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Figure 1: Number of Unintentional Drug Overdose
Deaths Involving Opioid Analgesics,
Cocaine, and Heroin — United States, 1999-2007
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National Vital Statistics System. Multiple cause of death dataset.
Available at www.cdc.goy/nchs/nvss.btm.

Summary

In the United States, prescriptive drug
abuse has reached epidemic levels.

As a result, accidental lethal drug
overdoses are increasing in proportion
to the incidence of prescription abuse.
The Texas Travis County Medical
Examiner’s Office (TCMEO) collected
data from 2011 involving accidental
lethal drug overdoses. This paper will
discuss its findings, identify the proper
role of controlled substances in pain
management, and make suggestions for
reducing these preventable deaths.

Introduction

The United States is experiencing a
prescription drug abuse epidemic (1.
The unintentional lethal prescription
overdoses (ODs) have increased in
proportion to opioid prescribing
patterns (2). Opioids are the primary
drug resulting in these preventable

deaths. For each unintentional lethal
prescription OD, nine people are
admitted for substance abuse treatment,
35 visit the emergency department, 161
report drug abuse or dependency, and
461 report nonmedical use of opioid
analgesics (). Among the victims of
lethal prescription OD, the rural and
more impoverished counties, Medicaid
populations, and mental illness are
overrepresented (1, 2). Deaths from
opioid prescriptions now exceed deaths
from cocaine and heroin combined
(Fig. D.

The opioid prescription drug morbidity
and mortality rates correlate with the
per- kilogram/10,000 population sales
of opioids. States with higher opioids
sales have a higher opioid death rate
for unintentional overdoses (2). While
Texas was the 43rd highest state for
drug overdose deaths, it is surrounded
by states with a significantly higher
drug OD problem (Fig. 2).

Figure 2: Drug OD Rates: Deaths per 100,000 in 2008 (2)

Country/State OD Rate
United States 119
New Mexico 270
Oklahoma 151
Louisiana 15.0
Arkansas 13.1
Texas 8.6

National Ranking

NA
1
9
11

22

43




It is estimated that 4.8 percent of the
U.S. population age 12 or older uses
opioids nonmedically. Drug OD deaths
are approaching the number of deaths
from motor vehicle accidents, the
leading cause of injury death (2).

The use of chronic opioid therapy
(COT) has been controversial for some
time, but the controversy is increasing
in a retractile manner. Currently there
is no outcome data to justify COT,

but recent information clearly has
demonstrated a significant risk of
adverse outcomes up to and including
death (3). About half of the lethal ODs
involved at least one other central
nervous system (CNS) depressant
including alcohol (4).

The U.S. Congress’ declaration of

the “Decade of Pain Control and
Research” from 2000 to 2010 was a
well-intended campaign to educate
the public and health care community
about the importance of treatment
for individuals suffering with pain
conditions. Unfortunately, many in
the pharmaceutical industry used

this national awareness to promote
opioid management as the primary
treatment modality for pain despite

a lack of scientific data to support
this treatment. The national sales

of kilograms of opioids per 10,000
population skyrocketed during this
advertising campaign. Many of the so-
called thought leaders have retracted
their pro-opioid position to one of
“responsible opioid prescribing” (5,

6, 7). Many pro-opioid advocates are
under investigation by the U.S. Senate
for possible conflict of interests with
the pharmaceutical industry (8).

TCMEO Data for 2011

The Travis County Medical Examiner’s
Office noticed a trend of increasing
accidental lethal prescription OD and
started to track the data.

In 2011, TCMEO investigated 162
accidental drug-related deaths

that occurred in Travis County (a
40-percent increase from 2010). In 2011,
prescription drugs accounted for more
deaths (7D than illicit drugs (38). In an
additional one-third of the cases, the
decedent had consumed a combination

of illicit drugs and prescription drugs.
The most frequently detected class
of prescription drugs was opioid
medications, which were detected

in just more than half the cases.
Benzodiazepines (sedatives) were
detected in almost half of the cases.

The most common prescribed drugs
detected in 2011 drug-related fatalities
were:

Drug Cases
Hydrocodone 43

(Vicodin, Norco)

Xanax 32

Clonopin 29

Valium 23

Methadone 21

Oxycodone 17

Soma 12

Most of the deaths from prescription ‘ \

drugs involved taking more than one
medication. In approximately one-
third of the deaths with prescription
drugs detected, the decedent had
taken more than type of one pain
medication or more than one type

of sedative. In less than one-third of
the drug deaths in which prescription
drugs were detected, the decedent had
no prescriptions for the drugs. A valid
prescription for the overdose causative
drugs was present in 79 percent of the
cases.

Alcohol was detected in nearly one-
third of people dying from prescription
drugs (with no illicit drugs detected).
Ninety-three percent of the deaths in
which prescription drugs were detected
(and 70 percent of all drug deaths) had
pain medications, sedatives, or alcohol
detected, often in combination.

Sixty percent of the people who died
had a history of addiction, while 50
percent had a psychiatric diagnosis.

One hundred percent of these deaths
were preventable.




What Can Be Done?

1. Exhaust conservative care.

Chronic opioid therapy is an
increasingly controversial treatment
strategy, as long-term data with
objective outcome metrics justifying
this treatment do not exist (3).
However, there is significant data

that adverse events related to COT
are occurring at a concerning rate.
Principles of responsible COT
prescribing should include exhausting
all reasonable and conservative
treatment options prior to starting COT.

2. Do arisk assessment.

Texas Medical Board rule 170.3@(1)(B)
(V) requires that, in the case of chronic
pain, any “history and potential for
substance abuse” shall be documented
(9). (Note: Subsection [b] states that
strict adherence is not required if
rationale indicates sound clinical
judgment.) The word “shall” makes this
a required assessment.

While there is no data to predict who
will do well with COT, a growing body
of evidence has identified numerous
risk factors predictive of aberrant drug-
taking behaviors.

The chart below lists the risk factors
associated with aberrant drug use that
have been identified by numerous
studies.

Several screening psychometrics are
readily available for stratifying COT
risk factors. The Opioid Risk Tool
(ORT); Pain Medication Questionnaire
(PMQ); Diagnosis, Intractability, Risk,
Efficacy Score (DIRE); and the Screener
and Opioid Assessment for Patients
With Pain-Revised (SOAPP-R) are
widely accepted tools for opioid risk
assessment. A formal psychological
assessment can be used as well.

The CAGE questionnaire and other
screening tools can assess problematic
alcohol use. However, according to
Chou (12), the quality of the evidence
for risk stratification remains weak.

Risk assessments typically categorize
patients into low-, moderate-, and
high-risk groups. Recent data suggest
the SOAPP-R may be superior to the
ORT, PMQ, and DIRE (13, 14). Only
a psychological assessment provides
similar sensitivity and specificity.
However, the clinical experience of
the mental health provider can affect
the reliability of the psychological
interview in accurately predicting the
patient’s actual risk classification (15).
In Jones’s study (15), the percentage
of patients identified in a given

risk group who eventually would

be discharged for aberrant drug-
related behavior are described in

Fig. 3. The best tools (SOAPP-R and
psychological interviews) correctly
identified 70-77 percent of the patients
who eventually would be discharged.
Unfortunately, even the best tools failed

Risk Factors Associated With Aberrant Drug Use

* Personal or family history of alcoholism or substance abuse (past or present),

* Nicotine dependency,
* Age < 45 years,

* Depression,

* Impulse control problems (attention deficit disorder, bipolar disease,
obsessive-compulsive disorder, schizophrenia, personality disorders),

* Hypervigilant states (post-traumatic stress disorder, any physical or emotional

abuse history),
¢ Somatoform disorder,

* Organic mental syndrome,

e Pain after a motor vehicle accident, and

* Pain involving more than three regions of the body (10, 11).




Figure 3: Risk Rating of Discharged Patients by Each

Risk Measurement Tool (15)

Low risk High risk
n (%) n (%)
SOAPP-R 30 (23%) 102 (77%)
Psychologist 40 (30%) 92 (70%)
PMQ 74 (56%) 58 (44%)
ORT 94 (71%) 38 (29%)
KEY

SOAPP-R is the Screener and Opioid Assessment for Patients with Pain-Revised

Psychologist is results from a formal psychological evaluation.

PMQ is the Pain Medication Questionnaire.

ORT is the Opioid Risk Tool.

to identify 23-30 percent of patients
that eventually would demonstrate
aberrant drug-taking behaviors severe
enough to result in discharge from

the clinic. However, the SOAPP-R

and psychological interview were
significantly more accurate than

the PMQ or ORT. Although the
psychological interview and SOAPP-R
are helpful tools, they should not be
used as an isolated modality. A quality
risk assessment has the potential

to reduce the 60 percent of lethal
accidental ODs that result from a single
prescribing physician.

In Fig. 3 each patient admitted to a
pain clinic in Knoxville, Tenn., was
assessed using each psychometric
instrument listed above. The patients
were tracked for one year while being
treated for pain with opioids. The table
above represents the sensitivity of the
listed instruments to predict future
discharge from the clinic for aberrant
drug taking behaviors.

3. Stress that access to
COT is a privilege, not an
entitlement.

Evidence-based medicine has not been
able to correlate disability perception
with the severity of pathological
processes. However, there is a

strong correlation between disability
perception and unstable psychosocial
comorbidities (16). Therefore, it is
ill-advised to assume that because
someone is poorly functioning, the

low function is related to the severity
of pain. In chronic pain patients

with poor functional status, unstable
psychosocial comorbidities are the rule
rather than the exception (17).

Deyo and Edlund (18, 19) found that
COT use is increasing more rapidly

in patients with mental health and/
or substance abuse disorders than in
patients without these disorders. This
is particularly worrisome because
patients with mental health and/

or substance abuse disorders are

at greatest risk of using controlled
substances nontherapeutically and
dying from accidental drug overdoses
(1, 2). This correlation is supported by
the TCMEO data, in which 60 percent
of lethal OD cases had a history

of addiction, and 50 percent had a
psychiatric history. This data may
suggest poor risk assessment by the
prescribing clinician.

Unstable psychosocial comorbidities
are predictive of aberrant drug-taking
behavior, disability perception, and
poor outcomes from interventional
treatments. Therefore, some individuals
may simply be poor candidates for
COT as the risk is outweighed by any
known benefit. Patients are best served
by focusing initially on conservative,
evidenced-based treatments.

COT should be considered a high-
risk, nonevidenced-based treatment
reserved for well-selected individuals
after exhausting all conservative care.
Remember the “first do no harm”
tenet of medicine. Psychological




consultation and treatment using
cognitive behavioral therapy (CBT)
and motivational interviewing (MD
techniques is a strong, evidenced-
based, conservative treatment that is
underutilized. Combining CBT, MI,
and good-quality physical therapy in

a systematic stepwise fashion is a very
effective way of restoring function

and quality of life to psychosocially
distressed individuals. Cautious
supplementation with interventional
techniques such as injections may aid
the rehabilitation.

Failure to comply with conservative
treatment does not entitle an individual
to progress to more dangerous elective
treatments. Any clinician willing to
treat chronic pain patients must be
willing and able to set boundaries and
be able to politely and professionally
say no to unreasonable and unjustified
treatments. This is especially true when
prescribing any controlled substance.

4. Avoid mixing CNS
depressants: a death cocktail.

According to the Centers for Disease
Control and Prevention (CDC), 50
percent of accidental lethal drug ODs
occurred as a result of a combination
of CNS depressants (4). The TCMEO
data identified a larger percentage

of deaths related to dangerous
cocktails. The most common mixture
is from an opioid combined with a
benzodiazepine and/or a relaxant like
Soma. The CDC data are consistent
with the TCMEO data.

Benzodiazepine: Similar to COT;
chronic benzodiazepine therapy
(CB€T) does not have any evidenced-
based data to justify its long-term use.
While it has been practiced for several
decades, more recent data suggest

it can be associated with rebound
anxiety. Of course, just like COT, it

is associated with both psychological
and physiological dependence, and
anxiety symptoms may decrease

by discontinuation of CB€T (20, 2D).
Evidence-based treatment guidelines
such as the Official Disability
Guidelines do not recommend the
treatment of pain-related anxiety with
benzodiazepines (22). Unlike COT,
abrupt discontinuation of CBET may
have life-threatening consequences.
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Carisoprodol (Soma): Carisoprodol,
a controlled substance, is a drug

that is metabolized to meprobamate.
Meprobamate is a euphoric and when
co-administered with opioids and/or
benzodiazepines, the euphoria effect
of these CNS depressants is increased.
Soma was approved by the Food

and Drug Administration prior to the
requirements for testing with double-
blind placebo for controlled substances.
Soma is a known drug of abuse with
no evidence-based proven therapeutic
benefits. The literature has argued that
the known risk of prescribing Soma

is outweighed by a lack of known
benefits (23, 24, 25).

Alcohol: Alcohol is a commonly
available CNS depressant that has
been associated with potentiating the
respiratory depressant effects of other
CNS depressants. Alcohol was detected
in nearly one-third of people dying
from prescription drugs (with no illicit
drugs detected).

Thus, patients treated with CNS
depressants should be advised against
consuming alcohol and warned

of the lethal effects when used in
combinations.

Dangerous drug cocktails:
According to the TCMEO and CDC
data, mixing CNS depressants
accounted for approximately 50 percent
or more of the accidental drug OD
deaths. Therefore, especially given
the lack of any evidenced-based
literature to justify mixing the drug
combinations, a mixture of CNS
depressants should be avoided. When
it appears reasonable and necessary
to prescribe a CNS depressant such
as a benzodiazepine or an opioid,

the clinician should determine which
treatment modality is more critical
and use that modality exclusively and
should avoid adding another class of
CNS depressants.

Common cocktails of abuse include
the “Soma Coma” (codeine and Soma),
“Vegas Cocktail” (hydrocodone and
Soma), and the “Holy Trinity” aka
“Houston Cocktail” (hydrocodone plus
a benzodiazepine, usually Xanax and
Soma). Some geographic regions also
see abuse of dextromethorphan with
codeine in isolation or in combination
with the above drug cocktails.

Simply avoiding issuing a prescription
for these dangerous drug combinations
could have a significant impact on
morbidity and mortality.

5. Assess therapeutic benefit.

According to the CDC, 40 percent of
the lethal accidental prescription ODs
occurred in individuals who were
prescribed high doses of opioids by a
single practitioner (1. High-dose COT
was defined as greater than or equal
to 100 morphine equivalents using
standard opioid conversion tables.
High-dose COT also is associated
with a number of adverse events.
Therefore, once the decision is made
to begin COT, it is imperative upon
the prescribing clinician to ensure

that a therapeutic benefit from COT is
achieved. This is no different from any
other area of medicine; as an example,
no reasonable clinician would continue
to prescribe an antihypertensive if

the medication failed to lower the
blood pressure. However, how should
one assess a therapeutic benefit from
pain — a purely subjective experience
often distorted by psychosocial
comorbidities?

Physicians want to believe their
patients. It is a fundamental element
of our training to take a history of
subjective symptoms and incorporate it
into the analysis. However, this makes
clinicians susceptible to the truth bias.

The prevalence of addiction in the
general population is estimated to be
3-16 percent (26). Although addiction
in the pain management setting has
been considered uncommon, more
recent studies examining urine drug
testing (UDT) suggest that the rate of
problematic drug-related behaviors in
the chronic pain clinic setting is far
higher (17, 27, 28, 29, 30, 31, 32, 33, 34).
Therefore, evidence-based guidelines
emphasize that function should be the
primary outcome metric. Functional
assessments will mitigate the risks
that the individual may have a hidden
agenda such as pursuit of disability or
obtaining a drug of choice (secondary
gain). Patient satisfaction, although
important, does not distinguish a
happy and content patient from an
individual with a hidden agenda if that
agenda has been satisfied.



Failure to achieve a clinically
meaningful and objective functional
improvement after a reasonable titration
period should result in discontinuation
of COT if a therapeutic benefit has

not been achieved. Nontherapeutic
prescribing is currently the most
common standard-of-care violation that
results in physician sanctions by the
Texas Medical Board.

Physicians should never prescribe COT
at doses above their comfort level,
which would make weaning off the
medication difficult. The prescribing
clinician should have an “exit strategy”
prior to committing to COT. The
clinician must know when and how

to discontinue COT. Controlled
substances are controlled because

of their abuse potential. Therefore,

a physician should ensure that the
therapeutic benefit outweighs the risk.
Additionally, a physician should weigh
whether “clinically meaningful” results
should be considered “game changing”
in magnitude. For example, although
increasing walking tolerance from

10 to 20 feet may be a 100-percent
improvement, 20 feet of walking
duration is hardly clinically significant
or game changing.

6. Use Urine Drug Testing.

The Texas Pain Society, in response
to membership requests, recently
published an article that outlines

practical urine drug testing (UDT)
frequency (35) based on the
individual’s risk stratification, which is
found by performing risk assessments.
Readers are encouraged to read the
full article on UDT for more details
and information, as it is beyond the
intended scope of this paper.

Recent studies have revealed that
among patients with chronic pain who
are receiving COT, the percentage

of those with aberrant UDT results
indicate a surprising frequency: 9-50
percent (Fig. 4). Aberrant UDT results
may indicate any of a spectrum of
problematic behaviors, from addiction
to chemical coping. Aberrant drug-
taking behavior is both a patient and
a public safety concern. Random UDT
combined with adherence monitoring
has been shown to reduce the
occurrence of aberrant drug-taking
behaviors (36). However, the absence
of aberrant-drug taking behaviors is

a separate issue from establishing the
presence or absence of a therapeutic
benefit.

Pain is subjective, and clinicians

must rely on subjective reports from
patients to make treatment decisions.
Addicted individuals, as part of their
disease state, may not provide truthful
self-reports if the report could result

in their not receiving their drug of
choice. Significant data has shown that
self-reported drug use in the chronic
pain population is often unreliable (37).

Figure 4: Incidence of Aberrant Urine Drug Testing

Results
Study

Percent of patients with chronic

pain who are taking opioid medications

Cook RF, 1995 (42)
Fishbain DA, 1999 (43)
Hariharin J, 2007 (44)
Ives TJ, 2006 (45)
Berndt S, 1993 (46)

Katz NP, 2003 (47)
Michna E, 2007 (48)
West R, 2010 (34)
Manchikanti L, 2006 (11)

with aberrant UDT results.

50
465
38
32
32
29
45
9-33
16




Therefore, clinicians must analyze a
combination of subjective input and
objective observations to assess their
patients. Objective observations include
pill counts (admittedly difficult to do),
prescription monitoring programs,

and monitoring for aberrant behaviors.
Aberrant behaviors may include

early refill requests (self-escalation),
reports of “lost or stolen” medications,
treatment noncompliance, and UDT
that does not include the prescribed
drug and may include illicit or
nonprescribed controlled substances.
Monitoring of aberrant behavior alone
is inadequate and frequently results in
underestimated aberrant drug-taking
behavior (18, 28, 37). A combination of
monitoring for aberrant behavior and
use of UDT has been recommended as
the best available monitoring strategy
(11,12).

The differential diagnosis for aberrant
drug-taking behaviors includes
addiction, chemical coping, organic
mental syndrome, personality disorder,
self-medicating depression, anxiety,
situational stressors, and criminal
intent. Aberrant UDT results provide
valuable and objective information
that may assist the clinician in working
through the differential diagnoses.

Noncompliance suggests hidden
agendas, a lack of insight into treatment
goals and proven benefit(s), unrealistic
expectations of treatment outcome(s),
passive coping mechanisms,

chemical coping, addiction, or an
amotivational state that inhibits active
participation such as depression

(38). Due to the extensive overlap of
various psychological comorbidities
and chronic pain states, discerning
the exact reason for medication
noncompliance is often difficult.

7. Use the Prescription
Monitoring Program.

CDC has determined that 40 percent of
accidental lethal ODs from prescription
medications result from individuals
who seek care from multiple
physicians (1). Obtaining controlled
substances that are not medically
necessary from multiple providers

by misrepresentation, fraud, forgery,
deception, subterfuge, or concealment
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of a material fact is referred to as
“doctor shopping” and is a felony in
Texas.

With respect to doctor shoppers,
historically physicians had few tools
to identify this problem. When it was
identified, it was usually long after the
doctor shopping event had occurred.

Texas has had the Texas Prescription
Program (TPP) to monitor Schedule
1T medications (CIIs) since 1982, and
in 2008 started monitoring Schedule
II-V medications (CIII-V), but today
physicians have easier accessibility
to the monitoring program through
Prescription Access in Texas II (PAT
1D, where they can login to the TPP
via a secure website. In September
2011 a company, Optimum, received
the contract for hosting and collecting
the data for the TPP. Previously the
Department of Public Safety (DPS)
did the hosting, development, and
data collection internally. DPS had
developed a website-accessible version
of the TPP (referred to as PAT I —
Prescription Access in Texas), which
went through several rounds of beta-
testing that began in August of 2011.
The traditional fax request method is
still in place and remains an option.

In August 2012, PAT IT was rolled

out in stages and is now available for
registrants. Online registration is at
https:/www.texaspatx.com/Login.
aspx. Before using the site, registrants
should read the website’s FAQ section
and a tutorial. The Texas Pain Society
heavily cautions all PAT IT users to

use due diligence when reading

and interpreting data results. The
information in this database is received
directly from pharmacy reports and is
subject to error. The automated error
checks the system performs are not

an endorsement of the accuracy of the
information but rather are only a check
that all fields are filled in.

Texas PAT II is a valuable tool which
can be used to reduce the incidence of
doctor shoppers, which is estimated to
be 10 percent of individuals who are
prescribed opioids (1). However, the
standard of care regarding how to use
the PAT II has not been established.
Some state agencies have expressed to
the Texas Pain Society that they expect
clinicians to use PAT II on each patient

encounter. While this may be ideal,

it is not practical and would be an
unfunded mandate on clinicians at a
time in which numerous regulatory and
economic factors impair the delivery of
quality care. Therefore, the Texas Pain
Society recently wrote a white paper
establishing minimum suggestions

for PAT II utilization. Ideally in the
near future, software automation will
mine the database and automatically
alert prescribing clinicians via email

or similar modalities of suspicious
prescription profiles that may represent
doctor-shopping behaviors so that the
clinician may further investigate at the
next office visit.

The PAT 1I has the potential of
significantly reducing the incidence of
lethal accidental OD related to doctor
shopping.

Conclusions

The public should be aware of the
extent that these prescription drugs are
being abused and causing death. These
drugs (and alcohol) can combine to
cause respiratory depression or arrest.

These deaths are preventable.
Physicians and other health care
providers should be appraised of the
large extent to which prescription
drugs are being abused and causing
death.

Ensuring that reasonable alternative
treatment options are explored and a
quality risk assessment is performed
prior to initiating COT and ensuring
that an objective and clinically
meaningful therapeutic outcome is
achieved once COT is started should
reduce the problem of deaths related
to COT from single practitioners
prescribing high-dose COT.

If a therapeutic benefit is not obtained
after a reasonable titration, then the
medical necessity to continue COT

has not been achieved. There is no
reason to expect that a higher dose

of COT is necessary if a therapeutic
benefit has not been achieved at low to
moderate doses. The higher doses are
known risk factors for adverse events
including unintentional lethal OD. Early
use of COT after occupational injuries
has been associated with decreased
function and increased disability rates



(40, 41). COT should be reserved

for treatment at later stages after
exhausting conservative care in well-
selected individuals if used at all.
Empirical observations by pain
management physicians suggest that
COT in well-selected individuals is an
effective treatment. However, “well-
selected” is the key concept. The fact
that 79 percent of the TCMEO deaths
were to people who had legitimate
prescriptions illustrates that clinicians
may not be exhausting conservative
care, not performing adequate risk
assessments, not ensuring a therapeutic
benefit has been achieved, and not
discontinuing treatments when it is
ineffective.

Additional information on this data,
and 10 other “safe living” tips can be
viewed at the Travis County Medical
Examiner website at www.co.travis.
tx.us/medical_examiner/.
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Pain Medicine Knowledge Assessment

To expedite your CME transcript, please review the course online, and complete the test and evaluation
located at www.texmed.org/opioidabuse.

Date of Completion:

© 0O N coo-n

© 0O

© 0O

Common cocktails of abuse include the:
A. Soma Coma, Vegas Cocktail, Denver Drama
B. Soma Coma, Vegas Cocktail, Holy Trinity

C. Soma Coma, Houston Cocktail, Cleveland Climber

According to the Travis County Medical Examiner’s Office and CDC data, mixing CNS
or more of the accidental drug

overdose deaths.
A. 40 percent
B. 50 percent
C. 60 percent

Among the victims of lethal prescription overdose , , and
are overrepresented.

A. Rural populations, Medicaid recipients, and those with mental illness
B. Elderly patients, mentally ill patients, patients with better insurance

C. Mentally ill patients, patients who abuse alcohol, and those in rural counties

A quality risk assessment has the potential to reduce of lethal accidental

overdoses that result from a single prescribing physician.
A. 40 percent
B. 50 percent
C. 60 percent

There is a strong correlation between disability perception and unstable
psychosocial comorbidities.
True

False

According to CDC, 30 percent of accidental lethal drug overdoses occurred as a result
of a combination of CNS depressants.
True

False

High-dose chronic opioid therapy was defined as greater than or equal to
morphine equivalents using standard opioid conversion tables.

A.75
B. 100
C. 125
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8. Evidence-based guidelines emphasize that
metric.

O A. Function
QO B. Flexibility
QO C. Comfort

9. is currently the most common standard-of-care violation

that results in physician sanctions by the Texas Medical Board.
Q A. Failure to meet the standard of care
O B. Nontherapeutic prescribing

O C. Inadequate medical orders

10. Aberrant behaviors may include:

Q A. Early refill requests

O B. Reports of “lost or stolen” medications

O C. UDT that does not include the prescribed drug
QO D. All of the above

__should be the primary outcome

Course Evaluation

The content was free of commercial bias.
O Yes O No

The information presented will improve patient care in my practice.
QO Yes O No

After completing this activity, I plan to:

A. Create an exit strategy when committing to COT.

B. Utilize the online monitoring program, PATIL.

C. Utilize monitoring for aberrant behavior and UDT to screen for prescription drug abuse.
D. All of the above

Where do you receive your oncology-related education?

What oncology-related educational topics would be helpful for you?




Physicians who complete the entire activity, including the knowledge assessment
and evaluation, may receive continuing medical education credit. The cost of this
course is $35. To expedite your CME transcript, please review the course
online, and complete the test and evaluation located at www.texmed.org/
opioidabuse. Otherwise, please mail the assessment, the evaluation, and payment
information to POEP, 401 W. 15th St., Austin, TX 78701, or fax the documents
(including credit card information) to (512) 370-1693. If you have questions, please
call (512) 370-1673 or e-mail laurawells@texmed.org.

Items must be marked or faxed before the CME expiration date of Nov. 15, 2015.

Name:

Med. License No.:

Address:

City: State: ZIP:

Email:

Specialty:

Counties Servced:

To expedite your CME transcript, please review the course online, and complete the test and
evaluation located at www.texmed.org/opioidabuse.

The processing fee for continuing medical education credit for this activity is $35.
O Charge my W Visa, d MasterCard, d AMEX, or U Discover
Card No.:

Expiration: Security Code:

Statement of completion: T attest to having completed the CME activity. (Check box) 4

The time I spent was ____minutes.

Signature:
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110,000 Texans

ny

"You have cancer.

In 2012, it is estimated ...

e 39,000 Texans will lose their lives to cancer.
e The annual cost associated with cancer will be $28 billion.

In 2012, it is estimated ...

14,500 Texans will be diagnosed with lung cancer.

e 16,000 women in Texas will be diagnosed with
breast cancer.

e 1,200 women in Texas will be diagnosed with
cervical cancer.

e 10,600 Texans will be diagnosed with colorectal cancer.

What can you do?

The Texas Cancer Plan aims to reduce the

cancer burden in Texas and improve the lives
of all Texans. Find out more at

www.txcancerplan.org.
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