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Presenter
Presentation Notes
Good morning all—my name is Blake Maresh and I’m one of the Executive Directors within the Office of Health Professions
I’ve been an ED with the Department of Health since 2004, and have served since that time with the Osteopathic and Podiatry Boards.
Along the way, I also spent four years each with the Medical and Dental Commissions, so I’m very familiar with the work that many of you do.
I was also part of the effort in 2010 and 2011 to help these five B/Cs adopt their chronic non-cancer pain rules, so I think by process of elimination I was selected to give you all a refresher on that work, and how it relates to our present assignment.
I will try to stay fairly brief and high level in my comments but I’m happy to go into more detail on any part of the presentation; after Chris has given his presentation, I believe we’ll have some time for Q&A.



Source: DOH Death Certificates
* Includes all intent of drug-related deaths with the additional ICD-10 codes of T40.0, T40.1, T40.2, T40.3, T40.4,  or T40.6
Note: Intentional self-poisonings account for ~9% of all opioid overdose deaths
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Presenter
Presentation Notes
I won’t belabor this slide as we are all probably fairly well acquainted with the dynamic is illustrates.  
While there may not be a definitive causal link between the 2011 chronic non-cancer pain rules and the decline in opioid overdose deaths, the data are certainly suggestive of that.
Similarly, the data suggest that addiction finds a way, and where there has been a reduction in deaths due to prescription opioids, there has been a corresponding increase in cheaper and more readily available heroin.
So this is the platform upon which we’ll be working…
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NPR--In Washington, D.C., a Medicare beneficiary filled prescriptions for 2,330 pills of oxycodone, hydromorphone and morphine in a single month last year – written by just one of the 42 health providers who prescribed the person such drugs.  In Illinois, a different Medicare enrollee received 73 prescriptions for opioid drugs from 11 prescribers and filled them at 20 different pharmacies. He sometimes filled prescriptions at multiple pharmacies on the same day.

Dallas Morning News --In fiscal 2015, Texas pharmacies dispensed almost 7 million prescriptions for the opioid painkillers hydrocodone or oxycodone alone.

Consumer Reports--In 2015, U.S. doctors prescribed enough opioids to medicate every American around the clock for three weeks.

Time--In a new study published in the New England Journal of Medicine, Barnett and his team found that which doctor you happen to see may help determine whether or not you develop a habit…Using Medicare insurance claims data, the research team looked at people mostly over age 65 who came into the emergency room and who hadn’t filled a prescription for opioids in the past six months. Doctors in the top 25% of prescribers prescribed an opioid to nearly 1 in 4 of ED patients, while in the bottom group, physicians prescribed patients opioids only 7% of the time. 

Johns Hopkins--Reporting online June 23 in the Clinical Journal of Pain, the researchers found that nearly half of the internists, family physicians and general practitioners surveyed incorrectly thought that abuse-deterrent pills – such as those formulated with physical barriers to prevent their being crushed and snorted or injected – were actually less addictive than their standard counterparts. In fact, the pills are equally addictive.

Washington Post--For more than a decade, doctors, dentists and nurse practitioners liberally prescribed opioid painkillers even as evidence mounted that people were becoming addicted and overdosing on the powerful and addictive pain medications. Now…in states where physicians are required to use monitoring systems, overall opioid prescribing has plummeted, as have drug-related hospitalizations and overdose deaths.

And now the platform from the last slide is burning…
I wouldn’t blame you if you felt a little beat up.  The truth is that the opioid epidemic is complex and multifactorial, with important economic, social, and mental & behavioral health issues.  That said, we all know that a majority of opioids originate from a prescription to a patient, or family member, or friend.
So how does the opioid crisis, writ large, translate into why we are here today?



Executive Order

• Increasing heroin use and 
overdose rates identified 
as a critical public health 
imperative.

• Governor’s EO 16-09 calls 
for:
o Implementing safe 

prescribing practices
o Exploring non-opioid 

alternatives to pain
o Expanding access to 

medication-assisted 
treatment

o Increasing use of PMP
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The first of two precipitating events occurred last fall when Governor Jay Inslee issued an executive order that described…



•Expand DOH access to be able to assess PMP data 
with morbidity and mortality data.

•Authority to send prescriber feedback reports.
• Local Health Officer access for overdose follow up.
•Allow facility access to Federal & Tribal agencies.
•Overdose notification via the Emergency Department 

Information Exchange (EDIE).
• Facility and group access to prescriber metrics.
•Hospital Association access to prescriber data.
•Revise immunity provisions to all end users.
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I won’t belabor this slide, other than to say that you will see, as we talk more about what’s in HB 1427, that many of the ideas that were discussed as part of the EO found their way into the assignments we’ll be working on this year and next.



HB
1427

ESHB 1427 Key components:
• Expands B/C prescribing rules--

o Acute, subacute, perioperative pain
o Update chronic pain rules

• Authorizes Health Officer and 
other gov’t access to PMP data.

• Authorizes facility/group access 
to PMP data.

• Authorizes hospital CQIPs to 
use PMP data.

• Authorizes prescriber feedback 
reports.

HB
1427

SB 
5248

HB
1339

HB 
1426



•Generate a boilerplate set of prescribing rules.
•Uniform recommendations on revising existing 

pain management rules.
•Each B/C will adopt rules under their own 

authority.
•Coordinated education and outreach 

campaigns.



• In 2010, ESHB 2876 directed:
o Medical Quality Assurance Commission (MQAC)
o Nursing Care Quality Assurance Commission (NCQAC)
o Dental Quality Assurance Commission (DQAC)
o Board of Osteopathic Medicine and Surgery (BOMS)
o Podiatric Medical Board (PMB)

to adopt chronic non-cancer pain rules by June 30, 2011.
• Rules included dosage limits for pain management 

consultation and any exceptions, education and training 
requirements, and other practice standards.

• Specifically excluded both acute and palliative care.
• Required consultation with Agency Medical Directors 

Group (AMDG), DOH, UW and professional associations.



• Defines terms like “acute pain”, “addiction”, 
“comorbidity”, “morphine equivalent dose”, and 
“multidisciplinary pain clinic”.

• Requires a comprehensive health history and physical 
examination.

• Sets requirements for treatment plans including physical 
and psychosocial function, additional diagnostics and 
alternative therapies needed.

• Establishes informed consent requirements.
• Prescriber-patient written agreements must be used, 

which describe drug testing requirements, process for 
releasing a patient for violations, and to whom (including 
authorities) a prescriber reports agreement violations.
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Written agreements should stipulate that patients get all prescriptions from one prescriber and from one pharmacy whenever possible.




• Stipulates how frequently, based on MED level, periodic 
patient reviews must occur, including patient compliance 
and function level.

• Long-acting opioids, including methadone, should only be 
prescribed by competent providers.

• Recommends that PMP or similar data be reviewed prior 
to prescribing for episodic care (e.g. ED or urgent care), 
and amount should be minimized to control pain 
temporarily.

• Requires consideration of referral for minor patients or 
those with a history of abuse.
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Prescribers must reassess the appropriateness of continued opioid therapy if the patient’s progress and/or compliance is unsatisfactory.



• Sets mandatory consultation threshold at 120 MED and 
describes acceptable consultation formats.

• Exempts prescribers who comply with the rules and:
1. are tapering, or 
2. in need of temporary acute care, or
3. documents attempts to consult with a specialist, or
4. The patient is stable on a nonescalating dose.

•Establishes exemption requirements for pain 
management consultation.

• Sets education, training, and practice standards 
for pain management consultants.
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Prescribers must reassess the appropriateness of continued opioid therapy if the patient’s progress and/or compliance is unsatisfactory.



• Same five B/Cs must adopt general opioid 
prescribing rules under HB 1427.

•Provides for possible exemptions based on 
education, training, prescribing level, patient 
panel, and practice environment.

•Must consider revised AMDG and CDC 
guidelines.

•Must consult with professional associations, 
DOH, and the UW.

•Must adopt rules by January 1, 2019.
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Chris Baumgartner
Drug Systems Director
Medical Marijuana Program
Prescription Monitoring Program
Washington Department of Health
360/236-4844 (W)
360/524-2138 (C)
chris.baumgartner@doh.wa.gov

Blake Maresh, MPA, CMBE
Executive Director

Board of Osteopathic Medicine and Surgery
Podiatric Medical Board

Washington Department of Health
360/236-4760 (W)
360/888-5080 (C)

blake.maresh@doh.wa.gov

For more information, go to  www.doh.wa.gov/opioidprescribing
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