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Opioids—prescription and illicit—are the main driver of drug overdose deaths. Opioids were involved in 33,091 deaths in 2015, and opioid overdoses have quadrupled since 1999.
In 2015, the five states with the highest rates of death due to drug overdose were West Virginia (41.5 per 100,000), New Hampshire (34.3 per 100,000), Kentucky (29.9 per 100,000), Ohio (29.9 per 100,000), and Rhode Island (28.2 per 100,000).
Significant increases in drug overdose death rates from 2014 to 2015 were primarily seen in the Northeast and South Census Regions. States with statistically significant increases in drug overdose death rates from 2014 to 2015 included Connecticut, Florida, Illinois, Kentucky, Louisiana, Maine, Maryland, Massachusetts, Michigan, New Hampshire, New Jersey, New York, North Carolina, Ohio, Pennsylvania, Rhode Island, Tennessee, Washington, and West Virginia.
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The figure above shows the rate of unintentional drug overdose deaths in the United States during 1970–2007. In 2007, approximately 27,000 unintentional drug overdose deaths occurred in the United States, one death every 19 minutes. Prescription drug abuse is the fastest growing drug problem in the United States. The increase in unintentional drug overdose death rates in recent years has been driven by increased use of a class of prescription drugs called opioid analgesics. 
Mid 70s- height of heroin ; mid 80’s – height of crack; current opioid deaths exceeds the combination of both.
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Presentation Notes
Opioid dependence is a significantly undertreated condition in the U.S., with nearly 2 million people dependent on prescription opioids according to the 2010 National Survey on Drug Use and Health, conducted by the U.S. Department of Health and Human Services.





One- and 3-year probabilities of continued opioid use among opioid-naïve patients, by number 
of days’ supply* of the first opioid prescription — United States, 2006–2015 
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FIGURE 1. One- and 3-year probabilities of continued opioid use among opioid-naïve patients, by number of days’ supply* of the first opioid prescription — United States, 2006–2015 

https://www.pubfacts.com/detail/28301454/Characteristics-of-Initial-Prescription-Episodes-and-Likelihood-of-Long-Term-Opioid-Use-United-State
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Stitely M.L. etal Prevalence of Drug Use In Pregnant West Virginia Patients. West Virginia Medical Journal. Vol 106.



Generic Name Brand Name Brand 
Cost/100

Street Value per 100

Tylenol w/ 
Codeine

Tylenol #3 $56.49 $800.00

Diazepam Valium 10mg $298.04 $1,000.00

Hydromorphone Dilaudid 4 mg $88.94 $10,000.00

Mehylphenidate Ritalin $88.24 $1,500.00

Oxycodone Oxycontin 80 mg $1,081.36 $8,000.00

Source:  Kentucky All Schedule Prescription Electronic Reporting (KASPER).  A Comprehensive Report on 
Kentucky’s Prescription Monitoring Program Prepared by the Cabinet for Health and Family Services Office 
of the Inspector General, Verson 1~3/29/2006
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Popul Health Manag. 2009 Aug;12(4):185-90. doi: 10.1089/pop.2009.0015.

High rates of inappropriate drug use in the chronic pain population.

Couto JE1, Romney MC, Leider HL, Sharma S, Goldfarb NI.
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Abstract


Chronic opioid treatment is a highly effective method to treat chronic pain; however, the prevalence of abuse of opioids can make treating patients with these agents difficult for clinicians. The objective of this study was to describe rates of inappropriate utilization, abuse, and diversion in a population of patients who were prescribed chronic opioids, as measured by urine drug testing in the clinical setting. A retrospective analysis was conducted of results from all urine drug tests conducted by Ameritox, Ltd. between January 2006 and January 2009, for patients whose physicians ordered the test in order to screen for noncompliance. Data from 938,586 patient test samples showed that 75% of patients were unlikely to be taking their medications in a manner consistent with their prescribed pain regimen. Thirty-eight percent of patients were found to have no detectable level of their prescribed medication, 29% had a nonprescribed medication present, 27% had a drug level higher than expected, 15% had a drug level lower than expected, and 11% had illicit drugs detected in their urine. Note that all categories add to a total greater than 100% as each category is not mutually exclusive, and a single patient could fall into multiple categories. The high observed rate of noncompliance demonstrates a significant clinical concern and confirms the importance of periodic urine drug screening for the population prescribed long-term opioid therapy.
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Periodic Drug Testing: Periodic drug testing may be useful in monitoring adherence to the treatment plan, as
well as in detecting the use of non-prescribed drugs [53-54]. Drug testing is an important monitoring tool because
self-reports of medication use is not always reliable and behavioral observations may detect some problems
but not others [55-59]. Patients being treated for addiction should be tested as frequently as necessary to ensure
therapeutic adherence, but for patients being treated for pain, clinical judgment trumps recommendations for
frequency of testing.
Urine may be the preferred biologic specimen for testing because of its ease of collection and storage and the
cost-effectiveness of such testing [53]. When such testing is conducted as part of pain treatment, forensic standards
are generally not necessary and not in place, so collection is not observed and chain-of-custody protocols
are not followed. Initial testing may be done using class-specific immunoassay drug panels (point-of-care or
laboratory-based), which typically do not identify particular drugs within a class unless the immunoassay is
specific for that drug. If necessary, this can be followed up with a more specific technique, such as gas chromotography/
mass spectrometry (GC/MS) or other chromatographic tests to confirm the presence or absence of
a specific drug or its metabolites [53]. In drug testing in a pain practice, it is important to identify the specific
drug not just the class of the drug.
Physicians need to be aware of the limitations of available tests (such as their limited sensitivity for many opioids)
and take care to order tests appropriately [54]. For example, when a drug test is ordered, it is important
to specify that it include the opioid being prescribed [53]. Because of the complexities involved in interpreting
drug test results, it is advisable to confirm significant or unexpected results with the laboratory toxicologist or a
clinical pathologist [59-60].
While immunoassay, point of care (POC) testing has its utility in the making of temporary and “on the spot”
changes in clinical management, its limitations with regard to accuracy have recently been the subject of study.
These limitations are such that the use of point of care testing for the making of more long term and permanent
changes in management of people with the disease of addiction and other clinical situations may not be justified
until the results of confirmatory testing with more accurate methods such as LC-MS/MS are obtained. A recent
study on LC-MS/MS results following immunoassay POC testing in addiction treatment settings and found
very high rates of “false negatives and positives” [53,81].
Test results that suggest opioid misuse should be discussed with the patient. It is helpful to approach such a
discussion in a positive, supportive fashion, so as to strengthen the physician-patient relationship and encourage
healthy behaviors (as well as behavioral change where that is needed). Both the test results and subsequent
discussion with the patient should be documented in the medical record [53].
Periodic pill counting is also a useful strategy to confirm medication adherence and to minimize diversion (e.g.,
selling, sharing or giving away medications). As noted earlier and where available, consulting the state’s PDMP
before prescribing opioids for pain and during ongoing use is highly recommended. A PDMP can be useful in
monitoring compliance with the treatment agreement as well as identifying individuals obtaining controlled
substances from multiple prescribers [21-23,55,62]. If the patient’s progress is unsatisfactory, the physician must decide whether to revise or augment the treatment
plan, whether other treatment modalities should be added to or substituted for the opioid therapy, or whether
a different approach—possibly involving referral to a pain specialist or other health professional—should be
employed [35-37,62-63].
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Use of the WV Board of Pharmacy’s Controlled Substance Monitoring Program (CSMP) website is required for initial narcotic Rx’s for patients on long term treatment with narcotic analgesics for chronic, non-malignant pain and must be reviewed annually.  
·         Continuing Education on subject of drug diversion and best practices for prescribing controlled substances every two years is required
·         Provides legal immunity for reporting suspected doctor shoppers


https://www.csapp.wv.gov/



	PRESRIBER BEWARE:�Medication Misuse in West Virginia
	OBJECTIVES
	IMPROPER PRESCRIBING
	MISUSE
	Opioid Epidemic
	UNINTENTIONAL OVERDOSE �DEATHS
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	TRENDS
	Slide Number 17
	PREGNANCY
	Street Values of Legal Drugs
	Slide Number 20
	How do you get your drugs?
	The Role of Cancer and Chronic Pain Patients in the Diversion of Prescription Opioids
	Where are prescription opioids most readily available ?
	UDS in Chronic Pain Patients on OPRs
	WHAT TO DO?
	Aberrant Drug-Taking Behaviors
	EDUCATE
	DRUG TESTING
	WHIZZINATOR
	WV BOP Website
	Deciding to Stop: Diffusing methods
	Deciding to Stop: Wean vs DC
	SUMMARY
	Questions?

