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Introduction

Prescription drug monitoring programs (PDMPs) collect prescription data on medications
classified as federal controlled substances. The information is stored in a central database and
can be accessed by authorized users. Although programmatic details differ among states, in
general, all PDMPs are designed to assist in detecting and preventing abuse, misuse, and
diversion of controlled substances. Specifically, programs are targeted toward reducing the
incidence of ‘doctor shopping’ which occurs when patients see multiple providers and
pharmacies with the intent of obtaining controlled substances for misuse and/or diversion (1).

Health care professionals who prescribe or dispense controlled substances can access PDMP
databases with increasing ease and efficiency. Since the advent of electronic prescription drug
monitoring systems, access can occur at the point of care and can assist prescribers and
dispensers in making treatment decisions. Patients’ reported use of scheduled medications can
be confirmed by accessing PDMP reports, allowing prescribers and dispensers to detect
individuals who may be feigning illnesses in an effort to acquire drugs for the purpose of abuse
or diversion. The term prescriber as used in this report includes physicians, dentists, nurse
practitioners and other health care professionals authorized to prescribe controlled substances;
the term dispenser refers to those individuals who dispense controlled substances, the vast
majority of whom are community pharmacists.

In addition to prescribers and dispensers, most states allow regulatory and law enforcement
agencies involved in drug-related investigations to access PDMP databases, enabling them to
more efficiently collect and analyze data that may be useful in identifying those individuals
involved in illegal trafficking or misuse of prescription drugs.

Origin and Funding of Prescription Drug Monitoring Programs

Since the early 1930’s, state regulatory, administrative, and law enforcement agencies have
seen the need for and have worked to establish systems to track and monitor the prescribing
and dispensing of particular prescription drugs. California was the first state to establish a
PDMP in 1939. By 1992, 10 states had operational PDMPs and many more states were in the
process of enacting legislation for the establishment of a PDMP. Although the common goal
among these early programs was to reduce prescription drug abuse and diversion, there was
wide variation in program design, objectives, and operation. In 2002, as part of an effort to
standardize and unify PDMPs, the National Alliance for Model State Drug Laws (NAMSDL)
drafted a model program, outlining common goals that should be shared among existing and
future PDMPs. These goals include: 1) detection and prevention of scheduled prescription
drug abuse and misuse; 2) support of access to controlled substances for legitimate medical
use; 3) facilitation of the identification and provision of treatment to persons who may be
addicted to scheduled prescription drugs; 4) utilization of controlled substances use and abuse
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trend data to inform public health and public policy initiatives; and 5) education of individuals
about PDMPs, and the use, abuse, and diversion of scheduled prescription drugs (2).

With the increasing usage of PDMPs and the steady increase in the abuse and diversion of
controlled substances, the Bureau of Justice Assistance (BJA), Office of Justice Programs in the
U.S. Department of Justice created the Harold Rogers Prescription Drug Monitoring Program
(HRPDMP) in 2002 (3). Funds for this program were provided by Congress to assist in the
planning, implementation, and in some cases the enhancement of state PDMPs. From 2002 to
2008, over 100 state HRPDMP grants were awarded by the BJA. For fiscal year (FY) 2009, $7
million was appropriated by Congress for the HRPDMP. President Barack Obama proposed that
the budget for 2010 would include $7 million for the grant program (4).

A second source of funding for PDMPs is the National All Schedules Prescription Electronic
Reporting Act (NASPER) administered by the U.S. Department of Health and Human Services.
This program also is designed to assist states in creating a PDMP or enhancing an existing one;
however, it differs from the HRPDMP in that it does not provide funding for planning a PDMP
(5). During fiscal year (FY) 2009, $2 million was appropriated by Congress for NASPER
implementation. Grants were first made available in FY 2009 and an additional $2 million was
proposed by President Obama for NASPER in the FY 2010 budget (5).

Recommended Components of Prescription Drug Monitoring Programs

According to the National Alliance for Model State Drug Laws (NAMSDL), there are seven key
characteristics of a strong PDMP (6).

1. Drugs being monitored should include federal controlled substances and drugs that
have been identified by law enforcement agencies and addiction specialists to have
abusive potential. It is also suggested that some substances, not classified as
scheduled, should be monitored if found to be highly abused, and state legislation
should be passed to place these substances in a schedule.

2. Monitoring systems should proactively provide information to law enforcement
agencies, licensing officials, and other appropriate individuals. This information
should be reviewed by a drug monitoring official and if there is reason to suspect
that a violation has occurred, the offender should be reported to the appropriate
agency. In addition, a statute must be in place that allows programs to disclose
information for public research, policy, and educational purposes, provided that no
personal identifiers are included.

3. Persons authorized to request information from the program should include
dispensers, prescribers, law enforcement agencies, and licensing officials.

4. Authorized users of the program should receive special training which would ensure
proper use of the information obtained from the program.
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5. Programs should include an evaluation component aimed at identifying cost-
benefits and assessing ways to improve the existing program.

6. Data collected through PDMPs should not be subject to public or open records laws.
Penalties should be instituted for individuals who either knowingly disclose or use
the information in ways not authorized by the law.

7. Each state should have measures in place to address interstate misuse and abuse of
prescription drugs.

Current Status of Prescription Drug Monitoring Programs

As of June 1%, 2010, 42 states had laws authorizing the establishment of a PDMP, 33 of which
are currently in operation (Figure 1) (2). Eight states - Alaska, Florida, Kansas, Minnesota, New
Jersey, Oregon, South Dakota and Wisconsin - have legislation in place for the establishment of
a PDMP; however, these systems are not yet operational.

In 2007, legislation was enacted in the state of Washington for the establishment of a PDMP,
housed in the Department of Health. In 2008, initial funding for program implementation was
provided by the state legislature; however, Washington state officials report that recurring
funding to cover the cost of program operation was not forthcoming so the program was never
fully implemented and has recently been suspended (8).

Two states - New Hampshire and Delaware - have legislation pending for the establishment of a
PDMP (2).
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Figure 1. States with Prescription Drug Monitoring Programs
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"Washington has temporarily suspended its PMP operations due to budgetary constraints. A bill was proposed during the most recent legislative session that would
have allowed for the statewide operation of a privately funded PMP; however, the bill did not pass, and the Washington Legislature is no longer in session. “The
proposed New Hampshire PMP bill failed to pass a committee vote and is unlikely to become law this session.

© 2010 The National Alliance for Model State Drug Laws (NAMSDL)
Used with permission.

Characteristics of Existing Prescription Drug Monitoring Programs

Prescription Drug Monitoring Programs are housed in and operated by different governmental
agencies. Most commonly, programs are operated by state boards of pharmacy (14 of 33).
State Health Departments, including Departments of Public Health and Departments of Health
and Human Services, oversee PDMPs in 11 states. Law enforcement agencies, professional
licensing boards other than pharmacy, and consumer protection agencies also oversee PDMPs.
Differences also exist regarding the schedules monitored by the PDMP. Table 1 summarizes the
characteristics of current PDMPs in operation, including the schedules of drugs being
monitored, year of legislation enactment, date that data collection started, and the responsible
agency (9 - 11).
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Table 1. Prescription Drug Monitoring Program Characteristics by State

State

Alabama
Alaska”

Arizona
California

Colorado

Connecticut
Florida*
Hawaii

Idaho

Illinois

Indiana

lowa
Kansas *
Kentucky

Louisiana
Maine
Massachusetts
Michigan

Minnesota *
Mississippi
Nevada**
New Jersey*
New Mexico
New York

North Carolina

North Dakota

Ohio
Oklahoma

Agency governing program

Department of Public Health

Division of Corporations, Business and
Professional Licensing

Board of Pharmacy

Department of Justice, Bureau of
Narcotic Enforcement

Department of Regulatory Agencies-
Board of Pharmacy

Department of Consumer Protection
Office of Drug Control

Department of Public Safety-Narcotics
Enforcement Division

Board of Pharmacy

Department of Health and Human
Services

Board of Pharmacy

State Board of Pharmacy Examiners
Board of Pharmacy

Cabinet for Health and Family
Services, Office of Inspector General
Board of Pharmacy

Office of Substance Abuse
Department of Public Health

Bureau of Health Professions

Board of Pharmacy

Board of Pharmacy

Board of Pharmacy

Division of Consumer Affairs
Board of Pharmacy

Department of Health-Bureau of
Narcotic Enforcement
Department of Health and Human
Services

Board of Pharmacy

Board of Pharmacy
Bureau of Narcotics

Schedules
monitored

II-V
II-V

-1V
-1V

II-V

II-V
-1V
II-V

-1V

II-V

II-V

-1V
-1V
II-V

II-V
-1V
Il
II-V

-1V
II-V
-1V
-1V
-1V
II-V

II-V

II-V
II-V

Year enacted

2004
2008

2007
1939

2005

2007
2009
1943

1967

1958

1994

2006
2008
1998

2006
2003
1992
1988

2007
2005
1995
2008
2004
1972

2005

2005

2005
1990

Date data collection
started

April 2006
2011 (tentative)

October 2008

1939 triplicate prescription
program, Electronic
monitoring implemented in
1997

July 2007 data collection;
2008 users now allowed to
request prescription
information

July 2008

Goal is December 2010

1992 schedule Il only; July
1999 II-IV

1967 triplicate prescription
program; October 1997

1958 start of prescription data
collection; 1968 triplicate
prescription program; April 1%
2000 electronic monitoring of
schedule Il only; January 2008
expansion to include I1-V
1994 schedule Il only; July
2005 expanded to schedules
-V

January 2009

Goal is October 2010

January 1999

November 2008

July 2004

1994

1989 schedule Il only; January
2003 schedule II-V

Goal is 2010

April 2005

January 1st 1997

July 2005
July 1982

July 2007

September 2007; Pharmacists
were asked to provide data
from January 2007

May 2006

1991 schedule Il only; July
2006 electronic
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Oregon*
Pennsylvania

Rhode Island

South Carolina
South Dakota*

Tennessee
Texas
Utah
Vermont
Virginia

Washington™
West Virginia

Wisconsin*
Wyoming

Department of Health and Human
Services
Office of the Attorney General

Department of Health, Board of
Pharmacy

Department of Health and
Environmental Control
Board of Pharmacy

Board of Pharmacy
Department of Public Safety
Board of Pharmacy
Department of Health
Board of Pharmacy

Department of Health
Board of Pharmacy

Board of Pharmacy
Board of Pharmacy

-1V

-1V

-1V

II-V
Il
II-V
-1V
-1V

II-V
-1V

I1-111
-1V

2009

1972

1978

2006

2010

2003
1982
1995
2006
2002

2007
1995

2010
2004

States with legislation in place for establishment of PDMP, but not yet implemented.
** Nevada’s law mandated that both the Board of Pharmacy and the Investigation Division of the Department of Public Safety
cooperatively establish the state’s PDMP; however, the Board of Pharmacy carries most of the responsibility with regard to its

administration.

2010 (tentative)

Original circa 1973; Current
data use 2002

1979 triplicate prescription
program-schedule II; July 1997
electronic monitoring of
schedules II-11I

January 2008

December 2006

July 1982

January 1997

January 2009

September 2003-pilot
program in southwest
Virginia; June 2006 statewide
prescription monitoring

1996 schedule Il only; January
12003

July 2004

***\Washington has temporarily suspended its PMP operations due to budgetary constraints. A bill was proposed during the
most recent legislative session that would have allowed for the statewide operation of a privately funded PMP; however, the

bill did not pass, and the Washington Legislature is no longer in session.

In addition to the general schedules outlined in Table 1, some states also include other more
specific guidelines for substance monitoring within their PDMP. For example, lowa monitors
schedule Il and 1V substances that the advisory council and Board of Pharmacy determine to be
addictive or fatal if not taken under the care of a licensed practitioner, and Oklahoma’s PDMP
statute excludes from monitoring schedule V substances containing any detectable quantity of
pseudoephedrine (3). Nine states have PDMP laws that allow monitoring of non-controlled or
nonscheduled substances under specific circumstances. It should be noted that not all states
with statutory authority to monitor non-controlled substances are currently monitoring for
such substances and, in fact, additional regulations may be needed before monitoring can

commence in some states. (Figure 2) (2, 12).
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Figure 2. States with Statutory Authority to Monitor Non-Controlled Substances
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© 2009 The National Alliance for Model State Drug Laws (NAMSDL)
Used with permission.

Some states statutorily mandate that their PDMP work with or use an advisory committee,
council, task force, or working group during program implementation, monitoring and
evaluation. The states with such mandates are depicted in Figure 3 (12).
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Figure 3. States with Statutory Requirements for Committee Oversight of Prescription Drug
Monitoring Program Operations
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© 2009 The National Alliance for Model State Drug Laws (NAMSDL)
Used with permission.

Of the 33 states that have operational PDMPs, 19 have laws that impose no expectation on
practitioners to access the PDMP information prior to prescribing or dispensing controlled
substances (Figure 4) (12). By outlining this explicitly in the law, practitioners are provided
immunity from civil liability for accessing, or failing to access, prescription information
contained in the PDMP database. These laws govern dispensers practicing in those states as
well, with the exception of lowa and Indiana. Nevada, on the other hand, mandates that under
certain circumstances the practitioner must review information contained in the PDMP
database for the prior 12 months before prescribing or dispensing a controlled substance to
determine whether the prescription is medically warranted (2).
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Figure 4. States with Explicit Laws that Impose No Expectation on Practitioners to Access
Program Data Prior to Prescribing or Dispensing
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© 2009 The National Alliance for Model State Drug Laws (NAMSDL)
Used with permission.

Cost of Prescription Drug Monitoring Program Operation

The cost of implementing and operating a PDMP varies from state to state. Average cost for
implementation of a PDMP is approximately $350,000 while annual operating costs have been
estimated to range from $100,000-$1million (9).

Many factors contribute to the wide variation in the annual operating costs of a PDMP. An
analysis of PDMPs conducted by the U.S. Government Accountability Office (13) identified the
following as major factors that impact program operational costs:
1. Size of the state
2. Differences in the PDMP implemented
a. Number of schedules monitored/drugs covered; some states in addition to
monitoring scheduled drugs, also monitor non-scheduled drugs with
potential for abuse
b. Method for collecting prescription information
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c. The way in which the prescription information is used - some states use their
PDMP proactively, while others use it reactively; proactive use requires more
resources and thus incurs additional cost
d. The type of state agency housing the PDMP
e. Method of analyzing the data
3. Number of pharmacies reporting prescription information to the PDMP
4. Number of providers and law enforcement agencies requesting prescription
information
5. Number of staff required to ensure smooth operation of the PDMP
6. Number and type of outside contractors required to run the PDMP

Transmission of Prescription Drug Monitoring Program Data

The transmission of prescription information (patient identifier, drug dispensed, date of
dispensing, quantity dispensed, prescriber, and dispenser) from dispensers to the PDMP
administrator is a multi-step process. Most states with active PDMPs have employed external
vendors to collect prescription information from pharmacies, the primary dispensers of
controlled substances. The data is verified and checked for errors then transmitted to the
PDMP. Some state PDMPs have mechanisms that allow providers who dispense controlled
substances infrequently to submit information via paper format, or via secure websites that
allow data entry for a single dispensing transaction.

The data is checked for errors at many different levels. For example, in Kentucky when data is
transmitted to the authorized vendor, it is automatically scanned for errors such as missing
patient identifier or incomplete prescription information. When this process is complete, the
data is automatically uploaded into the PDMP system, which again checks for errors. Only after
the data has undergone this sequence of checks is it made available to registered users.

At this time, no state has implemented a program that requires real-time data transmission at
the point of controlled substance dispensing. Currently, the most common time frame for data
transmission is bi-weekly. The state of Oklahoma, however, is hoping to reach real-time data
transmission by the year 2011.

Confidentiality of Prescription Drug Monitoring Program Data

Prescription drug monitoring programs collect and house sensitive, patient-specific information
that is governed under the Health Insurance Portability and Accountability Act (HIPAA). To
safeguard patient information, there are numerous security measures that come into play, with
checks and balances taking place at multiple levels. First of all, there is the physical security.
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The PDMP is physically in a place with limited access, where only a select few authorized
personnel are allowed to enter. Hardware and software encryption, to prevent encoding of
information should any breech in security occur, is also a standard feature of PDMPs. In
addition, there is a rigorous registration process for authenticating users. Prior to granting
access, practitioners’ DEA numbers are checked and verified and their standing with the
respective licensing board is investigated. After access is granted, there are other security
measures in place to help protect patient information. An audit trail is created for every user
that records when and where the data were accessed, the frequency of access, and for which
patients. There are checks in place that “time-out” a user if the system is left idle. Some
programs also deny access to users if they have not accessed the system in a specified number
of days. These and many other security measures are employed to help securely maintain the
database and protect patient information.

Since the inception of PDMPs in the 1930’s, there have been no reports of confidentiality
breeches until very recently. On April 30" 2009, the Virginia Department of Health Professions
was informed that their PDMP database was accessed by an unauthorized user. Currently an
ongoing investigation of this incident is being conducted by both federal and state law
enforcement agencies (14). Patients whose prescription record contained Social Security
numbers were contacted via email to explain the potential breech in information, and were
cautioned to pay particular attention to activities involving their Social Security numbers over
the next year (14).

Accessibility and Currency of Prescription Drug Monitoring Program Reports

Access to PDMP reports varies by state (15). Some states only allow law enforcement agencies
involved in drug-related investigations and regulatory boards to access the information. In
other states, a variety of groups are authorized to access the prescription information, including
prescribers and pharmacists who use the information at point-of-care to make prescribing and
dispensing decisions.

For most states the PDMP is electronic and available online. Authorized users have direct
access to the online system, and when requested, a report is generated within seconds to
minutes. Some states, such as Michigan, North Dakota, and Utah, also accept requests via fax.
This process takes a bit longer, generally one to two days, as requester information must be
authenticated. In other states, a report may take as long as 14 days.

As discussed previously, the time frame in which prescription data is transmitted to PDMPs also
varies from state to state. For the vast majority of states, dispensers are required to report
prescription data to the PDMP system every 7-14 days. Therefore, when a prescriber or
dispenser requests a report on a patient, the information in the report may be up to 14 days
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