INFO SHEET & CASE STUDY
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Improving resident care by making meds easier

The Opioid Crisis in Perspective

Opioid abuse continues to be one of the worst public health
problems in the United States. Although overdose deaths involving
opioids leveled off from 2017 to 2019, according to the Centers for
Disease Control and Prevention (CDC), these deaths spiked in 2020.

To combat these statistics, awareness and education programs
regarding opioid use have been utilized, and are slowly improving
prescribing practices. As well, the Food & Drug
Administration (FDA) has altered its new-drug
approval process to consider a medication’s National Overdose Deaths Involving Any Opioid,
potential impact on public health, instead of Number Among All Ages, by Gender, 1999-2020

focusing only on risks and benefits to patients
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quantities. As well, some require prescribers to

*Among deaths with drug overdose as the underlying cause, the any opioid subcategory was determined by

register and query the state’s preSCf’iptiOn drug the following ICD-10 multiple cause-of-death codes: natural and semi-synthetic opioids (T40.2), methadone
. . . o (T40.3), or other synthetic opioids (other than methadone) (T40.1). Source: Centers for Disease Control
monitoring program (PDM P) prior to prescrlbmg; and Prevention, National Center for Health Statistics. Multiple Cause of Death 1999-2020 on CDC WONDER

Online Database, released 12/2021.

require provider and patient education; and/or
require co-prescribing of Naloxone, the opioid
reversal agent. In most states, pharmacists are also required to
query patient history in the PDMP database to track prescribing
patterns and patient behavior.

Even with all these safeguards, opioid misuse and diversion
continues. Controlled drug diversion and abuse is not a new problem
in the healthcare industry. Consider the true story, presented on the
next page, to put this national crisis in perspective within the walls of
long-term care.

Under F-755, the Centers for Medicare and Medicaid (CMS) have
assigned consultant pharmacists to oversee the receipt, storage,
administration, and disposal of all controlled drugs.



The effort to control the misuse of drugs is an important priority for Forum Extended Care Services, where
consultant pharmacists monitor controlled drug utilization at every community we serve. Contact Forum for more
information on managing controlled substances in your building.

CASE STUDY

A physician serving a skilled nursing community received ongoing
complaints of deep pain, despite having increased dosing of a resident’s

Fentanyl patch from 25 mcg to 50 mcg three months prior;
from 50 mcg to 75 mcg two months prior, and from 75 mcg to
100 mg one month before.

So, what was the problem? The resident had responded well
to 30 mg oral Oxycodone ER Q12H, but had been switched to
a transdermal delivery system due to swallowing difficulties.
During the next QAPI meeting, the physician raised the issue
with the pharmacy’s Consultant Pharmacist, questioning
whether a manufacturing problem might be to blame. The
pharmacist, understanding that the resident’s pain should
have been adequately controlled by a 25 to 50 mcg patch,
sought to investigate.
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After requesting to see a patch that had been removed from the resident,
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After two days, the recording was reviewed and the mystery solved. While
making rounds, a night shift CNA had stopped in the resident’s room,
removed the Fentanyl patch, and sucked the medication from it before

putting it back on the resident. Although the CNA denied any wrongdoing, Forum takes the drama out of pharmacy,
. . . 3 so residents—and your business—can

the facility was able to provide video proof to the police and reported thrive. Accredited and open 24/7,/365,

the CNA to the Department of Professional Regulations, ensuring that Forum makes meds easy, accurate, and

the diversion was identified and corrected and that the resident would refiable to help you achieve optimal clinical

and financial outcomes while ensuring

experience pain relief with an appropriate dosage. the highest level of staff and customer
satisfaction with one-call-does-it-all
Concierge Service.™
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