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Letter from the Chairman: Thanks To Our Everyday Heroes

Tamara D. Huffman, CPCU

Executive Vice President and COO

Bruce R. Martin, CIC
I am a huge sports fan, and I intensely
experience the highs and lows when teams
that I favor win or lose. Often the superlative
athletes in sports contests are called heroes.
However, consider the consequences if a
mistake is made during a game: a football
is dropped in the end zone, a batter strikes
out with the bases loaded, a jump shot
goes awry while the home team is a point
behind in the game is on the line…
definitely not life or death. True heroes to
me are those in the armed services who are
in harm’s way while in the service of our
country, law enforcement personnel and
firefighters who run toward a burning
building while most are running from it,
and, indeed, my fellow physicians who
deal with extreme peril on a routine basis.

Luke W. Martin, M.D.
Robert L. Wheeler, M.D.

Physician Strong
Today and Tomorrow

Obviously, our servicemen and women, law
enforcement personnel, and firefighters
are quite courageous, putting their lives
on the line on a regular basis in hostile
environments, and they are most assuredly
deserving of our utmost respect. However,
physicians quite frequently put themselves
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in perilous situations, as well. Consider the
surgeon performing a lifesaving operation
on an HIV/AIDS patient, knowing that even
a small nick in the surgical glove could be
fatal. Consider the physician treating
extremely infectious patients without selfregard or reservation, or the cardiovascular
surgeon or the neurosurgeon who holds
life’s essence, the heart or the brain, in his
or her hands. Consider the psychiatrist
treating extremely violent patients, again
without concern for personal consequences.
I could go on and on. The cruel irony is that
if everything does not go perfectly well in
such situations (and, on occasion, even if
it does,) a plaintiff ’s lawyer can be found
who will sue. Please know that we at the
West Virginia Mutual Insurance Company
consider you to indeed be everyday heroes,
and we stand ready to be of assistance if
our help regrettably becomes necessary.
We are Physicians Insuring Physicians.
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www.wvmic.com
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of thinking and behavior; teaching strategies
to manage cravings and avoid cues and
situations that could lead to relapse; or, in
some cases, providing incentives for
abstinence. Behavioral treatments, which
may take the form of individual, family,
or group counseling, also can help patients
improve their personal relationships and
their ability to function at work and in
the community.

Misuse of Prescription Drugs
National Institute on Drug Abuse (NIDA). January 2018.

Addiction to prescription opioids can
additionally be treated with medications
including buprenorphine, methadone,
and naltrexone [see “Medication-Assisted
Treatment (MAT)” below]. These drugs
can counter the effects of opioids on the
brain or relieve withdrawal symptoms
and cravings, helping the patient avoid
relapse. Medications for the treatment of
addiction are administered in combination
with psychosocial supports or behavioral
treatments, known as medication-assisted
treatment (MAT).

How can prescription drug misuse
be prevented?
Clinicians, Patients, and Pharmacists
Physicians, their patients, and pharmacists all
can play a role in identifying and preventing
nonmedical use of prescription drugs.
Clinicians: More than 80 percent of Americans
had contact with a health care professional
in the past year, placing doctors in a unique
position to identify nonmedical use of
prescription drugs and take measures to
prevent the escalation of a patient’s misuse
to a substance use disorder. By asking about
all drugs, physicians can help their patients
recognize that a problem exists, provide or
refer them to appropriate treatment, and
set recovery goals. Evidence-based screening
tools for nonmedical use of prescription
drugs can be incorporated into routine
medical visits (see NIDAMED webpage).
Doctors should also take note of rapid
increases in the amount of medication
needed or frequent, unscheduled refill
requests. Doctors should be alert to the
fact that those misusing prescription drugs
may engage in “doctor shopping” in an
effort to obtain multiple prescriptions for
their drug(s) of choice.
Prescription drug monitoring programs
(PDMPs), state-run electronic databases used

2 FEBRUARY 2018

to track the prescribing and dispensing of
controlled prescription drugs to patients,
are also important tools for preventing
and identifying prescription drug misuse.
The use of PDMPs in some states has been
associated with lower rates of opioid
prescribing and overdose, though issues of
best practices, ease of use, and interoperability
remain to be resolved.
In 2016 the Centers for Disease Control and
Prevention (CDC) published its CDC Guideline for Prescribing Opioids for Chronic Pain
to establish clinical standards for balancing
the benefits and risks of chronic opioid
treatment. Preventing or stopping nonmedical use of prescription drugs is an
important part of patient care. Therefore,
physicians should balance the legitimate
medical needs of patients with the potential
risk for misuse and related harms.
Patients: Patients can take steps to ensure
that they use prescription medications
appropriately by:
• following the directions as explained
on the label or by the pharmacist;
• being aware of potential interactions with
other drugs as well as alcohol;
• never stopping or changing a dosing
regimen without first discussing it with
the doctor;
• never using another person’s prescription,

and never giving their prescription
medications to others;
• storing prescription stimulants, sedatives,
and opioids safely.
Pharmacists: Pharmacists can help patients
understand instructions for taking their
medications. In addition, by being watchful
for prescription falsifications or alterations,
pharmacists can serve as the first line of
defense in recognizing problematic patterns
in prescription drug use.

How can prescription drug addiction
be treated?
Years of research have shown that substance
use disorders are brain disorders that can
be treated effectively. Treatment must take
into account the type of drug used and the
needs of the individual. Successful treatment
may need to incorporate several components,
including detoxification, counseling, and
medications, when available. Multiple
courses of treatment may be needed for the
patient to make a full recovery.
The two main categories of drug addiction
treatment are behavioral treatments (such
as contingency management and cognitivebehavioral therapy) and medications.
Behavioral treatments help patients stop
drug use by changing unhealthy patterns
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Medication-Assisted Treatment (MAT)
Naltrexone is an antagonist medication that
prevents other opioids from binding to and
activating opioid receptors. It is used to treat
overdose and addiction. An injectable,
long-acting form of naltrexone (Vivitrol®)
can be a useful treatment choice for patients
who do not have ready access to health care
or who struggle with taking their medications
regularly.
Methadone is a synthetic opioid agonist
that prevents withdrawal symptoms and
relieves drug cravings by acting on the
same brain targets as other opioids such
as heroin, morphine, and opioid pain
medications. It has been used successfully
for more than 40 years to treat heroin
addiction but is generally only available
through specially licensed opioid treatment
programs.
Buprenorphine is a partial opioid agonist—
it binds to the opioid receptor but only
partially activates it—that can be prescribed
by certified physicians in an office setting.
Like methadone, it can reduce cravings and
is well tolerated by patients. In May 2016,
the U.S. Food and Drug Administration
(FDA) approved the NIDA-supported
development of an implantable formulation
of buprenorphine and a once monthly
buprenorphine injection in November 2017.
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Both will give buprenorphine-stabilized
patients great ease in treatment adherence.
A NIDA study comparing the effectiveness
of a buprenorphine/naloxone combination
and an extended release naltrexone formulation on treating opioid use disorder has
found that both medications are similarly
effective in treating opioid use disorder once
treatment is initiated. Because naltrexone
requires full detoxification, initiating treatment among active opioid users was more
difficult with this medication. However, once
detoxification was complete, the naltrexone
formulation had a similar effectiveness as
the buprenorphine/naloxone combination.
There has been a popular misconception
that medications with agonist activity, such
as methadone or buprenorphine, replace
one addiction with another. This is not the
case. Opioid use disorder is associated with
imbalances in brain circuits that mediate
reward, decision-making, impulse control,
learning, and other functions. These medications restore balance to these brain circuits,
preventing opioid withdrawal and restoring
the patient to a normal affective state to
allow for effective psychosocial treatment
and social functioning.
While MAT is the standard of care for treating
opioid use disorder, far fewer people receive
MAT than could potentially benefit from
it. Not all people with opioid use disorder
seek treatment. Even when they seek
treatment, they will not necessarily receive
MAT. The most recent treatment admissions
data available show that only 18 percent of
people admitted for prescription opioid use
disorder have a treatment plan that includes
MAT. However, even if the nationwide
infrastructure were operating at capacity,
between 1.3 and 1.4 million more people
have opioid use disorder than could currently
be treated with MAT due to limited
availability of opioid treatment programs
that can dispense methadone and the
regulatory limit on the number of patients
that physicians can treat with buprenorphine.
Coordinated efforts are underway nationwide to expand access to MAT, including a
recent increase in the buprenorphine patient
limit from 100 patients to 275 for qualified
physicians who request the higher limit.
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This is an excerpt from NIDA’s Misuse of Prescription Drugs,
January 2018 (edited with footnotes removed). For the
entire document, please visit www.drugabuse.gov.
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