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PRESRCIBER BEWARE:

Medication MisuseinWestVirginia



OBJECTIVES

* Describe the “pill” problem in West Virginia
* Equip you to not contribute to this problem



IMPROPER PRESCRIBING

* Usually due to lack of
knowledge

* Potential for arrest

* Actions by licensing
boards increased
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OPIOID EPIDEMIC

* Deaths from drug overdose have risen steadily over the past two
decades and have become the leading cause of injury death in the
United States

* ~64,000 OD deaths in 2016
* 21% increase from 2015

* 175 deaths/day
* 2002 to 2015: 2.8 fold increase in the deaths involving opioids

* West Virginia led the country in deaths due to drug overdose with
~52/100k deaths in 2016
* 86% involved at least one opioid
* 1 West Virginia dying every 10 hours



Presenter
Presentation Notes
A Feb. 13 analysis by the West Virginia Health Statistics Center shows at least 818 people in the state died of drug overdoses in 2016 – four times the number that occurred in 2001 and a nearly 13 percent increase over the 725 who died of overdoses in 2015. About 86 percent of the deaths in 2016 involved at least one opioid, The Register-Herald reported.
“We are seeing an unprecedented rise in the overdose deaths related to opioids,” said Dr. Rahul Gupta, the commissioner of the Department of Health and Human Resources’ Bureau for Public Health. “It seems we have not yet peaked.”
The data may change as more death certificates are recorded, state officials have said.
“As of 2015, a West Virginian was dying every 12 hours around the clock,” Gupta said. “That number did not get any better in 2016. We are on pace to have a West Virginian dying every 10 hours in 2016.”


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.


http://www.cdc.gov/injury/wisqars/fatal.html
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6401a10.htm
https://www.cdc.gov/drugoverdose/data/statedeaths.html

OVERDOSE EPIDEMIC

1985 1990 1995 2000 2005
Year

Centers for Disease Control and Prevention. CDC grand rounds: prescription drug
overdoses—a US epidemic. MMWR Morb Mortal Wkly Rep. 2012;61(1):10-13
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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.
�


Opioid deaths: Worst case scenario

STAT forecast: Opioids could kill nearly 500,000 Americans

in the next decade
https://www.statnews.com/2017/06/27/opioid-deaths-forecast/
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Scenario 1: The opioid deaths forecast for 2027 is 93,613. The forecasted change is 183% since 2015 when it was 33,091. This curve assumes total drug overdoses climb at the same rate they have for decades. It’s also based on the assumption opioid deaths keep making up roughly the same percentage of all drug deaths.Natalia Bronshtein/STAT

STAT forecast: Opioids could kill nearly 500,000 Americans in the next decade
By MAX BLAU @maxblau
JUNE 27, 2017
MIKE REDDY FOR STAT
 
Opioids could kill nearly half a million people across America over the next decade as the crisis of addiction and overdose accelerates.
Deaths from opioids have been rising sharply for years, and drug overdoses already kill more Americans under age 50 than anything else. STAT asked leading public health experts at 10 universities to forecast the arc of the epidemic over the next decade. The consensus: It will get worse before it gets better.
There are now nearly 100 deaths a day from opioids, a swath of destruction that runs from tony New England suburbs to the farm country of California, from the beach towns of Florida to the Appalachian foothills.
In the worst-case scenario put forth by STAT’s expert panel, that toll could spike to 250 deaths a day, if potent synthetic opioids like fentanyl and carfentanil continue to spread rapidly and the waits for treatment continue to stretch weeks in hard-hit states like West Virginia and New Hampshire.
If that prediction proves accurate, the death toll over the next decade could top 650,000. That’s almost as many Americans as will die from breast cancer and prostate cancer during that time period. Put another way, opioids could kill nearly as many Americans in a decade as HIV/AIDS has killed since that epidemic began in the early 1980s. The deep cuts to Medicaid now being debated in Congress could add to the desperation by leaving millions of low-income adults without insurance, according to the nonpartisan Congressional Budget Office.
Even the more middle-of-the-road forecasts suggest that by 2027, the annual U.S. death toll from opioids alone will likely surpass the worst year of gun deaths on record, and may top the worst year of AIDS deaths at the peak of that epidemic in the 1990s, when nearly 50,000 people were dying each year. The average toll across all 10 forecasts: nearly 500,000 deaths over the next decade.
Beyond the immeasurable pain to families, the overdoses will cost the U.S. economy hundreds of billions of dollars.
In addition to the forecasts, provided by academics who specialize in epidemiology, clinical medicine, health economics, and pharmaceutical use, STAT conducted more than 40 interviews with politicians and patient advocates, providers and payers, doctors and drug makers. This analysis is also informed by a review of presentations from top Trump administration health officials, including Health and Human Services Secretary Tom Price, National Institutes of Health Director Francis Collins, and the acting chiefs of the Office of National Drug Control Policy, the Substance Abuse and Mental Health Services Administration, and the Centers for Disease Control and Prevention.
“It took us about 30 years to get into this mess,” Robert Valuck, professor at the University of Colorado-Denver’s School of Pharmacy and Pharmaceutical Sciences, told STAT. “I don’t think we’re going to get out of it in two or three.”
It’s already so bad that once unthinkable scenes of public overdose are now common: People are dying on public buses and inside fast-food restaurants. They’re collapsing unconscious on street corners and in libraries after overdosing on prescription pain pills, heroin, and fentanyl. A customer in Anchorage, Alaska, hit the floor of a Subway while trying to order a sandwich. A mom in Lawrence, Mass., sprawled in the toy aisle of a Family Dollar as her little girl screamed at her to wake up. A grandmother in East Liverpool, Ohio, slumpedin the front seat of an idling car, turning blue, while a toddler in dinosaur pajamas sat in the back. 
There are so many deaths, some coroners are running out of room for bodies.
The most recent national statistics count more than 33,000 opioid-related deaths across the U.S. in 2015. Many victims are young, often in their 20s or 30s. Increasingly, many are white. But the plague touches all demographics: farmers and musicians, lawyers and construction workers, stay-at-home moms and the homeless.
Most of the forecasts produced by STAT predict the annual death toll will increase by at least 35 percent between 2015 and 2027. Under the gravest scenarios, it could triple — to more than 93,000 deaths a year.
On this, all the experts agree: Fatal overdoses will not even begin to level off until sometime after 2020, because it will take time to see whether the federal government’s efforts to boost drug enforcement and push doctors to write fewer prescriptions for opioid pain pills are effective.
The worst-case scenario is built around the assumption doctors will continue to freely prescribe and that people addicted to opioids will continue to be exposed, perhaps unknowingly, to powerful synthetic compounds like carfentanil, an elephant tranquilizer capable of killing a human with just a couple of grains.
Opioid deaths: Worst case scenario
Scenario 1: The opioid deaths forecast for 2027 is 93,613. The forecasted change is 183% since 2015 when it was 33,091. This curve assumes total drug overdoses climb at the same rate they have for decades. It’s also based on the assumption opioid deaths keep making up roughly the same percentage of all drug deaths.NATALIA BRONSHTEIN/STAT
The best-case projection has fatal overdoses falling below 22,000 a year by 2027. But experts say reaching that level would require a major public investment in evidence-based treatment options and a concerted push among medical providers to control pain with non-narcotic therapies before trying prescription opioids. Right now the U.S. spends about $36 billion a year on addiction treatment — and just a fraction of those in need are getting care.
By contrast, federal officials estimate that opioid abuse drains nearly $80 billion a year from the American economy because of expenses tied to health care, criminal justice, and lost productivity.
President Trump, who has vowed to make opioids a priority, has appointed a commission led by New Jersey Gov. Chris Christie to explore solutions, but it hasn’t yet laid out its ideas — and in the meantime, the administration’s proposed budget would slash most domestic spending, which health advocates call profoundly counterproductive.
“Are we doing enough of what we think works — prescription drug monitoring programs, medication-assisted treatment, naloxone?” asked Dr. Donald Burke, dean of the University of Pittsburgh’s graduate school of public health. 
“And,” Burke said, “are we matching the societal costs with a like expenditure in prevention?”
Opioid deaths: Best case scenario
Scenario 10: The opioid deaths forecast for 2027 is 21,300. The forecasted change is -36% since 2015 when it was 33,091. ‎‎This curve assumes doctors prescribe fewer opioids, states embrace prescription drug monitoring programs, and insurers enact reforms to increase treatment access.NATALIA BRONSHTEIN/STAT
Ignoring clear signs of danger
The STAT analysis projects many painful years ahead. The roots of the crisis, though, stretch back generations to the 1980s, when pharmaceutical firms first marketed prescription opioids like oxycodone and hydrocodone to treat pain — and claimed they carried minimal risk for addiction.
Over the years these companies pushed hard to get pills in patients’ hands with strategies that included paying middlemen to circumvent state regulations and allegedly bribing doctors to prescribe opioids.
The result are staggering: Opioid prescriptions nearly tripled between 1991 and 2011.
It has been abundantly clear in recent years that such prescriptions can be dangerous. From 2005 to 2014, the rate of opioid-related emergency department visits nearly doubled, according to a new report from the Agency for Healthcare Research and Quality. Yet as recently as 2015, doctors prescribed prescription painkillers to more than a third of American adults, despite limited upside for many patients.
HYACINTH EMPINADO/STAT
“It’s like cigarettes in the ’50s: We look back at the way people smoked and promoted cigarettes as laughably backwards — magazine ads with doctors saying, ‘Physicians prefer Camels,” Dr. Michael Barnett, assistant professor of health policy and management at Harvard University, said.
“We have the same thing now — Oxycontin ads in medical journals where doctors would say, ‘Opioids are good for treating pain. They don’t have addictive potential.’ It’s possible 20 years from now, we’re going to look back and say, ‘I cannot believe we promoted these dangerous, addictive medications that are only marginally more effective.’”
The state of Ohio, among a handful of governments currently suing drug makers, alleges that a “well-funded marketing scheme” led to its residents receiving 3.8 billion opioid pills from 2011 to 2015, fueling “human tragedy of epic proportion.” Fatal drug overdoses in Ohio have soared by 642 percent since the turn of the millennium.
Another statistic: The number of privately insured patients diagnosed with opioid dependence increased nearly sixfold in just five years, according to data compiled by Amino, a health care data analytics company.
In 2012, only 241,000 such patients had an opioid dependency diagnosis. By 2016, that number was 1.4 million. And those numbers don’t even account for the hundreds of thousands more battling addictions while on Medicaid or Medicare, or while uninsured.
The surging death toll, affecting growing numbers of white Americans, sparked demand for action in ways unseen during past epidemics that disproportionately affected minority populations. Law enforcement officers started shutting down pain clinics, known as “pill mills,” where doctors accepted cash for painkiller prescriptions. But that only accelerated demand for heroin, as pill mill patients had trouble finding treatment to break free from their addictions.
Desperate to keep feeding their cravings and avoid the anguish of withdrawal, people from all walks of life — soccer moms in Vermont, C-suite execs in California, college-bound kids in West Virginia — began to shift from prescription pills to heroin, which was more potent and had become far cheaper, thanks to heightened drug trafficking into the U.S. by cartels. Two years ago, heroin deaths surpassed the toll from prescription opioids for first time this millennium, according to the Washington Post.
“Thirty years ago, the heroin dealers drove through Arkansas” on their way to more populous and lucrative markets, Dr. G. Richard Smith, professor of psychiatry, medicine, and public health at the University of Arkansas for Medical Sciences, told STAT. “That’s not the case now: People are switching from legal prescription meds, rightly or wrongly prescribed, to heroin.”
HYACINTH EMPINADO/STAT
A new threat rises 
Many of the experts STAT spoke with were even more concerned about the wave now crashing through communities: the synthetic opioids, such as fentanyl and carfentanil, that have flooded into the U.S. from China and Mexico. They can be cheaper and even deadlier than heroin — and can be made at home or ordered online. Between 2013 and 2015, deaths linked to these potent opioids tripled to more than 9,000.
The drugs can be so deadly, the U.S. Drug Enforcement Agency this month urgedfirst responders to carry naloxone in case they accidentally overdose while trying to help a victim — as has already happened to officers in Ohio and Maryland. The DEA also recommended first responders wear protective equipment such as safety goggles and masks, and in some cases full hazmat suits.
Because they’re so strong, synthetic opioids have spawned strings of mass overdoses in cities throughout the eastern half of the U.S.
Drug maker thwarted plan to limit OxyContin prescriptions at dawn of opioid epidemic
 
Last summer emergency workers in Cincinnati responded to an unprecedented 174 overdoses in six days; this past winter, paramedics in Louisville scrambled to get to 151 overdoses over four days. In the small city of Huntington, W. Va., reports of 28 overdoses in five hours last August forced 911 dispatchers to send out every available ambulance to revive drug users who had passed out inside homes and on highways.
And the most potent synthetic opioids haven’t even penetrated all the markets in the U.S. yet.
“We’ve not seen the worst yet,” said Tim Robinson, CEO of Addiction Recovery Care, a Louisa, Ky.-based company that runs several rehab programs. “As we transition from heroin toward fentanyl and carfentanil, when it hits the rural areas in Appalachia, we’re going to see a lot more devastation.”
Already, a long trend of declining death rates for young adults has been reversed: Death rates for people ages 25 to 44 increased from 2010 to 2015 in nearly every racial and ethnic group, in large part because of drug and alcohol abuse, the Washington Post found. The New York Times recently reached out to hundreds of state and county health officials to piece together an estimate of total drug overdose deaths last year. Its projection: More than 59,000 fatalities, most from opioids.
HYACINTH EMPINADO/STAT
In an interview with STAT at a national drug abuse summit earlier this year, Dr. Patrice Harris, then chair of the American Medical Association, said one key to bringing down the death toll is to spread the word that addiction is a chronic medical condition, not a personal failing.
Another key: getting more people access to medications that can reduce cravings, such as buprenorphine, methadone, and naltrexone — and convincing both patients and providers that such treatments don’t simply amount to trading one addiction for another.
“Any physician in this country can prescribe oxycodone in high doses, but they can’t prescribe buprenorphine unless they have special training,” said medical epidemiologist Jay Unick of the University of Maryland, Baltimore. “You just don’t have easy access to buprenorphine. And that’s crazy in a world flooded with opioids.”
The end result: waiting lists for treatment that can stretch for weeks or months.
In West Virginia, Marshall University student Taylor Wilson tried for 41 days to get treatment after nearly dying from an overdose. Her mother, Leigh Ann Wilson, finally got a call saying Taylor had cleared a buprenorphine waiting list. Her daughter had died four days earlier, from another overdose.
A landmark report last year from then-Surgeon General Vivek Murthy found only 10 percent of the estimated 2.2 million Americans with an opioid-use disorder have received addiction treatment.
“We know what works,” Murthy said this past April. “We’re just not doing enough of it.”
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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.
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One- and 3-year probabilities of continued opioid use among opioid-naive patients, by number
of days’ supply* of the first opioid prescription — United States, 2006—2015
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Shah, A, et al.Characteristics of Initial Prescription Episodes and Likelihood of Long-Term Opioid Use - United States, 2006-2015.
MMWR Morb Mortal Wkly Rep 2017 Mar 17;66(120):265-269.
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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

PREGNANCY

 Umbilical cord tested after
delivery (n=759) August, 2009

* 19.2% pos for drugs/ETOH
* 28% pos for Opioids
* 5.4% of population

* Polysubstance Use with
Opioids
* THC 8%
* Benzos 29%
* Methadone 21%
* ETOH 7%

Stitely ML, WVMJ vol:106
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Stitely M.L. etal Prevalence of Drug Use In Pregnant West Virginia Patients. West Virginia Medical Journal. Vol 106.


Street Values of Legal Drugs

Generic Name Brand Name Brand Street Value per 100
Cost/100
Tylenol w/ Tylenol #3 $56.49 $800.00
Codeine
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







How do you get your drugs?

Source Where User Obtained

More than One Doctor (1.9%) Free from Friend/
l Relative (54.2%)

One Doctor (18.1%)

Source Where Friend/Relative Obtained
One Doctor (81.6%)

her! (5.0%. f

Other! (5.0 '}"“‘-L /
Bought on

Internet (0.3%)

Drug Dealer/

Stranger (3.9%) More than One

Doctor (3.1%)

Bought/Took from Free !‘mm Frielnjd_#
Friend/Relative (16.6%) Relative (5.5%)
Bought/Took from
Friend/Relative (5.7%)
Drug Dealer/
Other’ (2.2%) Stranger (1.9%)

Bought on Internet (0.2%)

SAMHSA 2012 NATIONAL SURVEY



UDS in Chronic Pain Patients on OPRs
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* 75% of patients likely misused
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* 29% - non-prescribed med
present

* 11% - illicit drugs present

Couto JE, Goldfarb NI, et al. High Rates of Inappropriate Drug Use in
the Chronic Pain Population. Popul Health Manag. 2009;12(4):185-

190.


Presenter
Presentation Notes
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.


Author information 




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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Aberrant Drug-Taking Behaviors

Lost prescriptions more than once

Early refills

Poor compliance with treatment plan

Many drug “allergies”

Requests frequent drug escalations

Multiple prescribers and pharmacies

Aggressive complaining Adapted from Passik

Sperry



EDUCATE

* Good personal and family history
* Collateral information

* Random urine drug screens

* People will steal your pills

e Lock box



DRUG TESTING

* Know your drug screens
* Good relationship with lab
* lllicits and medication prescribed

* Limitations of POC testing and need to get confirmation (i.e. don't
make drastic changes until certain)

* Discuss with patient in altruistic terms
* Document!
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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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Controlled Substance Monitoring Program

WWW.CSAPPWV.COM



https://www.csappwv.com/

Deciding to Stop: Diffusing methods

* I’'m worried because ...
* your level of pain doesn’t match your condition
* you should be getting better
* you should be needing less medicine
* you should be responding to other treatments

* I'm not comfortable prescribing this much medicine
* | think you now have another condition
* It’s our policy...

Sperry



Deciding to Stop: Wean vs DC

* Emergency STOP if

* Alter script or Selling Rx drugs (felony)
e Accidental/intentional OD (death)

* Threatening staff (extortion)

* Too many scams (out of control)

* Stop treatment if ineffective or if other conditions contraindicates
continued use

Sperry



WYV Opioid Reduction Act - 2018

* ED and Urgent Care: 4 day supply * For 1%t refill (in 6 days):
* Peds, Dentist, Optometry: 3 day supply . rDisokcument discussion of opioid addiction
* All others: 7 day supply  Document risk of sedatives and ETOH
* Document history of: * For 2" refill
* non-opioid tx  Referral to pain specialist and/or
* non-pharmacologic tx alternative treatments must always be
* substance use history con.5|dered.
_ )  Patient acceptance or refusal of such
* Physical exam pertinent to problem must be documented prior to refill
o * Must assess for addiction and/or
Treatment pIa|.1 dependence
* Document review of CSMP » For ongoing prescribing:
* Must complete a narcotics agreement  Must assess need for medication at least
with the patient whenever aSchedule |l qgod
opioid is prescribed  Must attempt to decrease dose, stop, or

use other modalitiesq 9o d
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All, 
 
As you may know, State Bill 273, the Opioid Reduction Act, was signed into law and will take effect on June 7, 2018, and may have an impact on your daily practice.  
It is important to note that current legislation allows for the following exemptions to the new prescribing regulations:
·         Patient undergoing active cancer treatment
·         Patients under hospice care 
·         Patients residing in long-term care facilities
·         Patients undergoing active addiction treatment
·         Patients receiving chronic opioids prior to January 1, 2018.  (Chronic is defined as longer than three continuous months)
.  
Areas of potential impact include:
·         Emergency Department and Urgent Care practitioners are limited to writing a 4 day supply of opioids
·         Pediatricians, Dentists, and Optometrists are limited to writing a 3 day supply of opioids
·         All other practitioners, including surgeons post-operatively, are limited to writing a 7 day supply of the lowest effective dose of opioids.  Documentation for these prescriptions must include:
§  A thorough history of non-opioid medication, non-pharmacologic treatment, and substance abuse history 
§  Physical exam pertinent to the problem requiring the prescription
§  Treatment plan 
§  Documentation of a review of the Controlled Substance Monitoring Program (CSMP)
o   These prescriptions can be refilled in 6 days.  For the first refill:
§  Must document discussion of risk of opioid addiction with the patient
§  Must document the risk of use of sedatives and alcohol 
o   For the second refill:
§  Referral to a pain specialist and/or alternative treatments must always be considered.  Patient acceptance or refusal of such must be documented prior to refill.  
§  Must assess the patient’s addiction/dependence
 
·         For practitioners who choose to continue prescribing chronic opioids:
o   Must assess medication therapy at least every 90 days
o   Must attempt to decrease dosage, stop medication, or use other modalities every 90 days
·         Practitioners are required to enter into a narcotics contract with the patient whenever a Schedule II opioid is prescribed
For any questions, please contact Dr. Rick Vaglienti, Dr. Patrick Marshalek, Dr. Steve Hoffmann, or myself.  
 
Thanks,
Ron
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EXCEPTIONS:
e Active cancer treatment

* Hospice

* Long-term care facility

* Active addiction treatment

* Receiving chronic opioids prior to Jan 1, 2018


Presenter
Presentation Notes
Frequently Asked Questions
 
If a patient has a surgery, do they still follow the same department restrictions, or would they fall under the surgical category? 
If a patient has surgery then any practitioner who is authorized under their practice (which means physician – including residents, podiatrist, PA with prescriptive authority, APRN with prescriptive authority, Dentist or optometrist), may prescribe a 7 day supply post-surgery immediately following the procedure. 
 
Can we develop smart phrases to include the required documentation? 
Yes, IT has developed a smart phrase for the initial prescription, the first refill, the second refill, and chronic opioid prescribing documentation.  These smart phrases are currently available on the system.  The dot phrases for those will be (see details below the FAQs):
·   .opioidrx1 – used for initial prescription
·   .opioidrf1 – used for first refill
·   .opioidrf2 – used for second refill
·   .opioidrxchronic – used for chronic prescriptions
 
How do we document review of the CSMP? 
We are working with IT on a solution and will send an update as soon as we have resolution.  In the interim, while we understand it is cumbersome, you have the option to copy & paste the information from the CSMP website into your note.  For those who are unfamiliar with the CSMP system, there is a Prescriber Guide and User Guide available.  
 
Can we refer to our pain clinic?  In the past it was a difficult process. 
Yes, you can refer to our pain clinic.  The process has been revamped to allow for more access, ease of referral, decreased new patient wait times, and treatment options.  In addition to the standard injections, the pain clinic now offers alternative treatment options on site, such as massage therapy, acupuncture, chiropractic care, movement therapy, and behavioral medicine services.  
 
Is there anything we need to know before referring to the pain clinic? 
The pain clinic encourages and strives to engage patients in a multi-disciplinary program.  Patients should be physically able to do so when being referred.  If for some reason they are not, please document as such in the referral.  
Post-operative patients should be physically stable upon referral.  Surgical complications are beyond the pain clinic scope of practice. 
All referred patients will be appropriately evaluated by the pain team, including a psychology evaluation.  Patients are not guaranteed to receive chronic opioid medications, based on those evaluations.  The referring provider should be prepared to manage the patient’s pain medications until the evaluations can be completed.  
Specific requests for consultation should be clearly explained in the consult and/or the clinic note.
 
When should a pain contract be initiated? 
For an initial opioid prescription of seven (7) days or less, a pain contract may be utilized, but is not required.  For subsequent prescriptions or any prescription for greater than seven (7) days, a pain contract is required.  
 
Where do I find a copy of the pain contracts? 
Copies of the chronic and non-chronic pain contracts, as well as a consent to treat with opioids, can be found in Form Fast.  A copy of each form is attached.  
 
How will we remember all of these new regulations? 
There will be a pop up reminder in place for 30 days any time an order is placed for an opioid, starting June 7. 
 
Is detailed documentation required for all providers, regardless of specialty, for the initial prescription? 
Yes.  The documentation for the initial prescription should include: 
·   Reason for prescribing
·   What medication is being prescribed? 
·   History of non-opioid medications used for pain treatment
·   History of non-pharmacological treatment 
·   History of Substance abuse treatment
·   Physical exam of pain region
·   Treatment plan
·    CSMP review documentation
 
Is there a way to track the patient’s Pain Contract date or other pertinent information? 
Yes, in the controlled substances flowsheet, a provider can track a patient’s Pain Contract date, last urine drug screen date, and the last review of the Controlled Substances Monitoring Database date.  If this information has been entered, the provider can use the dot phrase .csrxtracking to pull in the last flowsheet to their note.  
 
Are there tools that I can use to help evaluate and document the risk of opioid abuse? 
There are a number of screening tools that evaluate risk, however they are complex and imperfect.  The following is a link to one such tool, the Opioid Risk Tool, https://www.drugabuse.gov/sites/default/files/files/OpioidRiskTool.pdf.  However, we also believe sound clinical judgement with attention to the items outlined in the answer to question nine will suffice in documenting risk for the patient.  
 
Can we distribute information regarding this bill to patients, faculty, staff, etc., to make them aware of the changes?
Yes, however, before any written communication is provided, it must be approved by the Medical Staff Affairs Pain Management Committee to ensure consistent information is being distributed because of the complicated nature of the bill. For approval please send your draft communication to Sunita Kellermeyer (sunita.kellermeyer@wvumedicine.org) and/or Heather Cosgrove (heather.cosgrove@wvumedicine.org).   
 
 
Opioid Reduction Act Documentation Smart Phrases 
 
.opioidrx1 – used for initial prescription
.opioidrf1 – used for first refill
.opioidrf2 – used for second refill
.opioidrxchronic – used for chronic prescriptions
 
Opioid Prescription – Initial Fill
Diagnosis requiring prescription: ***
 
Medication Dosage/Frequency being prescribed: ***
 
I have reviewed prior medication history in the medical record for this patient.  I have also reviewed information contained in the state controlled prescription drug monitoring database.
 
I have discussed any history of non-pharmacological treatment with the patient.  The patient reports {non-pharmacologic treatment history:25691}.  
 
The patient {DENIES/REPORTS:20765} history of substance abuse treatment.  
 
Physical exam findings and/or clinical history warranting use of opioid treatment include: ***
 
My goals for treatment include: ***
 
I have discussed the risk of opioid addiction with the patient.  I have also discussed the risk of using sedatives and alcohol while taking opioids.
 
 
Opioid Prescription - First Refill
This patient has received a prior course of opioid treatment by myself or any other provider for management of ***.  
 
Medication dosage/frequency being refilled: ***
 
I have reviewed prior medication history in the medical record for this patient.  I have also reviewed information contained in the state controlled prescription drug monitoring database.
 
I have discussed the risk of opioid addiction with the patient.  I have also discussed the risk of using sedatives and alcohol while taking opioids.
 
Opioid Prescription - Second Refill
This patient has received a prior course of opioid treatment by myself or another provider.  I have suggested to the patient that @HE@ see a pain specialist for further management.  The patient has {accepted/declined:25692} this recommendation.
 
Diagnosis requiring prescription refill: ***
 
Medication Dosage/Frequency being refilled: ***
 
I have reviewed prior medication history in the medical record for this patient.  I have also reviewed information contained in the state controlled prescription drug monitoring database.  I have assessed the patient's potential for addiction/dependence and found the risk to be: {low/medium/high:25693}.
 
I have discussed the risk of opioid addiction with the patient.  I have also discussed the risk of using sedatives and alcohol while taking opioids.
 
Opioid - Chronic Prescription:
This patient is in need of chronic opioid therapy for the following reasons: ***.
 
I have reviewed prior medication history in the medical record for this patient.  I have also reviewed information contained in the state controlled prescription drug monitoring database.
 
I have attempted to reduce the dose and/or try alternative therapies including: ***.
 
 
Thank you,
Ron
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