Prescription Drug Abuse Summit – Morning Session

October 25, 2011


Dr. Margaret Greenwald

I am very happy to be here today to participate in the seminar.  I’ve been involved with Dr. Marcie Sorg in looking at drug related problems probably for the last 10 years in Maine.  We’re very invested in this project.  

Dr. Sorg, when we were putting this together entitled part of the presentation that I’m doing the canary in the coal mine and that wasn’t to say that when we published our data a number of years ago that we were the only voice in prescription drugs, or that we were somehow making a major difference other than what other people were doing, but somehow I think that when mortality data is published it does make people stand up and really look at things and also it gives people some data which is what we needed at the time and so we were happy to be able to do that.  
I came to Maine in 1997 and Susan Collins in her letter to us mentioned in that year there were only 34 total drug related deaths, and I thought I had come to some kind of a paradise at that point, having come from California and Boston where there was huge epidemics of cocaine and methamphetamine and it kind of look like the drug problem had passed us by.  But unfortunately over the next couple of years I started to see a disturbing trend – increasing drugs and drug related deaths, mostly prescription drugs – and I spoke with my colleagues and Dr. Sorg.  In 2011 when we actually started to see things tripling from that number, 34, I then talked to then Attorney General Steven Rowe and together with Dr. Sorg, the Attorney General’s Office and with the Justice Assistance Grant we were able to put together our first data.  I think it is an indication of how naïve we were that we thought that would be a single project and we didn’t recognize that what we’re seeing was really the tip of a significant epidemic now well documented.  But actually in contradiction to some of the other drug trends, instead of going from the cities to the country, went from the rural drug states to the rest of the country. 

And this is this graph I think you have it in your handout.  It is pretty dramatic.  You can see that in 2002 just as we published that data the numbers went up to about 165 deaths.  This does include both suicides and accidents, but the majority of the deaths were due to accidents.  The suicides remain relatively stable.  The line you see at the bottom is the illicit drugs.  And as you can see we have some of those, but as you can see they have remained relatively stable over the years.  From 2002 to 2010 those numbers have gone up and down a little bit each year until the last couple of years when we increased over the motor vehicle deaths.  But they stay stable despite some of the prevention efforts we put in place.  I think those efforts we’ve done so far have maybe prevented it from going even higher, but clearly we still have a core problem there that we need to deal with.
I can’t really talk about this unless I talk about the deaths because that is my perspective.  I think it is an indication when we look at how complicated it is for me to determine a cause of death it is an indication of the complication of the problem itself.  It is also very time consuming to do these case, it is a significant strain on our resources as well as the resources of the law enforcement.  I wish it was a simple as just having somebody who may well be a drug death take a blood test, get a single drug for the cause and put that down as the cause of death and Dr. Sorg could just use a computer to take that out and publish it.  But unfortunately, these people tend to have combinations of chronic diseases; they’re generally on multiple drugs.  If you talk to the doctors today if you go to some of the treatment seminars you will probably hear that the current philosophy is in order to help people be functional you want to have a long acting opiate if they have chronic pain, long standing pain, you try to get a low dose, long acting opiate, then you give them a short acting opiate to treat the intermittent more severe pain.  Most of the patients are on at least two different opiates when you start out.  If people have long standing pain, they are probably depressed, and they may have anxiety, so now you have added some other drugs that you need to try and figure out. 
Police officers are our eyes and ears on the scene, they get to a scene of death and they have to document that for us.  It is very time consuming.  We ask them, it is now part of the Attorney General’s protocol to inventory all the drugs that are there.  If it is one or two prescriptions that is not too difficult.  I need them to count every single pill.  If somebody is there with 10, or 15, or 20 prescription containers that may take that officer an hour or two to count those pills.  Time that could well be spent elsewhere.  But I can’t determine the cause of death in any of these without having that information.  So once the person has been taken from the scene to my office, I do the autopsy.  Sometimes I see a number of chronic diseases.  If they are a young person I may see very little.  We compare what we’ve seen at the autopsy with the medical history and the toxicology drug levels and then we go back and look at the information from the scene, the drug inventory and we’re grateful to have the prescription monitoring program now to be able to have a little bit easier effort in trying to see all the drugs that the person should have.  But without all of that I can’t determine the cause of death.  

This graph shows you the different drugs that we find in the toxicology after people die.  You’ll notice that methadone and oxycodone, they have over the years remained the highest drugs that we find in those toxicology tests.  If you were to add this up, of course it would not add up to 100, it would add up to more than that because many people have more than one drug, so this is an indication of how many drugs people have in them.  In addition to the opioids we’re seeing antipsychotics – catyapine, which is Seroquel, we see muscle relaxants and other drugs as well.  One of the things I’ve noticed over the years, the pattern of what we’re seeing in those drug tests varies.  The number at 165 or 175 has remained relatively stable but the particular drugs that are present in the blood change as the prescribing patterns change which just makes sense.  When we decided that high dose Oxycontin was not a safe drug, suddenly we were seeing less Oxycodone in the drug test and more Methadone because people were looking for a different long acting opiate.  So over the years, Methadone and Oxycodone and for a while long acting Morphine has been present in the drug patterns.  We’ve been sort of chasing that as we’ve gone along with trying how to determine how to treat and follow these cases.  

This is again just a graph how Oxycodone and Methadone have kind of chased each other over the years, up and down depending on how the prescribing patterns in the community.  I think that is a good example.  You can see Oxycodone is now up quite high in the drug test that we’ve seen. 
We’re going to give you a quick case example just to show you this is one single case but it is a good example of what we see.  There is some dramatic features to this that are not in other cases but certainly, this does represent many other kinds of drug deaths.  This was a young woman in her 20s.  She did have chronic pain syndrome, it was kind of a diffuse muskuloskelton pain, nothing that was surgically treatable, she also had Post Traumatic Stress Disorder and some panic attacks.  She was on Oxycodone, Fentanyl, Alprazolam – which is Xanax – and Lexapro which is an antidepressant.  Two weeks prior to her death she received a number of prescriptions – Fentanyl, 10 patches; 180 Oxycodone pills; and 90 Alprazolam pills.  That was to last her for a month.  She lived with her three children, two of whom were with the boyfriend that she also lived with.  On the night of her death, the boyfriend admitted they’d been smoking marijuana, he said that he did not do anything else but that she had crushed and snorted her Xanax and some street Methadone that she had gotten herself.
At the scene when the police went there, there were no Oxycodone pills, the 180 pills she was supposed to have.  They could find none of that.  There was an empty container of Alprazolam and the plate with the crushed pills was right there accessible to those three children who were 11, 6, and 3.  

We did the autopsy.  She was young so there wasn’t too much there.  She was mildly obese.  She did have two Fentanyl patches present instead of the one that she was supposed to have.  And then in the toxicology in the blood there was a number of different things.  The Xanax which was relatively high for what I might have expected.  Fentanyl was high.  Clonazepam wasn’t supposed to be there, that’s Clonopin another benzodiazepine.  The Methadone was there.  We knew that probably was converted.  There was some amphetamine – couldn’t find that anywhere in her doctor’s medical history or in the prescription monitoring so she shouldn’t have had that.  And then the Lexapro was present.

A couple of days after the death, we got some information from the police that the father of the 11 year old came to pick up his son, and the son had ADHD so he had some medication – Adderall – which some of you may know is also an amphetamine.  He started to give those pills to his son and thought there’s something very odd with this.  And he opened the capsules and they were empty.  So this mother was taking drugs from whatever source she could find, which unfortunately is what I think we see.
If you look at the prescription monitoring, maybe she was getting a couple days early refill on her Alprazolam.  Perhaps if there had been a urine screen done, depending on the timing, they might’ve noticed the absence of what she should have had, the Oxycodone, and maybe the presence of Methadone or amphetamines.  One case, but I think an example of the complexity of what we see and the complexity of the job that has to be done out there.  My observation is drug death investigations are just one small component of the epidemic, they’ve strained our office.  When we went from having 34 deaths to 160 deaths, we had to switch around all of our resources.  

Healthcare practitioners are also having difficulty trying to figure out how to treat these people without having to police them.  We’re doctors we’re used to monitoring tests, but trying to police them is a little bit difficult so we need some direction as well.  Some of the tools we have are great – prescription monitoring, narcotic contracts, drug screening – they help us identify when people do abuse but they really are not helping us to prevent it.

Thank you.
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