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Where 1s the Pan?

Outpatient clinics

OR/PACU

ER

Discharge

Inpatient units



Presenter
Presentation Notes
ER – studies estimate the prevalence of 52% of pts with chief complaint of pain
Pain is also the most common reason to present to a PCP (ahead of infection)
41%  of pts have mod-severe pain after surgery (abdomin > extremity > back/spine surg)
Day-surgery 26% had mod-severe (> 4/10) most painful nose/pharynx, abdominal, plastic breast, ortho
And the prevalance of pain on general inpatient units is ______ surgical, medical, pall care, ICU, oncology floors


Do YOU do pain management 1n your
practice?

YES NO



Pharmacist involvement in pain

management
Practice sites Hospital settings
** Emergency Department - acute
pain
21% . . o .
e ° ¢ Outpatient clinics - chronic pain
0
‘ * Inpatientunits - acute and/or
chronic pain
22%

Community hospitals
M Federal hospitals

Hospice

Other

L)

*

** Critical care

*¢ Palhative Care

“* Oncology

** Surgery

¢ Adult Medicine
OR/PACU - acute pain


Presenter
Presentation Notes
Most pharmacists involved in PPC practice in hospitals (majority in community or federal hospitals) about 35% and about 20% practice in a hospice setting.  A few years ago in one of the national pharmacy organizations, we surveyed those members in the pain and palliative care interest group – almost all providers did pain management as some part of their practice, but very few did this exclusively.  Another more recent survey found that about 38% of pharmacists spend about 50-75% of their time involved in PPC 


»

Where do PPC pharmacists come from?

“*Providers perceive need

“*Pharmacy department mitiative

“**Sentinel events, safety 1ssues

*** Drug diversion/enforcement concerns

**Jomnt Commission mandates

** Gradual practice transition (fam med, hem-onc)

*** Pain management practice model shift


Presenter
Presentation Notes
Survey of pharmacy pain posse
There aren’t 2 of use that have the same type of practice.  Unlike an anticoag service, these practices are tailor-made to pfit the clnical situation in which they’re needed. 
I was hired because the director of the pain service had worked with a research pharmacist at his previous institution and the pharmacy department was posing an “obstruction” to initiatives he wanted to pursue, so he thought he’d get himself some he could “own” but could also be on the “inside” in the pharmacy dept.  It worked out nicely for him that I was previously part of the pharmacy dept at our hospital so knew all the players.  I suspect that my director got more than he bargained for, but you have to be careful when you go fishing – you might hook a shark!

The gradual transition is probably the most common and really, we all do this in our daily practice.  I talk to my pharmacy colleagues all over the hospital on apin-related issues every day and they call me if they see or hear of something strange or disturbing.  I just happen to do all pain all the time! 


Which of the tollowing 1s something
that a PPC pharmacist might do?

Prescribe opioids
Order urine toxicology
ODbtain medication histories

. Write orders for post-op pain in the PACU
All of the above
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Presentation Notes
Answer is e


What are the barriers?

**Pharmacist lack of knowledge, expertise
“**Budgetary constraints

“**Resistance from medical staft

*** Providers unfamihar with qualifications
***Ignorance of nursing, medical, pharmacy staff
***Unclear role of the pharmacist

“** Previously established methods

**»Lack of mentorship


Presenter
Presentation Notes
A while back Chris Herndon surveyed pharmacy residency program directors.  Most of theym  


What are the qualifications?

*PGY-2 Pain and Palhative Care residency
** Certified Pain Educator (ASPE)

**ASHP PPC traineeship

** American Academy of Pain Management
** Certificate programs

“*Experience and nterest

Juba KM. J Pharmacy Practice 2012; 00(0):1-4
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Presentation Notes
BPS specialty certification?



What are the outcomes?

**Clinic setting!
2 Generated > $100,000 annual true revenue
“*Saved health plans > $455,000 annually
***Reduce pan scores
*** Managed maintenance monitoring
“*Opioid refill clinic?
“*Reduced drug costs
“*Reduced utilization of health care services
“**Provider satisfaction
“*Improved patient behavior

I. Dole L], etal. Am]J Health-Syst Pharm. 2007; 64:85-9. 2. Wiedemer NL, et al. Pain
Medicine 2007:8(7):57 3-84
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Presentation Notes
Pharmacist-run clinic 
NP/pharmacist run clinic


My practice site(s)

*** Acute Pain Service (PCU)
***Pre- and post-op planning
***Inpatient Consult Service (PCU)
**First and follow-up
*** Palliative Care
*** Consultant
*** Outpatient Clinic

**Pain Medication Management Clinic



Acute Pain Transittons in Care

***Pre-op medication reconciliation
***Peri-op planning for difficult patients
***Post-op follow-up

*** Post-discharge follow-up
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Presenter
Presentation Notes
Surgery service notifies pain service clerks, me, or the acute pain service nurses of difficult patients coming for surgery – either opioid tolerant  pts (like the pt taking methadone 100mg bid plus 400mg morphine PRN), or for complex cases (like the 78  yr old with spinal fusion).  I either see them in clinic or do a medication reconciliation (focusing on analgesics) over the phone.  May have them add 1gm APAP or 600mg gabapentin on the morning of surgery.  Take a.m. opioid.  Make note of Benzos, opioids, etc. and check a PMP to verify opioid dose/use. 

Then work with anesthesia team on peri-op regimen – minimize opioids, use ketamine, clonidine, etc. Sometimes we run ketamine on the floor usually with a PCA.  We follow these pts every day.  I end up taking over, recommend adjustments in multimodal therapy and advising the primary team how to taper the ketamine and convert PCA to oral regimen for discharge.  

If there is a complex tapering regimen or complex chronic pain situation, the primary inpatient team may schedule the pt for follow-up in my outpatient clinic. 


Operating Room/PACU

“** Pre-op/peri-op planning for
“*Opioid tolerant patients
“»*Patients with severe allergy/ADE with opioids

*» Complex patients not responding to 1% line tx

“**Write PACU pain orders
+*Write PCA and transfer to floor orders


Presenter
Presentation Notes
Add John E’s stuff


Inpatient Consults

***Med management for acute-on-chronic pain
“*Multiple co-morbidities
¢ Psychiatric
¢ Organ impairment
*** Chronic opioid patients

***Intrathecal pump trials



Presenter
Presentation Notes
I always write a pain pharmacist note and talk to the pharmacist on the PCU


Palliative Care

***Round with InterDisciplinary Team

*** Medication reconciliation

**Review med lists daily

“*Identty select patients with medication 1ssues

*** Manage/monitor complex regimens

s»* Ketamine, lidocaine, etc.

***Ongoing pain management for cancer survivors


Presenter
Presentation Notes
I was only able to do sporadic work and case conference once weekly, so we hired a pharmacist to work on the floor with oncology/palliative are exclusively. Brandon rounds daily and his role is not necessarily limited to pain management.  


Pain Medication Management Clinic

***Practice model change
***Several interventional physicians
**Needed medication management service

“** Previous experlence i pharmacist-run
anticoagulation and pharmacotherapy clinic

“*Developed a collaborative practice agreement

*** Marketing!


Presenter
Presentation Notes
This was established because we needed to change our practice model top be more efficient and generate more revenue – or they would turn our clinic into more OR rooms!  We used to be all things to all people with pain, but found that we weren’t making any money.  So we got a new director and now my interventional docs stick to interventions for the most part.  We needed someone to do the med management for those patients that had unsuccessful procedures or were not candidates for procedures.  

Most of the time med management clinics are run by mid-level providers. My director decided that he would utilize me instead, even though I cannot diagnose or prescribe.  I had experience running a primary care pharmacotherapy clinic and we had several collaborative practice agreements in place at our institution (anticoag, pharmacotherapy, etc.) so I used the basics from that format and developed one for myself.   


Do pharmacists have a role in PPC?

Yes No



“Those who look only to the past or
the present are certain to miss the
future”

John F Kennedy
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