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Robin Masheb:
This is Robin Masheb, Director of Education at the PRIME Center. I will be hosting our call today entitled Spotlight on Pain Management. We are also broadcasting this seminar locally here at the PRIME Center. Today's session is Behavioral Management During Opioid Tapering – Q&A with Dr. Murphy.

Dr. Murphy will be doing a little bit of a different talk today in which she will seek questions from the audience throughout her talk. She will take breaks periodically. Please keep messaging in the questions that you have. Dr. Murphy just gave a talk to our group about a month and a half ago. This is the continuation based on the tremendous response we had to the topic that she is going to address. 

She is a clinical pain psychologist who serves as the VA's trainer and lead author for the cognitive behavioral therapy for chronic pain initiative and manual. At the Tampa VA, she worked as a supervisor and the clinical director of the VA's only inpatient chronic pain rehabilitation program, which tapers all participants off of opioid medication. In addition, a focus of her research has been on the impact of opioid_____ [00:01:24] on clinical outcomes.

If anyone is interested in downloading the slides from today, please go to the reminder e-mail you received this morning. You will be able to find the link to the PowerPoint presentation. Immediately following today's session, you will receive a very brief feedback form. Please complete this. It is critically important to help us provide you with great programming. With that, I am going to turn this over to our presenter, Dr. Murphy.

Jennifer Murphy:
Okay. I am sorry. Can you please remind me? Because I am having some computer issues. I need to share the slides and share my screen. Is that correct –?

Unidentified Female:
Yes.

Jennifer Murphy:
– In order to get the slides? Okay.

Unidentified Female:
You just got a popup. You click on that button to show my screen. 

Jennifer Murphy:
Okay. There we go.

Unidentified Female:
Perfect, that is just what we want.

Jennifer Murphy:
Thank you. Okay. Thank you very much for having me today. I appreciated having me back, I should say from our last presentation in May. As was mentioned, I did kind of a more formal presentation in early May on behavioral management during opioid tapering where I covered a lot of different topics. 

Of course, first and foremost, I want to say that everything that I am saying here today, these are my opinions. They do not reflect the opinions of the national VA office, the pain office, the mental health services office. 

I am involved with those areas for a number of reasons and in a number of capacities. But these are my own kind of unique thoughts and contributions. I want to make that clear. I also want to go ahead and state since a number of these questions are of course, around tapering. There is, of course, the medical aspect to that, that I am a pain psychologist. 

My area of expertise is in pain medicine and management. However, I am not a prescriber. Please understand that is a limitation in terms of my own perspective. The objective, what I am actually going to do is do a very quick run through at the beginning here of what I talked about on May 3rd, and keeping that very brief. 

We did receive a lot of questions from the field. I am not able to actually address all of those for the sake of time during today's presentation. However, I have answered all of those questions. I kept track of everything. If I do not answer your questions today, I will go ahead and contact with you with an e-mail for that purpose. Then the last 15 to 20 minutes or so, we are actually just going to open things up to questions from people that come up today; either based on things that I say today in terms of questions that have been submitted. Or, other original questions that may come up today that you have. Okay. 

First, a quick overview from last time; the reason why we are focusing on opioid safety is related to the dramatic increase in prescribing an opioid related death that we have seen over the last five to ten years. The VA's focus, which really kind of comes to focus specifically in the Opioid Safety Initiative, which is that action plan that the VA has developed to help improve patient safety regarding opioid therapy by really focusing on prescriber actions and providing some guidance along those lines. 

We also know that the CDC released new guidelines in March of 2016 around opioids. It is important to say I think that the VA DoD chronic opioid therapy clinical practice guidelines, which originally, the last version of that came out in 2010. We will have a new version of that forthcoming in early 2017, I believe. All of this makes this a particularly relevant topic at the moment. Why we taper? There are a number of different reasons. It could be adverse effects. Some of the other things I have listed here. 

My focus is really on tapering when opioids are no longer providing enhanced functioning or quality of life for the person who is using them. When we do that cost benefit analyses where we see that the lack of evidence or the risks associated with chronic opioid therapy outweigh the evidence for why we would remain on those medications. Really kind of doing a cost benefit analysis between those factors. 

The issue really becomes that when we engage in tapering, what has happened – and part of this is because it has been in a bit of a reactive manner given the climate. It's that at times it has not been handled in the most clinically sensitive or therapeutic manner. Certainly, people are doing the best that they can. But providers may not know exactly how to address certain things. Behavior health staff, others in terms of nursing, may feel under prepared to deal with these issues; and really not be equipped to kind of deal with some of the resistance or provide a sufficient explanation. 

In a nutshell, some of the consideration in terms of approach that we want to think about is that the individuals that are undergoing tapering and that are on opioids a lot of times, they may be suspicious of healthcare providers. Oftentimes, they have their own frustrations around potentially feelings not heard. That is the single greatest frustration that we hear really among those with chronic pain but particularly in this population. They may also feel they have been labeled fairly potentially drug seeking and things like that. They may also just want to be fixed and still very focused on a biomedical model; and not have received proper education or really an optimal treatment plan. 

We want to make sure that we focus first on developing a rapport as early as possible. Providing a lot of empathy and validating these frustrating experiences; and what some Veterans may have gone through up to this point when it comes to chronic pain management and specifically management involving opioids. While at the same time maintaining our own viewpoint and as long as it's a medically appropriate viewpoint; and it is indicated to not necessarily collude. But definitely to get things started out on a trusting right foot with the Veterans is particularly important in this situation. 

We also want to make sure that we do a sufficient evaluation at the beginning. We are able to focus in more on not only what does the Veteran's life actually look like right now; but we have a better understanding of functioning. But also, so we can start to understand what may motivate them to make needed changes. The challenge that we face, of course, is that often the people that need tapering the most are the ones who want it the least; the most likely to be open to this idea. They may not have fully acknowledged the impact of opioids on their life; which could be in various negative ways. They may not fully in tune with the lack of benefit; or may be potentially in denial a little bit about those things. Others may not really care as much; or may not be the priority. Because it is the one thing that made sort of take the edge off for them. They are still focused on it. 

The thing I talked a lot about on my last presentation, which I certainly want to mention again. Because it is going to come up as I answer some of these questions is that the biggest, greatest challenge that we face when tapering individuals is that they have their own fears around being taken off of opioids. Or, even opioids being reduced. Even when opioids may be ineffective or minimally effective, it may be very difficult to imagine life without them. I sort of always say this is kind of maybe the hell you know is the better than you don't. Even if it is not that great, it is a psychological dependence that is really rooted in familiarity. There is a lot of fears around that. That is very scary for Veterans. 

On the providers side of things, there is a lot of feeling pulled and pressured to do certain things and act in certain ways; not really knowing how to handle interactions. Just the general rule of thumb is to focus on being fact based and not emotion based. By that, I do not at all mean not supporting the Veteran and listening to them, and being open. But, when it comes to the medical decisions that are being made, staying very focused on why we are doing this – again, that cost benefit. We want to stay focused on that. In terms of overall consideration, we want to basically focus on developing the most sensible, well thought out, outpatient taper plan that we can. Doing that really should minimize the withdraw symptoms. 

Also, just being aware when we are going to taper that this overall numbing element, which often impacts psychiatric symptoms; this may help. Opioids may be how Veterans are managing a slew of different issues. Pain may be somewhere on the list. But it could be one of many different things. Getting an idea of what does this drug do for you to have a better idea? These are sort of the key messages for tapering. We want to make sure that patients know that we are not abandoning them. We are willing to talk through everything with them. This is a collaborative process. We are really making these decisions to assure safety while also again supporting and educating. Opioids are at most one thing in a very big puzzle when it comes to effective comprehensive pain management. 

Now, I am going to spend some times on some of the questions from the field. Again, let me just say these are my best responses to these questions. But I am happy to answer any follow-up questions that may come from them. Okay. Starting off with just kind of tapering guidance. The questions that I received determining how quickly you taper. Or, when you choose to slow a taper; so, questions around that. Do you negotiate slower tapers when Veterans' PTSD symptoms appear to be aggravated by withdraw symptoms especially anxiety? 

In terms of these questions, my best answer to this is that first and foremost, the tapers determined using your clinical judgment and doing a thorough individual assessment with the Veterans; taking the facts that we have as your guide. In general, we think about organizing tapers in terms of sort of the slowest taper, which is probably going to be what most people are going to do on an outpatient basis. Then sometimes a faster taper; and then, there is also some rapid tapering options depending on what the scenario is. 

I did want to mention it is very important that while there has been some information around this out there for the field, that the Academic Detailing office has worked with subject matter experts, and have put together a very slide with a lot of specific information around this topic. Communicated with them today, and they have some approval meeting for that today or tomorrow; and are hoping to get that out to the field in the next couple of months or so. It has to sort of move its way up the chain. It can take a little while but there is some evidence-based guidance that is going to come out that should be helpful to the field around this issue. 

In most cases, what we know is that gradual tapers can be completed over a few months. The longer someone has been on opioid therapy in general, the longer the tapering schedule may be. Of course, this depends on a lot of factors such as what dose they are on currently. More rapid tapers, as I said, may be indicated as well. This is very much my own slide. Again, I am going to say that. I would personally say that the most important factor is to be very thoughtful about the tapering schedule at initiation. To do a very thorough evaluation of the person in front of you and focus on, in addition to what is going on with whatever they are saying about their pain. 

There is real focus on comorbidities, particularly mental health comorbidities. In my opinion, if you come up with a very sensible and thought out tapering schedules in collaboration with the Veteran that is fully informed, there are not a lot of reasons in my opinion to slow a taper. I feel that going back to the question that was asked. It is something that I said actually during our last session around this. Since opioids are often used for a number of reasons, that we frequently see when we start to taper opioids that some psychological symptoms do begin to emerge because the person is becoming more engaged and connected with themselves and with the outside world. 

You do tend to see; or I certainly have many times in my career, an increase in anxiety around a number of different issues. Or, if the person has PTSD, you may see some escalation in those anxiety symptoms. This is precisely why you want to make sure that mental health is on board when you are doing this evaluation and when you are initiating that you have already worked through. You have identified issues. You have gotten this person connected with the services that they need so that things are already in place. If that has not happened, then of course, my reaction would be to make sure that this person then gets into see someone, a psychiatrist and a psychologist preferably around PTSD symptoms. 

In general, when we see this kind of escalation, I think the absolute best thing to do is to normalize some of the fears and experiences that they are having. Remind them that this discomfort, which they are not used to because they are used to a certain level of opioid numbing a lot of the time is really fairly normal. Listen to them, and let them get their concerns out. Then it kind of goes back to reminding them why this is the recommended course of treatment. That it is safe. That it is in their best interest long-term. 

There are certainly exceptions to this when a change may be indicated. But for me, I guess the issue I have around this is that if we respond to a lot of these kinds of fears or reported symptoms in our patients with a taper adjustment immediately by slowing and changing what our sensible plan is that in a way we are kind of reinforcing that need for opioid or that use for opioid as a way to manage these other symptoms. I think that we want to move away from that. That is my opinion on that question.

Okay. How do you work with patients around the concept that going off opioids will not increase their pain? It may in fact improve functioning. Do you do some sort of hypothesis testing; monitor pain scores before, during, and after, or to test out the hypothesis and get more buy-in? In the last session, I talked about how what we see when we actually look at things empirically is that we tend to see a fairly stable pain levels, and even decreased pain levels following opioids tapering. That is something to share with Veterans who are concerned about that. 

I think the main thing is that the conversation around tapering really needs to be guided around why this is the right decision in terms of maximizing safety and minimizing risk. That we are also talking about maximizing function and really trying to focus on some of those things that are going to help put some of the resources back in the Veterans hands, and move towards self-management. Again, talk through some of the fears around potentially pain intensity increases, and how those can be addressed? 

I think it is very helpful to share information around what we know empirically that we do not typically see that the pain increases when people come off of opioids. Again, that is particularly true of course, if someone is experiencing some sort of hyper opioid induced hyperalgesia. We may even see a decrease in pain. The main issue is that focusing on the pain intensity piece does not really serve us. We really want to focus on function. Again, that is kind of consistent with my overall just pain rehab philosophy of care. 

While having patient buy-in is ideal, I guess I just wanted to say also that it is not necessary. I think it is certainly helpful to get the patient on board. But sometimes that can take some time. It may be a process. That is important to remember. More about how to speak with individuals who have been on opioids for a long time about reasons for tapering. When it comes to this, I think the fact that someone has been on opioids for a long time that may be even more of a reason to taper. The reason why I say that is because that increases the risk that someone have some of the adverse effects for longer term use of opioids; but particularly the physiological effects that we see in the longer term. Whether that is things around sexual dysfunction or, the other significant issues that we see; I think that is a particularly important conversation to have with those who have been on opioids long-term. 

This is again, it goes back to that familiarity for people who have been on for a long time. They may not remember what it was like to not be on them; but may also not be able to pinpoint what it is necessarily doing for them at this point, particularly if their functioning is not optimal. I think that is really where it is helpful to direct the conversation. 

There are a number of questions around behaviors that we consider aberrant. Please share more tips for managing the involuntary immediate tapering imposed on patients because of patient behavior or policies. How to motivate a Veteran prescribed methadone to adhere to taper; and give_____ [00:21:50] his pills, and he eats all in the first week. I have a little bit to say about both of these. One, I just wanted to comment on. I would just say for the language even that is used here. The tapering that is imposed on patients. In this particular case, if immediate tapering is in order, then what that tells us the Veteran is definitely doing something that is not in line with the appropriate use of the medication. It is not really imposing it on this patient. Because you are making the decision that is in the interest of safety and in their best interest. 

I would just remember that. I think that again, if we see these kinds of behaviors, what we know is that the person who has signed an Opioid Safety Agreement, they have violated the agreement. I think it is important to remember that the conditions of the Opioid Safety Agreement, the education that we provide, we do so in order to maximize patient safety and minimize their risk. Feeling bad about it, or feeling like you are doing the wrong thing when you are actually doing the right thing because of certain things that you may encounter when interacting with patients whether that is anger, or guilt, or all sorts of things. 

I think it is important to just remember that you are coming from a place of making sure that you are doing the right things to keep them safe. I think it is also important that we are maximizing the other medical options that we have. Our other medical options for treatment, other analgesics that are safer options potentially; have those been trialed sufficiently? Have they been maximized? Of course, other non-pharmacological options, have those been offered? Are those things that we made options to the patient? We cannot force them to do it. But have we offered that? 

Most importantly, I would say especially say in this second case here. This person has opioid use disorder. This is a substance use disorder. They are not going to be motivated to adhere to a taper when they are eating all of their pills in the first week. In fact, they are demonstrating misuse. They are not taking the opioids the way that they are supposed to._____ [00:24:25 to 00:24:30] I do not think it is really realistic that you are going to be able to…. We have moved into a different realm here. You have to at that point really focus on treating the primary substance abuse issue. Because that is the main thing that is happening in a situation like that. 

What we know is that – and I know this is an issue. I talk about it a little bit more later with another one of the questions. But particular with the opioid using population, oftentimes they think of themselves as very different from the traditional kind of substance use disorder population. Because if the opioids came from a physician, they were given the opioids by somebody in the healthcare industry. They did not go to the streets to get them. This was not something that they did. They do not consider themselves. Or, it is the same as again, somebody who may have been more typical substance use disorder. Or, what we may be used to seeing. They may think of themselves as very different. 

Again, I talk about this a little bit later in this discussion. But I think the important thing to really flesh out with them is that well, one, to provide validation. Yes, that you understand that this was not something that they went to the streets to choose. However, the process that they are engaged in now is very much the same as somebody who is involved with other substances. The opioids have now really taken over their life and are really calling the shots; and making the decisions for them, even despite a lot of negative consequences a lot of the times. But sometimes it is really necessary to talk through that. To get somebody moving towards be willing to engage in substance use treatment.

Any ideas for establishing insight with persons who are at that – no one should be made to suffer as I am suffering? This is kind of, I think one of the ideas that I mentioned last time when I talking about things that are said by patients or brought. Things like making providers feel guilty. When you go through tapering, a lot of the struggles that providers may go through on a personal basis. This somebody who is case managing a Veteran whose doctor has removed them opioids. I guess what I wanted to focus on here is this suffering piece. If we are talking about pain, we certainly want to do what we can to address pain intensity. 

What we can do around the analgesics and things like that. We want to do the best that we can. But when it comes to pain related suffering, the way that we can help reduce suffering has a lot to do with how we actually respond and react to pain. I think that the best thing that we can do in these types of situations is one to again just kind of go back to that standard where we are doing. We are making changes because we actually care about you. This is in your best interest. 

Also, when it comes to pain related suffering, there are things that we can do to make your life better and help improve the quality of your life so that the suffering piece is actually reduced. These are through a lot of the other treatment modalities such as cognitive behavioral therapy or some of the more activation based therapies that we have to get people back to doing more of what is important to them in their lives. There were a number of questions on just resistance to alternatives. 

Oftentimes, when you introduce some of the alternative therapies and interventions, patients will respond they have had this pain for years and have tried everything. How can we get these patients to be willing to try other things? I think this is a really reasonable question. I think it is something that comes up a lot and providers also struggle with a lot. My suggestions here are basically when someone is kind of saying this sort of thing to you, I think asking some follow-up questions – just asking question – I think you will see that as a theme in a lot of my responses. 

But what does tried everything mean? Tried everything may mean, I think a lot of times, it is a lot of medical intervention; so, medications and maybe injection. Oftentimes people have also tried physical therapy. One, what does tried everything mean? Then when you get the details of that for instance, if what you learn is about the medical and the physical therapy piece; then again, asking more questions. 

Why did not PT work for you? I first said this because I hear this. Well, they almost killed me. Well, what does that mean? If that means that the person has been very sedentary, then they went for a PT; and because they are so physically deconditioned when they went to make the effort in PT that the next day they were incredibly sore. It was unpleasant for them. I think providing – that is an opportunity to provide some education around that kind of chronic pain cycle process, the deconditioning. When you start doing physical activity after you have not done it, that you can expect some increased soreness. But that does not mean that they almost killed you or did anything harmful to you. Other things, people sometimes say that they – well, PT helped while I was going. But then afterwards, it did not. 

Again, questions lead us to find out that well that is because when you were going, you were actually doing it. They gave you a home exercise program. You did not actually engage in that on your own. What can we do to try to facilitate that kind of engagement? Trying to go down that road and get more detail, I think can be very helpful. Another option that I thought about that I think it would just be potentially helpful at some facilities may be to when you get this kind of feedback; especially, if it in a primary care setting. 

You do not have a whole lot of time. Maybe an option like creating some sort of pain orientation group at your hospital where you are able to either send consults or even send individuals like this where they are actually able to get not only basic pain education; but also, here is all of the different things that are available at our facility that may be able to help you with your pain. 

Where that can be provided, those answers, that discussion can be provided in a bit more of an extensive manner as opposed to if you are cut short in an individual visit. That is just an idea for something. If you are able to say to a Veteran are you willing to go to this one appointment to hear about the different pain options at our facility? A lot of people will say yes to that, and then hopefully show up. That is just sort of another avenue for how we may be able to address this. 

This is along that line as well. What are some strategies for effectively working with patients who refuse to trial any treatment modalities other than opioids? Again, more question…. Why are they refusing? What are the answers that you are getting to that question? That can really help guide discussion and treatment planning. When it comes to just resistance in general, I think the recommended approach when it comes to the name of the recommended approach these days is motivational interviewing. 

I know a lot of that training has been done for providers in primary care. But this is really an approach, a psychological approach. But it is really a communication approach that works to as they say in motivational interviewing, roll with resistance. Try to really facilitate what internally is motivating to the patient; and increase change talk. The reality is that the more you talk about the change, the more likely you are to engage in it. That is what we know from an empirical standpoint. 

Using some of those motivational interviewing techniques as soon as possible really to start in primary care is recommended for those that are very resistant. Having said that, the other side of this is that we cannot make anyone do anything. Then MI really highlights that we respect patients as individuals and acknowledge that they are in charge of their decisions and behaviors. Our responsibility is to create an atmosphere that is conducive to them making the best decisions. But then they are free agents. They are the ones who make the decision. Kind of, if it is helpful at all to think about that and in terms of letting yourself go a little bit; as a provider, if there is a lot of angst around this issue. That could be an important thing to think about as well. 

Another question or a couple of questions was actually just about a lack of alternatives. Recommendations for non-pharmacological management strategies or when the resources at the VA are limited. I know a lot of facilities around the country, certainly, of course, CBOCs, especially but where there is no pool and no rec therapy, and limited physical therapy. I just came up with a few options here to mention that may be helpful to some of you. One is are there any behavioral health options? Is there somebody that has been trained in CBT for chronic pain at your facility and at your CBOC? Can you work on getting those people trained? Is that something that they may be able to offer in a group setting? 

I think groups are one of the best answers for this question. Because we are able to really get more bang for our buck. It enhances access. We are able to again help more Veterans and clearly at one time. Similarly, pain schools, a lot of our facilities now both in primary care and outside have pain schools or pain workshops. There are a number of different names for them. There are say four weeks, or six weeks, or eight weeks of once a week groups that a different discipline heads up each week. 

It eases the burden on any particular service. But maybe you have psychology do a couple of weeks. You have a nurse do one week. You have a PT, do one week, a pharmacist. You are sort of having different people chip in so that you are able to provide some education and support to people in a different way there. There is a lot of community options outside of the VA itself. Getting creative when it comes to these things like VET, focused recreational organizations or service organizations that offer people a lot of options. Resources and free options, so thinking creatively there. 

I always want to mention the America Chronic Pain Association. Not only do they have a lot of resources on their website, but they also have done trainings many trainings in our VA system to facilitate peer led support groups. Those are not part of the VA. But they are something else that can help with resources for patients. Then I just mentioned a few; bibliotherapy as they call it. But patient books that could potentially be helpful to people. Yes, they have to be somewhat motivated. Because of course, doing anything on your own takes some self-motivation. But if they are, these are really great resources with all of the basics and foundations for effective pain management. 

Since PCPs are managing opioids much of the time, how can PCPs be supported during taper conversations particularly given the short duration of appointments? Handling variations in providers' practices around opioid triggering? Opioids triggering repeated patient provider change requests? Some of what I just said could help with this. But just along the same line, there are a lot of options that are being implemented in primary care currently such as opioid education groups, opioid safety education groups. 

Some of these are focused specifically on people who are tapering. You have a combination of again, maybe behavioral health and nursing. Or, you have a medical piece as well that is incorporated into those that help support primary care providers. This certain is true also even with some of the education that is required for the opioid safety agreement. Doing that in a group format can be very helpful. Having pain resource nurses embedded within primary care and as a real source of strength and wisdom for people in primary care. I think it can be incredibly helpful. 

Our nurses are on the front line and some of our strongest allies in this. Ambulatory pain clinics with opioid experts in them, I think is one of the best options for primary care. If it is at all possible in your facility to develop kind of a step 1.5 where you have an ambulatory pain clinic. That really is where those with more problematic opioid issues or questionable situations going on could be sent. I think that is an incredible resource for primary care to ease some of the burden. 

I know that there is also, of course, some of the opioid renewal clinics for those people who are pretty stable to take some of the pressure off of primary care when it comes to renewal. Also, e-consults are really being maximized across the systems and have been incredibly helpful in providing support for primary care by people who have greater expertise so they can actually provider tapering schedules and things like to lend support to primary care. As far as the changing providers, I know. 

I would say that VA through the Opioid Safety Initiative and other mechanisms, they are really working hard through all of these different avenues to try to increase consistency across providers and what we are doing there. We cannot prevent someone from requesting a change to a different provider as far as I know. What we can do on the provider side of things though is to encourage better communication so that the behavior is not reinforced. I mean, people will stop doing it, if it does not work. While you can request jumping from one provider to another, if everybody is really giving you a consistent message whether you go to this primary care doctor or the other; then we certainly can extinguish that behavior much more easily. I think that is really where the answer lies there. 

In terms of behavioral health treatment, someone just asked. Typically, what do you for DSM-5 diagnoses? I listed that here. For those in behavioral health, it is often any interest. Also, what behavioral management approach is or who would you suggest for patients being discontinued for abuse for opioid or non-opioid substance abuse? This is where I kind of expand on what I mentioned before. If it is somebody that is being discontinued for opioid abuse or non-opioid substance abuse, then that person really needs to be referred for substance abuse treatment. 

As I mentioned, we know that those who have issues with opioids may resist traditional substance use treatment because they feel that they are sort of different, special, and not the same; and should be treated differently. While I think that some of that may need to be certainly acknowledged with them because a provider did say start prescribing opioids to them; which perhaps that has turned into at worse pursuing heroin on the streets. 

We know that happens a lot. But where opioids have really taken over their lives; again, talking through the process of that as what we really want to address in substance abuse treatment. This is something that has control over you and your life. You no longer have control of your life. We have to help you kind of take back some of that power and get to a better place; and also work on some of these negative consequences. 

Any recommendations around suicide risk assessment and management in relation to the opioid taper? Then sort of this notion of I do not think I can go on living without these medications; or when that type of sentence is said to a provider, a prescriber, a physician. When they are working with an individual on opioid tapering. We know that those with chronic pain in general are at greater risk for suicide. There should be always be a thorough assessment. It is necessary, contact with mental health is essential. It should always occur. 

One caution that we know is that one tapered – I'm sorry. That should say dose. Well, no, I'm sorry. It should not. I am trouble here. Basically, in as little as a week, you can lose your tolerance. Once you are tapered off of medication. I think it is important to know that overdose risk, if someone were to go back and resume opioids at the same level that were taking before they were tapered off; that do we know that overdose is heightened. That is something that we want to be aware of as providers and also make our patients aware of that. 

The other thing that I would say that is please engage pain psychology and mental health treatment, behavioral health providers as much as you can. We do hear things like threats essentially to providers. If I do not get X, then I am going to do this. I think when those sorts of situations occur, they can often be effectively de-escalated with biobehavioral health provider. A pain psychologist who can sort of talk through that with the individual. Clearly, if they are suicidal, and have ideation plan intention, then we would want to hospitalize them. 

Other times, we want to be able to talk through what are their fears? What is going on? What is really at the root of this? We can actually develop another plan for treatment and avoid some of those things that maybe patient and providers both are not interested in engaging in. 

Since we do not have very much time left, I am just going to skip through a couple of these. I included some resources at the end here. A lot of people asked me about making a referral to the program in Tampa where we taper everybody off of opioids who comes in on them. I provided that here. Also, asking about CBT for chronic pain resources, that's also here. Then I just gave some more resources. These are apps potentially and where you can find them. That can be helpful for you. 

The pain management website and some list serv, the website has opioid safety initiative toolbox and tools there. Then these two things are also important that we have the Pathways to Safer Opioid Use, which is a really effective training tool for providers. I always recommend it to anybody out there. It is very well done. Also, VISN 20, they have developed a wonderful patient and provider education. It is actually tailored to how you answered; and not kind of your typical TMS trainings. 

Please e-mail Dr. Tony Mariano in Seattle, if you have any questions about that. I am going to actual now, if it makes sense, to just turn it over and open it up to questions. I have some final thoughts at the end there. But for those of you that have questions from the field?

Robin Masheb:
Thank you, Dr. Murphy. This is great. We have had some nice questions come in, some very complicated questions. Please feel free to keep sending them in. one of the first ones is how do you kind of balance doing the right thing for the patient and the patient's satisfaction?

Jennifer Murphy:
Yes. I mean, that is a good question. I think that one thing we really know is that believe it or not, I feel like if people – I want you to know. I know this is all very difficult especially on the provider's side. A lot of patient satisfaction comes from just the feeling of being heard by the providers. The feeling of being treated as a human being and provided with empathy and provided with validation and acknowledgement for what they are going through. A lot of patients, if you are able to provide that piece for them, and also that is accompanied by the consistent message of why we are doing what we are doing. 

I promise you that this is the therapeutic thing. I am doing this because I care about you. You come from that place because that should be where you in fact are coming from. That is expressed to the patient. I really feel like I guess that is my best answer when it comes to patient satisfaction. I think we sort of come up with this idea that patient satisfaction is them coming in and saying I want this, and getting what they want. I mean, are they going to leave and say yeah, I was satisfied with that interaction because I got what I wanted? Sure, but in the long-term that is not something that maintains satisfaction. Because they are going to want more, and more, and more over time. Things become more complicated. 

The bottom line is that is not you doing the most therapeutic thing as their provider. Or, it is sometimes doing the easiest thing. Because it avoids an uncomfortable situation. I think if we really align ourselves with patients in terms of just listening to them and validating a lot of what is going on with them; and validating some of their own frustrations. But sticking with what we are doing because it is in the name of what is the best treatment for them. That is really the best thing that we can do. That is my best answer to that question.

Robin Masheb:
Here is another one. When you are doing that clinical evaluation at the beginning and making a decision about how to do the taper. Do you take into account; and let us say you have patients who increase their alcohol and marijuana use when they do not have certain medications? How do you balance that in the equation?

Jennifer Murphy:
Yeah, again, another really good question. I think that again, we have to sort of step back and look at the big picture here. Really address what is going on with this person? If it somebody like that, then what we know is they are – to use an old term – they are really a chemical coper. They are someone that is avoiding using any self-managed, active, healthy, adaptive coping skills. Instead, they are using things like drugs, be them prescribed or not; or alcohol to quote manage their discomfort, physical and likely emotional. I think that talking about that with them in a really direct way. 

Why you are concerned about that. How that is not the best thing for them. Are they willing to engage in some more active coping, and getting involved in some of the things that I talked about? Getting involved with a pain psychologist; and getting involved with somebody who is able to work through some of these issues with them. Say, instead of doing this, could we try to do this? Could we try to start minimizing the use of those other things; and increasing the use of these more adaptive ways of coping? Then over time, really move away from that tendency to cope in passive non-adaptive ways. 

That is really what you have to do. I mean, of course, I think that what else they do. The full clinical picture should always because part of that conversation. But again, I think that providers tend to fall into like, well, if I do not give them this, then they are going to use more alcohol or use more drugs. That is not really like three wrongs do not make a right kind of thing. We have to have a different conversation about how none of these are adaptive ways to manage pain or anything else. I think that is really where you have to go with that conversation.

Robin Masheb:
That is great and very helpful. Could you tell us a little bit about? I do not know whether you know this. People are asking about kind of how you make the case for having a taper clinic just as the one that you have, kind of the business case; and allocating resources for that?

Jennifer Murphy:
Sure. I guess, I mean, there are kind of two versions, I think. At this point – there is a business case, I guess. Then there is also just - what is the single greatest healthcare issue in the news and in this just, the focus of pressure in the VA right now? It certainly involves this opioid issue. Now is the time I would think when leadership at facilities is much more likely to listen to options for how to better support primary care physicians in these efforts given whether it is the president, or the CDC, or the VA itself. The pressure that is coming from this. 

The new VA DoD guidelines are also going to require more support. I think that making the case for almost – maybe in the same way as we would think of risk stratification. Those that are the more, lower risk where primary care can more easily taper and handle the issues. Because they are more straightforward and less complicated. But then, when we look at people that are higher risk. Or, whether that is because they are on higher doses; or, again behaviors, misuse and things like that. It is too much for a primary care provider given their resources at every VA to be able to handle. 

You can actually have something like this without a tremendous amount of resources. You could potentially even reallocate as opposed to say hiring new people. But if you were able to have either an ambulatory pain clinic; or you do have a physician who has particular expertise in pain management and is able to work with those individuals directly in a more comprehensive way; and potentially say get a behavioral health person in there. Even on a very part-time basis – or an RN, on a part-time basis. If it is a clinic that can even be run on a part-time basis, I do not think that the resources are all that significant. 

But the potential benefit to primary care can be significant. That is potentially the same person that can also respond to some of the e-consults and things like that. The opioids renewal clinic is a different situation. Because that is really more for – and that is something Nancy Wiedemer in Philadelphia; I would direct you to her, if you have more questions about that particular model. But that is really more for people that are sustained on a lower and more reasonable dose opioids. They are following all of their rules. They do not have any issues. They are being monitored. Basically, if there are any issues, then they are sent elsewhere. But it is a way to reduce some of the burden from primary care. 

I think when it comes to as far as the business case. I mean, again, it is more of what is politically the right thing right now. I think that is a lot of the case. The other case would be access. You could improve access in primary care to a lot of Veterans. There are a lot of resources that are not being used by these complicated opioid cases. That would be my best response to that. 

Robin Masheb:
We have a few more minutes. I am just going to wrap up kind of these last few questions together. It has to do with resources. We really appreciate all of these resources that you have put on the presentation. People are asking how to download it so that they can refer back to it. But could you talk a little bit about some things like what your experience has been like? If those have been helpful? If you have some sort of_____ [00:55:08] that you use to start the tapering process? Maybe, if you could comment on – somebody had written in about technically the language for opioid agreement. It should be an informed written consent; and maybe some things about that.

Jennifer Murphy:
Yeah. I'm sorry. What was the first thing you said? Some resources, and then you say about an app?

Robin Masheb:
The app, things like PTSD Coach

Jennifer Murphy:
Okay.

Robin Masheb:
Mindfulness Coach – 

Jennifer Murphy:
Sure.

Robin Masheb:
_____ [00:55:38] Therapy Coach – 

Jennifer Murphy:
Yeah.

Robin Masheb:
– Or some sort of handout that starts the tapering, and the informed consent.

Jennifer Murphy:
Okay. The apps are really just… All of those are free. They are available on the web. You can get them through the VA, it has an app site that has all of those listed. Also t2, which is that sort of VA DoD collaborative. They also have a website that has those listed. Those can be accessed there. But they can easily be accessed on any phone. It is something that you can share with your Veteran. 

My personal favorite of those is a Virtual Hope Box. It is kind of a hokey name for me. But it is a good combination. It has got distraction. It has got some planning. They can upload some of their own things to it. It has got a breathing and relaxation option there. I think that is a really good option. 

In terms of tapering, what you would give to them? I cannot recommend something specific to give for tapering. I will point to the academic. Again, from what I have seen, this is for providers. What I have seen that is coming from academic detailing. It is for provider guidance. It is not something you would actually hand to a patient. I know it is a really great idea. I think a lot of this. 

This kind of goes to the third part of the question. A lot of what is out there now; so that the taking opioids responsibly which is what is supposed to be covered before or during – before the signing of the Opioid Safety Agreement. The Opioid Safety Agreement is standard. It is a national agreement. That is something that should be easily accessible at your facility. It is something that you can find easily. The taking opioids responsibly is a comprehensive educational tool. It is very simple and straightforward. It is lengthier I think than most people in primary care – have found it somewhat difficult to go through; which is why a lot of it is being covered in a group format. But it is something that is available. It is very clear. 

The other thing I would say – I'm sorry – I did not put it in my slides. There are some really nice grief videos on YouTube that address chronic pain more generally. How the ACTA has a wonderful, very brief one called Four Flat Tires. The Australian group has a group of videos. Brainman in the name of them. Brainman chooses is a two and a half minute video about chronic pain management. 

There is also one that is specific to opioids as well. Those are kind of easily digestible things that may be helpful in your practice. I'm sorry. But yeah, those are my best answers for those right now. Because I do not know as of, say a one page to tapering handout that is available that I could recommend as a more general tool.

Robin Masheb:
Thank you so much, Dr. Murphy. 

Jennifer Murphy:
Sure.

Robin Masheb:
I am really sorry that we are running out of time. Because this has been really great. We appreciate all of the questions and comments from people who are listening in. I just wanted to mention that our next Cyberseminar will be the beginning in the fall. We are wrapping up the academic year. 

The next one will be Tuesday, September 6. You will see registration information come out around the 15th of the month before, so in August. Please make sure to fill out the feedback form. I want to thank everyone for joining us at this HSR&D Cyberseminar. We hope to see you at future sessions. 

[END OF TAPE]
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