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=  Dr. Flynn is a Family Physician in the Department of
Rehabilitation Medicine at the Interdisciplinary Pain
Management Center at Madigan Army Medical Center
(MAMC).

= Point of Contact for the MAMC Opioid Education and
Naloxone Distribution Training Program.

=  Serves on the Controlled Substance Review Board at MAMC.

| = Received her Medical Doctorate at Sydney Kimmel Medical
College at Thomas Jefferson University in Philadelphia, PA.

= Completed her Family Medicine residency at Christiana Care
in Wilmington, DE. Masters of Science in Epidemiology at
Johns Hopkins, University in Baltimore, MD. Masters of
Public Health at the University of Washington in Seattle, WA.
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Disclosures HA”;'
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= Dr. Flynn has no relevant financial or non-financial relationships to
disclose relating to the content of this activity.

= The views expressed in this presentation are those of the
presenters and do not necessarily reflect the official policy or
position of the Department of Defense, nor the U.S. Government.

= This continuing education activity is managed and accredited by the
Defense Health Agency J-7 Continuing Education Program Office
(DHA J-7 CEPO). DHA J-7 CEPO and all accrediting organizations do
not support or endorse any product or service mentioned in this
activity.

= DHA J-7 CEPO staff, as well as activity planners and reviewers have
no relevant financial or non-financial interest to disclose.

= Commercial support was not received for this activity.
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Learning Objectives DHA”;‘
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At the conclusion of this activity, participants will be able to:

1. List opioid risk mitigation recommendations and increase use of
risk mitigation tools and resources.

2. Explain key components of the Opioid Overdose Education and
Naloxone Distribution (OEND) efforts to increase availability to
naloxone to patients at risk.

3. Comprehend when an active duty beneficiary’s controlled
substance prescription will expire according to the new DoDI
1010.16.

4. Compare opioid safety and naloxone prescribing tools in
CarePoint.
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Risk Mitigation Recommendations HAF

Defense Health Agency

Opioid use guidelines endorsed by Veteran Affairs (VA)/DoD, Centers
for Disease Control (CDC) and Defense Health Agency (DHA)-6025.04
recommend the following approaches to mitigate risk of opioids

Comprehensive biopsychosocial pain assessment

Use alternatives to opioids when possible

Assessment of risks and benefits before and during opioid use
Periodic urine drug screening

Use of prescription drug monitoring program (PDMP)

Opioid informed consent

Increase access to naloxone

Consider opioid taper when risk exceeds benefits

Assess for opioid use disorder
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Risk Mitigation Recommendations DHA=

Defense Health Agency

= Comprehensive biopsychosocial pain assessment
= Defense and Veterans Pain Rating Scale (DVPRS)
= Pain Assessment Screening Tool and Outcomes Registry (PASTOR)
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efense and Veterans Pain Rating —
cale (DVPRS) DHA’.

Defense and Veterans Pain Rating Scale

DVPRS components: e — T

(Yellow)

MILD
(Green)

= Pain Intensity
& oo

No pain Haidy  Noticepain, Sometimes Distracts  Intemupts  Haidto  Focusof  Awfu,  Cantbear Asbadas
notice does not distracts me, can some ignore, attention, hardfodo  thepain, it could be,
pain interfere me do usual activiies  avoidusual prevents  anything unable to nothing
with activities activities  doing daily doanything  else
activities activities matters

DoD/VA PAIN SupPLEMENTAL QUESTIONS

[
. I a I I l I l I | p a Ct For clinicians to evaluate the biopsychosocial impact of pain

1. Circle the one number that describes how, during the past 24 hours, pain has interfered with your usual ACTIVITY:

Does not interfere Completely interferes
2. Circle the one number that describes how, during the past 24 hours, pain has interfered with your SLEEP:

Does not interfere Completely interferes
3. Circle the one number that describes how, during the past 24 hours, pain has affected your MOOD:

Does not affect Completely affects

4. Circle the one number that describes how, during the past 24 hours, pain has contributed to your STRESS:

0 m— ] — D — 3 4 5 'y 7 e § mmm— ) w10
Does not contribute Contributes a great deal
“Reference for pain interference: Clesland S, Ryan K. Pain assessment;: giooal use of the Brief Pain Inventory. Ann Acad Med Singapore 23(2: 120-138, 199+, v20
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Defense and Veterans Pain Rating —
Scale (DVPRS) D}.'A"

Pain Intensity
= Faces MoDERaTE
= Color coded BT Ly B

bars .
= Word

descriptors

@ WD (S (@) (5 6)= ()

No pain Hardly Notice pain, Sometimes  Distracts Interrupts Hardto Focus of Awful, Cantbear Asbadas
notice doesnot  distracts  me, can some ignore,  attention, hardtodo  thepain, itcould be,
pain interfere me dousual  activites avoidusual prevents  anything  unableto
with activities activities  doing daily do anything
activities activities

S

(&)==(2)

Defense and Veterans Pain Rating Scale

SEVERE
(Red) I

v20
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Defense and Veterans Pain Rating —
Scale (DVPRS) DHA’-

DoD/VA PaIN SuppLEMENTAL QUESTIONS
Pa i n I m p a Ct For clinicians to evaluate the biopsychosocial impact of pain

1. Circle the one number that describes how, during the past 24 hours, pain has interfered with your usual ACTIVITY:

= Activity o 1 2 =— 3 4 5 6 7 8 9 10

Does not interfere Completely interferes

2. Circle the one number that describes how, during the past 24 hours, pain has interfered with your SLEEP:

= Sleep

0 1 2 w3 4 5 6 7 ¢ 8 9 10

Does not interfere Completely interferes
u M 0 O d 3. Circle the one number that describes how, during the past 24 hours, pain has affected your MOOD:

0 1 2 == 3 4 5 6 7 8 9 10

Does not affect Completely affects

= Stress

4. Circle the one number that describes how, during the past 24 hours, pain has contributed to your STRESS:

Does not contribute Contributes a great deal
*Refersncs for pain interference: Cieeiand CS, Ryan KM. Pain assessment: giobal use of the Brief Pain inventory. Ann Acad Med Singapore 23(2): 129-138, 1994. v20
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The Pain Assessment Screening Tool —
and Outcomes Registry (PASTOR) DHA’

Alerts

EJPASTOR

Name: Primary Care: Madigan AMC
18-APR-2019 Age: 36
Gander: Male
P Fresciption o Mediction egative sereen
PTsD Negative Screen
q |Alcohol Concern Negative Screen
Pain e L e = Assessments
ety Negative Screen — s || e = Depression
map : :
Imnm 5 . = Anxi ety
S - Improvig
- = Anger
H
DVPRS : S oler
Mood  =Ke Stress e o
" | = Pain interference
H . H i Modsras q q
: /'m ; e | | 2 .\/\/\_‘ o | = Physical function
H : g 3 .
] ; N g = Social roles
1 1 & H .
C it re0c s s o1 s et woocT ok . . o1 18a0n. - = (Catastrophizing
Wi s s 5 19 1B 15 18 19 19 AR 19
History and
Type of Tre Whenitwasused  Effectiveness
Exercise, physical therapy or occupational therapy Currently No mperant seiie thatrefmied by i
Other physical treatments (heat, massage, TENS) Currently Slightly =@-0OUTDOOR ACTIVITES WITH FAMILY Playing with my children
. . i . . =#=DOING THINGS AT WORK =@-SLEEPING AT NIGHT Important
Behavioral treatment (CBT, relaxation, distraction) Currently Slightly
Muscle relaxants (cyclobenzaprine, methocarbamol, diazepam, .
Treatment Muscle ey prine, ep Currently Slightly 10 o activities
. Non-steroidal anti-inflammatory medication (ibuprofen) . - , i mpa Cte d b
h | Sto ry and/or acetaminophen (Tylenol, etc.) Gty Sl 8 . p y
Ncump?,lhlc pain medications (gabapentin, nortriptyline, Cwatity Moderately 6 p aln
duloxetine, ete.)
Stzr;jplementary and integrative therapies (acupuncture, yoga, Currently Slightly 4 =
Opioid medications (oxycodone, morphine) 1-3 years ago Slightly 2
o . . L , 0 L > * * - * °
Injection therapies (epidural steroid or joint injections, cte.) Never N/A 24-JUL- 16-OCT-13-DEC- 03JAN- 29-JAN-  05- 18-APR-
Orthopedic or neurosurgical surgeries (spinal fusion, Never NA 18 18 18 19 19 MAR-19 19
arthroscopic joint surgeries, joint replacement, etc.)
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The Pain Assessment Screening Tool
and Outcomes Registry (PASTOR)
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Pain
map

DVPRS

Primary Care: Madigan AMC
Age: 36
Gender: Male

Alerts

Name:
Date: 18-APR-2019
Record ID:
Front Back
s

)
R/

; :
PANE

3 (o
AN ///w&

“nN A

| E‘E i ! [

S

F

PAIN LOCATIONS PRIVARY
1 8 mbar

2 Back Upper Back/Neck
3 Back Upper Back/Neck
4 BackRight

{’:.esmphon Pain Medication Negative Screen

= Med. misuse

PTSD Negative Screen

= PTSD

S BackRight
6 Front Left Knee
7 Front Right Knee
& Front Right Shoulder
9 Back Left Lower Bac!

10 Back Right Lower Bacl

11 Back Right Foot/Ankle

12 Back Left Foot/Ankle

Alcohol Concern Negative Screen

Depression Negative Screen

= Mood

Anxiety Negative Screen

Neuropathic Pain Screen Negative Screen

=  Neuropathic

pain

DVPRS
Pain Intensity Pain Impact
- t @ Worst == Activity =@—Sleep
<
urren wverage ors Mood = Stress
10 10
9 9
8 8 -
7 ™, 7
6 o 6
5 5
4 4 N A
3 3 LX), iy
2 2 = \“‘
1 1
0 0
24-JUL- 16-OCT-13-DEC- 03-JAN- 29-JAN-  01- 18-APR- 24-JUL- 16-OCT- 13-DEC- 03-JAN- 29-JAN-  01- 18-APR-
18 18 18 19 18 MAR-19 18 18 18 18 19 19 MAR-19 19

Treatment History and Effectiveness
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The Pain Assessment Screening Tool —
and Outcomes Registry (PASTOR) DHA’-

Type of Treatment (examples) When it was used Effectiveness
Exercise, physical therapy or occupational therapy Currently No
Other physical treatments (heat, massage, TENS) Currently Slightly
Behavioral treatment (CBT, relaxation, distraction) Currently Slightly
Zl:;cle relaxants (cyclobenzaprine, methocarbamol, diazepam, Currently Slightly
Tre atment Non-steroidal 'antl-lnflammatory medication (ibuprofen) Currently Slightly
h . and/or acetaminophen (Tylenol, etc.)
Isto ry Neurop'athlc pain medications (gabapentin, nortriptyline, Shisiiiily Moderately
duloxetine, etc.)
Complementary and integrative therapies (acupuncture, yoga, Cinsernitss Slightly
cte.)
Opioid medications (oxycodone, morphine) 1-3 years ago Slightly
Injection therapies (epidural steroid or joint injections, etc.) Never N/A
Orthopedlc. or geurosurg.lcal surgeries (spinal fusion, Never N/A
arthroscopic joint surgeries, joint replacement, etc.)

“Medically Ready Force...Ready Medical Force” 13



The Pain Assessment Screening Tool

and Outcomes Registry (PASTOR)
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Physical function
Social roles

@ PAIN ASSESSMENT SCREENING TOOI
AND OUTCOMES REGISTRY
D [
Anxiety
- — " Anger
Improving 75 ]
O — |
65 Moderate
60
Moderat 55
0 A Average (50)
IS w%ﬂ Improving
AN
8 ] 8 a a a a
s 5 g = = 3§ ¢
I ¢ 2 3 & i3

Sleep
Fatigue
Pain interference

0C
05-MAR-15

= Catastrophizing
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Risk Mitigation Recommendations DHA=
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Opioid use guidelines endorsed by VA/DoD, CDC and DHA-
6025.04 recommend the following approaches to mitigate risk of
opioids

Comprehensive biopsychosocial pain assessment

Use alternatives to opioids when possible

Assessment of risks and benefits before and during opioid use
Periodic urine drug screening

Use of prescription drug monitoring program (PDMP)

Opioid informed consent

Increase access to naloxone

Consider opioid taper when risk exceeds benefits

Assess for opioid use disorder
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Use Alternatives to Opioids as Initial —
Treatment of Pain DHA’-

""V'Behavioral Health Modalities — ATEEL L AL

- Cognitive behavioral therapy - Physical therapy
- Mindfulness, meditation ( Interdisciplinary " Occupational therapy
- Progressivemuscle relaxation - Complementary and integrative health therapies:

' _ Programs ; - :
-~ -Biofeedback Spinal manipulation, acupuncture, yoga, massage -
Selt-Management ~_~Therapeutic injections
| Establish treatment goals \/ -Trigger point injection “
" Medications ”"“"\\ Education about pain Restful slee? "E - Ra'dlofrequenfy f'le:rve.ablatlon)
- NSAIDs L\ Physical activity Hea'lthy eating I'l | -:Ep.ldu'ra'l stt'armdmjectlon
- Acetaminophen - Stretching, walking Welgllt inanegement °mt injection
- SNRIs, TCAs - Strengthening Heat/ice
- Anticonvulsants - Pool/aquatics Foam roller / Surgery
- Topicals | - Yoga, tai chi, gigong Self massage 4 - Joint
- -Opioids (rarely) -

" -Posture " fpine'

Lpprcaches that overlap with self-management incicate an important component of patient engagement
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Use Alternatives to Opioids as Initial

Treatment of Pain

DHAZ
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~ Behavioral Health Modalities _
- Cognitive behavioral therapy -
[ - Mindfulness, meditation - {

- Progressivemuscle relaxation.

| Interdisciplinary

Physical Modalities

- Physical therapy

- Occupational therapy
- Complementary and integrative health therapies:

- : - Programs - ! .
~ - Biofeedback ~— Spinal manipulation, acupuncture, yoga, massage -

L Establish treatment goals
" Medications

\ Education about pain
- NSAIDs L\ Physical activity
-Acetaminophen - Stretching, walking
- SNRIs, TCAs - Strengthening
- Anticonvulsants - Pool/aquatics
, - Topicals , _ e gy e
- -Opioids(rarely) Yoga, tai chi, qigong

- Posture

L e

Self-Management

~Therapeutic injections
- Trigger point injection

Restful sleep | - Radiofrequency nerve ablation;l
Healthy eating ) - Epidural steroidinjection ~ /
Weight management | - Jointinjection
Heat/ice - *"-‘37-1‘::;»- I
Foam roller ~" Surgery
Self massage ‘ - Joint

- -Spine

- =

Lpprcaches that overlap with self-management incicate an important component of patient engagement
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Use Alternatives to Opioids as Initial —
Treatment of Pain DHA’-

~ Behavioral Health Modalities ' Physical Modalities

- Cognitive behavioral therapy, - Physical therapy

- Mindfulness, meditation { Interdisciplinary ~ Occupational therapy
- Progressivemuscle relaxation. - Complementary and integrative health therapies:

) - Programs . . .
- Biofeedback ~— Spinal manipulation, acupuncture, yoga, massagf_r_,_,,;--
a— N
Self-Management N
, & ~ Therapeutic injections
| Establish treatment goals \/ -Trigger point injection .v
“Medications '\ Education about pain Restful sleep \ - Radiofrequency nerve ablation|
L\ Physical activity Healthy eating :l. - Epidural steroid injection ‘
- NSAIDs \ - : Weight management | - -Jointinjection -
- Acetaminophen - Stretching, walking i
- SNRIs, TCAs - Strengthening Heat/ice y —
- Anticonvulsants - Pool/aquatics Foam rone' {/ Su rgery
A ‘“'?".;'s : . -Yoga, tai chi, gigong Self massage - Joint
'09'0' . (rarey) *_-Posture " fplne o

Lpprcaches that overlap with self-management incicate an important component of patient engagement
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Use Alternatives to Opioids as Initial —
Treatment of Pain DHA’-

~ Behavioral Health Modalities ' Physical Modalities
- Cognitive behavioral therapy - - Physical therapy
- Mindfulness, meditation { |nterdisciplinary - Occupationaltherapy
! - Progressive muscle relaxation. - Complementary and integrative health therapies:

. - Programs - . .
- Biofeedback ~—_ Spinal manipulation, acupuncture, yoga, massage -
p— L e
Self-Management T
| & ~~ Therapeutic injections
| Establish treatment goals \/ -Trigger pointinjection .,
“"Medications '\ Education about pain Restful sleep | - Radiofrequency nerve ablation|
“ \ Physical activity Healthy eating ) - Epidural steroid injection ‘
- NSAIDs : . : Weight management | - Jointinjection
- Acetaminophen - Stretching, walking i
- SNRIs, TCAs - Strengthening Heat/ice v  —~—
= Anticonvulsants - Pool/aquatics Foam rollel' (/ Su rgery
N -TO[?I(E&'S Y i _ Yoga, tai Chi, qigong Self massage - Joint
. -Opioids (rarely) - . -Spine

- Posture

> Sl

Lpprcaches that overlap with self-management incicate an important component of patient engagement
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Use Alternatives to Opioids as Initial —
Treatment of Pain DHA’-

" Behavioral Health Modalities ' Physical Modalities
- Cognitive behavioral therapy - Physical therapy
[ - Mindfulness, meditation { Interdisciplinary - Occupational therapy

- Progressivemuscle relaxation. Programs - Complementary and integrative health therapies:

N - Biofeedback __ Spinal manipulation, acupuncture, yoga, massage ‘
y 22l T \ " Therapeutic injections
| Establish treatment goals \/ -Trigger pointinjection :
> Medications "“*~'\\ Education about pain Restful slee? la.‘ - Ra'diofrequenfy rle:rve.ablation:,'
_ NSAIDs L\ Physical activity Hea.Ithy eating I|l. - Ep.ldu'ra'l stt'armdmjectlon
B TE _Stretching, walking ~ \WelBht management | -Jointinjection
- SNRIs, TCAs > - Strengthening Heat/ice S —
- Anticonvulsants - Pool/aquatics Foam roller /~ Surgery
g -Tor?itfals " -Yoga, tai chi, gigong Self massage 4\ - Joint ,
'-'~-~._,,,,__:_Qplmds(rareIYA)ﬂ_',_,,_..v--'- " -Posture , FVGVnn:Spine

Lpprcaches that overlap with self-management incicate an important component of patient engagement
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Use Alternatives to Opioids as Initial —
Treatment of Pain DHA’-

" Behavioral Health Modalities ' Physical Modalities
- Cognitive behavioral therapy - - Physical therapy

{ - Mindfulness, meditation _{ |nterdisciplinary - Occupational therapy
- Progressive muscle relaxation. - Complementary and integrative health therapies:

. - Programs - . .
- Biofeedback ~_ Spinal manipulation, acupuncture, yoga, massage -
p— L e
Self-Management T
| & ~~ Therapeutic injections
| Establish treatment goals \/ -Trigger pointinjection .,
“"Medications '\ Education about pain Restful sleep | - Radiofrequency nerve ablation|
“ \ Physical activity Healthy eating ) - Epidural steroid injection ‘
- NSAIDs \ . . Weight management /| ~-_-Jointinjection P
- Acetaminophen - Stretching, walking i
- SNRIs, TCAs - Strengthening Heat/ice v
= Anticonvulsants - Pool/aquatics Foam rollel' (/ Su rgery
N -Toqugals p - Yoga, tai chi, gigong Self massage - Joint
. -Opioids (rarely) - . -Spine

- Posture

S S S—

Lpprcaches that overlap with self-management incicate an important component of patient engagement
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Risk Mitigation Recommendations DHAZ=

Defense Health Agency

Opioid use guidelines endorsed by VA/DoD, CDC and DHA-
6025.04 recommend the following approaches to mitigate risk of
opioids

Comprehensive biopsychosocial pain assessment

Use alternatives to opioids when possible

Assessment of risks and benefits before and during opioid use
Periodic urine drug screening

Use of prescription drug monitoring program (PDMP)

Opioid informed consent

Increase access to naloxone

Consider opioid taper when risk exceeds benefits

Assess for opioid use disorder

—_—
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Opioid-related Risks

HAZ

Defense Health Agency

= Possible side effects

= Sleepiness, Slow thinking,
Mental confusion

= Constipation, intestinal blockage
= |tching

= Sweating

= Nausea or vomiting

= Decreased sex hormones,
Irregular or no menstrual periods

= Depression
= Dry mouth, tooth decay
= Allergies

= Other risks

Sleep apnea

Worsening of pain
Impaired driving
Tolerance

Withdrawal symptoms
Addiction

Adverse drug interactions
Pregnancy-related risks
Death

(Veterans Affairs Informed Consent for Long Term Opioid Therapy for Pain, 2014)
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Assessing Risk of Opioid Overdose HAZ

Defense Health Agency

Factors associated with increased risk of opioid overdose

History of non-fatal opioid overdose
Higher doses of opioids

Concomitant use of opioids with benzodiazepines or other sedating
medications and substances

Psychological conditions

Chronic medical conditions

Trauma

Inpatient hospitalization, Emergency Room (ER) visits

(Zedler et al., 2015)
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Risk Index for Overdose or

e
Serious Opioid-induced Respiratory Depression DHA’,."
(RIOSORD) Assessment Tool

1. Calculate Risk Index for Overdose or Serious Opioid-Induced Respiratory Depression (RIOSORD) using chart
provided below.

RIOSORD Questions Cirﬁlees?(;r:sYeE 3

| In the past 6 months, has the patient had a health care visit (outpatient, inpatient, or ED) involving:

‘ Opioid dependence? 15

Chronic hepatitis or cirrhosis? [ 9

" Bipolar disorder or schizophrenia? 7
Chronic pulmonary disease? (e.g., emphysema, chronic bronchitis, asthma, pneumoconiosis, ashestosis) 5
Chronic kidney disease with clinically significant renal impairment? 5
Active traumatic injury, excluding burns? (e.g., fracture, dislocation, contusion, laceration, wound) 4

Sleep apnea? 3
Does the patient consume:

An extvend'ed-release or Iorwg—gctin_g (ER/LA) formulation of any prescription opioid or opioid with long and/ 9
| or variable half-life? (e.g.,OxyContin, Oramorph-SR, methadone, fentanyl patch, levorphanol)

Methadone? (Methadone is a long-acting opioid, éo also circle for “ER/LA formulatidH ) 9
Oxycodone? (If it has an ER/LA formulation [e.g., OxyContin], also circle for “ER/LA formulation”) 8
A prescription antidepressant? (e.g., fluoxetine, citalopram, venlafaxine, amitriptyline) ‘ 7
A prescription benzodiazepine? (e.g., diazepam, alprazolam) ' 4

Is the patient’s current maximum prescribed opioid dose: (Use Opioid Daily Dose Conversion Table provided on the next page)

| >100 mg morphine equivalents per day? ‘ 16
50-100 mg morphine equivalents per day? 9
20-50 mg morphine equivalents per day? 5

| In the past 6 months, has the patient: v
Had 1 or more ED visits? il
Been hospitalized for 1 or more days? 8
TOTAL SCORE:
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Risk Index for Overdose or —
Serious Opioid-induced Respiratory Depression mA';
(RIOSORD) Assessment Tool

1. Calculate Risk Index for Overdose or Serious Opioid-Induced Respiratory Depression (RIOSORD) using chart |

_J1. Calculate Risk Index for Overdose or Serious Opioid-Induced Respiratory Depression (RIOSORD) using chart
| provided below.
In

‘O)v . - « ” v
Fi| RIOSORD Questions et
 Biff -
| In the past 6 months, has the patient had a health care visit (outpatient, inpatient, or ED) involving:

Chff .

'af Opioid dependence? 15

‘D:! Chronic hepatitis or cirrhosis?

a Bipolar disorder or schizophrenia?

| or
iMe
Ox
Adl Chronic kidney disease with clinically significant renal impairment?
of Active traumatic injury, excluding burns? (e.g., fracture, dislocation, contusion, laceration, wound)

| Cl

| Chronic pulmonary disease? (e.g., emphysema, chronic bronchitis, asthma, pneumoconiosis, ashestosis)

>

WA |0 N|©O

1{
=l Sleep apnea?

20-50 mg morphine equivalents per day? \ 5

In the past 6 months, has the patient:
Had 1 or more ED visits? \ 11
| Been hospitalized for 1 or more days? \ 8

TOTAL SCORE:
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Risk Index for Overdose or

—
Serious Opioid-induced Respiratory Depression DHA’,."
(RIOSORD) Assessment Tool

1. Calculate Risk Index for Overdose or Serious Opioid-Induced Respiratory Depression (RIOSORD) using chart
provided below.

Circle for “YES”

| Does the patient consume:
op| An extended-release or long-acting (ER/LA) formulation of any prescription opioid or opioid with long and/

’Cf‘: or variable half-life? (e.g..OxyContin, Oramorph-SR, methadone, fentanyl patch, levorphanol) J
E:i Methadone? (Methadone is' a long-acting opioid, so also circle for “ER/'LA' formulation”) 9
i:t | Oxycodone? (If it has an ER/LA formulation [e.g., OxyContin], also circle for “ER/LA formulation”) w 3
2': A prescription antidepressant? (e.g., fluoxetine, citalopram, venlafaxine, amitriptyline) 7
Anll A prescription benzodiazepine? (e.g., diazepam, alprazolam) 4

M Is the patient’s current maximum prescribed opioid dose: (Use Opioid Daily Dose Conversion Table provided on the next page_)
a >100 mg morphine equivalents per day? . 16
=l 50-100 mg morphine equivalents per day? 9

2() 50 mg morphme equwalents per day? 5

50t oo T TOTPTINTG cquivarciie per aay T

20-50 mg morphine equivalents per day? 5
In the past 6 months, has the patient:

Had 1 or more ED visits? il
Been hospitalized for 1 or more days? 8

TOTAL SCORE:
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Risk Index for Overdose or

—
Serious Opioid-induced Respiratory Depression DHA’,."
(RIOSORD) Assessment Tool

1. Calculate Risk Index for Overdose or Serious Opioid-Induced Respiratory Depression (RIOSORD) using chart
provided below.
RIOSORD Questions S
In the past 6 months, has the patient had a health care visit (outpatient, inpatient, or ED) involving:
Opioid dependence? 15
| Chronic hepatitis or cirrhosis? 9
Bipolar disorder or schizophrenia? 7
Chronic pulmonary disease? (e.g., emphysema, chronic bronchitis, asthma, pneumoconiosis, ashestosis) 5
Chronic kidney disease with clinically significant renal impairment? 5
Active traumatic injury, excluding burns? (e.g., fracture, dislocation, contusion, laceration, wound) 4
Sleep apnea? 3
Does the patient consume:
An extended-release or long-acting (ER/LA) formulation of any prescription opioid or opioid with long and/ 9
or variable half-life? (e.g_,OxyContin, Oramorph-SR, methadone, fentanyl patch, levorphanol)
| Methadone? (Methadone is a long-acting opioid, so also circle for “ER/LA formulation”) 9
Oxycodone? (If it has an ER/LA formulation [e.g., OxyContin], also circle for “ER/LA formulation”) 8
A prescription antidepressant? (e.g., fluoxetine, citalopram, venlafaxine, amitriptyline) 7
A prescri
sthepa| IN the past 6 months, has the patient:
| >100 mg] =
01004 Had 1 or more ED visits? i3]
20-50 m . - )
e Been hospitalized for 1 or more days” 8
Had 1 or
sennod TOTAL SCORE:
TOTAL Scone: |
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Risk Index for Overdose or

—
Serious Opioid-induced Respiratory Depression DHA’,."
(RIOSORD) Assessment Tool

1. Calculate Risk Index for Overdose or Serious Opioid-Induced Respiratory Depression (RIOSORD) using chart |

pro

R1050 2 Determine Opioid Induced Respiratory Depression (OIRD) Probability based on Calculated Risk Index.

i NOTE: Score of more than 32/14% indicates a high risk and naloxone prescription is indicated.
o Risk index score OIRD probability (%)

Bipolar, 0-24 | 3

Chronid 25_32 14

Chroni

Active 1 33-37 23

Sleep 3 38-42 37

Does ti =

An exte 43-46 51

or varig A47-49 G5

Methad

Oxycod 50-54 60

oo 55-59 79

A presd

Is the 60-66 75

50-100k—s

20-50 mg morphine equivalents per day? 5

In the past 6 months, has the patient:

Had 1 or more ED visits? 11

Been hospitalized for 1 or more days? I\/I . 1 1 8

e aximum score=115 |'
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S
Assessment of Risks and Benefits DHA’/-"'

Defense Health Agency

= To assess benefits, measures outcomes
= Physical function, emotional status, quality of life
= Continue opioids only if improvement is demonstrated and outweighs risks
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Periodic Urine Drug Screening DHA=

eeeeeeeeeeeeeeeeeee

= Standard of care for patients on long-term opioid
therapy

" At least annually; more frequently when indicated

"= When results are unexpected, follow-up with
confirmatory testing

“Medically Ready Force...Ready Medical Force”
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-
Risk Mitigation Recommendations DHAZ=

Defense Health Agency

Opioid use guidelines endorsed by VA/DoD, CDC and DHA-
6025.04 recommend the following approaches to mitigate risk of
opioids

= Comprehensive biopsychosocial pain assessment

= Use alternatives to opioids when possible

= Assessment of risks and benefits before and during opioid use

= Periodic urine drug screening

= Use of prescription drug monitoring program (PDMP)

= QOpioid informed consent

= Consider opioid taper when risk exceeds benefits

Assess for opioid use disorder
e —————————
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-
Prescription Drug Monitoring Program DHA'/-"'

eeeeeeeeeeeeeeeeeee

" Tool to help identify patients who may be misusing
controlled substances, particularly opioids

= Military Health System (MHS) also has a PDMP
= Bi-directional sharing: 38 PDMPs*

Military Health System Prescription Drug Monitoring Program

= One-way sharing: 2
"= Notsharing: 13

*As of 14 July 2020
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-
Risk Mitigation Recommendations DHAZ=

Defense Health Agency

Opioid use guidelines endorsed by VA/DoD, CDC and DHA-
6025.04 recommend the following approaches to mitigate risk of
opioids

Comprehensive biopsychosocial pain assessment

Use alternatives to opioids when possible

Assessment of risks and benefits before and during opioid use
Periodic urine drug screening

Use of prescription drug monitoring program (PDMP)

Opioid informed consent

Increase access to naloxone

Consider opioid taper when risk exceeds benefits

Assess for opioid use disorder
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DHA Informed Consent o~
for Opioid Therapy

r [ * | plan %0 Use my Medications responsibly. and take them as prescribed.
T4, ARematves 1o e Teatment
[You Rave the option not 1 take opicids. Other treaments can be used a5 pan of your pain care plan, Allernatives include
[T e Gescripion of e ireamment
Jve you oy
i learn
I Consent for Long-Term Opioid Therapy for Pain I ider wit
A IDENTIFICATION |
1. Patent Name and Date of Birth opioids
fm f you
Name: Last. First. Mddie Date of Beth s, saking
our
T Decr =
Tecsonmaking copacty. .
[~ The patent HAS decision-making capacity (ski 10 tem 3)
™ The patient DOES NOT HAVE decisicn-making capacity. Enter surroaate name and relationship % the patient stert with
ferms
o
Surrogate Name Last. First. Middle Relatonship Pain to mae
3. Name of e treatment.  Long-Term Opioid Therapy for Pain
i Fractmoner sbiaining canzent —
o more. 1t
Name Last First. Madie s
5 Supervising practtoner. (1 spphcabie)
Rame Tast First. Micdie
8 Acdmonal practitoner(s) pedorming of supernsing the treatment (¢ not isted above)
Jors
B. INFORMATION ABOUT THE TREATMENT
7 Reason for long-term opiand therapy (diagnoses. condibon. of iNhcabon
8. Location of pain
Jeine as
Jerses e
s thecaoy
;. mere
0. Goalls) of long-term opioid therapy (¢ 9. pan score. functional abiites such a5 9o back 10 work, chmb stairs, walk short
distances. sleep rough the night, do daly household Chores, SLAt 3 BGhT xercise program ) e ikethood
opioids a8
fcavons,
frour Baby 1o
10. Name of current or initial opioid medieaton(s)
fegnancy.
defects in
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DHA Informed Consent o~
for Opioid Therapy m.h’

r [ * | plan %0 Use my Medications responsibly. and take them as prescribed.

= Page 1 includes —

W
Ivo.. Rave the option not 10 Lake opicids. Other treatments can be Used a5 Pant of your pain care plan. Alternatives inchude

| [TT- B Gescripeon of e treatment

B. INFORMATION ABOUT THE TREATMENT
7. Reascn for long-term opiod therapy (diagnosis. condition, or indhcation )

Indication for
opioids

8. Location of pain

Location of
pain

0. Goal(s) of long-term opioid theragy (& .. pan score, functional abiities such as 9o back 10 work, dimb stairs, walk shon
distances, sleep through the nght, do daly household chores, SLart & Bght @xercise program )

Goal of opioid
therapy

10. Name of current or initial opicid medication(s )

Name of
opioid
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DHA Informed Consent =
e ’d
for Opioid Therapy

r |+ I plan %o use my medicasions responsibly. and take them as prescribed.

= Page 2 includes brief description —

You have the option ot 1 take cpicids._Other treatments can be used a5 Pant of your pain care plan. Altematives include

L] L]
11, Bref cescrpoon of the reatment.
OT OpIOl erapy Crt e e b . Vo sty b e,y ey

opioids 10 find out if they will help you. They may try them for a short Sme or continue them for the rest of your ife. Your provider wil learn
more about your risks and side effects when you are trying the opioids. If the risks and side effects outweigh the benefits. your provider wil
$10p the preseription

11, Bref descnpton of the reatment

Opioids are very strong mediones that may be used to treat pain.  You may already bDe taking opioids, or your provider may try to give you
opioids 10 find out if they will help you. They may try them for a short tme or continue them for the rest of your ie. Your provider wil learn
more about your nsks and side effects when you are trying the opioids. If the risks and side effects ocutweigh the benefits, your provider wil
S0P the prescription

i your provider continues your opioid prescrption, the goals of your treatment may change over ime. The names and doses of your opiods
may also change. You will not need 10 390 ancther consent form for these changes. You may be asked 10 sign another consent form if you
seek opicid pan care from ancther DoD Medicne provider

Your provider will mongtor your prescnpson.  This may include checking how often you refill and renew your presoription, counting pills, asking
you about your symptoms, and festing your urne, saliva, and blood. ¥ you do not take opecids responsibly, your provider may st0p your
prescripton, For example, if you do not ket your provider monitor how you are responding o the opiids or el hem if you are taking other
drugs that may afect the safety or #ffectivenedss of your Opioid reatment, your peovider may Siop the prescrplion

For your safety. your provider and pharmacist will montor when you renew and refil your opicids within DoD Medione. When consistert with
state law. your provider will also monitor this outside of DoD Medicine. Most states have monfoning programs that track unsafe patterns of
prescrpton drug use. DoD Medicine and these programs may oblain and share informaton about you without your specific consent

Your provider will review with you a patient education guide on the safe use of opiowds called, Long-term Opicid Therapy for Chronic Pain to maie
sure that you know how 10 take your medication safely.
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DHA Informed Consent
for Opioid Therapy

—

!

Defense Health Agency

= Page 2 lists potential

r [ * | plan %0 Use my Medications responsibly. and take them as prescribed.

4. ARematves 10 e treatment
[You have the option not 1o take Cpicids. Other reatmaents can be used &5 Pant of your pain care plan. Alternatives include

Opioids are very strong medicines that may be used to treat pain. You may aiready be taking opiokis, Or your provider may try 1 give you

benefits of opioids e

For your safety. your provider and pharmacist will monitor when you renew and refil your opioids within DoD Medicine. When consistent with

opioids 10 find out if they will help you. They may try them for a short Sme or continue them for the rest of your ife. Your provider wil learn
more about your risks and side effects when you are trying the opioids. f the risks and side effects cutweigh the benefits. your provider wil
s5p the preseription

M your provider continues your opioid prescripion. the goals of your treatment may change over time. The names and doses of your opioids
may also change. You will not need 1 3ign ancther consent form for these changes. You may be asked 10 3ign another consent form if you
Seek Opicid pam care from ancther DoD Medicine provider

Your provider wil monfor your prescripton.  This may include checking how often you refill and renew your prescription, counting pills, asking
you about your symptoms, and festing your urine. 3aliva, and blood. ¥ you do not take opicids responsibly, your provider may 380p your
prescripion. For example, if you 40 not ket your provider monitor how you are responding 1 the opicids or tell them if you are taking other
drugs that may affect the safety Of effectiveness of your OPIOK reatment, your prOWder May SIOP the Prescrption

12. Potential benefts of the treatment

Opioids — when added 10 other HeMMents &5 Pan of your pan Cane plan -- may reducs your pan encugh for you 10 fesl Delter and do more
% unikely that opioids will ekminate your pain completely. It is possible that you may not receive any benefits from opiosd therapy

n

Sieepiness or “siow thinking”

Montal confusion. bad Greams. o Ralluinatons.
Constipation

Intestnal biockage

fiehing

Sweatng

Nausea or vomiting

Decreased sex hormones.

imegular or no menstrual periods

Depression
Ory mouth that causes tooth decay
Asecgies

fors.

Omher risks of opicid therapy.

Witndrawal symptoms if you suddenly stop taking opioids. lower the dose of your opioids 100 quickly. or take 3 drug that reverses he
offects of your opioids. Withdrawal Sympioms are caused by physical dependence that is 3 normal resul of KnG-temn opiox theragy.
Some common withdrawal Sympaoms are nunny nose, chils, body 3ches, MM, SWEILING. NENVCUSNESS, NILTEA, VOMENG. Mental
distress, and trouble sleeping
Sieep apnea (abnomal breathing pauses during slees)
Worsaning of pain
Impaired riving or impaired abiity 10 safely Operate machinery
Tolerance. which means that you may need a higher dose of opiokd to get the same pain relef. resuling in an increase in the likelhood
of the other side effects and risks
Addiction (craving for a SubsIance Tat Gets out of control). Some patents become addicted 1o Opioids even when they take opioids as
prescrived
Drug interactions (prodlems when drugs are taken together). Taking small amaunts of kcohol, SOMe Over-the counter medications,
30me herbal remedies. and other prescription medicaions can increase the chance of opioid side effects.
Risks in pregnancy.
“Continued use of opioids during PreGRANCY Can CaUSe your baby to have wihdrawal Symptoms afer birth and require your baby 10|
stay in the hospital longer afer birth.
*Stopping opioids sesdeniy-# you are pregnant and physically dependent on opicids can lead to complications during pregnancy.
“Stuckes have not shown  clear risk for birth defects with opicid use in pregnancy. If there is an increased risk for birh defects in
pregnancy with opioid use, it is Ekely s,
Dean

Jeine as

(04/2018)
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DHA Informed Consent

for Opioid Therapy

Defense Health Agency

= Page 2 includes

Side effects

Other risks

r [ * | plan 10 Use my medications responsibly, and take them as prescribed.

Known risks and side effects of the Yreatment

Possible opioid side effects include

.
.
.
.

Sleepiness or "slow thinking”

Mental confusion, bad dreams, or hallucinations
Constipation

Intestinal blockage

Decreased sex hormones

Iregudar or No menstrual periods
Depression

Ory mouth that causes tooth decay
Alergies

Other risks of opicid therapy

Wihdrawal symptoms if you suddenly stop taking opicids. lower the dose of your opioids 100 quickly. or take a drug that reverses the
effects of your opicids. Withdrawal Sympioms are caused by physical dependence that is a normal resul of Iong-tem opioid theragy.
Some common withdrawal symploms are runny nose, chills, body aches, Aamhea, SWeating. NENVOUSNESS, NAUSEA, VOMItng. mental
distress, and trouble sleeping
Sleep apned (abnomal breathing pauses during sleep)
Worsening of pain
Impaired driving or mpaired abiity 10 safely Cperate machinery
olerance, which means that you may need a higher dose of opioid to get the same pain relef. resulting in an increase in the likelhood
of the other side effects and nsks
Addiction (craving for a substance Tiat gets out of control).  Some patents become addicted 10 Opioids even when they take opioids as
prescrided
Drug interactions (prodlems when drugs are taken together). Taking small amounts of alcohol, Some over-the counter medications,
some herbal remedies. and other prescription medications can increase the chance of opioid side effects.
Risks in pregnancy.
"Continued use of Opi0Ids during Pregnancy Can Cause your baby to have withdrawal Symptoms afer Dirth and require your baby 1o
stay in the hospital longer after birth
*Stopping opicids swsdeniy-if you are pregnant and physically dependent on opicids can lead to complications during pregnancy
"Stuckes have not shown a clear risk for birth defects with opioid use in pregnancy. If there is an increased risk for birth defects in
pregaancy with opioid use, it is Bkely smal
Deamn

(04/2018)

(04/2018)
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DHA Informed Consent
for Opioid Therapy

N

r [ T i oy aieatons responai. and ke e 33 presbed

4. ARematves 10 e treatment
You have the 0ption not 1o take CpIcics. Other reatments can be used a5 pant of your pain care plan, Alternatives include

« Page 3 includes

+ Heat and cold therapy (heating pads, ice packs) * Seif-care techniques

* Stretching * Counseling and coasching

+ Exerce + Meditation

+ Weightloss + Rehabiitaton

+ Massage * Non-oploid pain medicines (Non-steroidal anti-inflammatory
* Acupuncture drugs. antidepressants. anticonvulsants)

+ Chircpracse . i

¢ Nerve Stimulation + Specialst pain care

Relaxation or stress reduction training * Surgery

4. ABematives 1o the treatment |
You have the oplion not 10 Wake cpicids. Other treaiments can be used &5 pan of your pain care plan, Allernatives include
* Heat and cold therapy (heating pads, ice packs) * Seif-care techniques
. *  Stretching * Courseling and coaching
Alternatives to . . R
+ Weight loss + Rehabditation —
. . + Massage *  Non-opioid pan medcines (Non-steroidal anti-nflammatory
O p I O I d S *  Acupuncture drugs. anbdepressants. anticonvulsants)
*  Chircpracse ¢ Injectons
+  Nerve Stimulation *  Specialist pain care
* Relaxation or stress reduction training * Surgery
* Physical therapy * Pain classes |
*  Occupational therapy ¢ Suppon groups
+  Mental health reatment + Amention 10 proper seep
15. AddSonal information

Signature Dase Tene

e, .
* | understand that 10 receive long-term opicids | must agree to my opioid treatment plan by signing this consent form
eCre has explained the treatment, what i is for, and how it could help me.
Semecne has explained things that coukd GO WIONG. Including Sericus 5ide effects and death, particularly if | o not take my medicine as
prescribed.
* Someone has 1ol me about other treatments that might be done instead. and what would happen if | have no treatment
* I understand the importance of
* telling my provider about side effects.
* telling my provider about changes in my pain and dady function.
* getting my opioids from only my DoD Medicine provider and no one eise.
* ot giving away (o selling) my opioids 1o other people.
* storing my opiokds in 3 safe place away from chikiren, famiy, friends. and pets.
* safely getting rid of opiowds | do not need
* not drnking aloohol or taking llegal street drugs when | am on opioids.
* for women, telling my provider if | think | might be pregnant, know | am pregrant. or am planning 1 become pregnant.

(04/2018)
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DHA Informed Consent

for Opioid Therapy

0

= Page4

I plan %0 use my medicasions responsily. and take them as prescribed.

be closed on weekends. holidays. and after regular clric hours. numwwmnmywm«mnwwmem
MeScaton refils of replace doSes Tat are Iost Of Stoken.

plan
« 1 understand that | may have 10 stop opioids if my provider thinks that it is unsafe for me to continue.
* Someone has answered all my Questons.

or any other TRICARE benefits.
* 1 have been offered the opportunitly to review and receive 3 copy of my consent form.
1 choose 1o have this treatment

* Someone has given me information about how 1o contact the clinic, i there is a problenn and who to cal in an emergency.
* 1 know | may refuse o change my mind about having treatment. f | 4o refuse or change my mind, | will not lose my health care

+ 1 understand how % refil my opioid or get a new that my DoD Medicine pharmacy may

+ 1 understand that my provider may order urine or biood drug 185ts with my consent (separate from this consent). | understand
hat the results of hese tests or my refusal 10 be tested may cause my provider o talk 10 me about changing My opioxd reatment

Signatre Bate Time
Winesses No witness 1 requred  the pabent o Surogate 3igns their Name. Two winesses are required only when the patent's
Signature is indicated with an *X" o S0me other identiying mark.

Urine drug
screening;
Opioid
monitoring

| plan % use my medicatons responsibly. and take them as presonbed.
| understand how % refill my opioid prescription or get a new prescription. | understand that my DoD Medicine pharmacy may
be closed on weekends, holidays. and after regular cliric hours. | understand that my provider might not give me early
medicaton reflls or replace doses that are lost or stolen,
| understand that mvy provider may order unne or blood drug tests with my consent (separate from this consent). | understand
that the results of hese tests or my refusal 10 be tested may cause my provider to talk 20 me about changing my opiond treatment
plan
| understand $hat | may have 10 stop opioids if my provider thinks that it is unsafe for me to continue
has answered all my guestions
gne has given me information about how to contact the clinic, f there is a problem and who 10 call in an emergency.
| may refuse or change my mind about having treatment. if | do refuse or change my mund, | will not lose my health care
or any other TRICARE benefits.
| have been offered the opportunity 1o review and recenve a copy of my consent form
| choose 10 have this treatment

Signature

(04/2018)
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-
Risk Mitigation Recommendations DHAZ=

Defense Health Agency

Opioid use guidelines endorsed by VA/DoD, CDC and DHA-
6025.04 recommend the following approaches to mitigate risk of
opioids

Comprehensive biopsychosocial pain assessment

Use alternatives to opioids when possible

Assessment of risks and benefits before and during opioid use
Periodic urine drug screening

Use of prescription drug monitoring program (PDMP)

Opioid informed consent

Increase access to naloxone

Consider opioid taper when risk exceeds benefits

Assess for opioid use disorder
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Naloxone HA"/-:

Defense Health Agency

= QOpioid antagonist that can reverse the
potentially fatal effects of an opioid
overdose

= Recommended

=  Morphine equivalent daily dose
(MEDD) >50 mg

= QOpioid / Benzodiazepine combination ) E’*memsm%?

= RIOSORD score >32 o

= Long-term opioid therapy .

= Provider clinical judgment

= QOthers patients, upon request U [
Narcan®
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-
Risk Mitigation Recommendations DHAZ=

Defense Health Agency

Opioid use guidelines endorsed by VA/DoD, CDC and DHA-
6025.04 recommend the following approaches to mitigate risk of
opioids

Comprehensive biopsychosocial pain assessment

Use alternatives to opioids when possible

Assessment of risks and benefits before and during opioid use
Periodic urine drug screening

Use of prescription drug monitoring program (PDMP)

Opioid informed consent

Increase access to naloxone

Consider opioid taper when risk exceeds benefits

Assess for opioid use disorder (OUD)

—_—
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g
Tapering/Discontinuation DHAZ=

Defense Health Agency

= Consider tapering when:
» Dose exceeds 90 mg morphine equivalent daily dose (MEDD)
= Patient is prescribed both opioids and benzodiazepines (taper one or both medications).
=  RIOSORD score >32
= Risks exceed benefits
= Tailor tapering approach to specific characteristics:
= QOpioid dose, duration of therapy, and type of opioid formulation
= Psychiatric, medical, and Substance Use Disorders (SUD) comorbidities
= Other risk factors (e.g., non-adherence, high-risk medication related behavior, social
support, coping)
= When safety allows, taper gradually (e.g., by 5-20% every 4 weeks) to allow time
for neurobiological, psychological, and behavioral adaptations.

(VA/DoD Diagnosis and Treatment of Low Back Pain Work Group, 2017)
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-
Risk Mitigation Recommendations DHA=

Defense Health Agency

Opioid use guidelines endorsed by VA/DoD, CDC and DHA-
6025.04 recommend the following approaches to mitigate risk of
opioids

Comprehensive biopsychosocial pain assessment

Use alternatives to opioids when possible

Assessment of risks and benefits before and during opioid use
Periodic urine drug screening

Use of prescription drug monitoring program (PDMP)

Opioid informed consent

Increase access to naloxone

Consider opioid taper when risk exceeds benefits

Assess for opioid use disorder (OUD)
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Opioid Use Disorder and =
Medication Assisted Therapy DHA’

= Risk for OUD starts at any Table C-1: DSM-5 Diagnostic Criteria for OUD [197]
d OS e a n d I n C rea Se S i n a d OS e Craving or strong desire or urge to agnOStic e
dependent manner

= QUD Features
= Loss of control over use

Recurrent use in situations that are physically hazardous

Tolerance

Withdrawal (or opioids are taken to relieve or avoid withdrawal)

Using larger amounts of opioids or over a longer period than initially intended

Persisting desire or unable to cut down on or control opioid use

Spending a lot of time to obtain, use, or recover from opioids

Continued opioid use despite persistent or recurrent social or interpersonal problems related to opioids

OO NJO U] RW N

= Continued use despite

h arm 10. Failure to fulfill obligations at work, school, or home due to use

Continued use despite physical or psychological problems related to opioids

11. Activities are given up or reduced because of use

- CO nsi d erme d I Cat 10N assli Ste d Table C-2: DSM-5 Diagnostic Criteria for Severity of OUD [197]

treatment

Mild Presence of 2-3 symptoms
Moderate Presence of 4-5 symptoms
Severe Presence of 6 or more symptoms

DSM-5 OUD Diagnostic criteria

(Psychological Health Center of Excellence (PHCoE), 2018)
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Opioid Use Disorder and =
Medication Assisted Therapy DHA"

= Risk for OUD starts at any
dose and increases in a dose
dependent manner

= QUD Features
= Loss of control over use

= Continued use despite
harm

=  Consider medication assisted
treatment

(PHCoE, 2018)

Table C-1: DSM-5 Diagnostic Criteria for OUD [197]
DSM-5 Diagnostic Criteria for OUD

1. Craving or strong desire or urge to use opioids

2. Recurrent use in situations that are physically hazardous

DSM-5 Diagnostic Criteria for |

Craving or strong desire or urge to use opioids

Recurrent use in situations that are physically hazardous

Tolerance

Withdrawal (or opioids are taken to relieve or avoid withdrawal)

Table C-2: DSM-5 Diagnostic Criteria for Severity of OUD [197]

Severity of OUD Number of Symptoms

Mild Presence of 2-3 symptoms
Moderate Presence of 4-5 symptoms
Severe Presence of 6 or more symptoms

“Medically Ready Force...Ready Medical Force” a8



Opioid Use Disorder and =
Medication Assisted Therapy DHA"

= Risk for OUD starts at any Table C-1: DSM-5 Diagnostic Criteria for OUD [197]
dose and Increases in a dose DSM-5 Diagnostic Criteria for OUD
dependent manner

= QUD Features
= Loss of control over use

Craving or strong desire or urge to use opioids

Recurrent use in situations that are physically hazardous

Tolerance

Bl Bl Bl R

Withdrawal (or opioids are taken to relieve or avoid withdrawal)

5. Using larger amounts of opioids or over a longer period than initially intended

. . 6. Persisting desire or unable to cut down on or control opioid use
* Continued use despite |7

harm

Spending a lot of time to obtain, use, or recover from opioids

11. Activities are given up or reduced because of use

- CO nsi d erme d I Cat 10N assli Ste d Table C-2: DSM-5 Diagnostic Criteria for Severity of OUD [197]

treatment

Mild Presence of 2-3 symptoms
Moderate Presence of 4-5 symptoms
Severe Presence of 6 or more symptoms

(PHCoE, 2018)
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Opioid Use Disorder and =
Medication Assisted Therapy DHA"

= Risk for OUD starts at any Table C-1: DSM-5 Diagnostic Criteria for OUD [197]
d OSG a n d | ncreases i n a d OSG DSM-5 Diagnostic Criteria for OUD

1. Craving or strong desire or urge to use opioids

d e pe n d e nt m a n n e r 2. Recurrent use in situations that are physically hazardous
3. Tolerance
= QUD Features

= |Loss of control over use

8. Continued opioid use despite persistent or recurrent social or interpersonal problems 1

Continued use despite physical or psychological problems related to opioids

10. Failure to fulfill obligations at work, school, or home due to use

= Continued use despite
harm

11. Activities are given up or reduced because of use

11. Activities are given up or reduced because of use

- CO nsi d erme d I Cat 10N assli Ste d Table C-2: DSM-5 Diagnostic Criteria for Severity of OUD [197]

treatment

Mild Presence of 2-3 symptoms
Moderate Presence of 4-5 symptoms
Severe Presence of 6 or more symptoms

(PHCoE, 2018)
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Opioid Use Disorder and =
Medication Assisted Therapy DHA"

= Risk for OUD starts at any Table C-1: DSM-5 Diagnostic Criteria for OUD [197]
d OSG a n d | ncreases i n a d OSG DSM-5 Diagnostic Criteria for OUD

1. Craving or strong desire or urge to use opioids
d e pe n d e nt m a n n e r 2. Recurrent use in situations that are physically hazardous
3. Tolerance
™ O U D Fe at ures 4. Withdrawal (or opioids are taken to relieve or avoid withdrawal)

S. Using larger amounts of opioids or over a longer period than initially intended

[} LOSS Of CO nt ro I Ove r u S e 6. Persisting desire or unable to cut down on or control opioid use
7. Spending a lot of time to obtain, use, or recover from opioids

] CO ntl n u e d u Se d eS p Ite 8. Continued opioid use despite persistent or recurrent social or interpersonal problems related to opioids
9. Continued use despite physical or psychological problems related to opioids

h arm 10. Failure to fulfill obligations at work, school, or home due to use

11. Activities are given up or reduced because of use

=  Consider medication assisted

Table C-2: DSM-5 Diagnostic Criteria for Severity of OUD [197

treatment Table C-2: DSM-5 Diagnostic Criteria for Severity of OUD [197]

Severity of OUD Number of Symptoms

Mild Presence of 2-3 symptoms

Moderate Presence of 4-5 symptoms

Severe Presence of 6 or more symptoms

(PHCoE, 2018)
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Opioid Use Disorder and =
Medication Assisted Therapy DHA"

Table C-1: DSM-5 Diagnostic Criteria for OUD [197]
DSM-5 Diagnostic Criteria for OUD

Craving or strong desire or urge to use opioids

Recurrent use in situations that are physically hazardous

Tolerance

Withdrawal (or opioids are taken to relieve or avoid withdrawal)

Using larger amounts of opioids or over a longer period than initially intended

Persisting desire or unable to cut down on or control opioid use

Spending a lot of time to obtain, use, or recover from opioids

Continued opioid use despite persistent or recurrent social or interpersonal problems related to opioids

OO NJO U] RW N

Continued use despite physical or psychological problems related to opioids

10. Failure to fulfill obligations at work, school, or home due to use

11. Activities are given up or reduced because of use

Table C-2: DSM-5 Diagnostic Criteria for Severity of OUD [197]

Severity of OUD Number of Symptoms

Mild Presence of 2-3 symptoms
* Consider medication assisted  |Modernt Presence of 4 symptoms
Severe Presence of 6 or more symptoms

treatment for patients

(PHCoE, 2018)
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Risk Mitigation Recommendations —
5 HAZ
Key Takeaways

Opioid use guidelines endorsed by VA/DoD, CDC and DHA-
6025.04 recommend the following approaches to mitigate risk of
opioids

= Comprehensive biopsychosocial pain assessment

= Use alternatives to opioids when possible

= Assessment of risks and benefits before and during opioid use

= Periodic urine drug screening

= Use of prescription drug monitoring program (PDMP)

= QOpioid informed consent

" |ncrease access to naloxone

= Consider opioid taper when risk exceeds benefits

= Assess for opioid use disorder
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