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Objective: Prescription opioid abuse poses a significant public health concern.
House Bill 1 (HB1) was enacted in 2012 to address prescription drug abuse in
Kentucky. The authors investigated the impact of HB1 on primary care providers’
(PCPs) prescribing practices of Schedule II controlled substances.

Design: Retrospective evaluation of PCPs’ prescribing practices in an adult out-
patient setting.

Methods: A review of the prescribing practices for Schedule II controlled sub-
stances written by 149 PCPs. The number of prescriptions for Schedule II con-
trolled substances written by 149 PCPs was compared to the top 10 PCP prescribers.
Attention was focused on providers who wrote for oxycontin and/or opana and
prescriptions with > 90 pills dispensed.

Results: The top 10 PCP prescribers accounted for 38.4 percent of the Schedule
I controlled substances and 47.8 percent of the Schedule II controlled substances
with > 90 pills dispensed. Of the 60 PCPs who prescribed opana and/or oxycontin,
the average number of prescriptions was 14.7 compared to 51.0 for the top 10 PCP
prescribers. The average percentage of Schedule Il controlled substance prescrip-
tions compared to the total number of prescriptions was 27.9 percent for the top 10
PCP prescribers and 7.05 percent of all PCPs. The average percentage of office visits
with Schedule II controlled substance prescriptions compared to total office visits
was 24.8 percent for the top 10 PCP prescribers versus 7.7 percent for all PCPs.
Conclusions: Further scrutiny is warranted to more closely analyze provider opi-
oid prescribing habits and ensure that the providers at our Institution are prescrib-
ing Schedule II controlled substances in compliance with HB1.

INTRODUCTION

majority of individuals who abuse prescription pain
medications obtain them at no charge from a friend or

Sixty percent of the approximately 38,000 deaths
from a drug overdose in the United States in 2010
were attributed to prescription drugs.! The number of
deaths related to prescription opioids in the United
States increased from 4,263 in 1999 to nearly 17,000
deaths in 2011.% There has been a 5-fold increase
in prescriptions for pain medications without an
increase in the painful conditions that warrant them.!3
Physician prescribing practices for potentially lethal
pain medications pose a significant dilemma.! The

relative.*> The second and third most common means
of attaining these drugs is by being prescribed them by
more than one doctor and by buying from a friend or
relative, respectively. In 2014, the Drug Enforcement
Administration reclassified hydrocodone combina-
tion drugs such as Vicodin as a Schedule II controlled
substance under the Controlled Substances Act, with
a high potential for abuse.*® In addition, patients are
only able to obtain these drugs for up to 90 days with-
out receiving a new prescription.
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House Bill 1 (HB1), also known as “the pill mill
bill,” was enacted in 2012 to address the prescription
drug abuse dilemma in Kentucky. This bill had two
primary goals, specifically, (1) to establish manda-
tory prescribing, dispensing, and reporting standards
and (2) to develop a mandate to licensing boards
to establish regulations pertaining to prescribing
and dispensing of controlled substances. It required
practitioners (eg, physicians, optometrists, and den-
tists) to utilize Kentucky All Schedule Prescription
Electronic Reporting (KASPER) and to link KASPER
data with the prescription drug monitoring programs
(PDMPs) of ordering states. It focused on Schedule 11
controlled substances, including morphine, demerol,
fentanyl, dilaudid, codeine, oxycodone, hydroco-
done, and methadone.

Several new requirements for prescribers and
dispensers were inherent in HB1. A practitioner
or pharmacist authorized to prescribe or dispense
controlled substances was required to register with
the Cabinet to use KASPER and maintain this regis-
tration continuously during their term of licensure.
Prior to the initial prescribing or dispensing of a
Schedule II controlled substance to a patient, a prac-
titioner was required to obtain a complete history
and physical, query KASPER every 3 months on the
patient’s personal data, educate patients about the
specific drug, develop a written treatment plan, and
discuss and obtain written informed consent. Long-
term prescribing greater than 90 days demanded
random urine drug screen and pill counts as well as
consideration of referral to a specialist.

There are no national benchmarks to monitor
physicians’ prescribing practices of opioid con-
trolled substances. The present study identified the
top 10 PCPs at our Institution who prescribed the
greatest quantities of Schedule II controlled sub-
stances and compared their prescribing practices to
those of the total 149 PCPs. We discuss the effect of
HB1 in educating physicians, enhancing physician
prescribing practices, and improving documenta-
tion with the ultimate goal of curtailing the rampant
abuse of Schedule II controlled substances. We also
offer numerous suggestions for reducing the reli-
ance on opioid medications and techniques for pre-
scribing opioids.

METHODS

We retrospectively reviewed the PCPs’ prescrib-
ing practices of Schedule II controlled substances at

our Institution to determine the impact of HB1 in
Kentucky. This study consisted of 149 PCPs at 26
adult PCP practices between January 1, 2015 and
December 31, 2015. The PCPs included those who
treated patients in the adult outpatient setting and
wrote three or more orders for Schedule II con-
trolled substances. The Schedule II controlled sub-
stance stimulants (methylphenidate and ampheta-
mine) were excluded from the data.

We compared the number of Schedule II con-
trolled substance prescriptions written by all 149
PCPs to those who were the top 10 PCP prescrib-
ers. Particular attention was devoted to providers
who specifically wrote for oxycontin and/or opana
and prescriptions with greater than 90 dispensed.
In addition, we compared the CPT codes for back
pain (724.2, 724.3, 724.4, and 724.5) and degenera-
tive disc disease (422.4, 722.51, 722.52, and 722.6)
between the top 10 PCP prescribers and all 149 PCP
providers of Schedule II controlled substances.

RESULTS

The Schedule II controlled substance prescrip-
tions written by PCPs at our Institution are displayed
in Table 1. The average number of Schedule II con-
trolled substance prescriptions written was substan-
tially higher for the top 10 PCP prescribers com-
pared to all 149 PCPs. The top 10 PCP prescribers
accounted for 38.4 percent of the total number of
prescriptions for Schedule II controlled substances
(Figure 1).

The top 10 PCP prescribers represented 47.8 per-
cent of the total Schedule II controlled substance
prescriptions written with dispense quantities in
excess of 90. Sixty (40.3 percent) of the total 149
PCPs prescribed the Schedule II controlled sub-
stances opana and/or oxycontin. The average
number of prescriptions written for opana and/or
oxycontin was 51.0 for the top 10 PCP prescribers
compared to 14.7 (representing the 60 PCPs who
prescribe these drugs) and 5.9 (all 149 PCPs).

The average percentage of Schedule II controlled
substance prescriptions written compared to the
total number of prescriptions as well as the aver-
age percentage of office visits with Schedule II con-
trolled substance prescriptions written compared to
total office visits were considerably higher for the
top 10 PCP prescribers versus all 149 PCPs (Table 1).

The average number of patients per provider
with CPT codes for back pain and degenerative disc
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Table 1. Schedule IT controlled substance prescriptions written by PCPs at our Institution
(January 1, 2015 to December 31, 2015)

All PCP prescribers | Top PCP prescribers
(n=149) (n=10)
Average number of Schedule II controlled substance prescriptions written 286.3 1636.3
Ayerage numbe'r' of 'Schedule II controlled substance prescriptions written with 142.9 (n=130) 973.9
dispense quantities in excess of 90
o . . . 5.9 (n=149)
Average number of prescriptions written specifically for opana and/or oxycontin 147 (n=60) 51.0

compared to total number of prescriptions

Average percentage of Schedule II controlled substance prescriptions written

7.05 percent 27.9 percent

prescriptions written compared to total office visits

Average percentage of office visits with Schedule II controlled substance

7.7 percent 24.8 percent

Primary Care Providers

0 400 800 1200 1600 2000 2400 2800
Number of Schedule Il Controlled Substance Prescriptions Written

Figure 1. Number of Schedule I controlled substance pre-
scriptions written by PCPs at our Institution (January 1,
2015 to December 31, 2015).

disease was 570 for the top 10 PCP prescribers of
Schedule II controlled substances (total of 5,696
patients) compared to 133 for all 149 PCP prescrib-
ers of Schedule II controlled substances (total of
19,815 patients).

DISCUSSION

Prescription drug abuse is a dilemma both nation-
ally'®1 and in Kentucky.”!7?° Prescription rates
for hydrocodone and oxycodone in Kentucky
increased by 27 and 49 percent, respectively, from
2003 to 2010.' According to the National Survey on
Drug Use and Health in 2008-2009, Kentucky had
a higher rate of illicit use of opioid analgesics than
the United States for all age groups.'” The highest
use was among 18-25-year old’s, with 15.4 percent
reporting use compared to 11.9 percent nationally.'”

This was attributed to prescription practices lead-
ing to increased drug availability and diversion.
The nonmedical use of prescribed controlled sub-
stances, in particular opioid analgesics, represents
a significant public health concern.'®!! According
to the Drug Abuse Warning Network between 1997
and 2001, the use of opioid analgesics substantially
increased: morphine by 48.8 percent, fentanyl by
151.2 percent, and oxycodone by 347.9 percent.!’!

Since the inception of its PDMP in 1999 to moni-
tor the abuse of addictive drugs, Kentucky’s rank-
ing among states with the highest nonmedical use of
prescriptions pain medications dropped from second
to thirty-first place.?” KASPER is considered the “gold
standard” for state PDMPs due to three aspects: (1)
legislation that mandates physician and pharmacy
compliance; (2) ongoing innovations; and (3) contin-
ued cooperation among key stakeholders.?

The present work highlighting PCPs’ prescrib-
ing practices of opioid controlled substances and
suggestions for reducing the reliance on opioids
represents a timely contribution in the setting of
the opioid crisis. In 2012, the American Society of
Interventional Pain Physicians provided guidance
for the use of opioids for the treatment of chronic
noncancer pain with the intention of improving the
treatment of chronic noncancer pain and decreas-
ing the incidence of abuse and drug diversion.?3?4
In March 2016, the Centers for Disease Control
issued 12 guidelines to PCPs for prescribing opi-
oids for chronic pain.? The guidelines were organ-
ized into three areas of practice: (1) when to start or
continue opioids for chronic pain; (2) how to select
which drug, at what dose, for how long, and when
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Table 2. Positive impact of HB1 in Kentucky

Improved documentation

More thorough patient care

More screening and education of patients

Increased partnering of providers with pain management
specialists

Providers more selective when accepting patients

to discontinue its use; and (3) how to assess the risk
of opioids and how to mitigate their potential for
harm. The goal was to modify physicians’ prescrib-
ing practices of opioid medications.

Numerous positive attributes have been observed
following the application of HB1 in clinical practice
(Table 2). In the 1 year following the implemen-
tation of HB1, there was a noticeable decrease in
controlled substance dispensing, with an 8.5 per-
cent decrease among all controlled substances
statewide (Figure 2). In addition, a striking increase
in the number of KASPER reports requested was
observed statewide (Figure 3). This represents the
extensive use of the electronic reporting system
to closely monitor physicians’ prescribing prac-
tices and a patient’s history of controlled substance

prescriptions. “Doctor shopping” refers to patients
who receive multiple prescriptions from four or more
different prescribers that are filled at four or more
different pharmacies within a 3-month period.!”
HBI1 significantly affected “doctor shopping” behav-
ior as there was a greater than 50 percent decrease
in the number of patients who met this criterion
after the HB1 implementation.!” The use of KASPER
limited a patient’s ability to make excessive emer-
gency room visits for nonemergency issues, request
early refills, and request replacements for lost medi-
cations regularly.'® Of note, between 2011 and 2013,
Kentucky’s heroin overdose deaths increased from 3
to 40 percent, the heroin overdose emergency medi-
cal services calls increased 700 percent, and heroin
trafficking arrests increased 1,300 percent.?

We identified several factors during the inves-
tigation of the prescribing practices of the top 10
PCP prescribers at our Institution that may account
for their prescribing a greater quantity of Schedule
IT controlled substances compared to all 149 PCP
prescribers. The average number of patients per
provider with CPT codes for back pain and degen-
erative disc disease was 570 for the top 10 PCP
Schedule II controlled substance prescribers com-
pared to 133 for all 149 PCP Schedule IT controlled
substance prescribers. This finding indicates that the

August 2011
through
July 2012

Hydrocodone 239,037,354
Oxycodone 87,090,503
Oxymorphone 1,753,231
Alprazolam 71,669,411
Methylphenidate 10,659,840
Amphetamine 13,795,147
All Controlled
Substances 739,263,673

Controlled Substance Dispensing — One Year Comparison

Figures shown in doses dispensed

August 2012 Change
through
July 2013
214,349,392 -10.3%
77,022,586 -11.6%
1,138,817 - 35.0%
62,088,568 -13.4%
11,454,025 + 7.5%
15,065,833 +9.2%
676,303,581 -8.5%

Figure 2. One-year comparison of Schedule II controlled substances dispensed statewide prior to and following the
implementation of HB1 in Kentucky (KASPER data provided by the Cabinet for Health and Family Services, Frankfort,

KY).
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KASPER Reports Requested

4,992
4,587

Number of Reports
in Thousands
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Figure 3. KASPER reports requested statewide (2007-
2014; KASPER data provided by the Cabinet for Health and
Family Services, Frankfort, KY).

top 10 PCP prescribers have a considerably higher
number of patients with back pain and degenerative
disc disease which may necessitate prescribing a
greater amount of Schedule II controlled substances
compared to all 149 PCP prescribers. Further studies
will address additional causes for the differences in
prescribing practices of PCPs.

The majority of pain management specialists pre-
fer to focus on procedures such as epidural injec-
tions and would prefer not to assume the long-term
prescribing of controlled substances which would
inevitably increase the quantities prescribed by
PCPs. In addition, it is not reasonable for pain man-
agement physicians to take over the responsibility of
prescribing opioids to patients who should not have
been started on opioids, individuals treated with
unreasonable dosages, and patients with addiction
issues, behavioral issues, and involved in diversion.
Pain management practices are under tight scrutiny,
and pain physicians are not offered special protec-
tion with regards to high-risk patients. Pain physi-
cians strive to reduce the reliance on opioids by
implementing several effective strategies (Table 3).
Interestingly, we discovered that many PCPs no
longer want to prescribe Substance II controlled
substances due to the strict regulations inherent in
HB1, thus, necessitating one PCP in a practice to
prescribe a higher number of Schedule II controlled
substances to patients of fellow colleagues. A host
of valuable techniques for prescribing opioids are
suggested (Table 4).

Several interventions have been implemented at
our Institution based on the findings in the current
work with the primary objective of protecting PCPs
and their patients. We have educated PCPs about

Table 3. Strategies implemented by pain
physicians to reduce the reliance on opioids

Interventional techniques

Physical therapy

Home exercises

Complementary and alternative therapy

Utilization of nonnarcotic medications

Assistance from other professionals, including rehabilitation
physicians, neurologists, spine surgeons, neurosurgeons, and
psychiatrists

Table 4. Techniques for prescribing opioids

Avoid starting patients on long-term opioids, especially young
patients who will likely develop tolerance leading to other
issues

In general, start therapy and plan to stop it at a specific point
rather than making an open-ended process

Resist escalating the opioid dosage beyond a predetermined
ceiling

Use screening tools for risk assessment, KASPER, frequent
evaluations, urine drug screens, and pill counts

Abbreviation: KASPER, Kentucky All Schedule Prescription
Electronic Reporting.

the significance of HB1 and developed guidelines to
apply HB1 into clinical practice. The data collected
in this study was shared in a blinded manner with
the PCPs to allow them to compare against their
peers. In addition, focused attention was directed to
the outliers, including auditing their medical charts
and providing specific feedback in documentation.
Our identified reports were also incorporated into
electronic medical record templates. The findings
gleaned through the present study permitted our
Institution to develop guidelines for PCPs’ prescrib-
ing practices of opioid controlled substances.

While the ultimate goal of the present work was to
ensure PCPs’ compliance of HB1, we also stressed the
importance of oversight and education of PCPs. This
education was focused primarily on determining the
objectives of patient treatment with the aim of reduc-
ing the quantities of Schedule II controlled substances
prescribed and selecting pain medications other than
Schedule II controlled substances to treat arthritis
and back pain. In addition, PCPs’ awareness of HB1
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encourages PCPs to evaluate patients in the office on
a more frequent basis to discuss their Schedule II con-
trolled substances and associated refills.

From a pharmacy perspective, Betses and
Brennan?’ identified high-risk prescribers by com-
paring them against others in the same geographic
region with the same listed specialty using data from
submitted prescriptions for hydrocodone, oxyco-
done, alprazolam, methadone, and carisoprodol.
They identified 42 outliers based on the volume of
prescriptions for high-risk drugs and the propor-
tion of the prescriber’s prescriptions for such drugs.
The authors attempted to interview the outliers and
subsequently decided not to fill the controlled sub-
stance prescriptions for 36 outliers at their phar-
macy. Our study closely mimics that of Betses and
Brennan’s by identifying the top prescribers of con-
trolled substances in a geographical jurisdiction by
specialty and then interviewing the outliers to deter-
mine the unique characteristics of their practice.

A community in North Carolina focused their pre-
vention program on the education of PCPs in man-
aging chronic pain and safe opioid prescribing.?
Following an intervention of a tool kit (pain manage-
ment guidelines, opioid risk assessment tools, sam-
ple patient-prescriber agreement [pain contract], and
patient education materials) and face-to-face meet-
ings with physicians, the overdose death rate due pri-
marily to opioids dropped from 46.6 per 100,000 in
2009 to 29.0 per 100,000 in 2010. In 2008, 82 percent
of overdose decedents received an opioid prescrip-
tion from a community prescriber compared with
10 percent in 2010. The present study in Kentucky
is similar to the community-based opioid prevention
program in North Carolina. Both the North Carolina
study and the present work emphasize the impor-
tance of educating PCPs in safely prescribing opioid
medications by means of a tool kit (North Carolina)
and through KASPER at our Institution. Similar to
the North Carolina analysis, the present study also
encourages face-to-face meetings with PCPs. We
identified the PCPs with the highest Schedule II con-
trolled substance prescribing practices in an effort to
delve into their specific patient population and their
particular need to prescribe these medications. The
goal of both our study and that in North Carolina was
to reduce the quantity of Schedule II controlled sub-
stances dispensed by PCPs.

In an effort to curtail the prescription opioid cri-
sis, certain technologies have attempted to develop
abuse deterrent formulations.?*! These new

extended-release opioids are designed to provide
adequate pain control for patients while discouraging
prescription opioid abuse. Approved strategies include
physical barriers to crushing, chewing, or dissolving,
combinations of opioid agonists/antagonists, and the
addition of aversive ingredients to opioid tablets.?

CONCLUSION

The solution to mitigating the abuse of prescrip-
tion controlled substances consists of the triad of safe
prescribing practices, state policies, and PDMPs.*?
The number of Schedule II controlled substances
decreased statewide, and the number of KASPER
reports requested increased statewide following the
implementation of HB1 in Kentucky in 2012. Future
studies will focus on specialists’ prescribing prac-
tices of Schedule II controlled substances, a patient’s
diagnosis leading to the prescription of a Schedule
IT controlled substance, the prevalence of polyp-
harmacy, and physician and patient characteristics.
Further analysis is warranted to continue monitor-
ing prescribing practices at our Institution and in
Kentucky to elucidate the impact of HB1.
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