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PURPOSE AND INTENT:
This Request for Proposals (RFP) is issued by Pacira Pharmaceuticals, Inc. for educational
programs regarding Opioid Stewardship Centers of Excellence. This RFP is funded through the
educational grant program at Pacira Pharmaceuticals. Funding is available for the fiscal year
2018.
Pacira Pharmaceuticals, Inc. (NASDAQ:PCRX) is a specialty pharmaceutical company focused
on the clinical and commercial development of new products that meet the needs of acute care
practitioners and their patients. The company’s flagship product, EXPAREL® (bupivacaine
liposome injectable suspension) was commercially launched in the United States in April 2012.
EXPAREL and two other products have successfully utilized DepoFoam®, a unique and
proprietary product delivery technology that encapsulates drugs without altering their molecular
structure, and releases them over a desired period of time. Additional information about Pacira is
available at www.pacira.com.
Pacira is focused on the clinical and commercial development of new products for use primarily
in hospitals and ambulatory surgery centers (ASCs). The corporate mission of Pacira is to drive
innovation in postsurgical pain management to provide an opioid alternative to as many patients
as possible and strive to improve patient care through low or no opioid use strategies. Pacira
embraces educational programs and activities that serve the needs of our patients, as well as the
needs of the medical, scientific and advocacy organizations supporting them.
The focus of this RFP is intended to support regional and/or national organizations that support
health care institutions and/or practices in creating opioid stewardship centers of excellence
across the United States and seeks to find organizations that champion opioid minimization and
opioid alternative treatment options in postsurgical pain management.
BACKGROUND: POSTSURGICAL OPIOID USE AND THE OPIOID EPIDEMIC
The Opioid Crisis
91 Americans die of an opioid overdose each day.
In 2015, there were 33,091 opioid overdose‐related deaths in the United States1, an epidemic
level leading to heightened national attention and the recent establishment of a government
commission to combat this growing health problem.2 Opioid overdose‐related deaths increased
exponentially between 1999 and 20142, a 15‐year trend that was driven primarily by
prescription opioids.3 High opioid prescribing and overprescribing for postsurgical pain4 carries
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not only acute risks related to opioid‐related adverse effects (ORAEs) but also a long‐term risk
of chronic opioid use, both of which are associated with substantial costs.5-8
Acute Impact of Opioid Use for Postsurgical Pain Management
99% of surgical patients receive opioids while in the hospital; therefore opioid related adverse
events are common and costly.
A mainstay of postsurgical pain management, 99% of surgical patients receive opioids while in
the hospital.8,10 As a result, a variety of ORAEs are common particularly in the short‐term after
surgery when the highest dose of opioids are administered, and can linger well into the post‐
operative period. Common ORAEs impact the respiratory, gastrointestinal, and genitourinary
systems and disproportionately affect patients who are elderly, obese, or have comorbid
illness.8-12 In addition, patient deaths have been attributed to programming errors of IV PCA
devices commonly used to deliver opioids in a hospital setting.53
ORAEs are associated with longer hospital stays, higher readmission rates, and increased
mortality risk8 and can necessitate costly interventions, such as increased monitoring, additional
medication, and urinary catheterization.8,12,13 A study of administrative records of patients who
underwent common orthopaedic and soft‐tissue in‐patient procedures at twenty-six (26)
hospitals in the US, showed that patients who experienced ORAEs had 55% (3‐day) longer
hospital stays, 47% higher hospital cost ($21,012 vs. $14,291), a 36% higher 30‐day
readmission rate (7.5% vs. 5.6%) and a 3.4 times greater risk of mortality.8 Similarly, a study
which examined administrative claims for 17,876 patients who underwent inpatient colectomy
at over 500 hospitals in the US found the incidence of post‐operative ileus to be 17%, and its
occurrence increased LOS by 55% (13.8 vs. 8.9 days) and costs by 48% ($25,089 vs.
$16,907).54 Studies have shown that common gastrointestinal ORAEs impose substantial costs,
with estimated excesses of $126 to $4000 per month to manage chronic constipation, $9000 to
$10,000 for postoperative ileus, and $33,000 for opioid‐related bowel obstruction.14-16
Long‐Term Chronic Opioid Abuse After Surgery
1 in 15 patients prescribed an opioid may develop long‐term use, due in part to t h e
widespread use of opioids for pain management, the prevalence of risk factors for persistent
use, and the increased risk of long‐term use as soon as 3 days after the initial dose is given.
Left over medication after surgery is also common and often leads to first exposure in
adolescents and young adults.
Postsurgical pain management with opioids can lead to chronic use,6,19,20 with the risk of
chronic opioid use increasing as soon as 3 days after initial exposure.21 Trends suggest that 1 in
15 patients prescribed an opioid may go on to long‐term use.6,19,55
Risk factors for chronic opioid use include characteristics inherent to the procedure, as well as
common patient characteristics and behaviors.22,23 Groups with increased risk for chronic
opioid use after surgery include women; middle‐age or older patients; obese patients; and
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patients with a history of opioid use, substance abuse, smoking, mental health conditions such
as anxiety and depression, or pain disorders.6,20,22-25
Although a reported 20 million Americans have a substance use disorder as of 2015 and at least
9% of all surgery patients have a history of chronic opioid use or abuse,23,26,27,56 the actual rate
is likely higher due to underreporting of substance abuse. Large database studies have shown
increased risk of persistent opioid use across both major and minor procedures including
bariatric surgery (8%), colectomy (10%) and, total joint arthroplasty (9%) among many
others.6,24,30
In addition to the risk of chronic opioid use in surgical patients themselves, leftover medication
is a major source of diversion.32,33 Up to 92% of patients report unused opioids after
surgery,31and for adolescents, in whom misuse and abuse of prescription opioids is prevalent,
first exposure commonly occurs at home.5,34
Economic Impact of Chronic Opioid Abuse
In 2013, the estimated economic burden related to prescription opioid abuse exceeded $78.5
billion, with costs related to health‐care, criminal justice and lost workplace productivity.

Along with adverse health consequences, the opioid crisis imposes a profound economic
burden. From 2002 to 2012, the number of outpatients who purchased prescription opioids
increased by nearly 10 million, and total expenses for these medications increased by $5.1
billion.35 Between 1997 and 2005, there was nearly a 6‐fold increase in the number of
oxycodone prescriptions alone.36 In commercially insured patients, a ≥2‐fold increase in all‐
cause pharmacy and medical costs has been demonstrated after the onset of chronic opioid
therapy.37

There are multiple costs related to opioid misuse and abuse, including costs related to
healthcare utilization (eg, emergency department, hospital stays, outpatient visits, and
medications) as well as substance abuse treatment, lost workplace productivity, and criminal
justice.7,36,38-41,45 An administrative claims database study encompassing sixteen self‐insured
employer health plans reported an 8‐fold increase in healthcare costs for opioid abusers
($15,884) compared with non‐abusers ($1,830).42 In 2001, the estimated cost of treating
prescription opioid abuse in the United States was $8.6 billion43 and by 2013, estimated costs
related to prescription opioid abuse exceeded $78.5 billion.44
Addressing the Opioid Crisis
Stringent prescribing practices and greater use of multimodal opioid‐ minimizing/eliminating
pain management strategies provides the opportunity to dramatically reduce or eliminate the
use and availability of opioids and make a substantial impact on the opioid crisis.
Despite efforts to decrease opioid abuse and associated risks and healthcare costs via the
development of abuse‐deterrent opioid formulations,46-48 the opioid epidemic has not abated.
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Prescription opioids have become cheap and easy to acquire, and the costs associated with
ORAEs and chronic opioid use are climbing.10 In tandem with federal efforts to combat the
opioid epidemic,52 there is a need for increased commitment from payers, surgeons, and family
physicians to increase awareness and education about the long‐term consequences of
prescription opioid use. Thoughtful consideration must be given to patient characteristics that
indicate a higher risk for chronic opioid use. Through stringent prescribing practices and
greater use of multimodal, opioid‐minimizing pain management strategies49,50 with effective
non‐opioid analgesics, there is the opportunity to reduce or eliminate the use and availability of
opioids, and make a substantial impact on the opioid crisis.
WHO CAN APPLY?:
To be eligible for consideration for this RFP, the requestor must be an independent third party.
Examples of appropriate Requesters include, but are not limited to:
• Healthcare Professional organizations;
• Hospitals, health systems or academic medical centers;
• Accredited educational providers;
• Patient advocacy groups;
• Disease-related organizations;
• Medical education companies; or
• Charitable Organizations.
SCOPE OF WORK:
Successful applicants will have protocols and procedures regarding opioid minimization
and how they will collaborate with the hospital staff to ensure coordination and adherence.
The Grantee will work with the opioid stewardship evaluation team, and other
collaborative partners to identify specific program outcomes demonstrating the
effectiveness of this opioid stewardship model. The Grantee will then be expected to report
on these outcomes every three months, as applicable.
PROPOSAL SUBMISSION REQUIREMENTS:
All requestors must submit a written proposal that addresses the following topics, and
adheres to all instructions and includes required supporting documentation noted at
https://www.pacira.com/depofoam-platform/grants.php:
•
•
•
•

Organization’s contact information
Primary contact name, title, address, phone, and email
Describe organization’s primary mission and/or current activities relevant to proposal
Project description and specific proposal objectives

Pacira Pharmaceuticals, Inc. 01/18

PP-NP-US-0631

•
•
•
•

•
•

Available data/information relevant to proposal submission (e.g. guidelines, educational
brochures, etc.)
Examples of proposed framework to enact grant to have broad national impact (e.g.
guidelines, conferences, targeted institutions or practices, etc.)
Describe how proposal will improve patient care in alignment with grant objectives
Provide financial support justifications, such as:
o Supportive activities or materials (e.g. development of educational
materials/banners, forums, etc.);
o Enhanced recovery after surgery (ERAS), multimodal pain management,
infiltration administration technique(s); and
o Postsurgical pain quality improvement outcomes and assessments.
Proposed timeline for completion with associated deliverables. If possible, attach a flow
chart outlining the operational steps of the proposed program.
Proposed budget. Budgets should be reasonable and reflect the scope of responsibilities
in order to accomplish the goals of this project. No funding match is required; however,
bidders will need to identify any other sources of funding, both in-kind and monetary,
that will be used.

All grant requests can be submitted at https://www.pacira.com/depofoam-platform/grants.php
PACIRA PHARMACEUTICALS, INC. CONTACT INFORMATION:

Maureen Chlopik
Manager, Medical Health Science
Pacira Pharmaceuticals, Inc.
5 Sylvan Way
Parsippany NJ 07054
MaureenChlopik@pacira.com
973-254-4321 (direct)
CONFIDENTIALITY:

This Request for Proposal constitutes the confidential and proprietary information of Pacira
Pharmaceuticals, Inc. and may not, in whole or in part, be copied, reproduced, or otherwise
used in any manner whatsoever without the prior express written permission of Pacira
Pharmaceuticals, Inc.
All information provided herein is proprietary to Pacira
Pharmaceuticals, Inc. and is to be used only by your company in its response hereto. Any
other use or communication of this information is prohibited.
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