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L : : Table 1. Association between non-adherence to a Patient Prescriber Agreement and patient characteristics
Abstract Results: In multivariable analysis, non-adherence to PPA was associated
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. persons involved in criminal activity, use for non-malignant pain and (95% Confidence Interval) (952 Confidence Interval)
treatment agreements, have been recommended as a strategy to mitigate non- o _ _ tation (Table 1) Age
. . - . igher pain expression at consultation (Table 1). _ T - o N -
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proportion of patients with PPAs, the rate of non-adherence, and clinical oy
predictors for PPA completion . e mean age= 55 Male 2.44 (1.30-4.60) 0.006 3.66 (1.43-9.32) 0.007
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included patients 18 years or older with cancer diagnoses receiving opioids. We Other race, Mon-Hispanic 2 16 (0.25-18.72) 0.49 - -
collected patient characteristics at consultation and information regarding Hispanic, any race Ret et
o o _ . o _ Mamntal status
PPA. Descriptive statistics and multivariable logistic regression models were e 814 (90%) had advanced cancer Single 5.07 (2.15-17.20) 12 23 [2.29-65.45) 0. 003
used for the analysis. Cancer Stage Married Ref | Ref
Cancer stage
In summary, we found that PPA non-adherence occurred in a substantial Locally advanced 1.91 (1.00-3.67) 0.05 - -
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risk factors. These findings underscore the potential role of universal PPAs and Advanced - - - -
. . . . - - Metastasis Ref -
A o
systematic screening of NMOU risk factors to streamline care. 4o 10% did NOT adhere to signed PPA Rk foctore of NIMOU
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History of Tobacco use S.45 (2.40-12_38) <0.001 3.34 (1.12-9.99) 0.03
History of Alcohol use 1.85 (1.00-3.44) 0.05 0.29 (0.10-0.79) 0.02
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Risk factors | ® Marijuana use (n = 197, 21.8%) Family history of illicit drug use 3.89 (0.97-15.56) 0.06 - _
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Sex and e 479% were of Hispanic ethnicity ESAS at consult only 1 t
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Although PPAs are recommended in guidelines as a risk-mitigation strategy for Marital status well-being 1.05 (0.95-1.15) 0.35 - -
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use without a prescription or in greater amounts, more often, or longer than -~ -~ Constipation 1.02 (0.94-1.12) .55 - -
rescribed, or for a reason other than a doctor’s instruction median time from Main single reason for non- =lse 1.0 (9.96-1.15) 2.2 - -
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In the palliative care clinic, we have implemented a safe opioid use program in adherence was 70 (Q1-Q3 prescriptioninstruction, Abbreviations: ESAS Edrmonton Symptom Assessment System: MEDD, morphine eguivalent daily dose: NMOU, non-medical opiocid use:
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which patients starting on opioids were asked to sign a PPA as a risk mitigation 35-207) days 40% Patient Prescriber Agreement, PPA
strategy. Conclusions
To our knowledge, this is the largest series to date to examine non-adherence to PPAs in the cancer palliative care setting. Our results underscore that PPAs can be
44% had "Other" reasons easily done in large sample size, even in resource limited settings. The retrospective study design did NOT allow us to capture important predictors, such
Methods reason for non-adherence: ¢ 4h . doct | | . . _ . o
urine drug 2hrinielr elelnislns ascelolstiels as patients’ attitudes and beliefs regarding PPAs. Among the patients who did not complete PPAs, we could not tell from the chart if it was because PPAs were

This is a retrospective study of consecutive cancer patients seen at a palliative screen abnormalities (n=18, shopping, lost prescription,

care clinic at a safety-net hospital between 09/01/2015 and 12/31/20109. 36%) obtaining opioid from non- . . . . . : : S :
We collected patient demographics, symptom burden using the Edmonton medical source A prospective study may improve data collection, but having to obtain patient consent may result in selection bias. Future research, such as randomized controlled

Symptom Assessment Scale (ESAS), PPA information (date of establishment trials, is needed to assess the benefit of universal PPAs in reducing NMOU. In this era of the opioid epidemic, the management of patients on opioids is highly
S E e 6 e e reriEe ’reason for non-adherence) ' complex, and PPAs may potentially represent a low-cost and simple intervention among other risk-mitigation strategies to support safe opioid use.

not offered or patient refused to sign. Thus, we could not evaluate the effectiveness of PPAs in this study.
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