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Overview

• Background
• VA’s Opioid Safety Initiative
• VA/DoD Clinical Practice Guidelines
• Opioid Tapering Guidance
• Predictive Modeling
• Risk Mitigation strategies
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Prevalence of Pain in Veterans
All Veterans in US (population data):
Chronic pain more common in Veterans and often severe
•
•
•

66% of Veterans vs. 56% of non-Veterans with pain in prior 3 month
Severe pain in Veterans is 40% more common than in non-Veterans
Most common pain conditions: musculoskeletal pain (joint 44%, back 33%)

Severe Pain
Pain which occurs "most days" or "every
day" and bothers the individual "a lot"

VHA Data
Veterans receiving Primary Care in VHA.
– MH and Pain conditions increased
in prevalence from 2008 to 2015.
– Increase in pain scores/pain severity.
– Female gender, non-white race, and
age 40-55 yrs are with higher rates of
chronic pain

Unpublished Data, VHA
Courtesy Dr. Evan Carey
National Health Interview Survey
Nahin RL, Journal of Pain 2017;
nccih.nih.gov/veterans pain
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Pain Management and Opioid Safety as Foundational Services
• Pain severity and co-occurrence with mental health
comorbidities result in high impact pain.
• Pain, medical and/or mental comorbidities are often
related to military service and/or require Veteranspecific expertise.
• Veterans are at higher risk for harms from accidental
poisoning including opioids than non-veterans
(Bohnert et al 2011).

• “The most frequently identified risk factor among
Veterans who died by suicide was pain” (2015,
2017).
• Integrated care: systematic coordination of
medical, psychological and social aspects of
health care.

Bohnert et al, Medical Care 2011
Analysis of 2005 VHA data

VHA: Pain Management and Opioid Safety is included in the list of “Foundational Services”
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Dosage and Risk of Overdose and Suicide from Opioids
Opioid Dose and Risk of Death (Patients with Chronic Pain)
Unintentional Overdose

Hazard Ratio

Patients with
prescribed opioids in
FY 2004 or 2005

Suicide

Followed until end of 2008
(unintentional OD) or 2009
(suicide).
Nested case control design

Opioid dosage in morphine milligram equivalent (MME) per day
Bohnert AS et al. Association between opioid prescribing patterns and opioid overdose-related deaths. JAMA. 2011.
Ilgen MA et al. Opioid Dose and Risk of Suicide. Pain. 2016;157(5):1079-1084
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Dosage and Risk of Overdose from Opioids
“Association Between Opioid Prescribing Patterns and Opioid
Overdose-Related Deaths”
Bohnert et al, JAMA 2011
• Chronic noncancer pain were
606 of the 750
total cases
• The vast majority
of overdoses
happened in pts
with no or lower
dose opioids.
• Many were on
prn medication
only
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Opioids and Suicide

• VA patients with chronic pain receiving opioids in FY 2004-2005 (N=123,946).
• 2,601 patients died by suicide before the end of 2009.
• Controlling for demographic and clinical characteristics, higher prescribed opioid doses were
associated with elevated suicide risk.
• Compared with those receiving ≤20 mg/d
• 20 to <50 mg/d
HR 1.48 (95% CI, 1.25-1.75)
• 50 to <100 mg/d
HR 1.69 (95% CI, 1.33-2.14)
• 100+ mg/d
HR 2.15 (95% CI, 1.64-2.81)
• Veterans receiving the highest doses of opioid painkillers were more than twice as
likely to die by suicide.
• The researchers could not tell, however, whether there was a direct causal link between the
pain medications and suicide risk.
•  High doses may be a marker for other factors that drive suicide, including unresolved
severe chronic pain.

Ilgen et al. Pain 2016
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Dosage and Risk of Overdose from Opioids
“A Detailed Exploration Into the Association of Prescribed Opioid
Dosage and Overdose Deaths Among Patients With Chronic Pain”
2004-2009 study
• Nested case control design
• New starts of opioids for pts
with chronic pain (excluding

Overdose density

Controls

tramadol and buprenorphine)

 Average dosages for both groups:
Controls
47.7 MED

Cases


Opioid dosage in morphine milligram equivalent (MME) per day

Cases
98.1 MEDD

Median dosage for patients with opioid
overdose was 60 MEDD.
Most patients with overdose deaths
occurred below 100 MEDD.
Bohnert et al, Med Care 2016
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The VA Opioid Safety Initiative
9
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The VA Opioid Safety Initiative (OSI)
Opioid Safety Initiative (OSI) expanded nationally in FY 2013.
• OSI Aims
– Reduce over-reliance on opioid analgesics for pain management.
– Safe and effective use of opioid therapy when clinically indicated.
• Comprehensive OSI strategy includes
– Provider education; Academic Detailing.
– Access to non-pharmacological modalities, incl.
behavioral and CIH modalities.
• OSI Dashboard
• Totality of opioid use visible within VA.
• Feedback to stakeholders at VA facilities regarding key opioid parameters.
• Request to facilities to review patients with highest opioid dosages
Gellad, Good CB, and Shulkin.
JAMA Intern Med. 2017 May 1;177:611-2
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VA/DoD Clinical Practice Guidelines
VA Office of Health Integrity
collaborates with the
Department of Defense, VA
and DoD clinicians and
clinical researchers, and
experts in systematic
review of the literature to
create evidence-based
guidance for common
medical problems.

https://www.healthquality.va.gov/index.asp
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VA/DoD Clinical Practice Guideline: Opioid Therapy (2017)
– VA/DoD CPG includes 18 recommendations, organized in 4 topic areas
• Initiation and Continuation of Opioids

Recommendation 1:
“We recommend against initiation of long-term opioid
therapy.
We recommend alternatives to opioid therapy such as
self-management strategies and other nonpharmacological treatments.
When pharmacologic therapies are used, we recommend
non-opioids over opioids”.

https://www.healthquality.va.gov/guidelines/Pain/cot/
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VA/DoD Clinical Practice Guideline: Opioid Therapy (2017)
• Initiation and Continuation of Opioids (cont’d)
─ Recommendation against opioid therapy in patients < 30
years of age, in patients with active substance use disorder,
and in combination with benzos.
• Risk Mitigation
– Recommendation for risk mitigation strategies, including
Informed Consent, UDT, PDMP, Overdose education and
Naloxone prescribing.
– Assess for Suicide risk
– Evaluate benefits and risks at least every 3 months.
https://www.healthquality.va.gov/guidelines/Pain/cot/

13

VA/DoD Clinical Practice Guideline: Opioid Therapy (2017)
• Type, Dose, Follow-up, and Taper of Opioids
– If prescribing opioids: short duration and lowest dosage.
– No dosage is safe; Strong rec against of opioids to > 90 MEDD.
– Avoid long-acting opioids for acute pain, as prn, or upon initiation
of opioid therapy.
– Opioid dosage reduction should be individualized to patient.
Avoid sudden reductions; taper slowly if opioid risk > benefit,
– For OUD, offer medication assisted treatment (MAT).
• Opioid Therapy for Acute Pain

– Acute pain: use alternatives to opioids; use multimodal pain care, if
opioids prescribe for ≤ 3-5 days.
https://www.healthquality.va.gov/guidelines/Pain/cot/
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VHA Opioid Safety Initiative (OSI)
OSI Parameters and Policies (selected)
OSI Dashboard
1. Opioid use overall, and long‐term opioid use
2. Opioid and Benzo co‐prescribing
3. High dose >100 MEDD
4. Urine Drug Testing
Other OSI parameters/risk mitigation strategies:
• Informed consent (2014) for pts on LTOT (90 d)
• PDMP checks (2016) annually or more often per state, for all controlled medications if > 5 d supply
• Overdose Education and Naloxone Distribution broad inclusion, no cost to Veterans
• Timely f/u within 1‐4 weeks after dosage change, and at least q3 months to review care
• OSI Risk Reviews based on STORM (2018) optimize care of pts with very high risk for OD/suicide, and
assess risk prior to initiation of opioid therapy.

15

Opioid Safety – Veterans Opioid Dispensing Over Time
Veterans with Opioid
prescription: 52%

675,000

(excludes tramadol).

575,000

Veterans with opioid dispensed in
reporting quarter as percentage of
all Veterans with pharmacy activity
Source: Pharmacy Benefits
Management (PBM) Services
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425,000

80,000

325,000

40,000

24,708

20,000
Q4 FY12 Q1 FY14 Q2FY15 Q3FY16 Q4FY17 Q1FY19

Veterans (#)

375,000

Veterans (#)

100,000

60,000

Opioid High Dose: 70%

Opioid Long‐term: 58%
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Reduction in Opioid Prescribing in VHA
Decline in Prescription Opioids Attributable to Decreases in Long-Term Use:
A Retrospective Study in the Veterans Health Administration 2010–2016Hadlandsmyth et al, J Gen Intern Med
2018

• 83% of decline in
opioid scripts due to
decreases in LOT.
• 90% of reduction
from fewer new LOT
prescription fills.
• < 10% from increases
in cessation of
existing LOT users
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Opioid Tapering Considerations
•

•
•
•
•

Several factors go into the speed of taper selected:
─ Slower, more gradual tapers are often the most tolerable and can
be completed over a several months to years based on the opioid
dose
─ The longer the duration of the opioid therapy, the longer the taper
─ CDC:
“… patients tapering opioids after taking them for years
might require very slow opioid tapers as well as pauses in the taper to
allow gradual accommodation to lower opioid dosages.”
Most commonly, tapering will involve dose reduction of 5-20% every
4 weeks.
More rapid tapers may be required in situations where the risks of
continuing the opioid outweigh the risks of a rapid taper.
SUDDEN interruption of opioid prescribing must be avoided for opioid
dependent patients with few exceptions (safety issues, diversion, etc.)
F/u is recommended within 1 to 4 weeks after dosage adjustment.
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Approaching Opioid Tapering
• Integrated approach with patient buy-in and active participation leads to
improved pain control and enhanced quality of life.
• Goal is to improve function and long-term outcome while reducing risk.
• Provider approach: empathetic, personalized, building trust.
• Patients are often scared about opioid dosage reduction, and some are
desperate, especially if they have features of opioid use disorder.
• Expectations should be clear and reasonable/achievable. The patient needs
a clear plan that appears manageable and helps avoid or minimize fear or
anxiety.
• Close collaboration with mental health providers including addiction medicine
is recommended for many patients - evaluation for OUD and, if present, referral to
Medication-Assisted Treatment is usually indicated.
• Caution: Involuntary tapers may carry significantly greater risk than
voluntary tapers, and interfere with collaborative provider/patient relationship and
shared decision making.
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Changing Trends in Opioid Overdose Deaths and Prescription Opioid Receipt Among Veterans 1

• From 2010 to 2016, there were 6,485 VHA
Veterans who died from any opioid overdose,
with increasing trend over time.
• Opioid overdose rates in the VHA population
increased from 14.47 in 2010 to 21.08 in 2016
(adjusted rate ratio=1.65, 95% CI=1.51, 1.81).
• Mostly from increases in overdoses from
heroin and non‐methadone synthetic opioids.
Changing Trends in Opioid Overdose Deaths and Prescription
Opioid Receipt Among Veterans Lin, Lewei (Allison) et al.
American Journal of Preventive Medicine , Volume 0 , Issue 0
1
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Changing Trends in Opioid Overdose Deaths and Prescription Opioid Receipt Among Veterans
Past 12‐month opioid receipt

Among opioid overdose decedents, VHA opioid
analgesic receipt declined from 2010 to 2016:
• Past 12‐months receipt from 66% to 41%
• Past 3‐months receipt from 54% to 26%.
In 2016, prevalence of past 3‐month opioid receipt was
highest in these three groups:
• Veterans who died from semisynthetic opioids (38%)
• Veterans who died from synthetic opioid overdose
other than methadone (22%)
• Veterans who died from heroin overdose (18%).
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Reducing Opioid Dosage (Tapering)
• Patient outcomes in dose reduction or discontinuation
of long-term opioid therapy (Frank et al. 2017)
─ 11 trials, 56 observational studies, 8 types of intervention: low quality evidence
─ Voluntary programs
─ Dose reduction can be achieved for some patients, and some feel better when off.

Frank et al. Annals of Internal Medicine 2017
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Reducing Opioid Dosage (Tapering)
• Reasons for discontinuations in patients on long-term opioid
therapy (Lovejoy et al. 2017)
─
─
─
─

7247 patients discontinued long-term opioid therapy (LTOT) in 2012
1868 (26%) had SUD dx (of these 52% AUD, 29% OUD)
Sample N=600 with 300 with and 300 without SUD
Opioid reductions initiated by clinician (85%), with 64% due to aberrant behavior

• Changes in pain intensity after discontinuation of long-term
opioid therapy for chronic non-cancer pain. (McPherson et al.
2017)

─ Same sample as above for Lovejoy et al.
─ After discontinuation, pain score does not, on average, worsen and may slightly improve
particularly for patients with mild-to-moderate pain at the time of discontinuation
Lovejoy et al., Pain 2017
McPherson et al, Pain 2018
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Opioid Discontinuation and Suicide Risk
Suicidal ideation and suicidal self-directed violence (SSV)
following clinician-initiated prescription opioid discontinuation
among long-term opioid users. (Demidenko et al 2017)
• 509 patients in VHA and matched controls whose clinicians discontinued
opioids since 2012, about 1/2 had SUD
• 9.2% had SI only, 2.3% had SSV.
• Risk included h/o MH ds with SI/SSV, in particular PTSD and psychotic ds.
─ but not SUD or pain dx, opioid dose or benzo script.

Demidenko et al, Gen Hosp. Psychiatry 2017
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FY2013 Overdose/Suicide Mortality - VHA
UNPUBLISHED DATA

•
•
•

Almost 4 out of every 5 patients who died from overdose/suicide were prescribed doses < 90 MEDD
Almost 3 out of every 4 overdose/suicide deaths were among patients with MH/SUD diagnoses
More than 1 out of every 2 deaths were among patients with MH/SUD diagnoses prescribed < 90 MEDD
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Veterans: Risk Factors for Overdose/Suicide

Oliva et. al. Psych. Services 2017
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Probability of Overdose or Suicide Death after Opioid Initiation and Cessation
50

Conditional probability of overdose or suicide death after opioid starts and stops
FY10 Opioid Cessation group (after cessation)
FY10 Opioid Continuation group (after initation)
FY13 Opioid Cessation group (after cessation)
FY13 Opioid Continuation group (after initiation)

Deaths per 100,000 patients
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Hazard Ratio:
FY10 Cohort

Risk Factor
What is
associated with
risk of overdose
or suicide death
in these
cohorts?

Hazard Ratio:
FY13 Cohort

Opioid cessation

2.11

3.76

Age

0.99

0.98

Female

0.68

0.57

Currently Married

0.60

0.53

Rural

0.91

0.94

Long-Acting Opioids

2.46

1.76

Chronic Short-Acting Opioids: ≥90 days

1.74

1.42

Acute Short-Acting Opioids: <90 days

0.90

0.92

Log Morphine Equivalent Daily Dose

1.38

1.42

Mental Health Disorder

1.67

1.57

Substance Use Disorder

2.44

2.53

Nicotine Use Disorder

1.10

1.03

Number of Medical Comorbidities

1.00

1.03

Opioid Therapy Type (reference tramadol only)
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STORM model: Prescription risk factors
• Opioid type

─ Patients on acute short-acting or chronic short-acting opioids were 1.1 times more likely to have an
overdose/suicide-related event than those on tramadol.
─ Those on long-acting opioids were 1.5 times more likely.
─ For patients on chronic opioid therapy (LA and chronic SA opioids), the HR increased to 5.92.

• Risk increased slightly with increasing dose in MEDD

─ Model parameter =.003/MEDD
─ For example, 120 mg MEDD, would increase modeled risk by about as much as a PTSD or alcohol
use disorder diagnosis

• Co-prescription of sedatives increased risk by 1.4 times
• Receiving prescriptions for other classes of evidence-based but sedating pain
medications (i.e., SNRI, TCA, anticonvulsants) increased risk compared to those not
receiving these medications:
─
─
─
─

1 additional class = 2.1 times the risk
2 additional classes = 3.6 times the risk
3 additional classes – 6.1 times the risk
Association could be related to unmanaged pain or cumulative sedation or both
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Stratification Tool for Opioid Risk Mitigation – STORM
•
•

Predicts individual risk of overdose or suicide-related health events or death in the next year.
For patients on opioids and when considering opioid therapy.

•

Displays the Risk Index for Overdose or Severe Opioid-Induced Respiratory Depression (RIOSORD) score (Zedler et al. 2015, 2018)

•
•

Identifies patients at-risk for opioid overdose-/suicide-related adverse events.
Provides patient-centered opioid risk mitigation strategies, targeted at risk level.
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Strategies to Mitigate Risk
• Improve identification of patients at risk for suicide and overdose

─ Multiple factors that increase risk including MH comorbidities, SUD, psychological distress,
medical risk factors, co-prescribing of other pain medication and sedatives

• Increase use of interventions that reduce risk of suicide and overdose
─
─
─
─
─

Suicide Safety Planning
Overdose Education and Naloxone Distribution
Medication Assisted Treatments for Opioid Use Disorder
MH disorder treatment including Substance use disorder treatment
Pain Management Teams at all facilities

• Recognize elevated risk periods

─ Highest risk is 3-6 months after significant changes in opioid therapy (starts/stops)

• Improve care coordination, care engagement, and treatment alliance.
─ Interdisciplinary teams to review patients at highest risks

• Dashboards help with intensifying care efforts where and when most needed.
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Summary: Opioid Safety Initiative in VHA
1. Risk of prescription opioids is correlated with dosage and duration, and co‐
prescribing with other sedating medication).
2. Mental health/substance use disorder contribute greatly to risk.
3. The VA/DoD CPG for Opioid Therapy recommends against initiation of long‐term
opioid therapy for chronic pain.
4. Opioid risk mitigation strategies systemwide including PDMP, UDT, Informed
Consent, close f/u.
5. Overdose education and widespread naloxone distribution (OEND).
6. Opioid dosage reduction (opioid tapering) must be patient‐centered and
individualized with the goal to maximize function and safety. There is no specific
mandate to bring patients on high dose opioid therapy down below a certain limit.
7. Many (but not most) patients with long‐term opioid therapy fulfill criteria for OUD
and must be offered access to evidence‐based OUD therapy.
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Thank You
THANKS TO:
•
VA, VISN and Facility leadership
•
VISN POCs and all facility POCs for PAIN
•
OSI POCs and the OSI review committees
•
Pain research community
•
Pain Medicine Specialty Teams
•
Pain Psychologists
•
PACT Pain Champions, Primary Care
•
PBM/Pharmacy
•
Academic Detailing
•
Mental Health
•
Suicide Prevention
•
Addiction Medicine
•
Nursing Service
•
Rehabilitation Medicine
•
Integrative Health, IHCC and OPCC
•
EES, Ethics
•
Connected Care/Telehealth
•
Patient Advocacy
•
DoD partners/colleagues
•
Patient Advocacy
•
Community Care Program and providers

•

www.va.gov/painmanagement

The Veterans and their families
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