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OBJECTIVE

The purpose of this toolkit is to raise awareness of
the opioid epidemic in New Jersey and provide
resources to healthcare providers for the
appropriate management of patients who require
opioids or medication-assisted treatment for opioid
misuse.

OVERVIEW

Opioids, especially prescription or illicit synthetic
opioids, have become a main driver of drug
overdose deaths in the United States. The Centers
for Disease Control and Prevention (CDC) cites that
opioids have been implicated in ~70,000 deaths in
2020, an eight fold increase since 1999, and over
82% of those deaths involved synthetic opioids.?In
response to the opioid overdose death epidemic,
New Jersey Governor Chris Christie signed Executive
Order 219 on January 17, 2017 declaring a public
health crisis in the State of New Jersey.3 The
Executive Order created the Governor’s Task Force
on Drug Abuse Control to coordinate state efforts to
combat the opioid crisis. The Governor has also
signed into law a bill that mandates provision of
addiction treatment by insurance companies and
limits the day supply for acute opioid prescriptions?,
the details of which can be found on page 34 of this
document. Prescribers and health care professionals
have a unique position to make a large impact in not

only treatment of opioid addiction, but preventing it.

In a recently published analysis by the CDC, opioid-
naive patients were more likely to continue filling

opioids long-term when given an initial prescription
of a higher day supply at 1 and 3 years. The analysis
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found that even with just a 10-day supply of opioids,
1in 5 become long-term users.> The correlation
between prescription opioids and heroin and the
establishment of prescription opioids as “gateway
drugs” for illicit drug use has been extensively
explored in published literature.®® In one study,
heroin users were 3.9 times as likely to report
nonmedical use of opioids in the previous year when
compared to people who did not use heroin.®
Individuals who report nonmedical use of
prescription opioids may use heroin because they
develop tolerance to opioids and heroin represents a
more cost-affordable alternative.® Appropriate
management of these individuals may reduce
mortality and economic burden, while improving
quality of life for those affected and their families.
While overdose death totals remained steady
between 2017 and 2018, recent estimates place the
2020 overdose death total in the United States at
93,331, with about 75% of that being adults. This is a
32% increase from 2019.1° Research indicates that
the start of the pandemic is associated with an
increase in overdose deaths, nationally, regionally,
and locally.® This can be attributed to the many
consequences of the pandemic, such as social
isolation, increased stress, and reduced access to
resources.' The CDC states that efforts related to all
opioids, particularly deaths involving synthetic
opioids, should be strengthened to sustain and
accelerate declines in opioid-involved deaths.
Comprehensive surveillance and prevention
measures are critical to reducing opioid-involved
deaths.! By implementing the efforts mentioned in
the toolkit, we can aim to optimize opioid therapies
and aim to see a higher declines in opioid overdose
and deaths.
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Section 1: Inpatient and Emergency Department
Prescribing

Overview

The 2022 CDC Clinical Practice Guideline for Prescribing Opioids for Pain emphasizes a patient-centered
approach, promoting shared decision-making between clinicians and patients about pain management
options. The guideline focuses on maximizing the use of nonpharmacologic and non-opioid therapies for
pain whenever possible. If opioid therapy is deemed necessary, clinicians should prescribe immediate-
release opioids at the lowest effective dosage for the shortest duration possible, especially for acute
pain, with three days often being sufficient and seven rarely needed. These guidelines are intended to
be flexible and adaptable to individual patient needs, recognizing the complexities of pain management
and aiming to improve patient safety and reduce the risks associated with opioid use.

Importance

This clinical practice guideline is intended to improve communication between clinicians and patients
about the benefits and risks of pain treatments, including opioid therapy; improve the effectiveness and
safety of pain treatment; mitigate pain; improve function and quality of life for patients with pain; and
reduce risks associated with opioid pain therapy, including opioid use disorder, overdose, and death.
Ethically, it is crucial that opioids are prescribed when needed in cases of severe pain, while following
guidelines to avoid inappropriate use.

The guideline also highlights the importance of assessing risk factors for opioid-related harms, using
state Prescription Drug Monitoring Programs (PDMPs) to review a patient's history, and considering
urine drug testing. With the widespread availability of naloxone, there are interventions that can be
made in advance to prevent deaths caused by overdose.

Role for Prescriber

The guideline encourages clinicians to avoid prescribing dosages exceeding 90 MME (morphine
milligram equivalents) per day and to carefully weigh the benefits and risks when considering increasing
dosages to or exceeding 50 MME/day. Regular evaluations of the benefits and harms of continued
therapy are recommended, with optimization of other therapies and gradual tapering of opioids if
benefits don't outweigh risks. It is important to practice in ways to mitigate risk to patients. Clinicians
should consider offering naloxone, especially in cases of higher opioid dosages or concurrent use of
benzodiazepines. It is also recommended for a provider to follow-up with the patient after an initial
opioid prescription to ensure the continued pain management is appropriate. For patients diagnosed
with Opioid Use Disorder (OUD), the guideline strongly recommends offering or arranging evidence-
based treatment, primarily with medications for OUD (MOUD), in conjunction with behavioral
therapies.?



Rates of OpIOId misuse and overdoses in the United States FIGURE 1. One- and 3-year probabilities of continued opioid use
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Prevention (CDC) found that the 1 and 3 year probabilities of

continued opioid use among opioid-naive patients were dependent on the days supply of the initial
prescription they received (Figure 1).1* Within this section of the toolkit, the information presented aims
to reduce the extent of the opioid epidemic and potentially reduce opioid overdose deaths.

*CDC developed these recommendations using the method developed by the GRADE working group
(https.//www.gradeworkinggroup.org).

Summary of the CDC Guidelines'?

CDC Recommendations for Determining Initiation of Opioids for Pain

Recommendation 1: Nonopioid therapies are at least as effective as opioids for many common types of
acute pain. Clinicians should maximize use of nonpharmacologic and nonopioid pharmacologic therapies
as appropriate for the specific condition and patient and only consider opioid therapy for acute pain if
benefits are anticipated to outweigh risks to the patient. Before prescribing opioid therapy for acute
pain, clinicians should discuss with patients the realistic benefits and known risks of opioid therapy
(recommendation category: B; evidence type: 3).

Recommendation 2: Nonopioid therapies are preferred for subacute and chronic pain. Clinicians should
maximize use of nonpharmacologic and nonopioid pharmacologic therapies as appropriate for the
specific condition and patient and only consider initiating opioid therapy if expected benefits for pain
and function are anticipated to outweigh risks to the patient. Before starting opioid therapy for
subacute or chronic pain, clinicians should discuss with patients the realistic benefits and known risks of
opioid therapy, should work with patients to establish treatment goals for pain and function, and should
consider how opioid therapy will be discontinued if benefits do not outweigh risks (recommendation
category: A; evidence type: 2).
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CDC Recommendations for Selecting Opioids and Determining Opioid Dosages

Recommendation 3: When starting opioid therapy for acute, subacute, or chronic pain, clinicians should
prescribe immediate-release opioids instead of extended-release and long-acting (ER/LA) opioids
(recommendation category: A; evidence type: 4).

Recommendation 4: When opioids are initiated for opioid-naive patients with acute, subacute, or
chronic pain, clinicians should prescribe the lowest effective dosage. If opioids are continued for
subacute or chronic pain, clinicians should use caution when prescribing opioids at any dosage, should
carefully evaluate individual benefits and risks when considering increasing dosage, and should avoid
increasing dosage above levels likely to yield diminishing returns in benefits relative to risks to patients
(recommendation category: A; evidence type: 3).

Recommendation 5: For patients already receiving opioid therapy, clinicians should carefully weigh
benefits and risks and exercise care when changing opioid dosage. If benefits outweigh risks of
continued opioid therapy, clinicians should work closely with patients to optimize nonopioid therapies
while continuing opioid therapy. If benefits do not outweigh risks of continued opioid therapy, clinicians
should optimize other therapies and work closely with patients to gradually taper to lower dosages or, if
warranted based on the individual circumstances of the patient, appropriately taper and discontinue
opioids. Unless there are indications of a life-threatening issue such as warning signs of impending
overdose (e.g., confusion, sedation, or slurred speech), opioid therapy should not be discontinued
abruptly, and clinicians should not rapidly reduce opioid dosages from higher dosages (recommendation
category: B; evidence type: 4).

CDC Recommendations for Deciding Duration of Initial Opioid Prescription and Conducting Follow-Up
Recommendation 6: When opioids are needed for acute pain, clinicians should prescribe no greater
guantity than needed for the expected duration of pain severe enough to require opioids
(recommendation category: A; evidence type: 4).

Recommendation 7: Clinicians should evaluate benefits and risks with patients within 1-4 weeks of
starting opioid therapy for subacute or chronic pain or of dosage escalation. Clinicians should regularly
re-evaluate benefits and risks of continued opioid therapy with patients (recommendation category: A;
evidence type: 4).

CDC Recommendations for Assessing Risk and Addressing Potential Harms of Opioid Use
Recommendation 8: Before starting and periodically during continuation of opioid therapy, clinicians
should evaluate risk for opioid-related harms and discuss risk with patients. Clinicians should work with
patients to incorporate into the management plan strategies to mitigate risk, including offering
naloxone (recommendation category: A; evidence type: 4).

Recommendation 9: When prescribing initial opioid therapy for acute, subacute, or chronic pain, and
periodically during opioid therapy for chronic pain, clinicians should review the patient’s history of



controlled substance prescriptions using state prescription drug monitoring program (PDMP) data to
determine whether the patient is receiving opioid dosages or combinations that put the patient at high
risk for overdose (recommendation category: B; evidence type: 4).

Recommendation 10: When prescribing opioids for subacute or chronic pain, clinicians should consider
the benefits and risks of toxicology testing to assess for prescribed medications as well as other
prescribed and nonprescribed controlled substances (recommendation category: B; evidence type: 4).

Recommendation 11: Clinicians should use caution when prescribing opioid pain medication and
benzodiazepines concurrently and consider whether benefits outweigh risks of concurrent prescribing of
opioids and other central nervous system depressants (recommendation category: B; evidence type: 3).

Recommendation 12: Clinicians should offer or arrange treatment with evidence-based medications to
treat patients with opioid use disorder. Detoxification on its own, without medications for opioid use
disorder, is not recommended for opioid use disorder because of increased risks for resuming drug use,
overdose, and overdose death (recommendation category: A; evidence type: 1).

Prescription Monitoring Program

Background

The New Jersey Prescription Monitoring Program (NJPMP), sometimes referred to as the Prescription
Drug Monitoring Program (PDMP), is a statewide database containing information on outpatient
dispensing of Controlled Dangerous Substances (CDS), Human Growth Hormone (HGH), and gabapentin.
Prior to writing or dispensing a prescription for a CDS medication, prescribers and pharmacists can check
the NJPMP and identify whether a patient is going to multiple prescribers and pharmacies for the same
medication (including prescriptions they fill without insurance). The NJPMP includes data on CDS
prescriptions dispensed in most other states, enhancing its effectiveness in tracking potential misuse or
diversion across state lines.

Access

Access to the NJPMP is provided to prescribers, delegates, and pharmacists who are licensed by the
state of New Jersey and whose licenses are in good standing with their respective licensing boards.
Registered prescribers may delegate their authority to access the NJPMP to certain other healthcare
professionals, including registered nurses, licensed practical nurses, dental hygienists, advanced practice
nurses, and physician assistants.’>Authorized users must certify before each search that they are seeking
data for patient healthcare and sharing NJPMP access credentials is prohibited. Unauthorized access or
disclosure can lead to civil penalties up to $10,000 per offense and disciplinary action by licensing
boards. A delegate's noncompliance may also result in disciplinary action against the practitioner. For
further details, please refer to the New Jersey Division of Consumer Affairs website.'®
https://www.njconsumeraffairs.gov/pmp
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Requirements?®

For Prescribers:

Before issuing a prescription, a prescriber or their delegate shall access prescription monitoring

information for a new or current patient if:

1.

It is the first time the practitioner has written a Schedule Il CDS or any opioid to a new or current
patient for acute or chronic pain AND

It is the first time the practitioner has written for a benzodiazepine drug that is a Schedule Il or
IV CDS AND

If the practitioner has reasonable belief that a patient may be seeking a CDS for any purpose
other than the treatment of an existing medical condition, such as for purposes of misuse,
abuse, or diversion, the first time a non-opioid drug other than a benzodiazepine drug that is a
Schedule Il or IV CDS is prescribed AND

Any time the prescriber writes for a Schedule Il CDS for acute or chronic pain to a patient
receiving care or treatment in the Emergency Department of a general hospital AND

On a quarterly basis (every 3 months) during the period a current patient continues to receive a
prescription for a Schedule Il CDS, an opioid drug for acute or chronic pain, or for a
benzodiazepine drug that is Schedule Il or IV CDS.

For Pharmacists:

Pharmacies are required to report information to the NJPMP daily and prescriptions must be reported to

the database no more than one business day after the date the prescription was dispensed.

How to Register'®

To register for NJPMP database access prescribers, their delegates, and pharmacists must first register

for PMP AWARXE by completing the following steps:

1.
2.

Click on this link: https://newjersey.pmpaware.net/

Click on “Create an Account” to register.

a. Ane-mail address will be used as your login username (which cannot be shared).
Follow the instructions, including entering your license number, DEA number, NJ State CDS
Number, and all other requested information.

a. Pharmacists will be required to enter their pharmacy’s DEA number
Certified Medical Assistants (CMA) will be required to upload a notarized request for access
form and a copy of their license.

Following the approval of your account, there is a brief and mandatory tutorial.

More information registering with the NJPMP can be found here:

http://www.njconsumeraffairs.gov/pmp/Pages/register.aspx
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What to Assess When Using the NJPMP:

When checking the NJPMP, assessing a patient for patterns of abuse or misuse can be challenging. Some
important terms to know are summarized below:

o Doctor shopping - the practice of multiple visits to different prescribers to obtain
prescriptions for same/similar medications.

e Pill mill - describes a doctor, clinic, or pharmacy that is prescribing or dispensing narcotics
inappropriately or for non-medical reasons.

When assessing whether your patient is diverting, abusing, or misusing CDS prescriptions check for the

following:
e History of multiple providers in different practices (different addresses or practice names)
e History of filling prescriptions at multiple pharmacies
e Keep in mind pharmacy chains share the same prescription history for each patient
e Filling medications without using insurance

o Often done to avoid hitting limits from the insurance company
e Many acute fills of opioid medications from emergency rooms, general practice providers,
or dentists with a pattern of alternating pharmacies
e Frequent early refill attempts
Filling in pharmacies in different states and/or locations far away from the home address

For more information on the Prescription Monitoring Program, please visit the New Jersey Prescription

Monitoring Program Data Submission Guide for Dispensers. This visual guide goes over topics such as

reporting requirements for dispensers in the state of New Jersey, data file submission guidelines and
methods, creating a PMP clearinghouse account, creating a data file, uploading or reporting data, and
understanding and correcting errors.’

Best Practices for Prescribing Opioids in the Emergency Department

Based on 2014 CDC data, 70% of all emergency department (ED) visits in the US and Canada were
related to painful conditions.®® In 2010, 49.1% of adults aged 18 to 44 years old who went to the ED for
pain were given or prescribed an opioid. However, due to increased awareness and more conservative
prescribing habits, opioid prescriptions at discharge for aged 18 to 44 years decreased to 21.3% in 2020.
In the interests of effective triage, it is essential to differentiate acute pain from chronic pain.'® A key
challenge to providing proper care is balancing the delivery of prompt, appropriate pain management
and the prevention of addiction, diversion, abuse, and misuse. Emergency providers are well trained and
equipped in the management of acute pain, but chronic pain necessitates a multidisciplinary approach
centered on a singular primary care provider. The list below was adapted from the American Academy
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of Emergency Medicine (AAEM) and Oregon A.C.E.P. with the goal of capturing the best current ED
practices on pain management.%2°

e Consult Prescription Monitoring Program before writing prescriptions for CDS

e Patients who arrive with an opioid overdose should be offered follow up services such as
counseling and detoxification programs

e Administration of intravenous or intramuscular opioids in the ED for acute exacerbation of
chronic pain is discouraged

e Chronic pain should be managed by one primary care physician (PCP) and there should be an
internal process to identify and provide notice to the PCP

e Avoid initiating long-acting opioids in ER

e Prescribe no more than needed, starting with the lowest dose for no more than 3 days

e ED health care practitioners should not refill prescriptions that have been lost, destroyed, or
stolen

Tapering Opioid Therapy
Overview

For patients already receiving opioid therapy, clinicians should carefully weigh benefits and risks and
exercise care when changing opioid dosage. If benefits outweigh the risks of continued opioid therapy,
clinicians should work closely with patients to optimize nonopioid therapies while continuing opioid
therapy. If benefits do not outweigh risks of continued opioid therapy, clinicians should optimize other
therapies and work closely with patients to gradually taper to lower dosages or, if warranted based on
the individual circumstances of the patient, appropriately taper and discontinue opioids. Unless there
are indications of a life-threatening issue such as warning signs of impending overdose (e.g., confusion,
sedation, or slurred speech), opioid therapy should not be discontinued abruptly, and clinicians should
not rapidly reduce opioid dosages from higher dosages.?

Many patients do not experience benefit in pain relief or function from increasing opioid dosages to 250
morphine milligram equivalent (MME)/day but are exposed to progressive increases in risk as dosage
increases. Therefore, before increasing total opioid dosage to 250 MME/day, clinicians should pause and
carefully reassess evidence of individual benefits and risks. If a decision is made to increase dosage,
clinicians should use caution and increase dosage by the smallest practical amount. The
recommendations related to opioid dosages are not intended to be used as an inflexible, rigid standard
of care; rather, they are intended to be guideposts to help inform clinician-patient decision-making. 12
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If the risks outweigh the benefits of opioid therapy, it is crucial to work with the patient and begin opioid
tapering. With the goal of eventual discontinuation, create a plan to reduce opioid use and encourage
non-opioid modalities for therapy management.*?

Identify Patients that Qualify for Tapering®?

Clinicians should consider tapering to a reduced opioid dosage or tapering and discontinuing opioid
therapy and discuss these approaches with patients before initiating changes if:

e The patient requests dosage reduction or discontinuation

e Painimproves and might indicate resolution of an underlying cause

e Opioid therapy has not meaningfully reduced pain or improved function

e The patient has been treated with opioids for a prolonged period (e.g., years) and the benefit-
risk balance is unclear (e.g., decreased positive effects because of tolerance and symptoms such
as reduced focus or memory that might be due to opioids)

e The patient is receiving higher opioid dosages without evidence of benefit from the higher
dosage

e The patient experiences side effects that diminish quality of life or impair function

e Evidence of opioid misuse exists

e The patient experiences an overdose or other serious event (e.g., an event leading to
hospitalization or injury) or has warning signs for an impending event (e.g., confusion, sedation,
or slurred speech)

e The patient is receiving medications (e.g., benzodiazepines) or has medical conditions (e.g.,
sleep apnea, liver disease, kidney disease, or fall risk) that increase risk for adverse outcomes.

Coordinate with other health care providers to coordinate treatment plans, especially for high-risk
patients such as pregnant or opioid use disorder patients. Make sure patients are treated as a whole and
receive appropriate psychosocial support and treatment. These extra points of care can be very
beneficial for successfully completing a taper and preventing future relapse.

Engage the Patient in a Collaborative Plan for Tapering

The CDC recommends a decrease of 10% of the original dose per week or slower (until approximately
30% of the original dose is reached, followed by a weekly decrease of approximately 10% of the
remaining dose) for patients who have taken opioids for shorter durations (weeks to months), as this is
less likely to trigger withdrawal. A decrease of 10% of the long-term dose per month would be for
patients who have been chronically on opioids for more than a year.!2 However, tapering plans should
involve the input of the patient and be customized to what works best with them. Clinicians should
counsel the patient on the risks of tapering and provide different solutions and resources to combat
them.?

Manage the Complications of Tapering

11



Monitor the patient for withdrawal symptoms during the taper and adjust the rate accordingly.
Below is a table with common symptoms of opioid withdrawal and medications that can help with
symptomatic management of patients with opioid withdrawal: 1?

Symptom Medication
Autonomic Symptoms (sweating, tachycardia) Clonidine, Lofexidine
Diarrhea Loperamide
Nausea Ondansetron
Cramping Dicyclomine
Insomnia Trazodone
Pain or Fever Ibuprofen

Patient Engagement/Tapering Agreement

It is critical to engage the patient in personally seeking greater control over their life. For maximum
effect, it must be the patient taking a leading role in the tapering process rather than the physician
issuing firm directive.

Initial Discussion Questions

The risks of high dose opioid therapy:
e How have opioid medications affected your well-being?
e What do you believe are the risks associated with opioid therapy?
e How have opioids impacted your daily life and responsibilities?

The management of withdrawal symptoms
e After reviewing the possible symptoms, which one would bother you the most?
e How can we work together to manage your withdrawal symptoms?

Dealing with Pushback

Listen carefully to the points of concern
e Patients are understandably worried about the process
® “l am hearing your frustrations with the tapering regimen”

Establish rapport through summarizing
e Demonstrate understanding of their predicament
o “| emphasize with your struggle with barriers of adequate family support”

12



Encourage patients on their progress
e Have them reflect on the end goal of being back in control

e “| truly appreciate your bravery in continuing with the tapering’

4

Opioid Taper Agreement (Key Points)

@)

O

O O O O

Formal rationale for opioid taper

Taper start and planned end dates

Weekly/monthly reduction plan

Outline risks, such as withdrawal symptoms, and management thereof
Patient agrees to:

Keep all regularly scheduled appointments with the treatment staff

Comply with other consultations as requested by the physician

Contact the treatment physician immediately to discuss continuation or changes in
the plan if an issue occurs

Engage in relevant pain management strategies concurrent with the taper
Regular urine toxicology and prescription monitoring program checks

No changes to plan without conferring with the prescribing physician

No controlled substances from other physicians without pre-notification of
prescribing physician

No new medication without agreement of prescribing physician

Notify the physician of any factors, such as development of increasing depression
symptoms, that may be a barrier to success

Where appropriate, actively involve a significant other or family member for
support

® Provisions for taper failure

e List state-specific locations where remaining opioids can be appropriately disposed of??

Section 2: Overdose-Related Resources for Prescribers

Overview

According to a 2016 cohort study, nearly half of patients with non-fatal opioid overdoses received opiate
doses >100 MME in the preceding 60 days.?? In the 300 days following overdose, nearly all patients
(91%) had received one or more new opioid prescriptions, with 17% having a subsequent overdose

within 2 years.? The purpose of this section is to provide resources for prescribers so they can

appropriately treat patients who are misusing or abusing opioids. These resources provide information

13



on managing patients with a history of overdose, in inpatient and outpatient settings, and how to refer
them to long-term treatment.

Poison Control Services

The NJ Poison Information and Education System (NJPIES) is a great resource to guide health care
providers in the management of overdoses in an inpatient setting. Hospital practitioners should alert the
NJ Poison Center when they have any patient who exhibits signs of a drug overdose or toxicity. Trained
specialists can aid providers in the treatment of these patients by suggesting non-traditional supportive
measures and management techniques. This public service is extremely valuable, especially for opioid
overdose patients that are refractory to naloxone or who are completely unresponsive. Additionally, NJ
Poison Center specialists can help manage mixed drug overdoses and inform providers about any other
systemic complications to monitor patients for.

Dial 1-(800)-222-1222 to reach your local Poison Control Center.?*

Bridging Treatment: Linking Patients to Opioid Use Disorder Treatment
The Elimination of the DEA-X Waivers

As of January 12, 2023, the federal requirement for practitioners to submit a waiver to prescribe
medications, like buprenorphine, for the treatment of opioid use disorder (OUD) has been removed by
Section 1262 of the Consolidated Appropriations Act, 2023 (Omnibus bill).?> Originally, the Drug
Addiction Treatment Act of 2000 (DATA 2000) mandated prescribers to apply for a special waiver prior
to prescribing schedule Ill, IV, or V narcotics approved for the treatment of OUD. The waiver also
included discipline restrictions, patient limits, and certification related to provision of counseling.?® Now,
all practitioners who have a current DEA registration the includes Schedule Il authority, may prescribe
buprenorphine for OUD in their practice if permitted by applicable state law.?®> Although prevention is
key to combating the opioid epidemic, treatment options are necessary to help those addicted to
opioids. The removal of the waiver increases access to treatment for OUD, especially in areas where
there was a shortage of prescribers who had DEA X-waivers. All practitioners who have a current DEA
registration that includes Schedule Il authority, may now prescribe buprenorphine for OUD in their
practice if permitted by applicable state law.

Section 1263 of the ‘Consolidated Appropriations Act of 2023’ requires new or renewing Drug
Enforcement Administration (DEA) registrants, starting June 27, 2023, upon submission of their
application, to have at least one of the following?>:
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e A total of eight hours of training from certain organizations on opioid or other substance use
disorders for practitioners renewing or newly applying for a registration from the DEA to
prescribe any Schedule II-V controlled medications;

® Board certification in addiction medicine or addiction psychiatry from the American Board of
Medical Specialties, American Board of Addiction Medicine, or the American Osteopathic
Association; or

e Graduation within five years and status in good standing from medical, advanced practice
nursing, or physician assistant school in the United States that included successful
completion of an opioid or other substance use disorder curriculum of at least eight hours.

Importance of Linking Patients to Opioid Use Disorder Treatment

Prescription opioid use, even when used as prescribed by a doctor can lead to a substance use disorder,
which takes the form of addiction in severe cases. Recently, most opioid overdose deaths involve
synthetic opioids, which is largely illicitly made fentanyl.?” Although specific laws and regulations have
been passed to curb opioid drug abuse, such as the reclassification of hydrocodone as a Schedule |l
substance, there is a need for health care professionals to become more involved.

Connecting patients who are struggling with OUD to appropriate care is a vital component of addressing
the opioid epidemic. In January 2017, Governor Chris Christie signed an executive order to help curb the
epidemic in New Jersey and limit the prescription of opioids for acute pain.? Please refer to page 34 for

further details on the manifestations of the opioid bill.

To assist your patients to find a behavioral health treatment center through Substance Abuse
and Mental Health Services Administration (SAMHSA), go to findtreatment.samhsa.gov/.

Medication-Assisted Treatment (MAT)

Overview

There are multiple products available for the treatment of opioid dependence, each with their own
advantages and disadvantages. It is important to individualize therapy for each patient to adequately
manage treatment. The purpose of this section is to provide an overview of treatment options for opioid
dependence. It is important to emphasize that if the patient can tolerate these medications, they can be
treated for as long as possible. Just like the current hypertension and diabetes treatments available,
OUD should be managed as a chronic condition.
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Screening Tools

Prior to initiating MAT, it is critical that a prescriber asks the patient key questions to identify potential
causative and enabling factors for substance abuse, as well as obtain the patient's medical background.
Such questions may include the following (adapted from SAMHSA):

1. Have you taken any medications within the past 6 months to enhance your mood, reduce
anxiety, and make you feel better?
Have you ever used alcohol or drugs for similar purposes as listed in the previous question?
Have you ever taken a medication to help with substance abuse?
Have you previously sought help for substance abuse?

a s wN

Have you been using any medications to help you sleep?

The patient history should be complete and include information about use of all other prescriptions,
over the counter medications (e.g. cough and cold medications), alcohol, and illicit drugs. In addition,
NJPDMP should be consulted to determine the patient’s history of filling opioids.

Although, according to the FDA, concomitant use of buprenorphine or methadone with benzodiazepines
or other CNS depressants increases the risk of serious adverse reactions like overdose and death
creating barriers to MAT can pose an even greater risk of morbidity and mortality due to OUD.*®

There are numerous screening tools that may be used to assess if a patient is experiencing signs and
symptoms of opioid dependence and/or withdrawal. Additional screening tools help distinguish a
patient's behavior as substance misuse and assesses the likelihood that an overdose could lead to
addiction. Most of the screening tools are created based on DSM-V criteria.?®

Opioid Risk Tool (ORT): The ORT is a self-report instrument given to adult patients, who are prescribed

opioids for chronic pain, in a primary care setting to assess the risk of opioid dependence. Criteria used
for evaluation include family and personal histories of substance use, age, and comorbid psychological
disorders. The scale is out of a total 27 points and takes approximately 1 minute to complete.>°

Point Range Risks33
<3 points Low risk for future opioid abuse
4-7 points Moderate risk for future opioid abuse
28 points High risk for future opioid abuse

Refer to Supplement 3 for further detail.

Clinical Opiate Withdrawal Scale (COWS): The COWS allows practitioners to rate patient-reported
symptoms and objective signs (i.e. heart rate and pupil size) of opioid withdrawal. Various measures

within each criterion are assigned a point value. The number of points signifies the degree of
withdrawal.®
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Point Range Severity of Withdrawal
5-12 points Mild Withdrawal

13-24 points Moderate Withdrawal

25-36 points Moderately Severe Withdrawal
>36 points Severe Withdrawal

Refer to Supplement 4 for further detail.
Medication-Assisted Treatment Options

Medication-assisted treatment (MAT) is the use of medications, along with behavioral therapy and
counseling, to provide a “whole patient” approach to the treatment of substance use disorders.3! MAT is
primarily used for opioid addiction. To be optimal, treatment must be individualized so each patient
receives the best agent that suits their needs. Research shows that a combination of medication and
therapy can successfully treat substance use disorders, and for some medications can help sustain
recovery. Medications are also used to prevent or reduce opioid overdose.3! The goal of MAT is full
recovery, including the ability to live a self-directed life. Some intermediate goals include increasing
survival rates, helping patients maintain adequate socioeconomic status and improve birth outcomes
among pregnant women who have substance use disorders®! Refer to the SAMHSA MAT for OUD

resource for an overview of MAT and non-drug abuse resources for patients.3?

MAT is currently underutilized. It is important to increase utilization since MAT helps combat the
psychological dependence, physical cravings, and withdrawal symptoms patient’s experience. In general,
people may safely use MAT for months, years, or even a lifetime and plans to taper should only be done
when the benefit surpasses the risk of relapse.3! The provider should give guidance to patients who
want to taper off their current MAT therapy. Providers should instruct patients of the risks of relapse
associated with tapering off MAT.

Methadone31.33 Buprenorphine31.3435 Naltrexone31.36

Brand Names Dolophine®, Methadose®, | Belbuca®, Buprenex®, ReVia®, Vivitrol®

Methadone HCl Intensol®, | Butrans®, Sublocade®,
Diskets Dispersible® Brixadi®, and Subutex

Co-formulated with
Naloxone Brands:
Bunavail®, Suboxone®,

and Zubsolv®
Mechanism Opioid agonist at mu Partial opioid agonist at Opioid antagonist at the
opioid receptors mu opioid receptors mu opioid receptors

Weak NMDA antagonist
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Weak antagonist at opioid
kappa receptors

Naloxone is an opioid
antagonist

Weak antagonist of kappa
and delta opioid receptors

Dosage forms2

Oral tablet

Soluble tablet

Oral concentrate
Oral solution
Injectable solution
Intravenous solution

Sublingual film or tablet
(+/- naloxone)

Buccal film with Naloxone

Transdermal Patch

Intradermal Implant

Long-acting injection

Subcutaneous Solution

Oral tablet
Long-acting injection

Dosing frequency | Daily Daily (tablet or film) Daily (tablet)
Monthly (injection) Monthly (injection)
Every 6 months (implant)

When to startb Any time Patient with mild to After 7-10 days of

moderate withdrawal

abstinence from opioids

Who can provide

Certified opioid treatment

Any prescriber with

Any prescriber

treatment?c program (OTP) current DEA registration
that includes Schedule III
authority if permitted by
applicable state law
DEA X waiver is no longer
required. Please refer to
page 12 for more details
Treatment Generally requires No frequent clinic visits Take-home prescription or
delivery frequent clinic visits required (may be take- physician-administered
(telehealth options now home prescription or injection
available) physician-administered
injection/implant)
Patient Helpful for patients with Preferred as first-line for Mild opioid use disorder or
characteristics history of failed treatment | most patients unable to tolerate
and/or need daily support treatment with agonists
Contraindications | Hypersensitivity to Hypersensitivity to Hypersensitivity to
methadone buprenorphine or naltrexone
naloxone
Respiratory depression Patients engaged in current
and/ or acute bronchial opioid use or are currently
asthma undergoing withdrawal
Paralytic ileus
Precautions Generally safe to use but Administer with caution to | Administer with caution to

requires supervised
treatment due to risk of
drug diversion

patients with poly-
substance abuse and those
with compromised
respiratory function or
severe hepatic disease

patients with active liver
disease or moderate to
severe renal disease
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Administer with caution to
patients at risk for
prolonged QTc or serious
arrhythmia

Significant respiratory
dysfunction has been seen
with intravenous
administration of
buprenorphine and/or
concomitant CNS
depressants

Injection site reactions may
occur

Discontinue in the event of
signs of acute hepatitis

Patients may become
sensitive to lower opioid
doses and this may result
in life-threatening
overdoses

Injection site reactions may
occur

Use in pregnancyd | Recommended Recommended to use Not recommended
formulations without
naloxone

Drug Diversion Yes Yes (risk is minimized with | No

potential

naloxone co-formulations)

aSublocade® is a monthly, physician-administered, subcutaneous depot only indicated for patients who

have received at least 7 days of transmucosal buprenorphine. It has a REMS program that requires

pharmacies and healthcare settings to be certified and comply with the REMS requirements in order to

dispense the product.®® Use caution when determining candidates for long-acting buprenorphine

injections or implants, as follow-up may not be as frequent as with the daily-dosed products.

BIt is important to determine whether a patient is currently using opioids, undergoing withdrawal, or is

abstinent. Due to their mechanisms of action, buprenorphine and naltrexone pose a risk of precipitating

withdrawal in patients with full opioid agonists in their systems. Naltrexone should only be initiated

once a patient has been fully detoxed (i.e. 7-10 days without any opioid use). Caution should be taken if
he/she has recently used any long-acting opioids (such as methadone, Oxycontin®, or sustained-release
morphine). Further, patients should be educated on the risk of overdose with methadone, concomitant
opioids, and other CNS depressants (i.e. alcohol or benzodiazepines).3"38

‘Office-based outpatient treatment (OBOT) can be provided in both primary care and specialty

substance use disorder settings. This would involve regular appointments with a provider and provision

of take-home prescriptions for the patient (or physician-administered injection/implant). Opioid

treatment programs (OTP) are federally-regulated facilities providing more frequent, often daily,

supervised care and support. During the COVID-19 emergency era, flexibilities enabled physicians to
prescribe medications for OUD via telehealth. In 2024, the Biden Administration continued these
policies permanently, due to a final rule published by the SAMHSA. When deciding the most appropriate
treatment setting, consider the following patient characteristics:3”:3°
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Criteria OBOT OTP
Can an office-based setting proved needed resources for the patient? Yes No
Patient’s psychosocial supports Good Poor
Previous failed treatment attempts with opioid maintenance None/few Many
Difficulty accessing OTP (geographic distance, DoD mobility Yes No
requirements, etc.)
Pain conditions that requires ongoing or recurrent treatment with No Yes
short-acting opioids

dDuring pregnancy, untreated opioid addiction has been associated with a lack of prenatal care,
increased risk of fetal growth restriction/death, maternal morbidity, and loss of child custody.
Traditionally, methadone was recommended as the only treatment for OUD during pregnancy, but more
recent data shows buprenorphine (without naloxone) is also safe and effective. Naloxone and
naltrexone have insufficient data to show safety and should be avoided. It is important to also identify
other areas of concern during pregnancy and treating the patient as a whole with specialized
multidisciplinary care. Pregnant women with OUD often suffer from co-occurring mental health
conditions, particularly depression, history of trauma, posttraumatic stress disorder (PTSD), and
anxiety.*

Refer to Supplement 7 for a sample buprenorphine patient education sheet.
Opioid Overdose Treatment - Naloxone

Naloxone hydrochloride is an opioid receptor antagonist, which blocks the uptake of opioid drugs at
neuroreceptors. Its most notable effect is the reversal of respiratory depression associated with opioid
overdose that can be fatal. The three FDA-approved dosage forms of naloxone that can be purchased
from a community pharmacy include an intramuscular injection, autoinjector, and nasal spray. Patients
who are at high risk for an opioid overdose that should be prescribed naloxone include:*
e Patients who misuse prescription opioids or illicit synthetic opioids
Patients with an opioid use disorder, especially those completing opioid detoxification or being
discharged from treatment that does not include ongoing use of MAT
Patients recently discharged from emergency medical care following an overdose
Patients being released from incarceration who have a history of opioid misuse or opioid use
disorder
e Patients taking opioids for long-term management of chronic pain, especially with higher doses
or use of concomitant alcohol or CNS depressants
e Patient prescribed 90 MME or higher
e Patient on concurrent benzodiazepine and opioid therapies

Naloxone can also be obtained without a prescription from almost all pharmacies throughout New
Jersey and as of March 2023, the FDA has approved Narcan (naloxone hydrochloride) 4 mg nasal spray
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for OTC. In fact, it is recommended that family, friends, healthcare providers, and community members
who interact with at-risk patients should obtain this overdose-reversing drug. Naloxone has no physical
or psychological addictive properties nor does it affect patients not under the influence of opioids.
Further, the Overdose Prevention Act, signed in 2013, protects any party who dispenses or administers
naloxone to an opioid overdose victim. As such, providers should enforce the importance of carrying
naloxone and calling 911 when there is a suspected overdose, especially in cases where there may be
hesitance (i.e. high school or college parties).*

Purchasers can pay out-of-pocket for the medication and community pharmacists are available to train
them on how to effectively administer it. There are also many pharmacy coupons and programs that can
be used to help cover the cost of the medication.*43

Refer to Supplement 5 for a Naloxone Administration poster.

Withdrawal Management with Alpha-2 Adrenergic Agonists3’:3®

Two main strategies have evolved for treating opioid withdrawal. The first is the tapering method of
opioid agonists, typically buprenorphine or methadone. The other strategy involves the use of alpha-2
adrenergic agonists such as lofexidine and clonidine. Lofexidine was FDA-approved in 2018 as the first
non-opioid treatment for the management of opioid withdrawal symptoms. Clonidine is not FDA-
approved for opioid withdrawal syndrome in the US but is used off-label in the clinical setting for over
25 years. Both strategies have their advantages and disadvantages, however, both were shown to be
superior to placebo in reducing withdrawal severity. Recent studies have shown that the use of alpha-2
agonists had similar results as a methadone taper for the management of withdrawal symptoms. The
benefit of using alpha-2 agonists over opioid agonists is that with proper planning of naltrexone, rapid
initiation of alpha-2 agonists may be used for withdrawal treatment instead of a taper. This may also
help prevent misuse of opioid agonists when being used for withdrawal treatment.

Lofexidine is administered orally for three 0.18 mg tablets four times daily. This can be continued for up
to 14 days depending on the symptoms. It should be discontinued through tapering over 2 to 4days.
Clonidine is administered at doses of 0.1-0.3 mg every 6-8 hours, with a maximum dose of 1.2 mg.
Clonidine may be used in combination with other opioid withdrawal agents such as benzodiazepines for
anxiety, loperamide for diarrhea, acetaminophen for pain, and ondansetron for nausea. Alpha-2
adrenergic agonists may also be used with medications to treat opioid use disorder to supplement
treatment. Lofexidine is generally the preferred alpha-2 adrenergic agonist as it has the better safety
and efficacy profile compared to clonidine.
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Recovery Resources

The purpose of this section is to help find the most optimal treatment programs for your patients based
on their preferences, background, and type of insurance coverage.

Opioid Treatment Programs (OTPs) and Other Treatment Options in New Jersey

Opioid treatment programs provide a range of services to reduce, eliminate, or prevent the use of illicit
drugs, potential criminal activity, and the spread of infectious diseases. They also focus on improving the
quality of life for those receiving treatment. Certified treatment programs must be accredited by a
SAMHSA-approved accrediting body and certified by SAMHSA.

There are several general service organizations, such as TreatmentMatch, available to connect patients
to care. Treatment Match is a confidential service connecting patients to buprenorphine providers in
their area and alerts providers when new patients register for the match. This service, and others like it,
creates a network of patients and providers who can reach out to one another and allows more patients
to become linked to care.**

In terms of recovery programs, there are numerous options available in New Jersey. These include
educational workshops, Narcotics Anonymous meetings, and recovery programs that provide housing.
One established program is The Center for Addiction Recovery Education & Success (CARES) located in
Rockaway NJ. CARES is a peer-to-peer, volunteer-based, recovery-oriented sanctuary. Patients are able
to attend a variety of workshops and meetings in order to facilitate recovery.*

As college students are the one of the highest-risk populations for prescription and narcotic drug
misuse, numerous recovery resources can be found on college campuses. Many colleges and universities
are opening dormitories specifically to house those in recovery. The Rutgers Recovery House is a great

option for students recovering from alcohol and/or drug dependence at Rutgers University in New
Brunswick. Certified professionals and counselors conduct group recovery meetings, academic support,
and career guidance with students and the facility has a 12 step program as well. There are no signs
outside of the recovery house and sober activities, such as hiking, intramural sports, and campus events
are offered year-round.*

Other Resources:
e NJ2-1-1: helps people find solutions to personal needs by informing them of resources in their
community.
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e My Resource Pal: a tool that allows you to find food, housing, transportation services and more

in and around South Jersey

Resources for Patients with Medicaid

There are many resources for Medicaid patients in New Jersey who may not be able to afford the higher
cost of many traditional recovery programs. These include reduced-cost and fully covered programs

under Medicaid.

Access to Recovery (ATR) vouchers are an option for approximately 100,000 people per year. The ATR
voucher program, established in 2003, allows individuals to receive a voucher to pay for a range of for

drug and alcohol addiction treatment services.

The criteria usually entails that an applicant®’:
® Be at least 18 years of age
Have a history of substance use or abuse

[ J
e Have an annual income that is below 200% of the federal poverty level
e Reside in the counties or jurisdictions that provide ATR to residents

For patients who meet the above criteria, an ATR voucher can provide treatment services for as little as

no cost to the patient.
Assisting Patients without Insurance

Further expansion targeted toward uninsured
patients is needed as a majority of current programs
are limited to charity-based programs and services.
Narcotics Anonymous is a 12-step program available
to individuals battling drug addiction and is
completely free of charge. Patients should be
referred to Narcotics Anonymous when possible as
there are strong support services for patients and
their families at these workshops and meetings.
Based on the 2018 Narcotics Anonymous
Membership Survey, participation in the program
improves the quality of life and personal
relationships for patients, which is a major goal of
treatment.*®

Quality-of-Life Improvement Areas
Multiple answers were allowed.
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Online forums, such as Faces and Voices of Recovery, is great resource for current addicts to seek

advice from recovered individuals and other patients engaged in or seeking treatment. The link to access

the forum is listed below:*
e Faces and Voice of Recovery

Some community-based programs may also provide food and shelter to patients in addition to recovery
services and counseling. One program is The Rescue Mission of Trenton. It offers a state licensed

addictions treatment facility, providing long-term, halfway house, and ambulatory services. They also
have a nine-week experience available called The New Direction Program that provides individuals in
recovery with the opportunity to learn, be challenged, reflect, and create an inspiring plan for the
future. Volunteer work and charity funds are often how these programs are run.>®

Finally, church-based charities, such as Catholic Charities Diocese of Metuchen, are great resources for

those who may not be able to afford traditional treatment programs. The church also outsources to
several family centers located in surrounding towns.*! Although the support network and counseling
services of church-based charities are usually beneficial, those programs are often limited to providing
counseling services and “clean” housing. MAT is not routinely offered within most programs, but the
charities are able to help patients seek further help.

Furthermore, patients should take advantage of free testing services and health initiatives offered
through support programs and town health centers. These services include discreet HIV testing,
Hepatitis C resources, and referrals to mental health clinics.

Section 3: Outpatient Resources for Prescribers

The Ramifications of Opioid Over-prescribing®?>°

In 2024, the CDC reports an estimated 80,400 drug overdose deaths in the US, a 27% decline from the
estimated 110,000 in 2023. Opioid involved fatalities have dropped from 83,140 in 2023 to 54,743 in
2024,

Four of every five individuals who use heroin started from originally misusing prescription painkillers,
indicating prescription opioids are often a “gateway” for other illegal and dangerous drugs.

The mean annual healthcare costs for individuals who abuse opioids are nearly nine times greater than
those who do not; indicating there is a need to prevent substance use disorders to limit healthcare
burden.
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Over-prescribing opioids is likely to lead to addiction. Over the past two decades, the CDC concluded
that opioid prescriptions, opioid-related emergency department visits, opioid abuse treatment
admissions, and opioid-related deaths have

increased in parallel.

Communicating with and Monitoring Patients on Opioids
Overview

Communication between the prescriber and the patient is a key component of successful management
of pain with opioids. Open communication and utilizing shared decision-making is a useful strategy for
effective management. The prescriber should discuss and create a treatment plan with the patient
including treatment goals, benefits and risks, plans for discontinuation, and how to dispose of
medication safely. Research indicates that patients who feel their providers are not legitimizing their
pain or are dismissive of their pain may not be adherent and could potentially overdose. >457:>8

Because most patients will not remember everything that is said at an office visit, it is important to
provide the patient with both verbal and written information. Written educational materials should be
written at an 8" grade reading level, involving as little medical terminology as possible. Patients should
be made aware of potential adverse effects when using opioids and be instructed on how to safely
manage these adverse effects. Electronic follow-up via a patient portal is becoming the new best

p ractice 56,57,58,59,60

Monitoring of patients currently on opioids should consist of continuous use of the PDMP, urine drug
screenings, and reviewing patients’ medical records for discrepancies. Patients on long-term opioids for
chronic pain should regularly have follow-up visits to consider efficacy and appropriateness of pain
management. Prior to and during treatment, it may be appropriate and useful to give some patients
guestionnaires (many of which are self-administered) that will help determine their risk for developing
substance use disorder, including the NIDA-Modified Assist tool.>’

A prescriber-patient agreement is a useful tool for encouraging and maintaining communication
between both entities during chronic pain management. A sample prescriber-patient agreement is
available in the supplementary material section at the end of this document. See Supplement 8 for a
sample prescriber-patient agreement contract.
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Education and Interventions

Overview

As medicine is advancing and embracing interprofessional healthcare teams, it is evident, the
management of substance use should require interprofessional education and collaboration. This has
already been exemplified by prescribers and pharmacists collaborating to help manage a patient’s pain.

American Dental Association Guidance

In 2016, the American Dental Association (ADA) developed a position statement regarding use of
opioids for dental pain. Since then, prescription rates for opioids written by dentists have decreased. In
2019, US dentists provided 10.9 million opioid prescriptions, representing 7.6% of the opioid
prescriptions dispensed that year, compared to 18 million that was dispensed by dentists in 2009.

The position statement recommends dentists and dental students conduct both a physical and dental
history prior to prescribing opioids. Part of their discussion should include other analgesic options,
including nonsteroidal anti-inflammatory agents, as first-line. Dentists should utilize the NJPMP to
identify patients who are at risk of opioid abuse. Lastly, dentists should attempt to coordinate care with
the patient’s other prescribers who are also prescribing chronic pain medications.*®

Core Competencies for Health Care Professions

Dental schools, including all Massachusetts Schools of Dentistry, have incorporated core competencies
regarding opioid abuse and misuse into school curriculum.>® While only mandatory for the state’s dental
schools, these core competencies should be incorporated into other healthcare-related schools in every
state, including medicine, pharmacy, and nursing. The benefits of this education fill a missing
component in current medical curriculum, as evidenced by the fact only 36% of primary care physicians
report medical school has prepared them to identify opiate abusers. Furthermore, 67% of primary care
physicians are concerned with their ability to correctly assess a patient’s risk of opioid addiction.*These
competencies were aimed at primary prevention (preventing abuse and misuse): safely and effectively
identifying, treating, and managing patients with substance use disorders. Even if a healthcare
professional is not involved in didactic teaching, they can implement these core competencies when
mentoring students, residents, and fellows.

Highlights of the MA dental schools’ core competencies are outlined below:
® Preventing prescription drug abuse
o Evaluate a patient’s pain by utilizing demographics, history, physical exam, and imaging
to develop appropriate differential diagnosis
o Evaluate a patient’s risk for substance use disorders using the above strategies, together
with resources like psychiatric screenings and the PDMP

26



o Identify all possible treatment options, including opioid, non-opioid, pharmacologic and
non-pharmacologic, and choose the most appropriate option together with the patient
e Treating patients at risk for substance use disorders
o Refer patients to appropriate specialties
o Use an evidence-based and patient-centered pain management strategy
o Recognize the signs and symptoms of substance abuse behaviors
® Managing substance use disorders as a chronic disease
o Recognize and utilize screening instruments
o Eliminate the stigma associated with substance use disorders and identify it as a
manageable chronic disease with effective and patient-specific treatment
°  Utilize interprofessional management strategies.*®

Non-Pharmacologic Treatments for Substance Use Disorders & Wellness Centers

Mental Health Support Services, Yoga, and Meditation

The Veterans Affairs’ 2015 Substance Use Disorder Guidelines emphasize and encourage the use of

community support and mutual support groups.® The APA 2006 Practice Guideline on Substance Use

Disorder also recommends involvement of community resources, especially if the patient is at a high risk
for treatment failure or has a history of multiple treatment failures.®*

Complementary and alternative medicine (CAM), which can include therapies like acupuncture,
relaxation techniques, self-help groups, and yoga, have long been recognized as treatment modalities
for many disease states, including pain management.®? Yoga, which derives from ancient Hindu culture,
consists of breathing techniques, postures, meditation, and strengthening exercises.®® A survey of
chronic pain users showed that 84% of patients have tried physical therapy and 52% have tried
massages, however, alternative treatments like yoga and meditation may not be known to both patients
and healthcare practitioners.5!

Mindfulness-Based Relapse Prevention (MBRP) is an 8-week, group-based intervention that focuses on
preventions strategies with meditation training.®*% The primary goal is to help patients tolerate cravings
or difficult emotions through meditation and yoga. The mechanism of action of meditation has been
theorized to decrease cortisol levels in the body secondary to reducing the body’s physiologic stress
response. This suggests that there may be potential to reduce stress-induced cravings and increase
craving tolerance with meditation.®*® Yoga has been theorized to increase GABA (gamma-aminobutyric
acid) levels, which may also help with concomitant psychiatric illnesses like depression and anxiety.®’
Studies have found that following yoga sessions in experienced practitioners, GABA levels are
significantly increased as compared to other activities such as reading.®’Following MBRP therapy,
patients have been found to have fewer drug-use days in subsequent follow-up periods as compared to
cognitive-behavioral relapse prevention and traditional approaches. MBRP has also been associated with
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significantly less drug cravings than treatment as usual, suggesting a lower relapse rate in patients
enrolled in MBRP protocols. 768

While MBRP treatment originated at the University of Washington, there are many practitioners in New
York, New Jersey, and Pennsylvania that are able to provide patients with the resources necessary to
utilize this therapy. A comprehensive list of these individuals can be found at www.mindfulrp.com.®

A major barrier with these non-pharmacological interventions, like yoga and meditation, is they need to
be done on a regular basis. For patients with severe psychiatric or debilitating illness, consistency may
pose a problem and make these interventions less likely to be successful.®*Therefore, compliance and
adherence should be emphasized to patients during initiation. It may be appropriate to reserve this
treatment modality for patients who are likely to adhere.

Wellness Center Development

A wellness center is a comprehensive program devoted to the management of individuals who require
social support upon reentering society after rehabilitation. Wellness centers should be utilized to create
a safe environment for individuals with or affected by substance use disorder, including not only
patients, but also families and friends. These facilities should be directed at promoting health and
wellness in patients who are not undergoing withdrawal symptoms or currently going through
detoxification, as they tend to require a higher level of care. Wellness centers have the best efficacy
when patients are compliant with therapies and have good attendance at meetings.

Wellness centers are typically housed in places of worship, such as churches, temples, synagogues,
mosques, or community and recreation centers. Below is a list of programs that could potentially be
included as part of a Wellness Center:

® Peer-to-Peer Recovery Support for Client (recovering individual)
Peer-to-Peer support for family/friends of Client
e Life Skills Mentoring
o Bank Account/Doctor Appointments/Obtaining a Driver’s License
o Budgeting/Transportation Navigation/Insurance
e Job Skills Mentoring
o Resume Writing/Interview Techniques
o Job Coaching/Networking
® Legal Advice
o Pro bono initial consultation
o Referral to an Attorney
e Housing
o Developing a list of sober living options/levels
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Hotline Setup for Additional Support

Spiritual Support/Referral

Relapse Prevention

Develop Intake Procedures Including Documentation and Confidentiality
Activities

Yoga/Meditation

Cooking Classes

Dance Classes
Music Therapy
Horticulture Therapy

O O O O O

Fitness Classes

Getting Naloxone

Overview

In 2021, 70,421 people in the U.S. died as a result of drug overdoses involving opioids.”® Naloxone has
long been used by emergency medical services and first responders. New legislation has allowed for
easier prescribing of naloxone and increased availability in pharmacies. While naloxone dispensing has
increased over the years, additional efforts should be made to make naloxone more available for
patients at risk of opioid overdose.

Naloxone

Naloxone is a pure opioid antagonist that competes for binding at the opioid receptor site. The route of
administration for naloxone can be intravenous, intramuscular, subcutaneous, inhalation via nebulizer,
and intranasal. After administering the naloxone, the onset of action is roughly 2-5 minutes, except for
intranasal administration which can take 8-13 minutes. If the patient is still unresponsive after 2-3
minutes, administer a second dose and repeat giving a dose every 2-3 minutes if more are available and
are needed’?

Who Should Receive Naloxone

e Although there have not been any studies specifically examining the outcomes of prescribing
naloxone with opioid medications in the primary care setting, naloxone distribution in
communities has decreased the risk for opioid overdose death. In 2022, the CDC updated its
Guidelines for Prescribing Opioids for Chronic Pain. The CDC now recommends proactive
prescribing of Naloxone to all patients receiving opioids or at risk. The recommendations apply
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to clinicians who are prescribing opioids for outpatients in the following settings'?Aged >/= 18
years

e Acute (duration <1 month) or subacute (duration of 1-3 months) pain

e Chronic (duration of >/= 3 months) pain

The guidelines do not apply to patients who have sickle cell disease-related pain management, cancer
pain treatment, palliative care, and end-of-life care.

How to get Naloxone

On June 9%, 2017, the Pharmacy Practice Act was signed into law which allowed pharmacists to dispense
an opioid antidote without a prescription to a patient at risk of an opioid overdose or an individual who
can administer to someone at risk pursuant to a standing order issued by the Department of Health.
Pharmacists who are licensed and in good standing in New Jersey may request the standing order from
the Department of Health. A pharmacist can also obtain a standing order from a healthcare practitioner
to dispense an opioid antidote. Patients should be informed of these resources if there are concerns for
the risk of opioid overdose.”?

During the COVID-19 pandemic of 2020, concerns were raised that individuals with respiratory diseases
may be more susceptible to opioid overdoses, that increased isolation and anxiety brought on by the
COVID-19 crisis may increase rates of drug abuse, and that the pandemic may disrupt addiction
treatment and support systems. On May 21, 2020, an administrative order was issued by the NJ
Attorney General that requires prescribers to co-prescribe naloxone to any patient continuously
receiving opioids for chronic pain management if the patient has one or more prescriptions totaling 90
MME or more per day, or is concurrently taking an opioid and a benzodiazepine. The Administrative
Order also applies to prescribers licensed by the State Boards of Dentistry, Nursing and

Optometrists. The Administrative Order on co-prescribing may be in effect for the duration of the public
health emergency or the state of emergency declared by Governor Murphy, whichever is longer.”

As of March 29" 2023, the FDA has approved the first over the counter version of naloxone (Narcan).
The approval for the second version came a little later on July 28™ 2023, with brand name RiVive. The
only difference between the two is that Narcan comes in 4mg, with RiVive comes in 3mg. Both are now

available OTC, increasing access for patients and community members. Prescribers should counsel at-
risk patients and their household contacts on locating and using OTC naloxone.””®

Discussing Opioid and Comorbid Substance Use Disorders

Identifying Patients with Substance Use Disorder
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When a healthcare professional believes they have identified a patient at risk for or with a substance
use disorder, and the patient admits they have a substance use disorder, healthcare professionals
should be very careful not to stigmatize the condition any further than it already is. A patient with opioid
use disorder often times has a comorbid substance use disorder including alcohol, tobacco, marijuana,
or other drug use. The healthcare practitioner should be advised to look for signs of mental illness as
well as signs of dangers to self and others. However, these may be more common in other phases of
disease, such as during withdrawal or during MAT treatment. When it is inconclusive if the patient is
misusing opioids, patient assessment tools like the Current Opioid Misuse Measure and Prescription
Drug Use Questionnaire may prove useful.”®”’It is also important to differentiate patients who are
physically dependent and psychologically dependent on opioids to effectively take the appropriate next
steps in treatment.

For patients with substance use disorder who are misusing or abusing opioids, often times a complete
history, as well as speaking with a family member, may aid in identifying candidates with this condition.

Common signs and symptoms of opioid use disorder include: 7%77
o Strong desire for opioids (e.g. drug-seeking behaviors, like spending large amounts of
time to obtain opioids, asking prescriber for specific opioids)
Inability to control or reduce use
Continued use despite interference with daily functioning and social life
Use of larger amounts over time and development of tolerance
Multiple reports of lost or stolen prescriptions

O O O O O

Refusal to comply with random urine drug screens and pill counts
o Use of multiple physicians and pharmacies
e Symptoms of acute opioid use as well as withdrawal symptoms are outlined elsewhere in this
toolkit
e Common “street names” for opioids include”’
o Heroin: Junk, H, Tar, Black Tar, China white, Dog Food, Skag, Brown Sugar
o Oxycodone: Percs, Kickers, Blue, Oxy, Killers
o Hydrocodone: Norco (like the brand name), Vikes, Hydro

Alcohol Use Disorder

Alcohol use disorder (AUD) is one of the most prevalent substance use disorders, less than tobacco and
more than marijuana and opioid use disorder (OUD).”20pioid and alcohol use disorders are commonly
comorbid conditions. A cohort study of 5,307 adult patents with opioid use disorder found that 23.4%
had a diagnosis of alcohol use disorder.”A study from the National Institute on Drug Abuse Clinical Trials
Network on 1,397 patients seeking opioid treatment had 38% of patients with a comorbid alcohol use
disorder.2°Whether or not one substance use disorder leads to the other has not been studied.
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It is important to identify comorbid alcohol and opioid use disorder as there is increasing evidence that
alcohol use is a contributing factor in opioid overdose deaths. Both alcohol and opioids are central
nervous system depressants and when used together can cause respiratory depression leading to
increased opioid risk. In studies from the Drug Abuse Warning Network (DAWN) from the SAMHSA,
there was an 84% increase in drug-related emergency department (ED) visits from 2005 to 2011.82More
serious outcomes during the ED visits occurred when alcohol was involved than when alcohol was not
involved. A DAWN study using medical examiner data across 13 U.S. states in 2010 found that out of
3,883 opioid deaths, 22.1% involved alcohol and out of 1,512 benzodiazepine deaths, 21.4% involved
alcohol .

Further studies need to be conducted on the combination treatment for OUD and AUD. Extended-
release naltrexone is one of the most promising medications as it has FDA indications to treat both OUD
and AUD. Naltrexone decreases the pleasurable sensations associated with opioid use thus decreasing
the motivation to seek opioids. Although the exact mechanism is unknown, it was found that naltrexone
also decreases the same sensations for alcohol, leading to similar outcomes. A small pilot study found
that extended-release naltrexone was safe and effective in treating OUD and AUD in patients from an
HIV clinic setting, however the pilot study only included 8 patients.? There have been increasing efforts
to increase treatment from a non-pharmacological standpoint. One such effort consists of using a
collaborative practice between primary care and a clinical psychologist to treat AUD and/or OUD.#Other
efforts include using techniques such as mindfulness-based interventions®, cognitive behavioral
treatment®®, and pain management?’.

Marijuana Use Disorder

There has been increasing public and professional interest in the possibility that increasing marijuana
use may decrease opioid use disorders. Two ecological analyses showed states that permit medical
marijuana have significantly lower annual death rates due to opioid overdoses. Opioid prescribing has
also decreased following the passage of medical marijuana laws. However, these studies should not be
used to draw conclusion about individual behaviors and the relationship between cannabis use and the
risk of developing opioid use disorder, as this has not been thoroughly studied.®

Cannabis Hyperemesis Syndrome (CHS) is a condition characterized by chronic use, cyclical nausea and
vomiting, and the learned behavior of hot bathing. The exact mechanism is unknown, but high dose
cannabidiol and cannabigerol are proposed to induce emesis at the 5-HT1A receptor, whereas low doses

of cannabidiol create an anti-emetic effect.®

A study published in the American Journal of Psychiatry found that using logistic regression models
cannabis use was associated with an increased incident of nonmedical prescription opioid use and
opioid use disorder (opioid use: adjusted odds ratio = 2.62, 95% Cl = 1.86-3.69; opioid use disorder:
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adjusted odds ratio = 2.18, 95% Cl = 1.14-4.14).28 The risk of developing marijuana use disorder from
opioid use has not been studied.

Successfully identifying signs and symptoms of opioid and marijuana use and appropriate intervention
by a physician may prove beneficial to reducing illicit substance use and decreasing the incidence of
substance use disorder. Marijuana is the most commonly used illicit drug in America and is used more

commonly in teens than adults.%%

Common signs and symptoms of acute marijuana use include: %

Red, bloodshot eyes

Dizziness and difficulty maintaining proper gait

Laughing for no reason

Poor short-term memory (e.g., forgetting what was just said to them)
When a large amount is smoked, nausea and vomiting

Loss of interest and motivation

Periodontal disease (with marijuana as a behavioral risk factor)

O O O O O O O

With long-term use, lung findings significant with obstructive lung disease (short-term
use may be associated with bronchodilation)
o Marijuana has a unique, pungent odor, which individuals may try to conceal with
cologne or perfume
e Common “street names” for marijuana include®:
o Blaze, Blunt, Bud, Bush, Dank, Doobie, Dope, Ganja, Grass, Herb, Joint, Kush, Mary Jane,
Pot, Reefer, Roach, Weed
o Alternative names may vary by geographic region

52.5 million people, or about 19% of Americans have used marijuana at least once in 2021. Studies have
shown that 3 in 10 people who use cannabis have a cannabis use disorder. The risk of developing
cannabis use disorder is even greater for people who begin to use it before age 18.%

New Jersey's Cannabis Regulatory, Enforcement Assistance, and Marketplace Modernization (CREAMM)
Act allows for the legal sale and use of cannabis and cannabis products for residents 21 years and older.
A medicinal card, or health condition is not required and anyone over the age of 21 can purchase at
their own risk.%’

Approach for Younger Patients

There is a documented risk of drug diversion and addiction in pediatric patients, especially teenagers
and adolescents of high school age.®*When adolescent and other pediatric patients are prescribed
opioids (and other controlled substances), the patient and parents/legal guardians should be educated
on the following counseling points:
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e The parents/legal guardians should be responsible for managing the patient’s medication
administration while at home
o The patient should be given no more tablets than specified on the instruction at any
given time (i.e., given 2 tablets if the directions is “Take 2 tablets by mouth every 4 to 6
hours”)
o The patient should never be given the entire bottle of medication to self-manage their
own pain
e In accordance with the new NJ law limiting the max duration for a new opioid prescription to a
maximum of 5 days, you may request patients to do one of the following after this 5 day
duration:
o Return to your office at the conclusion of 5 days. At this time the patient’s pain and
necessity of treatment may be reassessed.
°  Request the parents/legal guardians dispose of leftover medication at a police station’s
“Medication Drop Box”. A comprehensive list of police stations offering this service can
be found at Project Medicine Drop.*

From 1994 to 2007, in patients aged 15 — 19, there was a significant increase in the number of
controlled substance medications prescribed, and a significant increase in the number of patients
prescribed multiple controlled medications. This trend was seen across emergency departments,
doctor’s offices, and hospitals. A controlled substance was prescribed at about one of every nine office

visits for adolescents.'®

Men are more likely to obtain opioids for free from friends and relatives and are also more likely to
purchase them from a drug dealer, with young, white males being the group most associated with
prescription drug abuse.'® Obtaining a complete family history including family demographics may help
in limiting substance use disorders for both patients and their family members. Important
considerations when prescribing to minors include:

e Most adolescents who misuse prescription pain relievers get them for free from a friend or
r.e|ative98,99.101-103
o These “distributors” are generally unaware of the dangers of nonmedical opioid use
o 50% of patients prescribed opioids for acute pain do not finish their pain medication,
generally in an attempt to save their medication for later use
o Many prescribers — including pain management specialists, oncologists, and surgeons —
do not tell their patients:
*  Where to store their medication(s)
=  What to do with unused medication(s)
*  What to do with expired medication(s)

e Only 35% of patients using opioids acutely report taking their medications exactly as prescribed
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e Use of prescription opioids in patients before the 12t grade is associated with a 33% increased
risk for future opioid misuse among patients with little drug experience and who disapprove of
illegal drug use

® The American Academy of Pediatrics recommends use of IV opioids (continuous infusion or
bolus) for infants with ongoing pain or postoperative pain following an acute procedure, but do
not recommend that prescriptions be sent home with patients for either infants or older
children

It is important to note that even when prescribed for only 7 days after a procedure or an acute injury,
pediatric patients can develop dependence and can exhibit withdrawal symptoms upon abrupt
discontinuation after 5 days of opioid use. Children who are prescribed opioids for at least 14 days
should be weaned off of these medications (by decreasing the dose by 10 — 20% every 24 — 48
hours).2While long-term use is more likely in hospitalized patients, it is important to note with the new
NJ law, prescriptions for use of opioids in treating acute pain cannot exceed a duration of 5 days.

During high school check-ups and pre-college physicals, nurses and pediatricians may be able to identify
children and young adults who are manifesting signs and symptoms of misusing and abusing illicit and
prescription drugs. When speaking to patients, especially young adults, whom you suspect are misusing
or abusing opioids, without being judgmental or confrontational, ask the patient about their drug use in
the past year and in their lifetime, including tobacco, alcohol, illicit drugs, and prescription medications.
It may be necessary to specify that the prescription drugs should be reported if they were obtained from
another source or used in ways other than what was prescribed. Reiterate to the patient you are asking
about their illicit or illegal drug ONLY to better diagnose and treat them. If the patient refuses the
screen, they should be educated on the risks and potential harms of drug use. If the patient has used
any illegal or prescription drugs, consider beginning the NIDA-Modified Assist tool, a questionnaire
developed by the NIH to categorize patients based on risk for developing substance use disorder.

e Once patients are stratified based on risk, the following steps may be taken (if necessary):
o Advise the patient about drug use and the potential harms and risks
=  Recommend tapering/quitting before problems develop
= Educate patient on the treatment options available
= Provide an objective recommendation based on the individual’s NIDA-Modified
Assist risk category
o Assess the patient’s readiness to quit by phrasing a question like, “Given our
conversation, do you want to change your drug use?”
= [f the patient answers “No,” reinforce the potentials harms and risks
= [f the patient answers “Yes,” reinforce their current efforts and assist the
patient in their attempt to change their drug use
o Assist the patient by asking them to do some of the following:
= Have the patient jointly create a progress note with you
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= Have the patient complete a “plan” before leaving the office

= Provide reading level appropriate resources about quitting

=  Provide resources such as websites (www.samhsa.gov, www.drugabuse.gov) or
hotlines (1-800-662-HELP)

= Schedule follow-up appointments for 1-2 weeks

=  Prescribe medications for office-based treatment, if appropriate

= Refer the patient to other healthcare practitioners, specialists, or programs, if

appropriate
o Arrange for the patient to receive specialty care, medications, subsequent visits, as
appropriate

Updates in Landscape of Opioid Abuse in the Community:

Currently, xylazine (also known as “tranq”) is increasing in popularity amongst communities. With the
addition of this drug intended for use in sedation and pain management in veterinary medicine, CNS
depression is a growing concern.
e Effects: CNS depression—decreased breathing, heartrate, and blood pressure, soft tissue sores
e Treatment: naloxone does not reverse the effects of xylazine but should still be administered
due to likely combination with opioids
*  Administration: via injecting, snorting, swallowing or inhaling; often mixed with fentanyl (often
times without users knowing)!
e Prevalence: overall trending upwards
- 23% of fentanyl powder and 7% of fentanyl pills seized by the DEA In 2022 contained
xylazine
-In Philadelphia, xylazine was found in 31% of overdoses that involved heroin and/or
fentany!®
Per CDC, xylazine-involved overdose deaths increased over 1000% from 2018-

2021, and in 2023 the White House declared it an emerging drug threat.®

Prescribers should also be aware of emerging novel synthetic opioids such as nitazenes (e.g.,
metonitazene, isotonitazene), which are not reliably detected on standard urine drug screens and may
be 10-100 times more potent than fentanyl. Suspect nitazene overdoses may require higher or repeated

doses of naloxone. 1%
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Section 4: Other Resources for Prescribers

New Jersey Opioid State Law
Overview

On May 16™, 2017 one of the strictest opioid laws in the country went into effect in New Jersey, stating
that new opioid prescriptions must be limited to a five-day supply for patients who had not been on
opioids for over a year prior. This law is more stringent than the 2022 CDC Guidelines for Prescribing
Opioids in Chronic Pain, which advises prescribers to use the opioid guidelines with flexibility, and that
pain management should be individualized to each patient. Since the New Jersey laws are stricter than
the federal guidelines, it is important for clinicians to remember they must adhere to rules and
regulations which are stricter when those that are federal and state are not in alignment. In addition to
the day supply limitation, the New Jersey law increased access and insurance company coverage for
treatment of individuals with substance use disorder.

Details of the Law

New Jersey Law S3/A333stipulates the following:
e Initial opioid prescriptions for acute pain are limited to a 5-day supply or less
o Excluding cancer, end-of-life care, and residents of long-term care facilities
® Prescribers must pass the following safeguards before prescribing an opioid prescription
o Have adiscussion with the patient/caregiver regarding the risks associated with opioids,
including risks of addiction and overdose

o Explain why the medication is necessary and what alternate treatments are available
o Inquire about patients’ medical history and risk for abuse or addiction
o Conduct a proper physical examination as necessary

Develop a patient-specific treatment plan focused on that individual’s pain
e On day 4 of the initial prescription, a prescriber may issue a second prescription after
consultation with the patient, so long as:
o The medication is still necessary and appropriate
o The medication will not present an undue risk of abuse, addiction, or diversion
e If a third prescription is required, the patient and physician must enter into a pain management
agreement (see supplement 8 for a template).
® Any healthcare professional authorized to prescribe opioids must undergo one CE credit per
year related to the prescribing of opioids
e All prescription drugs used to treat substance use disorder are covered by insurance companies
without prior authorization in New Jersey for certain members
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o This 180-day period applies to both inpatient and outpatient treatment, with the
following stipulation:
= An outpatient treatment day is only considered % an inpatient treatment day,
therefore persons exclusively treated outpatient can have up to 360 days of
treatment without insurance company interference
e If no facility with the capabilities of treating substance use disorder is immediately available in
the patient’s network, the insurance company must provide one within 24 hours
e No inpatient utilization reviews (insurance company determination if inpatient stay is necessary)
can occur within the first 28 days of inpatient stay.®

Electronic Prescribing (E-prescribing)
Overview

Electronically prescribed prescriptions (E-prescriptions) increase patient safety by identifying patients
who are receiving controlled substances from multiple prescribers, as well as decreasing fraud by
ensuring the prescription has not been tampered with prior to being received by the pharmacy. Many
states have implemented laws that mandate E-prescribing in most situations (with exceptions for
emergencies or when the patient fills at a pharmacy out of state that does not accept electronic
prescriptions). In New Jersey, electronic prescribing for Schedule Il controlled substances is NOW
MANDATORY as of May 1, 2023. Limited exemptions apply (e.g., technological failure, patient hardship,
pharmacy not equipped for electronic prescriptions). Prescribers should ensure their systems are

compliant and document any use of an exemption.1%’

Where to Register

Prescribers can register at www.veradigm.com/eprescribe/. Veradigm™ is the business unit of
Allscripts Healthcare LLC.

Attention Deficient Hyperactivity Disorder (ADHD)

ADHD is one of the most common childhood mental disorders that can persist through adolescence into
adulthood. Primary symptoms are a lack of attention, trouble focusing, and having spontaneous
thoughts/behaviors. The primary treatment for these patients are stimulant medications, of which most
are controlled substances such as prescription stimulants. Stimulant therapy is an evidence-based
treatment for ADHD, but it can also be harmful if used without prescription or guidance from clinicians.
Prescription stimulants are generally considered safe and effective when taken as prescribed; however,
their psychoactive properties make them subject to misuse for cognitive and physical performance
enhancement and recreational purposes. Prolonged stimulant misuse can lead to several detrimental
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health effects including cardiovascular conditions, depressed mood, overdoses, psychosis, anxiety,
seizures, and stimulant use disorder.10% 110

Abuse with stimulant medications has always been prevalent, but when telehealth options increased
during COVID-19 pandemic, an increase in prescriptions was seen. With the amount of stress the
pandemic placed on people, there was a greater risk for substance use in general, especially among
those who experienced hardships. A statistic taken from June 2025 found that among 18- to 64-year-old
US adults using prescription stimulants, 25.3% reported misuse, and 9.0% had PSUD" 109 110

More than 60% of youth and young adults reported they obtained prescription stimulants from a friend
or relative. Youth and young adults with valid prescriptions for stimulants will sometimes sell, trade, or
give away their medications to those who want to use them illegally. While ADHD diagnoses and
prescribing of stimulants has increased significantly in the U.S. over the past 20 years, few studies have
looked at the relationship between stimulant therapy and prescription stimulant misuse in schools. The
most recent study published in JAMA highlights the need for assessments and education in schools and
communities to prevent medication sharing among teens. The study found that, across 231,141 student
participants surveyed at 3,284 secondary schools, the school-level prevalence of nonmedical use varied
from 0% to over 25% of students. Schools with a greater number of students (12% or higher) reporting
prescription stimulant therapy for ADHD tended to have the highest percentages of their student body
reporting prescription stimulant misuse (8% of total student body). By comparison, schools with fewer
students (0 to 6% of student body) reporting stimulant therapy for ADHD were associated with lower
rates of prescription stimulant misuse (4 to 5% of student body). 1% 110

Most prescription stimulants are taken orally and are available as tablets, capsules, or liquids. Misusing
prescription stimulants can be done orally, as well as by snorting/inhaling, smoking, or injecting a
powder from crushed tablets or opened capsules, with snorting/inhaling being the most common mode
of nonoral use. Oral misuse of prescription stimulants can be a precursor to the non-oral misuse of
prescription stimulants, which itself can be a precursor to the abuse of other substances. One study,
based on data collected from youth in 10 U.S. cities, found that as many as 17% who used prescription

stimulants, regardless of how they were obtained, misused them via a nonoral route in the past 30 days.

Some studies have found that participants who reported the non-oral use of prescription stimulants
were more likely to report adverse mental health outcomes and negative health outcomes in general
when compared to participants who used prescription stimulants orally and for medical purposes. 10% 110
Increases in prescription stimulant use may be attributable to increases in the prevalence of ADHD
diagnoses in the United States. In recent years, between 11 and 13% of youth aged 12 to 17 and
between 4 and 8% of young adults aged 18 to 25 have been diagnosed with ADHD. More than two-

thirds of youth and young adults diagnosed with ADHD are prescribed medication. 10 119
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Prevalence of Prescription Stimulant Misuse Among Youth and Young Adults

Prescription Stimulant Use/Misuse
Among Youth Ages 12 to 17

I n 2 0 1 9 amn A
7 -5% of youth reported

the use of prescription

stimulants in the past year. ;

1 -7% of youth reported the

misuse of prescription stimulants
in the past year.

0.3% of youth had a prescription
stimulant use disorder in the past year.

Prescription Stimulant Use/Misuse
Among Young Adults Ages 18 to 25

In 2019...

1 2.80/0 of young adults

reported the use of prescription
stimulants in the past year.

5.8% of young adults

reported the misuse of

prescription stimulants in )
the past year.

0-60/6 of young adults had a prescription
stimulant use disorder in the past year.

p
+ 23.4 percent of youth who used any prescription
stimulants in the past year misused them.

+ Amphetamine-type stimulants as a class were the
maost commonly reported stimulant used among 8th,
10th, and 12th graders.

L

* 45.2 percent of young adults who used any
prescription stimulants in the past year misused them.

* Young adults who attend college are more likely to
misuse prescription stimulants when compared to their
nan-college attending peers.

Drug Overdose Stats & Trends

e Drug overdose deaths involving stimulants
(cocaine, meth, prescription stimulants)
rose 374% from 2015 to 2022.

e Nearly 70% of stimulant-involved overdose
deaths in 2022 also involved fentanyl.

Source: https://nida.nih.gov/research-topics/trends-
statistics/overdose-death-rates#Fig6

Drug Overdose Deaths: Facts and Figures | National Institute on Drug Abuse. National Institute on Drug Abuse. Published August 21, 2024.
https://nida.nih.gov/research-topics/trends-statistics/overdose-death-rates#Fig6
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Other Substance Use 1% 11

Over 97% of youth who misuse prescription stimulants by age 18 have also used at least one other
substance in the past year. Two-thirds of high school seniors who reported the misuse of prescription
stimulants in the past year did so simultaneously with other substances, usually alcohol or marijuana.
Similarly, college students who misuse prescription stimulants are over six times more likely to report
heavy drinking than those who do not. A survey of college students from a Midwestern university found
that those who used prescription stimulants non-medically tended to report polydrug use.

Prescriber Considerations:

Prescribers and other providers who care for youth and young adults with ADHD should help prevent
the misuse of prescription stimulants by doing the following:

e Before prescribing stimulant medications, confirm an ADHD diagnosis

e Carefully consider medication, dose, and formulation (e.g., prescribing longer-acting
formulations with lower abuse potential)

e Provide detailed counseling and education (and their guardians, as applicable) who are
prescribed prescription stimulants

e Closely monitor all patients who receive prescription stimulant medications and regularly check
those patients’ histories in the state’s PDMP

e Screen all patients who have a diagnosis of ADHD and/or receive prescription stimulant
medication for substance use disorders and other behavioral health conditions

Prescription Stimulant Misuse Prevention Programs:
Generation Rx

Expectancy Challenge

Prescription Stimulant Misuse Prevention Program at Miami University in Ohio

Prescription Stimulant Misuse Prevention Program at Syracuse University
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Supplements

1. Primary Care PTSD Screen (PC-PTSD)

@7risp

The Primary Care PTSD Screen
for DSM-5 (PC-PTSD-5)

Version date: 2015

Available from http:

URL: tsd.va gov/professional
assessment/screens/pc ptsdasp
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2. CRAFFT 2.1 Questionnaire CRAFFT 2.1 Questionnaire

The CRAFFT Questionnaire (version 2.1)
To be completed by patient
Please answer all questions honestly; your answers will be kept confidential

During the PAST 12 MONTHS, on how many days did you:
1. Drink more than a few sips of beer, wine, or any drink
containing

alcohol? Put “0" if none. P

2. Use any marijuana (weed, oil, or hash, by smoking, vaping.

or in food) or “synthetic marijuana” (like “K2,” “Spice”) or

“vaping” THC oil? Put 0" if none. Sotaan
3. Use anything else to get high (like other

that you sniff, huff, or vape )? Put 0" if none. oty
READ THESE INSTRUCTIONS BEFORE CONTINUING:
* I you put “0" in ALL of the boxes above, ANSWER QUESTION 4, THEN STOP.
« I you put “1” or higher in ANY of the boxes above, ANSWER QUESTIONS 4-9.

4. Have you ever ridden in a CAR driven by someone (including yourself)
‘who was “high” or had been using alcohol or drugs?

5. Do you ever use alcohol or drugs to RELAX, feel better about yourself,
orfitin?

6. Do you ever use alcohol or drugs while you are by yourself, or ALONE?

7. Do you ever FORGET things you did while using alcohol or drugs?

Do your FAMILY or FRIENDS ever tell you that you should cut down on
your drinking or drug use?

O Sl O BEIl O RERT
O pEN O gl O ms

9. Have you ever gotten into TROUBLE while you were using alcohol or
drugs?
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3. Opioid Risk Tool

Opioid Risk Tool

This tool should be administered to patients upon an initial visit prior to beginning opioid therapy for
pain management. A score of 3 or lower indicates low risk for future opioid abuse, a score of 4 to 7
indicates moderate risk for opioid abuse, and a score of 8 or higher indicates a high risk for opioid abuse.

Mark each box that applies Female Male

Family history of substance abuse

Aleohol 1 3
lllegal drugs 2 3
Rx drugs 4 4

Personal history of substance abuse

Alcohol 3 3
illegal drugs 4 4
Rox drugs 5 5
Age between 16—45 years 1 1
History of preadolescent sexual abuse 3 0

Psychological disease

ADD, OCD, bipolar, schizophrenia 2 2

Depression 1 1

Scoring totals

Questionnaire developed by Lynn R. Webster, MD to asses risk of opioid addiction.

Webster LR, Webster R. Predicting aberrant behaviors in Opioid-treated patients: preliminary validation
of the Opioid risk too. Pain Med. 2005; 6 (6) : 432

4. Clinical Opiate Withdrawal Scale (COWS)

Clinical Opiate Withdrawal Scale (COWS)

Flow-sheet for measuring symptoms over a period of time during buprenorphine
induction.

For each item, write in the mumber that best describes the patient’s signs or symptom. Rate on
just the apparent relationship to opiate withdrawal. For example, ifheart ate is increased
because the patient was jogging ust prior to assessment, the increase pulse rate would not add o

the score.
)
Patiznt’s Nams: Date:
Buprenorphins induction:
ar scor = zar0, 30rmin afer fiestdoss, 2 b after ficst dosa, ste
T _

Testng Pube Rale. (ot oot po mims)
Veaswed aftr patiot i siting or i for one miuts
0 e e 80 bl
1 pulss e 51100
2 pulsa mms 101120
4 pulse s gromer thm 120

0 sbls to sl

5 Unitls tosit stll for mors than = e sscomds
Pupilsize
0 pupils piozsd or pormal size for room ligkt
1 pupils possibiy Lagss than mermal for roomn ligkt
2 pupils modermsly dilatad
ils o dilarad hat only the s of rhe irisis visibls
‘Bone or Joint aches [ parient was faning pain
previously, oniv the aditional comporit atribured
10 opiates withcimeal s scored
0 notpresent
1 mild diffuse discombort
2 patient sports severe ciffuse aching of jeints’ musdles
 patiant is rabbing joints o muscles o is wmable o sit
stll bcaus of discomtort

1 sl stuffiness o wmsually meist ayes
2 pose rurming o tesrin
4 noss comstemtly revming or tasrs seaming dovn chask
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5. Naloxone Administration Poster

in the event of opioid induced overdose

How to Administer Naloxone

Every minute someone spends overdosed on opioids is a minute their
brain is without precious oxygen. Every second counts for a possible
recovery.

How to Give Nasal Spray Naloxone

Opioids produce their effects by acting on opioid receptors in the
brain and nervous system. Naloxone works by blocking these opioid
receptors, thus stopping opioids from acting on them. This reverses
the effects of the opioid.

Act fast, and most importantly

Call 91

Noloxane NJ CVS and Vil Plosse osk your local
harmocist for ‘Addiional ok roning bl
einal 5

D ——

6. Seeking Drug Abuse Treatment: Know What to Ask (NIDA)

SEEKING DRUG ABUSE TREATMENT:
KNOW WHAT TO ASK



http://pharmacy.rutgers.edu/files/6.%20Naloxone%20Administration%20Poster.pdf
https://www.drugabuse.gov/sites/default/files/treatmentbrochure_web.pdf

7. The Facts about Buprenorphine for Treatment of opioid Addiction

the facts about

BUPRENORPHINE

for Treatment of
Oproid Addiction

S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Treatment
www.samhsa.gov

8. Opioid Patient Prescriber Agreement Sample

Oploid Patient Prescriber Agreement (PPA)

This Opiod Patlent Prescriber Agraemant (PPA) i designed to
en conversation between the patient and
restercoat o Barafts, ek an s o oeid
medicines

« Be used as a decision making tool before an oplokd medicing is
used for acute or persistent pain, anc

« Ensure the appropriate and safe use of opioid medicines
Part1: For the Patient: Deciding whether to use opioid medicines for pain
1 will check off each item as | discuss it with my prescriber:

1.__ Pain and pain treatment are different for each person. Opioid medicines
area type of analgesic (pain reliever) medicing Used to reduce moderate

pain. Opicid medicines can reduce some (but not alltypes of
pain. It is not known how much improvement in pain, activity and quality
of ife | may have by using these medicines. My prescriver will routiely
check how | am doing to determine whether the benefits of opioid
medicines outweigh the side effects of continuing to use them.

1 hepe opioid medicnes may teduce pan, making It asle 1
p irough the night wihout pain
Chmn e Do Sy househod chore
_Walk short distances _Start a light exercise pmglam

My prescriber and | may also by alterative or additional reatment optons

for my condition, incl
N tropioid Fadicines for xample, aver-he-counter mediines such
as Tylenol®, Motrin®, Aleve® , prescription medicine such
antidepressants, or anticonvulsants, as appropriate)

__Physical therapy, appropriate exercises

" Acupuncture

" Seli-management techniques and coping sirategies such as
meditation, stress reduction, counseling and coaching. massage
therapy, social support group, and attention to proper sieep

__Surgical or other medical procedures

4 __ I need to be aware of the following side effects of using apioid medicines
__a) Physical dependence - If | suddenly stop taking an opioid
medicine, | can experience withdrawal symptoms such as a runny nose,
chils body aches, diarhea, Swealing. Nervousness, nausea, vomiting and
trouble sieeping. This is caled physical dependence. If this happens, it
an be difficut for me to stop taking an opiokd medicine, even Ifits not
working well. So. when | stop taking an opioid medicine, | understand |
will need medical supervision. My prescriber can help me gracually lower




9. CDC Clinical Practice Guideline for Prescribing Opioids for Pain

CDC Clinical Practice Guideline for Prescribing Opioids for Pain —
United States, 2022
Diebeesh Dowsll, MDY Kaehlorn I Ragan, MSPH; Cheteopher M. Josex, Prarml), DePHY; Grass T. Baldwin, FADY; Reger Chou, MD'
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aged 218 yoset. It updats the CDC Gusidclie o nm.‘b.,.; Opioic for Chaoeic Pain — Unised Suss, 2016 (MMWR
Recoum Rep 2016:65[No. RR- durietion of <1 nasmthy), subacnse
(durtion of 1-3 mantle), and dhronic (dunetion of >3 menshi) e n.. rcommerndistiens do moe apply to puin related 1
sichle cell disoaie or cancer av to parieuts rceiving pellictive ar end-of bfe care. The guideline addvesis the following four aroe:
1) desermining swhether or mw 10 initisse apisids for pain, 2) selecting opisids and desernsining apivid dossges, 3) deciding
durasion of initial apisid prescription and conducting folloso-sp, anad ) anessivg risk and addrecing pocensial furwe of apivid
sie. CDC developed the guideline using she Grading of Re Ascsumuens, and Enaluation (GRADE)
frsaesork. Recomsacrdetions are bused on rytensasic ressens of the seientific cvidence and reflect considiratioe of benfits and
Iarms, patienst and cliniciar salurs and preferenes, and rewurce allscetion. CDC absained input from the Board of Scientific
Couselors of the Natisual Conser for jury Prevetion and Cantrol (a federally chartesed adeisory commitsee), the public, and
pevr reviescers, CIDC recommonds that perssres with pain receice apprepriate pain treatment. wish careful considenstion of the
benefiay and risks of all ireatnsens opeivws in the comiext of the patient’ cincumutance, Recommendations shoutd wot be applicd
b mundins o oo e pasnt popaecons. i il pacer gideine i it 0 oo comossicsion
betsceen clnicias and pasicars aboss the benegies and risks of pain reatwvens, incloaing opiaia therapy; improve he ofectivens
and uafety of i trestmns; mitigate pain ingprooe funstion cd quatlity of fe for patients sith pein: and reduce risks avocissed
with pisid puin therspy, incinding opisid we diorder, averdsie, and deash.

Introduction d “high-impact ic . defissed s huv
od o mast days oe every day \h.mgdnqun 3 mandha thie e
Background life o work sctivities (). Pain, specially cheomic paiss, can

Pin is oese of the moss comon resves sdlts seck medical "j‘m :I'l";ﬂ every sapect ol s :'i» kjm 1o umad
care in the United Suces (/). Acute pain, 2 neady universal ysicel Rucuioning, poos N, _'M lizy
xperience, & 4 physiologic rapasse (0 noxdous il thue 91 - 4 coneribatesco subcancil morbidity cach year (6).
€1 bexome parhologic. Actae puin & usually sadden tn oases In 2011, the econonsic ceses of dwosic pain were estimated
i chne Honited (defined i this clinical pescice guideline '@ £41§ from $360 o $633 billion in annual dircet medical
¢ having 4 duration of <1 manth) and oficn is ceused by 0% lost produceiviey, and disabilicy (21. _
oy s o el a3 ey (2.5, Pain is 4 complex phenomenan influcaced by midiiple

Ueceolved acuee galn o ssbacute pain (defined Nt actars, inchudiesg biokogic, paychlogical, and socisl Factors
ideline 55 pain char has bee foc 1 (“mm (). This complexity meass substantial beterogeneity exists

s evaie ata chroni pain (4). Chioaic puin typicilly luss 0 the effectiveness of various pain sestencnts, depending
3 s (4 s ca b the e of s ey il %% the type of underlying pain oc condition being, treated
RS AP (7=11). Patients might expericnce penistent pain that is

o unknown cause (2, Approximaicly one in five U.S, whalis 106 well coneralled (6). Chaosic puin ofien co-occurs with

had chroeic pain in 2019 and sppeoxiomarcly oae in 14 adals  bebavions! heleh condiions induating mestal sod subusnce
use disarders (12,15). Patients with cheosic puin also are at
incressed ridk for suicidil ideation snd behavioes (14,15).
G Ovendos Fovy NetaealC Dt from desth investigations i 18 seates during 2003-2014
ik ey Pinsthes el G, COC Rl ckbotpole g indicate thas appeoximately 9% of suicide decedents had

U3 Department of Heath nc Mumas ZerviceCartar fof Clisase Conel and Parverrion MAWE / Moverebee 4, X022 £ YL TY ( Na3 1

10. Commonly Used Long-Acting Opioids Chart (NIDA)

Commonly Used Long-Acting Opioids

Compound Strengths Typical St.arting Dose and Nam.e
Dosing Interval Branding
Morphine controlled- 15-30 mg every 8-12 MS Contin®
release tablet 15, 30, 60, 100, 200 mg hours Oramorph® SR
Morphine controlled- 20 mg every 12 or 24
release capsule 20, 30, 50, 60, 100 mg hours Kadian®
Morphine extended-
release capsule 30, 60, 90, 120 mg 30 mg every day Avinza®
Oxycodone controlled-
release 10, 20, 40, 80 mg 10 mg every 12 hours OxyContin®
Oxymorphone
extended-release 5,10, 20, 30, 40 mg 5 mg every 12 hours Opana® ER
Hydromorphone
extended-release 8,12, 16 mg 8 mg once daily Exalgo® ER
25, 50, 75, 100 mcg/hr 25 mcg applied every 3

Fentanyl transdermal | patch days Duragesic®
Buprenorphine 5 mcg applied every 7
transdermal 5,10, 20 mcg/hr patch days Butrans®




11. How to Change Routes of Administration of Opioids (NIDA)

Adapued rom.

Virtual Mentor

Online Ethics Journal of the Amencan Medical Association
January 2003, Volume 3, Issue 1

Clinical Pearls: How to Change Roures of Administrarion of Opioids
By Audiey C. Kao, MD, PhD

Pain management is a crifical competency in medicine especially when palliation, and ot
treating the underlying disease, is the physician’s focus. Oftentimes physicians need to change
the route of administration of opioid analgesics. For example. a patient may be unable to take
oral medi and may require pain When changing routes of
administration an equianalgesic table is a useful guide for dose selection

Equianalgesic Doses of Opioid Analgesics
Oral/Rectal Dose (mg) Analgesic Parenteral Dose (mg)
100 Codeme 60
= Fentanyl 01
5 Hydzocodone =
£ Hydromorphone %]
] Tevorphanol T
150 Meperidine 30
5 Morphine 5
10 Oxycodone =
* To switch between routes of opioid adm use the on

the horizontal axis For example, 150 mg meperidine orally per day is equivalent fa
receiving 30 mg of meperidine intravenously.

To switch between opicids, use the information on the vertical axis. For example, 10 mg
of oxycodone orally 15 equivalent to 50 mg of meperidine inravenously.

Long term opiate use can lead o tolerance which requires incressing the dose of
‘medication to achieve pain control. When switching between opioids, there is the
possibility of cross tolerance, which is usually incomplefe. A patient may have some
tolerance to a new opiate as a result of being on a previous opiate. Therefore, experts
suggest fhat you begin the new opiate between S0 and 75 percent of the equianalgesic
dose.

€703 Americas Modical Assecistion
prebititd.

Curriculum resource author note: methadone dozes have been removed from the table in the original publication

12. Buprenorphine dosing algorithm for ED

ED-Initiated Buprenorphine
Diagnosis of Moderate to Severe Opioid Use El'smd:r
Assess for opicid type and last use

Fatients may have withdmwal reactions to  to 72 hons after last nse
Consider constltation before starting buprenorphine in these patients
(0-7) none - mild (>8) mild - severe
l withdeawl withdrawl

Dosing:

Dosing:
None in ED 4-8mg SL*

Waivered provider able to
prescribe buptenorphine?

YES NO, If initial dose 4mg SL repeat

/ \ 4mg SL for total Smg.
¥

Unobserved All Patients Recei Observe
atients Recei
_ dbul_mncrglmfe B Referal for eief Totervention
induction and refers: iy il J-Overdose Education Waivered provider able to prescribe

for ongoing treatment Naloxone Distrbutior

buprenorphine?

Nares: YES ™o,

*Clinical Opxouanhd:m al Scale (COWS) > 13 (Modesate-Severe) consider
starting with 8 mg buprenorphine or buprenorphine /naloxone
** Patient remains in moderate withdrawal may consider adding additional 4mg
and observation for 60 minutes . Consider return to the ED for
#**Consider high dosing in consultation with an Addictien Medicine Specialist Prescription 2 days of 16mg dosing
‘Warm hand-offs with specific time & date to opioid treatment providers/ 16mg dosing for each day " (72-houc raleyrir
programs within 24.72 hours whenever possible until appointment for e T ———

Al patieats shonld be edneated regarding dangess of benzodiazepine and ongoing treatment
alechol co-use
Ancillary medication treatments with bupsenosphine induction ase not needed



