Naloxone Upon Hospital Discharge: an Interdisciplinary Approach
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¢ - Opioids were involved in 47,600 overdose deaths in 2017 (67.8% of all
drug overdose deaths) in the US (1)

¢ - In Monroe County, NY, heroin and fentanyl deaths have increased 200%
from 2015 to 2017 (2)

¢ - High lifetime prevalence of a substance use disorder (50%) occurs
among hospitalized individuals.

e - Center for Disease Control & Prevention and the Surgeon General have
issued guidelines recommending co-prescription of naloxone with
opiates for a subset of patients

o -Those on opiate pain medications
o -Those with risk factors for opiate overdose

* - Naloxone prescribing for high-risk patients is a risk mitigation strategy.

¢ - Aim: increase access to naloxone in the community by identifying
patients at risk of an OAE upon hospital discharge, targeting staff and
patient education, and increasing the number of naloxone
prescriptions.

METHODS

Interdisciplinary rounds: Provider and
RN idontity high risk putient

e - Afaculty development
conference for prescribing -
providers -

- local and national trends of OAE
o - criteria used for identifying
patients at risk for an OAE
- indications for prescribing
naloxone
o - review of the process to
prescribe the medication on
hospital discharge
¢ - Educational sessions for nursing
o opioid use disorder & epidemic
0 - signs of an overdose
- instructions on intranasal
naloxone administration

¢ - Information was disseminated
over 2 weeks with review 2x daily
at AM and PM nursing huddles

O - brief PowerPoint overview

0 - live simulation between staff
members

0 - a video from Monroe County

Nalownne ordered 3t time of discharge
tieat phaemacy

If RN unable to
provide edacation

BN provides Nakues education
{trainieg duning discharg
10 patient and wup
present

Category A recommendation from the CDC
Guideline for Prescribing Opioids for Chronic Pain:
ehistory of substance abuse
eco-administration of opioids and benzodiazepines
eprescription of 250 morphine milligram -
equivalents (MME)/day -
eprevious history of an overdose
erisk for returning to higher doses after a period of
abstinence
epatients with a significant reduction in opiate dose
on discharge

¢ - Plan reviewed with care
coordinators and social workers
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INTRODUCTION RESULTS

Number of Naloxone Kits

Data was obtained from the hospital outpatient pharmacy records of
naloxone nasal spray prescriptions at the time of discharge
Patients who received naloxone after program implementation:

o
o

mostly male (56%, n=36)
mean age 51 + 15 years

o median hospital length of stay was 6 days
o0 59% were on chronic opioids prior to admission
Co-payments
o 85.9% of patients had a co-pay ranging from $0 to $1
o Seven patients (10.9%) had a co-pay ranging from $2 to $35

o 3% had a co-pay of higher than $35

Naloxone Presciptions

Patients were often
identified as high-risk
by more than one -
criteria, mostly by high -
morphine milligram -
equivalent, followed by -
co-use of opioid and -
benzodiazepines. -

Octcber 2018 - Aprd 2019

We compared data from 7

months before and after

implementing our program.

®64 patients received
naloxone and education at
discharge after starting our
project, compared to only 2
in the preceding 7 months.

eNaloxone prescriptions
declined a few months after
project initiation. We found
that patients being
discharged to skilled nursing
facilities did not require
naloxone prescriptions, as
these facilities had their
own supply.

HIGH-RISK CATEGORIES

u MME > 50
u Opioid + Benzo
W High risk for

misuse
® Overdose

DISCUSSION

e - Other patients that are at risk that were not included:
o -decreased opioid clearance and metabolism (ie: liver cirrhosis or
chronic kidney disease)(12)
o -discharged to skilled nursing facilities and thus already have access
to naloxone

o - patients who preferred to use an external pharmacy
o - patients receiving opioids for cancer related pain
e - Limitations include:
o -inability to measure how often naloxone is being used after
discharge, partly due to limited access to external databases
0 -ability to study how our intervention of increasing naloxone in the
community is impacting the number of emergency department
visits and deaths related to OAE
¢ - Additional inpatient hospital medicine units replicated this pilot and
prescriptions for naloxone have increased across the institution as a
whole.
e - The ambulatory internal medicine clinic started a similar Narcan
Initiative to increase naloxone prescriptions in the outpatient setting.
e - The Opioid Task Force at the University of Rochester Medical Center
provided guidelines for safe opioid prescribing/naloxone use and
mandated providers to complete training modules regarding OAE and
naloxone.
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