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Objectives
e . I

» Scale and complexity of the opioid crisis
» Key elements of a system- and region-wide coordinated effort

» [Essential existing and emerging health IT touch points
« Within and above the EHR, relevant to the opioid crisis

» Recognize importance of analytics

« Monitor local prescribing patterns
« Overdose rates & predictive analytics at the point of care
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Ohio the “Face of the Nation’s Opioid
Epidemic”

U.S. Senate Finance Comm. Oct 2016
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University Hospitals Overview

> $4.0+ billion system annual revenues

» Super-regional healthcare system

Over 1.2 million patients annually

18 hospitals

50+ health centers and outpatient facilities
UH ACO: 350,000 members

28,000 employees and physicians

5,300 opioid prescribers
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Figure 1. Opioid Overdose Death Rates in Kentucky, Ohio, Pennsylvania,

West Virginia, and the Nation, 1999-2016
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Using our IT resources to fight the crisis...
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Plan for Success
T R T e

Setting

Standards [ .. I
Communication

= =
Cultural Change

Technology Tracking

[ Information 1 Analytics & Data

Escalation
Process
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Leveraging our IT Resources

»  Clinical Decision Support
» Toolkit & education
« Up to Date UH guidelines and decision making tools
« Documentation tools
» Direct link to OARRS (Ohio’s PDMP) and e-Prescribing
» Analytics
* Prescribing patterns
= MMESs, pill counts
= Comparative data within specialty
« Referral patterns and tools
 Utilization of tools
»  Partnerships
» Allscripts EMR partners
* Local data collaboratives

» The Future...
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Controlled Substance Toolkit Live —4/23/2018

University Hospitals U H C 0 M M U N ITY SEARCH Q

Controlled Substance Toolkit Home

UH Community == Controlled Substance Toolkit

Controlled Substance Home

Toolkit Contents CONTROLLED SUBSTANCE TOOLKIT
UH Contact Information

o . Welcome to the new Controlled Substance Toolkit webpage (previously known as the Opioid Toolkit)
For Clinicians site

As you are well aware, the opioid crisis is significantly impacting our community. Accordingly, UH is taking an aggressive approach with regard to patient safety around pain management and the usage of opicids as a
treatment protocol. As the entry point for most patients coming to UH, our community of care providers has the opportunity to drive meaningful change.

Given the complexity of pain management and the challenges in complying with new regulatory requirements for opioid prescriptions, UH has implemented policies to educate and safeguard you from missteps in this
increasingly scrutinized environment. Please review these resource documents created in an effort to help you ensure compliance with State Laws and UH policies and guidelines

We appreciate everything you do in helping us live the UH Vision: Advancing the Science of Health and the Art of Compassion.

Questions?
Questions related to these matenals may be directed to Heidi DelVecchio in Risk Management.
Questions on Urine Drug Screen should be directed to the UH Physician Laboratory Consultation Line — (216) 286-9295 or UHLABHELP@uhhospitals.org

Links not working? CRTL+F5 should refresh your computer and all of the links should work after that.

University Hospitals
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Opioid Prescribing Guidelines 2018

University Hospitals Op

For Pain Presenting at
ED & Acute Care

Facilities

For Acute Pain
QOutside of Emergency
Department

For Post-Surgical
Pain

ioid Prescribing Guidelines 2018

For Chronic and
Palliative Care Pain

For Hospice Care
Pain

Specific Goals

Sitop inappropriate prescribing
from ED & Urgent Care Centers

Limit first use of opicids and
decrease availability of unused
opioid medications

Prewsnt long-term opicid
dependency post-sungary

Ensure long-term patient safety
while managing long-termn pain

Symptom management and
end-of-life comfort care

Chronic Pain guidelines.

=30 days

» Consider non-phammacologic » Consider non-phamacologic | = Supply only the number | » “Press pause” and reassess at | « Cancer or terminal Siness.
and non-opicid therapies and non-opioid therapies of pills believed to be =80 MED per day diagnosis
» Awoid prescribing more than 3 | « Do not prescribe more than 7 necessary (procedure = Awoid co-prescribing of = 2 week supply
day supply of opiocids for acute days of opicids for adults specific) benzodiazepines for chronic = Caution with co-prescribing
pain = Do not prescribe more than § | = Awoid copreseribing of pain of benzodiazepines
Prescribing + Do not exceed an average of days of opioids for minors benzodiazepines = Caufion co-prescribing of
Limitations 30 MED per day _ = No lung-anhngupmds berznd'!mepinﬁfnr palliative
= Must document reason if = Avoid co-prescribing of care pain
prescribing in excess of day benzos.
supply and MED Emits
* Mo long-acting opioids
» Awpid co-prescribing of
benzodiazepines
= Check prior bo prescribing if = Check prior fo prescribing = DARRS check not = Check prior bo prescribing and | « OARRS not required by
OARRS script greater than 3 days = Document prescriber required by law; apgain every 20 days law; however, recommend
Requirements = Document pre_su:.":-er assessment of DARRS report however, provider e Diocurnent pre?c.":-e.r check :r_il:-ru:- prescribing
Chhio Alfomatad assessment of JARRS report and scan report into chart should check DOARRS f assessment of DARRS report and again every B0 days
¢ R R fing and scan report into chart thers is 3 reason to and scan report into chart « Document prescriber
= believe that patient may assessment of DARRS
System) be abusing or diverting report and scan report inte
chart
= Assess for risk of addiction, = Assess fior msk of addiction, » Assess for nsk of = Assess for risk of addiction, = 48 hours a mgger for
abuse andlor diversion using abuse andlor diversion using addiction, abuse andlor abuse andfor diversion using reevaluation
“red flags” below “red flags” below diversion using “red “red flags" below = Clinical wisits and
+ Referral to primary care or = 2 wesks is a tigger for in- flags™ below = Patient must be seen in office interdiscipinary team
specialist for evaluation, person reevakuation = Ayoid high-velume, every B0 days for re- meetings
treatment and monitoring of = Consider referral to specialist short-acting PRM doses evaluation of pain, function, = 14 day supply
Important continuing pain fior patients with persisting fior breakthrough pan medication effiectivensss = Assess for nsk of
Clinical Steps + Consider providing commumity pain « |f pain persists beyond » Complete controlled addiction, abuse andlor
resource list upon discharge = Cionsider random urine qpected duration, sulbstance agreement diversion using “red flags™
toxicology screens reevaluate and refer as | = Obtain initial and annual below
= Consider controlled indicated random urine toxicology = Educafion on disposing of
substance agreement when = Consider controlied SCresns controlled substances after
duration of opicid sulbstance agreement = Consider referral to specalist patient death
» [f prescribing =30 days, see when duration of opicid for patients with persisting

Additional Key
Paoints

pain
» Sereen for red fiags” (e g.. known history of chemical abuse or substance use disorder, exam does not comoborate the complaint, frequently requesting eary refills);

» Discuss with patient a planned wean off opicid therapy;
+ Discuss propar secure storage and disposal of unesed medications; and
» Remind patient that it is both unsafe and unlawful to give away or sell opioid medication

Confdential Quality Assurance/Paesr Review Priviiegad Pursuant to Ohlo Revized Code Sections 2305.24, 230525, 251, 252, 253

University Hospitals oy AI |scriptsw
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Documentation Temelates

» Embedded standards of documentation

« Pain scales, risk identifiers, functional status
» Best practices

« Reminders and Education
» Analytics of utilization

* Track utilization
« |dentify educational opportunities
« Data to direct continuous improvement

» Lets not forget provider happiness©
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Mandatory Utilization
TR ..

> OARRS (Ohio’s PDMP)

« State law mandates

« Completion and Documentation is a significant challenge for
clinicians and office staff

* No good way to understand compliance

« NEW: Direct link to OARRS
= Easy access
= Direct documentation and ability to measure
» Decrease staff and provider workload

» e-Prescribing

« Hurdles for controlled substances, already doing all other meds
« Launch end of 2018
 Mandate use vs. other meds.
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Outcomes

...We ARE Making a Difference
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Metrics of outcomes
T R T e

» Easy to measure pill decreases
« Correlates to our work
 Discretely measured
» Difficult to measure the SAFETY while still receiving
opioids
 Efforts not solely focused on pill counts
Education
Governance
Accountability to 100% compliance with expectations
Measurement is now feasible
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Controlled Substance Quality Assurance Chart Review (QACR)

Step 1
Outside
Guidelines
Education
45 days to correct
Action Plan Non-compliant
Re-audit
\. . [
Step 2. Re-educate / 30 days / re-audit
L
4 )
Step 3: Lose
Opioid
Prescribing
Ability
\_ /
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“In the debate over opioid
addiction, there’s one group we
aren’t hearing from: chronic pain
patients, many of whom need to
use the drugs on a long-term
basis.” -s.E. smith
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UH Results Thus Far

Ambulatory Morphine Equivalent Unit Doses/Day
July 2017 — June 2018

Family Medicine Internal Medicine

.3
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UH Results Thus Far

Ambulatory Number of Opioid Units
July 2017 — June 2018

Family Medicine Internal Medicine

8
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anergx: oeioid Erescrietions

ED Fast Facts (Jan 2017 to May 2018)

» 451 unique providers Opioid Rx/Provider
» 392,000 visits

» 30,270 opiate Rxs
» National Avg.t: 12%
» UH rate: 7.7%

Education
Target

=0-100 =101-200 =201-300 =301+

1 (3OMED/< 3 days)

Hoppe et al. Opioid prescribing in a cross-section of US EDs; AEM 2015
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Partnerships

NEO Hospital

Opioid Consortium
Best practice sharing

Allscripts .
Enhancing our intelligence /g% A"SC[’IptS@
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Role of Healthcare IT in the OBioid Crisis

» Health Care Information Technology Tools

» Examples
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Healthcare Information Technology Tools
TR ..

» Help prescribers make more informed decisions

* Prescription Drug Monitoring Program (PDMP)
 Clinical Decision Support (Opioid Prescribing Guidelines)

» Securely Prescribe Opioids
« Electronic Prescribing Controlled Substances (ECSP)

» Measure Impact of Above
« Opioid Prescribing Patterns, Overdose and Death Rates (Analytics)

gUniversity Hospitals oy Al |Scriptsw Cleveland | Ohio 24



Prescription Drug Monitoring Program

Prescription Drug Monitoring Program

» 49 of 50 US states
e have an operational
PDMP database

Source: Centers for Disease Control and Prevention Opioid Abuse website https://www.cdc.gov/drugoverdo ze/pdmp/states html

Value: Detect “doctor shopping”, validate legitimate opioid use

Keys to success: integrate within clinician workflow, single sign on from EHR, patient context
specific

Challenge: lack of centralized national PDMP database, may not be seeing “whole picture”

0 — .
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Clinical Decision Support
e . I

IMPROVING PRACTICE THROUGH RECOMMENDATIONS

CDC's Guideline for Prescribing Opioids for Chronic Pain is intended to improve communication between providers and
patients about the risks and benefits of opiaid therapy for chronic pain, improve the safety and effectiveness of pain
treatment, and reduce the risks associated with long-term opioid therapy, including opioid use disorder and overdose.
The Guideline is not intended for patients who are in active cancer treatment, palliative care, or end-of-life care.

DETERMINING WHEN TO INITIATE OR CONTINUE OPIOIDS FOR CHRONIC PAIN

s CLINICAL REMINDERS

Nonpharmacologic therapy and nenopioid pharmacologic therapy
are preferred for chronic pain. Clinicians should consider opioid
therapy only if expected benefits for both pain and function are
anticipated to cutwigh risks to the patient. f opioids are used,

© Opioids are not first-line or routine
therapy for chronic pain

they should be combined with nonpharmacologic therapy and H o Establish and measure goals for pain
nonopioid pharmacologic theragy, as appropriate. and Sction

Before starting opioid therapy for chronic pain, clnicians o Discuss benefits and risks and

should establish treatment goals with all patients, including i availability of nonopioid therapies with

realistic goals for pain and function, and should consider how
opiid therapy w continued if benefits do not cutweigh
tisks. Clinicians should continue opicid therapy only if there is

patient

clnically meaningful improvement in pain and function that
outweighs risks to patient safety.

Before starting and periodically during opioid therapy, clinicians
should discuss with patients known risks and realistic benefits
of opioid therapy and patient and clnician responsibilties for
managing therapy.

Value: Provide evidence based clinical guidance to clinicians for effective treatment of pain, help
determine need for opioids, and if opioids are prescribed, minimize risk for opioid misuse,
overdose and death

Keys to success: integrate within clinician workflow, easy to use, trusted source, actionable,

University Hospitals Cleveland | Ohio 26
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Electronic Prescribing Controlled Substances (EPCS)

e-Prescribing of non controlled substances is common...EPCS adoption is low

2007 | 20M6 State Pharmacy | Prescriber | Controlled s
Rank | Rank Enablement | Enablement | Substances - -
Prescribed * u
Electronically e °
1 Mew York 97.8% 74.B% 93.B%
2z 2 Maorth Dakota 08.2% 40.9% L10%
3 25 Maina 80.1% 51.0% 412%
4 3 South Dakota 06.2% J0.2% ITI%
5 7 Minneszota 85.9% 26.4% 34 2% , o _ ,
: " " *Click on highlighted states for more information
| Maticnwide IQE.'% | 22.0% | 18.8% I EPCS mandated by law EPCS legislation introduced

Source: National Progress Report, 2017, Surescripts Source: imprivata

Value: Reduce drug diversion

Keys to success: integrate within clinician workflow, rapid and efficient two factor
authentication

Current Challenge: low provider adoption (cost is significant barrier), few states mandate

Cleveland | Ohio 27

QUniversity Hospitals oy Allscriptsw


https://surescripts.com/docs/default-source/national-progress-reports/2151_npr_2017_finalB.pdf
https://surescripts.com/docs/default-source/national-progress-reports/2151_npr_2017_finalB.pdf
https://www.imprivata.com/state-epcs-legislation

Analytics
TR ..

Value
« Monitor opioid prescribing patterns and identify
Inappropriate prescribing, monitor local opioid overdose
rates and patterns.

* Predictive analytics models that identify patients at risk
for chronic opioid use at point of prescribing.

Keys to success
« Meaningful data, integration within an opioid prescribing
guality improvement program, predictive model integrated
within clinician workflow

Cleveland | Ohio 28
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Exameles

» Clinical Decision Support
« CDS Hooks using CDC Chronic Opioid Prescribing Guidelines

» Analytics
« Opioid Prescribing and Overdose Patterns

* Predictive Analytics

gUniversity Hospitals %, Allscriptsw Cleveland | Ohio 29



CDC Opioid Prescribing Guidelines

52 Pages

1 Page...still a lot to consider

Centers for Disease Control and Prevention

Morbidity and Mortality Weekly Report
Recommendations and Reports /Vol. 65 / No. 1 March 18,2016

CDC Guideline for Prescribing Opioids for
Chronic Pain — United States, 2016

gov/immuwr/eme/conted htmi.

U.S. Department of Health and Human Services
Centers for Disease Control and Prevention

University Hospitals

Allscripts

Checklist for prescribing opioids for chronic pain

For primary care providers treating adults (18+) with chronic pain =3 months, excluding cancer, pall

| cuecaust |
When CONSIDERING long-1 opioid therapy

O Set realistic goals for pain and function based on diagnosis
(eg, walk around the block).
O Check that non-opioid therapies tried and optimized.
O Discuss benefits and risks (=g, addiction, ovardosa) with patiant.
O Evaluate risk of harm or misuse.
= Discuss risk factors with patient.
= Check prescription drug monitoring program (FOMP) data.
= Check urine drug screen.
O Set criteria for stopping or continuing cpicids.
O Assess baseline pain and function (eg, PEG scalel.
O Schedule initial reassessment within 1-4 weeks.
O Prescribe short-acting opicids using lowest dosage on product labeling;
match duration to scheduled reassessment.

If RENEWING without patient visit

O Check that return visit is scheduled =3 months from last visit.

When REASSESSING at ret isit
Continue opicids only after ing climically i
in pain and function without significant risks or harm.
O Assess pain and function {eg, PEG); compare results to baseline.
O Ewvaluate risk of harm or misuse:
» Disserve patient for signs of over-sadation or overdasa risk
— If yes: Taper dose.
* Chack PDMP.
= Check for opicid use disorder if indicated {eg, difficulty controlling use).
- If yes: Refer for treatment.
O Check that non-opioid therapies optimized.
O Determine whether to continue, adjust, taper, or stop opicids.

O Calculate opicid dosage morphine milligram equivalent (MME).
= |f 250 MME /day total (=50 mg hydrocodone; =33 mg oxycodone),
increase frequency of follow-up; consider offering nalaxone.
« Avcid =00 MME/day total {90 mg hydrocodane; =60 mg axycodans),
or carefully justify; consider specialist referral.

O Schedule reassessment at regular intervals (<3 months)

U.S. Department of
Hea|th and Human Services

Certtars for Disease.
Cantrol and Prevention TO LEARM MORE | wwrw. coic. govidrugaverdase [prescribing iguideline

and end-of-life care

REFERENCE

EVIDENCE ABOUT OPI0ID THERAPY

= Benents of jong-term opioid tnerapy fov chmnic
pain not well supparted Dy ewdence.

* Short-tarm benefits smail i moderate for pain;
inconsistent for funcion.

= Insumcient evidence fov KNg-temm benants in
oW DECK B3I, NESECNE, AN NDMMyEIgE.

NON-OPI0ID THERAPIES

Utse alone or comiined with oploids, as Indicated:

* Non-opiold medications (ag, NSAIDs, TCAS,
SNRIs, anth-comvuisants)

= Pysical fraatments {eg, exercisa therapy,
welght loss).

= Benavioral freatment (eg, CBT).

= Procadures (g, Infra-articular corticosterids).

EVALUATING RISK OF HARM OR MISUSE

KW risk factors Include-

= liagal drug use; prescription crug use for
nonmedical reasans.

= History of substance use disOrder of overdose.

* Mental heath conditions (eg. depression, anxlaty).

» Sleep-disordered breathing.

* Concument benzodiazepine usa.

Urine drug testing- Chack to confirm presence
af prescrited sul and for undisciosad
prescription drug or cit substance usa

Prescription drug monitoring program (POMP)-
Check for opioids or bananaiazapines from
other sources.

ASSESSING PAIN & FUNCTION USING PEG SCALE
PEG score = average 3 Individual question scores
0 bemeline iz clinically mezringh

Wz What number from 010 best describes
your pain in the past week?
0="n0 pain”, 10="worst you can Imagine”
z: What mumber from 0~ 10 describes how,
g e pEst WESK, 3 Nas Intermared
with your enjoyment of ife?
0="natat all", 10="compiete Interterence”
3 What number from 0 10 describes how,
during the past week, pain has interiered
with your general activity?
0="nat at all", 10="completa Interierenca™

Cleveland | Ohio
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Example: When to Consider Naloxone

Checklist for prescribing opioids for chronic pain

For primary care providers treating adults (18+) with chronic pain =3 months, excluding cancer, palliative, and end-of-life care

When CONSIDERING long-term opioid therapy
O Set realistic goals for pain and function based on diagnosis
{2g, walk around the block).
O Check that non-opicid therapies tried and optimized
O Discuss benefits and risks (eg, addiction, overdose) with patient
O Evaluate risk of harm or misuse.
« Discuss risk factors with patient
« Check preseription drug manitaring program (PDMP) data.
« Check urine drug screen
O Set criteria for stopping or continuing opicids.
O Assess baseline pain and function (eg, PEG scalel.
O Schedule initial reassessment within 1-4 weeks.
O Prescribe short-acting opiids using lowest dosage on product labeling;
match duration to scheduled reassessment.

1f RENEWING without patient visit

0O Check that ratumn visit is scheduled <3 months from last visit

When REASSESSING .
Continue opioids only after ing clinically
i pain and function without significant risks or harm.

O Assess pain and function (eg, PEG); compare results to baseline.
O Evaluate risk of harm or misuse:
« Observe patient for signs of over-sedation or overdase risk.
~ If yes: Taper dase.
* Check FOMR
« Check for opicid usa disorder if indicated (eg, difficulty controlling use).
— If yes: Refer for treatment.
O Check that non-opioid therapies optimized
O Determina whether to continue, adjust, taper, or stop opioids.
O Caleulate opicid dosage morphine milligram equivalent (MME)
« If =50 MME iday total (=50 mg hydrocodone; =33 mg oxycodane),
increase frequency of follow-up; consider offering naloxone.

« Buwoid 290 MME /day total {90 mg hydrocodone; 60 mg oxycodone),

or carefully justify; consider specialist referral

O Schedule reassessment at regular intervals (<3 months)

EVIDENCE ABOUT OFI0ID THERAPY

» Beneflts of Iong-term oploid therapy for chmnic
pain not well suppared by evldence.

* Short-tanm benefifs small io moderate for pain;
inconsistent for fanction,

* Insuficient evigence for iong-term benaitis In
oW biack pain, heatiache, and AbOmyagia.

NON-OPI0ID THERAPIES

Usz alone o combined with oplolds, as Incicated-

* Nan-opioia memcations (ag, NSAIDS, TCAS,
‘SNRIs. anth-comvuisants).

» Physical treatments {eg. exercise therapy,
WesgNt Ios).

* Behavioral treatmert (eg, CET).

* Procedures (eg, Inira-articular corticosterics).

EVALUATING RISK DF HARM OR MISUSE

Known risk factors Include:

* lliegal drug use: prescription crg use for
nonMmeical reasons.

* History of subrstance (e disorder o overdizse.

* Menlal heaith conditions feg, depression, anxety).

* Sleap-isardered braathing.

* Concurent benzodlarepine use.

Urine drug festing: Chack to confirm presence

af prescrited substances and for Lnalscisad

prescription drug or Iilicit substance use

Prescription drug monltoring program (POME)

Check for oplcids or benzoclazepines from

ather sources.

ASSESSING PAIN & FUNCTION USING PEG SCALE
PEG score = average 3 Indvicual question scores
(30% improwement from baseline is clinically meaningfull
iz What number from 010 best describes

your pain In the past week?

0:="n0 pain’, 10="worst you can Imagine”
@2: What mamber from -10 describes bow,

0="natal alF, 10="compiete Inferference™

a3: Wnat number from 0~ 10 JESCTIDES oW,
during the pest week. pain fas intertersd
VA Youw ganeral aCHvity?
0="nat at all, 10="compietz Interterance™

TO LEARN MORE | waw.cic govidrugoverdasc/prescribing iguideline

University Hospitals

When REASSESSING at return visit
Continue opioids only after confirming clinically meaningful improvements
in pain and function without significant risks or harm.
O Assess pain and function (eg, PEG); compare results to baseline.
O Evaluate risk of harm or misuse:
* Observe patient for signs of over-sedation or overdose risk.
— If yes: Taper dose.
* Check PDMP.
» Check for opioid use disorder if indicated (eg, difficulty controlling use).
— If yes: Refer for treatment.
O Check that non-opioid therapies optimized.
O Determine whether to continue, adjust, taper, or stop opioids.

|2 Calculate opioid dosage morphine milligram equivalent (MME).

» |f =50 MME /day total (=50 mg hydrocodone; =33 mg oxycodone),
increase frequency of follow-up; consider offering naloxone.

» Avoid =90 MME/day total (=90 mg hydrocodone; =60 mg oxycodone),
or carefully justify; consider specialist referral.

O Schedule reassessment at regular intervals (<3 months).

Allscripts

Cleveland | Ohio 31



Emerging HIT: Embedding CDC Opioid Prescribing Guidelines using FHIR

EHR e-Prescription EHR triggers a EDS hook and
axycodone ER tableis, 20 mg IIWD kes a remote service EDS Service executes
mmqu hours lt*s own rules, leveraging
e FHIR data as needed

EHR

Information Card

Recommendation Card Returns CDS cards
(rendered and displayed by EHR)

FHIR Server

Prescribe Maloxone

Value: identify possible care gap in real time using CDC guideline logic, show
meaningful information and actionable recommendations, EHR agnostic

Keys to success: integrate within clinician workflow, easy to use, actionable, trusted

For more information see CDC Opioid Prescribing Implementation Guide

gUniversity Hospitals }E:.& Allscriptsw Cleveland | Ohic 32


http://build.fhir.org/ig/cqframework/opioid-cds/implementation-documentation.html
http://build.fhir.org/ig/cqframework/opioid-cds/implementation-documentation.html

Opioid Prescriptions
e . I

Opioid Prescriptions Morphine Milligram Equivalents (MME)
1,200 —— Fnitany 800,000 m—ae Fentanyl
3 Hydrocodone
== Hydromorphong
- Morphine
e Duycodone Oxycodone
600,000
800
! .
B = 400,000
E &0 2
400
200,000
200
0 0 b_.:.:— - g
1 2 3 4 3 6 1 2 3 4 5 6 7
2018 2018

Gender Age Indication © Drug Sig  Refills = Date
Male 48 pain Percocet 5/325 oral tablet 5 0 38 1 tab(s) orally 4 0 2/10/2018
times a day, As
Needed
Male 35 for post-operative pain  oxyCODONE-acetaminophen 5 mg-325 28 7 210 30 1 tab(s) orally every 0 2/9/2018
mg oral tablet 6 hours x 7 days,
As Needed -for
severe pain
Male 52 for post-operative pain  oxyCODONE-acetaminophen 5 mg-325 28 7 210 30 1 tab(s) orally every 0 2/26/2018
mg oral tablet 6 hours x 7 days,
s N fi /
As Needed -for 3/2/2018
severe pain
3/5/2018
Male 66 ©oxyCODONE-acetaminophen 5 mg-325 28 7 210 30 1 tab(s) orally every 0 2/7/2018

mgq oral tablet 6 hours x 7 days,
As Needed -for
severe pain

Male 44 oxyCODONE-acetaminophen S mg-325 28 7 210 30 1 tab(s) orally every 0

mg oral tablet 6 hours, As
Needed -for severe
pain

Female 31 0xyCODONE-acetaminophen 5 mg-325 28 7 210 30 1 tab(s) orally every 0 2/3/2018
mgq oral tablet 6 hours, As
Needed -for severe
pain

Female 38 Percocet 5/325 oral tablet 2 2 15 8 1 tab(s) orally once 0 2/5/2018
a day (at bedtime)

Male 58 oxyCODONE-acetaminophen 5 mg-325 15 0 113 1 tab(s) orally every 0 2/8/2018
mgq oral tablet 8 hours, As Needed
for severe pain

Male 58 0oxyCODONE-acetaminophen 5 mg-325 8 2 60 30 1 tab(s) orally every 0 2/6/2018
mgq oral tablet 6 hours

U

University Hospitals

. A”SCI’iptS” Cleveland | Ohic 33



Opioid Prescribers
e . I

Prescriptions by Prescriber Type Maorphine Milligram Equivalents (MME) by Prescriber Type
2,500 Sxycodons 800,000 Oxycadons
Morphine Marphine
I Hydromorphons . Hydromo phons
Hydrocodone Hydrocodons
2,000 N Fentanyl B Fentanyl
600,000
1,500
; 400,000
; 1,000
200,000
500
e ——
—
0 = | : ]
Resident Physican Advanced Physician  Nurse Fellow Resident Advanced Physician  Physican Nurse Fellow
Practice  Assistant Practice stant
Nurse Nurse

Discipline 5 Prescriptions © Prescriptions by Opioid Prescriptions Average Quantity /Prescription = Average MME/Prescription
279 308 Oxycodone 125 Oxycodone 100 2504
215 W Morphine 100 W Horphine a0 2004
Hydromophone Hydromomphone
1851 B Hydrocodone 75 B Hydrocodons 60 150+
50 40 1004
123 25 I [ 20 501
62 0 —_— 0 04
od 1.2 3 4 5 6 7 1 2 3 4 5 6 7 1 2 3 4 5 6 7
— optp—— ! L 201 ! L 201 !
204 308 Oxycodone 125 Oxycodone 100 250+
246 W Morphine 100 B orphine 80 200
Hydromorphone Hydromorphone
1854 W Hydrocodane 5 W Hydrocodone 60 150+
50 40 1004
1234 25 20 504
624 0 | 0 ol
04 — 1.2 4 5 & 7 1 2 4 5 6 7 1 2 4 5 6 7
01— L 201 ! L 201 .
195 3084 Oxycodone 125 Oxycodone 100 250+
B orphine B Horphine ]
2464 Hydromorphonz 100 Hydromomhone & 200
1854 e Fentanyl I e Fentany! 60 1504
50 40 100+
1234 35 20 50
624 0l == 0 04
04 —_— 1 2 3 4 5 6 7 1 2 3 4 5 [ 7 1 2 3 4 5 3 7
—atg—— L 201 : L 201 :
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Opioid Administration (Inpatient)
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Morphine Milligram Equivalents {MME) Administrations
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300,000

50,000

200,000

150,000

100,000

50,000

I Dy
Morphine
= drop aphong

I dracadans
Servanyl

N Codwrg

Facility

/ Allscripts’

Cleveland | Ohio 35



Local Opioid Overdose Rates
T T ——

Opioid Overdose/ 10,000 Visits

40

30

20

10

Suspected opioid overdoses per 10,000 visits

2018

« Health systems can monitor and use to target interventions to reduce risk of repeat overdose, which may
differ between subsets of patients

* Prescribers might change opioid prescribing practice when informed of patient overdose or death Opioid
prescribing decreases after learning of a patient’s fatal overdose SCIENCE10 AUG 2018 : 588-590

« Can assist health departments to identify increases in opioid overdoses more quickly and coordinate
response efforts
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Opioid Overdose Distribution

Visits with Opioid Overdose Diagnosis

Acrl
Esri; HERE, Garmin, NGA, USGS, NPS \= ﬁ \’g
N AL
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Opioid Overdose Diagnosis by Age
TR ..

Heroin Overdose: Predominantly Young, middle age

Age
24
20 D
i o e e b
16 Adverse effect of other synthetic narcotics, initia. ..
)
E 12 W Adverse effect of other opicids, subseguent en...
R Adverse effect of other opicids, sequela
N l l B Adverse effect of other opicids, initial encounter
4 lli | | || il.; |Ii ﬁ |I |i 1 i ||| 8- Hl i
ll---l-.l- nl I H llHlHl ™ I'Ilnllﬁ J S ———
= g2 8 a3 8 E £ 3 4 2 I = I — — .
I Accidental poisoning by hercin I
Age
Adverse Effect of Other Opioids, Initial Encounter: Predominately Middle Age, Elderly
Age
24
20 D
s i g 1 e 4 i s
" 16 Adverse effect of other synthetic narcotics, initia...
E 12 W Adverse effect of other opicids, subsequent en...

=]

Adverse effect of other opicids, sequela
Adverse effect of other opicids, initial encounter I
il | || el |i u ||| tibatalilad.oon
Il...l..l. mul l I| ilnlalani¥nn I'Ilnllﬁ centlposoning by ehecione
a IJ c') ‘1 ‘T [ ] d: c’} I- \—

F &I 8 8 F 9 TR EE o=
= W Accidental poiscning by hercin

Age
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Opioid Overdose Visit Details and Timeline

Facility First Last Ethnicity Marital Status Visit Date LOS (days) Dispo Dx

19 Female White Not Masried 1/27/2018 2 Home fect 0.2%5 Final Se Timeine
Hispanic Dx
al
29 Male Black/Afr Not ql dverse effect T404XSA  Finol Se Timelne
can Hispan the {
mer thet
arcobic 5
20 Male White Nor qle 24 ' e T40.1X1A  Final Prncpl Timeline
4 \ v Dx
64 Female Black/Afr Not Gle 1/1 i it T4l 1 ER Fnl Princ Timeling
ican Hispan v Dx
Female Whie Noft ™ - 1/1/2011 e effe T40.2X5 Final Sa Timeline
Hisp f othe
01059 % |
DUnie
65 Male Whit ot MarTied 1/2/2018 se effect T40.25 Final S Timeine
ispan " D
0ad s al
Male Ela Af ot qle 172 - 40.2X1A Final S Timaline
ican Hispan overdose Dx
Ame
Opioid Timeline Encounter Number:
Date/ Time Hours Since Admit Hour Event Description MME Evest
Location
1/0/2010 1116000 MM o0 23 Admeivan Adrrtion '
1/31/2018 12:21:00 AM 11 Naboxone Administs ation Nalox Irjectable Adult £C
VIN2018 12:29:00 AM Nadox nanistration Naloxose Injectable dult
LIN2018 4:33:00 AM 53 4 Dacharge Dscharga ( Home)
2/4/2018 3:12:5% AM 29.9 3 DNagnoss Acodental possoning R Fd Prin

U
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Emerging HIT: Predictive Analytics

s

Data Model Model Point of
Capture Creation Application Care Use
Initial Data Sources Rules Engine Utilize claims & clinical For caregivers
EHRs, claims Evidence based Manage outcomes Point of care clinical

decision support tools

Expanded Data Sources "Big Data" Tools Integrate predictive models For patients

genomics, social media, Machine learning, Identify pre-disease Patient Portal

ancestry, environmental statistical tools, populations Other- e.g. Apple Health
validate algorithms App

gUniversity Hospitals }E:.& Allscriptsw Cleveland | Ohio



Predictive Analytics Model Example

Predi
Patients

@ CrassMark

ion of Future Chronic Opioid Use Among Hospitalized

5. L Caleaterra, MD, MPH'Z, 5 Scataro, MP4, M. L Hull, MPH', A. D. Forter, BS,
I A, Brswanger, MD, MPH, and K. L Colbom, PHD®

' Hospital MWbackod s, Cim rviar Hiasofth Wbaecha of Coairar, D, 200 LS A “Dd son of Ganand Inamial Madcina, Dapafmmantaf Madkcine, Unkvanty of
Colonodia Sohool of Modicina, funn, LEA: Lnkiarnd ty of Calarodn AL and Child Coraorium for Hoafh Cutoons Resaanch and Dalkary
Sokanoa, ALnond, OO, LEA,: “Rocky MoUMcin Aovanion Resanch Camarn, Colndio Sohion | of Rl HoolTh, Lnka sy of C conacka Darear, Aunond,
CO. UBA: “Dapart manito { Biesiod sic s andlirfomnasics. Unlwarskty of Colonadn Arec hulr Madicd Campus, Auron, ©0, LEA: “rsfiute for Heath

Resaanch, Kobar Pamnonaria C olonoca, Darvear, C0, LEA,

BACKGROUND: O plakls are commanly in the
hospital; vet, Bitle is knowm about which patients sl
progess to chrank: opioid thermpy 00T fallowing dis
charge. We defined COT as remipt of = S0day supply of
aplakls with < 20 day gapin supph avera 190 day period
or reoetpt af = 10 opald prescriptions aver | year. Predic
tive toals to ddentify hospitalized patients at risk for fiahure
chrande aplakd uss could have chncal wtility to tmprave
pain management strategles and patient sducation dur-
iy hospital iration and disc 3

OBEECTIVE: The aljstive of this study was toldenttfva
parstmonins statistical made] for predicting futare COT
among hospitalized patients not on COT before
haspitaltzatian,

DESIGN: Reraspective analysis slectranie health recond
(EHR) data from D008 to 20 14 using logistic megression.
PATIENTS: Hospalized patients at an urban, safsy net
hospital.

AN MEASUREMENTS: Independent variables mclud
ed medical and mental health diagnoses, subsane: and
tobaoea use disarder, chmnic or aouts pan, surgical in
tervention during hospitalization, past year receipt of apl
ad ar nan-opakd analgesics or benmdiarepnes, aplakd
recetpt @t hospttal dschage, miligmams of marphine
equivalents prescribed per haspital day, amd others.
KEY RESULTS: Maodel prediction perfomm ance was est
mated using area under the recefver opEREDT CUve, ac
curary, sensttvity, and spectiictty. A mode] wath 13 covar.
iates was chasen using stepwise logistic negression an a
ramdamly doum sampled subset of the data. Senstthity
amd spectflctty were aptimied 1using the Youden's ndec
This mode predicesd carrectly OOTmn 79% of the patents
and no COT cormectly tn T8%: of the patients.
CONCLISIONS : Cur mode] ancessed EHR data to predict
7% of the future COT among haspitalizsd pattents. Ap.
phcation of such a predictive mode] within the EHR could
1centtfy patients at high nsk for future chronde optosd use
to allow clinctans to provide sardy patent sducation

Elsfronic supplementony moterial The oline srn of thi ario
thiigaf f ek 1IBIE-{IS-S408 ) conlaim sypplesenian
el

Facwtwed Megy 23201 5
amtvard Nexsesmdyer ¥, 2001 F
Amsped Jarueey |3, 2008
Publshard cniiw Febrry 5, 32015

L)

ahout pain management stategies and, when able, to
wean oplakds prior to discharge while incorparating alter-
nattve therapdes for pain into discharge planming.

REY WAL b s - oy Sl sl preclicion maka

o oot o Mt S A0S
IME 1G0T Ml IEDE0 B 4XE-5
© sy of G v vt 00

BACKGROUND

The 17SA is facing an unprecedened apicid epidemic. Accosd
ng @ das frmm the 2015 Matsonal Survey af Drug Use and
Henlth, aver two million people had 2 presoription opioid we
disowler. Pecple who ware wminsurel, umemployed, ar had
lrwer family incomes eporied higher mies afopi aid use, misuse,
ar apiaid use disorder” Opioid prscribing for chronic pein aen
e chall ging to climicians who have lisle sining m ad dicion
ar man aging paienss who misuse heir opiod medications.” Risk
Ecams for opioid misuse smang penple an dhranic opioid ter
any (00T indude 2 hisiory of subs tnoe use disonder, younger
agre, inanawsed heal thavne u silizsion, and deqres jon ar amdeny”
* Predicave xils et fy pagiemts atrisk of aharant drug-rdaed
hehmvion™ ™ and st with disgnosing addicion in patients an
COIT? Toals to idemify petienss & risk of becoming chromic
apiicid wsews for ot acue md chemic pain o lacking. This
is porticularly importnt inthe hospitd whene apioids @ com
memly prescried i pain " Ofioid neceipt 22 hospice] dischamge
hasheen shiwn o he ssoduedwit an incrawsedrisk of dwonic
apioid we" Pradicive wabs o idensfy hospisdied paions 2
sisk for e COT muy have climical uslity to imprave hospisd
‘hevser] puin menegemend with 2 fcus on limising opioid prscrib-
ing when non-apiaid anelgesics, or other nonghamcasical
aptikms, may he effactive for pein congrol.

There are several approaches to develop 2 prdicive ool
Traditions] models, such = lagi stic regression, hrve heen used
i identify risk factors for COT™ '™ Modam methods far
prediction include non-paremericand tee-hosed methods that
o handle lge amouns of det availsble in the ceamnic
health recard (EHR).'™ " These methods ax comperdhle

Data source: EHR
Identified 79% of future chronic opioid users
“The model could be easily integrated into

the clinical workflow to alert physicians
when a patient is at high-risk for COT.”

Calcaterra, S.L., Scarbro, S., Hull, M.L. et al. J GEN INTERN MED (2018) 33: 898. https://doi.org/10.1007/s11606-018-4335-8
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Thank You!

Questions

Contact:
Randy.Jernejcic@UHhospitals.org
David.Hurwitz@Allscripts.com
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