Approved: March 31, 2006
Date

MINUTES OF THE SENATE PUBLIC HEALTH AND WELFARE COMMITTEE

The meeting was called to order by Chairman James Barnett at 1:37 P.M. on March 16, 2006 in Room
231-N of the Capitol.

All members were present.
Late Arrival:

Wagle 1:39-Excused
Haley 1:39
Left 1:40
Returned 2:00
Jordan 1:39

V. Schmidt 1:45-Excused

Committee staff present:
Emalene Correll, Kansas Legislative Research Department
Terri Weber, Kansas Legislative Research Department
Norm Furse, Office of Revisor of Statutes
Diana Lee, Office of Revisosr of Statutes
Morgan Dreyer, Committee Secretary

Conferees appearing before the committee:
Chris Way - MICT, BA - Director EMS Labette County Medical Center
John Hultgren - MICT, I/C - Director EMS Dickinson County
Conrad Olson - MICT - President NE KS Regional EMS Council, Inc.
Chip Wheelen - Kansas Association of Osteopathic Medicine
Miranda Zorn - Individual conferee
Representative Bob Bethell
Larry Buening - Kansas Board of Healing Arts
Bob Twillman - LIFE Project Pain Management and Public Policy Task Forces
Douglas Smith - Kansas Sociey of Anesthesiologists
Rod Jones, M.D. - Pain Management L.C.
Jerry Slaughter - Kansas Medical Society
Representative Delia Garcia
Leanard Hall - Kansas Association of the Deaf, Inc.
Dr. Howard Rodenberg - Kansas Department of Health and Environment

Others attending:
See attached list.

Discussion and Action on SB 546—An act concerning the board of emergency medical services;

establishing a statewide data collection system

Upon calling the meeting to order, Chairman Barnett asked for Emalene Correll to review and give new
language and definitions on HB 546

Chairman Barnett called upon Diana Lee to review the bill and to read a new balloon attached. A copy of the
balloon is (Attachment 1) attached hereto and incorporated into the Minutes as referenced.

The Chair called the attention to written testimony whom were present at the Committee for questions.

The Chair recognized proponent conferee, Christopher Way, MICT, BA, Director, Emergency Medical
Services Labette County Medical Center who stated his support for the changes that have been made to SB
546. A copy of his testimony is (Attachment 2) attached hereto and incorporated into the Minutes as
referenced.

The Chair recognized proponent conferee, John Hultgren, MICT, I/C, Director Emergency Medical Services

Unless specifically noted, the individual remarks recorded herein have not been transcribed verbatim. Individual remarks as reported herein have not been submitted to

the individuals appearing before the committee for editing or corrections. Page |



CONTINUATION SHEET

MINUTES OF THE Senate Public Health and Welfare Committee at 1:37 P.M. on March 16, 2006 in
Room 231-N of the Capitol.

Dickinson County stated if SB 546 has been amended to exclude Sec. 3 then he will be supportive of passing
out the proposed legislation. A copy of his testimony is (Attachment 3) attached hereto and incorporated into
the Minutes as referenced.

The Chair recognized proponent conferee, Conrad Olson, MCIT, President NE Kansas Regional Emergency
Medical Services Council, Inc. stated if the Task Force includes represenatation from all six EMS Regions
as well as other subject experts a project will be developed that will enhance emergency medical care to our
State, and he with Region V support the Board of EMS on SB 546. A copy of his testimony is (Attachment
4) attached hereto and incorporated into the Minutes as referenced.

With no questions or comments from the Committee, the Chair closed the discussion on SB 546.

The motion was made by Senator V. Schmidt that the amendments be made. It was seconded by Senator
Gilstrap and the motion carried.

The motion was made by Senator V. Schmidt that the bill be moved out favorably. It was seconded by
Senator Gilstrap and the motion carried.

Discussion and Action on HB 2752— An act concerning health care; relating to trauma facilities.

Chairman Barnett called upon Norm Furse to review the language and new balloons for HB 2752. A copy
of the balloons are (Attachment 5) attached hereto and incorporated into the Minutes as referenced.

The Chair called the attention to written testimony whom were present at the Committee for questions.

The Chair recognized proponent conferee, Conrad Olson, MCIT, President NE Kansas Regional Emergency
Medical Services Council, Inc. stated that as EMT’s and Paramedics most know what a hospital can and
cannot adequately treat. By designating hospitals in advance we will know what types of injuries a facility
our local hospitals can manage and what patients we need to send to higher level care facilities. Region V
support the designation of trauma facilities in Kansas. A copy of his testimony is (Attachment 6) attached
hereto and incorporated into the Minutes as referenced.

With no questions or comments from the Committee, the Chair closed the discussion on HB 2752.

The motion was made by Senator V. Schmidt to move both amendments on both pages. the stricken language
and added balloons. It was seconded by Senator Jordan and the motion carried.

The motion was made by Senator V. Schmidt that the bill be moved out favorably. It was seconded by
Senator Wagle and the motion carried.

Hearing on HB 2649-An act concerning health care; relating to pain patient’s bill of rights

Chairman Barnett opened the hearing on HB 2649, and asked Emalene Correll to review again the language
of HB 2649 for the Committee.

The Chair called upon first proponent conferee, Chip Wheelen, Kansas Association of Osteopathic medicine
stated that the revised section two would make it clear that the “pain patient’s bill of rights” is a statement of
public policy; not a new cause of action that could result in civil lawsuits against physicians. That the revised
version of section three amends the Healing Arts Act to assure that those physicians who prescribe pain
medication, including narcotics, in accordance with the applicable standard of care will not be disciplined
by the Board of Healing Arts for that reason. And that the new language in section four simply adds balance
and clarity to the bill by making it clear that it is not the Legislature’s intent to impair the Board’s role as a
regulatory agency, nor to interfere with the investigative authority fo law enforcement agencies therefore
recommending the bill for passage. A copy of his testimony is (Attachment 7) attached hereto and
incorporated into the Minutes as referenced.
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Chairman Barnett called upon the next proponent conferee, Miranda Zorn, an individual conferee who stated
her experience as a patient getting an “staph-like infection” from a shot given to her at the hospital. And a
bad experience in surgery not receiving enough anesthesia. A copy of her testimony is (Attachment 8)
attached hereto and incorporated into the Minutes as referenced.

Chairman Barnett called upon the third proponent conferee, House Representative Bob Bethell who stated
his support for HB 2649 that is a product of several years of study and negotiations resulting in a bill that will
provide appropriate pain management for persons suffering from the affects of medical treatment or natural
progression of disease. A copy of his testimony is (Attachment 9) attached hereto and incorporated into the
Minutes as referenced.

The Chair called upon the next proponent conferee, Larry Buening, Kansas Board of Healing Arts stated that
the Board has been working with Dr. Twillman to offer four new amendments to the Committee and that the
Board is supportive of the concept of a Pain Patients’ Bill of Rights, but asks that the Committee favorably
consider the amendments requested. A copy of his testimony is (Attachment 10) attached hereto and
incorporated into the Minutes as referenced.

Chairman Barnett called upon the next proponent conferee, Bob Twillman, Ph.D., LIFE Project Pain
Management and Public Policy Task Forces, stated that despite our superb public policy and supportive
regulatory boards, available statistics indicates that the quality of pain management in Kansas is below
average. And states the importance of certain sections that make the bill important in promoting the relief
of pain for all Kansans by adopting HB 2649. A copy of his testimony is (Attachment 11) attached hereto
and incorporated into the Minutes as referenced.

The Chair called upon the last proponent conferee, Douglas Smith, Kansas Society of Anesthesiologists who
states that the bill provides patients suffering from pain with certain expectations in regard to the care and
treatment they receive. They encourage that the legislation be passed out favorably. A copy of his testimony
is (Attachment 12) attached hereto and incorporated into the Minutes as referenced.

Chairman Barnett called upon his first opponent conferee, Rod Jones, M.D., Pain Management L.C. states
that HB 2649 was initially drafted to improve access to adequate pain relief for terminal cancer and dying
patients, its application to non-malignant pain patients, as well as, many cancer patients is misdirected. He
also provides an article on “Opioid Guidelines in the Management of Chronic Non-cancer Pain.” A copy of
his testimony is (Attachment 13) attached hereto and incorporated into the Minutes as referenced.

The Chair called upon his first neutral conferee, Jerry Slaughter, Kansas Medical Society states that they are
in conceptual support of the intent of the bill, but they are concerned about how, in the real world, its
provisions will play out. They would be more than willing to meet with the stakeholders in this issue and
continue to work on language that advances the goals of th bill without creating problems that could actually
make the assessment and treatment of pain more problematic. The Kansas Medical Society urges the
Committee to not take action on this measure until the groups have had a chance to meet and consider
appropriate alternatives. A copy of his testimony is (Attachment 14) attached hereto and incorporated into
the Minutes as referenced.

Chairman Barnett announced that written testimony was offered from Deanne Bacco, Kansas Advocates for
Better Care, Laura Green, Executive Director for Drug Policy Forum of Kansas, and Phyllis Zorn, Mother of
Miranda Zorn, individual conferee. A copy of this testimony is (Attachment 15) attached hereto and
incorporated into the Minutes as referenced.

With no more conferees’ to give testimony and no questions or comments from the Committee, Chairman
Barnett then closed the hearing on HB 2649.

Hearing on HB 2825-An act providing for establishment of a voluntary data bank of available
interpreters for certain purposes and development of qualifications for interpreters

Chairman Barnett opened the hearing on HB 2825, and asked Emalene Correll to review the language and
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explain HB 2825 for the Committee.

Chairman Barnett called upon the first proponent conferee, House Representative Delia Garcia who states that
HB 2825 leads to greater safety and protection measures for all Kansans. It provides for this voluntary,
comprehensive data bank of interpreters as a resource for Kansans in the health care field, not just the court
system. This bill minimizes medical errors, while increasing the quality of care for Kansans, because these
interpreters will know the medical terminology. Therefore, this bill will encourage people to seek out early
services by having an interpreter in a safe environment. A copy of this testimony is (Attachment 16) attached
hereto and incorporated into the Minutes as referenced.

The Chair called upon the next proponent conferee, Leonard Hall, President of Kansas Association of the
Deaf, Inc., who states that there is a major need to provide for standards and data bank of Foreign Language
Interpreters, because there are no standards and data bank fo them in Kansas. Amendments to the bill and
language are provided. A copy of this testimony is (Attachment 17) attached hereto and incorporated into the
Minutes as referenced.

Chairman Barnett called upon the last proponent conferee, Dr. Howard Rodenberg, Director, Division of
Health, Kansas Department of Health and Environment states that KDHE is in support of the bill as revised.
The bill provides for a mechanism to establish a voluntary data bank and directory of available interpreters
to assist Kansans in obtaining meaningful access to needed health care. A copy of this testimony is
(Attachment 18) attached hereto and incorporated into the Minutes as referenced.

Chairman Barnett announced that written proponent testimony was offered from Karrie Bacon, Kansas
Commission on Disability Concerns, Linda De Coursey, American Heart Association, Gabriela Flores,
Executive Committee Member, Foreign Language Interpreter Consortium of Kansas Association of
Interpreters, Nancy Jorn, MN, ARNP, Director of Maternal Child Health Field Services Lawrence/Douglas
County Health Department, Zach Campbell, Jewish Vocational Service Trilingual Employment Specialist,
Maria Cecilia Ysaac-Belmares, A+ Communications, Owner; Executive Committee Member, Foreign
Language Interpreter Consortium of Kansas Association Of Interpreters, Marcela Renna, World Languages,
freelance Spanish Interpreter. A copy of this testimony is (Attachment 19) attached hereto and incorporated
into the Minutes as referenced.

Chairman Barnett announced that written neutral testimony was offered from Capt. Edwin Galan, USPHS,
Region VII, DHHS, Office of Minority Health, Gary Daniels, Secretary, Kansas Department of Social and
Rehabilitation Services. A copy of this testimony is (Attachment 20) attached hereto and incorporated into
the Minutes as referenced.

With no more conferees’ to give testimony and no questions or comments from the Committee, Chairman
Bamett then closed the hearing on HB 2825.

Hearing on HCR 5011-A concurrent resolution expressing the Legislature’s recognition and
appreciation for family caregivers throughout the state

Chairman Barnett opened the hearing on HCR 5011.

Chairman Barnett announced that written proponent testimony was offered from Karrie Bacon, Kansas
Commission of Disability Concerns, Alyce Brown, AARP Kansas. A copy of this testimony is (Attachment
21) attached hereto and incorporated into the Minutes as referenced.

With no more conferees’ to give testimony and no questions or comments from the Committee, Chairman
Barnett then closed the hearing on HCR 5011.

The motion was made by Senator Brungardt to move the bill out on the consent calendar. It was seconded
by Senator V. Schmidt and the motion carried.

Adjournment
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As there was no further business or time, the meeting was adjourned at 2:30 p.m.
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From: "Chris Way" <cway@Ilcmc.com>
To: <barnett @ senate.state.ks.us>
Date: Tue, Mar 14, 2006 2:29 PM
Subject: SB 546

Senator Barnett,

| would like to take a minute to express my support for the changes that
have been made to Senate Bill 546. As | stated in my earlier testimony
The Kansas EMS association certainly supports the idea of data
collection but did not support the idea of punitive action to get it

done. With the changes that have been made we stand in full support of
the bill now. If | can be of any further help please let me know. |
appreciate your support of the EMS community on this issue.

Christopher Way MICT, BA

Director, Emergency Medical Services
Labette County Medical Center

1902 South Hwy 59

Parsons, Kansas 67357

Phone 620-421-2401

Fax 620-820-5488

Pager 620-454-8006

Confidentiality Notice: This e-mail message and any attachments are for
the sole use of the intended recipient (s) and may contain proprietary,
confidential, trade secret or privileged information. Any unauthorized
review, use, disclosure, or distribution is prohibited and may be a
violation of law. If you are not the intended recipient or a person
responsible for delivering this message to an intended recipient, please
contact the sender by reply email and destroy all copies of the original
message immediately.
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EMERGENGY MEDICAL SERVIGES

511 NE 10", Abilene, Kansas 67410

March 9, 2006

Kansas Board of EMS

Attn: Robert Waller

911 SW Jackson, Rm 1031
Topeka, Kansas 66612-1228

Robert,

I am writing this letter on behalf of Region IV EMS and as Director of Dickinson
County EMS.

The testimony that I presented to the senate committee last week in regards to
SB546 stated that we as a region were highly supportive of statewide data
collection. Our concern was in Sec. 3 that dealt with penalties for slow or absent
submission of data to the state. We felt this was unfair and would be reacted to
very negatively by services that may need some to comply.

As we understand in communication with you, SB546 has been amended to
exclude Sec. 3. We feel this is a very positive step for the bill. With this change,
and your willingness to work with the six EMS Regions on a Data Collection Task
Force that will help develop and outline the rules and regulations concerning the
data collection process, we are supportive of the current amended version of
SB546.

Respectfully,
John Hultgren

John Hultgren, MICT I/C
EMS Director
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Region V EMS

NE Kansas EMS Council, Inc.

A Not-for-profit corporation

March 15, 2006
To: Senate Public Health and Welfare Committee

From: Conrad L. Olson, MICT
President NE Kansas Regional EMS Council, Inc.

! Re: Testimony in Support of SB 546

Good afternoon, | am Con Olson, and | am currently a Paramedic serving in rural
NE Kansas, in addition | am also the President of the NE Kansas Region V EMS
Council.

Mr. Chairman and Committee Members | appreciate the opportunity to provide
testimony here today in support of SB 546.

As we have heard in previously EMS professionals from across the State are in
support of data collection. Our Region like others had similar concerns about the
implementation of the data collection project.

My Region also supports the Task Force agreed upon by Mr. Waller. We believe
this work group should survey the technological needs and potential expenses of
services as well as develop regulations that outline the collection process and
the implementation time frame.

In closing | feel comfortable in saying as long as the Task Force includes
representation from all six EMS Regions as well as other subject experts a
project will be developed that will enhance emergency medical care to our State.
We at Region V support the Board of EMS on SB 546.

Again thank you for your time and | would be willing to stand for questions. E

Con Olson Region V President Region V EMS Council
1250 Walnut St. 804 Cowell St. PO Box C
| Oskaloosa, KS 66066 Paola, KS 6%.7 1
i Conmuny Tret
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Sessiont of 20005
HOUSE BILL No. 2752
By Committee on Health and Human Services

1-27

AN ACT concerning health care; relating to trauma facilities; amending
K.S.A. 2005 Supp. 75-5665 and 75-5666 and repealing the existing

sections.

Be it enacted by the Legislature of the State of Kansas:

Section 1. K.S.A. 2005 Supp. 75-5665 is hereby amended to read as
follows: 75-5665. The secretary of health and environment, after consul-
tation with and consideration of recormmendations {rom the advisory com-
mittee, shall:

(a) Develop rules and regulations necessary to carry out the provi-
sions of this act, including Wﬁe designation
of trauma facilities pursuait to subsection (f) of this section;

(b) develop a statewide trauma system plan including the establish-
ment of regional trauma councils, using the 1998 Kansas EMS-Trauma
Systems Plan stud_v as a guidc and not more restrictive than state law.
The secretary shall ensure that each council consist of at least six mem-
bers. Members of the councils shall consist of persons chosen for their
expertise in and commitment to emergency medical and trauma services.
Such members shall be chosen from the region and include prehospital
personnel, physicians, nurses and hospital personnel involved with the
emergency medical and trauma services and a representative of a county
health department. The plan should:

(1) Maximize local and regional control over decisions relating to
trauma care;

(2) ninimize bureaucracy;

(3) adequately protect the confidentiality of proprietary and personal
health information;

(4) promote cost effectiveness;

(5) encourage participation by groups affected by the system;

(6) emphasize medical direction and involvement at all levels of the
system;

(7) rely on accurate data as the basis for system planning and devel-
opment; and

(8) facilitate education of health care providers in trauma care;

(c) plan, develop and administer a trauma registry to collect and an-

fixing, charging and collecting fees from trauma facilities
to recover all or part of the expenses incurred in
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alyze data on incidence, severity and causes of trauma and other pertinent
‘ormation which may be used to support the secretary’s decision-mak-
. and identify needs for improved trauma care;

(d) provide all technical assistance to the regional councils as neces-
sary to implement the provisions of this act;

(e) collect data elements for the trauma registry that are consistent
with the recommendations of the American college of surgeons commit-
tee on trauma and centers for disease control;

(f)  designate trauma facilities by level of trauma care capabilities after
considering the American college of surgeons committee on trauma stan-

dards and other states’ standards?

t (g) develop a phased-in implementation schedule for each com-
ponent of the trauma system, including the trauma registry, which con-
siders the additional burden placed on the emergency medical and trauma
providers;

g} (h) develop standard reports to be utilized by the regional trauma
councils and those who report data to the registry in performing their
functions;

tht (i) assess the fiscal impact on all components of the trauma sys-
tem, and thereafter recommend other funding sources for the trauma
system and trauma registry;

& (j) prepare and submit an annual budget in accordance with the
provisions of this act. Such budget shall include costs for the provision of
technical assistance to the regional trauma councils and the cost of de-
veloping and maintaining the trauma registry and analyzing and reporting
on the data collected; and

(k) enter into contracts as deemed necessary to carry out the duties
and functions of the secretary under this act.

Sec. 2. K.S.A. 2005 Supp. 75-5666 is hereby amended to read as
follows: 75-5666. (a) The secretary of health and environment shall de-
velop and mamta.m a statew1de trauma reg1stry andeonsiltwith the health

e geverning—be sistry. All destgrated
Emumamﬁer& prehospltal trauma prowders de51gnated trauma facilities
and #eute medical care facilities that provide any service or care to or for
persons with trauma injury in this state shall collect and report to the
trauma registry data and information deemed appropriate by the secre-
tary-aftereensultation-with-the-health-eare-datagoverning board; to mon-
itor patient outcome.

(b) The secretary is hereby authorized to collect data pertaining to
all trauma care occurring in Kansas. The secretary shall adopt rules and
regulations which use the most efficient, least intrusive means for col-
lecting the trauma care data consistent with ensuring the quality, timeli-
ness, completeness and confidentiality of the trauma registry.

except that trauma level designations shall not be based
on criteria that place practice limitations on registered
nurse anesthetists which are not required by state law
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(c) Any health care provider, whether a person or institution, who

vorts trauma information to the registry in good faith and without mal-

2, in accordance with the requirements of this section, shall have im-
munity from any liability, civil or eriminal, which might otherwise be
incurred or imposed in an action resulting from such report. Notwith-
standing K.S.A. 60-427 and amendments thereto, there shall be no priv-
ilege preventing the furnishing of such information or reports as required
by this act by any health care provider. Nothing in this section shall be
construed to apply to the unauthorized disclosure of confidential or priv-
ileged information when such disclosure is due to gross negligence or
willful misconduct.

(d) The information obtained by the trauma registry, including dis-
cussions and activities using the information generated from the trauma
registry, shall be confidential and shall not be disclosed or made public,
upon subpoena or otherwise, except such information may be disclosed
if:

(1) No person can be identified in the information to be disclosed
and the disclosure is for statistical purposes;

(2) all persons who are identifiable in the information to be disclosed
consent in writing to its disclosure;

(3) the disclosure is necessary, and only to the extent necessary, to
protect the public health:
and to support quality improvement as defined in K S.A. 65-4914 and 65—
4915, and amendments thereto; or

(4) the information to be disclosed is required in a court proceeding
involving child abuse and the information is disclosed in camera.

Sec. 3. K.S.A. 2005 Supp. 75-5665 and 75-5666 are hereby repealed.

Sec. 4. This act shall take effect and be in force from and after its
publication in the statute book.
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Region V EMS

NE Kansas EMS Council, Inc.

| A Not-for-profit corporation
March 13, 2006
! To: Senate Public Health and Welfare Committee |

From: Conrad L. Olson, MICT
President NE Kansas Regional EMS Council, Inc.

Re: Written Testimony for HB 2752

‘ Good afternoon, | am Con Olson, and | am currently a Paramedic serving in a rural
setting here in NE Kansas and in addition, | am also the President of the NE Kansas
Regional EMS Council. From my experiences working as a rural Paramedic | have seen

| first hand how our patients, your constituents, have benefited from our developing
trauma systemn.

I 'am submitting this written testimony in support of HB 2752. It is of utmost importance
; that all of our hospitals in the State have a trauma designation, based upon proven
National and Professional Standards. Whether it is a “trauma receiving facility” or a
“Level | trauma center” all facilities in Kansas no matter it it is a small rural hospital or a
large regional center should have a designation.

| We as EMT’s and Paramedics most know what a hospital can and cannot adequately

| treat. By designating hospitals in advance we will know what types of injuries a facility
| our local hospital(s) can manage and what patient(s) we need to send to higher level of ‘
5 care facilities. .

_ If we transport a critically injured patient to a facility will not have the capabilities to treat

} their injuries does the patient no good. The time lost at a facility that will have to

! transfer a patient could cost this person their life. If we know a facilities’ capability in

f advance we can judge whether or not a patient should be treated local first. However,
sometimes we will have to drive or fly patients farther bypassing our local hospital to a
facility that can handle the injury may be of benefit to the patient.

The same is true in reverse for less critical patients. If a local hospital has committed to
having a designation, at a level of care which they can support, is a positive for
everyone. We as EMS providers and our citizens can rest comfortably in knowing we
can care for our own citizen(s) in the local community when they have serious less
critical injuries. This allows for families to stay close to home, recover with the aide of
local medical staff, decreases the overload of less critical patients on major trauma
centers, keeps local healthcare dollars at home and decreases medical costs.

In closing we at Region V support the designation of trauma facilities in Kansas. As we
have pointed out this gives our citizens an even higher quality of care locally and
| regionally, as well as many impacts far beyond patient care.

Thank you.
: Con Olson Region V President Region V EMS Council
I 1250 Walnut St 804 Cowell St. PO Box C
Oskaloosa, KS 66066 Paola, KS 66071 %
| Commitiee
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aansas Association of Osteopathic Medicin.

1260 SW Topeka Boulevard
Topeka, Kansas 66612

Phone (785) 234 5563
Fax (785) 234 5564

Testimony on House Bill 2649
To The

Senate Public Health and Welfare Committee
By Charles L. (Chip) Wheelen
March 16, 2006

Thank you for the opportunity to express our support for the amended version
of HB 2649. We did have concerns about the original bill, but those
reservations have been addressed by the House Committee amendments.

The revised section two would make it clear that the “pain patient’s bill of
rights” is a statement of public policy; not a new cause of action that could
result in civil lawsuits against physicians. We believe this is an important
distinction.

The revised version of section three amends the Healing Arts Act to assure that
those physicians who prescribe pain medication, including narcotics, in
accordance with the applicable standard of care, will not be disciplined by the
Board of Healing Arts for that reason. Perhaps equally important, the new
language would require the Board of Healing Arts to support a physician who
has adhered to the Board’s guidelines for prescribing controlled substances, if
that physician is investigated by another government agency.

The new language in section four simply adds balance and clarity to the bill by
making it clear that it is not the Legislature’s intent to impair the Board’s role
as a regulatory agency, nor to interfere with the investigative authority of law
enforcement agencies.

During House Committee hearings questions were raised regarding the extent
to which this bill would apply to non-physician prescribers of narcotics. We
offered the opinion that because the language supplements and amends the
Healing Arts Act, it would not apply to dentists nor to podiatrists. We also
expressed the opinion that it would offer protections to those allied health
professionals who prescribe narcotics in accordance with established protocols.
This is based on the premise that when a physician assistant or nurse
practitioner prescribes medication, they are practicing medicine and surgery
pursuant to delegation by the physician who established the protocols for the
allied health care professional.

Thank you for considering our testimony. We respectfully request that you
recommend HB2649 for passage by the Senate.
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Testimony in favor of “The Pain Patients Bill of Rights”

Miranda Zorn

On December 26, 2004, T went to the emergency room for what I thought was
strep throat. Cultures were run, along with a sinus X-Ray, and it was determined that I
had a virus. I was given a shot to make me feel better.

On January 2, I was seen in the ER again because the injection site had become
severely painful, swollen and red in color. I was put on antibiotics and warned about
what might be to come. A week later, the abscess started to drain, and a third visit to the
ER was needed to run a culture. I was told to schedule an appointment with my physician
on Monday.

After scheduling my appointment, the doctor’s office called and said that I had
been transferred from my regular physician to the infectious disease specialist. Upon
arriving, we were taken right in. The nurse looked me over. She left and the doctor came
in a couple of minutes later. He was unsure of why my appointment had been switched to
him; we told him the lab results were to have come in that morning. He went to fetch
them and was back within two minutes. He said the results showed a “staph-like
infection,” which was immediately followed by: “I can’t prove it was the needle.”

He then looked me over and told me that it had to be drained right away. There
was still far too much infection under there for me to just keep taking the antibiotics. I
grimaced and told him [ wasn’t looking forward to that. He and the nurse both assured

me that the worst part of the surgery was going to be the shot to numb everything. I
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smiled and told him that I was glad.

When they prepped me for surgery, I remember thinking how glad I was that my
mom had come with me; T wasn’t sure if I'd have been able to drive myself home. Then,
as it turned out, driving myself home was to be the least of my worries.

The shot hurt a bit, as expected. And with the incision, there was a bit of
pressure, but no pain. So far, so good, I thought to myself. Then came the draining.

At first, it just hurt from the pressure of the doctor draining the abscess, and that
was okay. Then, slowly, the pain became sharp and no longer just from the pressure. I
held my breath, trying to keep from crying, which didn’t work. I start crying anyway.
The pain became unimaginable. T thought the shot was going to be the worst part; that
was nothing compared to this. It was worse than I can even put into words. As I was
lying on the table sobbing, the doctor behind me asked “Oh, does it hurt?” Since I was
sobbing too much to answer, my mother responded with, “Do you think she would be
crying if it didn’t hurt?” The doctor said nothing back, just kept going. My mom asked if
there was something else he could do, another shot maybe. He said there was nothing;
since the incision had already been made, the field was unsterile and another shot would
just start the whole cycle over again. So Mom just held my hand tighter and told me it
was going to be over soon. Just then, when I thought the pain couldn’t get any worse, 1
felt like T was being cut with a dull knife with no anesthetic at all. It felt like something
was being ripped out of me. Iscreamed out, and the doctor said, “I'm sorry, I'm sorry,
I'm sorry.” And while he sounded sincere, it didn’t make any difference — it didn’t make

the pain go away, nor did it lessen it any. And just when I thought for sure that that had
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to have been the worst of it, I felt the same ripping feeling again, only this time it was
worse. It was pure torture. Idon’t know how else to describe it. This time, as I screamed
out, the doctor again apologized and said that was almost done. True to his word, he was.
A few minutes later, he told me that he was done draining it and all he had left was
packing and dressing. I breathed a sigh of relief between sobs, thinking to myself that
packing can’t be too bad.

Since the pain was lessened, I tried to quit crying. (Really, all T did was go from
screaming down to mildly sobbing.) As I was trying to recover, the nurse was getting the
dressing and packing ready. The doctor explained to my mom that what he had done at
the end was repeatedly reach his finger in to pull out some of the infection, and then
showed her why it was so important that he do it.

Once they were all ready to pack and dress, he warned me they were going to start
again. Inodded my head as I sobbed to let him know I understood. At first, the packing
wasn’t so bad. Then, the more he packed, the more it hurt, and it quickly escalated to
hurting so badly that T was again screaming. The only consolation was that at least the
packing was much quicker that the surgery itself.

After I was packed, the doctor explained that the packing was not to be changed
by us; he would call down to Special Nursing Services and arrange for them to change the
packing and dressing everyday starting tomorrow, but that the dressing was going to need
changed 3 or 4 times before my appointment. He asked the nurse to show Mom how to
change the dressing so he could call down to Special Nursing Services and to the

pharmacy. The nurse showed my mom how to change the dressing as I slowly started to
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cry less, and then she stayed with me while Mom went to call work to tell them she would
not be back that day. (She also signed papers to have the records released.) The nurse
came over and brought me facial tissue and asked how I was doing. Itold her better; she
said, “Better, but not really?”” and I laughed a little bit. She told me I could stay in the
room until I was ready, to take my time getting dressed.

By the time my mom came back, I had quit crying almost altogether. The doctor
came back in and said that he had called the pharmacy and prescribed more Keflex and
another antibiotic, along with Loritab. He also said that Special Nursing Services would
be calling us that night to set up an appointment for the next day. He, also, told me to
take my time getting around if I needed to.

When the doctor and nurse left, I slowly started sitting up. Every move I made
hurt, and I started crying a little again. It took what felt like hours to sit up and get off of
the table, but probably only took five minutes. The doctor came back in to check on me
as [ was getting dressed. He said the pharmacy would have my pills ready when we got
there. He said the painkiller should be plenty strong enough, but if it wasn’t, I could also
take aspirin. He told me that for having the abscess repacked, one pill should also be
enough.

The pills were fine for getting me through the rest of the day and the morning on
Tuesday. And, like I was instructed, I just made sure to take my pills on schedule.

I arrived at my appointment at Special Nursing Services at 1:30. I had taken my
pain pill at 12:30. When the nurse took the packing out, it hurt so bad I about flew off of

the cot. At least it was quick and I didn’t cry. She said that based on the amount of
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packing she pulled out, that doctor “must have used an entire bottle of packing.” She told
me to relax; she’d get me a blanket and a pop and call up to my doctor to get something
else prescribed for while she was changing the packing. She brought my pop and blanket
and then left for a while.

She came back ten minutes later and said that the doctor treating my infection
wasn’t in, but she spoke to his partner, my regular physician. He had initially said that T
was to receive no more pain medication, that those pills should be plenty. She told him
that she would not repack it without more pain control. He then, reluctantly, told her that
I could have 12.5 mg of Demerol, and that if after ten minutes T still needed more, to give
me the other 12.5 mg. She said that should could either give me a shot, at which point I
made a sour face, or she could put in an IV. Iexplained that I was a little leery of another
shot and I'd rather have an IV. She said that was her pick, too, especially since I'd never
received Demerol prior to this. So, she explained to me what was going to do since I'd
never had an IV before. She found a good vein, gave me a shot to numb the area and then
put in the IV. She called down the wound care specialist to help her decide what to pack
and dress with. I was initially given just 12.5 mg of Demerol as instructed. When the
wound was being measured it still hurt terribly, so the nurse got ready to give me the rest
of the Demerol. (The wound measured at 3.6 cm deep, 2 cm long and 1 cm wide.) The
wound care specialist worked very quickly, and by the time the other 12.5 mg of Demerol
had gotten into my blood, she was already done.

After we received the records, we learned what the doctor had done to numb the

area before he drained: his records show he numbed only the surface area with lidocaine,
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not the deep tissue. This explains why draining out the abscess hurt so badly. Also,
along with repeatedly reaching in with his finger, a second incision was also made inside
the abscess, all without the aid of anesthesia.

We have since learned that there were several other things that could have been
done to give me more pain control when we asked for it. For example, I could have been
given a shot in my arm; I could have been given a fast acting pill; I could have had an IV
put in my hand. One doctor said that he, upon seeing the extent of the abscess, would
have stopped surgery and called a surgeon and an anesthesiologist.

Here’s the way I see it: I understand that doctors are afraid to over prescribe.
However, I strongly feel that if pain medication is used simply for pain control, then
health care professionals should have no fear of repercussion for treating a patient’s pain.
A patient’s comfort should take a backseat only to getting that patient well. I feel there is
no reason for someone to have had to go through what I went through. It was torture,
plain and simple, and I would wish it on no other living being.

I feel that if this bill didn’t need to be passed, this would not have happened to
me. Icame through it with just a scar and some bad memories, but I survived. This is
about making sure it doesn’t happen to anyone else in the future.

Thank you for your time and prompt attention to this matter.
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March 16, 2006

Testimony on HB 2649

Good afternoon Chairman Barnett and members of Public Health and Welfare
Committee, my name is Bob Bethell and | represent the 113" District in the Kansas House
of Representatives.

It is my pleasure to be here today and request your support for HB 2649. HB 2649
is a product of several years of study and negotiation resulting in a bill that will provide
appropriate pain management for persons suffering from the affects of medical treatment
or natural progression of disease.

HB 2649 has been scrutinized by, | believe, all interested parties. Various physicians
groups, the public and the Life Project played a vital role in the drafting and the final
product that you have before you today. While it gives the right to persons to be treated for
the pain that they experience it also protects those who provide that relief from frivolous
pursuit. HB 2649 also provides a process that would require a person who may be
demanding medication for reasons other than pain management to be seen by an expert in
the field of pain management.

| strongly urge you to support the passage of HB 2649 without any amendments.

Thank you Mr. Chairman and members of the Health Care Strategies Committee, |
will stand for questions.

Servave ke Yreain 4 UJ-QJ@N\‘E

Conmianiiiee

Dodee’ Mareh \6,2C06
OAroc e T # 9



KANSAS BOARD OF HEALING ARTS

LAWRENCE T. BUENING, JR.
EXECUTIVE DIRECTOR

KATHLEEN SEBELIUS
GOVERNOR

TO: Senate Committee on Public Health and Welfare

FROM: Lawrence T. Buening, Jr. 7
Executive Director ‘

DATE: March 16, 2006
RE: Testimony on H.B. No. 2649, as amended by House Committee

Thank you for the opportunity to appear before you and provide information on H.B. No.
2649, as it was amended by the House Health and Human Services Committee. The
Board as a whole reviewed the original version of the bill at its meeting February 10,
2006. At that meeting, Robert Twillman, Ph.D., J erry Slaughter, Kansas Medical
Society, and Charles L. Wheelen, Kansas Association of Osteopathic Medicine, were all
present and provided information to the Board. The Board adopted a position to support
the concept of a Pain Patient’s Bill of Rights, but directed staff to study the bill and any
amendments to be sure there would be no unintended consequences of adoption. ,

The Board did not provide testimony to the House Committee. However, the Board has 1
been working very closely with Dr. Twillman even before the bill’s introduction, 5
particularly with regard to the amendments made to K.S.A. 65-2837(b)(23) which appear
on page 6, lines 10 through 15.

For many years, the Board has been concerned that citizens of Kansas receive appropriate
pain management. In October 1998, the Board adopted Guidelines for the Use of
Controlled Substances for the Treatment of Pain. Subsequently, meetings were held with
representatives of the Boards of Nursing and Pharmacy and the four professional
associations involved. As a result, in 2002, Kansas became the first state to adopt a Joint
Policy Statement of the Boards of Healing Arts, Nursing and Pharmacy on the Use of
Controlled Substances for the Treatment of Pain. In that document, inappropriate
treatment of pain was defined to include “nontreatment, undertreatment, overtreatment,
and ineffective treatment”. Both of these documents can be accessed from the Board’s
website at www.ksbha.ore by clicking on “Public Information” and then clicking on
“Policy Statements”. Both Donna Bales and Dr. Twillman provided great assistance in
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the development of the Joint Policy Statement. ’
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In September 2005, I attended a forum sponsored by the Kansas LIFE Project on pain
management at which Dr. Twillman was a presenter. Dr. Twillman noted that the Pain &
Policy Studies Group at the University of Wisconsin had continually given the state of
Kansas high marks for its pain management policy. However, one negative factor that has
continually been noted by that organization is the ambiguity of K.S.A. 65 -2837(b)(23).
Therefore, we have worked through Dr. Twillman to arrive at language that might be
more appropriate. The language on page 6 at lines 10-15 is a product of a collaborative
effort to meet the concerns that have been raised by the Pain & Policy Studies Group.

After studying the amendments made to H.B. No. 2649 by the House Committee, we
have worked with Dr. Twillman to address some concerns we had about some of these
changes. Therefore, the Board would offer the following amendments:

(1) Delete subsection (c) of new section 2 in its entirety and re-letter the remaining
subsections accordingly.
(2) Totally amend subsection (d) of Section 3 to read as follows:

“(d) The board shall adopt guidelines and may adopt rules and regulations for the use of
controlled substances for the treatment of pain. The guidelines and any rules and
regulations shall be consistent with the provisions of New Sec. 2 of this act. Upon
request of another regulatory or enforcement agency or a licensee, the Board may
conduct an investigation and render a written advisory opinion indicating whether the
licensee has prescribed, dispensed or administered controlled substances, including

opioid analgesics, in accordance with guidelines or any rules and regulations adopted by
the board.” '

(3)  Delete new section 4 in its entirety and renumber the remaining sections
accordingly.

(4) Add the following sentence on Page 6, line 15: “The board shall consider
prescribing, ordering, administering or dispensing of controlled substances for
pain to be for a legitimate medical purpose if based on sound clinical grounds.”
(Note: this is currently the same language as the second sentence of current Sec.
3, subsection (d).

I'would be happy to go into the reasons for these suggested amendments. However, these
changes have been agreed to by Dr. Twillman and the LIFE Project and I do not want to
take more of your time than absolutely necessary.

In conclusion, the Board is supportive of the concept of a Pain Patients’ Bill of Rights,
but asks that you favorably consider the amendments above requested. Thank you for the
opportunity to appear before you and I would be happy to respond to any questions at the
appropriate time.



Testimony on HB2649
Senate Public Health and Welfare Committee
Robert Twillman, Ph.D.
LIFE Project Pain Management and Public Policy Task Forces
March 16, 2006

It is my pleasure to speak to you today in support of HB2649, the Pain Patient’s Bill of
Rights, submitted by Representative Bethell, and passed by the House on a vote of 125-0. It is
my belief that this bill represents a significant addition to existing public policy related to pain
management in Kansas. Experts who evaluate public policy related to pain management have
consistently given Kansas high marks for its policies, and I believe that the additions proposed in
this bill will produce a rating that is second to no other state’s.

As 1 testified when I last spoke with the Health Care Strategies Committee, poor pain
management is a significant public health concern. For a variety of reasons, patients with pain
experience great difficulty in receiving adequate treatment from their physicians and other
healthcare providers, resulting in serious decrement to their quality of life. Uncontrolled pain
causes disability, anxiety, anger, depression and despair, and, in the most extreme cases, suicide.
The National Institutes of Health estimate that the cost of unrelieved pain to the American
economy is approximately $110 billion each year. To put that into a more local perspective, if
this cost is distributed evenly across the population of the United States, the share for Kansas
each year is slightly over $1 billion.

This extreme financial and human cost is unnecessary. Research has demonstrated that
approximately 90% of individuals with pain can achieve adequate pain control using oral and
intravenous pain medications, along with non-drug interventions. We do not approach this level
of success in common medical practice. The failure of the healthcare system to provide adequate
pain relief to individuals with pain can be traced to a number of sources. From the perspective of
healthcare professionals, some of the barriers include inadequate assessment of patients’ pain
reports; an unwillingness to accept patients’ reports of pain as being valid or reliable; fear that
prescribing appropriate pain medications will result in addiction or other untoward side effects;
inadequate knowledge of available options for treating pain; fear of being sued for
overprescribing; and fear of sanction by regulatory and law enforcement agencies. In fact, it is
quite possible to obtain adequate education on pain assessment and treatment, given the
prevalence of continuing education opportunities available today; addiction as a consequence of
pain treatment is a truly rare complication, one that physicians can be taught to prevent, detect,
and treat appropriately; physicians are increasingly being sued for undertreatment of pain; and, at
least in Kansas, the regulatory and law enforcement communities have demonstrated a
commitment to evaluating pain treatment appropriately, such that physicians who make an
honest effort to provide good treatment and document that effort appropriately are not subject to
sanction.

Still, despite our superb public policy and supportive regulatory boards, available
statistics indicate that the quality of pain management in Kansas is below average.
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HB2649 seeks to improve pain care for Kansans by making a strong positive statutory
statement on the subject, while simultaneously eliminating the few negative features of our
public policy identified by experts in this subject area. Section 2 of this bill outlines a Pain
Patient’s Bill of Rights, stating in simple terms the Legislature’s belief in the basic right of
patients to have their pain reports heard, believed, and acted upon appropriately. This
recognition of the rights of individuals with pain is consistent with statements from the Joint
Commission on the Accreditation of Healthcare Organizations and numerous other professional
organizations. The LIFE Project’s Pain Management Task Group has used much of the content
of this Bill of Rights in its campaign, and as such, it has been reviewed and approved by a
variety of our partner organizations, as we jointly try to improve the care of patients with life-
limiting illnesses. It also closely mirrors the content of a Pain Patient’s Bill of Rights developed
by the American Pain Foundation. HB2649 puts this right into practical terms, outlining the type
of treatment individuals with pain should expect when they see a healthcare professional. By
stating these rights in this form, they are given statutory authority, and it is made perfectly clear
that the Legislature believes that patients with pain should expect competent and compassionate
treatment.

Section 5 of this bill seeks to delete a reference to what is known as the Principle of
Double Effect, now contained in our laws prohibiting assisted suicide. The statement of this
principle, intended here to reassure physicians that appropriate pain management will not be
construed to be assisted suicide, in fact provides no actual protection, and instead reinforces the
inaccurate notion that patients are at grave risk of being inadvertently killed when pain is
managed appropriately. Current medical research refutes this notion. Eliminating the clauses
indicated in the bill does absolutely nothing to change the meaning and enforceability of the
existing laws; in both cases, it is still the imtent of the physician that is the crux of the matter.

Finally, section 6 of the bill is an attempt to provide a clearer, more objective definition
of unprofessional conduct as it relates to prescribing, dispensing, administering, or distributing
medications, especially with respect to the controlled substances used to treat pain. This revision
reflects the sentiments expressed in guidelines for the use of controlled substances in the
treatment of pain, as issued by not only the Kansas State Board of Healing Arts, but also by the
Kansas State Board of Nursing, and jointly by the Boards of Healing Arts, Nursing, and
Pharmacy. Note that the bill’s language not only defines “excessive” by referencing “all the
medical facts relating to the patient”, but it further reinforces the ability of the Board of Healing
Arts to hold physicians accountable for “inadequate” treatment of pain. The importance of
insuring that healthcare professionals understand that undertreatment of pain carries the same
potential professional consequences as the overtreatment of pain can not be overstated, and it
reflects language contained in both the joint statement of the licensing boards referenced earlier,
and the recent Model Policy for the Use of Controlled Substances in the Treatment of Pain, as
issued by the Federation of State Medical Boards.

It is my sincere hope that you will carefully consider this important topic and act to
promote the relief of pain for all Kansans by adopting HB2649. Thank you very much for the
opportunity to speak to you in support of it today.



Kansas Society of Anesthesiologist
Remarks Concerning House Bill No. 2649
Senate Public Health and Welfare Committee
March 16, 2006

Senator Barnett and Members of the Senate Commitiee:

Thank you for the opportunity to present testimony in favor of HB 2649. Tam Doug Smith and I
am offering remarks on behalf of the Kansas Society of Anesthesiologist.

An anesthesiologist is a medical physician who specializes in the field of anesthesiology, the
science (and art) of preventing or relieving pain. After four-year college program, four years of
graduate doctoral training (medical school), an anesthesiologist must complete a one-year term
internship and then three years of training in the medical specialty of anesthesiology and pain
medicine (an anesthesia residency). After fulfilling specific requirements set by the American
Board of Anesthesiology and passing two rigorous examinations, an anesthesiologist earns Board
Certification in anesthesia.

The role of an anesthesiologist extends beyond the operating room and recovery room.
Anesthesiologists work in intensive care units to help restore critically ill patients to stable
condition. In childbirth, anesthesiologists manage the care of two persons: they provide pain
relief for the mother while managing the life functions of both the mother and the baby.
Anesthesiologists also specialize in pain management, including diagnosis and treatment of acute
and chronic problems.

House Bill No. 2649 enacts the Pain Patient’s Bill of Rights. The bill provides patients suffering
from pain with certain expectations in regard to the care and treatment they receive. When the
original draft of the bill came out, our members had concerns about the potential for
unreasonable expectations and the possibility of unintended consequences by legislating the
physician — patient relationship.

Members of the House Health and Human Services Committee adopted amendments which have
clarified language and satisfied our concerns.

We appreciate your consideration of this legislation and encourage your favorable action on
House Bill No. 2649.

Thank you for your time this afternoon.
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Senator Barnett:

Members: Public Health and Welfare Committee
March 16, 2006

Regarding HB 2649, the “Pain Patients Bill of Rights”

T am an interventional pain management physician practicing in Wichita Kansas. I am board certified in
Anesthesiology, with added qualifications and certification in Pain Management. 1am a Fellow of
Interventional Pain Practice by the World Congress of Pain. 1 currently sit on the CMS carrier advisory
committee for Kansas, Nebraska and Western Missouri representing the specialty of Interventional
Pain Management. I have also been certified in Addiction Medicine by the American Society of
Addiction Medicine and at one time served as the medical director of an inpatient Alcohol and Drug
treatment Program. T have also served as Chair of the Department of Anesthesiology at Via Christi-St
Francis in Wichita. Currently I am the Medical Director of Midwest Surgery Center and the CEO of
Pain Management Associates, L.C. in Wichita.

My great concern centers on the premises of HB 2649 that chronic non-cancer pain can be well treated
with ever increasing doses of narcotics. This is simply not true. The idea that patients be treated with
care, concern and sound medical judgment is not new to any Kansas physician. We must remember
our pledge to “do no harm”. To legislate an entitled class of patients that bypass sound medical
judgment would allow progression to the demand prescribing of controlled substances. This is not in
the interest of improving health care or health care access in Kansas. Once, identified by the health
care system these patients would be forgotten in the narcotic fog that would surround them.

Imagine the nightmare that would ensure when patients enter the ER on a Saturday night demanding to
be treated for pain with narcotics and refusing any and all diagnostic or therapeutic interventions.

Nearly every recommendation on the prescribing of narcotics requires oversight and continued medical
judgment. This bill would lead to incredible law enforcement issues and must be evaluated as it relates

to Federal Narcotic laws.

Recently in Wichita, a family physician was charged with improper prescribing practices and is
undergoing investigation by the DEA and others. This bill would essentially condone and encourage
widespread controlled substance prescribing practice with much less oversight and control than were

evident in this practice.

Although HB 2649 was initially drafted to improve access to adequale pain relief for terminal cancer
and dying patients, its application to non-malignant pain patients as well as many caner patients is
misdirected The article which you have before you discusses many issues which T would ask you to
carefully consider as they relate to HB 2649.

Thank you for the opportunity to express my opinion in this matter:

Rodney JTones, M.D.
Pain Management Associates, L.C.
825 N. Hillside, Suite 200

Wichita, Kansas 67214 < ‘\(‘6 PU\J\D\\\C— \&{0&\*/\ < U/

316-733-9393
rodjones @cox.net Cowamy
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Opioid Guidel ines

Opioid Guidel ines in the Management of
Chronic Non-Cancer Pain

Andrea M. Trescot, MD, Mark V. Boswell, MD, Sairam L Atluri, MO, Hans G Hansen, MD, Timothy R Deer, MD,
Salahadin Abdi, MD, Jbseph F Jasper, MD, Vijay Sngh, MD, Arthur E Jordan, MD, Benjamin W. bhnson, MD,
Roger S Qcala, MD, Bmer E Dunbar, MD, Sandiford Helm 11, MD, Kenneth G Valey, MD, PK Suchdev, MD,
John R. Swicegood, MD, Aaron K Calodney, MD, Bentley A. Cgoke, MD, W. Stephen Minore, MD, and

Laxmaiah Manchikanti, MD

Background:  Cpioid abuse has in-
aeased at an alarming rate. However, avail-
able evidene suggesls a wide variance in
the use of opicids, as doaumented by difer-
enl medical spedallies, medical boards, ad-
vocacy groups, and the Drug Enforcement
Administration (DEA).

Chjedives The objedive of these opi-
oid guidelines by Lhe American Sodety of In-
terventioral Pain Physidans (ASIFF) is topro-
vide guidane for Lhe use ol opioids for the
{reatmentol dironic non-cancer pain, to bring
consistency in opicid philosophy among the
many diverse groups involved,toimprovethe
\reatment of chronic non-cancer pain, and 10
reduce the inddence of drug diversion.

Desgn: Apoliy commitlee evaluated a
systemalicreview of the available literature
regarding cpicid use in managing donic
non-cancer pain. This resulted in the formu-

lation of the essentialsol guidelines, a series
of polential evidence linkages representing
oondusions, lollowed by slatementsregard-
ing relationships between dinical inlerven-
tions and oulcomes.

Melhods - Consistent with the Agency
for Healtheare Fesearch and Qualily (A-HRD)
hierarchical and comprehensive standards,
the elements ol the guideline preparation
process induded literature seardies, litera-
ture synlhesis, syslematic review, conser-
sus evaluation, open forum presentations,
formal endorsement by the Board of Direc
tors of the American Sodely of Intervention-
a Pain Physidans (ASIFP), and blinded peer
review. Evidence was designated based on
saentilic merit as Level| (condusive), Level
Il (strong), Level lll {moderale), Level IV (iim-
ited), or Level V (indelerminate).

Results Mier an edensive review and

analysis ol the literature, the authors uli-
lized two systematiceviews, twonarralivere-
views, 32 studiesinduded in prior systematic
reviews, and 10 additional studiesinthe syn-
thesis ol evidence. The evidence waslimited

(bndusion: These guidelines evaluat-
ed the eviden for 1he use of opioids in the
management of dronic non-cancer pain and
reccmmendations for management. These
guidelines are based on the besl available
sdentifi c evidence and do nol conslitute in-
{levible 1reatment recommendations. Be-
cause of the dianging body of evidence, this
docwmenl! is nol inlended to be a “standard
ol care.”

Key Words: Chronic pain, persistent
pain, controlled subslances, substance
abuse, dependency, presaiption agour-
ability, opicids, presaiplion menitoring, di-
version, guidelines
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1.0 INTRCDUCTION

1.1 Purpose

Guiddlinesor the use of opioids in
thetreatment of chronic non-cancer pain
are gatements developed by the Ameri-
can Society of Interventiond Pain Fhys-
dians(ASPP) toimprove quality and ap-
propristenessol care,improve patient ac-
cess, improve patient quality of life, im-
prove efficiency and effectiveness, min-
imize abuse and divergon, and achieve
cod conlainment by improving the cod-
benefit ratio.

1.2 Rationale and Importance

Awgilable evidencedocumentsawide
degreeof varianceinthe prescribing pat-
terns ol phydciansin regard to opioids
for chronic pain, as siggeded by differ-
ent peciaties medical boards advocacy
groups, and the Drug Enforcement Ad-
minigration (DEA).

Opioidsarecommonly uged in man-
agng chronic non-cancer pain, even
though this practice is controvergal (1-
3). However, documented sbuse of opi-
oidsisincreasng a an darming rate (4-
11). While peaking @ ASPPs2004 an-
nua meeting in Washington, DC, Patricia
Good ol the DEA's Drug Diverson Con-
trol divison, gatedthat theUniled Sates
with 4.6% of theworld's population, uses
80% of theworld'sopioids

Intervertional pain management, as
defined by theNational Uniform Claims
Committee (NUCC), is the dissipline of
medicine devoted lo the diagnoss and
treatment of pain and relaled disorders
with the application of interventiond
technigues to manage subacule, chronic,
persdent, and intracieble pain, indepen-

Pain Physician Vol. 9, No. 1, 2006

dently or in conjunction with other mo-
dalities of treatments Mullidisciplinary
or comprehendvepain management dif-
fersamong Seciaties and may elicit con-
fuson. An interventiondis perceives
comprehensve trealment programs as
programs with interventional lechniques
as the primary treatment modality, with
physcal therapy, medica therapy, and
psychologea management  as supple-
mentary.

1.3 Chjectives and Bengfits
The objectivesof thessguidelinesare
to bring condgtency in opioid prescrib-
ing to themany diverse groupsinvolved;
to provide analyss of evidenceto treat a
chronic pain palient with opioids thus
maintaining reamnable patient access
while reducing theride of drugdivergon;
1o provideprectical prescribing guidetines
for physcians to reducetherigc of legel
and requiatory snctions and to empha-
sze the need for gydematic evaluation
andongoing care of patientswith chronic
or perggent pain.
The perceived bendlils of thes
guidelinesinclude:
+ Improved paient compliance
+ Imoroved paient care wilth appropride
medicd mangganat
+ Reducad misoonoeptions anong
providers and pelients zboul opioids
+  Improved ebilily to menzge pdient
expeddions
+ Reduced shuse and divasion
+ Improved woperdicn ameng paiants,
providers, and reguldory egEndes

1.4 Population and Prelerences

The populalion covered by thess
guidelines includes all patients sulfering
with chronic non-cancer pain who may
be digible forappropriale, medically-nec-

esrary management. This management
may include, or beindependent of , inter-
ventionaltechniques

1.5 Implementation and Review
The dates for implementation and
review were egablished:
+ Bigdive dde — February 1, 2006
+ Srheduled review - July 1, 2007
+  Expirgion date — January 31,2008

1.6 Application

Thee guidelines are primarily in-
tendedi or usshy interventiond pain phy-
gcians Others managng chronic pan
palientswith opioidsmay als find these
guidelinesussiul.

Thez guidelines do not condilute
inflexible treatment recommendations It
isexpectedthat aprovider will edeblisha
plan of careon acase-by-casbads, laking
inlo account an individual patient'smedi-
cal condition, personal needs and prefer-
ences aswell asthephyscian’sexperience.
Bawd on an individua patient’s needs
treatment dillerent from thal outlined
herecould be warranted. These quidelines
do nol represent a "dandard of care’

1.7 Focus

Thes guidelines focuson theetiec-
tive managemenl of chronic non-cances
pain aswell asthemultiple isuesrelated to
opioid adminidration. It isrecognizedthat
management of chronicnon-cancer pain
takesplacein a wide context of healthcere
involving mulliple peciaidsand multiple
techniques Consequently, the decison 1o
implement a parlicular management ap-
proachshould be bassd on acomprehen-
sve azesmment of the palient’s overall
health galus disease Sate, patient prefer-
ence,and phygdiantrainingand skill.

| 3-3
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1.8 Methodology

In developing these guidelines evi-
dence-basd approaches were given the
highed priority. I evidence-basd ap-
proachesiailed to give acceptablelevels of
information consensus, expert opinions
were utilized. These approachesare de-
sribed in sparate publications (12-16).

A policy committee was convened
and included a broad representation of
academic and clinical practitioners rec-
ognized as experts in one or more as
pecis of opioids and represenling a var
riety of practices and geographic areas
This committes formalized the esen-
tias of the guidelines This was followed
by the formulation of aseries of poten-
tial evidence linkages representing con-
clusons and daements about relation-
ships between clinical interventions and
outcomes The gements of the guideline
preparation process included literature
sarches, literalure synlheses sygematic
review, consnasevaluation,openforum
presntations formal endorsement by the
ASPP Board ol Directors and blinded
peer review.

In synthedzing theevidence, sydem-
atic reviews randomized dlinical trids
and obsarvational gdudies were evalua-
ed utilizing reporting criteria and quality
evaluation criteria (13,14, 17-19). Detals
of evidence synthedsare excribed in mul-
tiple publications(13,16,17). Il theavail-
able systematic reviews met the criteria of
inclugon, only thoseg udiespublished af -

ter the publication date of thesysematic
reviews were evalualed.

While an evidence-basd epproach
may ssem lo enhancethe sientilic rigor
of guideline development, recommenda-
tions may not alwaysmeet the highed ci-
entific dandards (13-15). Evidence-based
medicine is defined as the conscientious
explicil, and judicioususe ol currentbed
evidence in making decidons aboul the
careol individua patients(16).

In the preparation of these guide-
lines, it is recognized that & the core of
an evidence-bagsed approachto dinical or
public health isues s, inevitably, the ev-
idence itsdlf, which needsto becarefully
gathered and collated from a sygematic
literature review ol the particular isues
Conssquently, the process by which the
drength of wientific evidence is evaluat-
ed in the development of evidence-basel
medicine recommendations and guide-
lines is crudia. The practice ol evidence-
hased medicinerequires theintegration of
individual dinical expertise with the bed
available clinical evidence from systemat-
ic research.

Sydems for grading the drength of a
body of evidence are much less uniform
and condgenl than are thosefor rating
gudy guaity. Consquently, the guide-
line commitlee dedgned levels ol evi-
dencefrom Level | through Level V, mod-
ified from various publications (Table 1)

(13,17).

Table 1. Deggnalion o levds of eddaie

Level | Condusve Ressrdybased evidence with mulliple rdevent and high-quity
sienlifi cdudies or congslen revieas of mea-mdyses

Leve 11 Srong: Reseerch-based evidance (rom & leesd one properly designed random-
iz, controlled trid; or reserdybesed evidence from multiple properly de
sgned sludies of mdler sz or mulliple low quéity trids

Leve 111

pirdld control group.

Moderde a) Evidence cblaned from well-designed pseudorandomized  con-
trolled trids (dternae dloction or some olher mahed); b) evidence obleaned
from wmpardive studies with conaurrent controls end dlecetion not randorm-
iz (oohort sudies, eee-controlled studies, or interrupted time series with a
control group); ) evidence obldned from compardive dudies with historice
oniro!, two or more singleam dudies, or interrupled lime series withoul a

Levd 1V

inmuliiple trids

Limiled: Evidence from well-designed nonexperimantd sludies from more than
one e or reseerch group; o wonlliding evidence with inconssent findings

Levd V Indderminde  Opinions of respedted authorilies, based on dinicl evidencg,
desriplive dudies, or reports of expert com mitiess

Reprocuced from Boswell € d {12) /nterventional lehniques in the managamant of chronicgxnal
pain: Bidencebasyl pradics giiddines; with permisson from the arhors ad the Americn

Sodey of Intevenliona | Pan Physdms

2.0 CHRoNIC PAiN

2.1 Definitions

Chronic pain has numerous defi-
nitions Consaquently, a combination of
multiple definitionscan be utilized (12):

+ Pdn tha pesddgs beond the usud
ourse ol an e disesee or a resson-
ebletime for eny injury to hed tha is
seodded wilh dironic pahologic pro-
omses tha cuse nlinuous pan or
pan ainevads for monlhs or years

+ Posgenl pan thd is not anenadle o
rouline pan nlre! mathods

+  Pdn whee heding meay never oour

Pain is a highly disgreeable =nsa-
tion thal reaults from an extreordinarily
complex and interactive series of mecha-
nigms integrated al all levels of theneur-
axis from the periphery lo higher cori-
ca gructures

22 Prevaence

The prevalenceol chronicpan in the
adult populaionrangesirom 2% to 40%,
with a median point prevalence of 15%
(1220,21). Perdgent pain was report-
ed with an overall prevalence of 20% of
primary care patients with approximate-
ly 48% reporting back pain (22). Thelit-
eratureals hasconggentlydescribed the
high prevalence ol chronicpain in chil-
dren and the elderly (23-28). In addition,
chronic pain with involvement of multi-
ple regions is a common occurrence in
over 6076 of patients(24).

2.3 Chronicity

Duration ol pain and its chronici-
ty have been lopicsol controversy. Con-
ventiona belifs are that mog episodes
of low back pain will be short-lived, with
8% Lo 9% of atlacksresmlving in about
6 weeks irrespective of the adminidra-
tion or typeof treatment, and with 5%
1o 10% ol palients developing perdsent
back pain. However thisconcepthasbeen
quedioned as the condition tendsto re-
lapse and mog patients will experience
recurrenl  epicodes Modern evidence
has shown thal chronic perggent low
back pain and neck pain in children and
adults are seen in up to 6P of palients
5 years or longer after theinitial episode
(12,23,29-3).

2.4 Headlth and Economiclmpacl
Chronic non-cancer pain is asoci-
aled with ggnificant economic, societal,
and health impact (36-49). The cod ol
uncontrolled chronic pain is enormous

Pain Physician Vol. 9, No. 1, 2006
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both, to individuals and 10 ciety as it
leadsto adeclinein uality of lileand dis-
ability (39,41-49). Edimates and patterns
ol direct hedthcare expenditures among
individuals with back pain in the United
Sates reached 3907 billion for the year
1998 (39). On average, individuas with
back pain generale hedlthcare expendi-
turesabout 60% higher than do individ-
uals without back pain ($3498 per year
veraus $2,178). It was edimaled that the
cod ol healthcaretor patientswith chron-
ic pain might excesdthecombined cogt of
treating patientswilh coronary artery dis
ease, cancer, and AIDS (45). In the Unit-
ed Sales it was edimaled that the cog
of treatment in the fird year after failed
back surgery for pan was approximately
$18,883 in 1997 (46). Evenfurther,annua
healthcare cod incurred by chronic pain
patients excluding cog for aurgical pro-
cedures, may range from $800 to ashigh
as $35400, with averages ranging from
$12,900 1o $18,883 annually (46,47).

3.0 Oroios 1IN CHRONICPAIN

3.1 General Considerations

Condderable controversy exids
about the use of cpioidsior treatment of
chronicpain of non-cancer origin. | nade-
quate treatment of pain hasbeen attribut-
edto alack of knowledgssbout pain man-
agement options inadequaleunderdand-
ing ol addiction, or to fears of invediga-
tion orsanction by lederal g ale,and loca
regulalory agencies(2,3,50-73). Many au-
thorscontendthat drug therapy with opi-
oid analgesics playsan important rolein
pain management and should be avall-
able when needed for the treat ment of all
kinds of pain, induding non-cancer pain
(50,52-55,64-69) . The DEA al took the
postion that dinicians should be knowl-
edgeable abouludngopioidsto treatpain,
and ghould nol hedlateto prescribethem
when opioids are the bes clinical choice
of treatment (70).

3.2 Response to underireatmen

The alleged undertreatment of pain
asa major hedth problemin the United
Qatesled 1o thedevelopment of initiatives
to addressthemultiple alleged barriers re-
sponsghle for theundertreatment of pain
(50). Patient advocacygoupsandprofes:
dona organizations have been formed
wilh a focus on improving the manage-
ment of pain (£0). Conssquently, numer-
ousdlinical guidelines also have been de-

Pain Physician Vol.9, No. 1, 2006

Table?2 Rdail sles of qiddmed @tians (grams o med aalion) 19972002

1897 2002 % change
Morphine 5,022,872 10,264,264 733
Hydrocodone 8,669,311 18,822,618 117.1
Oxyeodone 4,449 562 22,376,831 4029
Melhedione 518,737 2,649,550 4108

veloped, even though noneof themhave
been developed udng evidence-based
medicine.

In 1998 and 2004, to alleviale phys-
cian uncertainty about opioid us and to
encourage better pain control, the Feder-
alion of SaleMedical Boards (FAVB) is
sued model guidelines or policies for the
usof controlledsubgancesior thetreat-
ment of pain (73). Over hal of thedate
medical boardseither adapted or modi-
fied these guidelines and implemented
them in their gates In addition, basd
on theinfluence of advocacygroups, over
one-third of thegtatelegidatures havein-
diluted intractable pain treatment acts
that provideimmunity from discipline for
phydcians who prescribe opioids within
the requirements of thegatute. Howev-
er, the guiddlines, policies and legdative
actionssometimes have beencriticized as
having created new barriers lo appropri-
atepain management.

3.3 Opioid Use in Chronic Pain

In pain management sttings as
many as 90% of patientshave been re-
portedto receiveopioidsfor chronic pain
management (74-83). A progectiveevd-
uation (74) showed that 9% of the pa-
tienls were on opioids and 42% were on
benzodiazepires prior to presenting lo
an interventional pain managemen!t cen-
ter. Many ol the patients al received
more than onetype of opicid, mod com-
monly onefor sudained release and one
for breakthrough pain. The frequency of
overall opioid use among patients with
back pain was reporied as approximal ely
12% (94). It wasfoundthat rheumatolo-
gigs, family practitioners, and internigs
were much more likely 1o prexcribe opi-
oidsfor patients with chronic pain than
were surgeonsand neurologids(48,85). A
crosssctiond analyds of anagescusby
patientswith low back pain, howed thal
in 2001, 55.5% of ingurance plan mem-
bers with low back pain had insurance

daims for analgesics with 66% of those
daimantsreceiving an opioid (56).
Further, Medicaid patienls were more
likely 10 receive precription drugs par-
ticularly opicids (73% Medicaid va 40%
commercial insurance), for 30 days or
longer and to vidt 1he emergency room
more {requently (57). Multiple other re-
ports (96-114) revealed widespread us
of opioidsin the management of chron-
ic pain. Finally,theincreasing retail sale of
opioid medications is the proof that opi-
oidsare used much more frequently (Ta-
ble?2). Fetal sles of opioid medications
represented as grams ol medication in-
creased ggnificantly from 1897 to 2002
(106-1089). Illicit drug useand dose exca-
lationshavebeen demonsratedin a smi-
lar proportion of patientson long-acting
and short-acting opioids(78,79).

3.4 Non-Medical Use of Prescription

Drugs
3.4.1 Center on Addictionand Substance
Abuse (CASA) Findings

JosephA. Califane, J, Chairman and
Presdent of the Nationa Center on Ad-
dictionand SubgtanceAbusza Columbia
Univerdty (CASA), in a July 2006 edito-
rial on theDiverson and Abuseof Con-
trolled Prescription Drugs in the United
Sales(4) notedtheollowing

"While America has besn congratu-
lating itself in recent years on curbing in-
creasesin alcohol and illicit drug abuse
and in the dedinein leen gnoking, abuse
and addiction ol controlled prescription
drugs - opioids central nervous sygem
depresant and dimulants - have been
dealthily, but charply, risng. Between
1992 and 2003, while the U.S popula-
tion increased 14%, thenumber of peo-
ple abusng controlled prescription drugs
jumped 94% - twice the increase in the
number of peopleabusgng marijuana, five
times in the number abusng cocaineand
60 times theincreaszin the number abus
ing heroin. Controlled prescription drugs

|3-&
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like OxyContin@ Rlain® and Valiur®@ Tebled Pad used illidt crugs and illiat pain rdievas among pasns age 12 .o
arenowthefourthmog abused subdanc- dda; 2008 surve/

esin America behind only marijuana, a- o=

cohol,and tobaced! Number (Percentage)

The CASA reporl (4) presenled 12-17 18-25 >26 Total
alarming gatigics including a 212% in- yersol age years ol age yersof Ze >=12 yers
crease from 1922 1o 2003 in the number .
of 12 to 17-year-olds busing controlled U.SPopuldion 24,995,000 31,728,000 180,958,000 | 237,682,000
prescription drugs, and the increasng | Lo 5,448,000.9 10,677,0008 | 186380007 | 34,893,000
number of tesnstrying these drugs for ylliolorg (21.8%) (34.6%) (10.3%) (14.7%)
the firg time. The report ‘alsp illus_lrz_ﬁ- Non-medicd
ed thal new abuseol prescriptionopioids | useof ay 2,220,0005 4,600,0006 8,143,@0 14,986,000
among teensis up an agounding 542%, psycholhergpauli ¢ 19.2%) (14.5%) {4.5%) (6.3%)
more than lour times theraleof increase | dug
among adulls Furthermore, digurbing NDn—_mE{ic&t use 1,924,00.6 3,807000.4 5,971,000.6 11,571,000
aiidics alp Siowthat teenswho sbus of pan rdieves (7.7%) (12.0%) (3.3%) (4.9%)
opioids are lilely to use other drugs in- Souraz 20035AMHSEA Suney (112)

dluding alcohol,marijuana, heroin, ecda-
sy, and cocainea ratesrespectivelyol 2, 5,
12, 15, and 21 times that of teenswho do
nol abusesich drugs

Asper the CASA repord (4), thebot-
tom line isthal the United Satesisin the
throes of an epidemic of controlled pre-
ription drugabuge and addiction with
151 million peopleadmitting to ausng
prescription drugs- more than the com-
bined number of those who admit abus
ing cocaine(5.9 million), hallucinogens (4
million), inhaants (2.1 million), and her-
oin (0.3 millien).

3.4.2 PhydcianSurvey Highlights
A CASA survey ol 979 physciansre-
garding the diverson and abuse of con-
trolled prescription drugs showed thefol-
lowing
+ FPhyddms paceve the three man
mechanisms of divasion to be
. Dodor shopping (when pdients
obtan controlled  drugs from
multiple dodors) (96.4%)

. Patigt deceplion or manipulaion
ol doctors (87.8%)

v Forged or dlaed presaiplions
(69.4%).

+  50.1% bdieve that paients aoount for
the bulk of the diverscn problem

+  47.1% sid thd pdienls often try
o pressure then into presaibing a
conrolled drug.

+  Only 191% of aurveed phygdans
recaived any medicdl school traning in
idenlilying presriplion drug diverson.

+  Only 35.6% recdved any lraning in
medicd school in identilying prescription
drugauseand addidion.

+  43.3% o physdans do nol ak doul
presiplion drug suse when leking a
paient's hedth higlory.

+  33% do not regularly ol or obldn
records from the  paient's  previcus
(or olhe Ireding) physdar bdore
presaibing controlled drugs on a long-

\em bads HIPPAregulations hasemade
this sepmuch morediffi aull.

¢ 74.1% have rdraned Irom prescibing
controlled drugs during the pas 12
months becase of concern tha apdient
might become arddided to them

34.3 Pharmacid Survey Hidhlights

A CASA urvey of 1,333 pharmacids
regarding diverdon and sbuse of con-
trolled presoription drugs shawedthefol-

lowing:
+  Wne apdient pressnisapresaiption for
acontrolled drug:

. 78.4% ol phamadss beoome
“someahd o vey' concaned
shout diverson or buse when a
pdient ashslor acontrolled drug
byils brend namg

= 265% "someshd or vey often”
think it islor purposes of diverson
or ebuse

+ 51.8%bdievethd pdieis account for
thebulk of the diver son problam

+ Only sout hdl of the phamedss
surveyed recdved @y traning  in
identitying presription drug diverson
(48.1%) or ebuse or addidion (49.6%)
snce pharmeny sdhodl.

+ B1%donot reguiarly askif the paient is
1zking any olher controlled drugs when
dispmsng & controlled  medicaion;
25,8%rardy or never do so.

+  28.9%haveexpaiaced athdl or robbery
of controlled drugs & ther pharmeay
within the la five yeers, 20.9% do nal
sock crtan conlrolled drugsin order 1o
prevet diverson.

+  20.4% co nol regulaly vdidde the
presoibing  physdan's DEA  numbe
whan dispensing controlled drugs one in
10(10.5%)rardy or never do so.

+ B3.1% hwve redusad to digpense a
oontrolled drugin the padl yer because
of suspidonsaf diversionor dause

Increasing abuse and diverdon of

prescriplion drugs “on the dreet” are =

rious problems A gudy evaluating -
vere dependenceon ora opioids illus
trated that the mgorily of patients with
svere dependence (33%) obtained opi-
oidsby going to different physcians(11).
Another frequent form of obtainingopi-
oids included “"dreet” purchase by 26%
of the patients This dudy also showed
that many patients used more than one
method of acquiring the drugs In eval-
uating precription opioid abuse in pa-
tients presenting for methadone mainte-
nance treatment (10), al admisson mos
patients (83%) had been using prescrip-
tion opioids with or without hercin. This
sudyshowed that 24% had used prescrip-
tion opioids only, 24% used prescription
opioids initialy and heroin laler, 5%
used heroin fird and prescription opi-
oidsaubsequently,and 17% had used her-
oin only. ubjects reported regular uss of
prescription opicids a higher than ther-
apeutic doses |n 2001, prescription drug
sbuse and miwuse was edimated to im-
pose approximalely $100 billion annu-
ally in health care cogts (9,110,111). The
abuse of precriptionmedicationshas in-
creasd geadily over thelad 10years and
every year more and more Americans try
them for thefird time. The sbuse of con-
trolled presription drugs was foreshad-
owed by dramaticincreases in their man-
ufactureanddigribution andthenumber
of prezriptionswritten and filled (106-
108). Belween 1992 and 2002, while the
population of theUnited Qales increassd
by 13% and the number ol presoriptions
written for non-controlled drugs in-
creased by 57%, the number of prescrip-
tionstfilled for controlled drugsincreasd
by 154%. During this same period, there
was a 9% increase (from 7.8 million to

Pain Physician Vol. 9, No. 1,2006
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14.8 million) in the number of people
who admitted abudng controlled pre-
wription drugs (4).

34.4 Qubgance Abusand Mental
Health Services Adminigration
(SAMHSA) Sunvey
The SAMHSA 2003 survey of drug

abuse(112) revealedihat 8.3% of thel.S

populaceover 12 years of age (14,966,000

individuals) ussd psychotherapeutt drugs

for non-medical purposs of thes, 49%

of thel).S population{11,671,000 individ-

ualy) over 12 yearsol ageused painreliev-
ers for non-medical purposesduring the
pad year (Teble 3, p 5). The number of
individuas ebusng pain medicationsfor

thetirg time grew from 628,000 in 1990

1o nearly3 million in 2000 (Fig. 1, p XX).

Firg-time use of dimulantsand tranguil-

izers isas on therie. Increassior pe-

cific opicidsarellugratedin Table 3 with
thehighed increas that ol oxycodoneal

345% (106-108).

345 Drug Abuse Waming Network
(DAVN) Reports
Drugrrelated emergency department

vists alo reveal tha prescription drug

abuse is on the riee (Fig 2) (107,108).

From 1994 to 2002, mentions of pain

medications during emergency depart-

ment vidls increasd by 188%, while
mentions of benzodiazepires increassd

by 42%.

During the same time period, the
percentagaol increasa mentioned by the
Drug Abusz Waning Network (DAWN)
for prescription pain relievers has been
greater than thepercentageof increasior
mearijuana, cocaine, and heroin.

3.5 Substance Apuse in Chronic Pain

11 has beenreported that the prindi-
pledrugof ebusslor nearly 10% of youths
in drug treatment programsisa prescrip-
tion drug (115). In a comprehensve re-
view (80), between 32% and 18.9% of pa-
tientswere found to have been diagnosed
with a subdancesbuse disorder. In addi-
tion, it was als concludedthal diagnosss
of ebuse,drug dependency,and drug ad-
diction occur in a dgnificant proportion
of chronicpain palients

While opioids are by far the mod
abusd drugs other controlled aub-
gancesaich asbenzodiazepines =dative
hypnotics and centrel nervous sydem
dimulants though described as having
less potentia for abuse, are d= of ma-
jor concern 1o interventional pain e
ciglids as they appear to bewidely usxd
for non-medical purposes aswell (105-
108,112). This is exemplified by thefact
thal benzodiazepine-related emergency
department visls increased from 71,609
in 1995 to 100,784 in 202 (108). Fur-

ther, it has been reported that 77.%% of
aiicide attempls involved benzodiaze-
pines(114).

Multiple invetigators (81-85116
119) have shown a prevalence of drug
shusein 18% to 41% in patients receiv-
ing opioidsfor chronic pain. A gudyeva-
uating the prevalence, comorbidities and
utilization of opioid abusein a cohort of
managed carepatientswith matched con-
trols howed that opioid abuse rose from
2000 to 2002 (105). The authorsconclud-
ed thal opioid abuse was 67 per 10,000
patientsin 20(2. Opioid abusers alm pre-
sented with higher prevalence ol opioid
prescriptions and comorbidities as com-
paredto controls

icil drug u= is deo a common
phenomenonin chronicpain patients Ta-
bledilludrates theprevalenceol prexrip-
tion drugabusein a typical intervention-
al pain management practicesatting. llic-
it drug use without controlled subdance
abuse was found in 14% to 16% of pa-
tients and illicit drugusein patients with
controlled aibganceabuse waspresent in
34% of the patients(120,121). Based on
their type of insurance,the prevalence of
illigt drug use among individuals with
chronic pain was shown to be highes in
patientson Medicaid (98) (Tables). Oth-
ers (67,122) s showed sgnificant illic-
it druguse in patientswith chronicnon-

191
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L {ﬁ_\' *-0-1«‘,.&.—‘ WﬁM\c‘,‘:ﬁ
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Adaptedifrom Rd. 112.

Fig. 1. Annual numbers o new non-medical users o pain rdievers: 1965-2002

Pain Physician Vol. 9, No. 1,2006

\3-7



“Morgan Dreyer - 1-40-OpioidGuidelines.pdf

Trescot et & = Opioid Guidelines

7

malignant pan treated with opioids
Overdl usand abuseol opioidsand
other controlled subdances in conjunc-

Table 4. Prevalene o anirdled preziption dug abuse in an intevealiona pain

pradice

tion with illicil drug use appearsto be Total of 500 patients Proportion
prevalent in pain management settings
(86,87,120-124). Advocacyand unproven Grade'0'— No ebuse 444 72.2%
Joint Commisgon dandardsmay belead- | Grale | - Low grade sbuse 47 9.4%
ing 1o theoverue of opioids and subse-
quent abuse Al thesame time Americans | S Il ~Moderte ehuse
; bedissatisied with their pai — 3 ormore physaas a0 B9
cantinueto bedisstisied Wiy ey PN | _ Recsiving Schedule |1 drugs °
reliet options — Abusing Shedule |1 drugs
3.6 Economic Impact CGrade |11 - High grade ebuse- 10 _
In 1995, the Center on Addiction | Trafi king— Oveduse ’
and Subsance Abuse (CASA) edimal-
Totd Abuse B9 17.8%
ed thecags of aibgancasbuselo leder- L— E
a entitlement programs and found thal  Modilix Irom Manchikanti d al (84)
Table5. Pravdlene o illidt crug usein anintgventional pain pradice
Goup | G':E)PEJ)” C’(‘i”lfo;” Gop IV
(100) : (100) P \hlve
Third party Medicare with or Ma:iuarg & Medicaid
without third party Medicid
Cocane 1% 4% 6% 8% 0.684
95% CI 2% -12% 0% - B% 1% - 1% 3% - 13%
Merijusna (THC) 1% 8% 20%" A% 0.000
95% ClI 5% - 17% 3% - 13% 12%- 28% 25%- 43%
Mehanphea mingAmphdaming 3% 2% 4% 3% 0.876
95% Cl 0% - 6% 0% - 5% 0% -8% 0Pa - 6%
Tolal 17% 10% 24% 3992 0.0@0
95% ClI 10%- 24% 4% - 6% 16%- 32% 20%- 49%

Totds mey nol mrrdde as somepdients wereinduded in more than one clegory
Cl = Confidence Inervd  a Indicdes sgnilicn! difference with Group | b: Indicaes sgnifi cnt difference with Group 1
¢ Indicdes sgnificent difference with Group 1111

Adapted IromManchilanti  al (86)

A2R57

.Namﬁc Andgesics Benendiapi nes

81223

1995 1996 1997

1598

1989

2002

Adapiedirom Rd. 107, 108

Fig 2. Drugatuserdated emergency cepanment vigtsinvaving narctic analges cs and banzod amgines
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health care and disability cogsalone were
%77.6 billion, representing neerly 20% of
the $430 billion health care budget (125).

A dudyby theOfficsofl Management and
Budget edimaled drug ebuse codsto the
Uniled Qates government al $300 bil-
lion a year, including government anti-
drug programs and the cog sof thecrime,

heslthcare (public and nonpublic), acc-
dents and lod productivity (126). In the
Aid to Families with Dependent Children
(AFDC), Medicald and food samp pro-
grams theincidence ol drugabuse varies
from 9.4% 10 16.4% (127).

3.7 Drug Diversion

Drugs can be diverled from their
lawful purpose to illicl use at any point
in the pharmaceutical menufacturingand
digribution process Thediverdonof pre-
ription drugs among adultsis typically
described to occurthrough oneof thefol-
lowing doctor shopping, illegal Internet
pharmadies, drug thefl, prescription forg-
ery, andillicit presoriptionsby physicians
Youths typically acquire drugs by ded-

o
(o (0D

R
Fig. 3. Drug Enfocerment Adrmin-
istration (DEA) actians against
physidans

6,265

2000 2004
Fig. 4. Adtions by stale boards o

medical lioensure
SourceFSVB( 145)

Pain Physician Vol.9, No. 1,2008

ing from their refatives or buying irom
classmales who =l their legitimate pre-
<riptions

"Doctor shopping’ is one ol the
mod common methodsol oblainingpre-
scription drugs for legdl and illegal use
{9,11,78,798 384,86,67,121,1 22,128,129).
Themajority of physdansperceive'doc-
tor shopping' asthe major mechanism ol
diverson (4). Doctor shopping typicaly
involvesan individual going to several dil-
ferentdoclorscomplaining of awidearray
ol symptomsin order 1o get prescriptions
This type of diverson canal involvein-
dividuals who use people with legitimate
medical needs, like cancer patients to
go to various phydcians in sverd cities
1o gat presoription medications Patients
practicing doctor shopping may targel
phydcianswho readily dispense presrip-
tions without thorough examinations or
scresning. Some patientswith a legitimate
medical condition may get precriplions
frommultiple physciansin various dates
orinthesame gate (9). It hasbeen report-
ed that individuals may collect thousands
of pillsduring a one year period and =l
themon thedreet ().

Anee 1999, illegal Internet pharma-
cies have provided a convenient atermna-
tive for individuals wishing to fill their
prescriptions (8,130-132). In 2008, the
Federal Drug Adminigration (FDA) es
timated the number of Interngt phar-
macies s=lling drugs illegally to be gbout
400, with spproximately 50% of thephar-
macdies located outsde the United Sates
(130). Rogue stes many under the guise
ol a legitimale pharmacy, provide con-
trolled subgtancesio peoplewithout pre-
scriptions This is particularly troubling
with respect to the 30 million youth na-
tionwide with Internet access (9). There
are numerous concerns regarding rogue
Internel pharmadies such as the abili-
ty to evadedate licensng requirerments
and sandards dispengng controlled sub-
dances without a prescription; and pro-
viding fake substandard or ingppropriale
medication (130). However dale andled-
eral laws governing traditional pharmacy
goresapply to Internet sales regardlessol
themethod used by an|nternet pharmacy
to dispensethemedication.

Pregoription drug thetl can occur at
any point from manufaclurer to the pa-
tient. Thefts are on theris, largdy due
lo dragtic increasesin prescription drug
abuseand high dreet prices (9,131-138).
Severd drugs ranging from OxyContinto

Sma have been implicaled. Prescription
lorgery isal fairly common, either by al-
tering the presription or sealing blank
precription pads in order 1o wrile fake
prescriptions (4,9,125,135,139 ). Prescrip-
tion forgerymay occurin twoways elther
by sedlingblank prescription padsor by
making false prescription blanks or pads
in order to write take prescriptions (9).
However, legitimate prescriptions may
be altered typically to increase the guan-
tity ol controlied subgtances Smilar-
ly, pharmacists may gt involved in pre-
aiplion drug diverson, firg by slling
the controlled subd ancesand then,usng
their database of physcians and patients
to write and forge preriptions to cover
their illegal sale. However the vast major-
ity of prescription forgery is from non-
healthcareprofesionals

Illicit prescriptions written by phy-
dciang though rare, are a real phenom-
enon. Making the headlines are crimina
casesinvolving physcianswho becomein-
volved in diverting precription drugs for
huge profits (8,140-143. However, mal-
prescribing, either dueto lack of knowl-
edgeor dueto prescribinginappropriate-
ly through "pill mills" is more common
(141-147). Malprescribingoftenrepresents
alackof knowledgaratherthan a defiberale
attempt o profitiromwriting thesetrans
actions Adverssactionstakenby the DEA
againg physician prescribers has, in fact,
decreased from 0.9% in 1993 to 0.05% in
2003 (Fig. 3). However actionsby medical
licensureboardshavebeenincreasng (Fig.
4). Figure 4 illugtrates al typesol actions,
whereas Figure3 illugratesactionsrelated
Lo controlledsubg ances

3.8 Qontrolling Diversion and Abuse

Federal, d¢ale, and loca govern-
ments aswell asprolessonal asociations
and pharmaceutical companies share re-
sondbility for preventing diverson and
sbuse ol controlled prescription drugs
(4). However the challengeisto eliminate
orsgniticantly curtall diversonandabuse
ol controlled prescription drugs whileas
auring proper treatment of patientswho
can be helped by thesmedications Gaps
exig belweencurrent efortgo controldi-
verson and effortsto maintain accesslo
patient care. These gaps involveinterna:
tiona law, federal laws and regulaions
activilies of the DEA and FDA, schedul-
ing drugs drugrefills satelawsand reg-
ulations, and exiging prescription drug
monitoring programs

| 3-9
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3.8.1 DrugEnforeement Administration
The DEA, as an agency within the
United Qates Department of Judice, is
the lead lederd law enforcement agency
reponsible for enforcing the Controlled
Sibdance Acl. In cooperation with gate
aulhoritiesand other federal agencies the
DEA isresponsble for preventingthe di-
version of controlledsubgancestor illicil
purpogss However,the DEA mug comply
with internationa treaties 1o the extent
{hat they are notin conflict with conditu-
tional provisions it must als work close-
Iy with foreign, date, and local govern-
ments The DEA hasincreased its moni-
loring ol Internelprescription drug sales
DEA investigations enforcement,and in-
telligence programs have darted Lo work
more clossly with other federal date, and
local agendies lo targel individuals and
organizations involved in diverson and
abuse of controlledprescription drugs

3.82 Qale Lawsand Regulations

Every gtalehas professonal oversght
boards thal license and digcipline mem-
berswithin each professon. Further, the
licensing boardsfor each healthcare pro-
fesson have a deignated national orga-
nization. However, many of these asoci-
ationshavenot been proactivein address
ing the problemsol prescription drug di-
verdon and sbuse (4).
3.83 Prescription DrugMonitering

Programs

Presription drug monitoring pro-
grams  (PDMPs  cepture information
that may be shared with law enforcement

aencies health careand regulatory agen-
des and in some sales health care prac-
titioners to helpidentify inapproprialeor
illegal activities involving controlled pre-
sription drugs It hasbeengtaled that the
erutiny of professonaboardsand mon-
ftoring programs has in some cases cre-
aled fear thal legal action will be taken
agging  physcians and pharmecids re-
garding their prescribing and digpensing
practices As a reaull, prectitioners may
under-treal patientsor use less appropri-
ate medications thal are not covered by a
maonitoring program.

The United Qales Governmenl Ac-
countability Office (GAO) conducted a
dudy on gale monitoring programs of
prescription drugs (7). They concluded
that gatemonitoring programs provide a
ussful tool to reducediverson.

The tirg prescription drug monitor-
ing program (PDMP) was edablished in
California in 1940. The number of dates
with PDM Ps hasgrown only dightly over
the pagt decade,from 10in 1892 10 15in
2002 (Table 6). These 15 programs COVer
47% of thenation’spopulationand DEA-
regid ered prectitioners, and about 45% of
the naticn's pharmecies Snce the GAC
report on datemonitoring sygems was
published, PDMPs have been increadng
gadudly (5).

Prescription drug monitoring pro-
gams vary as to objectives desgn, and
operation, even though the primary ob-
jective ol PDMPsisto asd law enforce-
ment in detecting and preventing drug
divergon. In addition to helpinglaw en-

jorcement identify and prevent prescrip-
tion drug diverson, dale programs may
indude educationa objectives to pro-
vide information to physcians pharma-
dies and thepublic. The programs areals
highly variable with regards to monitor-
ing scheduled subgancestrom Shedule
1| to ShedulelV. Only four dates- Utah,
Nevada, Kentucky, and ldaho — monitor
Shedulell to 1V drugs while the major-
ity monitor only Schedulel drugs Also,
themajority of 1hessprograms are retro-
active with after-the-fact identification of
abuseasreported by publichealth depart-
ments pharmecyboards and lawenforce-
ment; lew are available to practitionersin
red time and are useful asa prescribing
decigon 1ool. The major dissdvantage of
the programsisiack of intergatecommu-
nication. Consequently, only a few pro-
grams operateproactively, while most op-
erale reactively.

A tew gates routinely analyze pre-
scription data collected by PDMPs to
identily individuals physicians, or phar-
madies that haveunusual use, prexribing,
or dispensing patterns that may suggest
potential drugdiversion, abusg, or doctor
shopping. However, only three gatespro-
vide thisinformation proactivelyto phys-
cians The GAQ report cited many advan-
tages, aswell asdisadvantages to PDMPs
SQales with PDMPs experience congdder-
able reductionsin thetime and effort re-
quired by lawenlorcement and regulatory
invedtigatorsto exploreleadsand themes-
its of possbledrug diverson cass How-
ever, while the pressnce of a PDMP may

Teble 6, Preaxiplion drug moni loring programs

Sate im ;‘T;I ;mmrf“mmﬁax Type of monilcring sysem Adminidrativeagency
Cdifornia 1940 ] Bedronic end triplicae form | Pharmery and lav enforcament
Hawdi 1943 1 Bedronic Lawv enlorcemant
| dcho 1967 1,11 and 1V Hedronic Fhamay boad
Illinois 1961 1l Bedronic Fublic hedth
Indiana 1985 1l Bedronic Law enforoamant
Kenludky 1989 1LV and V Bedronic Public heeth
Massachusdis 1692 1 Bedronic Fublic hedth
Midhigen 1989 1l Sngleform Commer e
Nevedia 1897 11, end 1V Eledtronic Fharmegy Doard! end Taw

enforcamnent
New York 1977 I Hedronic Fublic hedth
Oklehoma 1991 1l Bedronic Law enforcament
Rhode |dand 1979 1,1 Bedronic Rublic hegth
Texas 1982 1 Bedronic Law~ enlarcamant
Uteh 1997 1,001, and V Bedronic Commerces Licenging Divison
Washingt on 1987 Ddermined by disgplinary authority Triplicte form Public hedth

Souroz National Alliancelor Modd SateDrugLaws Informationaurranit through February 4, 2002. Adapled fromPe. 7
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Fig. 5 /noeased KASPER usain Kentudky

Physidans 87%

Licensure Board 2%

8 Fhamaiss 4%
r Olha s 1%

Source Ad. 138.

Fig.6. Use d KatuckysKASPER progam

help cne gatereduce itsillegal drug di-
verson, diverson activities may actually
increase in contiguousgales that do not
have PDMPs All threeof the dates pro-
viding access lo physcians - Kentucky,
Nevada, and Utah - have helped reduce
the unwarranted preribing and sibse
quent diverson of abused drugsin their
gates In both Kenlucky and Nevada, an
increasng number of POMP reporls are
being used by physciansto checkthe pre-
scription drug utilization higory ol cur-
rent and progpeclive palients to deler-
mine whether it is necessary 1o prestribe
certain drugsthal areaubject to abuse.
The successof a prescription drug
monitoring program can be demongral-
edby its usby physdansand other pro-
fessonasin Kentudsy(Fig 5). Kentucky's

Pain Physician Vol. 9, No. 1,2006

KASPER sydem was desgned to produce
2,000 reports per year at ils inception in
1899, in 2004, however, it producedin ex-
cessof 2,500 reportsper week (138). Even
then, it is edimated that only 50% of the
physicians who prescribe controlled sub-
dances in the Commonwealth of Ken-
tucky are ugng thelKASPER sydem. Fur-
ther, in Kentucky,B7% ol thereports are
requeded by physciansand 4% by phar-
macids Further, only 6% were requed-
ed by law enforcement,and 2% by licen-
aure boards (Fig. 6), digpelling the myth
thal law enforcement and other regulato-
1y agenciesuse PDMPs for "witch hunt-
ing' physcians

In addition to multipie gate mon-
itoring programs, on Augud 11, 2005,
Presdent Buch dgned a new law inlo

effect, enacted by the US Senate and
House ol Fepresentatives (6). This leg-
idation, named the National All Sched-
ules Prescription  Blectronic Reporting
Act (NASPER), provides for the edtab-
lishment of a controlled aubgance mon-
itoring program in each date, with com-
munication between gate progams It
lacks the Public Health Service to require
the United Sates Secretary of Healthand
Human Servicesto award 1-year grantsto
eachdalewith an epprovedepplicationin
orderto egablish,orimprove, a gatecon-
trolled aubdance monitering program
(1). NASPER was introduced into Con-
gess by the American Sciety of Inter-
ventiond Pain Physcians with three ma-
jor and important goals
1) Fhysdan and phamadg  aocess 10
moniloring programs
2) Moniloring of Schedule 11 1o IV drugs
3) Informdion sharing avoss stde lines
NASPER was modeled on the high-
ly succesd ul date monitoring programin
Kentucky (KASPER) (1).

4.0 PranvaaoLogical. CONSIDERATIONS

4.1 COpioid Pharmacology

Opidds are analgesics altecting no-
ciception by modulation of axending
and descending pathways Opioids may
be dasified by their function asagonids
mixed agonigs-antagonids or antago-
nids as well asby their actionsat various
opiocidreceptors

The opium poppy was cultivated as
early as 3400 BC in Mespotamia The
term cpium refersto a mixture of alka-
loids from the poppy sed. Opiales are
naturally occurring alkaloidssuch asmor-
phine or codeine. Opioid isthe term used
broadly to dexcribe all compoundsthat
work al the opioid receptors The lerm
narcotic {Irom the Greek word for du-
por), orignally wasused to decribemed-
ications for desp, then was used to de
=ribe opioids but now isa legal term for
drugsthal are abused.

Morphine (the archetypal opioid)
congds ol fiverings with a phenolic hy-
droxylgroup a Fostion 3and an acohol-
ic hydroxyl group at Position 6and at the
nitrogen atom. Both hydroxyl groupscan
be convertedio ethersor eders Forexam-
ple, codeineismorphine O-methylated at
pestion 3, while hercin is morphine O-
acetylaled at postions3and 6 Morphine
is optically active, and only the levorota-
lory immer isan anagedc. The tertiary

13-
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Table7. Analgaic dfals at ool d'd rexpiars

Mu(p) Delta(8) Kappa(x )
MU T - Aralgsa ~Aralgaa, gnal | AnalgEa, ion, i) ic
+ Mu 2 - Sdation, vomiling repiraltory analg=a dieds miods repiratory depresion,

dkpregion, prurilug euphoria, euphoria, dyspharia, dypnes, phyacal

anorexia, urinary raention, physcal degpencance

cpaoaee
EndogenousPeptides
Enkephdin Aanigt Agnid
fi endorphin Agnid Agnid
Dynorphin A Agonid Agonid
Agonids
Morphine Agnid Wk aqonid
Codéne Waak agonid Wetk agnig
Fanlany, sufentanil Agnig
Meperidine Agpnid Agpnid
Mahaone Amnid
Oxyoodone Amnid Apnid
Agpnig-mtagpnids
Buprenorphine Fartial agonid Antagonid
Pentazodne Fartial agonid Amnid
N dbuphine Anlamnid Apnid
Buiorphano! Partial agonid Antaonid
Naorphine Antagnig Amnid
Antagoniss
Ndoxone Anlagonid Waik Antacorid Antacpnid
Ndirexone Antagonid Werk Anlagonid Anlacpnid

form of thenilrogen eppearsio be cru-
cial to theandgesa ol morphine; mak-
ing the nilrogen quaternary greatly de-
creass theanageda, snce it cannot pass
into thecentra nervous sysem. Changes
to themethyl group on thenitrogen will
decrease analgeda aswell, creating antag-
onidsguch asnalorphine.

4.1.1Cpioid Receptors

There are opioid receptorswithin the
central nervous ydem (CNG aswell as
throughout the peripheral tisues These
receptorsare normally gimulated by en-
dogenouspeplides(endorphins enkeph-
aling and dynorphing) producedin re-
sponse to noxioussimulation. Greek lel-
ters name theopioid receptors, based on
their prolotypeagonigs(Table 7).

Mu (p) (agonig morphing) — Mu receptors
jound primaily in the bransen ad
medid {hdamus Mu reogplors @e re
sponsible for suprapind andgesia re-
spirdory depression, euphoria  sede
lion, deressd gagdrointestind  motili-
ty, and plyscd dependence  Subtypes
indude Mu1amd Mu2, with Mul red-
ed o mdgesa euphoria ad seranity,
while Mu2is rdaed to resirdory de
pression, pruritus, proladin reless, de:
pendace, mnorexia and seddion.

Kappa (x) (egonis keloodmodng) -
Keppa receptors found in limbic and
olhe diencephdic @ress, bran dem
ad sind cord ae respondble lor
qind endgeda  seddion, dyspnea
dependence, dysphoria end respirdory
depresdon.

Deta (5) (sagonid ddla-daninede lla
leudne-enkephdin) -~ Ddla receplors
redricted largey 1o lhe bran ae nol
well studied. They may berespongblelor
pschomimeric and dysphoric dieds

Sgma (g) (agonis N-dlynormeam dng}
- Sgma receplors ae responsble for
psychomimeic  dleds,  dysphoria,
dress-induced depression. They e no
longer considered opioid receplors, but
rahe the largd Stes lor phangdidine
(PCP) and ilsandogs.

These opioid receplors concentrat-
ed in the ventral tegmental and periag-
veductal grey areas presynaplically in-
hibit thetrangmisdon of excitatorypath-
ways acelylcholine, calecholamine, gxo-
tonin, and subgance P. Activation of the
opioid recepior inhibits adenylale cy-
clae. All opioid receplorsare G prolein-
linked g ructuresembedded in the plagna
membrane of neurons activation releases
a portion of theG protein, which moves
in the membrane until it reaches itstar-
el (either an enzymeor an ion channel).

Thes targets alter protein phosphoryla-
tion and/or gene transcription. Opicids
and endogenousopioids activale presn-
aplic receptorson GABA neurons, which
inhibit therelease of GABA in the ventral
tegmental area This allows dopaminer-
gc neuronsto fire more vigoroudy, and
theextradopamine in thenudeusaccum-
bensisintenssly pleasurable. Thevarying
efectsol opioidsmay thereforeberelated
to varying degreesol alfinityfor the vari-
ousreceptors

The opioid receptors were disoov-
ered in 1972, and the fird endogenous
opioid (enkephalin) was discovered in
1975. Their location in the CNS alows
them 1o iunction as neurotrangmitters
and they may play a role in hormone -
cretion, thermoregulation, and cardiovas
cular control.

Enkephalins are derived from pro-en-
kephalin and are relatively stec-
tive d ligands

Endorphins are derived from pro-opi-
omelanoortin (ale the precursor
for ACTH and MSH), and bind 1o
thep receptor.

Dynorphins are derived from pro-dyn-
orphing and are highly sslective a
thep receptors

Pain Physician Vol. 9, No. 1,2006
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Nociceptin {orphanin), identified in
18095, may have potent hyperagedc
effects It haslittle affinity for thep,
8§, or k receplors Nocicepltin antag-
onigs may be antidepressants and
analgedcs

Pureopioid agonids(e.g., morphine,
hydromorphone,fentanyl) gimulate p re-
ceptorsand are themod potent analge-
scs Asthedoseisincreased, analgesa oc-
cursin alog linear fachion; the degrea of
analgediainduced islimited only by intol-
erabledose-related adverseeffects In con-
trag, opioid agonidgantagonistsand opi-
oid partial agonigds{buprenorphine, pen-
tazocine,nalbuphing, buterphanol, nalor-
phing) exhibit a cdling effect on the de-
gree ol analgeda lhal they can produce.
Opialeagonig/anlagond s and partial ag
onigs can precipilaie opioid withdrawal
reactions The repiratory depressnt ef-
fectsol partial agonidsarenot completely
reversed with naloxene.

4.1.2 Opioid categories

The Drug Enforcement Agency
(DEA) dasdlies opioidsinto schedulesas
illugrated in Table8

The phenanthrenesare theprolotyp-
ical opioids The presenceof a 6-hydroxyl
may be asociated with a higher incidence
ol nausea and halucinations For exam-
ple, morphine and codeine (bothwith &
hydroxl groups) are associated with more
nauseathan are hydromorphoneand oxy-
codone (which do not have &-hydroxyl
groups). Opioids in this group include
morphine, codeine, hydromorphone, le-
vorphanol, oxycodone, hydrocodone,
oxymorphone, buprenorphine, nalbu-
phine,and butorphanol.

The lone member of the benzomor-
phan classis pentazocine.t isan egonid/
antappnid with a high incidenceol dys
phoria

Fhenylpiperidine include fentanyl,
alfentanil,aufentanil,and meperidine. Fen-
tanyl hasthehighed affinityfor themu re-
ceptor.

Diphenylheplanesindude propoxy-
pheneand methadone.

Tramadol doesnot fitin thestandard
opioid dasess (Fig 7).

Opioid antagonists

Naloxone is & pure competitive an-
lagenid al p, k, and § receplors(dronged
al p). It rapidly reverses opioids but the
actionisshort lived, thereforehas thepo-
tentid for“re-narcotizing”

Pain Physician Vol. 9, No. 1, 2006

TableB. DEA atheles of anbrdlel diugs

Sdedule Criteria Examples

Nomedicd use high addicion i -

| patentid Heroin, maijuana FCP

I Medicd use high addidion Morphing, oxyoodone mahadone,
potentid fentanyl, amphetarines

1 E'a?::ﬁﬁei use moderde adddion | o ione codking mzbolic seroids

7 . Bennd azpines, meprobamde
¥ Medical use low zbuse potenlid butorphanol, pantazndng propoxyphene
v Mediced use low ebuse potentia Buprenex, Fhenargan with codeine

Naltrexoneisused orally in high dos-
eslo detoxifyopioidaddicts Isprimary ef-
fectisfrom itsmetabolite, 6-B-natrexol.

Opioid agonist-antagonists

Opioid agonig-antagonids are clas-
dfied into twotypes

Partial agonigs at p receptor,such as
buprenorphing have a high afinity but
low efficecyal thep receptor.

Agonid/partiadd agonig at k recep-
tor, such as nalorphineg, pentazodine, na-
Ibuphine, and butorphanol, acl as k ag-
onigsbul are competitive p antagonids
with a high afinity bul no efficacya the
u receptor.Methyinaltrexoneand avimo-
panhavepoor ord ebsorptionandare un-
der invedigation for use as oral agentslo
reverse the decreased GI motility of opi-
oid agonids

Thes egonig -antagonig sare potent
analgedcswith celling effectandtherefore
potentially decreased abuse potential. It
mus be rememberedthat their antagonist
propertiesmay precipitatewithdrawal.

4.1.3 Opioid metabolism

Manyol thedde effectsl opioids as
well astheir effects may berelated to the
opioid metabolites 11 isgenerally assumed
thatmod of themetabolism oceursin Lthe
liver. Thebasdl rate of metaboligm is de-
termined by genetic maleup, gender, age,
aswell asenvironment including diet, dis-
ease date, and concurrent use of medica-
tions Thereis no clear evidence of renal
metaboligm, though the kidney isan im-
poriant ste of excretion. Mod opicidsare
metabolized by gucuronidation or by the
P450 (CYP) sydem. In humans 57 cylo-
chrome P-450 genes have been identi-
tied (148).

CYP3A4 is the mod abundan! en-
zyme in the body al 25% (149). Lev-
els ol CYP3A4 may vary as much as 30-
fold between individuds (149), lead-
ing to large variability in blood levels

CYP1A2, CYP2C8 and CYP2C9 make up
about 10% of the enzymes CYP2D6 and
CYP2E1 each around 5%, and CYF2C19
around1%. CYP2D6 is entirely absent in
some populations for exarmple, 6-10% of
Caucasans are 2D6 deficient (150) while
other personshave high levels of thisen-
zyme, leading to repid metabolism ol
the medicines Becaus of genetic poly-
morphign and variant dleles ol thecy-
tochrome P-450 genes patients may be
gither rapid or dow metabolizersof opi-
oids The posbility exids that genotyp-
ing will allow identification of these pa-
tients with theability Lo titratetheir doses
appropriately,

4.2 Pharmacology of Specific Cpioids

421 Morphine

Morphineisa greng Schedulell an-
algedc, indicaled for svere acute pain, or
moderatelo severe chronic pain. The pri-
mary dte of action isthe CNS The ord
form is avalzble in immediale-rel eas
and extended-release dosege forms The
parenteral forms of morphine contan
aillitesthat may cause anaphylacticor lile
threatening, allergic-type reactionsin in-
dividuals with sulfaalergies

Morphineisa phenanthrenederiva-
tive and is the prototype | receptor opi-
oid agonig. The aborptionof morphine
alleroral adminidration varies from 20%
10 3. Morphineisarelatively long-lad-
ing opioid with analgedc efiectslaging 4-
5hours ltselimination hali-lifeis2 hours
which is actually less than shorter acting
opioidsauch asfentanyl. Morphineisrel-
aively water luble. This discrepancy is
explained by the low lipid solubility of
morphine and itsdower elimination from
the brain compartment in refation lo the
plasna concentration,which also may be
asociated with its exidence in an ioniz-
ahle datein the relatively acid brain com-
partmenl. The relatively long analgesic ac-
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tivity of morphinemay be asodiated with
the presence ol the active morphine me-
tabolites which havehalt-livesof elimina-
tion longer than morphine iteell. Aswith
other drong opioid anagescs there is
no ceiling 1o theanalgesc effecl. Howev-
er, agnificant ddeettects particularly s
dation and confugon, may interfere with
achieving optima anagesa (151).

Approximately 50% to 8% ol the
dose adminidered is typically recovered
as glucuronide metabolites mogly mor-
phine-3-glucuronide (M3G) and mor-
phine-6-glucuronide (MBG), whereasap-
proximately 2% to 8% of the dos typi-
cally isfound in urine as unmetabolized
morphine. Morphine is alo metabolized
1o codeine, normorphine-3, 6-digiucuro-
nide, and morphine-3-ailfate. The liver
isthe major sile of metabolism of mor-
phine, even though extrahepatic guc-
uronidation has been reported. Mor-
phine gucuronides are eliminated from
the body by urinary cretion. During
long-term morphine adminigration, cir-
culating concentrationsof M3Gand MBG
markedly excead thogseol morphine itssif
because hepatic metabolism convertsap-
proximately 70% of morphineinio M3G
(60%) and MEG (10%). MBG and nor-
morphine are both opioid agonids MBG
s34 times more potent than morphine
when injected aibcutaneoudy, and 45
times more polen! alter intracerebroven-
tricular injections in mice (182). M3G
has a low affinity for the opioid recep-
tor, and may be responsble for the dde
effects of hyperagesa, and myoclonus
(153-156). Hepatic(156) and rend (157)
disease may sgificantly prolong the ef-
fect of morphine, Accumulation of mor-
phine metaboliles (especialy MBG) be-
comes dgnificanl as creatinine clearance
declinesbelow 50 mi/min (158). A deady
date forlong acting preparationsis usu-
ally reached in 1-2 days In adulls long-
term oral adminigration of morphine
producesvariable plagna ratios of M3G
and MBG, with reported mean ratios be-
tween 10:1 and &1

422 Codeine

Codeine, lird isolaled in 1832, isthe
prototypeof the weak opioid anagesdcs
with wealk alfinily to p opioid receptor.
Codeinein its pure form isa Shedulell
aubgdance,but in combination with other
analgedcs il is Shedulelll. Its analgedc
polencyis approximately 50% of themor-
phinewith ahal-lileof 25 to 3hours

Codeine is a pro-drug, and has no
effect until melabolized by CYP2D6 1o
morphine (159, 160). Genetic deficiencies
and multiple drugs interactions can lead
lo itsinetiectiveness(151).

Codeineisalss melabolized by guc-
uronidation to codeine-6-gucuronide
(CBG). Minor metabelic pathwaysresull
in other metabolites including nor-co-
deine and merphine (161). C8G hasbeen
shown to beantinociceptivein rats (162).
Doses of codeinegreater than 65 mg are
not well loleraled. Codeine has a hall-life
of 3 hours and >80% of thedosis ex-
creledin 24 hours

423 Dihydrocodeine
Dihydrocodeineissmilar to codeine

and alo hasa pharmacokinetic pattern

smilar to It. In thecommercia form it

is avalable as §nalgos-DC (163). Mog
of dihydrocodeire is conjugated to inac-
tive dihydrocodeine-6gucuronide. Less
than 10% of dihydrocodeim is metabo-
lized to nordihydrocodsine and to dihy-
dromorphine (DHM). DHM has dron-
ger altinity to popiate receptorthan mor-
phineiteell, and it is e conjugated fur-
ther to the next active metabolite, DHM-
6-glucuronid e and inactive DHM -3-gluc-
uronide (164). Dihydrocodeinehasa half-
lite of about4hours

4.24 Hydrocodone

Hydrccodoneisa mild opioid ago-
nig andisindicaled for moderateto mod-
erately svere pain aswell asgymptomatic
relief of nonproductivecough. Hydroco-
doneis themod commonly used opioid.
Hydrocodonein its pure form isa Sched-
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ulell substance; however it is only avail-
able for pain conlrol as an ora, combi-
nation product with non-opioid analge-
dcs auch as ibuprofen and acetamino-
phen. As a combination product,hydro-
codoneisa Schedulel 1] subdancebecause
theamount of hydrocodoneis limited to
a maximum 15 mg per dosge unit. The
maximum recommended daily dos of
hydrocodoneis 37.5 mg when combined
with ibuprofen ar 80 mg when combined
wilh acetaminophen {165).

Hydrocodore bioavailability after
oral adminigration is high and its diec-
fiveness is gmilar to that of morphine
with oral adminigtration. The half-life of
hydrocodoneis 25 to 4 hours Hydroco-
done undergoesextensve hepatic conju-
gation and oxidative degradation to a va-
riety ol metabolitesexcreted mainly in the
urine. Two mejor metabolitesof hydroco-
doneexcreted in theurine are dihydroco-
done and nordihydrocodong both con-
jugated to approximately 65%. Hydroco-
doneis also metabolized to dihydromor-
phone (DHM). DHM isproduced only in
minor amountsand isconjugated further
10 B5%. Only aboul 25% of thedo=isex-
creledin 72 hours Someof thehydroco-
donemetabolilesinduding DHM, hydro-
morphone, and dihydrocodoneare phar-
macologically activeon theopioid recep-
tors They may contributein various de-
greesto analgesic activity of hydrocodone
or produceunexpected Sde effectswhen
their excretionisimpaired, and may show
up on urine drug reens leadingto fale
accusttionsol sbuge.On theother hand,
palients whe are CYP2D6 deficient, or
patients who are on CYP2D6 inhibilors
may not producethes analgesic metabo-
lites and may haveless than expectedan-
ageda
425 Oxycodone

Oxycodoneisconddered as a mod-
erale to grong opiaid agonid and is a
Schedule 11 subgance whether alone or
in combination with agpirin or acel-
aminophen. It isusd oraly for moder-
atelo moderalely svere pain and posiop-
erdlive, pod exertiona, and pod partum
pain (165). In recenl years, extended-re-
lease preparations have been extendvely
used for moderate-o-sevae chronic ma-
lighant and nonmalignant pain. The ad-
vere etlectof oxycodoneare milder than
thoseol morphine, but theaddiction po-
tenlial ol oxycodonemay be the same or
higher than morphine.

Bioavailability of oxycodoneis high

Pain Physician Vol. 9, No. 1, 2006

in oral dosage, with a hall-life of 2510
3 hours It undergoes extengve hepal-
ic conjugation and oxidative degradation

1o avariety of metabolitesexcreted main-

ly in urine. Oxycodoneis metabolized by
glucuronidation to noroxycodone{which

hasless than 1% of theanalgeda polen-
cy of oxycodone),andby 206 to oxymor-

phone Oxycodonehas ativity at multi-

ple receptors but oxymorphone has high

alfinity for the p receptorwith negigble

inleraction with k and 8 receplors(167).

Oxymorphoneisabout 10timesmore po-

tentthan morphine. Oxymorphoneisnot

alfectedby CY2D6 or CY3A4. Oxycodone
isconjugaled extengvelyin theliver, rang-

ing from 15% to 80% of thetotal dose.
However,a minority of thedosageunder-

goesvia hepatic pathwaysinto noroxyco-
done,oxymorphone, oxycodolsand their
respective oxides Less than 10% of un-
changed oxycodone is excreted in the
urine. Sgnificant individua variation in

oxycodonemetabolism may account for
ahnormal reponses (168).

4,26 Hydromorphone

Hydromorphone is a Schedule 1
=mi-gmthetic opioid agonid and a hy-
drogenated ketone ol morphine (169,
170). It has been widely used for acute
pan, chronic cancer pain, and 1o a les
er extent in chronic non-malignant pain.
Hydromorphoneisdructurally very sm-
ila- to morphine (171). Like morphine,
il acts primarily on p opioid receptors
and to aleser degreeon della receptors
(172).

Hydromorphonésdgnificantlymore
potentthan morphineg, with edimales ol
a relative potencyof 7:1 up to 11:1 com-
pared to morphine. |t ishighly water solu-
blewhich allowslor very concentraied or-
mulations In patientswith renal failure it
may be preferred over morphine due o
morphine'srisk of toxic metabolite accu-
mulation.

Hydromorphoneis available in var-
jous formats powder, molution, interme-
diale release tablel and modified-release
tablet. Hydromorphoneisextendvely me-
tabolized in theliver with epproximately
62% of theora dose beingeiminaled by
theliver on thelird pas partly account-
ing for ora bioavailability in the range of
1:2 to 1:8 (173). For oraly adminigered
immediate releass preparations the on-
=i of actionisepproximately 30 minules
with aduration of actionof 4 hours{173).
Hydromorphone can al© be adminis
tered parenterally by intravenous intra-

muscular, and aibcutaneousroutes

Hydromorphoneis metabolized pri-
marily to hydromorphone3-gducuronide
(H3G), which, smilar to the corregpond-
ing M3G, is not only devoid of anagedc
activity but in animal models also evokes
arange ol dose-dependert exciled behav-
jors, including alodynia, myoclonusand
swizures

427 Methadone

Methadae is a synthetic p opioid
receptor agonig Schedulel| drug (157).
Methadone,in addition to its opioid re-
ceplor activily, is an antagonid ol N-
melhyl-D-aspartale (NMDA) receptors
Methadoneis a racemic mixture ol two
enantiomers Rrmethadone accountsfor
mod of its opioid etfect while L-meth-
adoneisthe NMDA antagonid. The in-
herent NMDA anlagonidic effectsmake
it polentialy useful in severe neuropath-
ic and “opioid-resgant” pain gates TheL
imomer am inhibitsreuptake of =rotonin
and norepinephring,which should be rec-
ognized when udng slective serotonin
reuptakeinhibitors (S g).

Methadore is metabolized by 3A4
primarily, and 206 =econdarily (173, 174,
175). CYPIR&? is posibly involved, and a
newly proposd enzyme CYP2E6 may be
emerging asan important enzyme inter-
mediary metabolic trandormation. The
potentia differences in enzymatic meta-
bolic converson of methadonemay ex-
plain theincongdency of observed half-
lite.

Melhadonehassevera advantagesin
thetreatment of chronicpain. It hasexcel-
lent oral bioavallability (up to 100% ab-
=mrbed),thoughil is highly variable (from
40% to 100F%). 11 can be crushed or dis
mived 1o deliver downanasogagric (NG)
tube.It canbeused in patientswith atrue
morphine alergy. Methadoneis metabo-
lized in theliver and intedines and isex-
creled almod exclusvely in feces an ad-
vantage in patientswith renal inaufficien-
cy or failure. It may do causeless condi-
pationthan morphine, and it is very inex-
pendve (176).

Theplasmalevelsdedine following a
biexponential model - 2to 3 hoursof ini-
tial phasefollowed by a 1510 E0hours ol
terminal phawe. This may partly explan
itsdifferencein analgedc action andaccu-
mulation of thedrug with repeated dos
ing. Mod would agree that the analge-
dc capadily of methadoneis sgniticant-
ly shorter than itsknown half-lite. Eight
hoursol analgedcrelief may be overshad-
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owedby theup to120-hour hali-lifeof the
drug. Methadonehasthe potential to ini-
tiate Torsade de Foints a potentially fatal
arrhythmia caused by alengtheningof the
QT interval.

Plasma levels of methadoneare in-
creased by concomitantadminidration of
cimetidine, erythromycin, ketoconazole,
and fluvoxamine. Conversgly, plagma lev-
elsare decreasedby concomitantadminis:
tration ol barbilurates phenytoin, carbe
mazepine, isoniazid, rifampin, ritonavir,
nevirapine, and posbly e avirenz.

Methadonemay be uniguein its lack
of profoundeupharia, and patient sif-di-
rected redodng and long half-life may re-
ault in accumnulation, with ultimate ad-
vere oulcomesincluding regpiralory de-
presdon and death. Even when prescribed
in low doses and used gppropriately by
individuals experienced with opioids the
long hal-life ol methadonemay be un-
deredimated while dodng is titrated to
analgedic effect. Furthermore, the lig of
drug interactions with methadone is ex-
Llengve, and further dteration in metabo-
lism may occur innocentlyand unexpect-
edly, without the prescribing physcian's
awareness

428 Fentanyl

Fentanylis agrong opioid agonid, a
Shedule|] subgance, available in paren-
leral, tranaderma, and transbucca prepa-
ratlons (157). Fentanyl is the olded sm-
thetic piperidine opioid agonig, interact-
ing primarily with p receptors It is ap-
proximately 80 times more potent than
morphine and is highly lipophilic and
bindsdrongly to plaamaproteins

Fentanyl undergoesextensvemetab-
oligm in the liver. When adminidered asa
lozengelor oral transmucosal absorption,
a portion is swallowed and is subject to
fird-pass metaboligmin theliver andpos
dbly thegnal inlegtine. It is metabolized
to hydroxylentany! and nortentanyl.

Fentanyl is metabolized by 3A4, but
to inactive and nontoxicmetabolites The
transdermal formulation hasalagtime of
6-12 hoursto onztol action after gppli-
cation, and typically reachesdeady dale
in 3-6 days When a palchisremoved, a
aubcutaneougeservoir remaing anddrug
clearance may take up to 24 hours

4.29 Meperidine

Meperidine isaSchedulell, relalively
weal opioid p agonig with only epproi-
mately 10% of the effectivenessof mor-
phine with sgnificant anticholinergic and

local anedhelic properies and with an
oral-to-parental ratio of 4:1. The hall-life
of meperidine isapproximately 3hours It
is metabolizedin the liver to normeperi-
dine, which hasahal-life of 15-30 hours
aswell as ggniticant neurotoxic proper-
ties Meperidine mug not be gven 1o pa-
tients being treated with monoamine ox-
jdase inhibitors (MAQI); combination
with MAOIsmay producesevere rempira-
tory depression, hyperpyrexia, CNS exci-
tation, delirium, and ssizures

Meperidine is metabolized by duc-
uronidation to normeperiding which
causes CNS dimulation and ssizures esr
pecially with high doses or rend inauffi-
ciency. Normeperidine hasaterminal half
life of 812 hours=o dgniticant amounts
can accumulatein only 2 days Adverszel-
fectsol normeperidine are not reversble
by nadoxone.

4.2.10 Pentazocine

Pentazodineisa smisynthetic deriv-
ative of thebenzomorphans a S&hedule
IV subgtance. It interactswith p receptors
and k receplors |t is conddered a mixed
opioid agonig-antagonid. It is manuiac-
tured as a racemic mixture (L:R 50.50),
but onlytheL-isomer possesesanalgedc
activity. It iswell absorbed alter oral ad-
minigration. Thehal-lile of pentazocine
isabout 4 hours It is metabolized almod
exclugvely in the liver to inactiveglucuro-
nidesand oxidationof theterminal meth-
yl groups

4211 Propoxyphene

Propoxypheneisa mild, opiocid ag-
onig used in mild to moderate pain and
isa ShedulelV subsance. Propoxyphene
has CNS efiects auch as dizziness s=da
tion, weakness and falls mild visual dis
turbances agtation, paradoxical excite-
ment, and ingomnia The=x elfects be-
come more common and can reault in
drugrelaled deaths when propoxyphene
isused in combination with other drugs
thal can cause drowsness (166,177). The
GAQ, ater two dudies conductedin 1691
and 1995, recommended thal propoxy-
phene not be usedin elderly patients be-
cause of theexigenceol other analgedc
medications thal are more effective and
stter (177, 178). Propoxypheneisa syn-
thetic analgedc thal is dructurally rela-
ed to methadoneand has an opioid dos
equipotency smilar to codeine. The anal-
gesic activity isconlinedto itsd-gereois-
mer (dextropropoxyprene) with a hall-
lite of 610 12 hours with durationof el-

fectiveanageda of 3to 5hours It isme-
tabolizedin theliver to norpropoxyphae,
which hasalong hdf-lifeof 30to 60 hours
and is conddered to havecardiac toxicily,
Further,propoxypheneitself can produce
sizures (naoxone-reverible) after over-
do=.In additionto beinga p receptorago-
nig, propoxyphendsa weak and noncom-
petitive N-methyl-D-aspartate (NMDA)

receplorantagonid.

4.212 Tramadol

Tramadol isa synthetic opioid thal
inhibits norepinephrine and serotonin
reuptake and produces some central opi-
oid receptoractivity {179). The M1 deriv-
ative (O-demethyltramadol) produced by
CYPZ2D6, hasa higher affinity forthep re-
ceptorthan the parent compound. Tram-
adol isa racemic mixture of twoenantio-
mers — one form isa sdective p agonid
and inhibits srotonin reuptake, while
the other mainly inhibits norepinephrine.
Maximum doseis400 mg/day. Toxic doses
cause CNS excitationand =eizures

Tramado! is 2 non-sheduled drug
acocording o tederal gandards Sate reg-
ulations may vary. Tramadol is ebsorbed
rapidly and extengvely after ord doses
and isequa 1o the analgesc polency of
codeine.

4.3 Adverse Effects
The mgority ol theadverse effects
of opioidsreflect the effectsol opioidsat
multiple organ systems (180).
+  Cenlrd navous syglan
= A snee of enotiond wel beng

and euphoria

. Drowsiness, seddion, ar
hdludndion s

. Fotentid {or diminished

psychomotor  performance
. Dysphorig agildion, and sazures
+  Bespirdorysydem

- Regpirdory depresson  is the
mgor advese dled ad may
result from toxialy.

»  Diminuion of pan or pan
rdid by other moeddilies may
exapgbae respirdory depresson
(181).

+ Oala sygtan

«  Miogsslimulgion ocoursihrough

the paasympahdic ganglion.

+  Cagrointeglind sygem
Caonglipdion, nausea ad
vormiting

. Ddayed garic emptying

+  Gmilourinay
. Urinary relenfion
*  Sexud dydundion
+ Cadovesula
. Redudion in sygemic vasalla
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resid ae
. Deoesad blood presure bul
polentisily  incessd  Grdia
outpul
. Bradyerdia due lo  vagd
dimulaion
+ Musoiloskged sysan
. Musde rigidity end mmyodonus
(182)
+  lmmune systam
. Itching iscommon due to a diredt
hisanine reesse (espeddly by
morphing
' Nol an digrgic resttion (183, 184)
+  Pregnanoy
' Al opicids aossthe placenia
Neonad depresson can oowr if
opioids aeused during lebor
No ledegmic dieds hase bemn
obsarved
+ Toaae
. Degesad durdion aof andgesia
and then dereseed dediveness.
+ Fhydcd dpadence
«  Withdraxd  symptoms  indude
runny now, shivering, “goosd|esh,”
diarrhes, and mydrisds

4.4 DrugInteractions

A drug interaction occurs when the
amount or theactionof adrugare altered
by the adminigration of another drug
or mulliple drugs (185). Multiple hepat-
ic drug interactions may influence opi-
oid drug levels (118, 188), as illugrated
in Table$.

+ Thee hae ben isolded reports of
interadions bewesn opioid ad H2
blodkers (dmetidine and  raniliding
cugng breghing difficulties, conluson,
and musdetwildhing.

+ A pdiel tking Tamoxilen (a CY206
aubdrae) was noled 1o ge poor rdid
with oxyoodone (which is melabolized
by CY2D6) but excdlent relig with
marphine (168).

Methadone has multiple drug in-
teractions Phenyloin, carbamazepine, ri-
farmpin, erythromycin, barbiturales and
severd anti-retrovirals induce methadone
metabolign, reaulling in decreased blood
levels and the potentia for withdrawal.
The azole antifungals the SH s and tri-
cyclic antidepressantsmay increase meth-
adonelevels (189). Methadonemay als
increase TCA levels Overmedication oc-
curring within afewdaysisusually dueto
P450 (CYP) inhibition, while withdrawal
reactionstaking a week or more are usi-
aly dueto CYP induction (190). Metha-
doneaw has the potentia to cause car-
diac arrhythmias, specifically prolonged
QTc interval and/or torsade de pointes
under certain circumdances Combining
methadonewith a CYP3A4 inhibitor sauch
as ciprofloxin (191}, and even grapetruit,
can increase that risk (192). 11 is recom-
mended that a switch to methadenefrom
another opioid be accompaniedby alarge
(50% to 90%) decreasein the calculated
equipotent dose (193).

4.5 Drug Conversions

While there have been multiple opi-
oid converson charts developed, none
are reliable and none take into congder-
ation thevad individua differencesin &f-
fecl and metabolism between patientsand
within medications Brand nameand ge-

Table9. Druginteadions of qodds

Trigdic anlidegpressants

Inhibit merphine gluronidation leding 1o | blood levds
- Nertripiine inhibils non-compelitive y
- Amitripiine and domipramine inhibit compditivey

Mé hadone and marphine

Umetzholism of desipramine, leading to toxidty

CY2D6 inhibitors

Quinine Uwnverson o coddne to morphing leding to U andgeda
Meodo pramide Exrlie pedc plasma leves wilh controlled-reen sad opioids
Mepeidin e MAOQ inhibitars trigge” hypapyrexia
[ crbamareping,  doxepin, metoprolol, propranolol leves
Prop oxyphene U exardion of benzodiazspin €5 leakng lo eoumuldion  end
ovedose
Erythrom ydn M opioid dleds
Fifampin U opioid eets
Mtraneddl levels

Uandgesa from hydrooodong'oode ine

CY2D6 subdrdes

M tramadol levels becuse of competifion for meabolism
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neric medications may have sgniticant
differencesin bioavailability, and metabo-
ligm ol medicationsmay be influencedby
genetic polymorphism and drug interac-
tions It is therdoreimportant to recog-
nize that "equipotent” doses of medica-
tions may have very different degress of
analgeda and sde effects In genera, to
switch between medications the clinician
mug calculatea rough equivalent 24 hour
dos, divide by thedosng schedule, and
then"under-dose]’ with subsequent titra-
tion to effect.

Mosg authors agree that oral mor-
phine intravenous (IV) morphine: in-
trathecal morphine equivalency is 30:10:
1. Hydromorphoneis approximately five
times more potent than morphine. Ten
myg to 20 mg of IV morphine is roughly
equivaent to 25 meg of transdermal fen-
tanyl. Oral oxycodoneisaboul two-thirds
as potent as morphine. Although meth-
adone has been dezribed as equipotent
lo morphing, it is now clearer that dos
ing methadone on a milligrcam-tor-mi |-
ligram bads will lead 1o life-threatering
overdos. For doses ol morphine under
100 mg, a ralio of 31 may be eppropri-
ate,while for higher dosesof morphinea
ratio of 20 mg of morphine for each mg
of methadone may be appropriate(194).
It cannot betoodrongly emphaszed that
the dosgng of methadone can be polen-
tidly lethal and mud be donewith knowi-
edgeand caution.

4.6 Cpioid Therapy and Side Effects

4.6.1 Long-term opioidtherapy

While advocacytor appropriate opi-
oid usege in chronic pain continues it is
well known that prolonged use of opi-
oids may result in adverse consequenc-
&5 including tolerance, hyperalgesia, hor-
monal effects and immunosuppresson
{195). However, theclinical relevance of
these problems is only known for opioid
tolerance. 11 is pogulated thal prolonged
use ol high dosesol opioidsis likely to
bemore toxic than short-term use of low
doses and hormonal effectsare mod like-
ly to occur in patientswith chronic pain
who receive high doss opioid therapy
(89). The esential aim of amultitude of
avalable guidelinesis lo protect patients
from the adverss elfecisol opioid thera
py in addition to providing access Para-
doxically, opioid treatrment may be offered
in an attemptio reducepain and improve
function, and thereby reduce the burden

| 3-17



Morgan Dreyer - 1-40-OpioidGuidelines.pdf

P 7]

Trescot ¢ al » Cpioid Guiddlines

17

of care, bul the treatment may actualy
increase the burden of care, becaus the
management of opioid therapyin patients
with complex problems is time conaum-
ing and difficult (89).

The adversseffectsof long-lerm opi-
oid therapy for the treatment of chronic
pain may be avoided or reduced by multi-
plemeans Thessincludelimiting theopi-
oid dose,changing thedrug formulation,
opioid rotation, and underdanding thal
dewpiteall thechangesand draleges es
calation of theopioid dosamay fail (63).

4.62 Opioidinduced immunologic

Effects

Opioidsareknown to elfectimmune
function in many ways that are measir-
able (196212). Il is accepled thal acute
adminigration ol opicid agonidsisim-
munosuppressve (197-199).  The animal
gudies have shown that the prototypi-
ca opioid morphine sUppreses natural
Killer cell activity (NKCA), inflammato-
ry cytoking production, and mitogen-in-
duced lymphocyteproliferation (196, 200,
201). The human dudiesprovided smiler
results with morphine and fentanyl (205,
206). Pepeatedand chronic opioid inges:
tion in the abenceof pain eppearsto re-
ault in ggnificant consequencesincluding
high infectious dissase prevalence (196,
207). However,in the pressnce of acule
pain, thereisevidence that opioid admin-
igralion in anadgesc dosesis protective,
snce pain, in andof it==lf, hasbeen shown
to beimmunoauppresive (196, 199, 208,
209). However, much less is known re-
garding theimmune and dissase implica-
lionsrelated to chronicopicid treatments
{or chronic pain gates Despite exhibiting
norma circulaling levelsofl immunoglob-
ulins throughoul,pan patientsexhibited
reduced in vitro productionof immuno-
globuling both before therapy initiation
and throughout (210).

4,63 Opioidinduced Hormonal
Changes
Opioidsiniluencethehypolhalamio

piluitery-adrena axis and hypothaamic-

pituitary-gonadal axis along with others

(213-226). Marphine has been reported

10 cause a drong, progressve decline in

the plasma cortisol levels in laboralory

animals and humans (213-215). The ma-
jor effectsof opicids include an increass
in prolactin and a decreaszin luteinizing
hormone, follice-gimulating hormone,
tedoderone, and egrogen by modula
tion of hormonal release involving hypo-

thalamic-pituitary-gonadal access (216,
203, 224). While there are no dudies Lo
address multiple hormonal issues related
to chronic pain and opioid therapy, les-
logteronedepletion hasheen demondrat-
ed in patientson methadonemainienance
therapy (217-219, 223-225). The elfect of
ledosterone depletion may resull in hy-
pogonadian, decreasd libido, aggresson,
and drive; amenorrheaor irregular men-
5 and galacturia (220, 221). In fact,din-
ically relevant tedoderonedepletion has
been reported to developin the majority
of men receiving intrathecal opioid ther-
apy for chronicpain, and they benefited
from iegoderone-redacement therapy
(921, 222), with an increasein anagesaas
well asa decreasein tesod eronedeticien-
cy sympioms

46.4 Opicidinduced Hyperalgeda

Hyperalgeda or abnorma pain sen-
stivity manilests as increased pain from
noxious gimuli and as pain from previ-
oudy non-noxioussimuli. Long-termuse
of opioidsmay be associated with thede-
velopment of hyperalgesia (227-230). Ex-
perimentd and dlinical gudies dexribe
that cellular mechaniams of neuropath-
ic pain may be smilar to opioid-induce
hyperalgeda (220-232). Inan experimen-
1a  =tling, NMDA-receptor-mediated
changes thal cause abnormal pain n-
stivity have been shown 1o occur in an-
imals in thespinal cord dorsel horn cells
of animals after repeatedexposure to opi-
oids (233). Smilarly, these changes have
been observed in the sina cord in an-
ima models of neuropathic pain. Con-
squently, interactions between neural
mechanisms of opioidtolerance andneu-
ropathic pain involving inal and aipra-
spinal neurd circuitsmay haveimportant
clinica implications (227, 234).

Fepealed adminidration of opioids
not only reaultsin thedevelopment of tol-
erance bul dso hyperalgesa In fact,opi-
oid-induced abnormal pain senstivity
has been observed in patients treated for
both pain and addiction (23, 235-239). Il
als hasbesnpogulatedthal theremay be
correlation between tolerance which is a
desenstization process and hyperalgesa
which isa pro-nociceptiveprocess or £i-
stization. In prolonged opioid therapy,
desensitization and sndlization togeth-
er may contributeto toleranceor an affer-
ent decreasin anageda, regardlessof the
progresion of thepain (238). Ballantyne
and Mao (89) gatedthattheneediordos

escalalion during opioid therapy —that is
the development ol “aflerent” opioid tol-
erance —may reaull from pharmacologic
opioid tolerance, opioid-induced abnor-
ma pan sndtivity, or disease progres
gon. The polential use of NMDA antago-
nigsin thetreatment of neuropathigpain,
opioid tolerance, and opioid-induced hy-
peralgesia isthe subject of multipleinves
tigations
4,65 Pgychomotor Performance In

OpioidTherapy

The negative effects of opioidson
psychomotor performance in the opi-
oid-naive patient are well known (239-
242). In addition, some betieve thal once
opicids are addedto the management ol
pain, a patient'sability lo operate heavy
equipment isdiminished and they hould
not be alowed to drive an automobile
(243). However this view is contradicted
by otherswhobelieve that patientson da-
ble dossof opioid medicationsshould be
alowed to drivevehicles (244). The only
direct evidenceprovidedin asubsst of pa-
tientswith chronicpain on adeble opioid
analgesc regmen (240) shows that thes
palients are capable of siely operating
an automobile during daytime, in nor-
mal weather conditions On virtualy ev-
ery dependent measure tested, this gudy
dhowed no sgnificant difference among
patients with chronic pain without opi-
oids healthy palients or volunteers and
chronic pain patients on opioids How-
ever, in another gudy evaluating theef-
fecls of immedige-releass morphine
and cognitive functioningin patients re-
ceiving chronic opioid therapy (245), the
sudy suggeded that immediate releas
morphine, when taken on top of as
tained release opioid, produced transient
anterogradeand retrograde memory im-
pairments and a decrementin two-target
{racking, leading the authors to conclude
that thessimpairments may haveimpact.

46,6 Breakthrough PainManagement
Brealkt hrough pain and its manage-
ment isa controversal isaue. A prospec-
tive dudy(246) of brealkthroughpain and
its dlinical zpplications defined break-
through pain asalranstory flare of pain
beyond moderate intendty in the set-
ting ol chronic pain gabilized by opi-
oid therapy. Evalualion of opioid thera-
pyin 63 cancerpain patientsshowed thal
64% of them experienced breakdhrough
pain. However, except for the applica-
tion ol cancer pain patient data to non-

Pain Physidan Vol. 9, No. 1, 2006
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cancer pain patients there have nol been
sydematic evaluations Indications for
breakthrough pain may be abusedior ad-
ditional opioid thergpy in chronic non-
cancer pain.

5.0 TERMINCLOGY OF ABUSE AND
ApDICTICN

5.1 Introduction

The terminclogy related to abuse
and addiction of opioidsand other con-
trolled subgdancesisconddered confusng
and reflectsalack of undergandingof the
multiple isauesrelated io ebuseand addic-
tion. Savege et &l (247) described the i-
entific bads of addiction-related terms
They provided three fundamenta con-
ceplsrelaled to addiction in order forit to
rellect current dentific and clinical un-
derganding 1) criteria determination of
addiction res s with theuser even though
ome drugs produce pleasurable reward;
2) addiction isa multidimensonal dissas
with neurobiologica and psychomcial di-
mensgons and 3) addiction isa phenom-
enon diginct from physical dependence
and tolerance.

5.2 History

Hidoricaly terminology has not
clearly reflected the above-mentioned e
entid ements and despite ggnificant
growth in underdanding of the scientil-
ic bads of addiction,detinitions and di-
agnodic crileria persd thal arebased on
obmlete conceptudizatins of addiction.
The termshavebeendefined by theWorld
Health Organization (WHQ), the Diag-
nodic and Qatidical Manua of Menla
Disorders lourth edition (DSV-1V) and
United Satesfedera and datepolicies as
well as other organizations by means of
consengalsdatements

In 1952, in connection with its role
in theinternational control of drugs the
WHO used two terms “addiction” and
“habituation® Addiction was viewed pri-
marily asthedirect eflectol certain drugs
and =condly as due to the psycholog-
ic make-up ol thedrug taker. In con-
trag, habituation was viewed as ocour-
ring in response to other drugs which
never produce compulsve craving, yel
their pharmacologic action is found de-
srable by some individuals to the point
that they readily form a habit of admin-
igration (248). The diginction belween
thetwo terms lacked darity and conluged
mod profesionas In 1957, a commil-
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tee ol expertson theaddiction-produc
ing drugs convenedby the WHO intro-
duced the terms psychologcal depen-
denceand physca dependence(248). Ad-
diction was characterized by the presence
of bothphysical and psychological depen-
dence and was viewed as primarily drug
induced.|n 1964, WHO doppedusgngthe
termsaddictionand habituationaltogelh-
er and introduced theterm drug depen-
dencein their place, noting that depen-
dence is either psychological or physo-
logic or both,and isa common featureof
both conditions(249). In 1969, the WHO
re-conceptualizel the definition of drug
dependenceto include dgnificant behav-
joral criteria and to explicitly acknowl-
edge that drug dependenceisdueto both
hod and drug factors(250). In 195G, the
WHO expert committegon drug depen-
dence noted the polentia for confuson
between the terms physca dependence
and drug dependence and subdiluted
the term withdrawal smdrome for phys-
cal dependence(251). In 1998, the expert
commitleereplaced theterm drug depen-
dencewith dependencesndrome,but re-
affirmed its 1998 definition without revi-
dons (252). Consecuently, the 1988 term
“dependence gyndrome” and the 1953
term “withdrawd syndrome’ represent
thecurrent WHO nomenclature(252).
The Controlled Subgance Act de-
fined addiction asaterm meaning anyin-
dividual who habitually uses any narcot-
icdrug @ asto endanger Lhepublic mor-
als health, saiety,or wellare or whois
far addicted to theuse ol narcoticdrugsas
tohave lod thepower of slf-controlwith
reterenceto hisor her addiction (70).
DIV-IV defines aubgance abusz
and dependence. Subdance abuse is a
maladaptive pallen of aubdance ue
leading to sgnificant impairment or dis-
tressin the lag 12 months with one (or
more) eventssuch astailure to fullill ma-
jor role obligations, usng ingppropriate
subdances participaling in hazardousst-
uations, being involved in recurrent sub-
dancerelated legal problemsand/or con-
tinuing use in the face of adverse con-
squences In contrag, DAI-IV delines
subdance dependence as a maladaptive
pattern of subdanceuse leading to sgnif-
icant impairment or digressin thelad 12
monthg meeting thecrileria for subdance
abuse plusthres or more of thelollowing
sven criteria during the same 12 month
period: lolerance, withdrawal, inability to
control use, unguccess ul attempts to de-

creaw or dissontinue uss, a great ded of
time lod in obtaining the substance, us
ing the aubgance, or recoveringfrom its
elects importan! activities given up be-
cause ol use,continued use despite phys
ical or psychological problems caused by
us, and continued use of asubstance.

Consdering that there is significant
confusonamong al thedefinitions, sev-
eral organizations have d= defined and
clarified various lerms The=e definitions
are related 1o tolerance, physcal depen-
dence,and addiction.

Toleranceistheneedfor an increased
dossgeof adrugto producethe same lev-
el of andgedathat previoudy exided. Tol-
erance is ds auspected when a reduced
physologic ellect is obeerved with con-
ganl dodng Analgedc tolerance is nol
always evident during opioid treatment,
and isnol to be confused with addiction,
which occurs as a dydunctiona craving
ol adrugaction by physologicactionand
psychologicaly driven factors

Fhyscal dependenceisa date of ad-
aplation manifesed by a drug dass e
cific withdrawal syndrome thal can be
produced by drug cessation, rapid dose
reduction, decreasng blood level of the
drug, and/or adminigration of an an-
tagonid . Physcal dependenceisa normal
adaplationto thedrug, reinforced by con-
tinued use Phydca dependence is mogt
commonly asociated with withdrawal
symptomswhen thesubstance isabruptly
digcontinued.

Addction by contrad, is compul-
dve use of adrug despite phydcal harm,
and the terms tolerance and addiction
are nol interchangeeble. The terminol-
ogy may share Smilar characteridics as
many addictsdo becometolerant of their
cho=endrug, which can be expected with
regular use. Addiction isa dysunctional
use behavior that includes one or more
of the following impaired control over
drug use, compulsve use, continued use
despite harm and craving, however, 10l-
eranceis a physologc alteration of me-
laboliam.

|n achronicpain dale,apatient may
beexposdio acontrolled subdancefor a
prolonged period of time, developinglol-
erance and physcal dependence. Addic-
tion may occur, bul isan unlikely event.
Dependence does not foreshadow harm,
or intent & =i-dedructive behavior. It
is therefore, incumbent upon the pain
management physcian lo determine thal
these definitions and their physolog-
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ic undertones are well undergood, and
that theoverlzp of thessddinitions does
nol necessarily define a controlled aub-

dance rigk, or an inappropriate patient.
In otherwords loleranceand dependence
share many common physiologic charac-

teridics, and addiction may be aseociat-

ed with, but nol be defined by, either or

both. Physica dependence,addiction, and

lolerance are phydologic, socia, and psy-

chological condderationswith prolonged

subdancemanagement.

6.0 CunicA. EFFECTIVENESS

6.1 Introduction

Controversy over the prescription
ol opioids for chronic non-maignant
pain centinues despite the growing ac-
ceptance of thispracticeand claims that
pain is undertreated. The use of opioids
has been endorsd by multiple societies
and advocacy organizations as gppropri-
aletreatment for refractory chronicnon-
cancer pain in the general population as
well asin older patients when used judi-
cioudy and accordingto guidelines smi-
lar 1o thossused forcancer patients While
all agreethat opioidsare indicatedin can-
cer pain,quedionscontinuelo arisabout
opioid usagein non-cancer pain on along
term bads

6.2 Syslematic Feviews

Extendve review of theliteralure was
presnied by two sydematic reviews and
two narrative and analytic reviews

A sydemalic review by Chouet al
(20) evauated the comparative efficacy
and satety of long-acting oral opioids for
thetrealment of chronicnon-cancer pain.
This sydematicreview had abroad sope
and key quegtions including evaluation
of thepopulation, drugs outcomes and
sudy types The methodology included
an extendve ssarch of literature published
between 1980 and 2001, dudy sslection,
data abdraction, quality asessment, and
dala gyntheds Fesults gave an overview
of included trials answers 1o keyquegion
oulcomes and a summary of evidence
They identified 16randomized trials with
1,427 enrolled patients thal evaualed
long-acting opioidsin a chronic non-can-
cer pain populaion. They included con-
trolled dinica trials lo evauate efficacy,
and they @ incuded observational tri-
alsto evaluateadverse event rates In this
sysemalic review, the reaultsshowed Lhal
only two of the16 trials compared cne

long-acting opioid to another (253,254).
Seven trials (255-261) compared a long-
acting opioid to a short-acting opioid,
and seven trials (262-268) compared a
long-acting opioidtc anon-opioid or pla-
cebo. The trials ranged in dze from 12 pa-
tientsto 295 patients with an average en-
rollment of 79 patients Thetrials were fo-
cused on multiple pain problems five on
back pain; five on ogeoarthritis two on
neuropathic pain; one on phantomlimb
pain; and threeon heterogenouschronic
non-cancer pain. All of thetrids were of
relatively shorl duration, ranging from &
daysto 16 wesks In head-lo-head com-
pari;ons, the results showed poor evi-
dence that one or more long-acting opi-
oids were superior o other long-acting
opioids in reducing pain and improving
functiond outcomeswhen used lortreal-
ment of adults with chronic non-can-
cer pain. The evidence was poor in com-
paring long-acting opioidsto other types
of drugs or lo placeboin suggeding thal
one long-acting opioid was more effec-
tive than another. Evidence wasd poor
with regards to long-acting opioidsbeing
auperior to shorl-actingopioidsin reduc-
ing pain and improving functiona out-
comes when used for treatment in adults
with chronic non-cancer pain. Finally, the
evidence wasalso poor asto theeffective-
ness or fewer adverse effectsol onelong-
acting opioid veraus anotherin evaluated
aubpopulations or patients with chronic
non-cancer pain. The authors were con-
cerned over a lack of high-guality evi-
dence comparing long-acting opioids to
one another,and to short-acting opioids
in patients with chronic non-cancer pain.
They Il thal datawas inadequatelo de-
termine whether long-acting opioid prep-
arations, either compared to eachother or
to short-acting opioids have different & -
ficacy and sl ety profiles

The soond sydematicreview by Kal-
= e d (91) induded in their methodol-
ogy =clion the ssarch criteria, incluson
criteria and reporting, dala extraction,
and analyss They provided reaults of in-
cuded gudies quality and validity, de-
siption of thepatient population, oral
opiocid dosng, and open label follow-up
dudies They included 18 randomized,
double-blind, placebo-controled trias
which met indugon criteria In this sys-
tematic review, 11 dudies (254, 256, 262,
264-266, 268-272) compared ora opioids
with placebo, over periodsrangng from4
days o Bweeks with openfollow-ups of

up to 2years They included ssven gud-
ies (254, 256, 262, 264-266, 268) in there-
view, which werea=s included by Chou &t
al (90). Patientsin mog gudieshad previ-
oudy used opioids Sx of theg udiesdealt
with neuropathicpain, four with muscu-
logkeletal pain, and onewith mixed pain.
Of 1,085 randomized patients, 674 com-
pleted thegtudies Adverseeffectsand lack
ol efficacywerethe mod frequent reasons
for discontinuation during both opioid
and placebo treatments They conclud-
ed that opioidsalleviated nociceptive and
neuropathicpain, but trials reportedlarge
individual varigtions The mean pain re-
ligf with opicid was about 3%. Thelow-
ed maximum doss morphine 30 mg
and oxycodone20 mg daily were used in
musculoskeletal pain and were not etfec-
tive. Aboul 80 of patientsexperienced
at lead oneadverse event, with condipa-
tion (41%), nausea (32%), and somno-
lence (29%) being mod common. Only
44% ol the 388 patientson open label
treatments were dill on opioidsbetween
7 and 24 months after therapy. The con-
dudons were that theshort-term efficacy
of opicidswas good in both neuropath-
ic and musculoskeletal pain conditions
However, only a minority of palientsin
these gudies went on tolong-term man-
apement with opiocids

A naralive review by Bdlantyne
and Mao (89) alw reviewed clinical gud-
ies They concluded that a cautious ap-
proach mug be used in dose escalation
and further recommended discontinua
tion ol opioid if treatment goasare not
met. They alo recommended that it is
imperative phydcians make every effort
to controlindiscriminate prescribing even
when they are under pressure by patients
to increasetheopioid dose. They reviewed
16 randomized trials (254, 259, 262, 263,
266-268, 270, 271, 273-279). Of thess, 15
dhowed sgnificant analgesc efficacy for
periods of oneweek to sveral months
However, beneficial effectson function-
ing were obsrved less conddently (253,
254, 250, 260, 2682, 266, 267). Bdlanlyne
and Mao (89) induded seven dudies (254,
256, 259, 262, P63, 267, 268) trom Chou
d a (90). Theyd reviewed two gtudies
(27, 271) fromKalso et al (91).

Bloodworth (88) reviewed and ana-
lyzed multiple issues in opioid manage-
menl. She performed a review of pub-
lished trids and identilied 26 citations
thal evaluated the effectsof short- or
long-term opioidsin adults experiencing
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chronic, non-rmalignant pain (253, 254,
260, 262, 263, 266, 267, 270, 275, 277, 279
293). She included not only randomized
trials but also observational reports{266-
289). She included eight dudies from
Chouet & (90), fourdudiesirom Kam et
al (91), and nine dudies from Ballantyne
and Mao (89). Theaveragechangein pain
intensty from basline was27.8% for pa-
lients receiving opioids verais 6.8% for
patientsreceiving placebo. Over one-third
ol patientsreceiving a trial of opioidsre-
jected thetrial becausz of adverseellecls
Bloodworth also reporied that, based on
theresults long-term use of opioid ther-
apy Is not asociated with fine molor or
cognitive impairment in the majority of
patientswith chronicback pain.

The four reviews described ebove,
two sydematic and two narrative, evalu-
ated a tota of 32 controlled dudies (Ta-
ble10). All the reviewsprovided onlylim-
ited grength of evidence with regardsto
the dinica effectivenessof opioidson a
long-termbads

There was als one sysematic litera-
ture review of reansfor adminigration,
prescription paltenns effectiveness and
sde effectsol ora methadonefor chron-
ic non-cancerpain (20). The authorsof
thisdudy foundatotd of 21 papers one
ol which was a gnall randomized fri-
a (291), 13 were ca= reports and sv-
en were case wries involving 545 patients
under treatment for multiple non-can-
cer pain conditions Methadonewas &d-
minigered primarilly when previous opi-
oid treatment was ineff ectiveor produced
intolerable dde eflects SQarting dos
es ranged from 0.2 mg to B0 mg per day
and maximum doss ranged from 20 mg
to 930 mg per day. Meaningiul outcomes
in pain were reported in 55% of the pa-
tientsin theuncentrolled sudies The sn-
gle randomized tria (291) demondrated
a dalidicaly sgnilicant improvement in
neuropat hicpain with methadone{20 mg
per day) ascompaed 1o placebo.9de el-
fectswere conddered to beminor. How-
ever, the authorscaulioned that the figure
of 59% eflectivenesnf methadoneshould
beinterpreted very cautioudy, asit sems
overraled due to the poor qudlity of the
uncontrolled gudies and their lendency
Lo report posdtive resilts

6.3 Other Controlled Tras

9nce the publication of the above
reviews our search yielded 10 additiona
referencesasshown in Table 10 (282-301).

Pain Physician Vol 9, No. 1,2006

Of the 10 additional trials foundsince the
publication of the above sydematic re-
views five dudies evalualed tramadol,
two evaluated oxycodone, one evalualed
trangdermal buprenorphing, one com-
pared transgderma fentanyl to long-act-
ing morphing, and one gudy evaluated
extended-releaseoxymorphone. Of thess,
four gudiesincluded patientswith chron-
ic low back pain, iwo gudiesincluded pa-
tientswith chronic non-gecific pain and
four dudiesinduded patientswith odeo-
arthritis None of thegtudies laded more
than 12 weeks, and thereforehavelimited
applicability to chronicpain patients

6.4 Influence of Psychopathology on
Cpioid Effectiveness
Psychopathology in pain  patients

is very common, with major depresdon

and anxiely ssen in as high asB0% ol the
patients a factor that may have a nega-
tive affect on opioid analgeda in patients
with chronicpain (116, 312-315). Depres-
don, anxiety, and neuroticiam are disor-
dersof negativeaffect, which oftenco-oc-
cur in some combination in patients with
chronic pain (300). Conseguently, disor-
ders of negative affect have been shown

1o correlatewith increased pain intens-

ty and poorer function, regardless of the

lreatment moddity. 11 was shown thal
psychopathologypredictspoor opioid an-
glgeda in patients with chronic low back

pain (302).

6.5 Summary ol Evidence

As liged in Table 10, there were
43 dudies included in the evaluation.
As dexcribed in the sysematic reviews
the quality of the gudies was generally
low with regards to chronicpan. Con-
squently, depite multiple randomized
double-blind trias the evidencewascon-
sdered aslimited dueto lackol long-lerm
dudies either comparative or placebo
controlled.

In an editorial titled Fatent goiaids for
drenic musulcsidaal pain: flying Hind?,
Von Korffand Deyo (92) discussd varl-
ousisaues related to opicid prexriplions
They concludedthal the dudies werein-
adequate in evaualing effectivenessand
rigks of opioids in chronic non-cancer
pain, prescription opioid abuszisincreas
ing, caution mus be applied in utilizing
consensus recommendations as they are
not practical in the real world, and there
chould be no short cutsaround rigorous
effectiveness ressarch. Breivik (80) dis

cussed indications and controversies of
theuss of opioidsin treatingchronicnon-
cancerpain, Breivik reportedthatin some
well =lected patientswith long-lagting or
recurrent pain thal is svere enough to
markedly reducetheir quaity of life, and
for whomno other more effectiveand less
risey therapies are available, opioid anal-
gescsmay reducetheintensty of pan,in-
crease functioning, and improved quality
of life for prolonged periods

7.0 ADHERENGE MONITORING

7.1 Introduction

Important issues in opioid therapy
for the treatment ol chronicpain revolve
around the appropriate use ol prexrip-
tion opioids Consequently, adherence
monitoringiscrucia to avoidabussol the
drugsand al thesame time to encourage
appropriate use. Adherence monitoring
is achieved by sreening teds urine drug
teging, and periodic monitoring.

Confuson surrounding a specific
operationa definition of opioid misuse
among chronic pain patientshas compli-
caled the process ol elfectivelyasessing
and predicting its occurrence (236,316-
318).

7.2 Screening forOpioid Abuse

Even though several invedtigators
have described multiple screeningingru-
mentsin detecting opioid abus or mis-
use in chronic pain patients there is no
widely used screening indrument in cur-
rent practice (319-325). Chabal et a (B1)
developed a preription abuse “check-
lig" condging of fivecriteria aslided in
Table 11, Compton el a (319) identified
three items which were particularly use-
ful in identitying misuses ol opioids(Ta
ble11). Pask et al (320) evaluatedaques
tionnaire among a smal group ol cancer
and HIV patients evaluating medication
uz, presnt and pad drug use, patients
beliefs about addiction risk, and aber-
rant drug-laking attitudesand behaviors
Atluri and Sudarshan (324) developed a
screening 1ool to detectthe risk of inap-
propriale prescription opioid us in pa-
tients with chronic pain, with identifica-
tion ol g@x clinical criteria asshown in Ta-
ble 11. Manchikanti el a (322) evaualed
Atluri and Sudarchan's (324) asssment
lool with identification of threeparticu-
larly ussful tactors (Table 11, p 22). Ad-
amsel al (316) developeda pain medica
lion quegionnaire based on a 26-item in-
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Table10. Anayds d anirdled trials of gpads

Thoud al | Kalo € al HallanTyne Bloodworth
Authors (90) (an) and Mao(B9) (88) Drug(g Teded Condition Evaluated
Cddwel | € & (254) Yes ¥s ¥s ¥s Marphinevs plaosho Odeparthrilis
Caldwelle d (256) Yes Yo s No Oymdone-CRva Oxy Ostevartiritis
with acdtaminophen
Morphine-CRvs T
Haked d (264) Yes ¥s No No crbameeping Neuropahicpan
Hused d {265) Yes Yes No No Morphine Fhantormelimb pan
Moulin e d (266) Yes Yes Y s Morphine Chronicpan
Rolh & d {262) Yes Yes ¥s s Oxyoodone CR vs plabo Ogenerthritis
Allan e d (253) Yes No No s Fantanyl, morphine Chronicpan
Coddne-CHvs Codene : :
Hdeea d (255) Ves No No No vith arelerminophen Chroniclow badk pan
Godik © d (257) Yes No No No Dihydrecoddne-CR vsIR d%',‘;ﬁ?ggg;"g;‘n
Jamison e (258) Yes No s s Morphing oxyoodone Chroniclow bad pan
Dihydrooodd ne-CRvs -
Uoyd & & (260) Yes No No s Dropoaphane Osteoarthritis
SHzmen d d (261) Yes No No No Oxymdone-CRvs IR Badcpan
Arkingtdl @ d (263) Yes No s M Codéne CH vs placebo Chronicpan
Pdoso & d (267) Yes No ¥s s Coddne-CR Ogepathritis
Wason end Bebul (268) Yes Yes s No Oxyocdone Neuropahicpan
Moran (276) Yes s s No Morphine Rheumdoid athritis
Gmbd e d (269) No s No No Oxyoodone Diabetic neuropehy
Mde & d (270) No Yes s ¥es Morphine Chronic pan
) Opioids li- -
Rgae d (271) No Yes Vs No LEEET e
Wason é d (272) No s No No Oxyoodone Dizbelic neuropahy
; Oxyoodong
22‘?;;3;’1% e No No Y& No propoxypheng coddneg or Chronic pan
hydrooodone
Aowbotham & d (274) No No ¥es No Levorphano! Neuropahic pan
IKjaer sgeer d- Andersan Codéne+ paadanol vs -
A1 (275) No No Yes Yes pararetzol Osleoarthritis
Sheathe - Radand Cohen . p Nedk pan,
e No No ¥s ¥ MCodane vsllhupr:md fibr ot
Sthoffermen (278) No No ¥s No e it Lowbark pan
deCram d d (279) No No No s Tramadol Chronic pan
Messick (280) No No No Yes Fropoxyphenevs APAP Musouloskedd pan
Muller e 2 (281) No No No ¥s Codeine s PIERATO VS | oy ri back pain
Mullicen and Lary (262) No No No s S Chroricback pan
Pdangioet d (283) No No No Ye Hydrocodonevs coddne Musauloskddd pan
‘.EBZLT)W By Na No No ¥ Suprolenvs propoxypheie Odeoathritis
Wiidar-Srith e 4 (285) No No No ¥s e Ostesarthitis
Morleyd d (291) No No No No Mdhadone Neuropahicpan
Mdonnea d (292) No No No No Tramadol SR Oseoathrilis
Bebul & d (293) No No No No Tramadol SR Odeparthrilis
Ruoll & d {294) No No No No s Chroniclow beck pain
Schnitzer @ d (295) No No No No Tramedol Chroniclow badk pan
Transdermd CT
atl d d (2806) No No No No buprenorphine Chronicpan
Gerrvreitoni d d (297) No No No No Eeifnias Ciroricpdn
Peososd d (298) No No No No agannq;r& Chroniclow back pan
Makenson & d (298) No No No No Oxywdone-CR Odenerthritis
Almed (300) No No No No Fetay, morphine Chroniclow bak pan
Masumolo e d (301) No No No No Oxymorphone Chronic Osleoarthrilis
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drument. They concluded that the high-
er prevalence scoreswere asociated with
increased disability and patients were a
grealer rigk for opioid misuse.

While gmilarities exid in al thecrl-
leria decribed, theydiffer to a greal ex-
{ent. The criteria developed by Atluri
and Sudarshan (324) and evaluated by
Manchikanti e a (&2, 323) conddenl-
ly showed threecriteria to be diagnodic
ol opioid misuge or abuse, including: ex-
cessive opiatenesds, deceptionor lying to
obtain controlled aibgtances and doctor
shopping. In an daborate evaluation by
Atluri and SQudarghan (324), dx criteria
were identilied which included focuson
opioids opioid overuse, other sibstance
use, nonfunctionaldalus exaggeration of
pain, and unclear pain etiology. Howev-
er,al sreeningindruments do not agree.
Fortenoy (317) compiled a lig of aber-
rant drug-related behaviors which were
divided into two risk categories Among
the grongy predictive behaviors identi-
fied were forging prescriptions dealing or
borrowing drugs from others, frequently
loging presriptions and rediding chang-
es to paln treatment despite advers ef-
fects Less predictive behaviors were ag-
gressive complaining about the need for
more drugs drug hoarding, and unsanc-
tioned dose escalation or other forms of
noncompliance With a smilar lid, Sav-
age (318) =ugoedted that opioid addiction
micht be revealed through such behaviors
asunwillingness tolaper opioidsor iry a-
ternativepain treatments, decreasedievels

of functiondespite appropriate analgesa,
and frequent requedts for medication be-
forerenewal isdue.

Based on the multiple criteria uti-
lized and their vaidation, the following
may be used Lo indicate potentid abuse
or inappropriaieuse of opioidsin dinical
practice: 1) excessive opioid needs 2) de-
ceptionor lying to obtain controlled sib-
sances 9 doctor shopping, 4) nonfunc-
tiond gatus 5) exaggeration of pan; and
B6) prescription forgery.

7.3 Urine Drug Testing

Drug teding may be performed by
gither teding the urine, serum, or hair.
However, urine is conddered to be the
bes biologic ecimen for detectingthe
pressnce or absenceof certain drugs due
to mecificity, endtivity, ease ol adminis
tration, and cog. However,controverses
exid regarding the dlinical value of urine
drug testing, partly becaussthemosl cur-
rent methodsare dedgned for, or adapted
from, forensic or occupational deterrent-
based teding for illicit drug use and are
not necessily optimized for clinical ap-
plications in chronic pain management.
However, in chronic pain management,
when used with an appropriate level of
underganding urine drugteging can im-
provea physcian'sprolessona ability to
manage therapeutic prescription drugs
with controlled subgances and to diag-
nose aubgance abuse or appropriate in-
lake of drugs thereby leading to proper
treatment.

In principle, urine drug teds
can delect the parent drug and/or its
metabolite{g and, thereforedemondrate
recent use ol prexcription medications
and illegal subgances For mog dlinical
spplications initia teding is done with
cass-gecilic immunoasay drug pan-
s that typically do notidentify individ-
ual drugs within a class However, this
may be followedby amore specific tech-
nique such asa gaschromalography/mess
spectometry(GC/MS toidentify,or con-
firm the presence, or abence, of a e
cific drug andfor its metabolite(s. Nu-
merous differencesexid between various
tegtsand even among thelegting labora-
tories and manufacturers of variousrap-
id drug soreenlegt s including thenumber
of drugsteded, crossreactivity patterns
cut-off concentrations and druginterfer-
ences Conssquently, clinicians should re-
member that the cut-off concentrations
used for drugs in federally-regulated ted-
ing, particularly opicids, are too high 1o
beol valuein clinical practice. Federally-
regulated teding includesthefive drugsor
drug clases legedfor in federal employ-
ees and employessol federaly-requlated
indudries The five include marijuana,
cocaine,opiates PCP and amphetamines/
methamphetamines with pre-determined
cut-offlevelswith mandatory reconfirma-
tion of reaultsby GC/M S along with split
sample in chain of cudodyrecuirements
In contrad, non-regulated testing is used
for many purposes including monitoring
patientsclinically.

Table11. Summary desaiption o key aiteria inthe fiterature

Criteria by Allurl and
Sudarshan (324)

Crileria by Chabal & al(81)

Crileria by
Compiond al(319)

Criterla by
Manchikanti e al(322)

Criteria by
Savage(235)

Oveawhdming loas on opide isues

preriplion

Focused on opioids during pan dinic visls, peragel Ed:,?ed:;mm Excessiveopides neads f”“"““i?jf‘”
besond the tird dinic trestment_session | 0 P e o
The patern ol exly rdills (3 ormore} or e i A g Deception or lying H':ji VE bt
Opidid overuse emcadeling drug use in the chsnee ol en | ‘9 g {o obtdn controlled z"' eSS
anute change in the medicd condition R Or ireguec subgaice ﬂﬁ“m
Mulliple 1d ol islswi
et oo arly rells, | Fodted
Othe subdance use : i . adminidraion Dodor shopping Eaxly rdills
or problems assodded with 1he opide preference

Nen-fundiona |

Presaription problams, induding lod
madicdions, spilled medicaions, or
slolen medicetions

Exeggerdion of pan

Opides oblaned from multiple
providers, anergency rooms, or illegd

SO0

Biology of pan undes
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In clinical practice, uring drugted- Teplet2 Typica ddation fimes far urinedrug testing of comman dugs of abuse
ing is used for accurate record keeping,
to identify use of undislosed sibganc- a Deedlon Time Cutoff Level
es Lo uncover diversion or tralficking, e In Urine (ng/mL)
and t(_) determine eppropriate |nteﬂ§e of Morphine 1103 days (2 w9 00
prescribed subsances Thereare typically
{wo typesol urine drugteding. Thess ap- Mehaione 2104 das ( 2wks) 300
proachesused in proper combination can Hydrooodone 2104 days ( 2wks) 50
;ﬁu‘moos ﬁiﬂsire aou{racty.mdif'ﬂpﬂ?w Oxycodong 2104 das { 2whs) 100
iciency. The two main typesol urine —=
drug teding methodsare: Benandizzepin & Up to 30 das 300
1) Immunossy  drug {eding, dther Babiturdes (short-ating) 204 das 300
129’:0”’ baed of by repid UG [ pabiturdes (long-adting) Up 10 30 dag 300
in
2)  Lebordory-based pedlic  drug Marijuana (chronic use) Up o 30 das 50
identifi tion  with GOMS, high- | Gogine (ban  oocine melt T
paformence  liquid Gomeogrnhy ne (benmyieogonine -cocane me ite) o 3das 300
(HRLC), de Amphdamine or mdhamphdan ne 2to4das 1000

|mmunoagsays, which are based on
the principle of competitivebinding, use
antibodiesto detectthepressnceol apar-
ticular drugor metabolitein a urine sm-
ple. Immunoaszy drug testing is provid-
ed dther in the laboralory or by means
of repid drug teging al thepoint of -
vice. An immunoassy's bility to de-
tect drugswill vary accordingto thedrug
concentration in the urine and the as
sy's cul-off concentration. Any response
above the cut-off is deemed postive and
any response below the cut-off 15 nega-
tive. Further, immunoassays are subject
{0 crossreactivily. For example, teds for
cocaine are highly predictive of cocaine
use. By contrad, legsfor amphetaming’
methamphetamine are highly crossre-
aclive and are unreliable. They may de-
tect other sympathomimetic —amines
sich as ephedrine and psaudoephed-
rine and, therelore, are nol very predic-
tive for arrphelanine«’metmnpheiamine
use. Further, andard 1egsfor opialesare
very responsve for morphine and co-
deine, bul do nol diginguish which is
present. They al show alower senativity
for smigynthetic/smthetic opioids aich
as oxycodong, fentanyl, methedone, and
buprenorphine—a necativeresponse does
not exclude us of these opioids Specil-
ic immunoasay teds for smig/mnthetics
gynthetic opioidsmay be avallable.

In contrad Lo immunoassys or rap-
id drug teging, laboratory-based edific
drug identitication is more ophidicated
and expensive. Laboratory-based grecitic
drug identification is needed to edifi-
cally confirm thepressnceol agiven drug
and to identilydrugs not included in a
sreening ted. Table 12 illudrates cut-ofl
levels for various drugs detected by urine
analyss Idedly, in chronic pain man-

agement wltingsa panel for repid drug
greening should include not only opi-
ales but als oxycodoneand methadone.
In addition, the panel should include co-
caine, marjuana, amphetamines and
methamphetamines for illicit drugs and
benzodiazepinesand barbituratesior oth-
er controlled subgtances | acudompan-
disnot avalable, multiple tetsmay have
to beperformed as rapid drug wreening
Snce lalse-negatives and talss-postives
are posdble, when quedions &g, prior
to taking any actions a confirmatory teg
or no-threshold te mud be performedin
thelaboratary.

Note thal detection times can vary
consderably, depending upon acute ver-
a1s chronic use, the particular drug used
within a dasindividua characieridicsol
the patient, and the method used to ted
for asubgance.

Physcians should edablish a policy
regarding their responseto apostivedrug
areen. This may includerelerral to anad-
dictionologig or psychologid,or may re-
ailt in therelusal to prescribe opioids
However,it usually doesnot warrant dis
missl of thepatient. Furthermore, apoli-
oy regardinginappropria euseof prescrip-
tion drugs provided by thephyscian, as
well asdoctorshopping.als should be ad-
dressed sysematically and condgtently.In-
terpretationol drug wreensmud include
knowledgaof the opioid metabolites For
example, a uringscreen postivelor hydro-
morphonein & patient receiving hydroco-
donerellectsiot drugabusebuttheappro-
priale metaboliam of hydrocodonein the
same way, gnce codeineis metabolizedto
marphine, a soreen postive for morphine
in a patient taking codeine would be ex-

pected. Physcians not familiar with the
opioid metaboliteshave wrondy eccused
toomany patientsof drugabuse.

7.4 Periodic Review and Monitoring

7.4.1 PeriodicReview

Periodic reviews should asess the
medical diagnoss psychological diagno-
s, informed congent; trestment agree-
ment; appropriaie opicid therapy with
or without adjuvant medicalions or with
or without interventional techniques pre
and pod intervention assessment of pain
level and function; and reassessment of
pain soreandlevel of function.

Feqular asessnent of the patient
dong with the periodic review of thedi-
agnoss is extremely important. Foutine
asesament of the"4 Ad' (analgeda, activ-
ity, eberrant behavior,and adversefiects)
will help to directtherapyand supportthe
pharmacologic actionstaken.

Further asesment chould be per-
formed by periodic monitoring, utilizing
drugscreeningtestsand urinedrug teging.

7.42 PeriodicMonitoring

Al reasonzble intervals depending
on the gedific crcumstances of agven
patient, the physcian should review the
coursz of treatment and any new infor-
mation zbout lhe gtiology of thepan.
Continuation or modification of therapy
dhould depend on the physcian's evalu-
ation of progess towards dated treal-
ment goals such asareduction in a pa-
tient'spain soresand improved physcal
and/or psychoscial [unction (i.e., ability
to work, utilization of healthcareresourc-
es, activities of daily living, and quality of
eocial life). If treatment goals arenot be-
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ing achieved despite medication adjusg-
ments the physdan should reevaluale
the appropriatenes of continued treat-
ment wilh thecurrent medications The
physician should monitor patient com-
pliance in medication usage and related
treat ment plans

7.4.3 Precription DrugMonitoring
Presiiption  monitoring  programs
are changng as lhe result of recently
enactedNASPER legidation that will asds
physciansand pharmacigtsin identitying
controlled subdance abuse (1.25-9).
While some exiging monitoring programs
intend 1o supporl date laws Lo endre
legitimateaccesslo drugswhile preventing
illegal diverson (7,9), many represent
information collected to asid gate
law enforcement and regulatory agents
in identifying and invegtigating illegal
practicesrelatedlo controlledsubgances
NASPER legdation  will  allow
for eectronic sharing of information
across gate lines with physicians and
pharmacig sasprimary ueersof thesydem.
Sate by date development of NASPER
programs will allow for electronicsharing
of information across state lines and will
ultimately replace mogt ol the current
prescription  monitoring - programs
Currenl  programs  generélly involve
either use of multiple-copy presoriptions
or electronic trangmisson.  Mulliple-
copy presription progams require
phydcians to use date-isued duplicate
copyprecription padsthat contain =rid
numbers Afteraprescription isfilled, one

copyol theprescription form isenttoa
saleregulal oryagency. However,in recent
years these programs have increasngly
been replaced by electronic variations
that require pharmecids to trangmit
prescription information via compuierto
adedgnated gate agency.

Phydcianscan use theseprescription
programs to their advantagein monitor-
ing patients Monitoring can be achieved
by initial asesment followedby intermit-
{ent aesment of apatient'sdrug profile.
However,if abuseisaugpected or thephy-
dcian's office receives complaints from
family, friends neighbors law enforce-
ment, appropriateaction should betaken,
along with freguent monitoring.

7.4.4 PeriodicEducation

Drug educalionfor physcians pro-
viders and patientsiscrucial. While it p-
pearsthal certain medicationshave revo-
Jutionized the treatment of chronic pain
in the United ales phyddians mug bal-
ance medical need with the possbility of
abusanddiverdon, aswell astheneces-
ty Lo complywith sateand federal regula-
tions It is obviousthat healthcare practi-
licnersare not only expectedto presribe
medications when there is medical need
and document appropriately,but they are
ale expected Lo prevent illegal diverdgon
and identify drug abuse. Consquently,
education is a critical componentol any
program to contral the diverson of pre-
scription drugs (226).

However data chowsthal many phy-
dcians get little 1o notraining regarding

Pain Physiclan Vol. 8, No. 1,2006
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Opportunity. National Survey of Frimary Care Fhyddians and Falienis on Qubdanoa Abug (New
York GASA, 2000) (327) J

drug abuss(4,9). A 190 aurvey of prima-
ry care physcians found there wasa gen-
eral lack of training in medical schools
ahoutaddictionandthesgns of subgance
abuse (327). This survey revealed that
466% of physdans had difficulty dis
cussng prexcription drug abuse with pa-
tients and only 32.1% carefully sreened
their patients for subdance abus (377).
This leads to dilficulty discusing sub-
ganceabumwilh patientsandan inabili-
ty to recognizethe sgns of addiction.Fig-
ure B chows that the mgority of thephy-
dcians surveyed did not feel “very pre-
pared” to disgnossaibdanceabuse.

The educationa aspects have been
improving gradually. The American -
ciety ol Interventiond Pain Physcians
(ASPP) amigs in preventing divergon
while mantaining the availability of pre-
aription drugs for medical treatment.
A9 PP has devissd guidelines for the use
of controlled subgtances in the manage-
ment of pain, which include informa-
tion on how to conduct a comprehen-
sve evalualion to slect patientsfor drug
therapyand howto use a"controlled sib-
ganceagreement” aspart of patient care.
Other A9 PP activities have included ac-
tions and support leading to the passage
of theNational All Shedules Prescrip-
tion Blectronic Reporting Act (NASPER)
for uniform drug monitoring programs
across Lhe dateswith interdate commu-
nication and physician accessto themon-
itoring programs In addition, the Amer-
ican Board of Interventiond Pain Phys-
dianshasmadea competencycertification
available for intereded physcians Other
organizationsinvolvedin sibdanceshuse
training include the American Acade-
my of Family Physicians which hastaken
depsto make phydciansaware of pradtic-
esaich asdoctorshopping,and theAmer-
ican Society of AddictionMedicine which
conductsEminars and el providescer-
tification in addiction management.

Additionally, sveral sateshave tak-
en gepsio educatephydciansabout pre-
sription drugs

7.45 Pill Counts

Fandom pill countsalong withurine
drug teding and prescription monitoring,
would greatly reducecontrolled substance
abussand divergon. Plll countsare esen-
tia in patients suspecledof abus How-
ever, thee can as be performed ran-
domly on high risic patients

A pill countisperformed by notifying
thepatienta daybeforeor on thedayof lhe

j
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patient' sppointmentthattheyarerequed-
ed to bringanyunused pillsto theappoint-
ment. Inability to providepills or provid-
ing a reducednumber, will indicateuse be-
yond theprescription. il countssboveex-

pectedrangeswould indicateinappropriate
intake. Fecently,it has been reportedthal

unaigectingelderly patientsmaybe =ling
their prescriptionsol controlledsubstances
{0 aupplementtheir incomes(328).

8.0 PRinarescr ORoip Use

B.1 Introduction

In interventional pain management,
patients may receive not only opioid an-
algesics, but s othercontrolled or non-
controlled drugs Further, palientsmay be
receiving controlled subgancesas an ad-
junct to interventiond technicues aswell
as to manage comorbid psychiatric and
psychological disorders Thus the effec-
tiveness dudies publiched may not apply
in the majority of casesin intervention-
al pain management. Indeed, controlled
aubdances particularly opioid analgescs,

may be preszribedat lower doses tomain-
1ain functiona gatusin conjunctionwith
interventional techniques It hasals been
ghown that interventional technicues re-
duce psychological digress ggnificantly
once the pain improves Morelikely than
nol, the requirement for opioids and ad-
juvant drugs may be recluced (329-33%).
Hence, interventional pain phydcians
probablyshould not comparethe patients
in their sltings who are undergoing in-
terventional techniques with others who
are receiving drug therapy as amangay.
Monctherapy, particularly with opioids
may be appropriatelor only a gmall aub-
group of thoswith chronic pain.
Courlay el a (3%) desribedaratio-
na epproachlo thetreatment of chronic
pain with opioids They described a pain
and addiction continuum of subdance
usein pain patientsleading to implemen-
tation of “universd precautiong' in pain
medicine. Ballantyne and Mao (89) alm
described the polential adverss cons-
quences of prolongedopioid therepy,the
dinical implications and a suggegted pro-

tocol and algorithmic approach for opi-
oid therapy.

Mode! quidelines for the use of opi-
oidsfor thetreatment of pain by theFed-
eration of Medical Boards adapted by
several gatesals provide guidancein the
principles of opioid management (73).

8.2 Basic Philosophy

Principles for prescribing opioids
mug require a comprehensveevaluation
(mandatory physcaland optionapsycho-
logical), sppropriatedocumentatioral reg-
ular intervalsto asesstheetticacyol ther-
apy,with speciticevaluationol theimpact
on functionaigalus degree of pain relief,
identificationand treatmentof undedrable
sde effectsand monitoring for abuse be-
haviors In addition, there must be adher-
encelo a controlled subdanceageement
and with regulatory guidelines promul-
galed by variousagencies Figure 9 shows
an algorithmic approachto patientevalu-
ationand management. Table13 (page 26)
showsan agorithmicapproachfor chronic
opioid therapy.

Evaluation and Management

Hidory
Pain Hidory
Medical Higtory
Pgycho=oda Hidory

Asesmen t
Physical
Functional
Psychosocia
Diagnodtic teding

]

Impresion

—

Management Plan

1|
J‘

li Allematives Diagnogic|ntenentions | Therapeutic Interventional

1

Management

Re-evauation J

-
Fergdent Pain
New Pain
Worsening Pain

Fepeal Comprehengve
Evalualion

AdequalePdn Feliel and
improvement in functionadatus

Dicharge or Maintain _|

Fig9. A sugesled algoithm for carprehensi ve eval uation and rmanagament d chranic pain.
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8.3 Evaluation

Approprigte hidory, phydcal exam-
ination, and medical decison-making
based on theinitid evaluation of apa-
lient’s presenting gymploms are esen-
tial. Guidelines by the Centersior Medi-
care and Medicaid Services (CM§ pro-
vide various criteria for fivelevels ol er-
vice (337-339). The three crucia com-
ponents of evauation and management
wrvices el hidory, physcal examina-
tion, and medical decison-making. Oth-
er componentsinclude counseling, coor-
dination of care,nature of thepresenting
problem, and time required for face-lo-
face evaluation. While there are numer-
oustechniquesto evauale achronic pain
patient, and these vary from physcian
to physcian, inditution to inditution,
and textbook lo textbook, following the
guidelinesedablished by CM Swill assid a
physcian in performing a comprehensve
and completesvaluation while complying
with requlations

83.1Hidory

The hidory includes the chief com-
plaint, higory of the presnt ilines re-
view of sydems and pad, family, and/or
mcia hidory (337-38).

Hidory of the present iliness is a
chronological desription of the de-
velopment of a patient'spresent iliness
fromthefird sgn and/or symptom. It in-
cludesmultiple elements location; quali-
ty, sverily, duration, timing, context,and
modifying factors and asocialed sgns
and gymptoms

Review of gydemsisan inventory of
body syt emsoblained through a series of
quedions seeking to identify signs and/or
gymplomsthat thepatient may be experi-
encing or hasexperienced.

Pad, family, and/or oocid hidory is
crucia for chronicpain patientswho may
betreatedwith opioids It condd sof are-
view of thepag higory of the patient,in-
cludingpagt experiences ilineses, opera-
tions injuries, and treatment; family his-
tory,including areview of medical events
in the patient'slamily, hereditary dissases
and other faclors and socia higory ep-
propriate for agereflecting pad and cur-
rent activities

Pag hidory in interventional pan
management includeshigory of pad pain
problems motor vehicle, occupationd, or
non-occupaliong injuries higory of var-
ious pain problems disorders such as ar-
thritis fibromyalgia, sygemic lupus ery-

Pain Physician Vol. 9, No. 1,2006

Table 13 Ter g promss An algerithmic aopraach for long-tem ool d thaapy in

dronicpain

STEP| Comprehensive inilial evalualion

STEP I Egablish diagnosis

+X-rays, MR, CT, nauro-physiclogi & dudies
+ Psychologicd evaudion
+Precsion disgnosiic inerventions

STEPI1I
+Physicd disgnosis
+Physicd moddities
+ Behavior thaapy

Establish medical necessity (lack of progress or as supplemental Lherapy)

« Thergpadiic inteventiond pan menagamat

Asessrisk-bendi t rallo
+ Tretment is bendi de

STEP IV

STEPV Edablish treatment goals

STERP VI

Oblain informed consnl and agreament

STEP VII
+3al lowdose

+ Discontinue due to
Olack of andgesia
OSdedieds

Initial dose adjusment phase (up 10 B-12wesks)

+ Ulilize opicids, NSAIDsand edjuvants

Olack of fundiond impravemant

STEP Vil

+ Monthly réills

+ Assessfor four As
DAndgesia
DAdivity

DAdversedied
+Mmage ddedieds

Qablephase (dable Omoderate doss)

OAbarant behavior

STEP IX Adnarence manitoring

+ Al counts

+ Prestription monitoring prograns
+ Aandom drug soeas

STEP X Outomes
+ Sucosdul - oonlinue
O9eble doses

ODose escAetion
DNo andgesia
DONo adivity
OAbuse
O9dedieds
ONon-complisnce

DAndgesia adivity
DONo sbuss, sde dieds
+ Féled - discontinue if

thematosus drug dependency, alcohol-
igm, or drugabuse; and psychologcal dis
orderssuch asdepresdon, anxiety, schizo-
phrenia,auicida tendencies etc.

Family hidory isds important, and
shouldindude not only thehidory of dif-
ferent pain problems, including degener-
ative disorders but dso should include
{amilid disorders drug or chemical de-
pendency, alcoholigm, or drug ebuseand

psychological disorders auch as depres
don, anxiety, hizophrenia, and suicid-
d tendencies etc., specifically in firg de-
gree refatives

Social higory isalso of crucial im-
porlance in adminigering opioids in-
cluding environmenta information, ed-
ucation, marital datus children, habits
hobbies occupationalhidory, family sup-
port sydem, and recreational drug usge.
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8.3.2 Effecton Functional Satus

Some ol the apectsspecific in con-
trolled subganceabuse and chronic pain
include evauation of effect of pain on
physical and psychological function, such
as activities of dally living
8.33 DrugHidory

It is imporiant to obtan a patient
drug profile, including drug higtory and
family hisory of drugs, and otherchronic
pain patientsin the patient'ssocia circles
It isa importanl to obtaina pre-drug
screening prior to embarking on opioid
therapy in conjunction with obigining a
patient'sopinion with regardsto thedoses
ol controlled subdances theimportance
ol adherence,and itsmonitoring.

8.4 Pnysicd Examination

Physcal examination involves gen-
eral, musculoskeletal, and neurological
examinations Examination of other sys
tems specifically cardiovascular, lymphal -
ic, &in, eyesand craniad nervesisrecom-
mended based on the presnting symp-
tomalology (337-339).

B.5 Laboratory Studies

To complement the higory and
physcal examination, a review of there-
cords ether previous records or various
invedigalions mug be obtained or new
invedigalions mug be ordered as appro-
priale. These include multiple rediolog-
cal dudies suchasx-rays MR s CT,bone
acan, etc; electrophysologc gudies such
as EMG and nerve conduction dudies,
and blood work.

8.6 Psychological Evaluaion

Psychdogicd evaluation isan exten-
son of theevauation process smilar 1o
the laboratory evaluation, imaging tech-
nigues, electromyographyand nerve con-
ductiondudies

By definition, pain isa subjectivede-
soription of the palient's perception of
aclua or potential tissue damage. The
diginction between pain and suffering
should be edablished. A patient may sul-
fer dueto pain, but may have other rea-
wons for wulferingaswell. The asesament
of apatient'soverall condition should be
made a the inilia evaluation and fre-
quently theredller. It is the goal ol the
physcian to asid in thereliel of suffer-
ing, no matter thecause. Financial, emo-
tional, menta, phydcal, and spiritual fac-
tors may contributeto the patient’ssul-

fering. Reliel of the underlying causes of
suffering, aswell as thepain, will lead 10
optima treaiment and utilization of con-
trolled subgances

B.7 Medical Decision Making and

Trealmen!l Han

Medical decison making refers to
the complexity of edabliching a diagno-
ds and/or s=lecting a management option,
including providing controlled subdanc-
esto apatient, and is measured by three
components diagnoss' management op-
tions with a number of posible differ-
entia diagnoses and/or the number of
management options review of records/
invetigations with number and/or com-
plexity of medica records diagnodic
teds and other information that mug
be obtained, reviewed, and analyzed; and
rigks of dgnificant complications, mor-
bidity and mortality, as well as comor-
bidities asocialed with the patient'spre-
enting problem(s), thediagnodic proce-
dures and/or the possble management
options (337-339).

Prior to embarkingon aregimen of
opioids the physdcian mug determine,
through actual clinical trial or through
patient records and hidory, that non-ad-
dictive medication regmens and/or in-
terventiona technigueshave been inade-
quale or are unacceptablefor wlid, din-
icadl reaons If this information is not
avalable entirely through the patient, a
family conlerencemay be helpful to eval-
uate the palient's integrity. However, be-
cause of HIPPA regulations the ability
to havefamily conferencesmay be lim-
jted. An extengve drug utilization his-
tory of thepatient mug be documented
through previous medical records dae
drug monitoring programs and multiple
other avenues

Diagnod icinterventiond techniques
will assd in making the proper diagno-
ds by followingan agorithmic approach
(12). It has been shown thal in approxi-
mately 70% 1o 85% of patientswith spi-
na pain an accuratediagnoss may nol be
determined in gile of theavailable higo-
ry, physical examination, EM G nerve con-
duction dudies and radiologca evalu-
ation. With precise diagnogtic interven-
tional techniques thechancesol diagnosds
may beimprovedsaubdantially, and proper
trealment may be offered(12,340-345).

Therapeutic  interventional  tech-
niques alsomay be used asamonotherapy
rather than uging opioids for pain man-

agement and functiona improvement.
The efiectivenessol variousintervention-
a technigues has been evaluated in &5
tematic reviews (12,341,346-350) .

A written trealment plan should
document objectivesthal will be used to
evaluatetreatment successincluding pain
reliel and improved physcal and psycho-
mdal function,and should indicaleif ad-
ditional diagnodic teds consultations
or treatments are planned. After garting
treatment, the physcian should carefully
adjud thedrug therapyto theindividual
medical needsof eechpatient.In the con-
tinuum of treatment, other modalitiesin-
duding interventional technigues reha-
bilitation, and psychological therapy may
be necessary dependingon theetiology of
pain and the extent to which pain isaso-
ciated with physcal, functional, and psy-
chomcial imparment.

8.8 (onsultation

To achievetrealment objectives phy-
dcians should be willing to refer a patient
{or additional evaluation as clinically in-
dicated. Secid attention hould be given
to thos patientswho are al risk of mis-
ugng their medications and those who=
living arrangements createarisk for med-
ication misuse or divergon, The manage-
ment ol patientswith a higory of ab-
gance abuse or with a coexigding psy-
chiatric disorder may require extra care,
monitoring, documentation,and consul-
tation with, or referral to, an addictionol-
ogd. The lack of well-trained psycholo-
gdsand psychiatrigsin many regions of
the country may make this referral ditfi-
cult to obtain.In many locaticnsthereare
no dinicaly trained addiction specialigs
with whom to collaborate.

8.9 Informed Consent andthe Controlled
Substance Agreement
Al the outs, the phydcian should
discuss the risks and benefits of theuse
of controlled sibdanceswith the patient
or surrogete, including the rigk of loler-
ance and drug dependence. It is advis
ablelo employ theuse of a written agree-
menl between physcian and patient out-
lining patient responsdbilities. Agreements
are helpful, pecitically if the patientisde-
termined 1o beat high rige for medication
gbuse or hasa higory of subdanceabus,
Posible items of a controlled subdance
agreement between a physdcian and pa-
tient include:
1. One presoibing doctor and  one

Pain Physician Vol.9, No. 1,2006

| 2 -2%



rMorgan Dreyer - 1-40-OpioidGuidelines.pdf

28

Trescot et & « Opioid Guidelines

designeted phamecy
2 Uringdssum drug soeming when
requested
3 Noexly rdillsand no medicgions en
be cdled in. I medictions aelod or
stolen, then apolice report could be
required before considering additiond
prescriptions
The reaons lor which opioid drug
therspy may be dicontinued should be
delineated, auch as violation of a docu-
mented doctor/patient agreement. Addi-
tiond items to beincduded in an agree-
ment are lided in Figure 10,

9,0 DoamenTAnCN AND MEDICAL
RecoADS

The phydcian should keep accurale
and completemedical records which in-
clude all aspectsol inlerventiond pan
management and medical care. Thes
comprige, butare not limited to:

+ The medcd hisory ad phydcd
exarindion

+ Disgnoglic thaapeautic, and labordory
resulls

+  Bvdudions axd conaullaions

+  Treamal objedives

+ Diswsson ol riscg bendits ad
limitaions of tredments

+ Dddls of difleent trestments and
meadictions, induding dae, type dosag
and quantity presaribed

+ Indrudionstohe paiet

+ Peicdic revieas o oulcomes, induding
documentdion o fundiond  ddus
prederebly usngvdidaed tools

Records should remain current and
be maintained in an accesible manner
and readily available for review, not only
for the physician and other members of
thepractice, but d=o theauthorities

To be in compliance with con-
trolled aubdance laws and regulations
required to prexribe, dipens, or ad-
miniger controlled aubdances, the phy-
dcian mud have an active license in the
dateand comply with applicable ledera
and date regulations Variousboardshave
published regulalions and recommenda-
tionsfor prescribing controlled subganc-
es Phydcians are advised to refer to these
regulalionsior their respectivedate.

Pain Physician Vol. 8, No. 1, 2006

Physcians under all circumdanc-
es excepl for unavoidable emergencies
chould not prescribe scheduled drugs for
themsslves immediate family, or gaff.

The{ollowingcriteria should be con-
ddered carefully in providing controlled
aibdances

1. Complde initid evdudion, induding
hidory and physicd ecarinaion

2. Pgchologicl eveuaion

3. Fdoogicd and fundiond  assess
ment, sneoessay and {emsible

4, Ddinition of indicgtions ad medicd
neessity.

+ Pdn of modede-to-severedegree

+  Suspaded organicproblem

¢+ Fdlure to respond to  non-
comrolled  sibgtacss,  adjuvant
ments, physcd  thegpy, and
intevenliond technigues

¢+ Pdienls with  inleventiond
techniques & primary moddity
and oontrolled subgance drugs &
asecond linetretmat.

+  Responsveness 1o prior
interventions with  improvenat
in physcd ad fundiond dgaus
{or conlinued menzgaman, with
or withoul intevenlions must be
doaumanted.

+ For non-opioid oontrolled  sub-
sances, eppropride  documanta
tion ol psyhologied disorders
should bemantaned.

+ Continued opioid presxiptions
require monitoring of:

*  Andgesa

. Adivity

»  Aberait behavior
+  Advesedieds

Adherence to the controlled sub-
gance ageemenl with the patient
underganding therisks and benefits
of controlledsubgancesand thepol-
icy and regulations of the practitio-
ner, including controlled aibgances
being prescribed by only one practi-
tioner and being obtained from only
onepharmacy.

6. Monitoring for drug abuse or diver-
don should be routine and, il con-
firmed, referral to rehabilitation cen-
ters may be made, aong with ter-
mination of presriptions for con-
trolled aubsgtances

w

10.0 Kev PoinTs

1. Opioid guidelinesfor thetreatment
of chronicnon-cancer pain are de-
veloped to improve quaity and ap-
propriateness of care, improve pa-
tient access improve patient quaity
of life,improve efficiency and effec-
tiveness and achieve cod contain-
ment by improving the cod-benefit
ratio.

2 PRationalization and importance of
thesaquidelines derives fromthefact
that mod available evidence docu-
ments a wide degee of variancein
the prescribing paterns ol opicids
for chronic pain. The grength of
available evidence lor the uss of opi-
oidsfor chronic non-cancerpain re-
mains Limiled, Level 1V,

3 Opioidsare extendvelyused in man-
aging chronic pain.

4. There is dgnificant evidenceof opi-
oid sbu in conjunction with or
without illicit drugs

5 Abuselerminology is variable. This
document attempts to gandardize
and provide common s=ns ddini-
tions

6. Opioid pharmacologyisvariable but
undergandingil is essential 1o prop-
er management of patients

7. Among the rules of opioid admin-
igration, comprehensve evaluation
and diagnogic asessment are cru-
cid, induding diagnods by interven-
tional techniques

8. Egablishing goals of treatment and
udng a controlled subdance agres-
ment are esential in the practice of
pain management with opioids

9. Periodic review of the patient on
opicids is essential, usng appropri-
ale adjug ments with routine asess
ment of analgesa, activity, aberrant
behavior,and adverse effects

10. Decumentation is eseential, includ-
ing the need to keep accurate and
complete medica records with all
the esentid elements to provide
proper patient care and als meet

regulatory and legal requirements
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1.

We aemmitid to doing dl wecan totreet your dhronicpan condlion. In some cases, controlled subgances e usad @ atherepadiic option in
the managament of chronic pan, whidh is sricly regulded by bolh stde and federd spendes Thisggreement isatool 1o proted both you and the
physican by esiablishing guiddines within the laws, for proper ad controlled substance use Thewords'we' and “our” réfer 1o the fadlity and the

words "l "'you,"me " or "my" reler 10 you, the pdient.

All contreiled aubslances must come from the physidan whose sgnaure gpers beow or, during hisher ebsence by the covering physiaan,
unless spedlicanhorization isobtaned for an exceplion. | undersand tha | mud tél thephysidan whose signature appeears below or, during
highe zbsnce the covering physidan, dl drugstha | am teking, hasepurchased, or hasecblanad, even over-lhe-coume medications
Faluretodo so may resull in druginteradions or averdbsesthat could result in harm 1o me, induding dedh. | will not seek presariptions for
ontroll ed substances from any other physigan, hedihcare providar,or dentist. | undergtend it isunlasmul 1o bepresaribed the same controlled
mediction bymore than onephysidan  a time without each physiden's knowledge | @sounderstand tha itis unlasul to obtdn or to
dteTnt or oblan apresiption for acontrolled subgance by knowingly misrepresanting fads to a physidan, or hisher gdl, or knowingly
withholding feds from aphysidan or hisher steff (induding taluretoinform thephydidm or hisher siaf of dl controlled substances 1hat |
heve ben prescribed).

Al conirolled substances mugl beoblaned & the same pharmery, where possible Shouldihe need ariseto changephameades, our office nud
beinlormed. Thepharmary tha you havesdeded is

phone

You may nol share, sdl, or olherwise permit others induding spouse or family members, to have amessto any oontrolled subgancestha you
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| dfirmtha | hasetull right and power 1o sign end bebound by Ihis agreament, and tha | haveread it end understand end aooept &l of its
tams A copyol this documenl has been givento me

Pdient's full namne

Pdienl's sgndure Dde

Physicien' ssigndure Dde

Fig10. Sarple Caitrdled Substance Agreament
Adapted lromPain Managament Cenler of Paducah, Paducah, KY (Courteyr of Laxmaiah Manchikanti, MD)
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To: Senate Public Health and Welfare Committee
F rom: Jerry S}aughj[er @ %// '
Executive Director  |< 7
Subject: HB 2649; concerning the pain patient’s bill of rights
lDate: March 16, 2006

The Kansas Medical Society appreciates the opportunity to submit the following comments
today on HB 2649, the pain patient’s bill of rights. We support greater awareness and education
on the treatment of pain by both health care providers and patients alike. We are in support of
the goals of this bill, but we still have some concerns about how it will impact the treatment of
patients with pain. The appropriate assessment and treatment of pain can be very challenging for
all involved, and it is important that we not do anything with this legislation that complicates an
already difficult clinical situation. '

First, we would like to point out to the Committee that there already exist two clear statements of
policy on this topic that serve as guidance for the health care professions. In 1998 the Kansas
State Board of Healing Arts adopted the Guidelines for the Use of Controlled Substances for the
Treatment of Pain, which can be found at: http://www.ksbha.org/misc/painmgmt.html . Then, in
2002 the Boards of Healing Arts, Nursing and Pharmacy adopted the Joint Policy Statement of
the Boards of Healing Arts, Nursing and Pharmacy on the Use of Controlled Substances for the
Treatment of Pain, which may be accessed at: http://www.ksbha.org/misc/jointpainmgmt.html .
Both statements represent reasoned, clinically appropriate guidelines for health care
professionals who take care of patients with pain.

Originally, this bill would have created a lengthy list of “rights” that patients in pain would be
entitled to. Our concern with the original version of the bill was that the creation of new legal
“rights,” and the corresponding legal duties on physicians, would actually make providing
appropriate care to patients with pain more problematic. We heard from numerous physicians
who treat patients with pain, that the bill would result in some patients using it to pressure
physicians to prescribe controlled substances for them. Physicians feared that they would be put
in the position of being threatened or compelled to treat everyone who presents to the office or
hospital emergency department with pain medications, even if other non-pharmacologic
treatment modalities were more clinically appropriate, or if no treatment at all were indicated.
The reality is that there are a small, but significant, number of patients who will use a well-
intentioned expression of legislative intent such as this to gain access to controlled substances,
e1ther for their own individual use, or for diversion to others.
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We supported the inclusion of the House committee amendments that you find in the bill. We
believed the House amendments made the bill more workable, and added clarity to the
legislation. However, we have continued to hear from physicians around the state that the bill, as
amended, will still create problems. The House amendments in New Section 2 were designed to
eliminate concerns that the legislation conferred new legal rights on patients, and imposed new
legal duties on practitioners. However, physicians are still concerned that the language in that
section could have the same effect as the original language in the bill. For example, there is
concern that the language in subsection (c) of New Section 2, on page 2, lines 35-39, will require
physicians to refer to pain specialists every patient that they don’t prescribe controlled
substances to, even when such a prescription is not clinically indicated. At a minimum, we
would ask you to delete that subsection.

We are also concerned with the possible abuse, or misuse, of the language in subsection (b); “4
person suffering from pain should have access to and expect proper...treatment of such
person’s pain....” Again, this is well-intentioned language that could be used by some to
demand access to controlled substances, even when it is not clinically indicated.

In summary, we are in conceptual support of the intent of the bill, but we are very concerned
about how, in the real world, its provisions will play out. We would be more than willing to
meet with the stakeholders in this issue and continue to work on language that advances the goals
of the bill without creating problems that could actually make the assessment and treatment of
pain more problematic. We would urge the Committee to not take action on this measure until
the groups have had a chance to meet and consider appropriate alternatives. Thank you for
considering our comments.
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HB 2649, “pain patient’s bill of rights”
March 16, 2006

Honorable Chairman Barnett
and Committee Members:

Kansas Advocates for Better Care is supportive of HB 2649.

Kansas Advocates for Better Care (KABC) is a statewide non-profit organization of
consumers that advocates for guality long-term care. It has been assisting/guiding
consumers for more than 30 years as they try to understand and make use of the complex
long-term care system of services.

Residents in long-term care settings are only part of the population that is concerned with
pain relief. The prevalence of pain in frail elders living in nursing homes has been a
recognized indicator of quality for several years by the federal government Centers for
Medicare and Medicaid Services. The following facts are from their Quality Indicators
identified on their website. On January 25, 2006 they showed that the average percent of
nursing home residents in Kansas who have moderate to severe pain was 9% while the
national average was 6%. As well, the percent of short-stay nursing home residents in
Kansas who had moderate to severe pain was 26% while the national average was 23%.

In the early 2000s the Robert Wood Johnson Foundation supported a major national
effort to educate the population about pain and pain management. They even promoted
the concept of calling “pain” the fifth vital sign.

Kansas has a recognized expert on pain management, Dr. Robert Twillman, who has spent
countless hours making presentations across the state to help Kansans understand pain and
how to get pain relief.

HB 2649 provides a final confirmation for Kansans that their pain should be
acknowledged and taken seriously by health care professionals, family members or other
legally authorized persons.

Thank you for this opportunity to testify in support of HB 2649.
Deanne Bacco, Executive Director
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Testimony on HB 2648 to the
Senate Public Health and Welfare Committee

March 16, 2006

Thank you for the opportunity to submit this testimony today in support of HB 2649, the
Pain Patient's Bill of Rights. There is growing awareness across America for the need for
legislation of this type to combat the government, and particularly the DEA's, crusade
against physicians who prescribe opiate pain medication.

The Cato Institute, in June of 2005, published a document detailing the "DEA's painkiller
campaign [which] has cast a chill over the doctor-patient candor necessary for successful
treatment.” The Institute goes on to state in their report Treating Doctors as Drug Dealers:
The DEA’s War on Prescription Painkillers, executive summary attached, that this campaign
against doctors who prescribe opiate pain killers "has resulted in the pursuit and prosecution
of well-meaning doctors. It has also scared many doctors out of pain management
altogether, and likely persuaded others not to enter it, thus worsening the already
widespread problem of under-treated or untreated chronic pain."

As you may already be aware, in August 2004, the Drug Enforcement Administration issued
guidelines for physicians regarding prescription of pain medication. According to an
Associated Press report carried by the Wisconsin State Journal on Aug. 12, 2004 ("Doctors
Get Guidance On Painkillers"), "Many doctors hesitate to prescribe narcotics, which are
heavily regulated because they can be abused by addicts. The guidelines issued Wednesday,
written by leading pain specialists together with the DEA, stress that the drugs are safe for
the proper patient - -- and pledge that doctors won't be arrested for providing legitimate
therapy."

The key message from the DEA guidelines: "These are legitimate treatments. They're
essential for good medical care," said Dr. Russell Portenoy, pain chief at New York's Beth
Israel Medical Center and a well-known pain specialist, June Dahl, a UW-Madison professor
of pharmacology, called the guidelines "a great step toward reducing the barriers" to the
treatment of severe pain. She added that doctors have been reluctant to give adeguate
doses because of "excessive fear" they might be investigated. "It's amazing how much
confusion there still is. There is a reluctance to give adequate doses. It kind of seems
unbelievable that there is a reluctance to treat people who are dying, especially since there's
no evidence that you can get addicted.”

Then in an abrupt about-face, the DEA withdrew the guidelines in October of 2004.
Guidelines they had spent four years developing with the University of Wisconsin's Pain and
Policy Studies Group. Dr. David Joranson, head of the University of Wisconsin Group, was
quoted by the Wisconsin State Journal at the time stating the "DEA's abrupt withdrawal of
support for the [Guidelines] without consulting with coauthors about their concerns, raises
guestions about what advisory role, if any, the pain management community can expect to
have with DEA." The agency's changes, he says, "are likely to interfere in medical practice
and pain management.”

According to the Washington Post, "The DEA's abrupt turnaround appeared to have been
triggered when defense lawyers tried to introduce the new Guidelines in the trial of Dr.
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(William) Hurwitz" -- a Virginia pain specialist accused of overprescribing. Shortly after the
Guidelines were withdrawn, the US prosecutor successfully petitioned the court to exclude
them as evidence. In the Pain Guidelines, the doctors and the DEA had agreed that the
government should stop investigating doctors like Hurwitz simply for being active in pain
management -- and stop prosecuting those few who followed the recommendations but
unwittingly prescribed opiates to deceitful patients. The DEA arbitrarily reversed that
agreement.

In January of 2005, the National Association of Attorney Generals sent the attached letter to
DEA Administrator Karen Tandy expressing concern over the withdrawal of the Pain
Guidelines. Thirty AGs, including Kansas Attorney General Phill Kline, expressed "concern
about recent DEA actions with respect to prescription pain medication policy." They went on
to write, " Having consulted with your Agency about our respective views, we were surprised
to learn that DEA has apparently shifted its policy regarding the balancing of legitimate
prescription of pain medication with enforcement to prevent diversion, without consulting
those of us with similar responsibilities in the states. We are concerned that state and
federal policies are diverging with respect to the relative emphasis on ensuring the
availability of prescription pain medications to those who need them."

Drug control policies, sometimes referred to as the "war on drugs" were intended to protect
the public from the harmful effects of illicit drug use and abuse. In this case, these policies
have adversely impacted the very people who rely on controlled substances to mange
chronic pain. The government's failure to win the war on drugs should not keep doctors from
performing their role in patient care. This legislation is necessary to protect patients and
doctors from the unintended consequences of the DEA's politically-motivated withdrawal of
the Pain Guidelines and continued prosecution of doctors who prescribe pain medication to
patients with legitimate needs. I urge you to pass onto the full Senate for consideration the
Pain Patient's Bill of Rights, HB 2649.

Thank you for the opportunity to submit this written testimony.

Laura A. Green

Executive Director

Drug Policy Forum of Kansas
941 Kentucky Street
Lawrence, KS 66044

05

16-3




Morge

syer - Cato Institute DEA War on Pain.pdf

el

June 16, 2005

Routing

Treating Doctors as Drug Deakrs
The DEAs War on Prescription  Painkillers

by Ronald T. Libby

Executive Summary

The medical field of treating chronic pain is
still in its infancy.lt was only in the late 1980s
that leading physicians trained in treating the
chronic pain of terminally ill cancer patients
began to recommend that the "opioid therapy”
(treatment involvingnarcoticsrelatedto opium)
used on their patientsalso be used for patients
suffering from nonterminal conditions. Thenew
therapies proved successful, and prescription
pain medications saw a huge leap in sales
throughout the 1990s.But opioid therapy has
always been controversial. The habit-forming
nature of some prescription pain medications
made many physicians, medical boards,and law
enforcementofficialswary of their use in treating
acutepain in nonterminal patients.Consaquent-
ly, many physicians and pain specialists have
shied away from opioid treatment,causing mil-
lions of Americansto suffer from chronic pain
even as therapieswereavailableto treatit.

The problem was exacerbated when the
media began reporting that the popular narcotic

pain medicationOxyContin was finding its way
to the black market forillicit drugs, resulting in
an outbreak of related crime, overdoses, and
deaths. Though many of those reportsprovedto
beexaggeratedor unfounded, criticsin Congress
and the Department of Justice scolded the U.S.
Drug Enforcement Administration for the
alleged pervasivenessof OxyContin abuse.

The DEA respondedwith an aggressive plan
to eradicate the illegal use or “diversion” of
OxyContin. The plan uses familiar law enforce-
ment methodsfrom the War on Drugs, such as
aggressive undercoverinvestigation, asset forfei-
ture, and informers. The DEA's painkiller cam-
paign has cast a chill overthe doctor-patientcan-
dor necessary for successful treatment. It has
resulted in the pursuit and prosecution of well-
meaning doctors.|t hasalso scared many doctors
out of pain management altogether,and likely
persuadedothers not to enter it, thus worsening
the already widespread problemof undertreated
or untreatedchronicpain.

Roraid T.Libhy isa profesor of politicalsienceand publicadminigrationat the Universityof NorthFlorida.
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N ATIONAL ASSOCIATION OF ATTORNEYS G ENERAL
750 FIRST STREET NE SUITE 1100
WASHINGTON,D.C. 20002
(202) 326-6040
(202) 408-7014
nttp:/iwww.nagg. org

LYNNEM.ROSS PRESDENT
Exeautive Diredtor WILLIAM H. SORRELL

Altorngy General of Varmon!

PRESDENT-ELECT

STEPHEN CARTER

Attorney General of I ndiana

V ICE PRESIDENT

THURBERT BAKER

Allorngy General of Georgia

”\FLNEEEI A-[(EY PAST PRESIDENT
%lmmey %%Ha?g California

January 19, 2005

Karen P. Tandy

Administrator

Drug Enforcement Administration
2401 Jefferson Davis Highway
Alexandria, VA 22301

Dear Ms. Tandy:

We, the undersigned Attorneys General, write to express our concem about recent
DEA actions with respect to prescription pain medication policy and to request ajoint
meeting with you. Having consulted with your Agency about our respective views, we
were surprised to learn that DEA has apparently shifted its policy regarding the balancing
of legitimate prescription of pain medication with enforcement to prevent diversion,
without consulting those of us with similar responsibilities in the states. We are
concerned that state and federal policies are diverging with respect fo the relative
emphasis on ensuring the availabi lity of prescription pain medications to those who need
them.

Subsequent to DEA endorsement of the 2001 Joint Consensus Staterment
supporting balance between the treatment of pain and enforcerent against diversion and
abuse of prescription pain medications, the National Association of Attorneys General
(NAAG) in 2003 adopted a Resolution Calling fora Balanced Approach to Promoting
Pain Relief and Preventing Abuse of Pain Medications (copy attached). Both these
docurrents reflected a consensus among law enforcement agencies, health care
practitioners, and patient advocates that the prevention of drug abuse is an important
societal goal that can and should be pursued without hindering proper patient care.
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The Frequently Asked Questions and Answers for Health Care Professionals and
Law Enforcement Personnel issued in 2004 appeared fo be consistent with these
principles, so we were surprised when they were withdrawn. The Interim Policy
Staterrent, “Dispensing of Controlled Substances for the Treatment of Pain” which was
published in the Federal Register on Novermber 16, 2004 emphasizes enforcement, and
seerms likely to have a chilling effect on physicians engaged in the legitimate practice of
medicine. As Attorneys General have worked to remove barriers to quality care for
citizens of our states atthe end of life, we have learned that adequate pain management is
often difficult fo obtain because many physicians fear investigations and enforcerrent
actions if they prescribe adequate levels of opioids or have many patients with
prescriptions for pain medications. We are working to address these concerns while
ensuring that individuals who do divert or abuse drugs are prosecuted. There are many
nuances of the interactions of medical practice, end of life concerns, definitions of abuse
and addiction, and enforcement considerations that make balance difficult in practice.
But we believe this balance is very important to our citizens, who deserve the best pain
relief available to alleviate suffering, particularly atthe end of life.

We understand that DEA issued a “Solicitation for Comments on Dispensing of
Controlled Substances for the Treatment of Pain” in the Federal Register yesterday. We
would like fo discuss these issues with you to better understand DEA's position with
respect to the practice of medicine for those who need prescription pain medication. We
hope that together we can find ways to prevent abuse and diversion without infringing on
the legitimate practice of medicine or exerting a chilling effect on the willingness of
physicians to treat patients who are in pain. And we hope that state and federal policies
will be cormplemmentary rather than divergent.

Lynne Ross, Executive Director of NAA G, will contact you soon to arrange a
meeting ata rmutually agreeable time, hopefully in March when Attorneys General will
be in Washington, DC to attend the March 14-16 NAAG Spring Meeting. We hope to
meet with you soon.

Thank you.

Sincerely,

DT L et

Attorney General Drew Edmondson
Atiorney General of Oklahoma
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Testimony in support of HB 2649

Phyllis Zorn

On Dec. 26, 2004, I took my daughter, Miranda Zorn, to the emergency room at
Hays Medical Center for treatment of what we suspected was strep throat. Diagnosing a
viral infection, the attending physician ordered an injection of SoluMedrol to ease
Miranda’s symptoms.

The injection intended to usher in relief for Miranda instead ushered in the

nightmare that brings us to speak to you today. The needle was unsterile and within only a

few days an abscess developed that later proved to be a staph aureus infection. The
abscess was 8 centimeters across. That is the size of the entire palm of my hand.

On Saturday, Jan. 8, after one return trip to the emergency room and two visits to
her physician’s office, the abscess began oozing pus. We returned to the emergency room

to have the drainage cultured.

On Monday, Jan. 10, Miranda’s physician read the preliminary lab results,
canceled her appointment with him and scheduled her to see his partner, an infectious
disease specialist. Thus the partner took over her treatment for the abscess.

That afternoon, the doctor lanced and drained the abscess. He anesthetized only
the incision area in preparation for the operation. He did not anesthetize deep tissue. His
records note that about 100 cc of pus was drained from the incision. The abscess cavity,

which was measured the following day in the first of 18 visits to the hospital’s special

nursing unit, was 3.6 centimeters deep, 2 centimeters long and 1 centimeter wide.

I want to emphasize that only the incision area had been anesthetized. Although

15-10
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Miranda felt only pressure as the initial incision was made, when the doctor made a
second cut to be able to reach deeper into the abscess, that cut was made without any
anesthesia. Also done without anesthesia was the process of repeatedly reaching inside
the abscess with his finger to pull out pus and dead tissue.

The process was extremely painful for Miranda, since the area of inflammation
was so large and the surgery extended far past the anesthetized surface. In reaction to the
pain, Miranda first complained, then began to cry. She cried throughout the procedure and
pleaded with the doctor to make the pain stop. I asked him if there was something more
he could do to ease her pain, but he told me there wasn’t because the abscess had already
been cut open.

Tt wasn’t until months later, in speaking to another doctor for an article about
under-treatment of pain and the reasons doctors are overly cautions about treating pain,
that the other doctor explained all the options that existed in Miranda’s specific
circumstances. Those options included additional injections, intravenous pain
medications, bringing in an anesthesiologist and taking her to the operating room for
general anesthesia if lesser measures were unsuccessful. Twice the doctor being
interviewed told me that what happened that day, as well as the following day when
Miranda’s regular doctor directed the nurse to unpack, clean, measure and repack the
wound without administering pain medication (a directive the nurse refused to follow),
“did not comply with the standards of care.” He further said under-treatment of pain is a
disciplinary issue with the Kansas Board of Healing Arts.

I understand completely the threat a staph aureus abscess poses. In 1995, one
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week before Christmas, my best friend, an otherwise healthy 34-year-old mother of four
little girls, died from septicemia brought on by a staph aureus infection.

Knowing the threat Miranda’s abscess posed, I comforted her throughout the
operation so that she would comply with the procedure. Those of you who are parents
will understand the depth of my own agony in watching my child suffer that day.

The doctor noted in his records, “the patient tolerated the procedure well.”

I disagree.

I am grateful to the doctor for treating the abscess and thankful to have Miranda
beside me today, but there was no reason for her to suffer so much during the surgery.
Although public policy that existed before this legislation seemingly prohibits such
painful procedures from being done without adequate pain relief, obviously existing

public policy is not enough.
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Senate Committee on Health and Human Services
Testimony for HB 2825
March 16, 2006
By Representative Delia Garcia

Chairman Barnett, Vice Chairwoman Schmidt, Senator Haley, and Distinguished Committee
Members:

Thank you for the opportunity to speak with you today in support of HB 2825 which provides for
a mechanism to establish a voluntary, comprehensive data bank of available interpreters.

It was my honor to be a Committee Member of the Healthy Kansans 2010 along with Representative
Peggy Mast during the interim in the summer and fall of 2005. In this collaborative effort with
KDHE, and a part of this 25+ member committee of stakeholders, the concern of cultural
competency and minority health arose in almost all the top areas of study. I was inspired to further
research and collaborate on the idea of introducing a committee bill that asks for some form of
organizational structure and framework to the healthcare interpreter resource community.

HB 2825 leads to greater safety and protection measures for all Kansans. It provides for this
voluntary, comprehensive data bank of interpreters as a resource for Kansans in the health care field,
not just the court system. I know I would not want a court interpreter translating for my knee
surgery, if that were the case. This bill minimizes medical errors, while increasing the quality of care
for Kansans, because these interpreters will know the medical terminology. Therefore, this bill will
encourage people to seek out early services by having an interpreter in a safe environment. This
could result in a decrease in some Medicaid funds and escalating emergency room visits.

[ am excited that this bill demonstrates not only Kansas’ commitment, but KDHE’s commitment to
Minority Health. In my home city of Wichita, the school district did a recent study that discovered
between 58 and 64 different languages and dialects. There is definitely a need for access to a pool
of interpreters. Other states are addressing this issue, including our neighboring state Missouri.

This bill is part of a national movement concerning this need, which states have been trying to meet
for years. HB 2825 complies with the Federal Law, Title VI of Civil Rights Act of 1964 which
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promises “‘equal access to federally assisted programs and activities.” I will refer to the KDHE
power point on the Limited English Proficiency: A guide to Compliance with OCR Regulations for
Health Care Providers receiving Federal Financial Assistance from HHS. This power point
includes the emphasis on increasing protection and safety measures as a direct result of the
happenings of other states. This bill does not re-invent the wheel, quite the contrary; it compliments
what movement is going on and provides a measure of an organization structure to the health care
services component that presently does not exist. HB 2825 is one of many important measures in
this health care setting. This bill further strengthens greater safety and protection, while serving
useful guidance to other entities.

I strongly urge you to pass HB 2825 favorably. Thank you for your attention to this very important
matter.

Thank you,

/) Lo (erteron

Representative Delia Garcia
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Kansas Association of the Deaf, Inc.

P.O. Box 10085
Olathe, Kansas 66051

Members of the Senate Public Health and Welfare Committee:

My name is Leonard Hall. T am President of KAD and also an attorney with the City of
Olathe. Thave been involved with the statutes and regulations involving interpreters under
Kansas Commission for the Deaf and Hard of Hearing (KCDHH) since the statutes were
written in the mid-1980s.

On February 21, 2006, I testified in favor with amendments for the original HB 2825. All
parties agreed that there is a major need to provide for standards and databank of Foreign
Language Interpreters, because there are no standards and databank for them in Kansas.
We have standards for sign language interpreters under KCDHH.

At the last minute, a Substitute for HB 2825 was introduced which we were not aware of. It
was a rush job with little time to draft the appropriate amendments for the substitute bill.
However, the House committee agreed with us and directed us to work with the parties to
draft an acceptable bill. Some changes were made but apparently several crucial amendments
were left out in the very short time period to get the bill out of committee.

The important point is that KCDHH currently provides for rules and regulations for
registration and certification for Sign Language Interpreters under K.S.A. 75-5391 et seq.
KCDHH is currently providing evaluation and certification for over 500 Sign Language
Interpreters across Kansas. In this room, the system is working and we have a sign language
interpreter interpreting for me.

Apparently, KDHE and other parties in support of HB 2825 were unaware that KCDHH has a
program for over 500 Sign Language Interpreters in drafting this bill.

The key purpose of this HB 2825 is to provide for a data bank and standards for interpreters
to be under the jurisdiction of KDHE. However, Substitute HB 2825 provides for no
distinction between the Foreign Language Interpreters to be under KDHE and the Sign
Language interpreters to be under KCDHH.

Without any amendment to Substitute HB 2825, KDHE will be doing duplicate services that
KCDHH is already providing for Sign Language Interpreters. There will be a lot of
confusion of parties wanting to secure interpreters if two separate agencies are providing the
same program for Sign Language Interpreters.

Across Kansas and United States, people and businesses usually referred to Foreign

Language Interpreters and Sign Language Interpreters, so the amendments are drafted with
the common usage.
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Under the proposed attached amendments, KDHE will provide new standards and a databank
for Foreign Language Interpreters and KCDHH will continue to provide standards and
regulations with a separate databank for Sign Language Interpreters.

One important point set out in the proposed amendments is removal of the definition of
(a)(5) “Services, programs, and facilities”, which the definition limited to programs for
medical, health care or mental health care services. The purpose of removing this definition is
to allow for the standards and databank for foreign language interpreters that can be used for
many areas, including education, government services, etc. KDHE secretary will still has the
right to limit standards and databank to medical, health care and mental health care services
in adopting the regulations and rules, but should be given flexibility to go beyond the health
area.

It is logical when setting standards for foreign language interpreters to apply them to any
situation where an interpreter may be needed in Kansas. Why limit the standards and
databank to the health area, when KDHE can provide such invaluable service to all Kansas
entities.

KAD and other parties still support this bill as there is a major need for standards and
databank for foreign language interpreters in Kansas.

I attached a copy of the amendments to the Bill and the language is provided below:

(a)(2) “Foreign Language Interpreter” means a person who is qualified to interpret
effectively, accurately and impartially in any primary language other than English,
except for sign language. “Sien Language Interpreter” means a person who provides
interpreter services for deaf, hard of hearing, and speech impaired people as provided
under K.S.A. 75-5391, et seq.

(a)(3) “Interpreter data bank” means a directory listing the names of individual interpreters
by each of the following: Foreign Language Spoken or Sign Language, location and
surname.

(a)(5) Delete definition for “Services, programs, and facilities” so that the data bank will be
available to any service providers who can check for a list of foreign language
interpreters.

(b)(1) Establish a data bank of available foreign language interpreters to assist clients in
communication with providers of services, programs and facilities and to provide a
link to Kansas Commission of the Deaf and Hard of Hearing for access to a data bank

of available sign language interpreters; and

(b)(2) ..... rules and regulations establishing standards for foreign language interpreters,
including, but not limited to .....

oy
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Seselim of 2006
Substitute for HOUSE BILL No. 2825
By Committee on Health and Human Services

2-22

AN ACT providing for establishment of a voluntary data banl of available
interpreters for certain purposes and development of qualifications for
interpreters.

Be it enacted by the Legislature of the State of Kansas:

Section 1. (a) As used in this section:

(1)  “Available interpreter” means a person 18 or more years of age
who reports possessing the experience, skills or other qualifications to
fulfill the role of interpreter.

42)—*Interpreter>-means-a-persen-whe-translates-erallys in-wriking-or
bynsi,guing_{erLPariﬁesrrequiring—brnns-latfiou-te-faci]j{:ate-c:ommmﬁcaiion-
w]mn.-ths)Lclomet-share—a-languager )

(3)-—~Interpreter-data- bank™-means-a-direetory-listing-the-names-of
individual-interpreters-byeach-of-the-lollowing- Tanguage spokenloea-

--tion-and surname.

(4) “Secretary” means the secretary of health and environment,

(5F—"Bervices; programs and [acilitiss* nreams-adatt-care-homeshes-
'pita}srloca[“heﬂrh“&epzrtments:"cummunity—mentaf“irea'itlrcen'ters-and
Bﬂ}er«pmgmmﬂ—aﬁﬁaeilj-i:'res-whiehwpre\riEle-medie&l,—l—reall:lrcarerﬁr—men&al
health-eare-services ’

(b) The secretary shall:

('I-)ugEstnbi.ishfaﬂﬂataflaan[whwailable-iute:‘preterytu—a:ss!st‘c]jentsin
e [TlI'U'LlrliGaﬁQ-llS—V\'-itl—]—flFQ-\ddB—P&GLG8F\’iGS-S,—-P!-‘QgF&H—]E—&Dd—EﬂEﬂjﬁBE,LaH d-

(2)  adopt, with the advice of the advisory committee appointed pur-
suant to subsection (d), rules and regulations establishing standards for

ensure that interpreters provided impartial and unbiased translations
which (A) reflect precisely what is said by all parties and (B) place persons
with limited proficiency in the English language on an equal footing with
persons who understand English.

(¢) Nothing in this section shall be construed to require any inter-
preter to be included in the data bank provided for by this section or to
require any client to use the services of an interpreter who is included in
such data bank.

(d) The secretary, pursuant to K.S.A 75-5616, and amendments

(2)(2) “Foreign Language Interpreter” means a person wWhe is gualified to interprat

()G)

@)

effectively, accurately and impartially in any primary languase other than English,
except for sien language. “Sion Language Interpreter” means a person who provides

. interpreter services for deaf, hard of hearing, and speech impaired people as provided

under K.S. A, 75-5391, et seq.

“Interpreter data bank” means a directory listing the names of individual interprelers

by each of the following: Foreign Language Spoken or Sien Language, location and
surname.

Delete definition for “Services, programs, and facilities” so that the data bank will be

available to any service providers who can check for a list of foreign language
interpreters.

(b)(1) Establish a data bank of available foreien language interpreters to assist clients in

qoxnmunication with providers of services, programs and facilities and to provide a
link to Kansas Commission of the Deaf and Hard of Hearing for access Lo a data bank

" ‘of available sign language interpreters; and

H@)

--... Tules and regulations establishing standards for forcien language inlerpreters,
including, but not limited (o .. ...
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thereto, shall appoint an advisory committee to consult with and advise
the secretary on implementation of this section. The executive director
of the commission for the deaf and hard of hearing, or the executive
director’s designee, shall be a member of the advisory committee.

(e) The secretary shall adopt such rules and regulations as necessary
to implement the provisions of this section.

Sec. 2. This act shall take effect and be in force from and after its
publication in the statute book.
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KANSAS

RODERICK L. BREMBY, SECRETARY KATHLEEN SEBELIUS, GOVERNOR
DEPARTMENT OF HEALTH AND ENVIRONMENT

Testimony on
Substitute House Bill 2825

To;
Senate Public Health and Welfare Committee
By:
Dr. Howard Rodenberg
Director, Division of Health
Kansas Department of Health and Environment

Date: March 16, 2006

Chairman Barnett and Members of the Committee, I am Howard Rodenberg, Director of the
Division of Health of the Kansas Department of Health and Environment. Thank you for the
opportunity to provide testimony in support of the Substitute for HB 2825. This bill provides for
a mechanism to establish a voluntary data bank and directory of available interpreters to assist
Kansans in obtaining meaningful access to needed health care.

It comes as no surprise to anyone in this room that Kansas has become a state of diversity. Fully
17% of us are Hispanic, African-American, Native American, or Asian. These segments of our
population continue to grow, and new immigrants add to these vital segments of our
communities. However, with a growing number of Kansans still learning the English language,
health facilities and professionals across the state may have difficulty communicating with our
newest residents. Our health care system is increasingly reliant upon bi-lingual persons to
provide communication assistance that is culturally and clinically accurate, impartial, and
effective. The intent of the bill is to support access to health care for individuals with limited
English skills. This bill helps to meet our goals of reducing health disparities and enhancing
healthcare provider cultural competency, two of the three key goals of our Healthy Kansans 2010
Project. We also envision this project as a “kickoff” for our new Office of Minority Health, as
early success in an effort as important as this can translate into additional federal and private
grant funding in the future.

KDHE is in support of the bill as revised. Our initial concern centered on the definition of
“qualified interpreter.” Under the terms of the revision, participation will be voluntary and the
decision to seek inclusion in the data base will be based upon the individual’s availability and
self-reported possession of experience, education or training to fulfill the role of interpreter.
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In the absence of a nationally recognized certification process for medical interpreters, we must
assure within the statute that employers, clients, and the public understand that finding a person’s
name in the proposed resource directory is not endorsement by KDHE of the qualifications of
any individual interpreter. We do believe that notation of the translator’s obligation to translate
to “the best of their ability” and the provision for adoption of a “code of ethics” underscores the
seriousness of this task.

The new language clarifies that inclusion of an individual’s name in this data bank does not
imply that it is the only source or even the preferred source of interpreters. Hospitals, county
health departments, and individual health care providers may have long-standing relationships
with interpreter services, employees, or community volunteers who offer to help when language
assistance is needed. This data bank is not intended to upset or supercede these relationships.
The primary purpose is to provide a resource for those who, when faced with a problem of
communication, currently de not know where to turn.

Thank you for the opportunity to support this bill. I’1l be happy to respond to any questions you
might have. - :



Kansas Commission on Disability Concerns

Testimony to Public Health and Welfare Committee
HB 2825; An act providing for a mechanism to establish a data bank of interpreters
March 16, 2006

Chairperson Barnett and members of the committee, | am Kerrie Bacon, Legislative
Liaison for the Kansas Commission on Disability Concerns (KCDC). We are charged
with providing information to the Governor, the Legislature, and to State agencies about
issues of concern to Kansans with disabilities (K.S.A. 74-6706).

The Kansas Commission on Disability Concerns urges you to support HB 2825 with
amendments proposed by the Kansas Association of the Deaf, Inc. There needs to be
clarification between foreign language interpreters and sign language interpreters,
especially since sign language interpreters are covered under Kansas statute already
(K.S.A. 75-5391 et seq). We also support the removal of the definition of (a)(5)
"Services, programs, and facilities", because it was limited to programs for medical,
health care or mental health care services. This internet listing needs to be available to
all public and private groups that can make use of interpreter services.

The commission is supportive of this bill with the proposed amendments and
encourages you to recommend it favorably for passage to the full Senate.

Thank you for your time.
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TO: Senate Committee on Public Health and Welfare
FROM: Linda J. De Coursey, Advocacy Director — Kansas

RE: HB 2825 — Mechanism established by KDHE for a data bank of interpreters and
Standards for qualifications

Mr. Chairman and members of the Committee:

My name is Linda De Coursey and I am submitting written testimony on behalf of the
American Heart Association in support of HB 2825. The proposed bill establishes a
data bank of qualified interpreters to assist clients in communications with providers of
services, programs and facilities under the Secretary of the Department of Health and
Environment. Such facilities would provide services such as medical health care or
mental health care.

The American Heart Association’s mission is to reduce death and disability from
cardiovascular disease and stroke. AHA has a goal to reduce cardiovascular disease
and stroke by 25% by 2010. This goal can be achieve through: research and science,
public and professional education programs and strengthening health care delivery.

One of our Cultural Health Initiatives strives to establish priorities and strategies to
educate emerging populations to reduce cardiovascular disease and stroke disparities
through programs, messaging, media, advocacy, and partnerships that reach out to and
empower communities to live healthier lifestyles.
o Among Hispanics or Latinos 6.1 percent have heart disease, 14.5 percent have
hypertension and 1.8 percent have had a stroke.
o Among the Asians, 5.4 percent have heart disease, 13.5 percent have
hypertension and 2.2 percent have had a stroke.
Among Native Hawaiians, 1.6 percent have heart disease, 14.5 percent have
hypertension and 6.3 have had a stroke.
o The over all death rate for stroke was 40 percent in Hispanics, and 52.4 percent
for Asian.

(0]

These statistics are shared with you because the aspect of improving access to care is an
important one. Establishing an interpreter to assist clients in communications in
medical arena could save a life. We ask your favorable consideration of HB 2825.
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Kansas Association of Interpreters
PO Box 14731

Lenexa, Kansas 66285
http://kaigterps.tripod.com

1o The Honorable James Barnett, Chairman and Honorable Members
of the Senate Health and Human Services Committee
From: Gabriela Flores, Executive Committee Member, Foreign Language

Interpreter Consortium of Kansas Association of Interpreters
Date: March 16, 2006

Subject: Proponent in Support of HB 2825

I am writing to express my sincere gratitude for this opportunity to support HB
2825. My name is Gabriela Flores. I am an active member of the Kansas
Association of Interpreters, Foreign Language Interpreters Consortium.

Over the last several years, our group has worked diligently to increase the
competency and professionalism of interpreters in the local community, in order
to ensure that limited English proficient (LEP) citizens and residents of the state
of Kansas receive equal access to the legal and healthcare systems. Our work to
develop awareness in the general community and to provide professional
development opportunities for interpreters, minimizes the potential for
discrimination and unequal treatment.

The need to develop a statewide registry of qualified and competent interpreters
is critical. It would provide invaluable resources of qualified interpreters to
statewide institutions that are struggling to comply with Title VI of the 1964 Civil
Rights Act and the Executive Order #13166. By creating a statewide registry of
Interpreters, this would ensure that LEP Kansans would receive fair and
equitable access to services, delivered via a trained and competent interpreter.

This important legislation would equate to minimized liability for Kansas
hospitals and clinics, improved quality of care and patient safety, as well as access
to a fair and equitable legal system.

I strongly urge you to pass HB 2825 out favorably. Thank you for your attention
to this very important matter.

194-"3



LAWRENCE-DOUGLAS COUNTY HEALTH DEPARTMENT
200 Maine, Suite B

Lawrence, Kansas 66044-1357

Office: 785-843-3060 Fax: 785-843-3161

Clinic: 785-843-0721 Fax: 785-843-2930

Senate Committee on Health and Human Services
March 16, 2006
Written Testimony presented by
Nancy Jorn, MN, ARNP
Director of Maternal Child Health Field Services
Lawrence-Douglas County Health Department

Chairman Barnett and members of the committee, thank you for the opportunity to share

comments on the proposal to establish a centralized interpreter database as proposed in
House Bill 2825.

Over the past five years, the Lawrence-Douglas County Health Department has
experienced a rapid increase in the number of English language learners seeking
services from our agency. Currently, 20% of families served through our maternal and
infant program do not speak English fluently. In surrounding urban counties, the
proportion is even greater.

Clear communication with those using health services is critical to obtaining an accurate
health history, providing health education and treatment, and assuring follow-through on
the treatment plan. Unless bilingual health care professionals are available, it is essential
to use an interpreter to provide health care services for those who do not speak English
fluently.

Finding interpreters has presented a significant challenge for our agency, evenin a

university community where one finds more than the usual number of bilingual
individuals.

Having established our own internal database of interpreters, we now find many other
community health and social service providers turning to our agency for help finding
interpreters. In the past two weeks, | have been contacted by our community mental
health center and the local child care resource and referral agency, both seeking
information on available interpretation services. We receive similar calls from physicians’
offices working to communicate with their non-English speaking patients.

By providing a single point of contact for providers and a means for interpreters to make
themselves known to those needing their services, a centralized, statewide data bank of
interpreters would significantly aid those working throughout Kansas to provide quality
health and social services for English language learners.



TO: The Honorable James Barnett, Chairman and Honorable Members of the
Senate Health and Human Services Committee

FROM: Zach Campbell, Jewish Vocational Service trilingual employment
specialist

DATE: March 16, 2006
SUBJECT: Proponent in Support of HB 2825

Thank you Chairman Barnett and honorable members of the Health & Human
Services Committee for this opportunity to express my support of HB 2825. My
name is Zach Campbell, and I am writing as a constituent of Representative Sue
Storm, and on behalf of Jewish Vocational Service (JVS), where I am a trilingual
employment specialist.

Through our Interpreter Services department, JVS has worked diligently to
increase the competency and professionalism of interpreters in the local
community through the development of an interpreter database and through
offering a medical interpreter training program, Bridging the Gap®. Through our
work to develop systems of culturally competent health care, our agency strives
to ensure that residents of the state of Kansas receive equal access to the legal
and healthcare systems, and our work minimizes the potential for discrimination
and unequal treatment.

The need to develop a statewide registry of qualified and competent interpreters
is critical. By creating a statewide registry of interpreters, this would ensure that
limited English proficient Kansans would receive fair and equitable access to
services, delivered through a trained and competent interpreter. This important
legislation would equate to minimized liability for Kansas hospitals and clinics and
improve quality of care and patient safety as well.

I strongly urge you to pass out favorably House Bill 2825. Should you have any
questions, please feel to contact me at my office at 816-471-2808 ext. 1110.
Thank You.

Sincerely,

Zach Campbell

Trilingual Employment Specialist

Jewish Vocational Service

1608 Baltimore, Kansas City, MO 64108

(816) 471 2808

zcampbel@jvskc.org <mailto:zcampbel@jvskc.org>
zachcampbell@gmail.com <mailto:zachcampbell@gmail.com>
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To; The Honorable James Barnett, Chairman and Honorable Members
of the Senate Health and Human Services Committee

From: Maria Cecilia Ysaac-Belmares, A+ Communications, Owner;
Executive Committee Member, Foreign Language Interpreter
Consortium of Kansas Association of Interpreters

Date: March 16, 2006
Subject: Proponent in Support of HB 2825

As a citizen of Kansas, I am writing to express my sincere gratitude for this
opportunity to support HB 2825. My name is M. Cecilia Ysaac-Belmares. I am a
Certified Spanish Language Court Interpreter by the Consortium for State Court
Interpreter Certification and I have over 7 years of experience as a Medical
Interpreter.

Over the last several years, our group has worked diligently to increase the
competency and professionalism of interpreters in the local community, in order
to ensure that limited English proficient (LEP) citizens and residents of the state
of Kansas receive equal access to the legal and healthcare systems. Our work to
develop awareness in the general community and to provide professional
development opportunities for interpreters minimizes the potential for
discrimination and unequal treatment.

The need to develop a statewide registry of qualified and competent interpreters
is critical. It would provide invaluable resources of qualified interpreters to
statewide institutions that are struggling to comply with Title VI of the 1964 Civil
Rights Act and the Executive Order #13166. By creating a statewide registry of
Interpreters, this would ensure that LEP Kansans would receive fair and
equitable access to services, delivered via a trained and competent interpreter.

This important legislation would equate to minimized liability for Kansas
hospitals and clinics, improved quality of care and patient safety, as well as access
to a fair and equitable legal system.

I strongly urge you to pass HB 2825 out favorably. Thank you for your attention
to this very important matter.



Honorable Chairman Barnett and honorable members of the Senate Health & Human
Services Committee:

I would like to thank you for this opportunity to express my support for HB 2825,

My name is Marcela Renna and I am a freelance Spanish interpreter in the Kansas City
metropolitan area. I am a certified interpreter for federal and state courts. I am well aware
of the need for trained and qualified interpreters in the medical and legal fields and I look
forward to increasing the pool of accredited medical interpreters to better serve the
minority populations in our city.

Having knowledgeable interpreters would benefit Latinos and other minority groups by
allowing them to interact with their health care providers and would assure proper

communication during these medical situations, which are of vital importance to the
patients’ lives.

Iurge you to pass out favorably House Bill 2825.

Thank You.

Sincerely,

Marcela Renna

World Languages

P.O. Box 4447

Overland Park, KS 66204
913.383.0400 (phone)
913.406.5311 (cell)
913.383.0401 (fax)
worldlanguagesinc @ yahoo.com
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To: Hon. James Barnett, Chairman and Hon. Health Committee Members
Re: HB 2825 Health Care Interpreters in Kansas
From: Capt. Edwin Galan, USPHS, Region VII, DHHS, Office of Minority Health

In the federal capacity that I hold, I offer these thoughts only as requested by some of you
in a technical advisory, informational and neutral stance. I serve as the federal DHHS
officer coordinating our Region VII states (Missouri, Iowa, Nebraska & Kansas) on
public health care issues relevant to underrepresented populations via our Office of
Minority Health. I have learned of your HB-2825 and desire to respectfully share neutral
but highly informational remarks that you may desire to consider in discussing this bill.

As both an active primary care provider and health care administrator my personal
experiences during 3 decades in the health care arena have offered great opportunity to
witness first-hand the need for better organization and State level support for medical and
health care interpretation across the entire U.S. but in particular for our Region VII states
of which Kansas is a leader. The exponential growth of legal refugee and immigrant
populations in Kansas demonstrates a need for many languages to be interpreted across
the State for optimal health care.

Our federal stance of course on matters of improving the health care for people of
Limited English Proficiency (LEP) is widely shared via the Presidential Executive Order
#13166 of August 2000. Likewise supporting guidelines and mandates in this area are
expounded via our U.S. Civil Rights enactions of Title VI. The federal Office of Civil
Rights has vigorously pursued wide dissemination of information in this area and in
Region VII they are also available to further share any direct information that your
distinguished legislative body may need.

Personally, I have endeavored to work with the Kansas Department of Health and
Environment (KDHE) and your recently conceived Office of Minority Health in this area
by offering technical assistance and guidance as needed in this matter of qualified
interpretation for medical and health care of LEP Kansans. We have found great interest
in this public health matter and related health strategies on the part of the Hon. Secretary
Bremby and his staff.

Of course, the optimal goal is for all Kansans to be English proficient as soon as possible,
but in the meantime, for the greater objective of assuring safety and protection of LEP
Kansans, your proposed HB 2825 may offer a strong "first-step" in rendering much
needed structure and organization to the current health interpretation entities located
throughout Kansas.

It is highly plausible that via such a House Bill, all Kansans (not just the LEP) may reap
the added benefits of reduced medical error rates and costs for all providers, hospitals,
etc., in Kansas. Sound evidenced based medical literature strongly supports the benefits
of how using qualified medical interpreters can help in this manner but also with any
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state Medicaid program (including Kansas') by shorter hospitalization rates and decreased
costs, less diagnostic testing, less misdiagnosing and greater patient comprehension. This
could positively impact the budget of Kansas health care dollars for every Kansan. It is

widely understood that such measures can also help improve quality of care for all as
well.

Some of the websites that support this are located at:
www.whitehouse.gov/omb/inforeg/lepfinal3-14.pdf for Federal Tips & Tools from the
Field on LEP, dated 9/21/04

www.aafp.org/fpm for Amer. Academy of Family Physicians article of June 2004
"Getting the Most From Language Interpreters” by E. Herndon, MD and L. Joyce.
www.ncihc.org with a Sept 2005 publication on National Standards of Practice for Health
Care Interpreters;

www.ombhrc.gov/clas for the federally developed Culturally and Linguistically
Appropriate Services (CLAS) national standards

www.lep.gov for federal Limited English Proficiency (LEP) guidelines and resources
www.healthlaw.org for the Nat'l Health Law Program with physician & hospital helps
www.NRHArural.org for the Nat'l Rural Health Assn, Winter 2004 Newsletter devoted to
vast information sources applicable throughout all Kansas

www.healthtranslations.com for help with less common language interpretation needs
www.mhanet.com for the Missouri Hosp. Assn, who avidly supports interpreter use for
all their member hospitals and is a neighbor state of KS... and the list goes on.

I ask you and your distinguished Senate colleagues to perhaps give consultation of our
neighboring states in this area for other examples that might be of help in your decision
making process for this HB 2825. Of course I too would be pleased to provide any other
needed information in your deciding process for this bill. I can be contacted at my office
at (816) 426-3295 or via my cell (816) 536-3518.

Thank you.

Sincerely,

Edwin M. Galan, MSN, MA, FNP-C
CAPT, USPHS, Region VII

Regional Minority Health Coordinator
DHHS, OPHS, Office of Minority Health
601 East 12th Street, Suite: S-1801
Kansas City, Missouri 64106

O: 816-426-3291, 3295

F: 816- 426-2178

E: EGalan @osophs.dhhs.gov
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Kansas Department of

Social and Rehabilitation Services

Gary Daniels, Secretary

For additional information contact:

Senate Public Health and Welfare Committee
March 16, 2006

Sub HB 2825 - Interpreter Data Bank and
Qualifications '

i Integrated Service Delivery Division
Candy Shively, Deputy Secretary
785.296.3271

Public and Governmental Services Division
Kyle Kessler, Director of Legislative and Media Affairs

Docking State Office Building
915 SW Harrison, 6™ Floor North
Topeka, Kansas 66612-1570
phone: 785.296.0141
fax: 785.296.4685
www .srskansas.org
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Kansas Department of Social and Rehabilitation Services
Gary Daniels, Secretary

Senate Public Health and Welfare Committee
March 16, 2006

Sub HB 2825 - Interpreter Data Bank and Qualifications

Thank you for the opport unity to provide information about the Kansas Commission
for the Deaf and Hard of Hearing (KCDHH) and its existing registry of sign langua ge
interpreters.

In accordance with KSA 75-5393, KCDHH maintains a registry of qua lified sign

lan
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guage interpreters.

The registry identifies whether interpre ters are qua lified in American Sign
Language, transliteration, or Signed Exact English. The registry also identifies
their certification level through the Kansas Quality Assurance Screening (KQAS)
program or other national recognized certifications.

Participation in the registry on the part of interpreters is currently voluntary.
There isno fee to be listed, and KCDHH periodically undertakes activities to
encoura ge participation and to keep the listing current.

A total of 522 sign language interpreters are currently listed on the registry,
with 280 of them having KQAS Certification Level 3 or highe r. This certification
level means they are qualified to work in any setting, including the health care
arena.

Individuals, organizations or agencies seeking an interpreter may contact KCOHH
at 785-267-6100 or800-432-0698 for statewide referral. Individuals may also
contact one of six other private regional interpreter referral/coordinating agencies
operating in Kansas. These agencies are listed on the KCDHH web site at:
http://www .srskansas.org/ kedh h/text/coord_ agencies.htm

Sand KCDHH stand ready and willing to collabora te with the Kansas Department

of Health and Environment to assure that customers, programs and facilities have
access to this resource and to avoid duplication of this data bank function.

Thank you for the opportunity to present this written testimony.

Sub HB2825 —Interpreter Data Bank and Qualifications
Integrated Service Delivery Division - March 16, 2006 Page 1 of 1
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Kansas Commission on Disability Concerns

Testimony to Public Health and Welfare Committee
HCR 5011; A CONCURRENT RESOLUTION expressing the Legislature's recognition
and appreciation for family caregivers throughout the state.
March 16, 2006

Chairperson Barnett and members of the committee, | am Kerrie Bacon, Legislative
Liaison for the Kansas Commission on Disability Concerns (KCDC). We are charged
with providing information to the Governor, the Legislature, and to State agencies about
issues of concern to Kansans with disabilities (K.S.A. 74-6706).

The Kansas Commission on Disability Concerns urges you to support HCR 5011.
Caregivers are a very important part of our society and this recognition is overdue and
deserved.

The commission is supportive of this resolution with the proposed amendments and
encourages you to recommend it favorably for passage to the full Senate.

Thank you for your time.

Semode Puklic Wealta
el Fore Commitler
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1000 S.W. Jackson, Suite 100, Topeka,BSBgaI2ASP\ et - 2
Voice: (785) 296-1722 Toll Free: 1-800-295-5232M i

TTY: (785) 296-5044  Toll Free TTY: 1-877-340-5874  Fax: (785) 296-3490
www.kcdcinfo.com




AARP
~~==" Kansas

March 16, 2006
Senator Barnett, Chair
Public Health and Welfare Committee

Good afternoon Chairman Barnett and Members of the Senate Public Health and Welfare
Committee. My name is Alyce Brown and [ am the Southwest Regional Volunteer Coordinator for
AARP. AARP Kansas represents the views of our more than 350,000 members in the state of
Kansas. Thank you for this opportunity to express our support for HCR 5011 and caregivers of
Kansas. Caregiving is a high priority issue for AARP Kansas.

Family caregivers refer to people who provide long-term care services and support to family
members, friends, relatives and neighbors. Unpaid caregiver refers to people who provide care
without pay.

In the 2004 AARP survey “Caregivers in the U.S., Spotlight on Kansas” it was estimated that
approximately 446,000 adults in Kansas, 22 % of the total population, provide unpaid care to a
relative or friend 18 or older.

These caregivers are a diverse group. Their caregiving experiences range from those that are
relatively easy to those that are burdensome. We know that being a caregiver makes those who
assume the heaviest responsibilities vulnerable to risk associated with poorer health, emotional
stress and economic hardships.

As the baby boom generation ages over the next 25 years, the ranks of those needing care will swell
and the numbers of those available to provide care will decrease. Future caregivers may feel even
less choice about becoming caregiver or may provide care for two, three or more recipients. This
will increase the caregiver burden.

AARP believes that unpaid caregivers deserve our attention and our assistance by:

e Helping current at-risk caregivers to continue to provide care to family without sacrificing
their health, financial security and their quality of life.

e Expanding current caregiver programs to include all caregivers regardless of the age of care
recipient.

e Encouraging families and states to begin to plan future needed services for the long-term
care population.
As a step in recognizing the efforts of those who carry out the primary role of the unpaid caregiver,
we respectiully request your support of HCR 5011 and Kansas caregivers. Thank you for your
consideration in this matter.

Respectfully, Alyce Brown

555 S. Kansas Avenue, Suite 201 | Topeka, KS 66603 | 785-232-4070 | 785-232-8259 fax
Marie Smith, President | William D. Novelli, Executive Director and CEQ | www.aarp.org
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