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MAINE BENZODIAZEPINE STUDY GROUP

Mission Staement

The Maine Benzodiazepine Group is dedicatedducating healthcare providers and the
general public about the risks anehbfits of prescripion benzodiazapes. We are
comnitted to helping eate &ernaives to lenzodiazefne wse, when intcated, and
providing opportunities for aully informed decision por to the intiation of
benzodiazepines.

Reasons for concern:

1. Patients ray becone physicallyand psychologically dependent on
benzodiazepines.

2. This dependence am contribute significatly to morbidity and rortality such as
cognitive deficits, an increasedtor vehicle accident rateand increased fall
risk, particularly in the elderly.

3. Prescription drug abuse, inciad benzodazepnes, is a rapiy growing poblem
in Maine. This is eidernced by a regrt of the Maine Attarney General’s Offce
especially inthe contexbf conbinations of diffeent substances of abuse,
including prescription rdications.

4. Benzodiazepine prescribers and constsmay not be fully inforned of the risks
at the tine of prescriing.



5. Use of prescription edication by soraoneother than the person for whom it was
authorized or in a way in which it was raatthaized is an increasitg serious
problem

6. The alarnng associatio between gesciption medication and crinmal activity
may be growing.

7. Lack of nental health prity and access to spatized providrs may lead to less
use of nore appropriate treatents.

8. Lack of expertise in withdrawal ethods for people dependent on
benzodiazepines withithe nedical profession.

Membership:

The group is open to anyone interegtedtudying the risk and benefits of
benzodiazepines and exploring the pstm of evidencedbased treatents.

Goals:

1. Review the redical literature to capile information to advance our
understaniohg of the risk/beefit ratio of benzodiazepes.

2. Create a process by which this goiation can be added to as knowledge is
furthered and updated.

3. Design and impleent a plan to increas&ccess tanformation regarding the
risk/benefit ratio of benzodiazepesfor prescribers and consiers.

4. Give alternatives to chnic benzodiazepine use forgscrikers’ and consuers’
consideration.

5. Improve the treatent of anxiety disorers and dcreag risks associateditl
benzodiazepines through eddion regarding alternativesd risks at initiation.

6. Recognize resources in current existefiocehe treatrant ofanxiety disorders
and develop ways to increase resources where needed.

7. ldentify prospects for research thatlw crease recognin of the risks and
benefits of benzodiazeps and further education.

8. Collaborate with associations aagencies regarding benzedepne
abuse/degndence issasas well as thedrication of healthcare providers and the
general public.

9. Provide infornation about benzodiazeg withdrawal nethods for people
dependent on benzodiazepines &r healthcare practitioners.

Background and Purpose
History and Mission o the Maine Benzodiazepine Study Group (MBSG)

Benzodiazepines are United States (US)dEnforcerent Agency (DEA) Schedule IV
controlled substancesahare typically prescribed fdout not linited to, the treatent of
anxiety, insomnia, seizures, aaldohol withdrawal. lrrecent years, rearch showshat
those rates are surprisindligh, particularly amang fanales and persons 40 years of age
and older. gidy group merbpers have obseed the consequencetoveruse of



benzodiazepines ang Maine residents @ill ages. Those consequences include
behavioral problesy drug dependence, sersadrug interactions, ipaired driving, and
death. They déct individuals, &milies, and soci¢y as a whole. Additiorlly, they
contribute a significant finam burden to the lealth cae sevices. The Mine Drug-
Related Mortality Patteis 1997-2002 analysisvyw.state.ne.us/ag/pr/drugreport. pyf
conducted recently by the Margaret Chasétls@enter, found that 32 of all 374 drug-
related deaths over thivé-year tudy period irtluded one pmore benzodiazepes in
the victimtoxicology, 9% of these daths were caused by benzodiazep alone pin
combination.

The Maine Benzodiazepine Study Grouwpvinv.noemaine.org/benzo/benzo.hmvas
formed in late 2002 as an initiative of Nleeast Occupational Exchange in Bangor, and
is conprised of physicians, epideafogists,nurse practitioners, drug abuse specialists,
health care providers, payerdyacates, and other interesteatties in Mine, otrer US
States, and the Canadian provincebBlefvfoundland and Labrador, Prince Edward
Island, New Brunswick and Quebec. The $1B was created to gather data on
benzodiazepine use and to cdes evidence-ba&sl strategesthat pomote appropriate
prescribing and usagehd@ group neets nonthly utilizing various infornation technology
services. During 2003, they undevkothe fird MBSG survey of benzodiazee use,
misuse, and abuse; invitingtdasubnissions from particignt organizations. This was
followed by an internationaonference held in Septéer 2003, in Bangor, Maine.

Purpose of this Document

The primary purpose of this white paper is to:

1. Docunent the efforts of the MBSG during 2003, including:

o0 The survey of benzodiazepine usel arisuse prevalence in Maine and
conparison populations for the year 2002

2. Sumnarize the proceeags of tre First Annual Maine Benzodiazep
Conference, 2003, including recommendasiof the conference subgroups:

o Evidence-lbsed assement of benzdiazepne u® and nsuse

o Education and practice guidelinegaeding lenzodiazeme therapeutic
use

o Benzodiazepines and drug abuse

o Older adultsaand benzodiazepines


http://www.state.me.us/ag/pr/drugreport.pdf
http://www.noemaine.org/benzo/benzo.htm

MBSG Activities 2003

The MBSG neets nonthly, including vide@conferencing atteleconferencing acces
throughout Maine, other US states anéstied Canadian provinces. The group has
produced a mgsion stateent and gathered sistical data on benzodiazepine prescribing,
morbidity, and rortality from a broad rangef sources throughout the state of Maine,
other US states and internationally. myaof these data, provided voluntarily by
clinicians, agencies, adinistratorsand theState’s health care plans, have not been
previously published, partically data related to a nume of subpopulations within the
state of Maine. The MBSG is analyzing dstasrelaed to tle exent of benzodiazepine
prescibing in Maine, as well as its risks@ impacts on péents, families, and the Mime
health careystem

In Septerber 2003, in Bangor, the MBSG convened the First Annual Maine
Benzodiazepine Study Group Conference: Infation for Action. In preparatiorof the
conference, the group identifiéour focus areas to helprdct the conference dialogue:
(a) asessrent and data analysi&) educaibn ard practice gidelines; (c) drug abuse;
and (d) berodiazenes and older adts. Break-out group sessions targeted these fou
topics and produced sets of reconmai&tions. 8mmaries of the subgroup
recomnendations were prepared by discasdeaders follaing the caference ad are
included in this docuent.

During the reraining months in 2003, effortsegan on a number of fronts, stilated in
whole or in part by the coafence discussionsh& need to disseimate MBSG findngs
produced cosiderake post-conferene discusion. Menbers noted somchallenges to
interpretation of somdata sets while &oowledging the completeness of others. Also,
there was mch heteogeneity in thetypes ad sources of the data. There was consensus
regardng the need to idseminate thesurvey results with appopriate cavets. This
docunent constittes o step in thigprocess.

Through discussions on develogidetails of the 2004 Data ISey, and in response to
making the data rore timely and accesslle, work has beguan a way to post new siey
numbers on a rmanthly basis on onef the MBSG nember websites,
www.dominiondiagnostics.com The group has begun developn of the second
annual MBSG survey.

Arising form the conference discussions tetbto the disposal of unused and outdated
medications, the Mainet&te Senator, ynn Bromley, has proposed a bill, LD1826, to
encourage the safe disposal of thesdioations. A Decenber 2003 meeting of interested
parties, several of whom were MBSG fpapants, was convened by Senator Blem
The meeting was intended to begin the gess of addressing issues related to drug
disposal, and currently haassed legislation through thiealth and Huran Services
(HHS) comnittee.



In an effort to learn wre about beliefs angractices of Maine presbers, Mike Rizzo (a
graduate student, University of Maine SchobNursing) has undertaken a survey of
advanced practice nurses in the state.stmeey exanmes knowledge related to their
benzodiazeipe presribing pattens, as well as tende for their use. A physician survey
with the Maine Medical Associationylaine Psychiatric Assmation and Maine
Childreris Alliance is under devipment and online sueys for patierts and clinican

are under discussion.

MBSG Survey of the 2002 Data

The MBSG requested Bmissionsof age and gender stratified datasets from athbers
who collect such data. Most contributicerg for 2002, and target Maine populations. It
is important to note that the data sourakda quality, and refence populations differ.
Yet, because the overall coverager@achesgwo-thirds of Mair’s taal population and
includes such a broad range of subpopuldtypes, the data arseen to ke a

significant contribution t@ur understanding of benzodiazepine use arstise.

In accadarce with guiédnce fromthe MBSGepideniologistswe present the survey
subnissions below with a nuber of caveats,died here and explaidén greater detalil
below. Readers are dianed that te surveyis preliminary in nature, ashthere rerain
sonme methodological issues to be addresseck @ata are presented here to infduture
inquiry, and are not to be ed or published without explt¢cwritten pernission from
contributors.

e The units of analysis and the original poses of the datasets vary considerably
and thus dataset prevatenstatistics should not lwenbined. For example
prevalence of benzodiazepines found ind¢olagical testing of persons dying of
drug overdose is very different fropnevalence of prescribing of benzodiazepines
in a clinical setting.

e The populations represented by the datadiffer in terns of socioderographic,
clinical, and other charactstics. Medicaid and coretional facility populations,
for exanple, can be expected tdfér from each other and frosubscrilers to
private inswance.

e Sonedatasets are not unduplicated, isatn individual ray be counted more
than once. Ntation is nade below when this is ¢hcase. Forn@anple, calls to the
poison center @y reflect repeat calls.

e Sonedatasets do not include a denpata (a quantification of the totd number
of units/persons in the population framich they were extracted) and cannot
therefore lp used to describe prevalence.

e Sone datasets do not specify doses, dorabf use, drug combinations, diagnoses
or therapeutic indications.

e Sonedatasets are fromery snall populatons and ray either have sall sanple
size bias or reflect 100¥&porting for that subgroup.

¢ In sone datasets the @hods used tgather and extract data are unspecified,
making those queries essetliyaun-replicable in a sictly sdentific sense

10



Any changes to the conclusiorepated in this white paer, which aise during the
intended future exploration of the datasetdl, be duly noted and ephaszed in future
publications.

Methods

The MBSG generated a singlarvey questionar its members who collect datade

Table 1), requesting counts of (unduplicatedlividuals (or dber units) using or
associated th benzodazepine ue/msuse/ause, as well as gender and ten-year age
stratification. Participants were askedocus on 2002 data, but were not prohibited
from reporting data from other years. Tdreup recognized that s@participants ray

not be able to adhere to all criteriatie survey instruent, and welcored all

subnissions. An international reference ligtgeneric and brand nabenzodiazepines
was provided (see Table 2) Although thereaher drugs for which the prescribing use,
or pharnacological effects my be sinilar to berzodiazejnes, e.g., carisprodol or 8@,
zolpidemor Ambien, these were excluded frahe survey.

Sone MBSG participants are frostates dter than Maine and fromther countries.
These individuals and organizatis were also iited to sulmit data. Literéure seaches
and Internet searches rewedkdditional data for posstbtomparison. For the purposes
of this report, only th Maire data are itluded and all aher subnitted counts are éng
collated for future ngorts and publications.

Table 1. Maine Benbpdiazepine Study Group Survey Question for Year 2002

“What is the count of unduplicated individisiaby sex, by 10 year age-bands, by specific
benzodiazepine (NDC Coded arle possible) for the durations of less than 30, 60, 90 and
over 90-day tire periodsAny diagnosis.”

Table 2. Specific Benadiazepines Included in the MBSG Survey of 2002

United States Canadian Only*

Generic/Brand Generic/Brand

Alprazolam(Xanay (Rivitrol)

Chlordiazepoxide (lbrium) Bromazepam(Lectopan)

Clonaz@am (Klonopin) Clobazam(Frisium)

ClorazepatéTranxae) NitrazepamMogadon)

Diazepam(Valium)

Estazolan{Prcsom

Flurazgpam(Dalmane)

Halazepan{Paipam)

Lorazepam(Ativan)

Midazolam(Versed)

Oxazeam(Saax)

Quaz@am(Doral)

Temazepan (Restoril)

Triazolam(Halcion)

11



1.These nay be comaumed bysorre paients nearthe Canadian borde, thus are mcludedwhere possible
Table 3. US Benadiazepines - Manufacture, WHO, DEA, and VA Codes

us
Benzodiazepines
Chemical Name |Brand Names |GPI ATC DEA VA2 DEA Scheda|Maire
Generic Anatomi¢  |DEA Controlled Main Satutory
Product Therapeutic,|Substares Controlled Drug
Identifier  |and ChemicaCode Number|US VA Drug Number Classifcation
AIpraDkam Xanax 57100 NOSBA12 288 CN302 v Z
Chlorthzpoxide Librim, Lbriabs 274 CN302
Linbitrd, SKEWEY 571000 | nosBAO2 IV 0
Clonagpam Klomopn, Cbngpin 72100 NO3AEOL 27F CN302/CN400 v 7
Cloragpate Tranere 57100 NOSBACS 27@ CN302/CN400 v z
DiaBpan Valilun, \Alrdease 571000 NOSBAOL 276 CN302/CN400; MS200 vV P
Estazolam ProSom, 27% CN302
Domnamid,
Euroth, Nualor | 60110 NO5CD04 v z
Fluragpam Dalmae 60D10 NO5SCDO1 27 CN302 \VJ 7
Loraepam Atian 28% CN302/MS200/CN400
571000 NOSBADG GAB09 v Z
Micazolam vered 60210 | NO5CDO8 288 Y z
Oxazpam SeraxSeraid-D 57100 NOSBAG4 28% CN302 v z
Quaxepan Doral, Damlin 60D10 NO5CD10 288 CN302 v Z
Temagpam Redoril 60210 NOSCDO7 295 CN302 Vi 7
Trianlam Haldon 60D10 NO5CDO05 28% CN302 v Z
Titlel7-AMAINE
CRIMINAL CODE,
Part
2: SUBSTANTIVE
OFFENSES
i Chager 4: Drugs
VA (as published 8112. Sbedules
SOURCE: Manufacturer WHO?3 DEA in USP DI) DEA W, X, nd Z

1. DrugEnforcement Agency

2. Veteras Affairs

3. World Heath Organizaton

12


http://janus.state.me.us/legis/statutes/17-a/title17-Ach0sec0.html
http://janus.state.me.us/legis/statutes/17-a/title17-Ach0sec0.html
http://janus.state.me.us/legis/statutes/17-a/title17-Ach0sec0.html
http://janus.state.me.us/legis/statutes/17-a/title17-Ach0sec0.html
http://janus.state.me.us/legis/statutes/17-a/title17-Ach0sec0.html
http://janus.state.me.us/legis/statutes/17-a/title17-Ach0sec0.html
http://janus.state.me.us/legis/statutes/17-a/title17-Ach0sec0.html
http://janus.state.me.us/legis/statutes/17-a/title17-Ach0sec0.html

Results

In assessing the scope of the MBSG inquitg benzodiazepine presce in Maine, we
considered the presence/absence of datstdges of ranufacture, distribution, sales,
prescription (specific clinical settisy illegal use and muse, and waste streaifable 5
itemizes the datasets in the surveyams oftheir placerent in the lifecgle gages. @ta
guantifying benzodiazepinés Maine are asilade for the following stags:

Manufacture
Prescription
Clinical Settings (pmarily outpatient)
lllegal use/nsuse/abuse (diversion)

Data are, as yet, unavailablermt asesseddr the following stages

Distribution (either wholesale or satas)
Sales (pharmacy or internet)

Hospital in@tient setings

Waste stream and drug returns

In many national surveyfor exanple the ARCOSlata)benzodiazepmiesareexcluded. In othesurveys
clonaz@amis frequently excluded and busparn(not abenaddiazepine) isncluded.

13



Table 4. Dataset Availability and AssessmérOrganized by Drug “Lifecycle” Stages

Drug “Lifecycle” Stage

Drug “L ifecycle” Stage

Dataset Submitted

Manufacture

Commercial
lllega

No data awailabe

Marketing

DTC

Professbnal

Media:
Television
Ralio
Newspape
Magazines
Prdfessional dtailing

Not sssesse

Distribution

Wholesale distributosales
Sanples

Not idertified

Sales

Interstate pescrigion monitoring
programs
Intemet

Not sssesse

Prescripions

Healthinsurance presqtion benefit
prograns

e Express Sdpts (for year 2000
and 20@)

e Veterans’ Administration
(declinedto participate)

e Aetna (ceclined)

e Cigna (dedhed)

Healthinsurance praguns

e Anthem

e Maine Health Ifiormation
Cernter

e Maine Medicail

Internet Not availabe
Clinical Hosptal Inpatient Not assessed
Substance Abuse Treainent e TEDS
(outpaient) e Discowery House Wnslow
(Methadone)
Outpatiert e Certral Maine Family Practie
ResidencyProgram
¢ Northeast Occpational
Exchange
e Maine Support & Remvery
Senices Paotland
Correcions Correcionssetings e Maine couny jails
e Maine Deot. of Correcions
Poison Center Calls regading expasures e Northen New Englard Poison
Calls fa information & suicides Cernter
Diversion Arrests ad reports e Maine Attorrey Gereral Drug
Prosecution Cses
e National Drug Threat
Assessrant Survey Maine
e Maine DEA arrests &seizure
e MDEA Sanples Sat To
NFLIS
Mortality Drug-relateddeatfs e Maine Officeof Chid Medicd

Examniner

14




Tables5A to 5E detail the datae charadernstics. Ndation has been ade where data are
unduplicated, where gender and age are knexaen the denomator [population size
from which the data were drawn] is knovand if there are specific issues related to
quality of the data or sthodological concerns.

Table 5-A. Characteristics of Submited MBSG Datasets: Insurance Programs

Characteristic Anthem Express Scripts Maine Health Maine
Year 2002 Information Center Medicaid

Drug “Lifecycle” | Prescripion: Prescripion: Prescripion: Prescripion:

Stage Healthinsurance Healthinsurance Healthinsurance Healthinsurance
program presciption program program program

Timeframe 2002 2002 2002 2002

Unit of analysis Unduplicated Unduplicated Prescripions overthe | Unduplicated
subsciibers subscribers courseof the year subscribers

enrollees not
unduplicated

Target population

Maine sulscribers to
AnthemInsurance

Maine sulscribers to
ExpressSaipts

Maine enployees of
participating
bushesses

Medicaid sibscribers

Methodological
comments

Random sanple
Filter used MBSG listof

Unit of aralysis is
presciptions; nunber

Data for the nonth of
Octdberwasnot

drugs of individuals included sonumbers
receiving hem is reported for the year
unknown may be indeestimates
Population size 367,907 enrdlees N =206,675 errollees 24,565BDZ 274,179 enrollees

n =(4,993continuously
eligible,
3,274 not continuously
eligible)

prescrigions for an
unknown nurnber of
enrollees

(There ae atotal of
86,297 arollees.)

Unduplicated
(likely nooverlap
between insirance

Unduplicated

Unduplicated

Not Unduplicated

Unduplicated

programs)
Gender 67% of 22,629 62% of 273enrollees who| 67% of BDZ 69% of 26,744
distribu tion enrllees vio have haveBDZ precription prescrigions are for | enrollees whdavea

BDZ presciptions
are fenale

are fenales

femdes (enrolees
not undugicated

BDZ prescrigion are
female

Age distrib ution

N= Age Gende
480 1019 (18 M)

N= Age Gende
9 10-19 (5M)

Cell sizes demed too
smell to release age

N= Age Gende
151 09 (95 M)

136320-29 (408M) | 15 20-29 (5M) distribution 840 10-19 (362 M)
306830-39 (901 M) | 35 30-39 (13 M) 3087 20-29 (855M)
5480 40-49 (1761 M) | 47 40-49 (15M) 5377 30-39 (1578 M)
5841 50-59 (2005 M) | 52 50-59 (20 M) 5809 40-49 (2030 M)
3491 60-69 (1230 M) | 30 60-69 (9M) 3633 50-59 (1245 M)
179970-79 (647M) | 15 70-79 (4 M) 2539 60-69 (789 M)
84580-89 (250 M) 8 80-89 (4M) 2475 70-79 (652 M)

17890-99 (39 M) 0 90-99 (0OM) 1972 80-89 (452 M)

861 90-99 (115M)

Overall 6.15% of enrollees 3.3% of all Maine Unasessd 9.75% of enrollees

prevalence of

enrollees
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BDZ prescription

4.3% ofthose
continuously eligble
1.8% ofthose not
continuously eligble

Prevalence nales | 7.60% of fenale 2.0% offemales Not sssessg 11.98%o0f females
& females 4.44% ofmae 1.3% ofmales 6.860 of males

3.4% offemales

continuously eligble

2.1% ofmales

continuously eligble
Prevalence in 10% 5059 6% 50-59 Not assesse 20% 50-59
elders, gender 11% 6069 6% 60-69 19% 6069
combined 7% 70-79 10% 7079 21% 7079

5% 80-89 6% 80-89 22% 80-89

1. A random sanple of N= 8,2767 was usd for the statistical analysis and talculateprevalence.
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Table 5-B. Characteristics of Submittel MBSG Datasets: Clinical Settings

Characteristic Maine State Office | NortheastOccupational Catholic Charities Discovery House, Central Maine Family
of Substance Exchange Maine Support & Winslow Practice, Lewiston
Abuse: Treatment (outpatient mental Recovery Service (outpatient (outpatient)
Data Systen health service$ (outpatient) Methadone)
Admissions
Drug “Lifecycle” Clinical facility Clinical facility setings Clinical facility Clinical facility Clinical facility seting
Stage settings settings settings
Timeframe July 1995June 20022003 2003 2002 2003
2002
Unit of analysis Patients Patients Patients Urine tests Patients visiting the clinic
over90 daypeiiod
Prescriptions writin for BDZ
over90 daypeiiod

Target population

Maine substance
abuse outpatients

Outpatient rental health
clients

Outpatient substance
abuse clients

Methadone clinic
clients

Outpatient fanily practice
clients

Methodological
comments

Using a genet urine
screen ér BDZ

--All ages included

--389 pesciptions forBDZ
anong 2142 patiets over90
daypeiiod

--Some patientseceived >1
BDZ presciption

--267 active BDZ
presciptions, excluding
Clonazepan

Population size 78206 Admissions | 2,157 Clients Not reported 37344 Uiine tests 2142 patients
Unduplicated? Unduplicated Unduplicated Unduplicated Not unduplicated Not Unduplicated
Gende distributi on? | No No 11 M Not available for No

23F BDZ-positive tests

34 Total clients wth

BDZ presciption
Age distribution? No Children/adults 22029(1M 1F) Not available for No

73039 6M 2F)
84049 BM 5F)
135059 2 M 11 F)
46069 0M 4F)

BDZ-positive tests

Overall prevalence of

0.4% of adnissions

7.6% of clients

Not assessed (cams

16.7% positive for

Presciption frequency

BDZ prescription are br BDZ size not eported) BDZ 49 Alprazolan
dependency Presciption frequency 6.8% with a known 111 Diazepm

22 Alprazolam Presciption frequency | presciption 102 Lorazepmn
28 Lorazepm 3 Alprazolan 9.9% without a 30xazepan

3 Chlodiazepoxide 1 Chlodiazepoxide known pesciption 115 Clonazepa
86 Clonazepa 14 Clonazapa 9 Clorazepate
18 Diazepan 3 Diazpan

4 Temazepam 12 Lorazepm

1 Oxazpam 1 Temazepam

Prevalence nales &
females

Not assessed

Not assessed

Not sssessed

Not assessed

Not assessed

Prevalence inelders,
gender canbined

Not assessed

Not assessed

Not assessed

Not assessed

Not assessed

Clinical indication
for therapy provided

Yes

79 anxiety

21 sleep

13 panic attacks

10 mood stabilizer or
depession

3 detoxification or
withdrawal

No

No

No
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Table 5-C. Characteristics of SubmittedVIBSG Datasets: Correctional Settings

Characteristic Maine State Maine State Maine County Maine County Maine County Maine County
Dept. of Corr. | Youth Facility Jail Jail 1811 Jail 2211 Jail 0926
Adults 0624
Drug Correctiond Correctional Correctional Correctiond Correctional Correctiona
“Lifecycle” Facility Facility Facility Facility Facility Facility
Stage
Timeframe May 2003 2003 Mar 2003 May 2003 May 2003 May 2003
Unit of analysis | Inmates with Inmates with Inmates with Inmates with Inmates with Inmates with
BDZ BDZz BDZ prescrigion | BDZ BDz BDZ
prescrigion prescrigion prescrigion prescrigion prescrigion
Target State prisn Detertion Jail inmates Jail inmates Jail inmates Jail irmates
population inmates inmates {outh)
Population size | 2155 Not reported 302 28 168 35
Unduplicated Unduplicated Unduplicated Unduplicated Unduplicated Unduplicated Unduplicated
Gender No Not assessg No OF OF 1F
Distribu tion 2M 6M oM
Age No Not assessed 32029 02029 02029 02029
distribu tion 20 30-39 03039 43039 13039
17 4049 14049 0404 04049
7 5059 15059 2 5059 0 5059
3 6069 0 6069 06069 0 6069
Overall 35% 0.0% 17.9% 71% 3.6% 2.9%
prevalence of | (75 inmates had (54 inmates had
BDZ 139 BDZ 98 BDZ orders
prescription orders, an an avergeof 1.8
averaye of1.8 each)
each)
Prevalence in | Not esssessaé Not assesse Not assesse Not assessg Not assesse Not assessg
males &
femaleg
Prevalence in | Not essessa Not assesse Not assesse Not sssessg Not assesse Not essessg
elders, gendes
combined**
Clinical Not reported Not assesse 37 Axisl 1 anxiety 6 anxiety 1 Axisland Il
indication for 0 Axis Il 2 Kkel. muscle
therapy 4 Axis I spasm
6 Unknown
Length of Not reported Not assessg Not reported Not reported 30days 2 Not reported
current 60days 1
prescription 90days 2
9l+days 1
Prescription Not reported Not assessg 43 community Not reported 2 community Not reported
source 5 rew tojail 4 new to jail
6 unknown
BDZ Not reported Not assessg 20 Alprazdam 1 Alprazolam 4 Clonazgpam 1 donazepam
3 1 Diazepam 1 Xanx
Chlordiazepoxie 1 Lorazepam
46 Clonazepam
19 Diazpam
10 Lorazemm
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Table 5-C. Characteristics of SubmittedIBSG Datasets: Correctional Settings

Characteristic Maine Maine Maine Maine Maine Maine Maine
County Jalil County Jail County Jail County Jail County Jail County Jail County Jail
1316 1202 1208 1815 2216 1326 0921
Drug Correctional Correctional Correctiona Correctional Correctional Correctional Correctional
“Lifecycle” Facility Facility Facility Facility Facility Facility Facility
Stage
Timeframe May 2003 May 2003 May 2003 May 2003 May 2003 May 2003 May 2003
Unit of Inmates with | Inmates witha | Inmates witha | Inmates witha | Inmates witha | Inmates witha | Inmates witha
analysis a presciption | prescrigion prescrigion prescrigion prescrigion prescrigion prescrigion
for BDZs for BDZs for BDZs for BDZs for BDZs for BDZs for BDZs
Target Jail irmates | Jail inmates Jail irmates Jail irmates Jail irmates Jail irmates Jail irmates
population
Population 58 158 68 23 172 98 41
size
Unduplicated | Unduplicated | Unduplicated Unduplicated Unduplicated Unduplicated Unduplicated Unduplicated
Gender 1F 2F OF 2F 2F 2F 2F
Distribution 4 M 6 M 4M 3M 4M 2M 1M
Age 22029 42029 12029 22029 12029 12029 02029
distribu tion 13039 33039 13039 23039 23039 23039 0 3039
14049 14040 14049 14049 2 4049 14049 2 4049
15059 0 5059 0 5059 0 5059 15059 0 5059 15059
Prevalence of | 8.6% 5.1% 5.9% 21.7% 3.5% 4.1% 7.3%
BDZ
prescription
Prevalence Not essesse¢ | Not essessg Not essessg Not essesse Not essesse Not essessg Not essesse
males &
femaleg[=]
Prevalene=-n | Not assess@ | Not essessg Not essessg Not essesse Not essessg Not essessg Not essesse
elders,
genders
combined**
Clinical 5 anxiety 1 anxiety 4 anxiety 5 anxiety 4 anxiety 3 depesson 3 anxiety
indication for 3 depesson 1 depesson 1 alcoholism
therapy 2 bipolar 1 PTSD
2 adjustment
disade
Length of 30day 1 30days 4 30days O 30days O 30days 1 30days 1 30days 1
current 60days 3 60days 2 60days O 60days 2 60days O 60 days 1 60days O
prescription 90days O 90days O 90days 4 90days O 90days O 90day O 90day 1
9l+day 1 9l+day 1 91+days 0 91+days 3 91+days 5 91l+days 2 9l+day 1
Prescription 2 community | 7 community 4 community 5 community 6 community 3 community 3 community
source 3 new to jail 1 new to jail 0 new to jail 0 new to jail 0 new to jail 1 new to jail 0 new to jalil
BDZ 3 8 Cdonazgpam | 2 Xana 4 Clonazgpam | 2 Clonazgpam | 3 donazgpam | 1 Clonazgpam
Clonaz@am 1 Lorazgpam 1 Xanx 1 Xanx 1 Xanx 1 Xanx
1 Xanx 1 Valium 1Valium 1 Librium 1 Librium
1 Lorazgpam 2 Lorazepam
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Table 5-D. Characteristics of Submitted MBBG Datasets: Medical Examiner, Poison
Center, & Impaired Drivers

Maine State Office of Chief

Northern New England

Northern New England Poison

Maine StateHealth &

Medical Paison Center: Center: Calls for Info rmation Environmental T esting
Examiner Poisonings Lab: | mpaired Drivers
Drug “Lifecycle” Mortality Poisoning Poisoning Impaired drivers
Stage
Timeframe 2002 2002 2002 20002002

Unit of analysis

Drug-related death

Calls regarding agiential
human poisoning exposer

Calls requesting informtion only
(not poisornmg exmsure)

Urine sanples from
impaired drivas

Target population

Medical exaniner cases

Callers to poison center hot
line

Callers to poison center hot line

Impaired drivers

Methodological
comments

Toxicologylevels ae
forensically valid (not just

Screening only sone
samples with lowe levels

screens) may not test positive
Population size 160 13091 calls 12685 calls 969 tests
Unduplicated? Unduplicated Not unduplicated Not unduplicated Unduplicated
Gende distributi on? | Deaths with BIZ in Calls about hman exposue | Calls requesting informtion only No
toxicology to BDZ about BDZ
33 M 181 M 274 M
23 F 275 F 205 F
56 Total 15 797 Unk.
471 [** 1276 Tosl
Deaths caused lDZ
10M
6F
16 Total
Age distribution Deaths with BDZoxicology 38 Unk. (13M 19 F 6 U) 786 Unk.(25M 39 F 722 U) No

11049 (OM 1F)
11 2029)( 8M 3 F)
26 (30-39) (15 M 11 F)

9@4049)( 5M 4F)

5G059)( 3M 2F)

36069)( 1M 2F)

1(70+) (1M OF)

Deaths caused l§DZ
11049 (OM 1F)
3@029)(2M 1F)
7@039)(5M 2F)
14049 (0M 1F)
2(6059)( 1M 1F)
16069)( 1M OF)
1(70+) (1M OF)

2805 (20M 8FOU)
3642 (1M 1F1U)
481319 24 M17 F 7 U)
89 2029 @41 M47 F 1 U)
983039 (33 M65 F 0 U)
110 4049 (30 M 80 F 0 U)
445059 (1I3M31F 0U)
46069 (1M 3F 0U)
970+ (5M 4F 0U)

105 (OM OF 1U)
5 612 (4M 1F 0U)
451319 B1M 12F 2U)
1512029 83 M 49F 19 U)
1523089 81 M 51F 20U)
924049 28 M 44F 20 U)
295059 18M 3F 8U)
126069 (3M 5F 4U)
370+ (1M IF 1U)

1276 Tot. (274 M205 F 797 U)

Overall prevalence of
BDZ involvement

10 % of all dug-related
deaths caused BDZs alone
or in canbination

34% of dug deatk had BDZ
present in toxicology

3.6% of all calls about
human exposue to
poisonig inwlve BDZ**

10.0% of all calls forinformation,
but not egarding an expos,
involve BDZ*

146% of inpaired driver
tests are positive for BDZ

Prevalence nales & 11 % ofmale deaths and 9% | 3% ofmale and 4% of 12% ofmale and 9% of ferde N/A
females of femele deathsaused by female callsabout human calls forinformation invoved BDZ
BDZ alone orin combination | exposue to poisaing
involve BDZ
Prevalence inelders, Deaths with BIZ BDZ exposue calls BDZ information @lls N/A

gender canbined

toxicology** *

5059 31%

60-69 43%

70+ 25%

Deaths caused tBDZs***
5059 13%

60-69 14%

70+ 25%

5059
6069
70-79 4%
8089 2%
Tot.50+ 6%

11%
2%

5059
6069
70-79 2%
8089 9%
Tot 50+ 10%

11%
10%
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* Of 25,781 poison center calls, either regading hurmmanexposure (13,091) or for informaton (12,690),
6.8% nvolved benodiazepnes.
** The tdal (471) poisoncenter expsure calls inludes 5 calls abut exposue which were later confirmed
to be nonexposues;age andgender for the non-expcsures was not availade for this aralysis

*** There ae only 27 dece@ents over the age d 50in 2002, only 9 with benzadiazepinetoxicology, and
only 4 deahs causal by benzodiazepines;statistics regading thesespopulations arepotentially sufjectto
smell sample hias.

Table 5-E. Characteristics of Submited MBSG Datasets: Drug Diversion

Characteristic Maine National Drug Maine Drug DEA Samples at
Attorney Threat Enforcement NFLIS (Maine
General Assessment Agency: Samples)
Survey for Pharmaceutical
Maine Arrests & Seizures
Drug “Lifecycle” | Diversion Diversion Diversion Diversion
Stage
Timeframe 2002 2001-2002 1998-2002 2002-2003
Unit of analysis | Cases involving| Survey Testing on raterials | Testing of materials
prescription respondents confiscated in arrés | confiscated
drugs (surveillance and seizures
informants)
Target Criminal cags | Observatiosof | Materials Materials
population survey confiscated during | confiscated
respondents arrests and seizures
Methodological | No data on No denonnator | No data on BDZ Not all confscated
comments BDZ specifically materials are sent fo
specifically testing
No denonmnator
Population siz | Not reported Not reported Available 1722 tests
Unduplicated? Unduplicated | Unreported Not assessed Not assessed
Gender No No No No
distribution
Age distribution | No No No No
Overall Not assessed | Not assessed Not assessed 2.9%

prevalence of
BDZ

Prevalence
males & famales

Not assessed

Not assessed

Not assessed

Not assessed

Prevalence in
elders, gener
combined

Not assessed

Not assessed

Not assessed

Not assessed
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Discussion

Accordin 'E' Health National Rescription AuditPlus (2001 data) benzodiazepines
are tle 10" most common prescription wett. Considered benign, byany

practitioners, this drug clagsis widespread use. Age and genderglegwe rates are
frequently= [cunented but in linted populations or single payer subgroups of the
general population. The MBS survey was initiated to hedpldress this research gap, as
well as the Bortfall of information réatedto morbidity, mortality, disposal, diversion,
alternative therapies, dra host of othevarialles associatedith benzodiazepines
prescribing use andisuse.

Prevalence of prescriptions arong insurance program enrollees

Benzodiazepine use, by bothitegate presription and diversion, appears to be
widespread in Maine. Thanks to the paption of three lage health instance
providers (Aithem Express Scripts, MamHealth Information Center), and Maine
Medicaid we now have prelimary prevalence atistics for enrollees in these prags.
The prevalence of benzodianep prescrigions during 2002 for the private insures
subscribers, age and gender bomd, is béveen 3% and 6% (seefle 7); it is 10% for
Medicaid. When the Anthemmnd Express 3ipts enrdlees are cotined, the ttal
subscribers constitute ngahalf of the Maine popuaition (574,582 of 1,274,923). The
addition of Medicaid data enlarges the ghaso that it @presnts over 66% of the
population of Maine.Naine Hedth Informatio n Center is not includel because their
population total is not unduplicated)

Table 6. Maine Insurance Programs: Benadiazepine Prescription Prevalence- 2002

Insurance Program Total Subscribers Prevalence

Anthem (1) N=367,907| 22,626 6.15%

Express Scripts (2) (includes both N=206,675% 68252 3.3%

continuously and non-continuously n= (8,267)

eligible)

Maine Hedth Information Center (3) Not unduplicated
N=24,565/1,449 59%

Maine Medicaid (MaineCare) (4) N=274,179| 26,732 9.75%

Totals 3

Anthem + Express Scripts + Medtaid N= 848,761

1. A random sample of 8,267 was usel to calculate prevalence.
2. Projected from the random sample of 8,267.
3. Assuimes noindividuals overlap betweenprograms
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Age and gender patterns among insurance program enrollees

Benzodiazepine prescriptions are more plent anong fanales thammales (Table 6)

and greater aongst niddle aged and older adsiiconpared to those under 40 (Table 7).
Fensdles comtitute abot two-thirds ¢ benzodiazgine presription recigents.
Prescriptios for benzodiazepes peak in the Ahemage group 40-69, with estates of
12% of fenales and 7% of ates. Thepattern arong Express Script enrollees
denonstrates a later peak, beginning in this 50he Medicaid patterrises in the 30’s,
and is about one in five by the 40’s, a pattihat continues tbugh to the oldest ages,
with females above 20%.

Table 7. Maine Insurance Program Gender Benzodiazepine Prescription
Prevalence - 2002

Insurance Program Female Male
Prevalence Prevalence
Anthem 7.6% 4.44 %
Express Scripts
Continuously eligble 3.4% 2.1 %
Maine Medicaid (MaineCare) 11.98 % 6.86 %

Table 8. Age Distribution of Insurance Program Enrollees Receiag
Benzodiazepine Prescription - 2002

Age Group Anthem Express Scripts | Maine Medicaid

0-9 0.2% 0.4% 0.3%
10-19 1.0% 0.8% 1.5%
20-29 3.9% 2.2% 8.7%
30-39 6.5% 3.4% 15.0%
40-49 8.7% 3.7% 19.5%
50-59 9.9% 5.9% 19.7%
60-69 10.8% 6.3% 18.8%
70-79 6.9% 9.6% 21.2%
80-89 4.6% 7.8% 21.7%
90+ 3.9% 4.2% 22.4%

Benzodiazepine morbidity and mortality
The percepion that bemodiazejines are bagnis countered in part by data fraime

Maine Office of Chief Medical Examer and the Northern New England Poison Center
Center. Usig medical examiner data regarding drug deattigring the past 5 years, the
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prevalence bdrug deaththat are dea to benadiazepines, either alenor in conbination
is 9% and tk nunber of decedents with beodazepine toxicology is 3&. Calls to
poison ceter regarding poisoning exposureeda benzohzepines costitue abat 4%
of all poisoning calls. The figures for 2002 a&imilar, with 34% of deaths having
benzodiazepe toxcology and 10% being caes by benzodiazepes.

Calls to poison center regamngdi poisoning exposures dueltenzodiazepinesonstitute
about 4% of all poisoning calls. Callgjreesting information about benzodiazepines
constitute approxiately 10%of all information requests.

Approximately 15% of impaired drivetoxicology screens are positiverf
benzodiazepines. This is an undereatgydue to the fact that the test is a
presene/absnce smeen,which tess positive only at highelevels.

The relatively higher rate of benzodiazepineggriptions amng older adults is cause for
concern. They are at higher risk of falliagd sustaining fracturek those individuals
with slowing reation time or cognitive prolems, benzodispines @n exacerbe

deficits already present. Thediature suggests elderly areratreased risk of autoobile
accidents. Older adults also havegherrisk of negatie outcones due to polypharacy
interaction lecause they areare likely totake more radications and tde seen by
multiple health care provders. Polyparmacy rates, in th elcerly, cortribute to aderse
events fronmdrug-drug interactionand cytochrora p450 variations.

Clinical populations

The MBSG received nuenous datasets froglinical setting. Four ofthe dataats
included a denomator, or clinical censu®tal, for the time period ér which they
reported berodiazefne prescription frequeres (Table eB). Data fromNortheast
Occupational Exchange, an outpatiemhial health services proder, indicated that
7.8% of their 2002-2003 clients were iss@eprescription for a benzodiazepine. The
Maine State Office of Substance Awutpatiet adnissions statistics indated that
0.4% of adnissions were for bend@mzepne dependency.he Discovery House, a
methadone clinic, which provided data their urine screensdm 1996-2003 showed
18.1% were posite for benzodiazepes and 7.% had a knan prescripion.

Corrections populations

Data were received for all state andsttounty corrections inates (Table 6-C). The
State Corrections population reported 3.5%nofates had a benzodiazepine prescription.
County jail prevalence ratesdégen out of sixteen countiesporting) of benzodiazepine
prescription ranged widely fromibout 3% t®2%. County jail population health care is
managed by a variety of provider companmsch have differing policies. Aong 1769
county jail inrmates in elevercounties, the bend@zepne prescrigion rate overall \&s

5%. Of eleven reporting county jails, ningpogted the source @irescriptions. Of 89
prescriptions for which there were data oasuription source, only 16% were prescribed
after the inmate was ¢arcerated.
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Drug diversion

Law enforcerent attention, related to pregition drug diversion, has focused on opioids,
less so on benzodiazaps. This may be due t@ percepon that drugs in this class are
not as harrul as other drug classes. Ab@% of the national drug seizures sent for
testing to NFLIS were positie for benzodiazpines (Table®), however Xanax is the
number one prescription drugdertified. Comnonly used inassociation vth opioids,
accordng tothe literatwe and the ticology of Maine drug overdosesgiizodiazepine
diversion, misuse and abuse needs more r@sa#ention and tré@ent initiatives. he
presence of benzodiazepines enhances riskuwf and death when used in coimation
with opioids and/or alcohol.

Conclusions

The MBSG research cims the mportanceof benzodiazepines aslongstanding issue
contiibutingto norbidity and nortality assaiated with presciption drug usage. The
literature on drug msuse and abuse, inclagi the datasets gathered here, points to
increased risks connected with polydrug siga for both licit and illigt use. The
prevalence of benzodiazepine prescriptiamsng Maine private insurance and Medicaid
enrollees is between 3% ah@% across all ages. However, rates are higher ielésm
and those above the age of Atnong Medicaid enrollees, ¢hprevalence in older age
groups exceeds 20% for wemn) with rates irmales slightly belw 20%. Prevalence in
the larger coections ppulations egeedghe private isurarce enrdlee estinates.

Less than 1% of outpatient substance aladmssions in Mine are explicitly for
benzodiazepine dependency. @&mg the clierg of one nental health provider, which
provides a wde rang of mental health services for all ages8% had a benzodiazieg
prescription, a rate between private insesmand Medicaid enr@és. Among urine tests
for clients of one mthadone clinic, 7.6%vere associated with a known benzodiazepine
prescription.

In Maine, illicit benzodiazepine isuse anébug statisics are not well dferentiated
from appropriate redical use. Amang thousads of benzodiazepine-positive urine tests
taken frommethadone clinic clientsl0.5% were not associated with a known
prescription at that facility, but ag havehad legitinate prescriptions fronather
providers even though all prescribers wierée reported to qualify for methadone.
However, the high prelence of rore than 10% suggestsrse illicit use. Simlarly,

urine sceers on inpaired drives reveal 14% are posite/for benzodiagpnes,
substantially rore tharwould be expected based on ratesmsured populations. Among
all types of poison ceer calls, 6.5% involve benzodiazdpes: 3.6% of calls regarding
poisoning exposure and 10% of calls regngsinformation were associated with
benzodiazepines. Research on the drugeaeldeaths over the past five years
denonstrated that 3% of decedents had benzodiazepines in thetesysApproximetely
9% of the drug deathsene caused by benzadiepines, either alone im corrbination
with other drugs and/or alcohol.

Benzodiazepine use increases itsk nunber of areas, including:
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motor vehicle operation safety
falls anong elderly
benzodiazepine dependency
accidemal overdose and death
polypharnacy conplications
memory impairment

~poooTw

Despite thes increased risks, there ramsignificant infornation gaps regarding
benzodiazepines usefnse. These gaps areshsalient in tems of drug nanufacture,
marketing, distribution, internet sales, and veastreamHowever, there are also gaps in
our data related to the following:

a. consistency across datasets

b. need for longitudinal assessment

c. lack of infamation regarding msuse

d. lack of systeatic data regaidg prescribing pattern@ncluding long-term
treatrant indications and therapeutic choices)

e. data regarding drug diversion

The higher prescription prevalence with olddults and feres suggests the need for a
closer exanmation of the clinical comixts and outcoss for these populations. The
conplex associations of prescribed and itliesage seen in drug classes other than
benzodiazepines, suggests thera need to exane berzodiazepines in a sitar

manner. In addition, énzodiazefnes, which are often used in cbimations with drgs
from other classes, suggest a @ber relationship requing detailed study.

Analysis of the data from the 2003gey is onging. These da corain additioral
information related to # specific lenzodazepne prescribed as well asdoology
reports from drug deaths.

Though the contents of this white paperduaan primarily from information gathered
within the state oMaine the MBSG belieg the dita poirt to the need to initiate
pharnacovigilance and phamwoeconont prograns. The group accepts that no single
intervention is indicated dikely to be beneficial and that the cplex nature of
benzodiaepne use sugests a mnalti-level approah for estimating the scpe ofthe
problem developing recomandations to irprove prescribing, and providing alternative
more efective tratments.
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First Annual Maine Berzodiazepne Confererce - 2003

In Septerber 2003, the MBSG convened thiest Annual Maine Benzodiazepine Study
Group Conference: Inforation for Actionin Bangor, Maine. In addition to the MBS
participarts, the conference invitees imcled a multidisiplinary group 6 interesed
service providers, admistrators, acadeimresearchers, and coranity members.

Prior to the conference,eiMBSG identifed four focus areas to guide conference
discussion: (a) assesambh and data analysigb) education and pctice gidelines; (c)
drug abuse; and (d) beodiazejnes use in @er adults. Break-out seens targeted
these four topics and yielded specifitssef recommendations. Suranes of the
recomnendations were prepared by thecdssion leaders and are provided below.
These summaries are preimary and subjeido revision and shodlnot be quoted or
otherwise used without perssion fromthe subgroup embers.

In addition to the four corpics all conferencattendees were asked to indicate their
priorities framn a broader list of benz@azepne related issues. Particigarthose a vahu
on a scale fromi-10, with 10 being the highgstiority. Table 8 summrizes the results.
The topic “Hderly” received the higbstaverage priority, followed by “Further
stakeholder identification and participatiofffiree tied for th&rd rank: “Outdated
prescription returs,” “Alternative Therapies,and “Parent, teach& child training”
Ranking &' was “Data collection.” In®Bplace vere “Sources of fundingand
“Pharmacovigilance and pham@woepidenology.”

Overall conference recamendations incluet:

e continuationof the multidisciplinary cdlaboration through tle MBSG neetings
continue, expand and reé daa collection and monitoring
continue the focus on elders and unalee fundraising for research project
continue the focus on practice guideirend practitioner/community education
continue efforts to expand participation

Table 9. Priority Rankings of Working Issues and Tasks by Conference Attendees

Rank Working Issues and Tasks Average
Priority
1 Elderly 9.14
2 Further stakeholderdentification and participation | 7.20
3 Outdated prescription returns 7.00
3 Alternative therapies 7.00
3 Parent, teacher & child training 7.00
4 Data collection 6.50
5 Sources of funding 6.00
5 Pharmacovigilanceandpharnmacoepideriology 6.00
6 Policy, programand legislative recommendations | 5.87
7 Counterfeit pharmaceuticals/pedige legislation 5.66
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7 Prescription monitoring progran 5.66
7 Drug driving 5.66
8 Pharmacologicalenvironmental testing 5.33
9 Dependence prevention 5.20
10 Green prescriptions 5.16
11 Morbidity and mortality 5.00
11 School controlled substae storage and regulation | 5.00
12 Prescription drug abuse task force develeptn 4.75
13 Diversion 4.66
14 Clinical auditing 3.75

Education and Guidelines Subgroup

Maine Benzodiazdpe Study Group LAnnual Conference

Subgroup on Education and Guidelines tpiave Use of Benzodiazepines
Summary Statement

Septerber 29", 2003

Contact person: Trip Gardner.

The use of education dmuidelines to improve use of benzodiazieyes was discusedin
a subgroup as part of the Maine BenzodiareStudy Group *LAnnual Conference.
After dissenmnation of pertinenliterature, the subgroup folled a structured dialogue
consisting of the following subject areggneral review ofthanging prescribing
practices, egloraion of possible inteventions outline of an intervetion plan br Maine,
and the neetbr sufficient alternatige treatnent to benzodiazepines.

In reviewing the literatursurrounding changing prescribipgactices it seeed that the
most positive effects have cerfrom audits, supervision, and group prock&xher
interventions without audignd supportive supervisiavere thought to represent a
significantly snaller chance of effecting posié change. The use of state guidelines for
appropriate benzodiazepine use bomad withnon-punitive auditssupportive education,
and scheduled follow up was offered as a m@mendation for an iniéll step in changing
prescribing practices.

Mechanisrs for the developrant of clinicalguidelines were discussed. Examples from
Colorado, “Colorado Guidelinesf Professional Practice f€ontrolled Substances”
Missouri, “A Guide to Prescribing, Admistering and Dispensing Controlled Substances
in Missoui” 3, and the Wited Kingdom “Guidélines for the Rational Us of
Benzodiazepines - Wn and Mat to Use™were reviewed. The subgroup

recomnended that a State of Maine Benzamtipine Prescription Usedk Force be
formed for the purpose of developing clinicalidelines, dissemating the information,
designing an audit correlatedth the guidelines, iplementing the audit, offering
supportive education, and scheduling follop The nembership of this group should
have broad representation frahe stakholders. Merpership should include the
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following: Maine professional societiesrfphysicians, nurse practitioners, physician
assistants, nurses, dentists, psychiatristsl{@and child), farity physicians, eergency
roomphysicians, pharatists, gychdogists, saial workers consuners; fanilies; Office
of Substance Abuse; Depadnt of Behavoral and Developental Services Medical
Director; Departrant of Humen Services Bblic Health DirectgrBoard of Nursing;
Board of Medicine; acana; epidenmlogy; geiatrics; and insurance. Part of this
process should include focus groups to gathformation through outreach initiatives.

The subgroup concurred with thierature findingghat, to be effective, the guidelines
must be: (1) developeditiv end users; (2) sx to follow; (3) widely dissemated and
publicized; (4) reinforced witaudit and feedback; (5) ewdced based; (6) done with a
transparent process; (7) donghout financial, politicapressure; and (8) adequately
resourced.We favor an audit structure that wdihclude an analysis of prescription
data that would be shared for peer egwi guideline comparisons, and group process.
Ideally this audit would be non-puni@t, educational and supportive.

The subgroup believes the task force shaotildze a parallel proess of delivery of
guidelines to practicing presioers and active involveent with trainers and trainees. A
strategy shan to be nost effective in thisarea idace-to-face mwblembased educatio
focused on comon clinical condtions® A subgroup of the task force would be
responsible for developing ways to aseiticators with uptake and disseation of
relevant infornation beforestudents begin their practices.

Public education was also felt to berexely important. A variety of plausible
approaches were discussed in recognitiam ahvariety of initiatives would likely
enhance success. Concerns wergesged regarding the phaceutical industry
message in advertising to the public thaill&will fix everything.” It was felt that a
broader based @asage describing conditionganxiety and theange of potential
treaments night serve to balae the ottentimes one-sided essage presented by
industry. All comnittee nembers agreed #teducation in schools was a high prity.
Consultation with professiotgregarding the delivery gfublic health ressages was
proposed as the next step.

Other interventions discuss@cluded: establishing indendent, evidenced-based
medical information centers; puic healthsurveillance syens; and changes in
regulations to encourage education arotlnigltopic. In addition to the above
recomnendations, it was felt that the taskce should conduct an analysis of the
availability of evidence-baseaddterrative treatrents to lenzodiazenes in all parts foour
state. One benefit would be the creatiom @lirectory of services, while the second
would be a focus on areas of deficiencieds Tieed-focused survey could proi@ the
joining of the task force with area s&dolders for the purpose of proposing and
pronoting realistic solutions.
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Benadiazepines and Older Adults Subgroup

Maine Benzodiazdpe Study Group LAnnual Conference
Subgroup on Prescription Issues Among the Elderly
Summary Statement

Septerber 29", 2003

Contact persons: Lenard Kaye and Bob Gagne.
Purpose of Task Grop

The Benzodiazepes al Older Adults Task Grg considered the specialpfitations

of data collected on benzodiazep use and is implications fa the well-being of older
adults, theirdmilies, ard theircommunities. It exploredaps in the resarch. It icentified
stakeholders who can play active roles in imgjpmanage risk of benzodiazepine use. It
proposed to develop stakehaldmsed strategies for thessts and long-term to better
manage risk, including strategies tlatvance wdhwhile dternatives to
benzodiazepines. It offered to help faatle stakeholder iplementation of risk
management strategies and help identifunds to underwrite these efforts.

Consensus Observatios

Benzodiazepine adications are over-prescribed inappropriately prescribed to older
adults. The data collected to date, appeamderscore the belief that a significant
number of benzodiazeape prescriptiongontinue beyond the 30-day reemended
therapy. Too often, they are taken in dmmation with other nedications which leads to
increased severe géffects.

e Addiction is often the assequencefdong-termbenzodiazeipe use arang older
adults.
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Withdrawal therapy is challenging fortmodiazepine-addicted older adults and
their caregrers — a challenge for which they,catheir realth care praders, are
often poorly prepared. ithdrawal nay notbe an appropriate option for sem
older adults who have been prescribed benzodiazepines for many years.

The cost of withdrawal therapy van-going bezodiazejine use has not been
well assessed andainbe a disigentive to healtlcare plans.

Older adults are prescribed benzodiazeg prinarily for generalized anxiety,
panic disorder and chronic insara.

Agitation ard anxiety, two conditins for which benzodiazgines nay have been
prescribed, are often exacerbateddmygtermuse of this class of drugs.

Other healtlconsequences of longrie benzodiazepine use among older adults
include gvere falls and driving &tdlities.

Benzodiazepine use in nursing hesrisepidenc. Psychiatric behavioral support
and other alternatives to benzodiamrepherapy are lacking in the niuing horme
setting.

Health care professionals in long-termecéacilities, assistetiving facilities and
the hone-care setting are illrppared to identify and respotwlissues of drug
dependency aang older adults.

Health care professionals and resbars have not conducted sysétim
assessent of the risks and benefits loénzodiazepine use among older adults.

Inappropriate prescribing eneases with the meber ofphysicians an older adult
sees and thnunber of pharmacists e sees.

With a physician having as little as 10mates to neet with an older adult patient,
there is little tine to conduct a copnehensse review of all carent prescriptions.

If primary care physicians had easier accessdal health serices, alternatives
to benzodiazepine ¢nagy may be more quickly ansidered. Alternatively,
referring psychiatrists ay write a benzodiazepine sgtithat otherwise would
have been vitten by the general practitioner.

Depression aong older adults is poly understood and under-researched by
health care professionals. To@ny providers view depression as a natural part of
growing old.

A large funding agency isn’t likely torovide funds to document a problem we

already knav exists. It nay, however, banore receptive to evaluating various
solutions to that problepespecially slitions that decrease health utilization.
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Unfortunately, soraalternatives ray be perceived as increasing health
utilization.

e Older adults ray be less apto question their physicigrabout risks and benefits
of prescription radications,whereas “baby booens” may not hesitate to inquire.
Older “babyboorners” are nore likely to challege a benzodiazepinegxcription
if they feel they are exgiencing unvanted side effects.

e Education of patients and health care pssfonals cannot be the sole strategy for
affecting benzodiazépe prescribng and use. Education cae very cody and
very difficult to implement. Its track ecord for changing behavior is, at best,
mixed.

e Clinical or practice guidelines, historibalhave provoked littldoehavior change
unless health careautitioners receive incéimes for their ge. This is
underscored in the switch to beta blockers.

e The incentive need not beometary. Itmay simply be how physicians perceive
thenselves in comparison to their peers. A physician is likely to change her/his
behavior regrding berzodiazejne prescribing if their practie is deerad an
outlier.

Divergent Observatins

e Sone participants contended that @gian education could be easily
acconplished. Others offered #h education of fanly caregiwers could redt
in reduced g of benzodiazeépes among older adults.

Actions, Issues and Projects to Consider for Fther Discussion

e A peer-feedback communication pilot projea@swecomnended. It would
require idetfying all benzodiazeme prescribern a particlar health plan,
including selection of a cgparisongroup and considerations of casixm
Such a study would assess appropuaie inappropriate prescribing practices.
Written communicationsent to otliers would be undertan and the piject
would look to track subsequenbuification of benzodiazepine prescribing
practices.

e Older adult patients should be nemted to bring in all their current
presciptions when they visit theprimary care physician. {le general
practitioner is respaible for over70% of benzodiazape prescrifions.)
Physicians and nurses need to bevattioffered incentives tsoliat such
patient infornation and then further eagraged to review these regns with
their older adult patients.
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e Research on hospital discharges viiéimzodiazepines scripts should be
evaluated.

e The pros and cons ofipr-authorization of a bewziazepine script beyond 30
or 60 days should be evaluated.

e Research on outcam of long-ternbenzodiazepine use — falls, auto
fatalities, quality of life, impairments— and their costs — is severely needed.

The Task Group recommended thamberslp be expanded to includenfay
caregvers, dder adilt benzodiazejpe userssenior health care advocatpharnacists
and health plan admistrators.

Drug Abuse Subgroup

Maine Benzodiazdpe Study Group L Annual Conference
Subgroup on Abuse and MisuseYinung Adults and Adults
Summary Statement

Septenber 29", 2003

Contact persons: Jim Hall and Eric Steele.

The breakotisessn on intetional abus of benzodiazepes was comosed of
participants who provided a wide spectrafexperiences and backgrounds. The group
included nental health and addiction tr@aent counselors, eengency roommedical
personnel, impaired driving offender progrataff, state law enforcement officials, a
repregntdive from the federal drug intligerce cente eduators, and ther he#th care
professionals.

All participants contribtied toa discussion based on whatlea@s seeing in his or her
profession ad in ther home commnunities. Paicipants wee also encoraged to idetify
determnatesor factors that were cotributing to the problenm Maine. These
deterninate,identified by the paticipants becane the focuof strategies to begin
addressing this eanging problem

Frompersonal stories, case studies, aretdatal evidence several key issuecreyad.
The first being that there itle public awareness of thdangers associated with the
misuse, overuse and even irttenal abuse of benzodiazaps. Recentews stories on
the wide scale abuse of prescription ndccahalgesics such as hydrocodone, oxycodone,
methadone, and propoxyphene have daticaly increased public understanding about
the risk of this category of edications However, benzodiazepines enjoy a safe
reputation, prirarily because of a generallieé that they have a relatively high
therapeutic iatio. One citical issue réated torisk awareness the comnon pattern of
abusing berodiazejnes in comination with atohol and othr street drgs. Most deaths
related to bnzodiazemes often include ore than one substance idiéied in the
decedent, ahfrequently the benzaakepine igletected at les¥s well below what nay be

33



considered to be lethal. Thus, dangers assmbréth thar misuse and intecions with
other substancesayinot be understood ke public nor thas likely to msuse
benzodiazepines. It was agreed, byagonity of the particignts, thad the prolieration of
television prescription drug advertising hastibuted to a more casual attitude to
prescription nadications.

A second issue identified by the discussiors Wee wide scale availability and relative
ease of access to benmuepnes diverted fom legitimate medical use. As schedule 1V
prescription nedications, benzodiazepinase catrolled less stringntly than
medications deerd to have a greater jgaittial for abuse and to whichone law
enforcenent attetion ardinarily is provided. Nonetheless, lzexdiazenes are dierted
and abused. Their diversion has been aasmtiwith schees involving Medicaid and
other insurance fraud oraybe as simplas doctor shopping in neighboring towns and
states. Lack of ental healthservicesin isolated ruraareas othe state was also
identified asa reason sue people nay attenpt to self-nmedicate fromdiverted
prescription benzodiazepines.

The third tgic to energe was the aence ofntervention strategies to help semne
addicted to benzodiazepines. There i€lear policy for nedical personnel, faity
members, law enforcement, the courts, naregiond facilities in ways to ideify the
problemor what to do about it.
Three key strategies @mged inthe group’s brief tira together:

e Limit accesgo and availability of benzodiazees.

e Increase puix awarenes of risksassociated with benzodiazepines.

e Pronote intervention opportunities in various settirgg.,, hospital emergency

departnents, schools, phamwies, impired driver offender prograsmnand

enployee assistae prarams.

Assessment Subgroup

Maine Benzodiazdpe Study Group L Annual Conference
Subgroup on Future Monitoring 8enzodiazepine Use and Abuse
Summary Statement

Septenber 29", 2003

Contact pesons: Steva Gressitt ad Marcella Sorg.

The “Assessment” subgroup included a broadnge of individuals interested in
epideniology, public policy, and law enforceantinformation generated froriine
benzodiazeipe data; esgcially as it addresdamorbidity, andmortality. The discugsn
began with aummary of the dasatsthat had ben subnitted or collectedas well as
their limitations. Most othese chacteristics aml limitationsare sumrarized edier in
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this docunent. Data on diveign generallydoes not includ benzodiazepes and ray be
due to policy decisions, and lack of resouriceassess this problemoxicology is very
expensive and ay be limted, even when there is an arrest.

Group participants identified an ir@sed need for ethodologically sound
benzodiazepe information in the flowing areas:
e Arrests and seizures
Motor velicle accidents
School suspensions
Profile of benzodiazepe users
The association between benzodiazepand arrests, drug treagmt, falls
Adequacy of the ICD-10
Chronic versus acute prescribing
Prescription monitoring prografio begin July 04)
o0 Will include everyone living in Miae who fills a prescriptio
o Will miss illegal skes
o Will cover all pharnacies licensed inMaine
o Will include only what is in thene<ription, not the diagnas
o May or nmay not have age and gender
e Why benzodiazepes are being presbed
e Benzodiazepine efficacy as well as mdity, including how nuch prescribed,
how nmuch atually taken, and which particular drugs
e Prescription guideli@a monitoring data
e Trends in abuse
e Trends in appropriate @scribing among physicians
o0 Focus groups with physicians
o What influences a doctor’s decision to prescribe
o0 What is inappropriate presibing (especially for eldery
o How to develop index cases of ppopriate prescribing (can we use
insurance datg?

The discussion then focused on ti®2 survey of benzodiazepines. eTfollowing
recomnendations were agle:
e Do not add newer drugs, but ketbye existing bezodiazeme list
e For prescription data, collect
Age, gender,
Specific drug, dose, and duration
Presenting illness
Characteriscs of prescriberand recipients where possible
o Respond to other conference breakgnaiups’ needs for dataanitoring
e Generate atatenent for Dirigo Healthl-page about the benzodiazepine problem
e Continue to participate in the M&rCommunity Epidemlogy Surveillance
Network
e Continue to search forfiormation on counterfeit drugs
e Work to develop interest in a drug return with the MMA

(0]
(0]
(0]
(0]
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e Attempt to replicde the “Green Pescription” progranirom Canada
e Develop a bnzodiazeme “risk profile”
e Search for funding sources
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