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June 12, 2013 
 
Ms. Candace Thorson 
Deputy Executive Director 
National Conference of Insurance Legislators 
385 Jordan Road  
Troy, NY 12180 
 
Re: NCOIL Proposed Best Practices to Address Opioid Abuse, Misuse or Diversion 
 
Dear Ms. Thorson:  
 
On behalf of the nearly 5,000 members of the American Academy of Hospice and Palliative Medicine 
(AAHPM), thank you for the opportunity to comment on the National Conference of Insurance 
Legislators’ important effort to reduce prescription narcotic abuse. AAHPM is the professional 
organization for physicians specializing in hospice and palliative medicine, and its members also include 
nurses and other health and spiritual care providers committed to improving quality of life for patients 
with serious or life-threatening illness.   
 
AAHPM’s members care for the sickest and most vulnerable patients, including those at the end of life, 
and a central element of providing high-quality palliative care is timely and effective management of 
pain and other distressing symptoms. Opioid analgesics are a critical tool in achieving pain and symptom 
control for many of these patients, and even short delays in accessing needed medications can be 
devastating. Without question, there is a public health imperative to address the scourge of prescription 
drug abuse, but AAHPM is deeply concerned about the inherent potential of public policy responses to 
keep individuals with serious or life threatening illness from getting the medications required to treat 
their pain and suffering.  
 
As such, AAHPM believes it is essential that the following key questions are considered in the 
development of state guidelines for addressing prescription drug abuse: 
 

 IS THE POLICY BALANCED IN ITS APPROACH? 

 IS THE PRACTICE OF MEDICINE BEING LEGISLATED? 

 ARE THE SOURCES OF THE PROBLEM BEING TARGETED? 

 WERE LESSONS LEARNED FROM PREVIOUS INITIATIVES? 
 
MAINTAIN A BALANCED APPROACH  
While the Academy considers the broad availability of high-quality palliative care of paramount 
importance, its members also recognize the need to address the public health crisis of prescription drug 
abuse. AAHPM believes it is essential, though, to strike the proper balance between mitigation and 
patient access to needed medications. 
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In 2001, Drug Enforcement Administration (DEA) Administrator Asa Hutchinson joined 21 health 
organizations – including AAHPM – in releasing a joint statement titled Promoting Pain Relief and 
Preventing Abuse of Pain Medications: A Critical Balancing Act. This statement called for a balance in 
public policy between ensuring legitimate patient care and preventing diversion and abuse, warning that 
“[f]ocusing only on the abuse potential of a drug… could erroneously lead to the conclusion that these 
medications should be avoided when medically indicated – generating a sense of fear rather than 
respect for their legitimate properties.”  
 
AAHPM frequently weighs in as policymakers examine prescribing issues, and this focus on balance 
serves as the Academy’s guiding principle in these engagements.  
 
DO NOT LEGISLATE THE PRACTICE OF MEDICINE 
Policies that impinge on the clinical decision-making process and, consequently, preclude an 
individualized approach to meeting patients’ legitimate needs are almost always ill-advised and can be 
harmful. Those that restrict access to medications for patients with “non-cancer pain” can result in 
suffering for people with diseases like AIDS, chronic obstructive pulmonary disease, end stage renal 
disease, heart failure, hemophilia, or sickle cell disease. Policies that limit the duration of prescriptions 
can inflict terrible suffering in a seriously-ill patient each day that he or she lives past an arbitrary cutoff 
of their medication. Those that limit allowable daily dosages can result in uncontrollable acute pain and 
symptom crises that could otherwise be managed by what is an arbitrarily-illegal amount of medicine. 
And those that unilaterally ban off-label uses of medication can lead to standards of care being 
abandoned, despite their demonstrated effectiveness and previously broad utilization.  
 
Each change to prescribing policy listed above has been considered, proposed or enacted at some level 
of government, always with the positive goal of reducing prescription drug abuse. Such changes carry 
profoundly intricate medical considerations, though, so their development and evaluation should 
always include the input of medical practitioners with relevant clinical expertise. 
 
TARGET THE SOURCES OF DRUG DIVERSION 
Rather than focus on prescribing practices and patient access to medications, drug control policies 
should (1) target the sources of drug diversion, such as forgery, pharmacy thefts, and improper 
prescribing, and (2) focus on prescriber and patient education. The vast majority of prescription pain 
medication abusers obtain those medications from friends and family, highlighting the importance of 
efforts to educate patients about safe storage and the need for readily-available drug disposal 
programs. 
 
AAHPM is part of the Collaboration for REMS Education (CO*RE), which is one of several efforts to 
create an educational curriculum, directed to DEA-registered prescribers, that covers the basics of 
opioid prescribing, patient education about opioids, and recommendations for safe storage and 
disposal. This type of continuing education holds the potential to change clinical behavior in the short 
and long term and, ultimately, result in optimal pain management and optimal care for all patients. 
  
EXAMINE PREVIOUS INITIATIVES FOR SUCCESSES AND SHORTCOMINGS 
Each initiative that seeks to combat the drivers and fallout of prescription drug abuse offers an 
opportunity to assess which elements worked, which policies produced unintended negative 
consequences, and what degree of recalibration is typically required as an initiative matures. 
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Recent state-level efforts clearly demonstrate that the rubric used to assess their performance should 
consider both their impact on measures of misuse and abuse and their impact on legitimate access to 
needed medications.  
 
Our members tell us patients in Washington State with legitimate pain are increasingly unable to find 
providers willing to prescribe needed medication due to recent state restrictions on opioid prescribing. 
Crackdowns on dispensers in central Florida have resulted in many pharmacies no longer dispensing 
controlled pain medications to anyone. We hear how increased demand at the pharmacies still willing to 
dispense controlled drugs for pain – such as at a large cancer center – has resulted in shortages at the 
end of each month, causing some patients to experience an increase in the severity of their chronic, 
cancer-related pain. 
 
New requirements for writing prescriptions for controlled substances in Kentucky left physicians there 
confused and in fear of retribution for prescribing analgesics to anyone. Our members report a greater 
than 60 percent increase in hospice medical directors who must assume the care of hospice patients 
because the attending physician is no longer willing to prescribe the necessary analgesics. Some 
attending physicians were trying to get hospices to admit their patients with chronic pain even when 
they are not hospice eligible.  
 
So while some states, such as Kentucky, have managed to shutter illegal or unethical prescribing 
operations and reduce the total volume of narcotics prescribed, in doing so they have also imposed 
undue burdens on legitimate prescribers, sewn confusion, and created a cooling effect under which 
physicians are unwilling to prescribe narcotics in even the most clearly legitimate circumstances. 
Kentucky recently altered its prescription drug policies to enhance its effectiveness across both axes, a 
move that simultaneously demonstrates the need to plan for potential ramifications of new policies and 
the ongoing opportunity to change those policies for the better after they have been implemented. 
 
We hope that the information provided here helps NCOIL develop guidelines that contribute to a 
reduction in the health and social costs associated with prescription drug abuse, and we hope this can 
be achieved in a manner that does not negatively impact patients with serious or life limiting illness.  
 
AAHPM welcomes any further opportunities to provide feedback or connect you with our physician 
leadership as your guideline development progresses or as you undertake future initiatives. Please 
address questions to Jacqueline M. Kocinski, MPP, AAHPM Director of Health Policy and Government 
Relations, at jkocinski@aahpm.org or 847-375-4841. 

 
Sincerely,  
 

 
Amy P. Abernethy, MD PhD FACP FAAHPM  
AAHPM President 
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