Break

Agenda
The First 30 min.

The Next 30 min.

The Hour after that.

Why We Are here

Starting Patients on
Opioids

Prescribing Opioids

The current
situation

Assessment of
Need

Opioid equivalents

Assessment of Risk

Testing:
Urine
Pill counts

BOP

Stopping Opioids

Contracts

The latest opioid bill

The Last 30 min.
How to help the
OUD pt

Continuing Opioid Prescriptions:
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https://www.cdc.gov/drugoverdose/pdf/Assessing_Benefits_Harms_of_Opioid_Therapy-a.pdf
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goals
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Keeping Patients on Opioids
CDC Checklist
If renewing opioids without
patient visit check that a return
visit is scheduled ≤ 3 months
from last visit

https://www.cdc.gov/drugoverdose/pdf/Assessing_Benefits_Harms_of_Opioid_Therapy-a.pdf

Keeping Patients on Opioids
Reassessing at Return Visit:
• Assess pain and function (e.g., PEG); compare results to baseline.
• Evaluate risk of harm or misuse:
• Observe patient for signs of over-sedation or overdose risk.
– If yes: Taper dose.
• Check PDMP.
• Check for opioid use disorder if indicated (eg, difficulty controlling
use). – If yes: Refer for treatment.
https://www.cdc.gov/drugoverdose/pdf/Assessing_Benefits_Harms_of_Opioid_Therapy-a.pdf

Keeping Patients on Opioids
Reassessing at Return Visit:
• Check that non-opioid therapies optimized.
• Determine whether to continue, adjust, taper, or stop opioids.
• Calculate opioid dosage morphine milligram equivalent (MME).
If ≥ 50 MME /day total (≥ 50 mg hydrocodone; ≥ 33 mg oxycodone), increase
frequency of follow-up; consider offering naloxone.
Avoid ≥ 90 MME /day total (≥ 90 mg hydrocodone; ≥ 60 mg oxycodone), or
carefully justify; consider specialist referral. Schedule reassessment at
regular intervals (≤ 3 months).
https://www.cdc.gov/drugoverdose/pdf/Assessing_Benefits_Harms_of_Opioid_Therapy-a.pdf

Keeping Patients on Opioids-The PEG
Checking for Functional Improvement
What number, from 0 – 10 best:
Q1: Describes your Pain in the past week?
Q2: Describes how, during the past week, pain has interfered with your
Enjoyment of life?
Q3: Describes how, during the past week, pain has interfered with your
General activity?
PEG score = 30% improvement from baseline is clinically meaningful.

Keeping Patients on Opioids
Therapeutic Changes
As with any medication, consider increasing or decreasing dosage, or
even drug switching to reach therapeutic goals.
If medication not resulting in improved function, can begin to taper off
medication.
If medication is helping, consider a lower or more sustainable dose.

Keeping Patients on Opioids
Therapeutic Changes
Why Change from Short Acting to Long Acting?
• Reduce numbers of Pills.
• Improve control-consistent blood levels, Longer control.
• Sleep disruption caused by pain and by opioid withdrawal.
• Improved adherence.

Opioid Equivalents
Caution: Higher Dosage, Higher Risk
Higher dosages of opioids are associated with higher risk of overdose and
death—even relatively low dosages (20-50 morphine milligram
equivalents (MME) per day) increase risk.
Higher dosages haven’t been shown to reduce pain over the long term.
One randomized trial found no difference in pain or function between a more liberal
opioid dose escalation strategy (with average final dosage 52 MME) and maintenance
of current dosage (average final dosage 40 MME).
https://www.cdc.gov/drugoverdose/pdf/calculating_total_daily_dose-a.pdf

Opioid Equivalents
Caution: Higher Dosage, Higher Risk

In a national sample of Veterans Health Administration patients with
chronic pain receiving opioids from 2004–2009.. patients who died of
opioid overdose were prescribed an average of 98 MME/day, while
other patients were prescribed an average of 48 MME/day.

https://www.cdc.gov/drugoverdose/pdf/calculating_total_daily_dose-a.pdf

Opioid Equivalents
Determine the total daily amount of each opioid the
patient takes.
Convert each to MMEs—multiply the dose for each
opioid by the conversion factor.
Add them together.
Warning: Do not use the calculated dose in MMEs to
determine dosage for converting one opioid to
another—the new opioid should be lower to avoid
unintentional overdose caused by incomplete crosstolerance and individual differences in opioid
pharmacokinetics. Consult the medication label.
https://www.cdc.gov/drugoverdose/pdf/calculating_total_daily_dose-a.pdf

Opioid Equivalents
50 MME/day:
50mg Hydrocodone: 10 tablets of

90 MME/day:
90mg Hydrocodone: 9 tablets of

hydrocodone/ acetaminophen 5/300

hydrocodone/ acetaminophen 10/300

33mg of oxycodone: 2 tablets of

60 mg of oxycodone: 2 tablets of

oxycodone sustained-release 15 mg

12mg of methadone: <3 tablets

of methadone 5 mg

https://www.cdc.gov/drugoverdose/pdf/calculating_total_daily_dose-a.pdf

oxycodone sustained-release 30 mg

20 mg of methadone: 4 tablets of
methadone 5 mg

Case Study:
Your employer has recently lost three long established family physicians and
management has informed you that, as a physician, you will have to assume the
care of their patients on controlled medications. Your area has lost it’s only noninterventionist pain specialist to a recent drug sweep.
On Monday, after this conference, the first patient presents. He’s a 56 years of age
former timber worker on disability for the last 22 years after being crushed by a
tree and suffering a flailed chest and multiple vertebral fractures. He smokes, has
COPD, his A1C is 9.8% and his LDL is 140.
He’s on Metformin, Pro-air, and hydrocodone 5 mg TID. He’s been on these meds
for the last 6 years. He has refused preventative efforts and your EMR informs you
of multiple care gaps including colonoscopy and immunizations.

Case Study:
Preparing for the 15 minute visit (he’s established in the system) you
prioritize your efforts.
Which of the following is the most worrisome health concern?
A) His socioeconomic status
B) His lack of preventative care
C) His uncontrolled diabetes
D) His chronic opioid use
https://www.cdc.gov/nchs/nvss/mortality/lcwk5_hr.htm

Case Study:
You decide to focus on his diabetes during todays visit, but recognize you
must address his opioid use as well.
You decide to make an effort to reduce his opioid use by limiting his number
of pills but not his total MMEs.
What is his current MME use:
A) 50 MME
B) 30.5 MME
C) 15 MME
D) 5 MME

Case Study:
What choice or choices offer an equivalent MME?
A) Oxycodone 7.5mg BID
B) Hydrocodone 7.5 mg BID
C) Oxycodone 10mg QHS
D) Hydrocodone 10mg Q AM

Behaviors Suspicious for Misuse or Dependency
• Taking a controlled substance for a long period of time (new patients)
• Refusing to grant permission to obtain old records or communicate
with previous physicians
• Demonstrating reluctance to undergo a comprehensive history,
physical examination, or diagnostic testing (especially urine drug
screening)

Behaviors Suspicious for Misuse or Dependency
• Requesting a specific drug
(often because of the higher
resale value of a brand name)
• Professing multiple allergies
to recommended medications
• Resisting other treatment
options

Behaviors Suspicious for Misuse or Dependency
Other aberrant behavior
• Issuing threats or displaying
anger
• Targeting appointments at the
end of the day or during off
hours (nights or weekends)
• Giving excessive flattery
https://lane.stanford.edu/about/donations.html

Behaviors Suspicious for Misuse or Dependency
• Calling and visiting a physician's
associates
• Repeatedly losing a prescription
• Requesting a dose escalation
• Demonstrating noncompliance with
prescription instructions
• Demonstrating other evidence of alcohol
or illicit drug misuse

Testing:
Schedule patients additional time:
For example, writing a new
prescription for a controlled
substance would require evaluating
the patient for a history of abuse or
addiction, and may include
screening.

https://uk.rs-online.com/web/p/stopwatches/0329727/

Testing:
Schedule Patients Additional Time:
A history of substance misuse does not preclude opioid analgesia;
however, patients in recovery may require boundary setting, clear
delineation of the rules, and participation in an active recovery
program.
Urine drug screening is also useful before increasing patients' dosages
of analgesics or referring patients to a pain or addiction specialist.

Testing:
Schedule Patients Additional Time:
A negative urine drug screening result does not exclude occasional or
even daily drug use.
Infrequent drug use is difficult to detect regardless of testing
frequency, the benefits of frequent drug testing are greatest in
patients who engage in moderate drug use.

Testing:
There are two main types of Urine Drug Screening:
• immunoassay testing, and
• chromatography (i.e., gas chromatography/mass spectrometry
[GC/MS] or high-performance liquid chromatography
• Immunoassay tests are the preferred initial test for screening. They
use antibodies to detect the presence of drugs. These tests can be
processed rapidly, are inexpensive.
JOHN B. STANDRIDGE, MD; STEPHEN M. ADAMS, MD; and ALEXANDER P. ZOTOS, MD, Urine Drug Screening: A Valuable Office Procedure. Am Fam Physician. 2010 Mar 1;81(5):635-640.

Opioids Metabolism
Hydromorphone

Morphine

Hydrocodone

Codeine

Norhydrocodone

6-MAM

Heroine

Dihydrocodeine

https://premierbiotech.com/innovation/opi-vs-oxy/

Opioids Metabolism
Oxycodone

Noroxycodone

http://insourcedx.com/services/compliance/udt/drug_metabolism.html

Oxymorphone

Benzodiazepines Metabolism
Diazepam
30-60hr ½ life

Nordazepam
30-100hr ½ life

Clonazepam
20-50hr ½ life

Lorazepam
14hr ½ life

Temazepam
30-100hr ½ life

Oxazepam
8hr ½ life

http://insourcedx.com/services/compliance/udt/drug_metabolism.html

7-AM Clonazepam

Alprazolam
11-20hr ½ life

Alpha-hydroxy alprazolam

Urine Drug Screens
The most commonly ordered drug screens are for:
•
•
•
•
•

Cocaine metabolites
Amphetamines
Phencyclidine
Marijuana metabolites
Opiate metabolites.

The U.S. Department of Transportation requires
testing for these five substances when conducting
urine drug screenings for transportation employees

https://www.protocoldrugtesting.com/

Urine Drug Screens
The Accuracy of Immunoassay
It varies..
-high predictive value for
marijuana and cocaine,
-lower predictive value for
opiates and amphetamines.
Many commonly prescribed
medications can cause positive
immunoassay tests

https://www.wcpo.com/news/national/urine-screens-are-big-businessreport-shows-costs-quadrupled-from-2011-to-2014

Reducing UDS Tampering
• Request removal of any unnecessary outer
clothing
• Remove anything in the collection area
that could be used to adulterate or
substitute a urine specimen
• Request the display and removal of any
items in the patient's pockets, coat, hat,
etc.
https://www.synthetix5.com/synthetic-urine-belt-kit/
https://peepack.com/product/peepack-sterile-urine-kit-3-pack/

Reducing UDS Tampering
• Require all other personal belongings (e.g.,
briefcase, purse) to remain with the outer
clothing
• Instruct the patient to wash and dry his or her
hands (preferably with liquid soap) under
direct observation and not to wash again until
after delivering the specimen
• Place a bluing agent in the commode and turn
off the water supply to the testing site
https://www.zoomtesting.co.uk/bluing-tablets/

Methods and Criteria for UDS
Collection Methods and Criteria
• Direct observation of specimen collection (when required)
• Sample size: 30 mL or more
• Temperature: between 90°F (32.2°C) and 100°F (37.7°C)
• Urine pH: 4.5 to 8.5
• Use of an approved chain of custody form to track specimen
handling

Methods and Criteria for UDS
Findings Suggestive of Adulterated, Diluted, or Substituted Specimens
General:

Temperature < 90°F or > 100°F
Unusual appearance (e.g., bubbly, cloudy, clear, dark)

Adulterated: Nitrite concentration >5 mg per dL
Urine pH < 3 or ≥ 11
Diluted/Substituted: Creatinine concentration < 2.0 mg per dL

Drugs that cause a false positive on UDS
Opiates
Dextromethorphan,
fluoroquinolones,
quinine,
verapamil‡
Duration of Detectability: One to three days
‡—In methadone assays only.

diphenhydramine,
poppy seeds,
rifampin,

Drugs that cause a false positive on UDS
Phencyclidine (PCP/Angel Dust)
dextromethorphan
ibuprofen
ketamine
thioridazine
venlafaxine
Duration of Detectability: 7 to 14 days

diphenhydramine
imipramine
meperidine
tramadol

Drugs that cause a false positive on UDS
Benzodiazepines
Oxaprozin and Sertraline
Duration of Detectability: 3 days for short-acting agents (e.g.,
lorazepam). Up to 30 days for long-acting agents (e.g., diazepam).
Cocaine
Topical anesthetics containing cocaine
Duration of Detectability: 2-3 days with occasional use, Up to 8 days
with heavy use.

Drugs that cause a false positive on UDS
Amphetamines
Amantadine (Symmetrel),
Bupropion (Wellbutrin),
Chlorpromazine,
Desipramine (Norpramin),
Fluoxetine (Prozac),

L-methamphetamine
(in nasal decongestants*),
Labetalol (Normodyne),
Methylphenidate (Ritalin),
Phentermine,
Phenylephrine,

Phenylpropanolamine,
Promethazine(Phenergan),
Pseudoephedrine,
Ranitidine (Zantac),
Thioridazine,
Trazodone (Desyrel)

Duration of Detectability: Up to 3 days. *Current immunoassays have corrected the falsepositive result for nasal decongestants containing L -methamphetamine.

Drugs that cause a false positive on UDS
Dronabinol -(Marinol),

Tetrahydrocannabinol

NSAIDs-ibuprofen, naproxen (Naprosyn), and sulindac (Clinoril),
PPIs- (pantoprazole [Protonix])
Duration of Detectability: 3 days with single use, 5-7 days with use around
4X per week, 10-15 days with daily use, More than 30 days with long-term,
heavy use

Testing: Pill Counts

The main goal of a pill count is
to prevent diversion, misuse
and abuse.

https://www.affirmhealth.com/blog/pill-counts-a-tool-for-medication-adherence-and-diversion-reduction

https://www.youtube.com/watch?v=v6gyDV8YOuQ

Testing: Pill Counts
Request that the patient bring all unused pills to an appointment in the
original container.
Notify the patient the day before or the same day as the appointment.
Check if the number of pills in the container match what the expected
number would be if the patient followed the prescribed dosage.

Testing: Pill Counts
Do Pill Counts Work?
One recent, but small, study followed frequency of medication nonadherence using
methods including pill counts.
The results: Patient indicated they missed 25% of their prescribed doses. However,
objective measures including pill counts showed that participants missed 40% to 43%
of their prescribed doses. (p < 0.01 for pill counts).
Conclusions: individuals tend to overestimate their adherence when self-reporting.
Physicians should exercise caution with patient report of adherence and use objective
measures when possible.
Schaefer MR, Wagoner ST, Young ME, Rawlinson AR, Kavookjian J, Shapiro SK, Gray WN. Subjective Versus Objective Measures of Medication Adherence in Adolescents/Young Adults
with Attention-Deficit Hyperactivity Disorder. J Dev Behav Pediatr. 2018 Jul 11.

Testing: Pill Counts
Do Pill Counts Work?
One case study on the topic revealed two concerns:
1) The assumption that if a patient has the correct number of pills for that point in a
prescription interval then they are unlikely to be abusing their opioids.
2) Patients describe short term rental of opioids from illicit dealers in order to
circumvent pill counts.
The study concluded that :
Pill counts do not assure non-diversion of opioids and provide additional cash flow to
illicit dealers.
Viscomi CM, Covington M, Christenson C. Pill counts and pill rental: unintended entrepreneurial opportunities. Clin J Pain. 2013 Jul;29(7):623-4.

Testing: Pill Counts
Do Pill Counts Work?
A 2012 study evaluated adherence to practice guidelines including the use of
Universal Precautions, in primary care clinics located in Caldwell County, NC. The
study’s intervention was the:
1)
2)
3)
4)

signing of pain contracts;
Requiring of patients to undergo random urine drug testing; and
requiring of random pill counts.
Use of PDMP

The outcome measure was opioid pill confiscations by the County Narcotics before,
during, and after intervention.
Bujold E, Huff J, Staton EW, Pace WD. Improving use of narcotics for nonmalignant chronic pain: a lesson from Community Care of North Carolina. J Opioid Manag. 2012 Nov-Dec;8(6):363-7.

Testing: Pill Counts
Do Pill Counts Work?
The North Carolina study showed opioid pill confiscations decreased by 300%.
60% of providers report an improvement in the management of chronic pain patients,
65 % increased confidence when treating patients with chronic pain; and,
60% reported using the opioid registry.
Pill counts when combined with Universal Precautions did result in improved
management of opioid use.

Bujold E, Huff J, Staton EW, Pace WD. Improving use of narcotics for nonmalignant chronic pain: a lesson from Community Care of North Carolina. J Opioid Manag. 2012 Nov-Dec;8(6):363-7.

Case Study:
Your 55 YO tree harvester has returned for his second visit.
His A1C is now 10.2%
You refer him to a local endocrinologist and focus on his opioid use.
What is the best way to determine he’s using his opioids as ordered?
A) UDS
B) BOP
C) A pill count
D) the word of his wife who is here to attest to his need of opioids and his
compliance

Case Study:
To set the appropriate expectations, you complete a UDS today.
The results come back the next day and show THC.
At this point the best course of action is to:
A) Inform the patient he will be dismissed.
B) Repeat the test.
C) Order a confirmation on the same sample.
D) Ask the patient to return for an interview.

Stopping Opioids
"It must be done slowly and carefully," says Adm. Brett
P. Giroir, MD, assistant secretary for health for HHS. "If
opioids are going to be reduced in a chronic patient it
really needs to be done in a patient-centered,
compassionate, guided way.”

https://twitter.com/aafp 11 Oct 2018 With Dr. Cook Physician of the year,

https://www.npr.org/sections/health-shots/2019/10/10/768914092/dont-force-patients-offopioids- abruptly-new-guidelines-say-warning-of-severe-ri

Stopping Opioids
Consider tapering to a reduced opioid dosage when
The patient:
• Requests a dosage reduction.
• Does not have clinically meaningful improvement in pain and
function (e.g., at least 30% improvement on the 3-item PEG scale)
• Is on dosages ≥ 50 MME/day without benefit or opioids are
combined with benzodiazepines
https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf

Stopping Opioids
Consider tapering to a reduced opioid dosage when:
• Patient shows signs of substance use disorder (e.g. work or family
problems related to opioid use, difficulty controlling use), or
• experiences overdose or other serious adverse event, or
• shows early warning signs for overdose risk such as confusion,
sedation, or slurred speech.
https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf

Stopping Opioids
Tapering plans
Should be individualized and should
minimize symptoms of opioid
withdrawal while maximizing pain
treatment with nonpharmacologic
therapies and nonopioid
medications.

https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf

https://www.imdb.com/title/tt0096320/

Stopping Opioids-Go Slow
Tapering plans
A decrease of 10% of the original dose per
week is a reasonable starting point.
Slower tapers (e.g., 10% per month) for long
term opioid users.
Discuss the increased risk for overdose if
patients quickly return to a previously
prescribed higher dose
https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf

https://www.sd42.ca/district-school-calendars/

Stopping Opioids-Consult
Tapering plans
Coordinate with specialists and treatment
experts as needed—especially for patients
at high risk of harm such as pregnant
women or patients with an opioid use
disorder.
Use extra caution during pregnancy due to
possible risk to the pregnant patient and to
the fetus if the patient goes into
withdrawal.
https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf

Stopping Opioids-Support
Tapering plans
Make sure patients receive appropriate
psychosocial support.
If needed, work with mental health providers,
arrange for treatment of opioid use disorder, and
Offer naloxone for overdose prevention.

https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf

Stopping Opioids-Encourage
Let patients know that most people
have improved function without worse
pain after tapering opioids. Some
patients even have improved pain after
a taper, even though pain might briefly
get worse at first. Tell patients “I know
you can do this” or “I’ll stick by you
through this.”

https://drugfree.org/learn/drug-and-alcohol-news/another-opioidepidemic-challenge-addiction-counselors/

https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf

Stopping Opioids-Follow up
Adjust, Monitor, Reduce
Adjust the rate and duration of the taper according to the patient’s
response.
Don’t reverse the taper; however, the rate may be slowed or paused
while monitoring and managing withdrawal symptoms.
Reduce: Once the smallest available dose is reached, the interval
between doses can be extended and opioids may be stopped when
taken less than once a day.
https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf

Stopping Opioids
Despite tapering, Patients may have withdrawal symptoms when opioids
are completely discontinued. These symptoms should be managed
supportively.
Traditional withdrawal management medications such as:
clonidine,
tramadol, and
muscle relaxants are
generally ineffective.

Stopping Opioids
Temporary use of nonbenzodiazepine sleep aids
can be helpful.
Follow-up visits should be scheduled frequently
for ongoing multimodal pain management and
encouragement that function will improve over
weeks to months.
https://www.mooremedical.com/index.cfm?/Trazodone-HClTablets/&PG=CTL&FN=ProductDetail&PID=1143&spx=1
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The 2018 WV Opioid Legislation-SB 273

A summary of SB 273 is available on the
WVBOM website:
https://wvbom.wv.gov/article.asp?id=55&act
ion2=showArticle&ty=CTTS
The entirety of SB 273:
https://legiscan.com/WV/bill/SB273/2018

The 2018 WV Opioid Legislation-SB 273
SB 273 was amended during the 2019
by passage of HB 2768
HB 2768’s amendments to the ORA
became effective on June 7, 2019.

https://www.wsaz.com/content/news/Members-of-WVaHouse-of-Delegates-respond-to-education-omnibus-bill-passing-in-Senate-505327291.html

House Bill 2768
• Clarifies that the Opioid Reduction Act applies only to Schedule II
opioid drugs;
• Clarifies that the Opioid Reduction Act does not apply to a patient
being prescribed, or ordered, any medication in an inpatient setting
at a hospital;
• Clarifies that a prescription for a four-day supply of a Schedule II
opioid drug issued to a patient in the emergency room for
outpatient use is not an initial prescription;
https://wvbom.wv.gov/article.asp?id=69&action2=showArticle&ty=CTTS

House Bill 2768
• Clarifies that, “[t]he physical exam should be relevant to the
specific diagnosis and course of treatment, and should assess
whether the course of treatment would be safe and effective for the
patient;”
• Clarifies that a narcotics contract is not required until the issuance
of a third prescription for a Schedule II opioid drug and adds a new
provision that a narcotics contract must include whether another
physician is approved to prescribe to the patient;

House Bill 2768

• Clarifies that a pharmacist is not responsible for enforcing the
requirements of the Opioid Reduction Act;
• Allows for a subsequent Schedule II opioid drug prescription less than
six days after the initial prescription; and,

House Bill 2768
• Amends the ORA in circumstances when a practitioner acquires a
patient from another practitioner, at a different practice or practice
group. .
• The first Schedule II opioid drug prescription issued by the new
practitioner to the acquired patient is considered an initial
prescription, such that the prescription must be limited to a sevenday supply, unless the acquiring physician and the previous
prescriber are members of the same practice group.

The 2018 WV Opioid Legislation-SB 273
§16-5H-2. Definitions.

“Chronic pain” means pain that has persisted after reasonable medical
efforts have been made to relieve the pain or cure its cause and that
has continued, either continuously or episodically, for longer than
three continuous months. For purposes of this article, “chronic pain”
does not include pain directly associated with a terminal condition.

The 2018 WV Opioid Legislation-SB 273
More Definitions..
ARTICLE 3A.
“Pain” means an unpleasant sensory and emotional experience associated with
actual or potential tissue damage or described in terms of such damage.
“Acute pain” means a time limited pain caused by a specific disease or injury.
“Chronic pain” means a noncancer, non-end of life pain lasting more than three
months or longer than the duration of normal tissue healing.

The 2018 WV Opioid Legislation-SB 273
“Pain management clinic” means all privately-owned pain management
clinics, facilities, or offices not otherwise exempted from this article and which
meet both of the following criteria:
(1) Where in any month more than 50% of patients of the clinic are prescribed or dispensed
Schedule II opioids or other Schedule II controlled substances specified in rules promulgated
pursuant to this article for chronic pain resulting from conditions that are not terminal; and
(2) The facility meets any other identifying criteria established by the secretary by rule.

The 2018 WV Opioid Legislation-SB 273
“Addiction” means a primary, chronic disease of brain reward,
motivation, memory, and related circuitry. Addiction is characterized
by inability to consistently abstain; impairment in behavioral control;
craving; diminished recognition of significant problems with one’s
behaviors; interpersonal problems with one’s behaviors and
interpersonal relationships; a dysfunctional emotional response; and as
addiction is currently defined by the American Society of Addiction
Medicine.

The 2018 WV Opioid Legislation-SB 273
Steps to Compliance:
1. Determine if patient is exempt.
2. Determine the type of controlled substance being used.
3. Determine if controlled substance treatment began prior to
1/1/2018.

The 2018 WV Opioid Legislation-SB 273
Who is Exempt?
• Patients with active cancer
• Hospice patients
• Palliative care patients
• Patients in long term care facilities
• Controlled substances being used to treat a substance use disorder
• Patients in an inpatient setting at a hospital-HB 2768

The 2018 WV Opioid Legislation-SB 273
Management Determined by TYPE and TIME
TYPES:
1. Schedule II Opioids,
2. Schedule II Non-Opioids-Benzodiazepines, per HB 2768
3. Non-Schedule II Opioids, per HB 2768
TIME: Either before or after 1/1/18

The 2018 WV Opioid Legislation-SB 273
Opioids That Are C II and Began Prior to 1/1/18..
No changes
Yearly review of PDMP and documentation
Physical Exam every 3 months. Not from SB273 but per professional
guidelines and standards of care.

The 2018 WV Opioid Legislation-SB 273
Opioids that are Not C II
No changes
Review PDMP prior to prescribing and at least yearly. Document the
review.
Examples: Tramadol, Some formulation of codeine

The 2018 WV Opioid Legislation-SB 273
C II Opioids began on/after 1/1/18
First Prescription
1. Ask if the patient has a Non-Opioid Advanced Directive? NOAD
2. Inform the patient .. they can fill the Rx in a lesser quantity.
3. Are there multiple serious risks from opioids?
4. If the patient is a minor then the parent or guardian must be aware of the
reasons why the prescription is necessary.
5. Limited to seven days worth of medication by PCP.

The 2018 WV Opioid Legislation-SB 273
C II Opioids began on/after 1/1/18
First Prescription -Document:
6. Non-opioid medications that have been tried.
7. Non-Pharmacological approaches tried.
8. Substance abuse history.
9. Plan for determining the cause of pain.
10. CSMP/PDMP database reviewed.

The 2018 WV Opioid Legislation-SB 273
C II Opioids began on/after 1/1/18
Second Prescription
HB 2768 allows a subsequent prescription less than six days after
issuing the initial prescription.
HB 2768 provide that the narcotics contract is not required until the
third prescription for the Schedule II opioid drug.

The 2018 WV Opioid Legislation-SB 273
C II Opioids began on/after 1/1/18
Second Prescription-Document:
1. Rationale for the 2nd Prescription.
2. That there is not an undue risk of abuse, addiction or diversion.
3. Discussion of the risks of addiction, dependence, and overdose and
the dangers of taking opioids with alcohol, benzodiazepines, or other
depressants;
4. Discussion of alternative treatments.

The 2018 WV Opioid Legislation-SB 273
C II Opioids began on/after 1/1/18
Third Prescription
1. Consider referral to pain management.
2. Discuss the benefits of being referred and the risks of choosing not
to be referred.
3. If the patient declines pain management then you must:
4. Document: that the patient knowingly declined treatment from a
pain clinic or pain specialist.

The 2018 WV Opioid Legislation-SB 273
C II Opioids began on/after 1/1/18
Third Prescription

Review, every three months,
• the course of treatment,
• any new information about the etiology
of the pain, and
• the patient’s progress toward treatment
objectives and
• document the results of that review.

Periodically make efforts to either..
• stop the use of the controlled substance,
• decrease the dosage,
• try other drugs or treatment modalities
and
• document with specificity the efforts
undertaken.

Assess the patient risk of dependence and document the assessment.

The 2018 WV Opioid Legislation-SB 273
West Virginia Controlled Substances Monitoring Act
§60A-9-7. Criminal penalties; and administrative violations.
(f) Any practitioner who fails to register with the West Virginia Controlled Substances
Monitoring Program and obtain and maintain online or other electronic access to the
program database as required .. shall be subject to an administrative penalty of $1,000 by
the licensing board of his or her licensure .. The provisions of this subsection shall become
effective on July 1, 2016

Prescribers are required to register with the WVBOP and Check BOPs!!

The 2018 WV Opioid Legislation-SB 273
The WVBOP

Compiles and reports to licensing boards provider prescriber data.
§30-3A-4. Abnormal or unusual prescribing practices.
(a) Upon receipt of the quarterly report .. the licensing board shall notify the
prescriber that he or she has been identified as a potentially unusual or abnormal
prescriber. The board may take appropriate action, including .. an investigation or
disciplinary action based upon the findings .. in the report.
(b) A licensing board may upon receipt of .. information independent of the
quarterly report .. initiate an investigation into any alleged abnormal prescribing
or dispensing practices of a licensee.

The 2018 WV Opioid Legislation-SB 273
§60A-5-509. Unlawful retaliation against health care providers.
(a) A .. provider has the right to exercise .. professional judgment to decline to ..
prescribe narcotics without being subject to actual or threatened acts of reprisal.
(b) It shall be unlawful for any person .. to engage in any form of threats or
reprisal .. the purpose of which is to punish, embarrass, deny, or reduce privileges
or compensation .. as a result of, or in retaliation for, the refusal of .. that provider
to .. prescribe narcotics.
(c) Any person or entity who violates the foregoing .. shall be liable in the amount
of three times the economic loss sustained as a direct and proximate result of the
reprisal.

Done.

Helping those with OUD

https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with OUD
The AAFP has a toolkit available
that documents the role of a
primary care provider in treating
the opioid use disorder.

https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with OUD
Reducing opioid prescriptions and monitoring use has had limited
impact on opioid death rates.
There are strategies that are proven to help:
• Needle exchange1:
• Naloxone prescriptions2
• Screening/ diagnosing3
• MAT therapy4
1.Puzhko S, et al. Effectiveness of Interventions for Prevention of Common Infections Among Opioid Users: A Systematic Review of Systematic Reviews. Front Public Health. 2022 Feb 22;10:749033. doi: 10.3389/fpubh.2022.749033. and Zeller TA, et
al. Attitudes toward syringe exchange programs in a rural Appalachian community. J Addict Dis. 2021 Sep 22:1-8. doi: 10.1080/10550887.2021.1979837.
2. Coffin PO, et al. Nonrandomized Intervention Study of Naloxone Coprescription for Primary Care Patients Receiving Long-Term Opioid Therapy for Pain. Ann Intern Med. 2016 Aug 16;165(4):245-52. doi: 10.7326/M15-2771. Epub 2016 Jun 28.
3. Bertholet N, et al. Screening and brief intervention for lower-risk drug use in primary care: A pilot randomized trial. Drug Alcohol Depend. 2020 Apr 25;213:108001. doi: 10.1016/j.drugalcdep.2020.108001. Epub ahead of print.
4.Cole, E.S., DiDomenico, E., Cochran, G. et al. The Role of Primary Care in Improving Access to Medication-Assisted Treatment for Rural Medicaid Enrollees with Opioid Use Disorder. J GEN INTERN MED 34, 936–943 (2019). and
https://www.samhsa.gov/medication-assisted-treatment

Helping those with OUD
Needle Exchange:
There has been
controversy in WV
regarding needle
exchange.
If your interested in
needle exchange read the
Guidelines and work with
your local health
department.
https://oeps.wv.gov/harm_reduction/Pages/default.aspx
https://www.wvpublic.org/health-science/2021-11-02/new-w-va-law-forces-another-needle-exchange-closure
https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with OUD
Naloxone Prescriptions:
• If receiving opioids at a dosage of 50 MME
per day
• Have respiratory conditions (COPD) or OSA
regardless of opioid dose;
• Have co-prescribed benzodiazepines
(regardless of opioid dose);
• Have any mental health disorder;
• Have high risk misusing opioids;
• Receiving treatment for OUD including MAT;
• With a hx of OUD and recently released
from controlled settings.
https://www.hhs.gov/opioids/sites/default/files/2018-12/naloxone-coprescribing-guidance.pdf

Helping those with OUD
Many professional organizations, including the:
AAFP,
American College of Obstetricians and Gynecologists (ACOG),
American Academy of Addiction Psychiatry (AAAP),
American Society of Addiction Medicine (ASAM); and the
U.S. Preventive Services Task Force (USPSTF),
recognize the importance of selective screening, treatment, and
behavioral counseling interventions to reduce opioid misuse and
abuse
https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with OUD
Screening:
Family physicians and other primary care clinicians are in an ideal position to
integrate early substance use disorder (SUD) prevention services; utilize screening,
brief intervention, and referral to treatment (SBIRT) for OUDs;

https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with OUD
The DSM-5 includes elements of tolerance, dependence, loss of control,
and personal consequences of opioid use.
To properly assess patients with an OUD you should:
• Document that the patient meets criteria for OUD and current opioid use.
• Document the patient’s use of alcohol and other drugs and the need for
medically supervised withdrawal management.
• Identify the patient’s comorbid medical and psychiatric conditions, along
with how, when, and where the conditions will be addressed.
• Evaluate the patient’s level of physical, psychological, and social
impairment.
• Determine the patient’s readiness to participate in treatment.
• Screen for communicable diseases, such as (STIs), HIV, hep B and C
https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with OUD
Patients with an OUD are a marginalized community
that experience stigma and bias.
When screening..
• Be mindful of the social and structural determinants
that impact health and well-being.
• Clinicians should discuss OUD as a chronic relapsing
disease, such as diabetes, hypertension, and asthma.
• Continue treatment for as long as it benefits the
patient.
https://www.amethystrecovery.org/hitting-rock-bottom-hope-for-fatal-drug-abuse/
https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with OUD
Screening:
The AAFP recommends mindful language:

https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with OUD
Screening for OUD:
The DAST-10 is a 10-item self-report instrument,
condensed from the 28-item test. It..
• can be used with adults and older youth,
• yields a quantitative index of the degree of
consequences related to drug use,
• takes approximately 5 minutes to administer,
• may be given in either a self-report or interview format.
It was copyrighted in 1982 by Harvey Skinner, PhD and the Centre for Addiction
and Mental Health, Toronto, Canada.
https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with SUD

Your EMR may have it
built in as a flowsheet..

Helping those with SUD
If you have a positive screen should you ..
prescribe immediately or refer?
The risk/benefit is to start treatment.
There is little risk in MAT treatment and it’s
use is the evidence based treatment of choice.
But..
referral to a comprehensive program
would be expected.
https://www.recoveryranchpa.com/addiction-blog/repeat-rehab-experience-takes-one-attempt/

Helping those with OUD
Medications for OUD
• Evidence-based treatment includes MAT.
• Medications used for OUD are:
• Methadone- suppress opioid cravings and withdrawal
• Buprenorphine- suppress opioid cravings and withdrawal, blunts other
opioids
• Naltrexone- block euphoric and sedative effects of opioids and blocks neural
addiction pathways.
• Naloxone- reverse opioid overdose.
• Any medication used in MAT should be prescribed as part of a comprehensive
treatment plan that includes counseling and participation in social support
programs.
https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

Helping those with SUD
To prescribe MAT in WV
Matthew Christiansen, MD
Director of the Office of Drug Control Policy
suggests providers :
• Obtain your DEA-X/waiver
• Resister with WV Medicaid
• Register with WV OFLAC
Personal conversation, 4/1/22

https://dhhr.wv.gov/office-of-drug-control-policy/about/Pages/Hansen-bio.aspx

Helping those with OUD
The WVDHHR has
guidance for
immediate treatment
for those with OUD
The guidance is for
“Registered Office
Based Treatment
Programs.”
https://dhhr.wv.gov/office-of-drug-control-policy/news/Pages/MOUD-Guidelines.aspx

Helping those with OUD
If you choose to refer the patient
Include the patient in an informed
manner.
You can find referral sites on-line.
But a good strategy is to
be ready in advance.
Meet with local providers and develop
a relationship with the teams.
https://dhhr.wv.gov/office-of-drug-control-policy/help/Pages/default.aspx

Helping those with SUD
The DHHR Office of Drug Control policy has web links to find certified residences for treatment

https://wvarr.org/recovery-housing-guide/residence-directory/

Helping those with SUD
Close Follow up required!
• After patient has been stabilized they will need close follow up.
• If starting MAT, a 3 day F/U would not be too soon.
• Screen for STDS, HIV, Hep C, infectious endocarditis.
• Treat or assist in treating underlying mental health disease.
• Return focus to other chronic diseases.
• Taper visits as patient gains health.
• Expect relapse, have a plan.

Helping those with SUD
Finally,
The AAFP encourages
physicians and other clinicians
to advocate for policy changes
at local, state, and national
levels by offering testimony to
your elected officials that
OUD
is a chronic, relapsing disease
instead of a criminal matter.
https://www.aafp.org/dam/AAFP/documents/patient_care/pain_management/OUD-Chronic-Condition.pdf

https://www.wbur.org/news/2019/06/12/boston-care-zone-van-suboxone

References-first half hour:
https://twitter.com/tomblinnews
https://www.pressherald.com/2018/01/24/man-arrested-in-boston-had-morethan-5-kilos-of-fentanyl-federal-authorities-say/
https://www.cdc.gov/drugoverdose/data/statedeaths.html
https://wonder.cdc.gov 2017
https://www.cdc.gov/drugoverdose/maps/rxstate2009.html
https://www.cdc.gov/drugoverdose/maps/rxcounty2009.html
WV Drug Overdose Deaths Historical Overview 2001-2015. Jim Justice, Bill Couch,
Rahaul Gupta, MD. August 17, 2017.
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Bibliography
•
•
•
•

https://wvbom.wv.gov/Cont_Med_Education.asp
Mayo Clinic Proc. 2008; 83(1)66-76
A Primary Care Approach to Substance Misuse, B. Shapiro, MD; D. Coffa; and E. McCance-Katz, MD PhD, Am Fam Physician. 2013 Jul 15;88(2):113121.
Cumulative number of states authorizing prescription drug abuse-related laws by type of law, United States, 1970-2010
http://www.cdc.gov/homeandrecreationalsafety/Poisoning/laws/index.html

• https://www.aafp.org/afp/2016/0615/p982.html
• https://www.aafp.org/afp/topicModules/viewTopicModule.htm?topicModuleId=27

• Mars SG, Bourgois P, Karandinos G, Montero F, Ciccarone D. “Every ‘never’ I ever said came true”: transitions from opioid pills to heroin
injecting. Int J Drug Policy. 2014;25(2):257–66.
• Ondocsin, J., Mars, S.G., Howe, M. et al. Hostility, compassion and role reversal in West Virginia’s long opioid overdose emergency. Harm
Reduct J 17, 74 (2020). https://doi.org/10.1186/s12954-020-00416-w
• Manchikanti L, Kaye AM, Knezevic NN, McAnally H, Slavin K, Trescot AM, Blank S, Pampati V, Abdi S, Grider JS, Kaye AD, Manchikanti KN,
Cordner H, Gharibo CG, Harned ME, Albers SL, Atluri S, Aydin SM, Bakshi S, Barkin RL, Benyamin RM, Boswell MV, Buenaventura RM,
Calodney AK, Cedeno DL, Datta S, Deer TR, Fellows B, Galan V, Grami V, Hansen H, Helm Ii S, Justiz R, Koyyalagunta D, Malla Y, Navani A,
Nouri KH, Pasupuleti R, Sehgal N, Silverman SM, Simopoulos TT, Singh V, Solanki DR, Staats PS, Vallejo R, Wargo BW, Watanabe A, Hirsch JA.
Responsible, Safe, and Effective Prescription of Opioids for Chronic Non-Cancer Pain: American Society of Interventional Pain Physicians
(ASIPP) Guidelines. Pain Physician. 2017 Feb;20(2S):S3-S92. PMID: 28226332.
•

Sedney, C.L., Haggerty, T., Dekeseredy, P. et al. “The DEA would come in and destroy you”: a qualitative study of fear and unintended consequences
among opioid prescribers in WV. Subst Abuse Treat Prev Policy 17, 19 (2022). https://doi.org/10.1186/s13011-022-00447-5

