SUBSTANCE ABUSE WORKING GROUP

NOTICE OF PUBLIC MEETING
DATE: Wednesday, October 5, 2016
TIME: 10:00 A.M.
LOCATIONS: Office of the Attorney General

Mock Courtroom
100 N. Carson Street
Carson City, Nevada 89701

VIDEOCONFERENCE TO:
Office of the Attorney General
Conference Room #4500

555 East Washington Avenue
Las Vegas, Nevada 89101

AGENDA

Please note: The Substance Abuse Working Group may 1) take agenda items out of order; 2)
combine two or more items for consideration; or 3) remove an item from the agenda or delay
discussion related to an item at any time. Reasonable efforts will be made to assist and
accommodate individuals with disabilities who wish to attend the meeting. Please contact
Michele Smaltz at (775) 684-1195 (msmaltz@ag.nv.gov), in advance, so that arrangements can
be made.

1. Call to order and roll call of working group members.

2. Public comment. (Discussion Only) Action may not be taken on any matter
brought up under public comment until scheduled on an agenda for action at a
later meeting.

3. Discussion and possible action on approval of June 8, 2016, meeting minutes.
Attachment A.



4, Discussion on High Intensity Drug Trafficking Area (HIDTA) Report from Colorado.
See “The Legalization of Marijuana in Colorado.” Volume 4. On-Line link:
http://www.rmhidta.org/html/2016%20FINAL%20Legalization%200f%20Marijua
na%20in%20Colorado%20The%20Impact.pdf. Mark Jackson, Douglas County
District Attorney.

5. Discussion and update on possible substance abuse awareness campaigns from
Dr. Stephanie Woodward, Dept. of Health and Human Services.

6. Discussion on AB 453 (2015 Session) Dextramethorphan; Preventing Teen Cough
Medicine Abuse. Attachment B. Carlos Gutierrez, Consumer Healthcare
Products Association.

7. Report on recreational marijuana legalization and its impact on the state.
Attachment C. Honorable Pat Hickey, Nevadans for Responsible Drug Policy.

8. Report regarding findings from the Nevada Dispensary Association delegation
trip to Colorado. David Marlon, Solutions Recovery.

9. Discussion on the National Safety Council’s “Prescription Nation 2016:
Addressing America’s Drug Epidemic.” Attachment D. Linda Lang.

10. Discussion of legislative proposals by the working group. Wes Duncan, First
Assistant Attorney General.

11. Discussion and possible action on incinerators and the formation of a working
group studying incinerators in the state of Nevada. Wes Duncan, First Assistant
Attorney General.

12. Public comment. (Discussion Only) Action may not be taken on any matter
brought up under public comment until scheduled on an agenda for action at a

later meeting.

13. Adjournment.

Supporting material for this meeting may be requested from Michele Smaltz at (775) 684.1195
(msmaltz@ag.nv.gov), and is available at the Office of the Attorney General, 100 N. Carson
Street, Carson City, Nevada 89701.




In accordance with NRS 241.020, this public notice and agenda was posted on or before
September 27, 2016 on the Office of the Attorney Website, http://ag.nv.gov/, the State of
Nevada’s Public Notice Website, https://notice.nv.gov, and in the following locations:

Office of the Attorney General
100 N. Carson Street
Carson City, Nevada 89701-4717

Office of the Attorney General
555 E. Washington Avenue, #3900
Las Vegas, Nevada 89101

Nevada State Capitol
101 N. Carson Street
Carson City, Nevada 89701

Legislative Counsel Bureau
Nevada Legislature Building
401 S. Carson Street
Carson City, Nevada 89701

Office of the Attorney General
5420 Kietzke Lane, #202
Reno, Nevada 89511

Nevada State Library
100 N. Carson Street
Carson City, Nevada 89701

Grant Sawyer Office Building
555 E. Washington Avenue
Las Vegas, Nevada 89101




Attachment A

To
Agenda

Substance Abuse Working Group
October 5, 2016

Draft Meeting Minutes of June 8, 2016 Meeting
(Agenda Iltem 3)



STATE OF NEVADA SUBSTANCE ABUSE WORKING GROUP
MINUTES OF MEETING

June 8, 2016

Location of Meeting:

Office of the Attorney General
Mock Courtroom

100 M. Carson Street

Carson City, NV 89701

Videoconfersnce To:

Office of the Attorney General

Grant Sawyer Building

555 E. Washington Ave., Room 4500
Las Vegas, NV 89101

1. Call to order and roll call of members.

Attorney General (AG) Laxalt called meeting to order at 10-a.m. Board Counszel Raelena
Palmer, DAG called the roll,

Members Present:

Adam P. Laxalt, Attorney General — Chair

Wesley Duncan, First Assistant Attorney General — Vice Chair
Mark Jackson, Douglas Co. District Attorney

David Marlon, President Solutions Recovery, Inc.

Linda Lang, Ex. Director Nevada Statewide Coalition Partnership
Richard Whitley, Director Dept. of Health & Human Services
Chuck Callaway, LVMPD Director of Intergovernmental Services
Hon, Pat Hickey, Member Nevada State Board of Education

Dr. Miriam Adelson, Adelson Clinic

Members Absent
Dr. Larry Pinson, Executive Secretary Nevada State Board of Pharmacy

Others Present

Michele Smaitz, Executive Assistant to AG Laxalt

Barbara Cozens, Legal Secretary |, Office of the Attorney General
Stacy Ward

Liz MachMenamin, V. P. Retail Associafion of Nevada

Elyse Monroy

Jeanette Belk

Fred Olmstead
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Dave Wubsy
Stephanie Woodard
Shelly Capurro
Chris Ferlani

Liz Greb

Monty Williams
Michael Hillerby
Nita Schmidt
Kendara Shultz
Fred Meyer
Perry Olshan
Brian Evans
Margaret Pickard
Kimberly Arguello
Jamie Ross

Mary Cannizzaro
Dan Neill

Trey Delap
Lesley Dickson, MD.
Loretta Moses
Susan Fisher’

2. Public Comments
None

3. Discussion and possible action on approval of March 29, 2016, meeting
minutes.

It was moved by Wes Duncan to approve the minutes as written. The motion was
seconded by Dr. Adelson. Motion approved. Mark Jackson abstained from voting.
Minutes approved as written.

4, Discussion, nomination, and election of Working Group vice president and
secretary. (For possible action)

Wes Duncan was nominated as Vice Chair by AG Laxalt. David Marlon
volunteered to be appointed Secretary.

It was moved by Chuck Callaway and seconded by Dr. Adelson to appoint Wes
Duncan as Vice Chair and David Marlon as Secretary. Motion approved.

T additional members of the public were In attendance; however, they did not signin.
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5. Report on Clark County drug courts (Ms. Margaret Pickard, Esq., Specialty
Court Manager, 8th Judicial District Court - for discussion only).

Ms. Pickard's presentation focused on the Clark County Specialty Couris and
various programs associated with those Courds (handout).

AG Laxalt requested further information from Ms. Pickard regarding how the
AG's office can help with any of the specialty court/programs. Ms. Pickard indicated that
the AG's office can help in three ways: (1) Mentoring Programs; (2) Community Support
(funding); and (3) Researchers,

Mark Jackson had further comments regarding the data that was presented on
the true success rate for drug court. More specifically, he is interested in Nevada
statistics, not national statistics. Mr. Jackson suggested some further tracking take
place to obtain better statistics regarding the actual success rate of the drug court
system/program. Ms. Pickard provided further explanation on her presentation with
regard to Mr. Jackson's comments and what the drug courts are doing to track
Nevada's data and the success rate.

Dr. Adelson requested information from Ms. Pickard regarding the number of
individuals who started a treatment program and successfully finished, Ms. Pickard
provided information and data about the felony DUl program. Dr. Adelson and
Ms. Pickard further discussed treatment programs and obtaining additional data
conceming Mevada statistics.

David Marlon requested information from the doctor [name of doctor unknown]
who was attending with Ms. Pickard about the use of the Naltrexone Implant and/or
other FDA approved implant devices for addiction treatment. The doctor could not
provide any information regarding implantable devices at this time.

6. Report on how Clark County jails issue Methadone to inmates (Chuck
Callaway, Police Director, LVMPD Office of Intergovernmental Services — for
discussion only).

Chuck Callaway provided follow up information regarding a discussion at the last
meeting (March 29, 2016) concerning Methadone use in the Clark County Detention
Center (CCDC) and whether Methadone is given and if so, how.

Captain Fred Meyer, CCDC, provided further information concerning the CCDC
and operation of the detention center. In 2015, 56,611 individuals were processed
through the CCDC. Captain Meyer provided information about the dissemination of
Methadone to individuals while in the CCDC. For example, if a pregnant female comes
into the detention center and is using Methadone, the detention center will provide that
individual with Methadone in order to avoid detox of the fetus. This is an accreditation
standard. If individuals come into the facility and they are actively compliant within a
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treatment program, the detention center will contact the specific facility so Methadone
can be brought into the facility for these individuals,

Additional comments and discussion was had regarding what percentages of
individuals come into the CCDC who are using Methadone. Kendra Shultz, Health
Services Administrator, provided information concerning what types of substances were
being tracked based on health records that were contained in the CCDC data base,

7. Report on “Take Back Day” (Liz MacMenamin, Retail Association of Nevada
— for discussion only).

Liz MacMenamin's presentation centered on Northern Nevada's Take Back Day
and the participation of the Retail Association of Nevada (RAN).

Ms. MacMenamin is a voluntesr with The Take Back Program. She provided
information regarding expanding Nevada's Take Back Program to include Southem
Nevada. She recently met with Chuck Callaway and LV Metro to establish the program
in Southern Nevada. She is very excited that Metro is coming on board to implement
this program and will work with the DEA as well. RAN will be setting up dates to
strategize set-up of the program in Southern Nevada. RAN has been in contact with
several retail establishments to work as drop off locations.

It is noted that AG Laxalf discussed Agenda ltem No. 9 out of order,

9. Report on RX Abuse (Stacy Ward, Drug Abuse Coordinator, Reno Police
Dept. — for discussion only) - [taken out of order].

The first prescription drug Take Back Day for Washoe County was held in
October 2009. Over 39,000 pills were collected at the first event. Collection sites are set
up at various retail establishments. Since the first take back day, 15 take back events
have occurred, in which 1.2 million pills have been collected, During the Northern
Mevada take back day, pills are categorized into the various types. This is a unique
component to the Northern Nevada collection, as the DEA deals in the weight of the
pills, The Northern Nevada team wanted to determine what types of drugs were
collected. 14% of the total pills collected are categorized as drugs of abuse.

After collection of the drugs, the DEA helps incinerate the pills. Prior to the DEA's
assistance with incineration, pills were incinerated just as evidentiary pills.
At this time, the DEA bears the cost of the incineration of pills collected during take back
days.

On April 30, 20186, 242,000 pills were collected in Northern Nevada, The amount
is still trending up for pill collection. The need for this event is still great.
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8. Report on “Take Back Day (Mike Lewis and, DEA, Los Angeles Field
Division and Daniel Neill, DEA, Las Vegas District Office — for discussion only).

Daniel Neill presented on the 11" National Take Back Day. Nationwide, a total of
4,000 law enforcement participated. Nine agencies participated in Nevada. There were
over 5,000 collection sites nationwide, with 26 sites in Nevada. A total weight of 447
tons of Rx drugs were collected nationwide, with 3,776 Ibs. collected in Nevada. Nevada
has Take Back Days every day, so Nevada numbers may be lower than the national
average.

Take Back Day is also a tool that is used to get the word out to the public about
Rx drug abuse. More media play is given to get the public involved to get drugs out of
their medicine cabinets.

Discussion was made about the incineration of the pills, Nevada does not have
an incinerator. Incineration is contracted out to'a company in Utah. AG Laxalt suggested
the group look into getting a local incinerator; however, the cost may be prohibitive at
this time.

10. Presentation on the Division of Public and Behavioral Health activities in
Nevada (including treatment) (Julia Peek, Deputy Administrator, Nevada Division
of Public and Behavioral Health and Stephanie Woodard, Psy.D., Licensed
Clinical Psychologist, Nevada Division of Public and Behavioral Health Bureau of
Behavioral Health, Prevention, and Wellness) - for discussion only).

A very detailed presentation was given from Julia Peek and Stephanie Woodard
regarding opioid prevention and treatment efforts in Nevada. Ms. Peek provided vast
amounts of data conceming the health epidemic that surrounds Rx drug abuse. (See
handout,) Ms. Peek spoke to Mevada’'s average as to the amount of prescriptions
written per capita — 94 out of 100. She provided additional information regarding high
school students' use of Rx drugs — 1 in 5 self-reported they had used Rx drugs that
were not written specifically for them.

Data was also presented regarding hospital related opiate dependence visits, as
well as opiate related deaths in Nevada, Further discussion was made about tracking
whether Maloxone was used during hospital visits and/or used by EMT's as support in
Rx drug related visits/calls.

Ms. Peek informed the group that recently Nevada received a large grant from
the CDC relating to preventionfintervention efforts. 1 million dollars will be received
through 2019, with the possibility of an additional $500,000fyr. This grant will help
gather data from various systems throughout Nevada agencies to help with
preventionfintervention. HHS is looking to develop a program that will gather information
across systems for individual persons and provide services tailored to that individual.
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Additional guestions arose as to providing Naloxone to the public, family
members, and possibly EMT's to assist with individuals who have an opioid
dependence. Additionally, it was asked if any programs are in place for this or any
future programs anticipated. Ms. Peek advised HHS Is working on getting a program
started, They are looking at opportunities to assist with education and access to
Maloxone. Dr. Adelson questioned whether Methadone treatment was being looked at
as a treatment option. Dr. Woodard clanfied that all types of FDA approved treatment
are being looked at as possible options.

Dr. Woodard presented information regarding prevention, intervention, treatment,
and recovery. Additional data was provided regarding addiction. Dr. Woodard covered
the definition and progression of addiction as well as access to addiction treatment.
10,600 discharges from state funded treatment facilities in 2012, and in 2015 that
number decreased to 4,700 discharges. HHS is looking to expand opporiunities for
screening, interventions, and further expansion of medication assisted treatment.

Additional discussion occurred regarding gathering more robust data concerning
treatment.

11. Report on Prescription Drug Abuse efforts in Nevada (Linda Lang, NV
Statewide Coalition Partnership — for discussion only).

Linda Lang reported on what the coalition efforts are throughout Nevada
regarding drug abuse education in the Nevada communities, provider education, and
criminal justice intervention,

It is noted that AG Laxalt discussed Agenda ffem No. 13 out of order.

13. Report on outreach to other Attorneys General Offices (Wes Duncan,
Assistant Attorney General, Attorney General's Office — for discussion only).
[taken out of order]

Wes Duncan presented information regarding other state AG offices’ approach to
combatting opicid abuse, specifically information from Indiana, Massachusetts, and
Montana.

AG Laxalt concluded the presentation discussing what legislation West Virginia
and Wisconsin are proposing to combat Rx drug use/abuse.

12. Establish goals for the Working Group (for discussion and possible action).

AG Laxalt provided an update about working with the White House head of
substance abuse. His office is siill working on getting in touch with them; however, the
White House is continuing to work with state AG offices on awareness campaigns and
PSA's, AG Laxalt will continue efforis to pursue working with the White House on this
front.
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AG Laxalt requested group discussion on what the group would like to focus on
as a whole.

Hon. Pat Hickey initiated discussion concerning IP1, now Question 2 -
legalization/commercialization of Marijuana — and the implications it may have on law
enforcement andfor government  Hon. Hickey proposed that  further
discussion/presentations be made at the next meeting.

Dave Marlon proposed giving additional information regarding a team that is
going to Colorado to discuss prevention, education, awareness, treatment, and how the
legalization of marijuana has affected Colorado. Dave Marlon will be attending with this
team, and volunteered to give a presentation of the findings from this meeting.

Margaret Pickard initiated discussion about working with the AG's office lo
acquire a researcherfresearch to collect data from one source instead of gathering it
from wvarious areas. UCLA Criminal Justice could be a possible connection for a
researcher/research. AG Laxalt suggested that Ms. Pickard work with the AG's office
and then present something to the group as a possible project.

Mark Jackson requested the current HIDTA (High Intensity Drug Trafficking
Areas) report (Report #3 — Nov 2015) be made available to members of the group so
they can be educated and possibly provide questions for the individuals of the group
that will be travelling to Colorado.

AG Laxalt will provide additional information/presentation at the October meeting.
AG Laxalt further proposed if Question 2 is passed, that the group head up a project to
get ahead of the repercussions of the legalization of marijuana and the issues that come
along with the legalization of marijuana.

Wes Duncan suggested the group put forth some effort to establish best
practices for prescripers along the lines of what West Virginia has put forth. Richard
Whitley offered the assistance from the new Nevada HHS Health Officer, Dr. John
Dimuro, to provide assistance with setting up this effort. It was moved by Wes Duncan,
seconded by Dave Marlon to have the group focus on seiting up best practices
regarding Rx drug use/abuse. Motion approved.

AG Laxalt opened additional discussion regarding an awareness campaign.
Dave Marlon provided comments about a PSA video contest the prior group had put
together, Richard Whitely provided information about PSAs and what tends to work. For
example, getling announcements out to individuals about where to go to get treatment
and/or service is beneficial. The group should do research regarding what the target
market is and where the issues are that could reach the target market. Meed to target
individuals that want to change and make the information available to those individuals.
Mr. Whitely opined that being ready to respond is helpful. Mr. Whitley also mentioned
the Wisconsin model of broadcasting to health providers is very useful. Nevada has the
same type of system which could be used to broadcast to physicians. A system could
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be set up to get information out about issues in the community and then broadcast to
heath care providers. Additionally, a program could put together information regarding
what treatment is available and what insurance (i.e. Medicaid) will cover, i.e. treatment,
etc.

AG Laxalt suggested that the group move forward with an awareness campaign
focusing on treatment and the stigma of treatment, AG Laxalt requested input from the
group on who could help gather the information for this campaign. Richard Whitley
offered Dr. Woodard and additional staff frem their office to be a part of the team to
research what types of campaigns to run,

AG Laxall introduced discussion regarding sponsoring a bill regarding law
enforcement notifications to doctors of stolen drugsfoverdoses. Chuck Callaway
provided discussion regarding mandatory reporing and issues regarding this
complicated issue. AG Laxalt suggested that his office would put together a bill similar
to the Wisconsin HOPE legislation and present it to the group at the next meeting. If the
group would like to sponsor the proposed bill, they could vote on it then.

Dave Marlon provided information regarding a meeting he attended from the
Mational Association of Recovery Schools. A commitiee has been formed to look at
creating a recovery high school in Southern Nevada for high school students returning
after having received treatment. Dave Marlon will update the group regarding this
committee at the next meeting.

14. Public comment. (Discussion Only) Action may not be taken on any
matter brought up under public comment until scheduled on an agenda for action
at a later meeting.

No public comment from Las Vegas or Carson City,

15. Adjournment.

Motion to adjourn by Wes Duncan, seconded by Dave Marlon, Motion approved.
Meeting adjoumned at 12:13 p.m.
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Attachment B

To
Agenda

Substance Abuse Working Group
October 5, 2016

Assembly Bill No. 453
(Agenda Item 6)
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ASEEMBLY BILE MO, 453—COMMITIEE
Ox COMMERCE AND LAROR

MarRCH 23, 20135

e

Referred to Commintee on Commetes and Labor

SUMMARY—Provides for the repulation of the sale of
dextromethorphan. (BDR 40-392)

FISCAL NOTE: Effect on Local Government: Mo,
Effizct on the State: Mo,

EXFLAMATHYN — Mutter in Akiad Ialics 1 resrier Bt bschods jored ad in il o b camui jud

AN ACT relating to drugs; prohibiting a person from selling,
distributing, bartering, dispensing or offering to sell a
material, compound, mixture or preparation containing
dextromethorphan to a minor under certain circumstances;
prohibiting a minor from purchasing, receiving or
otherwise acquiring any material, compound, mixture or
preparation containing dextromethorphan under certain
circumstances; establishing a eivil penalty for certain
:.-t{:];tiians; and providing other matters properly relating

0.

Legislative Counsel®s Digesi:

Existing law nuthorizes the sale of any drug, medicine, remedy, poison or
chemical that iz not otherwiss restricted by procers and dealers without restriction
when prepared ‘and sold in origingl and unbroken packages and, (i1 priseoous,
Inbsled amd seld in accordsncs with the requirements of federal law. (MRS
63%270) This bill prohibits a person fkom  selling, <isiribufing, bartering,
dispensing . or offeslng fo sell any materinl, compound, mixiure of preparation
confaining . dextrometborphan to a person under 18 years of apge withoul &
Pm'h:ripfiun. This bill olso probibiis amy peson under I8 years of npe from
purchasing, recelving or atherwisn: ru.'quirin%ll matzrial, compound, mixture o
preparation contuining dextromicthorphan, ‘1 tunatl alsn provides that a person or
pwtier of o retail establishment who dakes cortain steps 10 prevent the sle of n
moterial, compound, mixiure of preparalion conmining dexfromethorphan tooa
persan under 18 vears of oge shall be deomed to be ?ﬂ complisnce with these
pl;'m'isims. Finally, this bill requires sny person who sells, dissibutes, baters,
dispenses or offers 1o sell o material, conpound, mixture ar preparntion containing
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dextroasethorphan in violation of thess provisions to: (1) for a firsd offense, receive
awnrming; and (2} for & second or subsequent offense, be assessed a civil penalty.

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN
SEMATE AND ASSEMBLY, DO ENACT AS FOLLOWS:

Section 1. Chapter 453 of NRS is hereby amended by adding
thereto & new section to read as follows:

i, Excepf as provided in subsection 2:

fu) A person shall nor sell, disicibute, barter, dispense or offer
fo sell auy material, compound, mixture or preparation containing
dextrometherplian fo o minor under the age of 18 years.

(b} A minor shall not knowingly purchase, receive or otherwise
acguire  any  material,  compennd, mixiuce or  preparation
confaining dexiromerhorphan.

& 0w minor has oa valfd prescription. for o material,
camponnd, mixture or preparation containing dextromethorphan;

fu} A person may sell, distribure, barter, dispense or offer to
sefl the material, compound, mixture or preparation containing
dextromethorphan for which the minor fias o valid prescripiion;
el

b)) The minor may purchase, receive or otherwise acquire the
mialerial, compound,  wixture  or  preparaiion  containing
dextromethorplan for which he or she has a valld prescription.

3. A persen shall be deced fo be In compliance with the
provisions of paragraph (o) of subsection 1 if?

fa} The person reasonably ussumes, based on the appearance
af @ person fo whoem a material, compoand, mixture or
preparation containing  dextromethorplian is seld, distribured,
bartered, dispensed or affered for sale, that the person is 25 years
of age or older,

(b) Before the person sells, disiributes, barters, dispenses or
affers o sell any materinl, compewnd, mixtare or preparation
centaining dextromethorphan to anotfer person, the person:

{1} Demands that the other person present a valid driver's
ficense or other writien or docomentury evidence which indicates
that the other person ix {8 years of age or olier;

{2} Is presented a valid driver’s license or otfier writien or
docunsentary evidence which indicates that the other person is 18
years of age or older; and

{3) Reasonably reliex upon the driver's license or other
written or documentary evidence presented by the other person,

4. With respect i any sale made by an employee of a retail
exfabiishment, the owner of the rerofl establishment shall be
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deemed to be in compliance with the provisions of paragraph fu)
uf sehsection { if the owner;

fo) Hird no actual knowledge of the sale; anid

(b} Extablishes amd carries ont a continuing program of
training for employees which is reasonably designed fo prevent
vielations of pavagraph (o) of subsectfon 1.

Y A person who viefates paragraph fa) of subsection { shali:

() For the first violation, receive a warning in writing; and

(b} Far each subsequent violaifon, be assessed a civil penalty
af 850, This penalty must be recovered i a civil action, brought in
the name of the State of Nevada by the Attorney General or by any
district iwtiorsey in o court af competent jurisdiciion,

6. As psed in this section, “minor” means a person under the
age of 18 pears.

Sec. 2. NRS 639270 iz hereby amended to read as follows:

639270 Any drug, medicine, remedy, poison or chemical, the
sale of which is not otherwise restricted as provided by this chapter
H or secrion I of thiv aci, and :Jn]y patent or proprietary medicine,
may be sold by grocers and dealers generally without restriction
when prepared and sold in original and unbroken packages and, if
poisonous, labeled with the official poison labels and sold in
accordance with the requirements of the Federal Food, Drug and
Cosmetic Act.
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To
Agenda

Substance Abuse Working Group
October 5, 2016

Issues Nevada Policymakers Should Consider
(Agenda Item 7)



Issues Nevada policymakers should consider before
legalizing recreational marijuana (Question 2)

"l tell others governors that we are not making any extra revenue beyond
regulating that industry and then finding money to educate kids on the
dangers of the new strains [higher THC potency] of pot...Why not wait and
see how things work out in Colorado?"

Gov. Hickenlooper, CNN

"Criminals are still selling on the black market...we have plenty of cartel
activity in Colorado [and] plenty of illegal activity that has not increased

at all.”
CO Attorney General Cynthia Hoffman

"I tell this to every state official who asks about how difficult it will be to set
up a system to regulate and tax marijuana in their state,. It will be more
difficult than you think, it will take more fime than you think, and it will

definitely be more costly than yo think."

CO Director of Taxation

Colorado took 12 years to go from legalizing medical marijuana to
recreational. In that period they set up the infrastructure to begin regulating
and implementing a process for state government in CO to oversee the
marijuana industry, In Nevada--Question 2 would require the same process
to take place in just two year's time. With all the problems that still exist
with regulating and implementing medical marijuana legislation—is Nevada
ready fo go headlong into legalizing "recreational?"

Under provisions of an initiative petition (Question 2), if passed by voters
this November--Nevada lawmakers cannot "substantially change" the 13-
page initiative for three years, under Nevada law. In Colorado, this resulted
in the following legislative session--71 bills being introduced to attempt to
"clean up" the voter-passed amendment. Tick Segerblom has already
promised the 2017 Session will be the "marijuana session.”

Under Question 2--the Dept. of Taxation will be required to create a
regulatory bureaucracy unparalleled in State of Nevada governance,
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This is the most fatal drug crisis on record In Undted States history, and too many
familles and communities are left to suffer in its path. These highly addictive
medicines have been incorrectly marketed as the most effective method foc

treating pain and, subsequently, liberally prescribed. Préscelption apioids alao

serve as gateway drugs to heroin, which hag a nearly ldentical chemical makeup

and is cheaper and sometimes easler lo oblain,

The facts are elear:

¥ More than 259 million opioid prescriptions were written in 2012

v 1.9 million Americans are addicted to apioid painkillers

+ The U5, makes up 4.6 percent of the world's populations but
consumes 81 percent of the world supply of cxycodone

¥ 4.3 million adolescenis and adults reported non-medical use

of prescription opicids in 2014

+ 4 out of 5 heroin users started on prescription opioids

The National Safety Council is committed to ending unintentional injuries

and death in our lifetime and has been fighting this drug epldemlic for years.
State governments also play a significant role in this fight, with state
legislators, Governors, and public health offictals dictating the strategy.

This report identifies four key actions stales can take that could have

immediate and sustained impact:

¥ Reguire and expand prescriber education

v Develop and implement prescriber guidelines

# Increase access to naloxone, an overdose antidate

v Expand access to trealment

3 | NATIOMAL SAFETY COUNGCIL

> Require and
expand prescriber

education

» Develop and
implement prescriber
guidelines

» Increase access
1o naloxone, an
overdose anticote

» Expandaccess
to treatment



Some states have made significant progress, Others have much
more to do while each day people suffer from addiction and die
from this epidemic, States were given a rating of "Making Progress”,
“Lagaging Behind® or "Failing” based on careful evaluation of efforts

iN six key indicators:

1. Mandatory
Prescriber
Education

Mandatory prescriber education
helps providers make well-informed
decisions on medical treatment based

on best practice and the latest research,

carefully welghing the benefits and
risks of opioids and their alternatlves,
The Centers for Dizeage Conleal and
Prevention (COC) has shown that
the increase in opiold prescribing has
resulted In lncreased admissions for
treatment of opioid use disorder and
overdose deaths, despite a lack of a
corresponding decrease in reported
pain. Additionally, physicians report
receiving limited education o pain
treatment.

2. Opioid
Prescribing
Guidelines

Sound, evidence-based prescribing
puidelines encourage physicians to
incorporate alternative, non-opinid
treatments for pain and provide the
lovwrest effective doses and the fewest
number of pills when prescribing
dangerous opioid medications, The
recently released CIDNC guideline on
opinid treatment for chronic pain shoultd
be adopted as the state prescribing
guideling, but states should also consider
the rigks for acute pain patients, If
fellowed, NSC believes guidelines that
address acyule and chronic pain conld
reduce the number of opicid overdose
deaths in the United States.

3. Eliminating
Pill Mills

"ML mills" are & doetor’s offlee, elinje

or health care facllity that routinely
prescribes controlled substances

outside the scope of standard medical
practice and often in vialation of gate
laws and greatly increases the risk of
abuse and overdose, States should pass
legislation that regulates pain clinics and
pain management services, requiring
such actions as [ollowing prescribing
gutdelines, defining ownership,
restricting dispensing of controlled
substances and requiring use of state
preseription drug monitoring programs.
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4. Prescription
Drug Monitoring
Programs (PDMPs)

PDMPs play an important role in any
effective appraach to the prescription
opioid epidemic. Doctor shopping,

or going o multiple providers for
preseriptions, and providers who
preseribe controlled substances cutside
the scope of standard medical practics
will confinue to fuel the opioid epidemic,
PDMPs directly address these issues,
Mearly every state has an operating
PP, and states should take steps to
simplify registration and utilization,
improve reporting response times

and upgrade technology 1o allow data
integration into clinical workflows.

5. Increased
Access to
MNaloxone

Maloxone is an opisid antagonist that
saves lives by reversing an opicid
overdose, with no negative side effects,
Maloxong is not a controlled substance
and has no abuse potential. States should
ensure that naloxone is widely available
without o prescription under standing
orders and covered by insurance plans,
both public and private.

B | MATIOMAL SAFETY COUNCIL

wl™ ;

6. Availability of
Opioid Use
Disorder (OUD)
Treatment

Access to treatment is key to helping
those with a substance use disorder. In
order to increase this access, states must
expand capacity for teeatment, inclheding
medication-assteted treatmments and
require both public and private health
insurers to cover medlcation-assiated
treatment and remove caps on duration
of treatment.



States were evaluated on each of these indicators
which are critical to effectively and comprehensively
fighting this growing epidemic.

Thiz report provides a roadmap for strengthening laws and regulations. N5C is prepared to assist states
with implementation of these evidence-based strategics which can save thousands of lives every yvear.

A ROADMAP FOR
STRENGTHENING LAWS & REGULATIONS

'47 )\ NEED TO

states; IMPROVE!

28

| sTATES

are "FAILING!

_ are "MAKING
states/ PROGRESS'

AGEING
FAILING SETIR
BEHIND
MEET ZERD ||j, MEETS 4 MEETS 2 MEETS 3 PEETS 4
TRCHC AT I.I - I ||I ([ 1] HAILIH F TRITHE RS II. EINLGATDIAS
Alnslon drizonm Arkansas Alabama Kartucky
THHEE Lhgtrict of Conmmecicut Colorado Cradiforris Mew hMexico ZEHG
HA“E Cf;""m?:ﬂ Farida Dolmemara Incizng Tenneasas HAUE
ik e Lol Mewy Ha i W
MET & 5 LS, Tar U MET
Kansas
ZERO Martana ﬁ-?al':-‘ia Pmmu Flhr_'p:ID:IZIann ALL 6
INDICATGRS. Wiarming Maryland Toxas Wast Wirginia RDICATORS.
Michigan hdissisalpmi Litah WissorEin
i Mevimda Washingfion
P, M Jaraay
e ok
Mocth Dakotn
Obkdanoma
Oragan
South Carolng
South Dakata
Wirginia
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The United States is confronting the
deadliest drug crisis on record, (cevmns
FOR DISEASE CONTROL ¢ FREVENTICN, 3076)
Dirug overdoses, mostly caused by
opioids, end far too many lives oo
soomn, More than 47,055 familics lost
lowved ones in 2014 to a drug overdose,
Opioid pain medications like Vicodin
(hydrocodone), OxyContin (oxycodone)
ot Fentanyl accounted for 18,893 deathe,
T WATICRAL CENTER FOR HEALTH

STATISTICE 2015)

According to the CDC, the increase in
opisid-related fatalitizs and treatment
admissions parallels the incresse in sales
of opicid pain relievers, (ravLosern, momes,
MACE, & AUDD, 211 Dpioid prescribing
remains high, with more than 259
million prescriptions written in 2012,
(PALLOZET, MACK, & HOUKENSEERY, VITAL SIGNS
VARIATION AMONG STATES TH PRESCRIBING OF
OFICHD PARK RELIEVERS ANT BENZODIAZFEFINES —

FMITED STATES, M2, 2004

Ton ‘
#
-

Opioid pain medications, il taken too
lomg or ok a high daily dose, can have
deadly and life-changing consequences
even when used under the care

of a medical professional.

The drug problems of past decades pals
when compared to the carrent opicid
epidemic which has killed 165,000
Americans from 2000 to 2014,

-

Poisoning Death Rates by Age

This graphic shows the rate of polsoning deatha has changed Lo the past fifty vears. [n 1963,
poisoning deaths peaked in early childhood causing 5 deaths per every 100,06 peogple.

e 8

s
(o]

- #1083

» From 1963

ks
=

DEATHS PER 100,000 POPLILATION
—
o

I A R R iR IR AR R R R
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Sirerie ey
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AGE

Tenday, there has been a 550 percent increase in the age-adjusted death rate of Americans killed by
poisoning. These deaths, primarily from an overdose of an opisid pain medication or heroin, peak
around age S0 with a secondary peak around age 30, Especially troubling is that these deaths span

fromy ages 20-70 as it shows an increase in the rate of poisening death for nearly all working adults.

i to 2014 the
1083 age adjusted
—==1993 death
~2003 rate for
*EEE poisoning
increased
550%

from 2.0

to13.0,
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Opioid pain medications have a number
of side effects and the risk of addiction
may be the most serious. However, it

is clear most people do not understand
this rizk. A 2015 Mational Safety Council
publiz opinion poll found nearty 90
percent of opioid users were not worried
about addiction, even though 60 percent
of respondents reported having an
addiction risk factor such as personak or
family history of alcoholism, depression,
use of psychiatric medications, or a
history of physical, mental or sexual
abuse. More education is needed about
who is at risk for addiction from opioid
pain medication use.

More than 1.9 million Americans

are addicted to opisid painkillers.
vantins, 2015l For some people, their
first prescription of an opioid pain
medication began an addiction that
was never intended or expected, More
than 4.3 million people have misused!
an opicid painkiller in the past month,
rAMHESL, 20i5) Beventy percent of people
gain access to opioids from people they
know, ssampss, 205l Tragically, about
four percent of those who misuse opicid
painkillers will transition to heroin.
{FCNES, 2013)

STARTED MISUSING

an opioid pain medication
for the first time

TODAY!

for Opioid
Addiction

» Having depression,
anxiety or other
mental health iliness

> A personal and/or
family history

of alcohol or
substance abuse

» A history of
physical, mental or
sexual abuse

» Long term use
of opioid pain
medications

P Mipase” inchder wie witoaT @ prescripiion s iaking the deig for the feafng or Tigh” I cosser. Exeiples af miscse inaide ismg sverher perio
prescvigiiog of wsing Taval mesioarioes feem a presia velioal cansiios o nigenye
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Crpicid pain medications, like hydrecodone
and oxvoodone, are chemically similar
to heroin and have & similar effect on
our minds and bodies.

As opioid pain medication use
dramatically increased, the United
States also experienced an increasge
in heroin use and deaths. Moee than
SO0, MK people reported heroin use

im 2014, a 153 percent increase since
20T, (COMPTON, IONES, & BALDWIN, MUs)
Tragically, heroin deaths tripled in
the 5 year period from 2000 to 2014,
increasing from 3,300 1o more than
10,000 deaths. (CENTERS FOR MHAEASE
CONTROH. & PREVENTTON, f046)

These facts clearly show heroln use

patterns have changed. In the 960,

S

B0 percent of heroin users reported
heroln was the first oplold they used.
Tvday, of the 600 people who begin
using herotn, fSasnzs, s four out

of five report that they started with
oplodd pain relievers. (JONES, HERO[ USE
ANE HERCTN USE RESE BEHAVIORS AMONG
NOMMEDICAL USERS OF PRESCRIFTIIN ORHD
PAIN RELIEY ERS - GMITED STATES, S0 2004
AN 3020040, J0F E

Opioid Pain Medications and Heroin
are Chemically Similar and just as Addictive
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States with the highest

[0 fact, nonmedical users of opledd pain medications were
1% times more lkely to use herodn than people reporting no
misuse of opioids, (MUNURI, GFROEREER, & DAVIES, 2013)

More research is needed to fully understand what prompts

heroin fatality rates.

OVERALL e A GE- ADLAUSTED
4 person misusing opioid pain medications to transition o RANK " J‘fiﬂ: ?ﬁuﬁ
heroin. However, it i3 widely believed the transition 1 Ohio 1.4
to heroin happens as users tuen to dealers for thedr dail
e T N i 2 West Virginia 5.8
supply of opicids, heroin is offered a2 a cost saving measure
3 Connecticut g9
4 Menw Hampshira B
5 hassachusatts T
2] Miawy hdaxico 7.2
T Fihacia lstand B8
g Cralawars 6.3
(= Werrmiart 5.8
10 hAmsour 58
i ™
ricure 1: Heroin Deaths by Year,
United States, 2009-2014
5 o
i
E R
0 -
1
2004 200 2011 2012 2013
YEAR
g8 i
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Fentanyl, a synthetic oploid, is 50 times
myore potent than heroln and 100 times
more potent than morphine. (coc, e
It i3 commonly prescribed to manage
pain for advanced stage cancer patients

However, fentanyl, when added o
hersdn, can create a lethal combination
and i offen added by drug dealers
without the end user's knowladge,

The Drug Enforcement Administration
(DEA) has documented the impaort of
illegally manufactured fentanyl into parts
al the LTA. (12 DESETMENT OF ERTTCR
DRLMG ENPONCEMENT ADMINUTREATION, 2015
DEA Mational Forensic Laboratory
[nformation System (MFLIS) found

FIGURE 2:

fentanyl reports increased 300 percent
fromm the second lalf of 2003 1o the
first hall of 2014, The DEA igsued a
health adwvisory in March 2015 after
documenting & surge of fentanyl

drug seizures and deaths, res preg
ENFPORCEMENT ADNINIATAATION, 0151

The maps below show the extent to
which fentanyl reports have grown since
2009, when 35 states reported analyzing
fentanyl, That same year, no state had
more than 4% fentanyl reports. By 2014,
46 stntes reporied fentanyl, with six
states having 100 or more reports,

(LLE, DHPAKTMENT OF JLSTICE, DRLAG
ENWNFORCEMENT ADMINISTRATION, J073)

FIGURE 3:

2009 Fentanyl Reports
in NFLIS by State,
January - June 2009

g A

2014 Fentanyl Reports
in NFLIS by State,
January - June 2014

v

HEF‘GHTE 120 or hore - 1 -18
FER S TATI RO - 09 0
20 - 4D B o Cata
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A March 2015 DEA Mational Threat
Asgessment Summary noled the troe
number of entanyl-related deaths

is most likely higher because "many
coreners offices and state crime
laboratories de not test for fentanyl

or its analogs unless given a specific
reason b do 5o 1L 5 DR ENFORCEMENT
ABMEMIETRATION, 70i5) Better maortality
data is nesded 1o accurately track the
invodvement of fentanyl and other
drugs in opicid-related deaths, A

013 study documented variation in
how states certify manner of death,
including toxicology, and found that
death certificates often do not specify
the drugs involved in overdose deaths,
For example, in 21 states, more than 25
percent of overdose death certificates
did not specify the drugs involved in the

death. (warnE, PALLORE, MURTTL DAWS,
- WELBON, 2010

L

A CDC Health Advisory Metwaork
{HAN) alert recommmends that medical
examiners and coroners screen for
Fentanyl in suspected oploid overdose
cases, especially in areas reporiing
increases in fentanyl seizures or
unusually high spikes in heroin or
unspecified drug overdose fatalities.
(CANTERS FOR [MSEASE COWTROL AND
reBvEnNTION, 2a0id The HAM alert further
recommends that coroners and medical
examiners use Substance Abuse Mental
Health Safety Administration i(samssa
consenses recommendations to repor
opivid-related deaths, fooipasases
MAXWHLL, CAMPEELL, o WILDPORD, 7000}

The Mational Safety Council

urges stakes o adopl these
recommendations, Improved data
collection is vital to fully understand
the scope of the epidemic,

7
| i
sl III.;‘II ) i

Improved
data
collection
IS vital

to fully
understand
the scope
of the
epidemic.
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REOUSE
DRI TIVEH
FHRESCRIBING

Multiple actions will be needed 1o end this drog epidemic and reduce the boss of Life,
It is only with concentrated state focus and efforts to reduce opledd overprescribing
and to improve the ability to identify and offer help to those at risk. By ensuring that
effective and coordinated substance abuse treatment is readily available to those
with opioid use disorder, we can end the loss of life in the current drug crisis.

The National Safety Council examined
state progress on six key indicators:

1. Mandatory Prescriber Education

2. Oploid Prescribing Guldelines

3. EHEliminating PFill Mills

4. Prescription Drug Monitoring Programs (PDMPs)

5. Increased Access to Naloxone
8. Availability of Opioid Use Disorder (OUD) Treatment

1. Reguires Mandatory 17 states meet this indicator:
Prescriber Education Gy, CT, DE, W, KY, MA, NV, MH, MM, NC, OR, AL, SC, TN, VT, Wi, WV
2, Adcrpt?q Opioid 22 states meet this indicator:
Prascribing Guidelinas AL, AZ, AR, CA, GO, HI, IN, KY, MA, MM, NH, NM, NG, OH, 0K,
Pa, B T, LT, WT, W, Wiy
3. Eliminating Pl Mills 12 states meet this indicator;
AL, FL, GA, I, Y, LA, BMS, OH, TR, TX, Wi, W
4. Allows Physiclan and 40 states meet this indicator:
Pharmacy delagatas AL, AR, AZ, CA, CO, CT, DE, DC, ID, IL, IN, 1A, KS, KY, LA,
to PDMPs MDD, MA, MM, BT, MH, N, NI, NY, NG, ND, OH, OR, PA, Bi, 5C,
S0, T, T, UT, WA, WT, WA W WA Wy
5. Allows Naloxone to 35 states meet this indicator:
be pres_cﬁhaﬂ with AK, AL, AR, CA, CO, DE, FL, GA, IL, IN, KY, LA, MD, ME, MN, MS,
a standing order NG, ND, NV, NH, MNJ, MM, MY, OH, OK, PA, R, SD, TN,

TH, UT, WA, VT, Wa, Wi

6. Avallabiity of Oploid Use 3 states meet this indicataor:
Disorder (OUD)Treatmenl  pME, MM, VT
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HECUBRES : _—
- T T
Montara v
Matraska
Mevada v v
MNew Hampshire v v v v
Maw Jergey Vv Vv
M hlexico v v v v v
Maw York v v
Morth Carclire v v v v
North Dakata ¥ »
Ohio v v v v
Cidarhorma v v
Oregon v v
Pannsylvania v v v
Rhiada l=land W v v v
South Caroling v Vv
South Dekota v v
Tennosses v v v v v
Texas v v v
Utah v v v
Varrnael v v v v v
Virginia v v
Washington v v v
West Virginia v v v v
Wisconain v v v v
WWaTing v

St ranking were bired o best avifiable dara af diae af pubdicdlion.
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INDICATOR 1

W,

The medical community B an Important and vital pariner ln addresalng the opioid
epidemic, An Institute of Medscine report recomimends that all healtheare providess
keep their knowledge of pain management current throwgh continuing medical

education (CME]. rswanonal researcn covpce, mond Licensure, certification and

recertification examinations should inclusde assessments of providers’ pain education,

Unfortunately, research has shown that practicing physicians received fewer than
12 hours of pain management education in medical school, Eze & siRmEow, xi)
Another study found that 60 percent of physicians surveyed did not “receive
training on identifying prescription drug abuss and addiction™ in medical school,
{THE NATTGNAL CENTER G5 ADINCTION AND SURSTANCE ABUSE, 205

Addressing this knowledge gap is necessary to reduce dangerous prescribing
practices and improve treatment of pain, N5C recommends that states require
CMEs on paln management for prescribers of controlled substances. Seventeen
states currently require education for physicians and other professionals who
prescribe controlled substances to treat pain, (PEDERATION OF STATE MEDNCAL BOAADS,
20150 Por example, Kentucky doctors are required 1o take 4.5 hours of activity
refated to KASPER (Kentucky All Scheduls Prescription Electronic Reporting),
pain management or addiction disorders. In Mew Mexico, prescribers who are
registered with the DEA must complete a 5 hour CME class about pain and
addiction. Following implermentation of New bexicos CME requirement, the
amount of opioids per prescription declined and prescribers issued fewer high-dose
Prescriplions. (KATEMAN, £T AL, 2014}

NSC Calls for Federal Educational
Standards on Pain Management

Bazed on the succeses seen by states like MNew Mexico in changing prescribing
patterns a5 a result of the requirement lor CME classes, the NMational Safely Council
recommiends that the DEA requive CME for all prescribers who apply for e
new or renewed registration under the Controlled Sobstances Act of 1970,

The proposed CME should include the following topics:

# Relative efficacy and risks of medications used to treat acute and chronic pain

« Responsible prescribing, including the use of tools such as state Prescription
Drrug Monitoring Programs

# Linkage to treatment for those with addiction

Mot all prescribers are required to register with the DEA-—only those who will
preseribe controlled substances such as apioid pain medications, Therefors,
DEA controlled substance registration and renewal provides a targeted
opporiunity to address this knowledge gap,

State requires
medical education

for prescribers on

paln management

17 states meet
this indicator,

California,
Connecticut,
Delaware,
Ko,
Kentucky,
Massachusetts,
MNevads,
Mew Hampshire,
Meww Mexico,
Morth Carcling,
Oregon,
Rhode Island,
South Carolina,
Tannesses,
Vearmont,
West Virginia
arnd Wisconsin

[FEDERATION (0F STATE MEDICAL
ArRARLS, 2405)

! The Cantrodled! Silstevces Act of 1370 estaléished rhar sosee sedioatias regatrd adiditianal soreening and oversighl by the Drig Erifsrcement Ay

{OEA) whes prercribes, bacusing srost apindd pais wedicntisns,
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INDICATOR 2

Opinid preseribing guidelines helps medical providers make informed choices
about pain treatment, Guidelines consist of recommendations for pain treatment
based on the current knowladge of the risks and benefits of opioid use, as well as
the risks and bepefits of alternative non-opicid treatments, A number of medical
professional organizations, state licensing agencies, state medical boards and,
mest recently, the CRC have published opicid prescribing goidelines, When states
have developed guidelines, both regulatory and voluntary approaches have been
used to develop and implement a guideline, States have developed opioid prescribing
guidelines for a variety of dlinical settings, including chronic pain, emergency
medicine and workers compensation,

Washingion, Kentucky, Chio, Yermont and Indiana are among the states that
have taken a regulatory approach by changing controfled substance regulations
and establishing interagency and prescriber workgroups to develop a
prescribing guideline,

Utah, in 2009, convened a steering committes and workgrooups to develop their
guideling, Utah Clinical Guidelines on Prescribing Opioids for Treatment of Pain,
Arizona and Morth Carolina used a similar process, convening workeroups
comprised of prescribers and medical associations to develop a guideline for
hospital emergency departments regarding the prescribing of opioid pain
relievers for paticnts with non-cancer pain.

Types of Opioid Guidelines
Chronic Pain

Chronic pain guidelines comprise recommendations on the use of opicids in
treating pain lasting longer than three months or past the time of normal tissue
healing, Twenty-two states have developed prescribing guidelines for chronic pain.

In March 2006, CDC issued an Opioid Prescribing Guideling for Chronic Pain.
This guideline is intended to inform pain treatment decisions of primary care
providers treating chronic, non-cancer pain.

The CDC guideline inclades:

v Lower dosage recommendalions. Higher opiodd doses are associated with
higher risk of overdoze and death—even relatively low doses (20-50 morphine
milligram equivalents (MME] per day] increase risk

#  Risk assessment criteria for all patients, Previous gridelines focused satety
precautions on "high risk patients,” however, opioids pose risk to all patients, and
currently available tools cannot rule out risk for abuse or other serious harm

« More specific recommendations compared to previous guidelines on
monitoring and discontinuing opioids when risks and harms outweigh benefits

State or state
medical board
has issued an
opiold prescribing
guideling

22 states meet
this indicator:

Alabarma,
Arizona,
Arkansas,
California,
Colorado,
Hawvaii,
Indiana,
Kentucky,
Massachusetts,
hMinnesota,
MNew Hampshire,
MNew Maxico,
MNorth Carcling,
Ohig,
Oklahoma,
FPennsyhlvania,
Rhodea Island,
Tennesses,
Utah, Vermont,
Washington and
West Virginia

(HATIOMAL SAFETY COUNCIL, T0 i)
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INDICATOR 2

Emergency Medicine

Mine states have adopted guidelines developed by the American College
of Emergency Physicians (ACEP) to inform the nse of opioids in hospital
emergency departments. Key elements of the ACEP guideline include:

¢ Use of short-ncting, instead of long-acting, opicids

¢ Prescriptions for no more than a seven-day supply. States like Ohio have
specified that no more than a three-day supply of opioid pain medications
should be prescribed for acute pain in emergency reom settings

Workers' Compensation

Three states have developed a puideling for the use of opioid pain medications

in the treatment of occupational injuries covered by state warkers’ compensation
programs, Following the 2007 implementation of the opioid dosing guideline,
Washington workers” compeansation system examined detailed hilling data

to learn about changes in opicid prescribing to workers receiving disahility
compensation. The introduction in Washington of an epioid dosing guideline
appears 1o be associated with a decline in the mean dose for long-acting

opicids, percent of claimants receiving opicid doses 2120 mg morphine
equivalent dose per day, and number of opioid-related deaths among injured
WOrkers, (FRAMELIN, MAL TURNER, SULLIVAN, WICKTZER, ¢ FULTON-ELHOE, M13)

Guideline developmient is critical as opioids, even when prescribed at low doses,
carry significant risks. States like Washington which have implementesd a
prescribing guideline, reduced opicid prescribing and reduced opioid overdose
fatalitics. As & result, the National Safety Councll recommends that all

states adopt an oploid prescribing puideline. At a minimuam, the guideline
should address:

¢ When initiation of opioid treatment is appropriate
v Gidance on maximom dose and duration of opiodd treatment

¥ Information on how to monitor tréatment Lo ensare patient safety

Washington
State Case Study

Washington has seen success
in reducing overdosae deaths
and oplold prescribing rates

through the implamentation
of a prescribing guideline,

I 2007, voluntary
guidelines were infroduced
in Washington to guide
physicians on responzible
oploid prescribing for
non=cancer pain. Following
introduction of the guidaling,
prescribers reported Increases
In awaraness of saler oplold
prasoribing practices, and
the State realized subsequent
decreasas in overdosa
deaths. In 2010, Washington
reguired all icansing boards
to establish rules and

adopt one evidence-based
prascribing guidelina. Tha
Siate developed a numbear
of tools and resourceas o
support responsible opioid
prascribing practices. In
addition, it increasad training
and suppaort for prescribars
to recognize substanca
abuse and maksa refarrals

to treatment, These afforts
have resulted in a 28 percent
reduction in drug overdoss
death rate since 2008,
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INDICATOR 3

“Pill mills" are a doctor’s office, clinic or health care facility that rontinely
prescribes controlled substances outside the scope of standard medical practice
and often in violation of state laws. Frequently advertised as “pain management”
clinics, pill mills can operate within medical practices that treat & variety of
legitimate medical issues. Typical characteristics of pill mills include non-
individualized care, lack of referrals to specialists or use of diagnostic tests and
repetitive combinations of medications that do not vary from patient to patient.

MSC recominends continued state policy development that stops the
establishment and/or aperation of pill mills that fanction outside guidelines
for licensed, qualified physcians and whaose primary treatment is prescribing
opioids, State policy should include requirements for acceptable standards

of medical care including:

v Following prescribing guidelines Lo accordance with slandards established
by state licensing authorities and prevailing best practice standards

¢ Defining ownership requirements to ensure that clinic owners can be held
accountable by state licensing anthorities

v Restricting the dispensing of controlled substances

v Beguiring use of state prescription drug mondtaring programs by pain clinics

v Requiring an appropriate medical evaluation including adequate patiznt
history and physical examination

¢ Conducting an appropriate risk assessment at each visit

Ten states have adopted pain clinic requirements to target activities conaistent
with these practices. Two additional states—Alabama and Indlana—have enacted
regulations for prescribers related 1o specific prescribing activities rather than
regulations limited to pain clinics. This trend may allow for a greater variety
of enforcement options and address pill mills operating within other medical
speclalties or practice setiings. (MATIONAL ALLIAKCE FO MODEL STATE DRUG LAWE, 34

N
Ty
l-'I It pagers u L
- TR LTy mey
" . .
T -

The State has a
law or laws that
regulate pain clinics
or pain management
senvices

12 states meest
this indicator:

Alabama,
Florida,
Georgia,
Incliana,
Kentucky,
Loulslana,
Mississippl,
Ohio,
Tennesses,
Texas,
West Virginia and
Wisconsin
CAATHINAL ALLIANCE FOR MOEL STATE
DR LANYE, 2804)
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INDICATOR 3

Florida State Case Study

By 2008, Florida was known as the epicenter of
the nation's pill mill activity, DEA's Automation of
Reports and Consolidated Orders Systam (ARCOS)
reported that 88 of the top 100 cxycodone
dispensing physicians in tha naticn weare locatad

in Florida. iFiomoa OFFICE OF THE ATTORNET GENERAL]
Starting in 2010, in an effort to address this
growing public health thraat, Florida bagan
requiring pain clinic registrations and inspactions
and enacted a number of laws to curb high-volume
pregcribing. These included:

Bans on physician dispensing
Establizhmeant of a POMP
Tougher penalties for llegal prescribing

As a regult of these new reguiremants, opioid
prescribing rates decreased and overdose deaths
declined by 23 parcent betwean 2010 and 2012,
WCHMEDN, PALLOTZ), FORUCZING MACT, & HERTER, 2014) Aftar
the 2010 law, Florida experienced a significant
decraase in the amount of opicids prescribed -

equal to 500,000 fewer 5-mg hydrocodona tablets.
(AUTKOW, CHAMG, DALUBRESSE, WEBSTER, STUMAT, & ALEXANDER,

s Another study found the death rate from
prescription painkiller overdoses in Florida was
T percent lower than expected. In 2011, the rate
was 20 percent lower and in 2012, 34.5 percent
Iower, KEMMEDY-HENTFICKS, MCHEY, MOGINTY, STUART, BARRAY,
& WEBSTER, 2016

Today, none of the top 100 opiold dispensing
physicians reside in Florida.
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INDICATOR 4

Patients who obtain opinid painkillers from four or more doctors or pharmacies
are af an incressed risk of overdose, Therefore, atate Prescription Drug
Monitoring Programas (PDMPs) can be a valuable tool to help prescribers make
informed clinical decisions and avokd costly or fatal ervors. PDMPs serve as

an early warning system, alerting prescribers and state officials about high-

risk patients seeling prescriptions from multiple doctors and risky prescribing
practices and allowing them to intervens when necessary to protect patients
and the community.

Unfortunately, PDMPs are underutilized by prescribers. A 2015 study of primary
care prescribers found that while a majority reported having obtained data from
their PDMP at some point in time, prescribers consulted PDMP data in fewer than
one-guarter of instances when they presceibed opioids to patients. (RuTROK, TUENER,
LUCAS, HWANG, & ALEXANDER. 2005) In states with voluntary PDRAT nse, prescribers
vertfied patient history only 14 percent of the time before preacribing an oploid.
[EHATTERFACCN, 2114}

[n & Johns Hopkins survey, family practice physiclans reported they did not use the
PDMP because it was time-consuming process and data was not reported In an easy

to use format, Other issues identified include phovsiclan perception that data was
needed only for 4 few patbents, (AUTEOW, TURNER, LITCAL HWANG, o ALEXANDER, 315)

State action remaing pecessary (o engure widespread adoption and utilization of
PP by presceibers and pharmaciats. Fourteen states require prescribers (o
access the PDMP prior to prescribing a schedule 11, 111 or IV controlled
substances. The number is based on how it i3 defined. (Powr CENTEE OF EXCELLENCE
BiRANDER unnvEasTy, 1006 In Kentucky, Mew York and Tennessee—three of the firat
states o mandare prescriber use of the PDMP-increased PDMP utilization has
resulted in reductions s oplold prescriptions and In patients visitng multiple
providers-75 and 36 percent reducticns respectively In doclor shopping in

Mew York and Tennessee.

However, the rapid implementation of these mandates has not been withoul
challenges, A Brandeis Center of Excellence report recomimends that states estabdizh
stakeholder groups to build consensus and offer feedback (o better integration of
PDMP data dn clinical decislons, (Rose CEVTER OF EXCELLRRCE RRANDEL UWIVERZITY,

aoiée) CDC hag provided fumding (o states 1o devebop univercsal registration amd use,
making FDMPs easier to use and the data more limely. [CENTERS POR DISEASE CONTROL
AND FREVENTION, 2046}

-l".

w

Pl

State PDMP
allows prascriber
and dispenser
delegates

40 states meeat
this indicator:

Alabama,
Arizona, Arkansas,
Califomia, Colorado,
Connecticut, Delaware,
District of Columkbia,
Idaho, linois, Indiana,
lowvya, HMansas, Kentucky,
Louksiana, Mardand,
Mazsachusatls,
Mirnesota, Montana,
MNesw Hampshire,
MNew Jarsay,

MNewy Mexico, New York,
MNarth Carolina,
MNarth Dakota,
Ohio, Cregon,
Pannsylvania,
Rhode Island,
South Caroling,
South Dakata,
Tennesses, Taxas,
Litah, Vermont,
Virginia, Washington,
Weast Virginia, Wisconzin
and Wyoming

(HATHIMAL ALLIAKCE FUR MOERL STATD
[HILIG LAV, 2014)
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INDICATOR 4

Forly states allow physicians and dispensers (o appoint delepates or staff

froum their practice tooaccess PDMP data, making it eazier to integrate info

clinical workflow. Institutional accounts are another PDMP innovation that makes
it easier for clinicians, hospatals or universities to manage and supervise a delepales
FDMP utilizgation. Toincrease the eflfective use of PDMPs, NSC recommends

that Siute PDMPs allow prescriber and physicinn delegates and the creation

of institutional acconnis.

Another hurdle to PDMP wilization is complicated multi-step application

anal werification processes, NS0 recommends that states simplify the PDMP
registralion process, integrating and aotomating when possible with other
licensing processes, Prescribers and pharmacists need easy-1o-use reports with
real-time information. Oklahomas PDMP was the first o offer real-time data reports
to pharmacists and physicians to assist them in making timely dinical decisions
whether o issue o prescription or dispense medication to a patient, Since then,
17 state PDMPs pow collect prescription information from pharmacies within

24 hours of dispensing controlled substances, The remaining state POMPs collect
this data within 72 hours or weekly, NSC recommends that all states collect
prescripiion data within 24 hoors.

MEC also recommends that States improve reporting response tmes and upgrade
PIMMP fechnology to facilitaie data transber into clinical workilows, The Kentucky
PIMP processes the majority of PDMP queries within 15 seconds or less, and a
number of states are currently working on pilot programs to inteprate FOMP date
inbe physician and hospital electronic health record systems,

PRESCRIBERS
and

PHARMACISTS
NEED
EASY-TO-USE
REPORTS

with
REAL-TIME
INFORMATION
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INDICATOR 5

Opioid overdoses are reversible with the timely administeation of naloxone.
Maloxone, available by prescription, can be administered a5 an injection or nasal
spray. It is not a controfled substance and has no abuse potential,

Physicians can provide a prescription for naloxone to a person at risk of overdose,
similar to prescribing an EpiPen for people with severe allergies. However, unlilke
some types of allergic reactions, an opicid overdose renders the victim unabls to
self-administer this medication. Making naloxone svailable to family members and
friends of thoss suffering from addiction, as well as first responders, will save lives.

Some states have increased access to and use of naloxone by amending medical
practice laws and regulations to allow a licensed healthcare professional to
prescribe naloxone for use by a third-party such ss a family member, For example,
Massachusetts allows community programs to provide naloxone to trained
individuals with a standing order from the health department.

Community overdose education and prevention programs distribate naloxone
overdose prevention kits and provide training. Education Includes how to recognize
the signs of an overdose, when and how to administer naloone and the importance
of rescue breathing until 9-1-1 first responders arvive,

Use of naloxone has increased greatly. From 1996 through June 2014, laypersons
reported using naloxone in 26,463 overdose reversals. In 2013 alone, nearly
40,000 laypersons with %3 organizations reported 8,032 overdose reversals—lives

that may not have been saved without laws allowing increased naloxone sccess.
(WEEELER JONES, GILAEAT, & (AVEDSCH, 3005

2 il 2 mg 1 NG
NALOXOMNE HYDROCHLORIDE
INJECTION, USSP

- .. e - —_ F . ’

Tl

State allows
a standing order
for naloxone

35 states meet
this indicator:

Alabama, Alaska,
Arkansas, California,
Colorado, Delawars,

Forida, Georgia,

linois, Indiana,
kentuclky, Loulsiana,
haine, Mandand,
hinnesota,
hAississippi,
Messada,
Mewy Harmpsshire,
MNew Jersey,
Pew Mexico,
MNewy York,
Marth Carclina,
MNorth Dakota,
Ohio, Cklahoma,
Pannsyhvania,
Rhode Island,
south Dakota,
Ternnessea, Taxas,
Litah, Vermonit,
Virginia,
Washington and
Wisconsin

[METHITIAL FOR PLRLIE HEALTH LAV, M6k
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INDICATOR 5

Thirty-live stales permit naloxone to be prescribed with a standing order,”
[NETWORK PR PUELIC HEALTH Law, 20v) More recently, Connecticul, Idaho,

Morth Dakota and Mew Mexico started allowing naloxone 1o be dispensed by Salrs EtDT"_',.-"
pharmacisis. Aboul a doven states permil pharmacisls o establish collabarative

praciice agreements with a physician to dispense naloxone, Cither states allow Patty DiRenzo, of Blackwood,
the pharmacy board to establish standards that permit naloxone Lo be dispensed, M [ost her son Sal to a fatal

cvardoss, His death could have
been prevanted If the people
with whom e was using drugs
had called 9-1-1 far halp, They
didn't, most likely afrald of legal

However, while this progress is encouraging, more work is needed to ensure
that naleone remains affordable. Therefore, NSC recommends that states,
insurers, and other relevant payers work to ensare that naloxone is covered
by all insurance plans, including public plans.

Good Samaritan Provisions ORlFOUAS. Intface ol St
a life by seeking halp, Sal was

Oplold overdose often happen when the victim Is with friends or family left abare to die, without the
members. Witnesses or bystanders o an overdose may be in the besl position medical help he needed. Patty
to save & life by administering naloxone, However, some overdoze bystanders lost her son, and her grandsan
sometlimes fall to summon medlcal azslstance foe fear of police involvement. lazt his father, because someona
[TOREN, DAVEY, & LATEIN, 205 was afrald to eall 8-1-1.
“Good Samaritan” laws provide protectlon [rom negative consequences Fatty believes with proper
aszociated with calling for help. Oplold overdose bystanders can become treatment Sal could have
“Good Samarltans” by calling emergency responders withour fear of arrest beaten his addiction, but this
or other negative legal consequences. opportunity was lost forever
Thirty-four atates and the District of Columbia have enacted Good Samaritan with his passing. The majority
of overdose victims do not

provisions. M5 recomnymends that all states enact Good Samaritan lows 1o
die until cne o three hours

after thiay hava indtially takean

a drug, and most of thesa

deaths accur in the presance of

others. This leaves a significant

amaount of tima for witnessas to

intervane and call for medical

halp, but the fear of armast and

prosacution prevents many

| from making that call, Good
- i Samaritan laws remove thess
legad barriers, so that calling
8-1-1 iz naver a crims,

Patty balleves "Saving a life
i far more Important than

Yl sanding order mieas o drag o be digpenesd by o phammacy ar odber progess o asy peroos wdia mect pesgic crilena
and withnwy W praapnber ar pafrnl sear meering

remove any barriers io seeking help for u drug overdose,
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INDICATOR 6

Opioid use disorder (OUD), ocours when the recurrent use of opioid pain
relievers or herpin cause significant clinical problems including health issues,
disability, and the failure to meet major responsibilities at work, school or home.
OUD is & brain disease and a serious cheanic health condition like heart disease
or diabetes, And like these conditions, medication and support to make lifestyle
changes may be required to effectively treal an OUD. As a chronic disease, if left
untreated, OUD will worsen, often resulting in death. In 2014, more than 2.4
million people had an opioid use disorder related to use of oploid pain relievers
or heroin, (Samiisa, s

Medication assisted treatment (MAT) with buprenorphine or methadone is

the most effective treatment for OUD, iwosin HESLTH cagaeszaTion, 20080 A third
medication, Maltrexonse, can alsa be used o treal OUD, Howewyer, it i3 less
effective in sustaining long-lerm recovery, (COUSING BADFAR, CREVECOEUR-MACPHAIL
ANG, DARFLER, o EAWSON, J0862

Methadone is provided in a clinic setting at opioid treatment programs

(OTP). OTPs are federally regulated clinics that dispense methadone, usnally
as a liguid, daily to patients. Bacriers o methadaone include waiting lags for
treatment, relatively few lncations in most states, insurance coverage limits and
requiremants for daily clinic visits. In 2012, nearly all state OTPs operated at
greater than 80 percent capacity, and OTPs in 12 states reported 1 paccent
CAPACILY. (JONES, CAMPTSAND, BALDWIN, t MCCANCE-KATZ, 2073)

With most state OTPs operating at capacity, buprenorphine which can be
prescribed in office-based settings, offers the most viable way 10 expand access
for MAT. Buprenorphing is prescribed by SAMBHSA certified physicians whao
receive specinlized training, Patient caseloads for buprenorphine prescribers

are capped at 30 individuals in the first year, tsasisa, soe After the fivst year,
physicians can expand their caseload to 100 patients, but many physicians do not
apply for this extension, If all physicians provids buprenorphine at the maximum
level, 1,093,150 people can receive treatment in the U%, which is less than the
number needed, JOMES CAMPOFIANG, DALDWIN, & MUTANCE-EATZ, 2013)
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State has

sufficient
buprenorphine
treatment
capacity to treat
rasidents with
opioid depandence

3 states meet
this indicator:

Maine,
MNew Mexico
and Vermont

(POWES, CAMPORTANC, BALDWTS &
MOCANCE-KATE, 015!




INDICATOR 6

Treatment capacity in the United States lags behind the need for opioid
treatment. An analysis of national and state treatment capacity found that rates
of opicid abuse or dependence (891.8 per 1,000,000 people) far excesded the
maximum buprenorphine treatment capacity (420.3) and numbers of people
receiving methadone {119.%) at an OTPE Most states had opioid dependence ratcs
higher than their buprenorphine treatment capacity. Only three states—Maine,
Mew Mexico and Vermont had maximum buprenorphine treatment capacity
sutficient to meet the treatment need in their state, HONES, CAMPORIAND,
BALDWIN, & MOCANCE-KATE, 2015)

States must close the treatment gap. NSC recommends that physician patient
caseload limits be ralscd for buprenorphine wavered physicians and that
advanced practice nurscs are allowed to obtain DATA- 2000 walvers Lo
prescribe buprenorphine. NSC also recommends that federal and state-
fonded sabstance abase services offer MAT, the most effective methods of
oploid dependence treatment. Care should be coordinated and MAT provided
in conjunction with counseling and recovery support services, Yermont and
Massachusetts have developed innovative care models to expand buprenorphine
treatment capacity in their states, and this treatment should also be affordabie.
WA recommends that States requice public and private healih ingurers to
cover medication assisted treatment. All theee options for medication-assisted
treatment should be available 1o all patients as unique patient characteristics
may mean one form of medicatlon assisted treatment iz maore effective. Also
caps on the length and duration of MAT should be eliminated,

—

Reality

RATES OF
OPIOID ABUSE/
DEPENDENCY
FAR EXCEED
the maximum
buprenorphine/
methadone
TREATMENT
CAPACITY

N nearly

all states

i 19 s
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"R o
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INDICATOR 6

Through a unigue partnership betwesan the Vermont
Department of Health's Division of Alcohol and
Drug Abuse Programs and the Dapartment of
Vermont Health Access's Bluaprint for Health, the
Cara Alliance was formed. The Care Allianca for
Crpioid Addiction is a statewide partnership of
clinicians and treatmant centers that provida

MAT to Vearmonters addicted to opioids.

How it Works

The Care Alliance uses a Hub & Spoke modal

to ensure that each person's care is affactive,
coordinated and supported. People can access
care by requesting services at a reglonal opioid
treatment center (Hub), or thelr primary care
provider (Spoke), or by dialing 2-1-1, a statewide,
free, confidential iInformation and help service,
Five regional opicid treatmant centers in

B locatlons In Vermont serve as treatment hubs,
Regional opioid freatment centers treat patients
with complex needs with medication assistad
treatment, either methadone or buprenorphine.

In the Spokes, communily physicians lead a team

./‘ -

Vermont: Effective and Coordinated Opioid Treatment

of nurses and clinicians to treat patients with
medication assisted therapy, using buprancrphing.

Patient care is coordinated and supported and
supervised by a physician, Murses and counselors
connect patients with community-based suppaort
senvices, Support services may include mantal
health and substance abuse treatment, pain
management, life skillz and family support,

job development and recovery support,

Highlights of Vermont's Oploid

Treatment System to Date:

¥ In 2015, more than 4,800 people recalved WMAT
in Varmont, up frem 2,867 in January 2013

¥ The 80-day retantion rate among Vermont
hMedicaid-aligible individuals sarved by the
Hub and Spoke syatem is 77 percent and
greater than the national average of 70 parcant
and is increasing

* Vermonters who stay In treatment In Hubs
longer than 90 days show Improved overall
functioning at discharge than those who lalt
treatmant earliar

4

v

o

N

D
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NSC believes that if the following recommendations
are implemented by state leaders, we can begin
to reverse this epidemic and save lives.

1. Establish State requirements for
medical education on effective
pain management

2, Reguire CME for prescribers
wha apply for a new or renewed
registration under the Controlled
Substances Act of 1970. CME
should be pertinent o the classes
of controlled substances presceibed
by the provider. The proposed CME
should include the followlng toplica:

v Relative efficacy and risks af
medications used to treat acute
and chronic pain

v Responsible prescribing, including

the use of tools such as state
Prescription Drug Monitoring
Programs (FDMPs)

+ Linkage (o treatment for thoss
with addiction

3. Adopl state opioid prescribing
guideline, At a minimum, the
guideline should address:
¢ When initistion of opioid

treatment is appropriate, provide
puidance on maximum dose and
duration of opioid treatment

¢ Monltor treatment to ensure
patient safety

4. Develop or strengihen state pollcy
that stops the establishiment andfor
operation of pill mills that fonction
outside prescribing standards
for licensed, qualified physicians
and whose primary treatment is
prescribing oploids. State policy

should include requirements for
acceptable standards of medical
care including:

« Following prescribing guideline
in accordance with standards
established by state licensing
authorities and prevailing best
practice standards

« Defining ownership requirements
to ensure that clinic owners can
be held accountable by state
licensing authoritles

« Restricting the distribution of
controlled substances

+ BRequiring use of state prescription
drug monitoring programs by
pain clinics

« Requiring an appropriate medical
evialuation including adequate
patient history and physical
cxamination

 Conducting an appropriste risk
assessment at each vish

. Make PDMPs easy o use:

« Require the collaction of
preseriplion data within 24 hours

# Simplify the PDMP registration
process, integrating and
automating when possible with
other medical professional
licensing processes

« lmprove teporting response times
and facilitate data transfer into
clinteal workflows

i,

1o

11.

Improve reporting of drogs invobed

in drug overdose fatalities

¢ Encourage medical examiners and
corgners (o screen for fentanyl for
suspected oploid overdose cases

v Require coraners and medical
examiners use SAMISA
consensus recommendations (o
report opicid-related deaths

. Expand access to naloxons and remove

barriers to its purchase and use

¢« Enact laws allowing standing
ordets for naloxone

¢ Require insurers, and other
relevant parers Lo engure thal
naloxone is covered by insurance
plans, including public plans

v Enact laws to enact "Good
Samaritan” laws to remove any
barriers to secking help for a
drug everdose

. Incresse patient caseload caps for

buprenorphine wavered physicians

. Allow advanced practice nurses

to obtatn waiver to prescribe
buprenorphine. Expand use of
medication asslsted treatment,
ensure it is offered and available

at state-funded treatment providers

Require public and private health
lnaurers 0o cover medication
asslsted treatment

Hemove caps on the duratlon of
medication-agsisted treatmeant
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Founded in 1913 and chartered by Congress, the National
safety Council, nsec.org, is a nonprofit organization whose
mission Is to save lives by preventing injuries and deaths

at work, in homes and communities, and on the roads
through leadership, research, education and advocacy.
MNSC advances this mission by partnering with businesses,
govemnment agencies, elected officials and the public in
aregas wheare we can make the most impact—distracted
driving, teen driving, workplace safety, prescription drug
ovardoses and Safe Communities.

Visit NSC.0rg to learm maore,
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