COMMONWEALTH OF VIRGINIA
Meeting of the Virginia Prescription Drug

Monitoring Advisory Committee

Perimeter Center, 9960 Mayland Drive, Second Floor 804-367-4566(Tel)
Henrico, Virginia 23233 804-527-4470(Fax)

Agenda of Meeting
September 14, 2016
09:50 AM
Board Room 3

TOPIC

Public Hearing: Proposed Regulations: Updating reporting format and additional data elements

10:00 AM: Advisory Committee Meeting

Call to Order: Holly Morris, Vice-Chair

Welcome and introductions

Reading of emergency evacuation script: Ralph Orr
Approval of Agenda

Approval of minutes (1-5)

Election of Chair and Vice Chair for FY17

Public Comment:

Department of Health Professions Report: David E. Brown, D.C., Director

Legislation and Regulation Update: Elaine Yeatts (7)

State Police Drug Diversion Presentation: SA Charles Elliot

PMP Education Toolkit: Matt Treacy, DHP Communications Office (9-18)

PMP Enhancement Activities:

e Enhanced Delegate Module (19)
e PMP AWARXE Platform Implementation (21-28)
e New reporting requirements

PMP Advisory Panel Overview: (29)

Program Update: (31-37)

e Automated Registration Update
e Interoperability and Integration update
e Program Statistics

Meeting Dates for 2017:

Adjourn




DRAFT

VIRGINIA DEPARTMENT OF HEALTH PROFESSIONS
VIRGINIA PRESCRIPTION MONITORING PROGRAM
MINUTES OF ADVISORY COMMITTEE

Wednesday, March 2, 2016 9960 Mayland Drive, Suite 300
Henrico, Virginia 23233-1463
CALL TO ORDER: A meeting of the advisory committee of the Prescription
Monitoring Program was called to order at 10:09 a.m.
PRESIDING S. Hughes Melton, M.D., Chair

MEMBERS PRESENT: John Barsanti, M.D., Commonwealth Pain Specialists, L.L.C.
Carola Bruflat, Family Nurse Practitioner

Randall Clouse, Office of the Attorney General

Dr. Amy Tharp, Office of the Chief Medical Examiner
Brenda Clarkson, Executive Director, Virginia Association for
Hospices and Palliative Care

Holly Morris, RPh, Crittenden’s Drug, Vice Chair

Mellie Randall, Representative, Department of Behavioral
Health and Developmental Services

MEMBERS ABSENT: Harvey Smith, 1SG, Virginia State Police

STAFF PRESENT: David E. Brown, D.C., Director, Department of Health
Professions (DHP)

Lisa Hahn, Deputy Director, Department of Health Professions
(DHP)

James Rutkowski, Assistant Attorney General, Office of the
Attorney General

Elaine Yeatts, Senior Policy Analyst

Ralph A. Orr, Program Director, Prescription Monitoring

Program
Carolyn McKann, Deputy Director, Prescription Monitoring
Program
WELCOME AND Dr. Melton welcomed everyone to the meeting of the advisory
INTRODUCTIONS committee.
APPROVAL OF The agenda was approved as presented.
AGENDA
APPROVAL OF Dr. Melton accepted a motion to approve the minutes from the
MINUTES January 6, 2016 minutes of the PMP Advisory Committee. The
minutes were approved as presented.
PUBLIC COMMENT: No public comments were made.
David E. Brown, D.C.: Dr. Brown welcomed the committee members and deferred to Elaine
DEPARTMENT OF Yeatts for an overview of current legislation and regulation updates.

HEALTH Dr. Brown noted that he would make further comments about specific
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PROFESSIONS REPORT

Elaine Yeatts:

2015 LEGISLATION
AND REGULATION
UPDATE:

Dr. Brown: 2016
LEGISLATION
UPDATE:

bills foliowing her overview.

Ms. Yeatts provided an overview of legislation related to the
Prescription Monitoring Program. Ms. Yeatts indicated that it was a
very active session and that DHP was following 88 bills of interest to
the Department. She noted that 15 of the bills were DHP or Secretary
HHR bills.

Ms. Yeatts noted that she would not cover HB293 presented by
Delegate Herring because it has an identical companion bill (SB 513).
Ms. Yeatts also noted that Dr. Brown will review HB657.

HBB829: This bill authorizes the Director to disclose to the Board of
Medicine those individuals who meet certain thresholds for the purpose
of requiring CE for prescribing opioids and pain management.
HB1044: This bill provides access to physicians and pharmacists
employed by health plans access to the PMP to determine eligibility for
and to manage patients in a Patient Management Safety Program.
HB1242: Adds eluxodoline as a Schedule [V drug,

SB287: This requires reporting of PMP data within 24 hours of
dispensing and allows access to the PMP by consulting prescribers and
pharmacists. It also provides that a prescriber may include information
from the PMP in the recipient’s medical record.

SB480: Adds certain chemicals to Schedule 1.

SB481: Same bill as HB1044.

SB513: Will require prescriber to check PMP for prescribing of opiates
14 days or more and list 6 specific exemptions. The legislation has a
2019 sunset.

SB701: Not yet passed; would allow process facilities in Virginia to
produce marijuana oil for intractable epilepsy. The bill which would
allow marijuana oil for treatment of cancer was carried over to 2017.

Dr. Brown stated that this year several legislative enhancements
included changes in mandatory use requirements of the PMP, added
CE requirements for licensees of the Board of Medicine, and required
24-hour reporting along with adding authority for unsolicited reports to
be sent to DHP’s Enforcement Division. Dr. Brown applauded efforts
of the Medical Society of Virginia for working on the language for
many of these bills. Dr. Brown elaborated on HB657: This bill
involves unsolicited report disclosure; allows the disclosure only to
DHP’s Enforcernent Division. If enforcement staff determines there is
probable criminal activity involved, the issue can be forwarded to law
enforcement. Dr. Brown also noted that the Department will create, by
policy, an advisory panel specifically for data analysis purposes to
assist in developing the criteria for these reports. The panel will have
representatives of staff and members from the Boards of Pharmacy and
Medicine as well as the Chair of this committee. The purpose of the
panel will be to identify unusual patterns of prescribing or dispensing,
and may also include individuals from various stakeholders and
resource experts.

Dr. Brown explained that the current Advisory Committee composition
would have 2 additions: a second pharmacist member and another
representative from the Medicaid agency. The term is also changing.
Current terms are four years; the new term will be 2 years in order to
allow for more flexibility. Dr. Brown then asked for input from
committee members. He asked if there were any questions about the
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Neal Kauder: UPDATE
ON UTILIZATION OF
PMP DATA

Ralph Orr: PBSS
MEASURES
OVERVIEW

composition of the advisory panel. None were stated. He then asked if
there any questions about the composition of the advisory committee.
None were stated. Dr. Tharp reported that this would be her last
meeting and that Dr. Gormley would be reaching out to Dr. Brown as
to designating a replacement. Dr. Brown explained that state
employees were selected to serve by their respective agencies heads
and therefore there are no specific term limits for these members.

Neal Kauder from Visual Research, Inc., reported on the analytics
requested during the last advisory committee meeting,

Mr. Kauder said they had results for every KPI the advisory committee
requested. After reviewing the data, they obtained the KPI results for
the 3™ quarter of 2015 which consisted of approximately 3.6 million
cases. He noted that they looked at adults only and changed the
suggested rate of per 100 to per 1000, which is more consistent with
the way other researchers handle their data. Mr. Kauder distributed
maps of the Health Planning Regions (HPR) and Health Planning
Districts (HPD) and noted that they determined the number of scripts
written by HPD, determined by either pharmacy zip code, prescriber
zip code or recipient (patient) zip code.

Additionally, they created two databases: 1) a prescription database
and 2) a person database. They removed the outliers in an appropriate
way. Graphic 1 showed opioid rates by HPR, the Northern region
showing the lowest rate and the Southwest region showing the highest
rate. Graphic 2 shows opioid rates by HPD, with rural areas
demonstrating higher rates and higher variations (of prescribing,
dispensing and receiving). The more populated areas have much more
even sets of bars. Graphic 4 show the % of adults with MMEs greater
than 100, which are approximately 22.6% of the population in the
database; less outliers the rate is 21.6% of the population in the
database. Regardless of how the outliers were treated, the median and
the mode remained the same. Mr. Kauder noted that rural areas have
increased prescribing rates.

Dr. Tharp noted that the OCME is going to begin capturing the MME
from the PMP reports and input them in the database alongside their
other death data.

Mr. Orr reviewed PBSS measures and noted that tramadol was added
to Schedule I'V in 2014, and possibly responsible for the increase in
dispensing of opiates. Prescribing of stimulants continues to rise.

Page 2 shows the rates per 1000 citizens by drug class and age group.
Ms, Morris noted that once a patient is started on benzodiazepines,
they are likely on the medication for a long time. Mr. Orr noted that
persons age 65 and over have the highest rates for opioids and
benzodiazepines. Ms. Randall noted that it is dangerous for individuals
to withdraw from benzodiazepines without medical support. Page 6 of
the handout shows numbers of individuals who obtain controlled
substances using both Medicaid and cash. Dr. Brown inquired whether
the PBSS measures are static, or could the PMT ask for more analysis.
Mr. Orr stated that he did not know the answer to that question, but
that he could find out. Dr. Brown specifically wanted to know whether
the prescribers on page 3 were living in Virginia; this table compares
the number of prescribers licensed to the PMP registration rate as well
as the PMP utilization rate. Table 7 showed the average MME for
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Ralph Orr: HEALTH
AND CRIMINAL
JUSTICE DATA
COMMITTEE UPDATE

Ralph Orr: RESEARCH
REQUESTS REVIEW:

PROGRAM UPDATE:
Carolyn McKann:
AUTOMATED
REGISTRATION
UPDATE:

Carolyn McKann:
INTEROPERABILITY

patients in the database by year. Page 10 shows the percent of
individuals (opiate naive) prescribed a long acting/extended release
(L.A/ER) opiate. Dr. Tharp noted that they see people in the ER all the
time that are prescribed methadone, the patient takes as prescribed-and
ends up dead. Lisa Hahn asked Neal Kauder what he thought about the
validity of the PBSS measures and he said he didn’t have enough
information about their methodology to know or evaluate. He noted
that any slight nuance could give you an entirely different picture.

Mr. Orr discussed four slides from a recent report of the Health and
Criminal Justice Data Committee. The formation of this committee
was a major recommendation of the Governor’s Task Force on
Prescription Drug and Heroin Abuse. The first slide compared
hospitalizations to fatal overdoses related to prescription opioids. Mr.
Orr suggested that this data may represent an opportunity for an offer
of substance abuse treatment to be given before discharge from a
hospitalization for overdose. In reviewing the second slide, Dr. Tharp
noted that for heroin, these individuals do not end up in the hospital or
call for rescue because they don’t want to get arrested. Deaths from
prescription opioids and heroin continue to increase. Dr. Tharp also
noted that drug deaths are caused by (in order) hydrocodone,
oxycodone, methadone and fentanyl, which doesn’t exactly match
those prescribed (in order): hydrocodone, oxycodone, tramadol and
buprenorphine. The third slide shows submissions to the Virginia
Department of Forensic Science for prescription opioids and heroin.
The last slide shows the top six opioid drugs prescribed in Virginia for
the first half of 2015. Mr. Orr commented that data by itself does not
always tell the complete story; for instance tramadol was not a
mandatory report to the PMP until the fall of 2014.

Mr. Orr discussed research requests, reporting to the committee that
the PMP does not have the authority to charge a fee for providing
research data. Mr. Orr noted that we have received inquiries about
possible requests for research data, but no formal applications have
been received for the committee to review. Mr. Orr inquired whether
the committee members felt the research should only be allowed under
certain circumstances. How much control should the PMP have over
the final results of research? Mr. Kauder noted that what is in the
database is not rescarch ready. Dr. Carter noted that the data Mr,
Kauder has prepared is research ready. Mr. Orr explained that the final
decision for approving a research request is at the discretion of the
Director. Dr. Brown stated that creating a panel to look at this specific
issue would be helpfil.

Ms. McKann noted that the automated registration of prescribers and
pharmacists is nearly complete. Ms. McKann also noted that the PMP
sent a letter in January requesting current email addresses from those
we were unable to automatically register, and Dr. Levine’s email, sent
in December, requested the same. At some point in the near future,
automated registration will generate more registered users from these
valid emails that PMP staff has collected.

Ms. McKann indicated that the implementation of an integration
solution with Kroger Pharmacies was responsible for a majority of the
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AND INTEGRATION
UPDATE:

Carolyn McKann:
PROGRAM STATSTICS

program’s growth in 2015. Ms. McKann noted that no other states have
been added for interoperability since December after Rhode Island and
New Jersey were added last fall. Ms. McKann reported that 36 states
now have Memorandums of Understanding (MOUs) with NABP’s
PMPi and that Virginia is interoperable with 19 of those. Mr. Orr noted
that our neighboring state, North Carolina, still has not ebtained the
capability to share data with other states. PMPi growth continues to be
sustained by Gateway requests from Kroger pharmacies in Virginia.
Mr. Orr added that the pharmacists love the NarxCheck reports
generated by the Gateway system as part of the agreement.

Ms. McKann reviewed year-end 2015 program statistics, pointing out
that the program processed nearly 5 million requests in 2015 and over
2 milljon during the last quarter alone. Ms. McKann noted that the
PMP added over 45,000 registered users to the program by automated
registration in 2015, and the database currently holds over 126 million
prescription records. Ms. McKann showed the query rate for groups of
prescribers based on the number of prescriptions for controlled
substances they wrote in the last quarter of 2015. The average query
rate for all registered users is just over 9% of the number of
prescriptions actually written. Dr, Barsanti asked how the measure is
affected by episodes of care where a prescriber may write, for example,
five prescriptions. Ms. McKann noted that the rate only represents a
rate per prescription, not per encounter but the rate is tracked over time
providing a usable measure of utilization of the program. Ms. McKann
also showed a chart that showed the significant impact of a single
integration implementation on the volume of requests processed by the
Virginia PMP in 2015.

NEXT MEETING

The next meeting will be held on June 15, 2016 from 10 a.m. to 2:00
p.m.

ADJOURN:

With all business concluded, the committee adjourned at 1:20 p.m.

S. Hughes Melton, M.D., Chairman

Ralph A. Orr, Director
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Program Overview

| - e hl'— g —

As a national leader in technology, Virginia recognizes pharmacists and prescribers serve on the
front lines of the nation’s fight against prescription drug abuse. Today, the Prescription
Monitoring Program (PMP), a cutting edge digital database, is among the chief tools of
healthcare practitioners to keep people safe from drug addiction and drug related death. PMP is a
secure database that centralizes the prescription history of patients prescribed controlled
substances. The information on PMP’s database is available to authorized users such as
physicians and patients. PMP, in partnership with several states, has leveraged advances in
technology to enable the sharing of prescription information across state lines. The
implementation of this technology comes at a time when prescription drug abuse is the fastest
growing drug problem in the United States. PMP works to control and regulate the distribution
of prescription medication and has been described by physicians as a risk management tool to
combat the drug abuse problems society faces today. It is the mission of Virginia’s Prescription
Monitoring Program’s (PMP) to promote the appropriate use of controlled substances for
legitimate medical purposes while deterring the misuse, abuse and, diversion of controlled
substances.



Cover Letter

More people die from prescription drug abuse than from car accidents. That puts prescribers and
pharmacists on the front lines of the nation’s fight to keep people safe from drug overdose and
death. In Virginia, the Prescription Monitoring Program (PMP), a secure digital database and
risk management tool for prescribers and pharmacists, centralizes the dispensing history of
patients prescribed Schedule II — TV controlled substances.

Use the links under “Contents” of this PMP education toolkit to learn more about the mission of
Virginia’s PMP to promote the appropriate use of controlled substances for legitimate medical
purposes while deterring the misuse, abuse and diversion of controlled substances.

Find fast PMP facts on topics including—

* New developments such as work flow integration and delegation making it easier to use
PMP

* Interoperability with other state Prescription Monitoring Programs
» Legislative updates

PMP’s regularly updated education toolkit also includes statistical data including charts and
graphs, changes in regulation for registered users of the system, feature articles for patients and
quotes for news organizations that are just a click away
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WHO

» Virginias Prescription Monitoring Program (PMP) is among the top digital patient management tools available
to prescribers and pharmacists who write or fill prescriptions for schedule II - IV drugs as part of each medical
treatment plan. Acessible 24/7, the software provides complete controlled substance dispensing histories, minimizing
the risk of duplicating prescriptions and is instrumental in reducing potential illegal activity.

* PMP is used by prescribers and pharmacists to better inform their treatment and dispensing decisions.
* In 2015, nearly 5 million inquiries were made to the PMP by users of the system

WHY

+ PMRP helps prescribers and pharmacists make safe prescribing and dispensing decisions for more than 8 million
Virginians.

+ Morphine milligram equivalent (MME) daily dose ratings have been added to PMP reports, and are used by
prescribers and pharmacists to identify patients at risk for overdose.

WHAT

» 'The PMP database provides prescribers with quantitative data to monitor patient compliance with their treatment
plan.

» PMP prescription information is available to other authorized users of the database who assist with disciplinary
Investigations conducted by health regulatory boards and, when appropriate, law enforcement entities.

HOW
Interoperability

+ Virginias PMP is a member of the National Association of Boards of Pharmacy Prescription Monitoring Interconnect
Program (PMPi). This network allows practitioners to share prescription information across state lines. As of July
2016 Virginia's PMP is connected with 20 other state PMPs, including four border states,

Integration
+ Virginias PMP is presently integrated into the work flow of pharmacists at one national pharmacy chain, and work is

underway in collaboration with several health systems to integrate PMP data into their Electronic Medical Records.
» Changes in law allow pharmacists and prescribers to select and authorize delegates from their practice to retrieve
patient information from the PMP database on their behalf,

RESULTS

» Over the last four years, Virginia has experienced a substantial decrease in “doctor-shopping” indicators.
+ PMP has become a major resource for prescription data used to inform public policy decisions toward safeguarding
the health and wellbeing of all Varginians.
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Virginia’s Prescription Monitoring Program (PMP): Making it Easier for
Pharmacists and Prescribers to Keep Patients Safe
PMP Enters Its Second Decade of Service

=
By Q =,
Ralph Orr .

At a time when drug deaths outnumber motor vehicle fatalities,
Virginia’s Prescription Monitoring Program (PMP) leads the way in
the nationwide fight against the prescription drug abuse epidemic. PMP
is a secure, digital risk management database for prescribers and
pharmacists and works by providing information and patient histories

of citizens receiving controlled substances or Schedule II through IV Ralph Orr
drugs as part of medical treatment. PMP also minimizes the risk of
duplicating prescriptions and eliminates potential illegal activity. The PLIP Program Director

database is accessible 24/7, and is only available to authorized users.

As of January 2016, PMP registration is automatic for select licensees of Virginia’s health
regulatory boards, and practitioners are required to consult the database before writing an opioid
prescription for longer than 14 consecutive days.

Recognizing the time constraints on healthcare providers, new 2016 policy allows practitioners
to appoint delegates or alternates in their practice to query the PMP database on behalf of a
supervising prescriber or pharmacist. PMP alternates are eligible to have their own accounts in
the system.

Along with (number) states, Virginia’s PMP is a member of the National Association of Boards
of Pharmacy Prescription Monitoring Interconnet (PMPi). These states work together in
partnership to share prescription information across state lines to aid in the fight against the
nationwide epidemic against prescription and heroin abuse. A nationally connected resource for
prescribers and pharmacists is also on the horizon. The future is expected to bring new pharmacy
software to better integrate use of PMP data into the everyday workflow of healthcare
practitioners.

PMP is a program of the Virginia Department of Health Professions (DHP) which licenses
320,000 healthcare practitioners across more than 80, professions including those who prescribe
or dispense controlled substances.

DHP’s mission is to ensure safe and competent patient care by licensing health professionals,
enforcing standards of practice and providing information to health care practitioners and the
public.

12
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quite complex and often involve the collaborative efforts of

Program Quotes

'\

“The issues surrounding chronic pain management are

numerous health professionals. This program is an
excellent resource that will hopefully encourage
appropriate therapy and discourage abusive practices.”
— John Beckner (need approval)

>
.

— A Virginia Practitioner

“Today prescription drug
abuse impacts every citizen
in the Commonwealth.”
—2012 Annual Report of the
Office of the Chief Medical
Examiner

“The PMP is the single most effective tool | use in my practice to ensure the medications |
prescribe are used to relieve human suffering — and not diverted for monetary or
recreational purposes. | use it often in my practice.

iy

r N

\. >
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VIRGINIA’S PRESCRIPTION MONITORING PROGRAM

VISIT PMP ONLINE PRESCRIPTION DRUG DEATHS

HEOGW>ZUW ON THE RISE
OUTNUMBER  OFFAMILIES [|Rhacoy

SINCE 1996

A DIGITAL DATABASE OF
PRESCRIPTION AND PATIENT HISTORIES
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Tenpesseo Vicginia
West Virginia

As of 2016 there are more than prescribers and pharmacists
registered to use PMP



AUTOMATIC REGISTRATION

As of January 20186, all newly licensed practitioners are
automatically registered for the PMP Program.

NEW LEGISLATION

New legislation passed by the 2016 General Assembly
requires doctors and other prescribers to check the PMP

database before writing an opioid prescription for longer
than 14 days.

CDC Guidelines

2016 CDC guidelines for opioid prescribing include: use of

non-opioid therapies for chronic pain; and use of the lowest
possible effective opioid dose.

KEEP UP WITH THE PROGRAM
Visit Virginia’s PMP Online

View the CDC Guidelines for Prescribing Pain Medication



2002

June 2006

September 2009

PMP Timeline of Events

2010 2012

2011 2013

2015
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Prescriber Delegates

Virginia’s Prescription Monitoring Program (PMP) will implement new functionality
simplifying a potential Prescriber Delegate’s registration process on September 7, 2016.
Previously, these Prescriber Delegates (delegates) could only gain access to the PMP using a
paper registration process. Much like existing processes available for prescribers, each potential
Prescriber Delegate will be able to register at the PMP login screen by clicking on the “Register”
button and then selecting the “Prescriber Delegate Job” (Licensed or Unlicensed) that applies
and following the prompts. Please note that this enhancement will not affect existing
delegate accounts.

Once the delegate has submitted the online application, the delegate’s Prescriber Supervisor
(supervisor) will be notified via email that an application has been submitted. The supervisor
then has the opportunity to review and approve the pending delegate user’s application. If the
potential delegate receives the following notice: “Add Failed: Supervisor not found for the
given License information”, the delegate will need to inform the Supervisor that it is necessary
for the supervisor to enter their DEA number on the “My Account” screen before the potential
delegate can complete the registration. Once the supervisor has approved the application, the
new delegate user will receive an email indicating that the registration has been approved by the
supervisot, and also providing information on how to access the account.

Each time a supervisor logs into the account, they will have the ability to see all the patient
profiles requested on their behalf by all of his delegates. Supervisors will have the ability to
better manage and supervise their delegates, featuring easy removal of delegates that are no
longer employed at their facility, no longer under their supervision, or whose job requirements
have changed. Each supervisor may have as many delegates as they choose, though each
delegate user may only use their own username and password since access to the PMP may not
be shared for security reasons and in accordance with regulation.

Authorizing language:

§ 54.1-2523.2. (Effective until July 1, 2019) Authority to access database

Any prescriber or dispenser authorized to access the information in the possession of the
Prescription Monitoring Program pursuant to this chapter may, pursuant to regulations
promulgated by the Director to implement the provisions of this section, delegate such authority
to individuals who are employed or engaged at the same facility and under the direct supervision
of the prescriber or dispenser and (i) are licensed, registered, or certified by a health regulatory
board under the Department of Health Professions or in another jurisdiction or (ii) have routine
access to confidential patient data and have signed a patient data confidentiality agreement.
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Use of Virginia's PMP supports the CDC'

CDC Opioid Guidelines

management.

s guidelines on prescribing opioids for chronic pain

BOX 1..CDC recommendations for prescribing opioids for chronle pain outside of active cancer, palliative, and end-of-life care

Determining When to Initiate or Continue Opioids for
Chronjc Pain

1. Nonpharmacologic therapy and nonopieid
pharmacologic therapy are preferred for chronic pain.
Clinicians should consider opioid therapy only if
expected benefits for both pain and function are
anticipated 1o outweigh risks to the patient. If opioids
are used, they should be combined wich
nonpharmacologic therapy and nonopioid
pharmacologic therapy, as appropriate.

2. Before starting opioid therapy for chronic pain,

clinicians should establish treatment goals with all
patients, including realistic goals for pain and functlon,
and should consider how therapy will be discontinped
if benefits do nat outweigh risks. Clinicians should
continue oploid therapy only if there is clinically
meaningful improvement in pain and funcrion thar
outweighs risks to patient safery.

3. Before startingand periodically during o pioid therapy,

clinicians should discuss with patients known risks and
realistic beacfits of opioid therapy and paticnt and
clinician responsibilides for managing therapy.

Opioid Selection, Dosage, Duration, Follow-Up, and
Discontinnation
4. When starting opioid therapy for chronic pain, clinicians

should prescribe immediate-release apieicls instead of
extended-releasc/long-acting (ER/LA) o pioids.

5. When opioids are started, clinicians should prescribe

the lowest cffective dosage. Clinicians should use
caution when prescribing opicids at any dosage, should
carefully reassess evidence of individual benefits and
risks when increasing dosage to 250 morphine
milligram equivalents (MME}/day; and should avoid
increasing dosage to 290 MME/day or carcfully justify
a decision 1o titrawe dosage to 290 MME/day.

6. Long-term opioid use often begins with trearment of

acate pain. When opioids are used for acute pain,
clinicians should prescribe the lowest effective dose of
immediate-release opioids and shauld prescribe no
greater quantity than needed for the expected duration
of pain severe enough to require apicids. Three days
or less will often be sufficient; morc than seven days
will rarely be needed.

*All recommendations are category
(designated category B, with

7. Clinicians should evaluate benefits and harms with
patients within 1 to 4 weeks of starting opioid therapy
for chironic pain or of doss sscalation. Clinicians should
evaluate benefizs and harms of continued therapy with
patients every 3 months or more frequendy. [fbenefics
do not outweigh harms of continued opioid therapy,
clinicians should optimize other therapies and work
with patients to taper opioids to lower dosages or 1o
taper and discontinue opicids.

Assessing Risk and Addressing Harms of Opioid Use

8. Before starting and periodically daring condnuation
of opiold therapy, clinicians should evaluate risk factors
for optoid-related harms. Clinicians should incorporate
into the management plan stratcglies to mitigate risk,
including considering offering naloxane when factors
that Increase risk for opioid overdose, such as history
of overdose, history of substance use disorder, higher
opicid dosages (250 MME/day), or concurrent
benzodiazepine use, are present.

9. Clinicians should review the patient’s history of
controlled substance prescriptions using state prescription
drug monitoring program (PDMP) data o determine
whether the patient is receiving opioid dosages or
dangerous combinations chat put hirs or her ar hi gh risk
foraverdase. Clinicians should review PDMP dara when
starting opioid therapy for chronic pain and periodically
during opioid therapy for chronic pain, ranging from
every prescription o every 3 months.

10. When prescribing apioids for chronic pain, clinicians

should wse urine drug testing before starting opioid
therapy and consider urine drug testing ac least
annually to assess for prescribed medications as well as
other controlled prescription drugs and illicit drugs.

11. Clinictans should avoid prescribing epioid pain

medication and benzodiazepines concurrently
whenever possible.

12. Clinicians should offer or arrange evidence-based

treatment (usually medication-assisted trearment
with buprenorphine or methadone in combination
with behavioral therapies) for patients wich uplioid
use disorder.

A (apply to all patients outside of active cancer treatmeny, palliative care, and end-oflife care) except recommendation 10
individual decision making required); see futl guideline for evidencs ratings.

FAMWR £ March 15, 2016 ¢ Vol 65

US Departinent of Kealth and Humar Se rvices/Cen Lats for Disease Contro] and Prevention
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Prescriber Delegates

Virginia’s Prescription Monitoring Program (PMP) will implement new functionality
simplifying a potential Prescriber Delegate’s registration process on September 7, 2016.
Previously, these Prescriber Delegates (delegates) could only gain access to the PMP using a
paper registration process. Much like existing processes available for prescribers, each potential
Prescriber Delegate will be able to register at the PMP login screen by clicking on the “Register”
button and then selecting the “Prescriber Delegate Job” (Licensed or Unlicensed) that applies
and following the prompts. Please note that this enhancement will not affect existing
delegate accounts.

Once the delegate has submitted the online application, the delegate’s Prescriber Supervisor
(supervisor) will be notified via email that an application has been submitted. The supervisor
then has the opportunity to review and approve the pending delegate user’s application. If the
potential delegate receives the following notice: “Add Failed: Supervisor not found for the
given License information”, the delegate will need to inform the Supervisor that it is necessary
for the supervisor to enter their DEA number on the “My Account” screen before the potential
delegate can complete the registration. Once the supervisor has approved the application, the
new delegate user will receive an email indicating that the registration has been approved by the
supervisor, and also providing information on how to access the account,

Each time a supervisor logs into the account, they will have the ability to see all the patient
profiles requested on their behalf by all of his delegates. Supervisors will have the ability to
better manage and supervise their delegates, featuring easy removal of delegates that are no
longer employed at their facility, no longer under their supervision, or whose job requirements
have changed. Each supervisor may have as many delegates as they choose, though each
delegate user may only use their own username and password since access to the PMP may not
be shared for security reasons and in accordance with regulation.

Authorizing language:
54.1-2523.2. (Effective until July 1. 2019} Authority to access database

Any prescriber or dispenser authorized to access the information in the possession of the
Prescription Monitoring Program pursuant to this chapter may, pursuant to regulations
promulgated by the Director to implement the provisions of this section, delegate such authority
to individuals who are employed or engaged at the same facility and under the direct supervision
of the prescriber or dispenser and (i) are licensed, registered, or certified by a health regulatory
board under the Department of Health Professions or in another jurisdiction or (ii) have routine
access to confidential patient data and have signed a patient data confidentiality agreement.
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Major Needs Addressed for VA PMP Stakeholders

INFORMATION REQUESTERS

« Fast response times
* Reliable patient-linking
* Tablet compatibility

* Most up-to-date
availability of records

* Secure delegate
workflow

 Available in physician
workflow
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Major Needs Addressed for VA PMP Stakeholders ;

DATA SUBMITTERS
* Flexible data submission

methods for pharmacies, large e O ST e e v

m—‘—Q mam__ . Appriss - PF Atcount

Fagsespani3eT Yoot o omg gdvpiasd

* Automated workflow for error } c
correction _

* Tools for online error correction

» Easier rollout of new data format
standards

* Asingle account and user
interface to manage all data
submissions for multi-state
pharmacy chains
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Major Needs Addressed for VA PMP Stakeholders

ADMINISTRATORS

Automated patient linking
with ability for administrators
to override

100% online registration to
eliminate paperwork

Pharmacy and physician
compliance reports
Delegate-physician linking for
compliance checks

Business intelligence and ad
hoc reporting capabilities
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PMP Advisory Panel Update

Executive Directors of Boards of Medicine and
Pharmacy

Two Board members from each Board
Next meeting October 28, 2016

Criteria that may be considered:
— High prescribing, no use of PMP

— Prescribers and Dispensers with large percentage
of private pay for prescriptions

— Prescribing and dispensing related to extremely
high Morphine Equivalent doses
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Total Number of Requests by Prescribers August 2015
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I Memorandum of Understanding Executed
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Second Quarter 2016 Statistics

Annual Totals 2010 thru June 30, 2016

5000000
4500000
4000000
35€0000

3000000
2500000

2000000
1500000
1000000

500000
0

2,390,472

1870196

— 1313861 —
0 602294859765 j

2016 2011 2012 2013 2014 2015 2016
Source: Virginia PMP

& Total Reguests
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The Virginia PMP processed nearly 5 million requests during 2015 and is projecting approximately the same in
2016. The program processed over 1.8 million requests in 2014.

PMP Requests by Qtr 2012 through June 2016
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Source: Virginia PMP

The large increase in requests for the last two quarters of 2015 were primarily due to an integration solution
being implemented for pharmacies in VA, WV, and OH. In lanuary 2016, the OH connection was turned off.
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Second Quarter 2016 Statistics

Registered Users of PMP DataCenter 1/1/13 - 6/30/2016
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The Virginia PMP added 46,260 users in 2015 due to implementation of automated registration and 9,457
users in the first half of 2016.

Total Prescription Records for 7/1/2013 through 6/30/2016
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The Virginia PMP continues to add over 1 million prescription records each month.
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Second Quarter 2016 Statistics
—_— e

Percentage of Requests by User Type Jan - Jun
2016
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Source: Virginia PhiP

Prescribers submitted 37% of the queries to the PMP database, pharmacists submitted 17% of the requests
and another 45% were submitted by users of our data interchange from either other states or from pharmacy
networks, making 99.67% of the total. All investigative types submit about 1/3 of 1% of the total.
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Prescribers queried the database for an average of 11.2% of prescriptions written during the past quarter. The
prescriber group that wrote greater than 1000 prescriptions during the quarter had the highest query rate
(16.2%).
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Virginia Department P B S S Prescription Behavior

of Health Professions Surveillance System
DRAFT Brandeis University, Waltham, MA
July 2016
PBSS Data Brief

Overdose Deaths and Prescription Risk Measures in Virginia

Summary: Drug overdose deaths in Virigina have increased from 2010 to 2015, driven in part by a
rise in heroin and illicit fentanyl-related overdoses,* but with prescription opioids still the largest
factor in opioid-related deaths (Figure 1). Analyses of patient risk measures associated with opioid
misuse and abuse were conducted using Virginia prescription data reported to the Prescription
Behavior Surveillance System (PBSS). Since 2010, the average daily dose of opioids in morphine
milligram equivalents (MMEs) prescribed to Virginians has declined, as has the percentage of patients
receiving over 100 MMEs daily (Figure 2). However, the percentage of those prescribed long-acting or
extended-release opioids who were “opioid naive” (had not been dispensed opioids in the past 60
days) has ranged between 34 and 41 percent between 2010 and 2015, and such prescriptions
averaged 113 MMEs in 2015 (Figure 3). Overlapping prescriptions for opioids as a class and for
benzodiazepines as a class declined somewhat from 2012 to 2015, but those for stimulants and for
overlapping opioid and benzodiazepine prescriptions have remained level (Figure 4). As has been the
case in previous years, prescription rates for opioids in 2015 were sharply higher for older age groups
(Figure 5). These data suggest that although some progress has been made toward safer controlled
substance prescribing in Virginia, more remains to be done to reduce medically uncessary opioid and
benzodiazepine exposure, especially among older adults. Steps toward safer prescribing include
increasing PDMP utilization by prescribers and pharmacists; providing prescriber feedback reports

and use of data analytics to improve educational efforts s,
a vt prove e Virginia's PDMP
Figure 1. Overdose deaths in Virginia from all drugs, licit and illicit (blue line), have gzggi“ni;‘;i i[:;‘:?r‘i:pﬁ"“
increased since 2010, with an increasing proportion involving heroin and fentanyl Program, housed in the
(most fentanyl found in overdose decedents is believed to be of illicit manufacture, Vl'rglitl;lia Department of
L . .. . Health Professions, is one
tht:ls.nor?-prescn;-)tlon). Prescription opioids remain the most common category of of 12 PDMPs currently
opioids involved in overdose deaths.2 participating in PBSS. For
‘ further information,
. : please visit
Virginia: Overdose Deaths by Drug Involved, 2010-2015 http: / fwww.dhp,virginia,
gov/dhp programs/pmp
w 1200 ; /default.asp
L
& 1000
° About PBSS
2 800 | = Rx opioids The Prescription
° : i Behavior Surveillance
g 600 | — heroin System (PBSS) provides
u“ s fentanvi epidemiological analyses
S 400 | Ll of de-identified data from
2 ~=p—all drugs state prescription drug
E 200 I monitoring programs to
Z 0 - = - N | . yxelp target and_evaluate
! interventions aimed at
2010 201t 2012 2013 2014 2015 reducing prescription
drug abuse and
diversion. For further
Source: Virginia Dept. of Health, Office of the Chief Medical Examiner. information, see the PBSS
webpage at
http://www.pdmpexcell
ence.org/

Prescription Behavior Surveillance System  PDMP Center of Excellence, Heller School, Brandeis University



PBSS Data Brief: Patient Risk Measures for Controlled Substance Prescriptions in Virginia

Figure 2. The mean daily dosage of opioids in morphine milligram equivalents (MMEs?) declined in Virginia
between 2010 (84.7 MME) and the first quarter of 2016 (64.7 MME), as did the percentage of patients
receiving over 100 MME daily, from 13.5% to 7.9%. Being prescribed over 100 MME daily is considered a risk

factor for opioid overdose

90

and death.?

Virginia: Mean Daily MMEs and Percent of Patients
Prescribed > 100 MME Daily, 2010-1st Quarter 2016
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Figure 3. Of patients in Virginia that were prescribed long acting (LA) or extended release (ER) opioids from
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2010-2015, between 34% (2013) and 41% (2011) were “opioid naive” (had not been prescribed opioids in the

prior 60 days) (blue bars). The daily dose in morphine milligram equivalents {(MMEs) for LA/ER prescriptions

(red line) declined from 131 MMEs in 2010 to 113 MMEs in 2015.°
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PBSS Data Brief: Patient Risk Measures for Controlled Substance Prescriptions in Virginia

Figure 4. After increasing from 2010 to 2012, the percent of prescribed days with overlapping opioid
prescriptions (blue line) and overlapping benzodiazepine prescriptions (purple line) decreased from 2012 to
2015. However, overlapping prescriptions for opioids and benzodiazepines (red line) and for stimulants (green
line) remained nearly level after 2012.5

Virginia: Percentage of Prescribed Days with Overlapping i
Prescriptions by Year and Drug Class, 2010-2015
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Figure 5. Prescription rates for opioids in Virginia in 2015 increased sharply by age group, with those 65 and
over receiving 1,495 opioid prescriptions per 1,000 population, over twice the rate for those aged 25 to 34
(687 per 1,000). Rates for benzodiazepines exhibited the same pattern, but at lower level, while rates for
stimulants were highest for those younger than 18 and declined steadily for adults in older age groups. ’
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PBSS Data Brief: Patient Risk Measures for Controlled Substance Prescriptions in Virginia

This Data Brief is o joint publication of PBSS, Brandeis University and the Virginia PDMP. it can be accessed
online at ....

Endnotes

1 See the CDC fact sheet on fentanyl overdoses at http://www.cdc.gov/drugoverdose/opioids/fentanyl.html,

and the fact sheet on heroin overdoses at http://www.cdc.gov/drugoverdose/opicids/heroin.html.

2 Virginia Dept. of Health, Office of the Chief Medical Examiner, Fatal Drug Overdose Quarterly Report, 1%
Quarter, 2016.

3 Daily morphine milligram equivalents (MMEs) is the daily dosage of morphine that would provide an equal
amount of analgesia as the daily dosage of the opioid. Mean daily dosage is calculated for state residents in the
PDMP that have an opioid prescription in a given quarter and refers to MMEs per day prescribed (total number
of MMEs prescribed divided by the total number of prescription days). For definitions of PBSS measures, see
http://www.pdmpexcellence.org/sites/all/pdfs/Definitions%200f%20PBS5%20Measures.pdf

4 Kate M. Dunn et al., “Opioid Prescriptions for Chronic Pain and Overdose,” Annals of Internal Medicine, 152,
no. 2, (2010):85-92, doi:10.7326/0003-4819-152-2-201001190-00006.
http://www.ncbi.nlm.nih.gov/pubmed/20083827; Gwira Baumblatt et al., “High-risk use by patients prescribed
opiocids for pain and its role in overdose deaths,” JAMA Internal Medicine, 174, no. 5 (2014):796-801
doi:10.1001/jamainternmed.2013.12711.

3 Need cite on this as a risk factor.

 Need cite on overlapping RX as risk factor.

7 Citation here on risks of opioid Rx to elders?

Prescription Behavior Surveillance System  PDMP Center of Excellence, Heller School, Brandeis University 4



Average Number of Days Supply by Quarter Dispensed
Includes data from 2015, aduits only, SOLs removed

Number of

Prescriptions Dispensed

Average Days Supply
Median
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Standard Deviation
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Percentiles
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Technical Note: Data is derived from the most recent version of each quarter. (Q1 v5, Q2 v5, Q3 v3 and Q4 v2)
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Percent of Patients with More Combination Drugs Prescribed Within a Quarter
Includes data from 2015
adults only, SOLs removed

Q1 2015
Q2 2015
Q3 2015
Q4 2015

Q1 2015
Q2 2015
Q3 2015
04 2015

Total Number of

Opioid
Prescriptions
957180
922028
838972
827931

Total Number of

Opioid
Prescriptions
957180
922028
338972
827931

Number of Patients with an Opioid Prescription and a...

Benzodiazepine

167238
164963
161286
159618

Percent

with a
Benzo
17.5%
17.9%
19.2%
19.3%

Percent
with a
Sedative  Sedative
45289 5%
43800 5%
43048 5%
42598 5%

Percent
with a
Stimulant  Stimulant
29455 3.1%
30275 3.3%
30448 3.6%
30129 3.6%

Percent with a

Muscle Muscle
Relaxant Relaxant
7751 0.8%
7203 0.8%
6735 0.8%
6522 0.8%

Number of Patients with an Opioid Prescription and a...

10601
11256
11781
11797

Percent
with a

Benzodiazepine & Benzo &

Stimulant Stimulant

1.1%
1.2%
1.4%
1.4%

Percent
with a

Benzo & Benzo &

Sedative  Sedative
16972 1.8%
16766 1.8%
16888 2.0%
16747 2.0%

e

Benzo &
Muscle
Relaxant

3402
3223
3060
3009

Percent with a

Benzo, Benzo,
Stimulant & Stimulant &
Sedative Sedative
1626 0.17%
1712 0.19%
1909 0.23%
1855 0.22%



VA PMP opiate prescription writing, dispensing and receiving by HPD
Includes data from 2015, aduits only, SOLs removed, drug type is an opioid

Number of filled prescriptions by HPD using the Prescriber’s Zip code, Pharmacy’s zip code and
Recipient’s zip code.

Pharmacy Pharmacy
Adult Prescribing Dispensed Dispensing
Population Prescribers Rate Scripts Rate Recipients Receiving Rate
Dispensed in 2015
Accomack-Northampton 35,812 29,509 824 39,462 1,102 42,622 1,190
Central Shenandoah 235,933 255,122 1,081 275,926 1,170 276,055 1,170
Central Virginia 250,914 218,255 870 223,848 892 248,351 990
Crater 136,580 118,848 870 161,909 1,185 186,556 1,366
Cumberland Plateau 88,635 128,476 1,449 224,157 2,529 225,508 2,544
Fifth 220,174 447,150 2,031 381,917 1,735 322,340 1,464
Hampton Roads 1,285,203 1,406,478 1,094 1,346,259 1,048 1,342,884 1,045
Lenowisco 73,343 156,836 2,138 223,878 3,052 208,165 2,838
Lord Fairfax 178,623 Hwo.amm 952 222,915 1,248 229,448 1,285
Middle Peninsula 72,997 44,662 - 612 89,371 1,224 111,007 1,521
Mount Rogers 153,667 218,901 1,425 296,010 1,926 279,103 1,816
New River Valley 150,704 156,892 1,041 189,505 1,257 188,569 1,251
Northern Neck 41,314 25,315 613 36,201 876 52,963 1,282
Northern Virginia 1,928,825 1,026,889 532 1,052,008 545 992,082 515
Piedmont 83,039 46,823 564 66,164 797 92,968 1,120
Radco 160,190 262,745 1,640 266,151 1,661 294,135 1,836
Rapid 132,389 93,315 705 138,952 1,050 176,474 1,333
Richmond Regional 816,719 1,013,443 1,241 957,184 1,172 823,114 1,008
Southside 66,703 56,311 844 70,934 1,063 78,910 1,183
Thomas Jefferson 195,201 243,077 1,245 171,521 879 185,868 952
West Piedmont 150,209 198,607 1,322 249,114 1,658 285,285 1,899
Total 6,457,174 6,317,739 978 6,683,386 1,035 6,643,307 1,029
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