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Project Overview
The project focuses on supporting state health officials, their leadership teams, and other partners in
the development and implementation of a state action plan to address prescription drug misuse, abuse,
and drug diversion using a coordinated approach to consider the issue along a continuum (i.e.,
prevention, monitoring and surveillance, enforcement, treatment and recovery). A central principle of
this work is to help state health officials identify effective policy and legal strategies that are successful
in reducing overdose deaths through collaboration with traditional and nontraditional partners.
Activities are developed to build capacity for policy and programmatic approaches to preventing
prescription drug misuse, abuse, and diversion toward the long-term improvement of health outcomes.
This initiative serves as an opportunity for states to collaborate with other states facing similar
challenges to identify the scope of the issue, justify political and resource barriers, assess partnerships,
and determine how various systems can “fit” together using a public health approach.
On April 25-26, 2012, the Association of State and Territorial Health Officials (ASTHO) convened teams
from six states to discuss the urgent problem of prescription drugs. The states represented were
Kentucky, Ohio, Oklahoma, South Carolina, Tennessee, and West Virginia.
The meeting’s goals were for each state team to: (1) agree on a set of priorities or action items that the
team would pursue with other partners to strengthen or modify current efforts in the state related to
preventing prescription opioid overdoses, and (2) identify opportunities for ongoing technical assistance
provided by ASTHO.

State Team Participation
The strength of this meeting was the combined team approach, bringing together various efforts and
state departments in the interest of integrated, comprehensive program and policy. The state teams
were comprised of representatives that varied by state. Although several teams had multiple
representatives from a single agency or entity, the following chart illustrates the diversity of the teams.
Appendix I includes a full participant list.
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Observations and Common Themes
Over the course of the meeting, participants learned more about epidemiological trends in drug abuse
and overdose, as well as states’ programmatic, legal, and policy initiatives to address prescription drug
use. States also examined the importance of developing and sustaining partnerships. Each discussion
area was examined in-depth, with each state providing an example for a specific topic of discussion.
Descriptions of each presentation can be found in Section IV. General themes to emerge from the
meeting included:
1. States with high burdens of prescription drug overdose and abuse are focused on addressing the
issue, though the level and types of actions vary widely.
2. States welcome the opportunity to work together, as some have not had the opportunity to do
so before the meeting.
3. High-level state leadership (e.g., from the legislature or the governor’s office) helps greatly to
address barriers and galvanize action in the state.
4. State laws are sometimes necessary to address barriers, particularly those related to aspects of
their prescription drug monitoring programs (PDMPs), and these laws need to be evaluated for
effectiveness and utility.
5. States will continue their efforts around provider education (prevention); improving the quality,
reporting periods, and usability of their PDMPs (surveillance and monitoring); focusing on highrisk users, prescribers, and facilities to impede drug diversion (diversion and enforcement); and
increasing and refining the focus on treatment and recovery support, including the use of
Screening, Brief Intervention, and Referral to Treatment (SBIRT) and medication-assisted
treatment (MAT) modalities.

Expert Presentations and State Highlights
PRESCRIPTION OPIOIDS: USE, MISUSE, AND HEALTH CONSEQUENCES & POLICY OPTIONS FOR STATES
Len Paulozzi, MD, MPH; Chris Jones, PharmD, MPH; Division of Unintentional Injury Prevention,
National Center for Injury Prevention and Control, CDC.
Paulozzi and Jones delivered presentations related to the following areas: epidemiology (death rates,
misuse, use, and examples of state work) and policy options (strategic focus areas and policy
recommendations).
Paulozzi presented data on the prevailing trends for poisoning and drug poisoning, with the majority of
the increases in fatalities attributed to the rise in drug-related poisoning. Although motor vehicle
fatalities were the leading cause of injury-related mortality for many years, poisoning deaths have now
surpassed motor vehicle crashes as a leading cause of death. Of these, opioid analgesics, cocaine, and
heroin were the leading cause of drug overdose deaths, with opioid analgesics as the agent responsible
for the greatest number of deaths. Paulozzi discussed the public health impact of opioid pain reliever
use, indicating that, for every one overdose death in 2009, there were: nine substance abuse treatment
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admissions, 30 emergency department visits for misuse or abuse, 118 people who met criteria for abuse
or dependence on opioids, and 795 people aged 12 and older who reported nonmedical use in the past
year. Paulozzi also presented maps that displayed state and regional information (e.g., overdose rates,
nonmedical use, and oxycodone sales). Prior to the meeting, Paulozzi requested that the participating
states count drug overdose deaths from the latest available vital records data that met specified criteria.
During the meeting, he used this data in an exercise to make current comparisons between the states
more practical.
Jones discussed CDC’s strategic focus areas: enhancing surveillance, informing policy, and improving
clinical practice. He provided additional information about prescribing trends and doctor shopping, and
explained CDC’s policy recommendations for addressing the epidemic. Those recommendations
included: prescription drug monitoring programs (PDMPs); patient review and restriction programs;
laws/regulations/policies; insurers and pharmacy benefit managers (PBM) mechanisms; clinical
guidelines; improve access to substance abuse treatment. Jones conveyed the need to enhance
treatment and recovery services, cautioning that this might lead to a rapid surge in treatment
admissions—a scenario that the medical system is currently ill-prepared to address.
The presenters then invited questions from the participants, which included the following:
1. Two participants asked about the success rate for treatment programs. Paulozzi and Jones
pointed out that success depends somewhat on the modality. Methadone treatment and
maintenance has a high success rate, while other methods have lower rates of success and
higher rates of relapse.
2. A participant asked about reasonable expectations for PDMP reporting times. There has been
pushback from the industry on shortening reporting times. The presenters and other
participants pointed out that industry can make the short reporting times happen, though
sometimes it appears they may not wish to do so. In Oklahoma, the state went from 30-day
reporting periods to 7-day, to 24 hours, and now to five minutes at the present time. There
needs to be buy-in from doctors and other medical professionals.
3. A participant from the Ohio state team commented that a meeting was conducted with the
state coroner’s office to help them achieve better drug reporting data on drug overdoses in
order to improve data collection and aggregation efforts. Kentucky recently passed a bill on how
coroners must report overdose deaths.
4. A participant asked about how to better and more meaningfully disseminate data to drive
action. In Tennessee, providers use a graphic (i.e., visual chart) so they can quickly appraise and
compare their prescribing habits to their peers’ and colleagues’ (red/yellow/green). In Ohio,
prescribers are given a risk score. The group discussed the need to better define the threshold
for “abuse” and to determine the indicators for increased risk. For example, is the number of
pharmacies visited by a person a proxy for abuse risk?
PANEL SESSION: STATE SYSTEMS APPROACHES
Ellen Benavides, MHA, Assistant Commissioner, Minnesota Department of Health; Christy Porucznik,
PhD, MSPH, Assistant Professor, University of Utah School of Medicine; Division of Public Health
(formerly of the Utah Department of Health); Steven Saxe, MHA, FACHE, Office Director, Health
Professions and Facilities, Washington State Department of Health. Moderated by Paul Jarris, MD, MBA,
Executive Director, ASTHO.
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The group then turned to a panel comprised of state representatives to present specific model actions.
Porucznik discussed Utah’s progress, which stems from initially publishing data in 2007 and developing a
strategic focus on reducing prescription drug abuse. Subsequently, prescription drug overdose death
rates leveled off.
Utah has focused on this issue as a patient safety problem and has worked with the legislature to
change confidentiality laws surrounding the state’s controlled substances databases (maintained by the
Utah Department of Commerce). Porucznik acknowledged that it would be ideal if the database could
track prescribing by physician specialty area, physician group practices and mid-level practitioners, or
create linkages to medical records to track diagnoses or other non-controlled substance prescriptions.
With these data points, the state could better recognize true trends in drug use and abuse instead of
focusing on legitimate prescribing patterns, and better direct action to “problematic” or criminal
prescribers.
Porucznik and her colleagues continue to assert the importance of evaluating the effectiveness of
specific guidelines, such as the impact of the “electronic medical record barrier.” She pointed out that, if
prompts or questions are not included in the electronic medical record, providers may not ask or do
anything differently. There are opportunities for the delivery and exchange of relevant information.
Saxe discussed Washington state’s strategies for addressing the prescription drug epidemic, largely
centered on epidemiology and often referred to as model state practices. Washington created a broadbased interagency task force in 2008 with representatives from public health, mental health, regulators,
and other state entities. The task force increased public and provider education, as well as diversion and
surveillance efforts and evaluation of practice guidelines.
The task force currently encourages providers to consult the PDMP to review prescription history
information and look for potential interactions. Following a change in legislation in 2007, which
authorized the state to begin a prescription monitoring program, the program started data collection
from all dispensers in October 2011 after it was delayed by insufficient funding. Practitioners and other
authorized users were able to access data for the first time in January 2012.
The Washington Emergency Department Opioid Abuse Work Group, sponsored by the Washington State
Department of Health (DOH), developed the Washington Emergency Department Opioid Prescribing
Guidelines. The state’s prescription monitoring program provides data on people who visit the
emergency department frequently to provide dispensers with a tool to recognize when a patient may be
obtaining prescription drugs for nonmedical use or with the intent to divert these substances. State and
local officials have also conducted drug take-back programs across the state, involving environmental
health advocates, as well as law enforcement and, in some cases, pharmacies.
Washington state also enacted a good Samaritan law. Under the measure, if an individual overdoses and
someone else seeks assistance, that person cannot be prosecuted for drug possession, nor can the
person overdosing. The law also allows people to use the opioid agonist naloxone, which counteracts
the effects of opiate overdoses, if it is used to help prevent an overdose. Other Washington initiatives
include an active needle exchange program and working with the state higher education system,
specifically the University of Washington, to enhance rural provider education.
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Benavides described two high-profile cases in Minnesota that focused attention on the prescription drug
issue. As a result of two healthcare facility incidents, the state concentrated on drug diversion in those
facilities. Controlled substance diversion by healthcare professionals is a serious issue that can lead to
patient safety issues. In May 2011, the Minnesota Department of Health (MDH) and the Minnesota
Hospital Association (MHA) invited a coalition of hospital, provider, law enforcement, licensing and
other healthcare stakeholders to address this issue collaboratively. The group created the “Minnesota
‘Controlled Substance Diversion Prevention’ Roadmap of Best Practices,” as well as final reports
detailing enhanced safety components, to guide future action in Minnesota healthcare facilities.
The panel then invited questions from participants, which included the following:
1. A participant asked about the presence of veterinarians in the PDMP. In Washington state, the
legislature recently passed a bill that exempts veterinarians from the current prescription
monitoring program and requires the DOH, in collaboration with the Veterinary Board of
Governors (VBOG), to establish alternative data reporting requirements for veterinarians. In
Utah, there were concerns about prescriptions and patients’ age until it was realized that there
were animals in the database—possible grounds for the removal of veterinarian dispensers from
the database. However, Porucznik remarked that the state only saw an incremental effect for
veterinarians, even when they were separated out from the general database. In Tennessee, all
prescribers are required to check the database because they have found that people are willing
to take advantage of any available loophole.
2. A participant asked the panelists if they noted a rise in alcohol use and abuse in relation to
prescription drugs, and inquired about the panelists’ experiences with youth substance abuse
prevention programs (i.e., whether it lowers the age of initiation). Washington is trying to track
deaths also associated with alcohol. Using Utah’s medical examiner data, the state has found
that alcohol use is associated with about 20 percent of drug overdose deaths and authorities
have not seen this percentage increase over the years. Per the question on youth programs,
Porucznik discussed their lack of youth data (deaths are not necessarily being certified as drugrelated), which makes it challenging to definitively illustrate youth drug use/abuse trends.
3. A question was asked about the effectiveness of using of high-profile cases to draw attention to
the prescription drug problem. In Minnesota, these were moments when the community was
galvanized around action because the incidents were very public. Officials in Minnesota used
this opportunity to discuss how to work together well and it was a prime example of how to not
be “turfy” and defensive.
4. A participant asked if there was one specific action in Utah that worked to decrease the use of
prescription drugs. Jarris stated that a systems approach typically yields the greatest impact
toward improvements in health outcomes.
5. Another participant asked about formal nursing education. The University of Washington is
mostly targeting physicians, but also nursing and pharmacy students. Benavides emphasized the
need to support rural practitioners.
The group commented on the need to tie together medical doctor and pharmacy training programs in
school so they view one another as a prevention and treatment team. Others echoed the need for
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Screening, Brief Intervention, and Referral to Treatment (SBIRT) programs in multiple settings because
this intervention reaches people before they are dependent and when it is still possible to get them to
treatment. The Substance Abuse and Mental Health Services Administration (SAMHSA) is funding
residency programs to teach SBIRT. Another participant commented on the need to reach out to the
faith/religious community to address the cultural component. In Utah, religious affiliation was
considered in some investigations and, often, people who died of overdose tended to be less engaged in
their faith communities. People commonly report that they are religiously-adherent in Utah but,
because drugs come from physicians, they are perceived as being more acceptable than alcohol or other
substances (i.e., these usages are not accepted in the religious culture).
STATE POLICY TRENDS
Sharon Moffatt, RN, BSN, MSN; Chief, Health Promotion and Disease Prevention, ASTHO.
States have been increasingly interested in addressing prescription drug abuse, with many states
introducing legislation across the broad continuum of action. Moffatt emphasized that it will be crucial
to capture and share information related to implementation of these wide-ranging legislative efforts and
policies. She also encouraged attendees to consider special populations, including youth, Medicaid
recipients, military personnel, maternal and child populations, and older adults, and to consider what
available levers exist to help these populations mediate legitimate access to opioid pain relievers while
discouraging inappropriate use.
PRESCRIPTION DRUG OVERDOSE PREVENTION: SELECTED LEGAL STRATEGIES
Len Paulozzi, MD, MPH; Division of Unintentional Injury Prevention, NCIPC, CDC; and Stacie Kershner, JD,
and Carla Chen, JD; Public Health Law Program, Office for State, Tribal, Local, and Territorial Support,
CDC.
Kershner detailed laws, statutes, and regulations (not the rules of medical boards or the guidelines of
state agencies) enacted before August 2010, explaining that, as new laws are adopted, CDC will update
their analyses to reflect real-time changes. In this analysis, CDC compiled a sample of laws related to
each strategy. Common elements from each statute or regulation were identified for each strategy, and
these elements were combined to form the case definitions.
Promising legal strategies include:









Prescription drug monitoring programs.
Requiring physical examinations before prescribing.
Requiring tamper-resistant prescription forms.
Regulating pain management clinics.
Setting prescription drug limits.
Prohibiting “doctor shopping”/fraud.
Requiring identification before dispensing.
Providing immunity from prosecution/mitigation at sentencing (“good Samaritan”).

The framework presented was primarily for discussion—many laws appear to fall into the above
categories, but may not be applicable (i.e., yield the same outcomes) in every state.
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The Robert Wood Johnson Foundation (RWJF) is funding ongoing research at the University of North
Carolina Chapel Hill and at the University of Utah. The studies at these institutions will reassess the
effectiveness of PDMPs and evaluate the impact of three regulations on prescribing patterns,
respectively. Additionally, CDC continues to track and monitor progress of states’ prescription drug laws.
In response to a question about evaluation of legal interventions, Kershner commented that RWJF and
CDC would be good resources, but there are no best practices for legal evaluations at this point.
However, RWJF does fund evaluation studies.
WORKING ACROSS SECTORS: FORGING AND SUSTAINING PARTNERSHIPS
(State Highlight: Ohio)
Ohio described three tiers of partnership in Ohio: within state government (cabinet-level team); five
major work groups (enforcement, professional education, public education, recovery, and treatment);
and 23 community-based opiate task forces throughout Ohio at the local level.
SOLACE (Surviving Our Loss and Continuing Everyday) is a statewide family engagement network that
seeks to support individuals and families affected by addiction, advocate for policy changes, and
mobilize other communities to affect their own change. It is expected that 20 new family support groups
will soon begin. Ohio shared how the state embedded this work at the state and local levels through
legislation, coalitions, and relationship-building, and how the concept of “data driving action” (e.g.,
mapping) illustrated the number of opiates being dispensed in Ohio, attracting the attention of the
governor and providing the necessary momentum.
Ohio posed three questions to the group:
1. Can CDC develop a set of national guidelines for opioid and other controlled substance use in
emergency departments that includes guidance around the use of opiates for chronic pain
conditions?
2. Should we set a national standard for maximum morphine equivalent dose (MED) to be
prescribed daily for the treatment of chronic pain conditions?
3. Should we define optimal treatment strategies to enhance the use and effectiveness of
medication-assisted treatment (MAT) regimens?
A participant asked about the state’s use of evidence-based recommendations related to the
standardization of methadone and Suboxone prescribing. Ohio is planning to contract with the National
Institute on Drug Abuse (NIDA) to evaluate their recommendations. Ohio hypothesized that lowering the
prescribed dosages would also decrease costs and reduce diversion. The state is evaluating its formative
guidelines at one pilot site and, if successful, Ohio will initiate a rules process to require their use for
treatment services reimbursed through Medicaid. The Ohio team is willing to share these guidelines
with the meeting participants as they become available.
STRENGTHENING OPPORTUNITIES FOR PREVENTION: AN ASSESSMENT OF CROSS-SYSTEMS PLANNING
AND ACTION
(State Highlight: West Virginia)
West Virginia spoke to designing a strategy for comprehensively assessing prevalence, gaps, and need
across the substance abuse continuum statewide. An intensive needs assessment resulted in reshaping
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the state’s entire prevention structure. West Virginia summarized three essential components to the
state’s success: executive leadership, action, and teamwork. West Virginia described an extensive list of
outcomes and successes, namely the passage of a comprehensive substance abuse bill (SB 437),
increased physician engagement initiatives, public/private partnerships between state agencies (e.g.,
the West Virginia Perinatal Partnership and the Claude Worthington Benedum Foundation), interstate
prescription drug alliance, and SBIRT in schools, regional prisons, and Veterans Affairs offices. West
Virginia’s “lessons learned” included:









System-wide assessment involving multiple partners is key—take your time and be patient.
Establishing and continuing relationships with partners statewide is critical.
A top down-bottom up approach was central to West Virginia’s success.
Data-informed decision making must guide the process.
Funding is one part of success—grassroots efforts and collaborations are impactful and costeffective.
Be flexible and develop strategies that are flexible.
Keep the end always in focus—people’s lives depend on it.
Get started and build your system over time.

IMPROVED PRESCRIPTION MONITORING AND SURVEILLANCE
(State Highlight: Oklahoma)
Oklahoma was well-positioned to speak to the state’s regulatory environment and the subsequent
impact on prescription monitoring. The Oklahoma PMP was enacted into law by Oklahoma’s Anti-Drug
Diversion Act. Dispensers are required to submit controlled substance prescription information directly
to the system every 24 hours. As of January 2012, prescriptions must be reported to the PMP within five
minutes of being delivered to the ultimate user or their designee. An advisory board was created
comprised of professionals from chain and independent pharmacies, pharmaceutical companies,
regulatory agencies, trade organizations, the pharmaceutical software industry, Indian Health Services,
and law enforcement agencies. The advisory board’s goal was to create the framework for moving
Oklahoma’s PMP to a real-time collection system that would take into account all stakeholders’
concerns.
Director of the Oklahoma Bureau of Narcotics Darrell Weaver described Oklahoma’s PMP, which was
built in-house to the state’s specifications after a 108 percent increase in drug overdose deaths, 81
percent of which were related to prescription drugs.
All overdose deaths in the state are reported to law enforcement. Law enforcement also receives
reports of nonfatal overdoses, which are considered “in-progress” crimes. They receive data every day
from hospitals through the state PMP. The PMP has a secure portal that takes about 10 seconds to
operate and is open to every doctor and veterinarian in the state. Weaver reported an estimated 75
percent compliance rate with 17,000 registrants. Chain pharmacies quickly joined with the PMP and 85
percent of these pharmacies use one software platform. The number of prescriptions leaving the
emergency room has decreased as a result of the real-time PMP. The cost to Oklahoma to implement
this system was fairly minimal. Weaver pointed out that, the closer to real time the system can be, the
more useful it is and the more confidence people have in the system itself.
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Oklahoma also has an active prescription drug take-back program, with 120 boxes in secure locations
around the state. The programs have collected approximately 8,000 pounds of unwanted, unused
prescription drugs and the state is working with a refuse company to recycle the drugs into clean
energy. Officials are unable to separate the drugs into schedules or classes to weigh each separately, but
they are planning to conduct spot audits to determine the exact types of drugs received in each box.
REDUCING DRUG DIVERSION THROUGH ENFORCEMENT STRATEGIES
(State Highlight: Kentucky)
The state has sought to maximize its limited resources. Jennifer Carpenter from the Office of the
Kentucky Attorney General explained that it had previously assigned just four law enforcement officers
to pursue prescription drug cases, but has since partnered with local law enforcement to work together
as a state unit. As a result, there are now eight officers available to work cases across the state, with
local officers able to cross county lines to investigate cases.
The state’s Kentucky All Schedule Prescription Electronic Reporting (KASPER) system has helped reduce
the number of doctor shopping cases in Kentucky, but Carpenter reported the rising trend of online
doctor shopping, as well as an increased number of cases from out-of-state. Kentucky enacted laws that
prohibit out-of-state doctors from prescribing to Kentucky residents after observing an increased
number of prescriptions that originated in Florida. The Kentucky team members represented at the
meeting also work closely with Appalachian high intensity drug trafficking areas’ (HITDA) offices and
related initiatives, which have served as a great intelligence unit, to identify trends from Florida.
Kentucky likened these prescribing and doctor shopping trends to those of an organized crime ring to
demonstrate how the state has leveraged resources to increase enforcement in the state. In addition,
Kentucky addressed three questions:
How have the judicial and public health sectors worked together? How have the two “cultures”
merged and to what extent do they support each other?
The Office of Drug Control Policy in Kentucky is located within the Justice and Public Safety Cabinet and
has strong connections to the criminal justice community and a close working relationship with public
health, the treatment and recovery community, and the prevention/education community.
Do you have specific protocols for interacting?
Although no explicit protocol is followed, the representatives from Kentucky serve on numerous boards
together and collaborate on projects of mutual interest.
What are your top three “lessons learned?”
1. Kentucky is blessed to have employees and agencies all across the government that care about
addressing our substance abuse issues.
2. Almost all agencies are willing to collaborate and work together, you just have to ask.
3. We can accomplish much more when we combine resources, especially in these lean economic
times.
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ENHANCING TREATMENT AND RECOVERY SUPPORT
(State Highlight: Tennessee)
Co-presentation with Nicholas Reuter, MPH; Division of Pharmacologic Therapy, Center for Substance
Abuse Treatment, SAMHSA.
First, Reuter discussed the Substance Abuse and Mental Health Services Administration’s (SAMHSA)
priorities in preventing and treating prescription drug abuse, including increasing and supporting the use
of PDMPs, increasing funding capacity for treatment, and increasing training to providers. He discussed
the benefits of SBIRT, as well. Reuter addressed some challenges of treatment and recovery, such as
denial. He also discussed the long periods between the first exposure and admission for treatment. Four
out of 10 individuals who report a prescription drug dependency have co-occurring mental health
disorders. There are also capacity issues related to the demand for treatment services. Treatment
continues to be difficult to tailor for each person, as there is no “one-size-fits-all” approach for everyone
addicted to prescription drugs. Other challenges pertinent to states included:







Continuing stigma against methadone treatment.
Funding and resource shortages.
Need to interface with criminal justice system.
Need to integrate treatment interventions/referrals into overdose prevention.
Lack of special attention to adolescents/young adults.
Lack of evidence and research to guide states on the effectiveness of strategies.

SAMHSA is providing training on medication-assisted treatment. There are regional differences in terms
of the types of medication-assisted treatment modalities used. SAMHSA supports the National Registry
of Evidence-Based Programs and Practices (NREPP), which includes evidence-based programs for
practitioners in the field to consider. SAMHSA also developed an opioid overdose prevention toolkit, in
conjunction with ASTHO, which includes information about Naloxone administration, recovery, and
“do’s/don’ts” when responding to an overdose.
Reuter discussed the collaboration between CDC, the National Institutes of Health, and FDA focused on
making naloxone more readily available to nonmedical users. FDA is determining if intranasal naloxone
can be made available over-the-counter, as there is generally support (e.g., from first responders/EMS)
for this route of administration.
SAMHSA is studying local interventions to increase prevention, treatment, and recovery supports and
looking to turn enforcement and compliance into educational opportunities for law enforcement and
physicians. Reuter referenced the example of Project Lazarus, a public health model from Wilkes
County, North Carolina that is based on the premises that drug overdose deaths are preventable and
that all communities are ultimately responsible for their own health. The Lazarus Project showed some
successful outcomes, including a 69 percent reduction in overdose deaths between 2009 and 2011.
During the Q&A session, Reuter stated that SAMHSA will continue to emphasize the use of
multiformulation combination opioid medications, as there is less abuse with these products based on
the pattern of withdrawal associated with these products. The market continues to innovate with new
delivery mechanisms for opioid detoxification, such as subcutaneous rods, but SAMHSA is not funding
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these types of studies at this time. Recently, a new transdermal patch designed with analgesic release
properties was introduced to the market, but additional research is needed on other modalities. NIDA is
funding much of this research. A participant asked about harm reduction strategies that Reuter said
have been studied in Canada, but not as rigorously in the United States.
Tennessee Department of Health Commissioner John Dreyzehner, MD, MPH, FACOEM, spoke of
Tennessee’s efforts to support treatment and recovery services. The state continues to work on
enhancing its PMP and, at the time of the meeting, was waiting on news of a bill expected to pass
through the legislature that would address many aspects of the prescription drug continuum. The
Tennessee Prescription Safety Act of 2012 was signed into law by Governor Bill Haslam on May 11, 2012.
Tennessee’s efforts will focus on implementing the law and addressing the market forces that inform
and influence the prescription drug trends. Tennessee also addressed three questions and offered an
expanded description of the state’s approach to tackling the epidemic:
How do substance abuse treatment and recovery support services complement or reinforce other
state efforts?
These services are reflected by the formation of Governor’s Public Safety Subcabinet Working Group
(i.e., Department of Safety & Homeland Security, Department of Mental Health, Department of Health).
Participants from Tennessee noted that it is the nature of governor’s state plan to include multiple
strategies and different units of interventions.
How have these efforts informed other prevention initiatives or programs?
Dreyzehner referred to a core messaging principle: “Anyone, Anywhere, Anytime.”
The susceptibility message: Capture stories to dispel public preconceptions of diversion and drug misuse.
Mortality rates are the tip of the proverbial iceberg.
The severity message: The human, service, and economic costs of near-misses and continuous
treatment. Profiling costs elevates new potential governmental partners.
The prevention message: The mortality profile indicates this is a workforce and economic development
issue.
What are your top three “lessons learned?”
1. Making laws, rules, and regulations is not for the faint of heart and requires persistence.
2. Different governmental interests bound together strengthen the case and long-term
commitment.
3. Leveraging the mortality and diversion arguments pave the way for prevention and treatment
messages.

State-Specific Planned Actions
State teams spent the majority of the meeting time engaged in an in-depth analysis of current work,
gaps, and future plans across the continuum. Prior to the meeting, ASTHO staff created a master set of
nationally accepted recommendations rendered from the White House Office of National Drug Control
Policy’s (ONDCP) 2011 Prescription Drug Abuse Prevention Plan and CDC. This combined set of
recommendations was intended to provide guidance (evidence-based, when available) for state-level
action to meaningfully and effectively reduce prescription abuse and drug overdose mortality rates.
Using materials submitted by each state prior to the conference, as well as publicly available documents
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and tools, ASTHO staff provided each state team with an analysis of current actions in each stage of the
comprehensive continuum: prevention; surveillance and monitoring; diversion; and treatment and
recovery. The state teams then used this tool to analyze each state’s respective investments and
actions, as well as identify and prioritize areas in which little or no action had been undertaken. The
states prioritized these actions based on perceived commitment, effort, and cost. An abridged version of
the gap analysis worksheet and each state’s policy analysis is provided in Table 1. After one-and-a-half
days of discussion, the states agreed on actions to pursue in the days and weeks following the meeting.
These areas are summarized in the chart below:
State
Kentucky

Ohio

Oklahoma

South Carolina

Tennessee

Actions
Kentucky will work on increasing access to treatment services through
Operation UNITE, in addition to maintaining the treatment hotline, and will
look for ways to expand these efforts statewide. Kentucky will also work to
reduce stigma and barriers to treatment and recovery. In the days following
the meeting, a stakeholder meeting would convene to discuss raising money to
expand the treatment hotline. The Kentucky Cabinet for Health and Family
Services will conduct meetings with medical licensing boards.
Ohio will establish prescribing thresholds for physicians and develop
prescribing guidelines for use in emergency departments and acute care
facilities. Ohio will use the state’s PDMP (the Ohio Automated Rx Reporting
System [OARRS]) to monitor for consulting thresholds for prescribers and
collaborate on interstate diversion initiatives. Ohio will also standardize
approaches for medication-assisted treatment/buprenorphine methods and
will introduce guidelines in the near future.
Oklahoma state team members will engage new partners and formally create a
new state task force. Oklahoma will work collaboratively on specific measures
identified in prevention, treatment and recovery, improving the use of the
PMP, and targeting long-term care and hospice facilities for future action.
Representatives from South Carolina stated that they need to establish more
groundwork. South Carolina stressed the need to develop relationships to get
the attention of staff and principal stakeholders.
Tennessee will meet with a media and grassroots stakeholder groups to talk
about prevention messaging. The team also plans to present information about
SBIRT to the Tennessee Department of Health within a month of the meeting.
Tennessee expected that the state legislature would pass a bill that would
address several areas of prescription drug abuse, and members of the team
were committed to implementation. Tennessee will evaluate its current laws,
using a stakeholder input process to develop the methodology. Tennessee will
monitor the state budget to determine if there is funding to hire staff to
improve coordination between state/local law enforcement on investigations
related to prescription fraud and diversion. A pharmaceutical company has
also indicated its willingness to provide Tennessee with funds for the purchase
of 5,000 doses of Naloxone. The state will carefully assess the proposal and
weigh conflict of interest.
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State
West Virginia

Actions
West Virginia will be challenged with implementing SB 437, a comprehensive
substance abuse plan. West Virginia will focus on healthcare provider
education, SBIRT expansion, PDMP utilization, stakeholder engagement,
evaluation of current infrastructure and services, and addressing workforce
goals for treatment and recovery services by engaging medical schools.

TABLE 1: GAP ANALYSIS—INITIAL RESULTS
The following charts are an abridged summary of the compiled recommendations, interfaced with the
states’ current activities in each area, as determined by ASTHO staff who materials submitted by the
state prior to the meeting.
The gap analysis was intended to help states visualize their current investments and commitments, and
to identify areas for future growth and activity. States reported additional activities that were not
captured in these broad categories.

Strengthening Opportunities for Prevention
KY
OH
OK
TN
Healthcare Provider Education
Training on responsible
prescribing
Curricular requirements for
training (pre-service) in schools of
medicine, dentistry, pharmacy,
etc.
Continuing education in pain
management
Evidence-based clinical guidelines
for ED prescribing
Public awareness campaigns
Educational materials on use and
disposal of opioids
Epidemiological studies
SBIRT

X
Future plans
indicated

WV
X

X

X

X

X
Parent, Youth, and Patient Education
X
X
X
X

X

X

X

Community and Healthcare Settings
X
X

X
X

Proper Medication Disposal
Coordinate disposal efforts across
the state

X
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Focus on high-risk patients
Link to EHRs
Improve linkages to other state
data systems (Medicaid)
Leverage state health information
exchanges
Incentives to providers checking
PMPs
Incorporate new technologies
into SBIRT programs
Improve PDMP inter-operability
across states
Evaluate PRR programs
Coordination between state
program, workers’ comp. to
monitor script claims

Use of evidence-based guidelines
Institute regulatory action (e.g.,
by state medical board) against
providers who prescribe outside
normal limits
Model pain clinic regulation laws
Use PMP data to identify
“problem prescribers” and clinics
Use PDMP to identify doctor
shoppers

Improved Prescription Monitoring and Surveillance
KY
OH
OK
TN
Prescription Monitoring Programs
X
X
X
X

X

X

X

WV

X

X
X

X

X

X

Patient Review and Restriction (PRR) Programs
X

X

X

Reducing Drug Diversion Through Enforcement Strategies
KY
OH
OK
TN
WV
Healthcare Provider Accountability
X
X
X
X
X

X
X

X

X

X

X

Laws to Prevent Abuse and Diversion
Enact and enforce laws to
prevent abuse (e.g., photo ID for
prescription pickup)
Evaluate laws for effectiveness
Promote law enforcement
collaboration
Promote coordination of
investigations
Develop partnerships through
HIDTAs

X

X

X

X
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Enhancing Treatment and Recovery Support
OH
OK
TN
Improve Substance Abuse Treatment

KY

Facilitate better access to
effective treatment services
Address under-treatment of
substance abuse, increase parity
Evaluate overdose prevention
programs to train and distribute
naloxone to non-medical users
Reduce stigma and barriers to
care (e.g., from methadone
clinics to office-based
buprenorphine treatment)
Leverage resources to improve
service delivery
Identify performance indicators
and outcome targets for opioid
treatment services

X

X

WV

X
X

X

X

X

X

X

X

Conclusion
Although these states have made great strides in addressing prescription drug misuse, abuse, and
diversion, much work remains to be done. Future efforts will be strengthened by a coordinated
approach that addresses all aspects of the continuum.

© Association of State and Territorial Health Officials 2012
202-371-9090

16

2231 Crystal Drive, Ste 450, Arlington, VA
www.astho.org

Appendix I: Full Participant List
Multistate Invitational Team Meeting
Preventing Prescription Drug Misuse, Abuse, and Diversion
April 25-26, 2012
Bruce A. Behringer, MPH
Deputy Commissioner
Continuous Improvement & Training
Tennessee Department of Health
425 5th Avenue North
Nashville, TN 37243
615-741-3111
bruce.behringer@tn.gov

Jennifer Carpenter
Special Investigations
Kentucky Office of Attorney General
1024 Capital Center Drive
Frankfort, KY 40621
Jennifer.carpenter@ag.ky.gov
Terry L. Cline, PhD
Commissioner of Health
Oklahoma State Department of Health
1000 North East 10th Street, Room 305
Oklahoma City, OK 73117-1299
terryc@health.ok.gov

Ellen Benavides, MHA
Assistant Commissioner,
Minnesota Department of Health
625 Robert St. N.
St. Paul, MN 55155-2538
651-201-3565
Ellen.Benavides@state.mn.us

Representative Doug Cox, MD
Oklahoma House of Representatives
State Capitol Room 410
Oklahoma City, OK 73105
405-557-7415
dougcox@okhouse.gov

Rodney Bragg, M.Div., MA
Assistant Commissioner
Division of Alcohol and Drug Abuse Services
Tennessee Department of Mental Health
Andrew Johnson Tower, 11th Floor 710 James Robertson
Parkway Nashville, Tennessee 37243
615-532-7783
rodney.bragg@tn.us

Jeremy Davis
Legislative Liaison
Tennessee Department of Health
425 5th Avenue North
3rd Floor Cordell Hull Building
Nashville, TN 37243
615-741-5233
jeremy.davis@tn.gov

Cheryl H. Bullard
Chief Counsel for Health Services
Office of General Counsel
SC Department of Health and Environmental Control
2600 Bull Street
Columbia, SC 29201
803-898-3356
bullarch@dhec.sc.gov

Steve Davis, MD
Kentucky State Health Officer, Interim Commissioner
Kentucky Cabinet for Health and Family Services
Department for Public Health - Kentucky
275 East Main Street, HS1GWA
Frankfort, KY 40621
502-564-3970 x3526
steve.davis@ky.gov

Jessica Carda-Auten, MPH
Director; Maternal, Child, and Adolescent Health
Injury and Violence Prevention
National Association of County and City Health Officials
1100 17th Street NW, Second Floor
Washington, DC 20036
202-559-4318
jcarda-auten@naccho.org

John J. Dreyzehner, MD, MPH, FACOEM
Commissioner
Tennessee Department of Health
3rd Floor Cordell Hull Building
425 5th Avenue N.
Nashville, TN 37243
john.dreyzehner@tn.gov
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Lee A. Guice, JD
Director
Kentucky Office of the Inspector General
Audits & Investigations
5ED 275 East Main Street
Frankfort, KY 40601
502-564-2815 x 3336
Lee.guice@ky.gov

Angela McKinney Jones, MSW
Director
Prevention Services
Tennessee Department of Mental Health
710 James Robertson Parkway, 10th Floor
Nashville, TN 37243
615-532-7786
angela.mckinneyjones@tn.gov

Orman Hall, MA
Director
Ohio Department of Alcohol & Drug Addiction Services
(ODADAS)
30 W. Spring Street, 6th Floor
Columbus, OH 43215
614-752-8359
Orman.Hall@ada.ohio.gov

Jeffrey McLeod
Policy Analyst, Homeland Security & Public Safety Division
National Governors Association
444 North Capitol Street NW, Suite 267
Washington, DC 20001
JMcLeod@NGA.ORG
Joseph R. Montgomery
Assistant Director
Ohio Department of Public Safety
1970 West Broad Street
Columbus, Ohio 43223
614-466-3383
JMontgomery@dps.state.oh.us

Van Ingram
Executive Director Kentucky Office of Drug Control Policy
Justice and Public Safety Cabinet
125 Holmes Street
Frankfort, Kentucky 40601
502-564-9564
Van.ingram@ky.gov

Christine Morrison
Opiate Projects Manager
Ohio Department of Alcohol and
Drug Addiction Services
30 W. Spring Street, 6th Floor
Columbus, OH 43215-2256
614-752-8362
christine.morrison@ada.ohio.gov

Victoria L. Jones
Commissioner
West Virginia Bureau for Behavioral Health and Health
Facilities
350 Capitol Street, Room 350
Charleston, WV 25301-3702
304-558-0627
victoria.l.jones@wv.gov

Michelle O'Bryan
Director, Violence and Injury Prevention Program
West Virginia Bureau for Public Health
Office of Maternal, Child and Family Health
350 Capitol Street, Room 427
Charleston, WV 25301
304- 356-4464
michelle.l.o'bryan@wv.gov

Bonnie Kantor-Burman, Sc.D
Director
Ohio Department of Aging
50 W. Broad St., 9th Floor
Columbus, OH 43215
614-466-1055
Bkantor-burman@age.state.oh.us

Christy Porucznik, PhD, MSPH
Assistant Professor, University of Utah School of Medicine
Division of Public Health
375 Chipeta Way, Suite A
Salt Lake City, Utah 84108 801-581-4330
Christy.Porucznik@utah.edu

Linda McCorkle
Director
Treatment and Recovery Services
Tennessee Department of Mental Health
710 James Robertson Parkway, 10th Floor
Nashville, TN 37243
615-532-7803
linda.mccorkle@tn.gov
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Melanie Purkey
Executive Director
Office of Healthy Schools
West Virginia Department of Education
Building 6, Room 309
1900 Kanawha Boulevard East
Charleston, WV 25305-0330
304-558-8830
mpurkey@access.k12.wv.us

Marian L. Swinker, MD, MPH, FACOEM
Commissioner
West Virginia Department of Health and Human Resources
350 Capitol Street, Room 702
Charleston, WV 25301-3712
304-356-4128
marian.l.swinker@wv.gov
C. Lloyd Vest, II, JD
General Counsel
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite IB
Louisville, KY 40222
lloyd.vest@ky.gov

Nicholas Reuter, MPH
Senior Public Health Advisor, Division of Pharmacologic
Therapies, Center for Substance Abuse Treatment
Substance Abuse and Mental Health Services
Administration
1 Choke Cherry Rd., Room 2-1063
Rockville, MD 20857
240-276-2716
nicholas.reuter@samhsa.hhs.gov

Kimberly A. Walsh
Deputy Commissioner, Programs
West Virginia Bureau for Behavioral Health and Health
Facilities
350 Capitol Street, Room 350
Charleston, WV 25301-3702
304- 558-0627
kimberly.a.walsh@wv.gov

Laura Runnels, MPH, CPH
Senior Program Analyst
National Association of County and City Health Officials
(NACCHO)
1100 17th Street NW, Second Floor
Washington, DC 20036
lrunnels@naccho.org

Darrell Weaver
Director
Oklahoma Bureau of Narcotics & Dangerous Drugs Control
440 NE 39th St.
Oklahoma City, OK 73105
405-530-3122
dweaver@obn.state.ok.us

Steven Saxe, MHA, FACHE
Office Director, Health Professions and Facilities
Washington State Department of Health
P.O. Box 47852
Olympia, WA 98504-7852
360- 236-2902
steven.saxe@doh.wa.gov

Amber Norris Williams
Executive Director
Safe States Alliance
2200 Century Parkway, Suite 700
Atlanta, GA 30345
770-690-9000
amber.williams@safestates.org

Carrie Slatton-Hodges
Deputy Commissioner, Recovery and Treatment
Oklahoma Department of Mental Health and Substance
Abuse Services
1200 N.E. 13th Street P.O. Box 53277 Oklahoma City, OK
73152-3277
405-522-3908
chodges@odmhsas.org

Richard P. Wilson, JD
Special Counsel/Administrative Coordinator
South Carolina Recovering Professional Program
440 Knox Abbott Drive, Suite 220
Cayce, SC 29033
803-896-5708
RWilson@lradac.org

Senator Ron Stollings, MD
West Virginia Senate
Chair, Health and Human Resources Committee
Room 439M, Building 1
State Capitol Complex
Charleston, WV 25305
304-357-7939
ron.stollings@frontier.com

Phil Woodward, PharmD
Executive Director
Oklahoma Pharmacists Association
P.O. Box 18731
Oklahoma City, OK 73154
405-557-5772
pwoodward@opha.com
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Theodore E. Wymyslo, MD
Director of Health
Ohio Department of Health
246 N. High Street
Columbus, OH 43215
Ted.Wymyslo@odh.ohio.gov
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Paul E. Jarris, MD, MBA
Executive Director
Association of State and Territorial Health Officials
2231 Crystal Drive, Suite 450
Arlington, VA 22202
Main: 202-371-9090
pjarris@astho.org

Centers for Disease Control and Prevention
Grant T. Baldwin, PhD, MPH
Director, Division of Unintentional Injury Prevention
National Center for Injury Prevention and Control
4770 Buford Hwy, NE, MS F62
Atlanta, GA 30341
770-488-1436
gfb3@cdc.gov

Sharon Moffatt, RN, BSN, MS
Chief, Health Promotion and Disease Prevention
Association of State and Territorial Health Officials
2231 Crystal Drive, Suite 450
Arlington, VA 22202
571-522-2306
smoffatt@astho.org

Christopher M. Jones, PharmD, MPH
LCDR, U.S. Public Health Service
National Center for Injury Prevention and Control
770-488-3944
cjones@cdc.gov

Elizabeth Walker, MS
Senior Director, Health Improvement
Association of State and Territorial Health Officials
2231 Crystal Drive, Suite 450
Arlington, VA 22202
571-527-3170
ewalker@astho.org

Stacie Kershner, JD
Associate Director
Center for Law, Health & Society
Georgia State University College of Law
PO Box 4037
Atlanta, GA 30302-4037
Website: www.lawandhealth.org
404-413-9088
skershner1@gsu.edu

Andrea M. Garcia, JD
Director, State Health Policy
Association of State & Territorial Health Officials
2231 Crystal Drive, Suite 450
Arlington, VA 22202
571-522-2309
agarcia@astho.org

Judith A. Monroe, MD, FAAFP
Director, Office for State, Tribal, Local, and Territorial
Support
Centers for Disease Control and Prevention
Office for State, Tribal, Local and Territorial Support
Mailstop: E-70
4770 Buford Highway, NE
Atlanta, GA 30341
fsu6@cdc.gov

Leslie Erdelack, MPH, CPH
Senior Analyst, Injury Prevention
Association of State & Territorial Health Officials
2231 Crystal Drive, Suite 450
Arlington, VA 22202
571-527-3168
lerdelack@astho.org
Felicia Guerra
Program Coordinator, Prevention
Association of State & Territorial Health Officials
2231 Crystal Drive, Suite 450
Arlington, VA 22202
571-527-3181
fguerra@astho.org

Len Paulozzi, MD, MPH
Division of Unintentional Injury Prevention
Centers for Disease Control and Prevention
601 Sunland Park Drive, Suite 200
El Paso, TX 79912
770-365-7616
Lbp4@cdc.gov

Dana Carr
Consultant
dana.carr@gmail.com
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