient
to the OMC. The majority (90%) ac-
knowledged following the VA/DoD
guidelines for opioid management,
with 80% using an OPA more than
usual since the implementation of
the OMC, and 54% routinely access-
ing a PDMP for controlled substance
utilization review. Moreover, 93% of
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PCPs routinely ordered a UDS when
indicated.

For 3 months prior to opening the
OMC in 2013, 1,606 UDSs were or-
dered at VASNHS. The UDS number
steadily increased, and 6 months after
opening the OMC, UDSs increased
to 2,293 from months 4 to 6, repre-
senting a 30% increase. This was an
expected outcome from the OMC—
more PCPs now were following the
VA/DoD clinical practice guidelines
regarding the monitoring of patients
on chronic opioid therapy.

A survey assessed the level of sat-
isfaction among PCPs who had re-
ferred their patients to the OMC.
Although only 11 PCPs responded to
this question, a large majority found
the OMC to have a positive effect on
primary care services; many noted
receiving fewer complaints regard-
ing pain medications and fewer walk-
ins. The majority recognized the
advantage of the OMC in facilitating
more PCP time for managing other
medical problems beyond opioid use,
which tends to be challenging and
time consuming. Overall, 100% were
satisfied with the OMC service.

Finally, 82% of PCPs reported that
the OMC referral process did not
need improvement. Two PCPs (18%)
left positive feedback, reporting that
the OMC was “simple, easy and ac-
cessible” and that the referral pro-
cess “so far, it is great.” Another PCP
noted, “I want patients who are sui-
cidal but still need pain control with
narcotics to be addressed.”

DISCUSSION

The OMC has shown great prom-
ise in identifying abuse and misuse
of opioids through evidence-based
guidelines and risk-mitigation strate-
gies. In the past, VA clinics specifi-
cally focused on opioid renewal have
been implemented. In 2002, the Phil-
adelphia VAMC opened an opioid

OPIOID MONITORING CLINIC

Table 3. Morphine Equivalent Dose (N = 39)

MED/d Before OMC ‘ MED/d After OMC ‘ Change in MED ‘

P Value

54 mg ‘ 22 mg

-59% ‘ P <.001

Abbreviations: MED, morphine equivalent dose; OMC, opioid monitoring clinic.

renewal clinic (ORC) to assist PCPs
in the management of patients with
chronic pain on chronic opioid ther-
apy.”® The Philadelphia VAMC ORC
was operated collaboratively by PCPs
and Pharmacy Service. They reported
that 51% of their patients initially
had documented aberrant behaviors,
and 45% of these patients resolved
their aberrant behaviors through
intensive opioid monitoring using
random UDSs."* Thirteen percent of
their patients were found to have an
opioid addiction disorder and even-
tually were referred to addiction
treatment; and 4% were weaned off
opioids due to consistently negative
UDSs."

In the same manner, the OMC
has effectively identified patients
who abused and misused their opi-
oids and consequently referred these
patients for pain interventional
management or to the VASNHS al-
cohol and drug treatment program
as appropriate, which falls under the
VASNHS Mental Health Care line, a
service that is vital for veterans who
are suicidal and homicidal. The im-
portance of mental health care can-
not be understated, as many patients
with chronic pain also experience
mental health challenges.

The Malcom Randall VAMC in
Gainesville, Florida, structured a
nurse-led, multidisciplinary ORC
in 2003.'° A retrospective review of
their program showed that 33% of
patients had a positive UDS for mari-
juana, cocaine, or alcohol. The ORC
had increased patient involvement in
substance abuse treatment, resulting

in some patients taking lower opioid
dosages than before.

The New York Harbor VAMC
reduced opioid cost by effectively
switching veterans on expensive
long-acting opioids, such as oxyco-
done and fentanyl, to less expensive
alternatives, such a long-acting mor-
phine.!” A secondary purpose of the
New York initiative was to reduce
the potential for inappropriate use of
expensive long-acting opioids. Ac-
cordingly, the initiative reduced the
number of expensive long-acting
and potentially inappropriate opi-
oids from 165 to 69 prescriptions in
less than 6 months (November 2007
through March 2008). Similarly, after
6 months of operation, the OMC sig-
nificantly reduced opioid prescrip-
tion from 54 mg to 22 MED/d. This
reduction represents a significant
pharmacy cost savings. The combina-
tion of the discontinuation of opioids
for patients found to be abusing and
misusing opioids coupled with the
decrease in pill burden resulting from
changes from short-acting to long-
acting opioids also resulted in signifi-
cant savings for VA facilities.

The impact of the OMC on PCP
adherence to opioid management
guidelines as well as PCP satisfac-
tion with the OMC services was sig-
nificant. Similarly, Wiedemer and
colleagues found significant PCP sat-
isfaction with the ORC." The abil-
ity to spend more time with patients
on other medical problems while al-
lowing the OMC to focus on opioid
and pain management was found to
be beneficial. Buy-in among PCPs
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coupled with their concerns for
chronic opioid therapy for high-risk
patients facilitated the success of
the OMC. The commitment of the
VASNHS leadership to the OMC and
their support for the APRN in leading
this initiative were important facilita-
tors in the success of the OMC.

Limitations

Long-term evaluation of the OMC
with a larger sample is needed to
fully evaluate its impact on decreas-
ing opioid misuse and abuse. This
project was limited by a small sample
size, although the results are prom-
ising. Pharmacy costs, emergency
department visits, as well as patient
satisfaction, physical and emotional
function, and pain levels are out-
comes that need to be considered

important to facilitate adherence and
consistency with pain care. Collabora-
tion and effective communication can
be facilitated by electronic recording
and reporting. For example, the VA
Computerized Patient Record System
can alert PCPs to patient discharges
from the OMC along with OMC pro-
vider recommendations for patient
care. Another challenge for the OMC
would be a lack of referrals for pa-
tients who are at high risk for opioid
abuse or misuse. These challenges
can be mitigated by providing in-
services, educational flyers, and ad-
vertisement promotions regarding
OMC services. With the high preva-
lence of opioid abuse and misuse as
well as the subsequent exorbitant
health-related costs and deaths associ-
ated with opioids, OMCs and ORCs

ollaborative relationships and communication

between primary care providers and opioid
monitoring clinic providers are important to facilitate
adherence and consistency with pain care.

over the long term. Incorporating
mental health counseling, cognitive
behavior therapy, self-management
programs, and group educational ses-
sions have the potential to be impor-
tant OMC services. The continued
success and cost-effectiveness of the
OMC can be a potentially significant
model for this type of service that can
be applied to clinics outside the VA
system.

Implications

Possible implications to practice set-
tings that are considering an OMC
or ORC include the chance that pa-
tients will want to be discharged from
such a clinic and return to the PCP
for opioid management. Collaborative
relationships and communication be-
tween PCPs and OMC providers are

are viable options for improving opi-
oid management in the treatment of
patients with nonmalignant chronic
pain.

CONCLUSION

The OMC effectively reduced the
MED of patients referred to the
clinic by 59%. The significant re-
duction in the opioid dose of
patients referred to the OMC re-
sulted from the implementation
of evidence-based strategies that
were used to identify abuse of pre-
scription opioids, the use of illicit
substances that can cause opioid-
related complications, and the dis-
covery of doctor shopping, coupled
with gradual dose reductions for pa-
tients when appropriate. Provider
satisfaction and increased use of

evidence-based guidelines in opi-
oid management and risk mitiga-
tion strategies, such as OPAs, PDMP
databases, and UDS were evident.
These results suggest that an OMC
can be an effective program to help
identify abuse and misuse of pre-
scription opioids among high-risk
patients and can improve patient
safety and provider satisfaction. @
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