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Practical Pointers for Prescribers
2009:  Publication of the SC Board of Medical Examiners (BME) first Pain 

Management Guidelines

2014:  Governor Haley issues Executive Order 2014-22, forming the 
Governor’s Prescription Drug Abuse Prevention Council (PDAP)

- Representatives from BME and Boards of Dentistry, Nursing 
and Pharmacy (March)

2014:  BME, Dentistry, Nursing and Pharmacy publish Joint Revised Pain 
Management Guidelines (November)



Practical Pointers for Prescribers

2014:  Publication of the PDAP’s State Plan (December)

2014 PDAP State Plan

2016:  Publication of the CDC Guideline for Prescribing 
Opioids for Chronic Pain (March)

2016 CDC Prescribing Guideline

2017:  Publication of the Federation of State Medical Boards’
Guideline for the Chronic Use of Opioid Analgesics (April)  
FSMB April 2017 Opioid Analgesics Guideline

file:///C:/Users/colemand/AppData/Local/Microsoft/Windows/Temporary Internet Files/Content.Outlook/UW15K3WK/SC State Plan to Combat Prescription Drug Abuse  December 2014.pdf
https://www.cdc.gov/drugoverdose/prescribing/guideline.html
http://www.fsmb.org/Media/Default/PDF/Advocacy/Opioid_Guidelines_As_Adopted_April2017.pdf


• Providers in the highest prescribing counties 
prescribed 6 times more opioids per person 
than the lowest prescribing counties in 2015.

• Half of US counties had a decrease in the 
amount of opioids (MME*) prescribed per 
person from 2010 to 2015.

• The MME prescribed per person in 2015 was 
about 3 times as high as in 1999.

* MME, morphine milligram equivalents, 
is a way to calculate the total amount of 
opioids, accounting for differences in 
opioid drug type and strength.

https://www.cdc.gov/vitalsigns/opioids/index.html





Guy GP Jr., Zhang K, Bohm MK, et al. Vital Signs: Changes in Opioid Prescribing in the 
United States, 2006–2015. MMWR Morb Mortal Wkly Rep 2017;66:697–704. DOI: 
http://dx.doi.org/10.15585/mmwr.mm6626a4



What Leads to Higher Opioid Prescribing?

Some characteristics of counties with higher opioid prescribing:

• Small cities or large towns

• Higher percent of white residents

• More dentists and primary care physicians

• More people who are uninsured or unemployed

• More people who have diabetes, arthritis, or disability

https://www.cdc.gov/vitalsigns/opioids/index.html



Higher opioid prescribing puts patients at risk for addiction and overdose. The wide variation among 
counties suggests a lack of consistency among providers when prescribing opioids. The CDC 
Guideline for Prescribing Opioids for Chronic Pain offers recommendations that may help to improve 
prescribing practices and ensure all patients receive safer, more effective pain treatment.
SOURCE: CDC Vital Signs, July 2017





South Carolina’s Response in 2017
The South Carolina State Boards of Dentistry, Medical Examiners,
Nursing and Pharmacy recently approved updated Joint Guidelines to
assist practitioners with their prescribing decisions. These Joint
Guidelines integrate the principles espoused in the national dialogue
with current South Carolina law. The CDC Guideline’s 12
Recommendations, with deference to South Carolina statutory
requirements, establish the standard of care for prescribers of
controlled substances in our state.
Chronic pain shall not be treated by the use of controlled substances
through telemedicine. Physicians who establish the physician-patient
relationship exclusively via telemedicine must obtain express
authorization from the BME to prescribe CIII or CII before prescribing.



12 Recommendations for Prescribers

The recommendations set forth below are divided into three 
categories: 

(1) determining when to initiate or continue opioids for chronic 
pain;

(2) opioid selection, dosage, duration, follow-up, and 
discontinuation; and 

(3) assessing risk and addressing harms of opioid use. 



12 Recommendations for Prescribers

1. Nonpharmacologic therapy and nonopioid pharmacologic 
therapy are preferred for chronic pain. Clinicians should 
consider opioid therapy only if expected benefits for both 
pain and function are anticipated to outweigh risks to the 
patient. If opioids are used, they should be combined 
with nonpharmacologic therapy and nonopioid 
pharmacologic therapy, as appropriate.



12 Recommendations for Prescribers

2. Before starting opioid therapy for chronic pain, clinicians 
should establish treatment goals with all patients, 
including realistic goals for pain and function, and should 
consider how opioid therapy will be discontinued if 
benefits do not outweigh risks. Clinicians should continue 
opioid therapy only if there is clinically meaningful 
improvement in pain and function that outweighs risks to 
patient safety.



12 Recommendations for Prescribers

3. Before starting and periodically during opioid therapy, 
clinicians should discuss with patients known risks and 
realistic benefits of opioid therapy and patient and 
clinician responsibilities for managing therapy.

4. When starting opioid therapy for chronic pain, clinicians 
should prescribe immediate-release opioids instead of 
extended-release/long-acting (ER/LA) opioids.



12 Recommendations for Prescribers

5. When opioids are started, clinicians should prescribe the 
lowest effective dosage. Clinicians should use caution 
when prescribing opioids at any dosage, should carefully 
reassess evidence of individual benefits and risks when 
considering increasing dosage to ≥50 morphine milligram 
equivalents (MME)/day, and should avoid increasing 
dosage to ≥90 MME/day or carefully justify a decision to 
titrate dosage to ≥90 MME/day.



12 Recommendations for Prescribers

6. Long-term opioid use often begins with treatment of 
acute pain. When opioids are used for acute pain, 
clinicians should prescribe the lowest effective dose of 
immediate-release opioids and should prescribe no 
greater quantity than needed for the expected duration of 
pain severe enough to require opioids. Three days or less 
will often be sufficient; more than seven days will rarely 
be needed.



12 Recommendations for Prescribers

7. Clinicians should evaluate benefits and harms with 
patients within 1 to 4 weeks of starting opioid therapy for 
chronic pain or of dose escalation. Clinicians should 
evaluate benefits and harms of continued therapy with 
patients every 3 months or more frequently. If benefits do 
not outweigh harms of continued opioid therapy, 
clinicians should optimize other therapies and work with 
patients to taper opioids to lower dosages or to taper and 
discontinue opioids.



12 Recommendations for Prescribers

8. Before starting and periodically during continuation of 
opioid therapy, clinicians should evaluate risk factors for 
opioid-related harms. Clinicians should incorporate into 
the management plan strategies to mitigate risk, including 
considering offering naloxone when factors that increase 
risk for opioid overdose, such as history of overdose, 
history of substance use disorder, higher opioid dosages 
(≥50 MME/day), or concurrent benzodiazepine use, are 
present.



12 Recommendations for Prescribers

9. Clinicians should review the patient’s history of controlled 
substance prescriptions using state prescription drug 
monitoring program (PDMP) data to determine whether 
the patient is receiving opioid dosages or dangerous 
combinations that put him or her at high risk for 
overdose. Clinicians should review PDMP data when 
starting opioid therapy for chronic pain and periodically 
during opioid therapy for chronic pain, ranging from every 
prescription to every 3 months.



Mandatory SCRIPTS for Prescribers

H. 3824, which became effective on May 19, 2017, mandates registration and utilization of SCRIPTS prior to prescribing 
Schedule II narcotics, with limited exceptions.  SC Code Section 44-53-1645(B) exempts the following: 
(1) a practitioner issuing a prescription for a Schedule II controlled substance to treat a hospice certified patient;
(2) a practitioner issuing a prescription for a Schedule II controlled substance that does not exceed a five day supply 

for a patient;
(3) a practitioner prescribing a Schedule II controlled substance for a patient with whom the practitioner has an 

established relationship for the treatment of a chronic condition; however, the practitioner must review the 
patient’s controlled substance history maintained in the prescription monitoring program at least every three 
months; 

(4) a practitioner approving the administration of a Schedule II controlled substance by a health care provider 
licensed in South Carolina; 

(5) a practitioner prescribing a Schedule II controlled substance for a patient in a skilled nursing facility, nursing 
home, community residential care facility, or an assisted living facility and the patient’s medications are stored, 
given, and monitored by staff; or 

(6) a practitioner who is temporarily unable to access the prescription monitoring program due to exigent 
circumstances; however, the exigent circumstances and the potential adverse impact to the patient if the 
prescription is not issued timely must be documented in the patient’s medical record.

H. 3824 (2017)

file:///C:/Users/colemand/AppData/Local/Microsoft/Windows/Temporary Internet Files/Content.Outlook/Downloads/3824.docx


12 Recommendations for Prescribers

10. When prescribing opioids for chronic pain, clinicians 
should use urine drug testing before starting opioid 
therapy and consider urine drug testing at least annually 
to assess for prescribed medications as well as other 
controlled prescription drugs and illicit drugs. 

11. Clinicians should avoid prescribing opioid pain medication 
and benzodiazepines concurrently whenever possible.



12 Recommendations for Prescribers

12. Clinicians should offer or arrange evidence-based 
treatment (usually medication-assisted treatment with 
buprenorphine or methadone in combination with 
behavioral therapies) for patients with opioid use 
disorder.



IT IS YOUR PRESCRIPTION PAD. . .

Prescribing guidelines are simply guidelines.

The decision whether to prescribe controlled substances , 
specifically opioids, the dosage and duration of prescription is 
within the prescriber’s clinical judgment and discretion.

A complete medical record is your best defense.



Practical Pointers for Pharmacists



The History of Opioids

“The first recorded use of opium, a mixture of alkaloids from the opium poppy (Papaver 
somniferum) seed, was during the third millennium BC. Opium was later described in the 
Ebers Papayrus (around 1500 BC.). Paracelsus discovered that opium alkaloids are soluble in 
alcohol during the 16th century and popularized the use of his preparation, laudanum, for 
pain and insomnia. Descriptions of opium dependence first began to emerge in the early 
18th century. Around the turn of the 19th century, Sertürner isolated the first opiate, 
morphine, which was used to treat pain and opium addiction. About 7 decades later, heroin 
was synthesized from morphine and was marketed by Bayer for cough and respiratory 
illnesses. (Tuberculosis and pneumonia were major health issues at the time.) Heroin was 
initially claimed to be a nonaddictive alternative to morphine and codeine.”

Pharmacists Have Key Role in Combatting Opioid Abuse - Medscape - Apr 07, 2016.



The current epidemic is the result of increased prescriptions of 
opioids in response to the designation of pain as the “fifth vital 
sign” in the 1990s and misinformation regarding the addictive 
risks associated with opioids.



Pharmacists can help  reduce the likelihood of opioid misuse, 
abuse, and diversion while minimizing the impact on legitimate 
pain management efforts. 

Assess prescriptions that are presented for opioid medications 

Manage patients receiving opioids

Dispense Naloxone without a prescription, where appropriate   

 Follow-up when misuse, abuse, or diversion has been 
identified

Report suspicious prescriptions and/or prescribing behavior







New Continuing Education Requirement

In 2015, the S.C. Legislature first required physicians to obtain2 hours
of continuing education per the biennial renewal cycle relating to the
monitoring and prescribing of controlled substances.

The S.C. Legislature recognized the impact pharmacists can make in
combating the opioid epidemic with the passage of H. 3824 in 2017,
which imposed a 1 hour per year continuing education requirement
regarding the procedures for monitoring of controlled substances to
pharmacists. This legislation also extended continuing education
requirements to dentists, optometrists, physician assistants, and
podiatrists.



Dispensing Naloxone Without a Prescription

What Is Naloxone?

Naloxone is a medication approved by the Food and
Drug Administration (FDA) to prevent overdose by
opioids such as heroin, morphine, and oxycodone. It
blocks opioid receptor sites, reversing the toxic
effects of the overdose. Naloxone is administered
when a patient is showing signs of opioid overdose.
The medication can be given by intranasal spray,
intramuscular (into the muscle), subcutaneous
(under the skin), or intravenous injection.



Dispensing Naloxone Without a Prescription

• On June 3, 2015, the South Carolina Overdose Prevention Act was 
enacted, authorizing first responders, such as law enforcement, fireman, 
and EMS personnel, to carry Naloxone and administer it to a person 
whom the first responder believed in good faith was experiencing an 
opioid overdose.  Otherwise, Naloxone could only be dispensed by a 
pharmacist pursuant to a written prescription or a standing order from a 
licensed prescriber.  

South Carolina Overdose Prevention Act

• A year later, on June 5, 2016, in an effort to further reduce opioid-related 
deaths, an amendment to the Act, Bill H5193, became effective, allowing 
a person at risk of experiencing an overdose or a caregiver for such 
person to obtain Naloxone from a pharmacy without a prescription.  

South Carolina's Amendment to Allow Naloxone Without a Prescription

http://www.scstatehouse.gov/sess121_2015-2016/bills/3083.htm
http://www.scstatehouse.gov/sess121_2015-2016/bills/5193.htm


The Joint Naloxone Protocol

The Joint Protocol issued by the BME and BOP broadly defines who is "at 
risk" of experiencing an opioid-related overdose to include the following:

 Current illicit users or non-medical opioid users or persons 
with a history of such use
 Persons with a history of opioid intoxication or overdose 
and/or emergency medical care for acute opioid poisoning
 Persons with an opioid prescription
 Persons from an opioid detoxification and mandatory 
abstinence program
 Persons entering methadone maintenance treatment 
programs (for addiction or pain)
 Persons who may have difficulty accessing emergency 
medical services



The Joint Naloxone Protocol

Naloxone saves lives by blocking the opioid's effects.  Not 

only is Naloxone safe but also easy to use.  The Joint 

Protocol permits a pharmacist to dispense Naloxone as 

either a nasal spray, the preferred method, or in liquid form 

that can be injected into the shoulder or thigh, without a 

prescription.
The South Carolina Board of Medical Examiners and the South Carolina Board of Pharmacy's 

Joint Protocol to Initiate Dispensing of Naloxone HCI Without a Prescription

http://www.llr.sc.gov/pol/pharmacy/news/Joint_Naloxone_Protocol.pdf


NaloxoneSavesSC.org

A website has been created to provide information regarding 
Naloxone and support to pharmacists and the public who may 
need to obtain Naloxone without a prescription.



NaloxoneSavesSC.org

Features of the website include:
 Resources for Dispensers, including Patient Education Materials and FAQS   for 

Pharmacists
 Information about where to get Naloxone (for consumers)
 General information
 The Joint Protocol
 Naloxone Dispensing Form, by which pharmacists may report dispensing
 Naloxone Dispensing Participation Form 

 Pharmacists may notify the Board of Pharmacy of their voluntary participation by executing 
this online form

 Naloxone Reversal Survey
 Naloxone users may anonymously and voluntarily report their use of Naloxone     online

 Overdose FAQs
 Resources



A Few Reminders for Pharmacists

Prescribers who establish the physician-patient relationship 
exclusively via telemedicine may not prescribe CII or CIII 
substances without express permission from the BME before 
prescribing.

Pharmacists should notify law enforcement, SC DHEC Bureau of 
Drug Control and LLR whenever fraud or improper prescribing is 
identified.

Pharmacists should communicate with prescribers regarding any 
concerns before dispensing.



The Opioid Epidemic and Impaired 
Professionals in South Carolina

Healthcare Workers Are Not Immune



Number of Licensees by Profession*

Dentists: 3,198

Nurses: 81,254 
APRN: 6,614 

 RN: 62,325

LPN: 12,315

Pharmacists: 8,472

Pharmacy Technicians: 9,553

Physicians: 19,807

Physician Assistants: 1,742

TOTAL: 124, 026

* Data provided by LLR and current on September 5, 2017



Drugs of Choice of Impaired Dentists, Nurses Pharmacists, and 
Physicians Enrolled in RPP (2015-2017)

Professional Board Number Enrolled 

(2015-2017)

Year 

Enrolled

Drugs of Choice

Dentistry 9 2015 (5)

2016 (3)

2017 (1)

Alcohol, Fentanyl, Hydrocodone, Hydromorphone , 

Oxycodone

Medical 57 2015 (29)

2016 (16)

2017 (12)

Alcohol, Amphetamine, Cocaine, Fentanyl, Hydrocodone, and 

Marijuana,

Nursing 411 2015 (145)

2016 (160)

2017 (106)

Alcohol, Alprazolam, Amphetamine,  Buprenorphine, 

Butalbital, Clonazapam, Cocaine, Diazepam, Fentanyl,  

Heroin, Hydrocodone, Hydromorphone,  Ketamine, 

Lorazepam, Marijuana, MDMA, Meperidine, 

Methamphetamine, Methylphenidate, Midazolam, 

Morphine, Oxycodone, Phentermine,  Pseudoephedrine, 

Tramadol, and Zolpidern

Pharmacy 49 2015 (21)

2016 (16)

2017 (12)

Alcohol, Alprazolam, Amphetamine,  Butalbital, Cocaine, 

Hydrocodone, Lorazepam, Marijuana, Oxycodone,  and 

Tramadol

Total Enrolled 

(2015-2017):

526 Data provided by South Carolina Recovering Professionals Program  
through September 1, 2017.



Trends Observed with Impaired Dentists, Nurses, 
Pharmacists and Physicians (2015-2017)

 Impaired professionals are presenting with more 
than one drug of choice. 

• For example, we are now seeing  abuse of benzodiazepines 
and alcohol, with or without an opiate.

 Impaired professionals are mixing prescription and 
illicit drugs, such as cocaine and heroin.

 Impaired professionals are accessing RPP voluntarily 
via self-referral and pursuant to disciplinary action.



Trends Observed with Impaired Dentists, 
Nurses, Pharmacists and Physicians 

(2015-2017)
 Impaired professionals often have a mental health diagnosis in 

addition to Substance Use Disorder, such as:
 ADHD/ADD 

 Anxiety

 Bipolar Disorder

 Borderline Personality Disorder

 Depression

 Disruptive Behavior Disorder

 Narcissistic Personality Disorder



Trends Observed with Impaired Dentists, Nurses, Pharmacists 
and Physicians 

(2015-2017)

 Impaired professionals are sometimes involved with other 
adjudicatory processes:

 Criminal charges 

 Relating to prescription drugs, illicit drugs, domestic violence, firearms, 
traffic offenses (DUI), fraudulent billing

 Civil charges

 Family Court (Divorce and/or Custody Proceedings; Restraining Order)

 Medical Malpractice/ Abandonment/ Abuse

 Traffic Accident Claims Arising from Impaired Operation of a Vehicle

 Trespass

 Tax Evasion

 Fraud



Who Reports Impaired Professionals?

 Co-workers

 Employers

 Family Members

 Former Spouses

 Law Enforcement/DHEC Bureau of Drug Control

 Patients

Pharmacists



SC Recovering Professionals Program

If you are an impaired healthcare worker or know someone who 
is, please seek professional care.

You may contact SC Recovering Professionals Program:

• 440 Knox Abbott Drive
Suite 220
Cayce, SC 29033
Office Phone: (803) 896-5700
Fax: (803) 896-5710

https://scrpp.org/

• Members of the RPP staff are available 24 hours a day, 365 
days a year at 1-877-349-2094.



QUESTIONS? 


