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Referral from APS to TPS.

Malein his 50s, several weeks post-surgery and taking 460
mg morphine equivalent dose (MED).Severe pain
TPS (mostly chronic, not post-surgical).

CAS E Patient had undergone laparotomy subsequent to
duodenal bleed, likely due to long term overuse of over-

R E P O RT the-counter NSAIDs

(Weinrib et al., 2017)

History of alcohol, benzodiazepine, and nicotine
dependence




Pain Medicine
(Anesthesia):

Gabapentin 600 mg TID,

guided opioid weaning

Psychology:

Acceptance and
Commitment Therapy,
Mindfulness M editation

Physiotherapy:

Declined at TPS (had a
physiotherapist)

Eventually... fransition to
buprenorphine/naloxone

TPS
CASE
REPORT

(Weinrib et al., 2017)



Early intfervention by pain specialists

= Targeted to patients at risk of persistent pain AND/OR long-
term, high-dose opioid use

=  Multi-disciplinary care from the beginning: pain medicine,
physiotherapy, psychology

= For our TPS, procedures include: surgical oncology, multi-
organ fransplantation, vascular, cardiac

= Treatfing complex patients who would otherwise fall through
the cracks in our medical system



Journal of Pain Research Dove

3 PERSPECTIVES

The Toronto General Hospital Transitional Pain
Service: development and implementation of a
multidisciplinary program to prevent chronic

postsurgical pain  Katz, Weinrib, et al.J Pain Res 2015:8;695-702
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The mission of TPS is the treatment of
patients who are at risk for transitioning

from acute to chronic postsurgical pain.

* Intense pain .
* Chronic pain « High opioid use FSoaI transition to
* Opioid use « Emotional distress primary care 6 weeks
* Mental health . Need ongoing to 6 months after

concerns pain management discharge




Chronlc NeUI’OpOThIC Gabapentinoids £—3 TCA 4 SNRI
Pain Guidelines l
(Canada)

Tramadol €—3» Opioid Analgesics ;E?;ij::l‘ddj“ﬁ
c Agents

= (Moulin, Boulanger, Clark, sequentially
o artial but

Clarke, Dao, Finley et al., 2014) l inadequate
pain relief*

Cannabinoids
Fourth-line Apents* v

Algorithm for the pharmacological management of
neuropathic pain

*topical lidocaine(second-line for postherpetic neuralgia), methadone, lamotrigine,
lacosamide, tapentadol, botulinum toxin

+ limited randomized controlled trial evidence to support add-on combination therapy




The Challenge of the Transitional Pain
Service is Its Scope

Pre-Surgical Acute Transitional Persistent
(6 months)




TRANSITIONAL PAIN SERVICE:
Lessons Learned




LESSON 1: Expect Complexity.




We are selecting for complexity.

Psychological
Complexity

Elevated distress

Medical
Complexity

Rare diagnoses and surgeries Pain catastrophizing
Multiple comorbidities History of chemical coping
Acute on chronic pain History of substance use

Neuropathic pain Untreated trauma
ICU/Palliative History of self-harm

Personality disorder




Spotlight on Borderline Personality Disorder

mmm | don't treat borderline personality disorder.”

mmm Ve all treat borderline personality disorder.

 Marked emotional dysregulation

e More difficulty with pain and opioids
e Longer hospital stays

 Interpersonal conflict

e Self-harm and suicidalbehavior




What is Borderline Personality Disordere

(HITOP M odel, Kotov et al., 2017)
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Symptom Components and Maladaptive Traits

Signs and Symptoms




One third of patients seeking freatment for chronic pain have
borderline personality disorder (Sansone & Sansone, 2012).

TABLE 1. Studies examining the prevalence of borderline personality disorder ammong various of pain patients
Prevalence of

First Author/™ear of Borderline

Publication

Sample Assessment of Borderline

Country of Origin

Sample Description

Size Personality

Personality

Tertiary care patients/’

Structured Climical

Gatchel*/1994 United States chronic low back pain 1652 Interview for DSM— 26.90%
disability FPersonality Disorders
Personality Diagnostic
Questionnaire-4 R
Primary care patients/
Sansones 2001 United States various chronic pain 17 Self-Harm Inwventorny o0 40%
symptoms
Diagnostic Interview for
Borderlines e
Tertiary care patients/’ - L T
Manchikanti/2002 United States chronic pain patients 150 [ailon Cintsal Multiaxdal 10% and 12%
(2 subgroups) ¥
Patients referred to a . . .
Waorkman®/2002 United States physical therapy pain 26 ety Limgnostic. 31%
management program
Iﬁ?;ig_g?sfbﬁantéemy Structured Clinical
- i i — [+
Dersh®/ 2006 United States occupational spinal 1,323 E;fsgfaﬁtzngiggmers 27.90%
disaorders
Community sample/ International Personality
Braden®* 2008 United States positive for lifetime self- 1,208 Disorder Examination 27.40%
reported pain scregning questionnaire
Terti . Personality Diagnostic a
ertiary care patients/ Questionnaire-4 9.40%
Sansona' 2009 United States various chronic pain 117
Symptoms Self-Harm Inventory 14.50%
Tertiary care patients/’ .
Fischer-Kern" /2011 Germany various chronic pain 48 L R T A 58%%

symptoms

ical Manual of Mental D

Personality Organization



Why do we see so much BPD in acute,
fransitional, and chronic pain?

Borderline Personality Disorder: A Dysregulation of the Endogenous Opioid
System?

Article in Psychological Review - April 2010

DOI: 10.1037/a0018095 - Source: PubMed

CITATIONS READS
66 2,479

4 authors, including:

‘ Borwin Bandelow Christian Schmahl
Georg-August-Universitdt Gottingen Central Institute of Mental Health
532 PUBLICATIONS 7,401 CITATIONS 294 PUBLICATIONS 8,781 CITATIONS
SEE PROFILE SEE PROFILE

2 Dirk Wedekind
Universitatsmedizin Géttingen

81 PUBLICATIONS 1,241 CITATIONS

SEE PROFILE




LESSON 2: We can help.




A, Taylor & Francis
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Acceptance and Commitment Therapy to
manage pain and opioid use after major surgery:
Preliminary outcomes from the Toronto General
Hospital Transitional Pain Service

Muhammad Abid Azam, Aliza Z. Weinrib, Janice Montbriand, Lindsay C.
Burns, Kayla McMillan, Hance Clarke & Joel Katz

To cite this article: Muhammad Abid Azam, Aliza Z. Weinrib, Janice Montbriand, Lindsay
C. Burns, Kayla McMillan, Hance Clarke & Joel Katz (2017) Acceptance and Commitment

Therapy to manage pain and opioid use after major surgery: Preliminary outcomes from the
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(Not randomized. n = 252 pain medicine only; n =91 meds plus ACT.)




Opioild Weaning

(Azam, Weinrib, et al., Canadian Journal of Pain, 2017)
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Figure 4. Daily opioid consumption in morphine equivalent dose
(mean + standard error of the mean) shown for the two groups
of patients at the first and last TPS visits after hospital discharge.
The ACT group had significantly higher opioid use at the first TPS
visit than the no ACT group (P < 0.001, effect size :7: =0.19) and
showed greater significant reductions in opioid use by the last
TPS visit (P < 0.001). ACT n = 82; no ACT n = 193.

@actnorth




Pain Interference

(Azam, Weinrib, et al., Canadian Journal of Pain, 2017)
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Figure 2. BPI pain interference scores (mean + standard error
of the mean) shown for the two groups of patients at the first
and last TPS visits after hospital discharge. The ACT group (n =
53) showed greater significant reductions in pain interference
scores (P < 0.001, effect size q‘z, = 0.14) compared to the no ACT
group (n = 147, P < 0.001, effect size n} = 0.09).

@actnorth




Depression

(Azam, Weinrib, et al., Canadian Journal of Pain, 2017)
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Figure 3. HADS—depression scores (mean + standard error of
the mean) shown for the two groups of patients at the first and
last TPS visits after hospital discharge. Statistically significant
interaction showed that the ACT group (n = 59, P = 0.001, n: =
0.05) had significant reductions in depressive symptoms.
Depressive symptom scores: 8-10 mild; 11-15 moderate; >16
severe.

@actnorth




LESSON 3: There i1s a need for expertise
IN de-prescribing opioids.




“When you start on opioids,
you need to know
how to stop.”

Our data suggests that our complex patients may leave the

hospital on 3x the opioid they started on before surgery — if they
don’t see TPS.

-Dr. Hance Clarke, MedicallLead for TPS



An Evolving Mission:
Addressing the Opioid Use “"Gray Zone'

(Ballantyne, 2013)

GRAY ZONE
ADDICTED NOT ADDICTED
Meets D5SM criteria * No lost prescriptions
for addiction = No ER visits

= No early prescriptions
* No unsanctioned or
repeated requests for
dose escalation
= No UDT aberrancies
= No doctor shopping
(PMP)
Fig. 4. Spactrum of depandence and addiction. ER, emargency room; PMP, prescription monitoring
program (now available in sevaral states in the United States, in continuad development); UDT, uring

drug test. Doctor shopping cccurs in the United States bacause many patients have multiple provid-
ars, unlike countries with national health systems, where patiznts have a medical *home.”




Compassionate
Care That
Addresses the
Opioid Crisis In
Hospital

“As challenging as this crisismay appear, we can
overcome the opioid epidemic... if we remember that,
in the battle against addiction, compassion is our most
powerful weapon. It's what allows us to stop judging
and start helping.”

-Dr. Vivek Murthy, U.S. Surgeon General



Every opioid problem in the hospitale

. Every pain problem in this hospitale
What Is RN .

the scope

of TPS2 Need to have clear criteria that work for
: your team, communicate your criteria and

set boundaries.




COMMON QUESTIONS




No one does!

How 1o stretch a dollare
“We don't e Start small
have the e Pick a priority

moneyf’ e Trainees
e Technology

e Stepped care models




Medical Risk Factors: High risk surgeries, pre-surgical
pain/opioid use, high intensity pain/neuropathic
indicators after surgery

Psychological Risk Factors: pain catastrophizing,
depression, anxiety, frauma, substance use
Who (including daily long-term benzodiazepines),

borderline personality
should we
targete

Or... everyone? My bet is that holistic and timely
interventionis cost-effective at a systems level.




= There is no right answer. Here are some suggestions:

Pain Catastrophizing Scale (PCS-13)
Depression(PHQ-9)

Anxiety (GAD-7)

Is the patient currently taking an SSRI/benzo¢
Trauma (PCL-5)

Borderline Symptoms (BSL-23)




How many
sessions of
psychological
freatment are
needed?

We don’t know!

Let’s experiment.




When it
comes to the
Transitional
Pain Service

- model, there
IS Much
exploration

still fo be
done.




