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Prescription opioid treatment for non-cancer pain and initiation

of injection drug use: large retrospective cohort study
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Fig 2 | Cumulative incidence of injection drug use initiation by prescription opioid use category, age at initiation of
chronic episode (chronic use category only), and average daily dose of chronic episode (chronic use category only).
PO=prescription opioid; MEQ=morphine equivalents; IDU=injection drug use. See methods for more details on opioid
use categories. Average daily dose calculated as the cumulative morphine equivalents dispensed during episode

divided by number of episode days covered by drug supply
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2004-06 2014-16 % change 2004-06 2014-16 % change
Albania 58 268 359.8 ltaly 1,407 4,359 209.8
Andorra 1,281 3,217 151.1 Latvia 675 1,652 144.7
Austria 9,361 20,180 115.6 Lithuania 686 1,360 98.2
Belarus 36 337 839.9 Luxembourg 4,819 4,584 -4.9
Belgium 12,450 14,892 19.6 Malta 317 492 55.5
Bosnia and Herzegovina 27 718 2,547.10 Montenegro 0 1,706 —
Bulgaria 354 532 50.4 Netherlands 4,635 12,198 163.2
Croatia 1,396 1,815 30 Norway 5,469 9,658 76.6
Cyprus 429 1,885 339.8 Poland 1,357 1,840 35.6
Czech Republic 1,654 4,614 179 Portugal 1,701 3,596 111.4
Denmark 9,915 12,166 22.7 Romania 39 692 1662.3
Estonia 813 803 -1.3 Russian 53 135 154.9
Finland 6,458 5,591 -134 Serbia 776 1,312 69.1
France 4,815 6,877 42.8 Slovakia 1,439 5,306 268.7
Germany 11,168 21,346 91.1 Slovenia 2,842 5,701 100.6
Gibraltar 2,403 14,698 511.6 Spain 5,022 10,789 114.8
Greece 2,184 7,892 261.4 Sweden 5,408 9,084 68
Hungary 2,091 4,281 104.7 Switzerland 5,899 11,850 100.9
Iceland 4,576 8,162 78.3 Ukraine 93 66 -29.7
Ireland 3,248 5,389 65.9 United Kingdom 3,021 8,214 171.9

European Union 6,477 8,967 38.4
s-DDD per 1,000,000 inhabitants/day United States of 14,598 16,491 13

Hauser Eur | Pain 2021




We found data on opioid-related deaths for 13 countries.
Austria (2003 to 2016), Estonia (2012 to 2017), Ireland (2006
to 2017), Serbia (2012 to 2015) reported a decrease. Croatia
(2015 to 2017) and Germany (2017 to 2019) reported a sta-
ble number of opioid-related deaths. leand (2000 to 2018),

France (2000 to 2015), Netherlands (2000 to 2014), Spam.‘

(2008 to 2017) and_tUm,t_‘e,d Kingdom (2017 to 2018) reported
an increase. Norwa; reported a decline in heroin-associated
deaths, a variable/stable tendency for methadone, but an in-
crease for other opioids from 2008 to 2018. No statements
were possible based on the Slovenian data.

Hauser Eur | Pain 2021
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The number of drug-related deaths has been rising
since 2013

Deaths - Three-year average
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Scotland has far more drug deaths per capita
than any European country

Number of deaths per million people, ages 15-64,
latest available data
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Estonia
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Note: Latest available data for most countries is from 2019, although UK-wide figure
is from 2017. Data shown for Scotland is from 2019 for comparison reasons

Source: EMCDDA, National Records of Scotland BIB|C]
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Persistent Postoperative Opioid Use

Each year in the United States, over 50 million surgeries and procedures are performed. Persistent
postoperative opioid use (PPOU) has become a major concern for individuals, communities, and society.

Definition
No consensus on a
definition of PPOU

many
opioid
scripts?

For how M

long
after
surgery?

Incidence”

All surgical
patients who
were opioid

naive preop

Certain types
of surgery +
opioid naive

patients

Certain types

of surgery + |
preop opioid
use

Risk Factors

Systems Factors: prescribers,

policy, healthcare system

Type of
Surgery?

Estimated
weight of
contribution
to risk factors
for PPOU

Patient history: preop opioid

use, anxiety, depression,
substance abuse, preoperative
painful conditions, etc.

*reported incidence from current literature; but should be noted that exact definitions of PPOU varied between studies.

Kent et al, Anesth Analg 2019.



Surgery and Opioids:
Best Practice Guidelines 2021
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Intraoperative Recommendations (Detailed)

Action: anaesthetists, surgeons

1. Intraoperative pain management should follow the principles of:
a. Promotion of early functional return, i.e. drinking, eating and mobilisation [25].

b. Multimodal analgesia- Multimodal analgesia has been shown to be opioid sparing and
provides superior pain relief [26,27,28].

c. Opioid sparing analgesia techniques- Opioid sparing techniques and use of opioid
sparing adjuvants are encouraged [29].

2. PROSPECT (Procedure specific analgesic techniques) recommendations for analgesia
should be used rather than over reliance on the WHO pain ladder [30].

3. Pain management techniques need to be individualised, considering patient choice, type of
surgery, comorbidity and pre-existing medicines. This should be based on shared decision-
making with the patient, taking into account the type of surgery, patient comorbidities and
pre-existing medicines use.
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Anaesthesia 2020 doi:10.1111/anae. 15262

Guidelines

An international multidisciplinary consensus statement on
the prevention of opioid-related harm in adult surgical
patients

N.Levy,' (5 J.Quinlan,” (O K. El-Boghdadly,”” (5 W. J. Fawcett,” () V. Agarwal,®

R.B. Bastable,” F.J.Cox,” (©) H. D.de Boer,” () S. C. Dowdy,'° K. Hattingh,'' R.D.Knaggs,'”
E.R. Mariano,'*''* (?) P. Pelosi,' > '® M. J. Scott,'’ (3) D. N. Lobo'®'? (%) and P. E. Macintyre®°



Levyetal. | Prevention of postoperative opioid-related harm

SETTING

Postoperative
period in
hospital

Preparation for
discharge

Post-discharge

Figure 2 Modifiable risk-factors and suggested recommendations or rationale for persistent postoperative opioid use (PPOU).

MODIFIABLE RISK FACTORS

Pre-operative opioids

RECOMMENDATIONS OR RATIONALE

Patients taking long-term opicids are more likely to develop PPOU: wean or taper opioids before surgery

Psychological comorbidities

Psychological interventions may reduce pre-operative anxiety, depression and catastrophic thinking, thus decreasing
postoperative pain and opioid requirements

Unrealistic expectations

Educate patients and carers about pain management, including non-pharmacological strategies and safe analgesic use

Reiiance on unidimensional pain
scores alone

Use functional outcomes to ensure that analgesic use leads to improved recovery

Abnormal pain trajectory

Patients whose pain is not following an expected trajectory should be identified early as this may signify postoperative
complications, neuropathic pain or psychological distress

Reliance on opioid analgesia

Use multimodal analgesia and non-pharmacological techniques for pain relief

QF B E e s R Le-e

Long-acting opioids Avoid initiating long-acting formulations; use short-acting opioids as needed only

Compound opioids Do not prescribe compound tablets: give each drug separately

g::{:g::::lg'ﬁzﬁwd’ for Educate patients and carers to use multimodal analgesia and non-pharmacological techniques for pain relief

Large number of oploid tablets Limit the number of tablets given at discharge

::sgc:;;::o" of discharge opioid Limit the duration of opioids given at discharge

lack of deprescribing advice Educate patients and carers about reducing analgesia (opioids first)

Repeal prescriptions The risk of PPOU increases considerably with each repeat prescription: review the patient before dispensing more opioids
%é; Chronic postsurgical pain Refer to a pain service if pain excoeds expected healing time
” m S0 cl Opois 35 Unsecured opioids risk unintended overdose or diversion
m :’;‘;’;‘“"“‘""“"“"" Educate patients and carers about safe disposal of unused opioids

Anaesthesia 2020



Anaesthesia 2020 Levy etal. | Prevention of postoperative opioid-related harm

ADVICE AT DISCHARGE
2 Deprescribing advice
Va 3 2 Advice about the significance of sedation
Q | 2 Advice on avoidance of opioid diversion
A 2 Instructions for safe opioid disposal

2 Limited duration of opioids with no automatic refills/repeats
2 Drug-driving advice, and avoidance of sedatives and alcohol

DRUGS AT DISCHARGE

2 Regular paracetamol and/or regular NSAID (if no contraindications)

2 Limited duration of immediate-release opioid

2 Avoid long-acting opioids

2 Inform patient to take opioids to promote function/seek medical advice if pain deteriorates
2 Avoid compound analgesics as they hinder deprescribing

ADVICE AFTER DISCHARGE

2 Stop opioids once movement is no longer restricted by pain

> Continue with regular simple analgesics, and then stop once movement and sleep are
no longer affected by pain

2 If opicid analgesics are used at a period when healing is complete, refer to pain service

FUNCTIONAL RECOVERY
3 Return to baseline function with all postoperative analgesics
stopped

FUNCTIONAL RECOVERY

Figure 3 Reverse pain ladderto promote postoperative analgesic deprescribing. NSAID, non-steroidal anti-inflammatory
drugs.



GOVERNANCE POLICIES

Pain Management, Analgesia or Opioid Stewardship Steering Committee as a priority

Safe and accountable use (closed-loop) of drugs such as opioids

PAIN MANAGEMENT POLICIES

Research and policies should be developed to have a better understanding and vision
Policies should be developed providing guidelines on maximum doses and duration
Processes and guidelines should be prioritised regarding the quality of the follow-up and the referral
Every hospital should monitor and re-assess

Preventing the risk of leading to the pendulum swinging too far in the other direction

PATIENT CARE AND CONSUMER ENGAGEMENT

Monitoring, disseminating, and benchmarking indicators
Secondary care should identify and provide opportunities to interact with Primary care

Support and access to primary or secondary care deaddiction services

Forget et al, BMC Health Serv Res 2022.



Operation Overall range

Category Author Operation Oplold users (time since surgery: %) al 3 months

Hip Semoni ef al Hip fracture surgery 3 to 6 manths: 33.8% (95% Cl, 33.4 to 34.2) 14.7 10 413%
Lindestrand ef al.'" Hip fracture surgery 3 months: 36% (95% Cl, 31.4 to 40.6)
Blagestad of al'® THA 3 10 6 manths: 14.7% (95% C1,14.5 10 15.0)
Dengler ef af.'’ Si joid arthrodess 3 months: 41% (95% Cl, 27.6 o 54.4)
Vanaclocha &f al.'® Sl joint fusion or denervabion 6 momths: 7.4% (85% CL -2510 17.3)
Knee Fenten ef al'® TKA 3 months: 7.9 to 28%
FNB 7.8% (95% Cl, -0.7 to 16.5)
LIA 13.2%: (96% Cl, 2.7 10 23.7)
Grosu et a).™® TKA 3 months: 2B% (95% C1, 17.9 10 38.1)
Hip and knee  Curry at 80" TKA: THA 3 months: 33% (95% CL 22.6 t0 43.3) 33%
Laufenberg-Feldmann af al'”  THA; TKA 8 months: 8.7% (95 CI, 4.3 to 13.1)
Other Lafenberg-Feldmann af &l 7 Nucleotomy; spondyladesis 6 months: 13,65% (95% CI, 8.6 10 18.6) 11.8 10 12.2%
Fuzier et &' Trauma or orthopaedic surgery 3 months: 12.2% (85% CI,10.7 10 14.3)
Chumbley er a/.'* Thoracotamy 3 months: 11.8% (95% CI, 0.9 10 22.6)
Duaté et o™ Tharacolomy (opsoed naive patients) 4 months: 0% (95% Cl, 0 to 0)

Laulenberg-Feidmann et al'" Cystectomy, prasisteciomy, nephrectomy 8 months: 2.09% (95% CL -0.2 to 4.2}

TKA, 10tal knee arthroplasty; THA 1otal hip anthroplasty, FNB, femoral nerve catheter; UA, local infiliration.

Sitter and Forget, Eur J Anaesth 2020



Figure 2. Percentage of Patients Filling an Opioid Prescription During First 7 Days After Surgery
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patrice.forget@abdn.ac.uk
forgetpatrice@yahoo.fr

PA N D O S pandos@abdn.ac.uk

An Observational study on Pain and Opioids after Surgery in Europe

One-week, national, prospective, observational cohort study

- any kind of surgery (adults)
>10,000 if possible

- as many hospitals as possible
>100 if possible

Specific objective :
- to provide detailed data describing perioperative opioid use.

Secondary objective:
- to document the association with pain, QoL and incidence of possible AEs
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Patient Information Sheet Guide

Your surgery

* The investigators will collect data from your medical records (your condition
and your medicines)

* The investigators will get to you with a few questionnaires (15 to 30 minutes
approximately) by telephone or in the hospital.

J/

* The investigators will collect data from your medical records (your condition
and your medicines)

» The investigators will get to you with a few questionnaires (15 to 30 minutes
approximately) by telephone.

/

* The investigators will collect data from your medical records (your condition
and your medicines)

* The investigators will get to you with a few questionnaires (15 to 30 minutes
approximately) by telephone.

/

After one
year



Pain and opioids after surgery (PANDOS)

To document the opioid use before and after surgery, its safety and to describe its

Aims
_ association with adverse events and persistent pain.

Methods One-week, international, prospective, observational cohort study

All the patients undergoing surgery during one week.

>10 countries in Europe, >100 hospitals, >10,000 patients in total
Adult patients, hospitalised, undergoing any kind of surgery
Opioid use, preop, in-hospital, at M3 and M12.

Secondary outcomes Pain, adverse events, and quality of life.

Statistical analysis Univariable analyses and multi-level logistic regression models

Entire study duration Eighteen months
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