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The Governor’s Advisory Council on Substance Abuse 

April 15, 2014 • 2:00 pm 

VIA Conference Call 

Dial-in:  1-800-356-8278 • Conference Code: 834109 

GACSA Review Information 

 
 
April 15, 2014 

Participants 

Michelle Blatt, WV Department of Education 
Dr. Letitia Tierney, Commissioner, Bureau for Public 

Health, WVDHHR 
Brad Hall, MD, Executive Medical Director, WV 

Medical Professionals Health Program 
Tim White, Citizen Member 
George Karos, President, WV Board of Pharmacy 
Russ Taylor, Substance Abuse Program Advisor, 

HealthWays, Inc. - Dr. Lee Jones Miracles 
Happen Center 

Dr. Rolly Sullivan, Vice Chair & Director, Addictions 
Programs, WVU School of Medicine - Dept. of 
Behavioral Medicine & Psychiatry 

 
 
Karen Yost, Chief Executive Officer, Prestera Center 
Mark Drennan, WV Behavioral Healthcare Providers 
Dr. Stefan Maxwell, Medical Director, Neonatal 

Intensive Care Unit, CAMC 
Dave Bott, Coalition to End Homelessness 
Karen Bowling, Cabinet Secretary, WV Department 

of Health & Human Resources 
Kathy Paxton, Director, Division on Alcoholism and 

Drug Abuse, BBHHF (on behalf of GACSA Chair 
Vickie Jones) 

 
Staff 
Martha Minter, Community Access, Inc. 
Jenny Lancaster, Terzetto Creative, LLC 

 
 
Welcome and Roll Call of Membership 

 Kathy Paxton opened the conference call and informed participants that call was recorded for note-
taking purposes. 

 Jenny Lancaster provided a roll call of GACSA members present on the call. 
 
 
Meeting Background Information 

 Kathy provided background information on the issues and urgency of the call – need to get response 
information regarding the four issues to the Governor’s Office. 

 
 
Issue Discussion and Recommendations 
Four issues listed below were offered for discussion during the GACSA conference call.  Background information 
on each issue was provided to GACSA membership prior to the call.  Issues and responses are recorded as 
follows. 
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1. A Letter was received regarding a recommendation of the GACSA. A response is needed for Mr. Ashcraft. 
Also there seems to be misinformation regarding the availability of Subutex. Is it still available?  Also, 
what are the differences Subutex and Suboxone and address his concerns re: diversion in penal 
institutions. (Page 1 of GACSA Review Information) 

DISCUSSION: 
 

 Subutex – manufacturer stopped making it in September 2011 because it was a very small part of 
business and a huge part of diversion; saw their business at that point in combination tablet – 
buprenorphine and naloxone. 

 Since that time there have been a number of mono-buprenorphine products on the market  

 Pure buprenorphine is still available but Subutex was last seen on the shelf July 2012. 

 Generic form is available. 

 A lot of generic Subutex being prescribed to women regularly across the state. 
 

[Kathy] What is the difference and benefit of prescribing either one [Subutex and Suboxone]?  
 

 Initially two products approved – the mono-buprenorphine and combination buprenorphine/naloxone 

 Reason combo form came on the market was because of diversion experience in Europe; especially 
dangerous in combination with benzodiazepines. 

 In a way to make safer, they mixed naloxone with buprenorphine to avoid issue of diversion - for most 
part this has been successful. 

 Recommendations from AAAP [American Academy of Addiction Psychiatry] and ASAM [American 
Society of Addiction Medicine] – with rare exceptions, combo product is preferred. 

 
[Kathy] The reason the generic form is prescribed is for pregnant women because it is without combination drug 
in it? 

 

 The standard of care – one of the few times to use the mono product is for pregnant women; old data 
shows that naloxone in high doses in rats might cause birth defects; so decided by consensus several 
years ago that mono product was preference for pregnant women.  May not make sense which one is 
used, but acceptable to professional organizations is mono-buprenorphine. 

 
[Kathy] Regarding question of affordability, doesn’t Medicaid cover Suboxone and Vivitrol? 
 

 Yes, that is correct. 

 [Kathy – comment: probably can’t afford them if going to a cash only facility] 

 Subutex is not available in film strip, others are available in film strip (which proprietary in nature) - 
that’s what his concern is; not sure if Medicaid is covering pill form of Suboxone anymore since film 
strips are required by a law from 2 year ago. 

 Generic form of the film is not yet available. 

 [Mr Ashcraft’s] point is the issue of a 50% cost difference between required use of film and generic 
[inaudible] 

 Film is a much better product; anything you can do to get folks away from pill form is a step in the right 
direction (agreement) 

 
[Kathy] we have been told that many of the women being prescribed are not actually pregnant, or pregnant 
women are receiving really high doses (source: Moms and Babies Program) 
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 We have heard the same thing that it is being diverted; anecdotal information 

 In eastern panhandle, Subutex is not used at all; doctors are writing it for office use and dispensing it 
themselves. 

 We’ve learned first thing is that you need to verify that a women is pregnant when prescribing mono-
buprenorphine 

 Noticed that women who are coming from out in from out of state are coming in on high dose mono-
buprenorphine; (can sell some of that) 

 Price on street is twice as much for mono product than combo product 

 [Kathy] is that because there is a bigger high with no ceiling effect? 

 The difference between injected buprenorphine and heroine if very small, and that’s a problem. 
 
[Kathy]  What about the diversion into the penal system with the film? 
 

 That’s true; film slide in almost anything – stamps, books, etc. film is really flat. 

 There was a big media storm about this a few years ago, not sure how big of a deal it really is, but it has 
gotten some attention; [others heard same thing] 

 
 
2. An update provided and discussion on Tennessee’s Safe Haven legislation suggested. Delegate Fleischauer 

may be introducing. Also, in Tennessee, 60% of the women who are delivering drug dependent babies 
have a valid prescription. Tennessee, Kentucky and Ohio continue to utilize PDMP data to track over-
prescribers and now working with Medicaid to compare data. (Page 2 of GACSA Review Information) 

[Background info from Kathy]  
 
Kathy participated in group that was pulled together from Appalachian states in Tennessee in March to talk 
about neonatal abstinence syndrome; to highlight the work that states were doing and to see where we really 
were re: this initiative.   
 
Issues for GACSA discussion:  (1) In Tennessee, a study in Medicaid showed that 60% of women who delivered 
babies with neonatal abstinence syndrome had a valid prescription for pain pill. (2) Save Haven Legislation – 
supports when reporting these individuals (as required by CPS to report to HHS), it’s a safety net. Delegate 
Fleischauer (member of the 3 branch committee) is looking at this legislation.  (3) Issue of Medicaid and 
overprescribing continuing.   
 
Yesterday met with folks from BMS and talked about their ability to run/pull this data. They can pull the data, 
but feel it may be skewed because they are prescribing mono-buprenorphine to women who are saying they 
pregnant and they think a lot of it is being diverted. 
 
How do we think we’re doing re: tracking over prescribers?   
What are we doing about this issue? 
Some GACSA members are working on this issue and looking at statewide unified plan re: NAS 
 
Issue is still over prescribing (SB 437). What do we need to do? Do we need further education? 
 
DISCUSSION 
 

 In terms of percentage of moms that have valid prescription – we could try to obtain that data; we could 
pull data from hospital or (Chafin) may be able to obtain from Marshall; re: who is attending a 
methadone clinic, or who has valid prescription. 
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 Would guess data is similar to Tennessee; women are being treated for narcotic addition or usage with 
methadone, Subutex, etc. 

 Think more education is needed re: prescribing 

 See 1-3 new pregnant women a week that come in for treatment; most do not have valid prescription 
for buprenorphine; in 2014 vast majority (3/4) have bought it on the street and it’s tested in urine when 
they get here. 

 Do they end up w/ a valid prescription at birth? Is this at intake or at birth? 

 [Kathy] in TN looked at both prescriptions written prior to pregnancy and at birth.  Prescribing these 
substances to women during pregnancy seems to be an education issue w/ the docs. 

 [Kathy] rationale of one of the docs – when a women is in pain during pregnancy; what if she loses the 
baby because she is in so much pain?  

 [Inaudible] Re: opiates / women of child-bearing age – may not be pregnant when they started down 
that road; when they get into clinics, trying to get off that medicine and get shifted to approved form or 
continuation of being prescribed medications throughout pregnancy; it more of same old education that 
we need to keep doing. 

 [Kathy] – So need to include best practices for prescribing for women during pregnancy? 

 Not just pregnancy but women of child bearing age. 
 
 
3. Can you please provide discussion on Nalaxone treatment and other new medications to decrease 

overdose deaths. (Page 3 of GACSA Review Information) 
 

DISCUSSION: 
 
[Kathy] talking about the new products Epi-pens, inhalant, regular naloxone; Are folks prescribing that? 
What are your thoughts about this? 
 

 Naloxone – can only give intravenous or intramuscular; can’t give it any other way successfully 

 Thought it was ironic to come up w/ nasal spray for persona who wasn’t breathing. 

 Does come as in inject-able form – idea is to get it in the hands of family members/friends of 
those addicted to opioids; many OD several times a year. 

 I support family/friends having this medication available (as junior EMTs); have it on the shelf – 
b/c time is of the essence if someone overdoses. 

 Didn’t we recommend that as a group to make more naloxone more readily?  [Kathy] YES, this 
was recommended by GACSA last year. 

 [Kathy] what about the new drug? (Evzio); federal funders ask if we have implemented this yet; 
want GACSA opinions on this; Is there a need to discuss further w/ increase in heroine? 

 [Kathy] GACSA and State Medical both made this recommendation; is there anything new?  
What might potential objections or support be? 

 A potential objection that was reported to a GACSA member - couple people thought that 
having this drug would encourage opioid drug use, because others could revive them. (GACSA 
member – didn’t agree with this statement);  

 Think the benefits so outweigh the potential negatives that our group should enthusiastically 
support its use. 

 I agree completely; think we should look at this; this is a huge benefit in saving lives. Should 
endorse this wholeheartedly.  
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 If people are educated on this, you’re not going to have any trouble; problem is that people 
don’t understand it. 

 In partnership w/ research dept in WVU – looking at piloting that program in 3 counties – 
Boone, Mingo, and Logan.  Reported from the law enforcement community: last thing they 
want are officers giving injection – not opposed to drug, just how it is administered; in process 
of gathering data through small groups. Have also talked to school nurses who would like this 
for sporting events or at school for faculty, parent, student, etc.  Especially needed in Mingo co. 
where it can be 30 min to get first responder.  Hope to have study/data in 3-4 months. 

 Agree that it needs to be available. 

 In 1999 – 30% of accidental deaths were opioid related, in 2010 – 60% (CDC numbers) 

 Studies from other states – beyond a doubt it works and saves lives. 

 Educational piece can be done efficiently, models are out there. 

 Only objection one member heard was from EMT people – objected to idea that calm near 
comatose patient when given the injection becomes combative; didn’t like dealing w/ 
combative patient.  (GACSA member disagreed – better to be combative than dead). 

 Needs to go way beyond first responders; needs to be widely available, not a lot of reported 
adverse consequences of doing that. 

 Recommend it stronger than ever (support an executive order) 

 Members agree / need to take a strong stand and support 

 Information re: CDC grant for prescription drug overdose: $6 million available - $400K per year; 
needs to be applied for by the state; due in June. 

 [Kathy] Letters from White House, CDC, SAMHSA; need to be doing this education; we continue 
to get encourage – grant is first that we’ve seen that supports that funding. 

 [Kathy] we don’t need legislation to do this; different states do it differently; different 
authorities that public health directors have; some do it on a community based effort.; opioid 
treatment centers are the ones who are prescribing and getting that out; as well as doctors; we 
are looking at most high risk families as first responders; in many areas Firefighters/police are 
often first on the scene. 

 
 
4. There have been many questions raised and new legislation introduced at the Federal level regarding the 

new drug, Zohydro. Can you please provide discussion on your awareness of the drug, its formulation and 
use? (Page 7 of GACSA Review Information) 

 
DISCUSSION 

 [Kathy] re: ZoHydro – several governors have declared this a public health emergency; Senator Manchin 
has introduced legislation. 

 Have been reading about ZoHydro ER – it is the first acetaminophen free Hydrocodone product in US, no 
mechanism to prevent alteration / abuse resistant formulation; capsule can easily be opened making 12 
hours of opioid available for rapid injection. 

 In agreement w/ MA (outlawed its use) and VT (strict restrictions on prescribing) 

 [Inaudible] think this is a bad medication; FDA advisory committee voted 11 to 2 against it 

 In making the case, they have educated the public and healthcare profession about concerns of its use. 

 Don’t know if WV has a mechanism to do anything about it other than publicity re: this medication. 
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 Dr. Tierney is looking into whether she has the ability to do something similar to VT and put prescribing 
prescriptions in place; in MA the manufacturer has already sued. 

 Can we provide support re: senator Manchin’s idea?  I Agree 

 Feel like revisiting Oxycontin originally no safeguards in place (now tamper proof); this drug doesn’t 
have any safeguards; don’t need another opioid, esp. one that is not tamper proof. Strong agreement. 

 If you talked to opioid addicts – original exposure came from a Hydrocodone product. 

 [Kathy] we hear from community that primary care docs – Hydrocodone and Xanax are prescribed for 
every ailment; one doctor reported fear is that they would see “Hydro” and think its okay, that it’s 
another better form of Hydrocodone.  

 Very legitimate concern 

 Available mg available is significantly higher; potential for inadvertent use 

 Recipe for disaster; will be most popular drug on street if we accept it. 
 

Any other general discussion?  
 

 General question related to conversation w/ regional rep of Coventry Aetna - [inaudible] inter-
relationship between private pay, not private pay and Medicaid and what is/isn’t paid for? Rep gave an 
example – insurance company when they fill prescriptions for opiate replacement therapy they do cross 
check for co-existence of benzo prescriptions (and urine drug tests); won’t fill a prescription if person 
also has prescription for benzo; if we got insurance payers with clinicians in work group, could we do 
more discussions/educations to look at issues re: overprescribing? 

 Have a lot of either uneducated or greedy physicians, a lot of bad prescribing practices; huge issue 

 Kathy requested Dr. Tierney to send updates re: any changes/suggestion that you have in mind re: 
Zohydro to Kathy to send to group. 

 Participant - Who will be governor’s representative in place of Hallie Mason?  [Haven’t been told that.] 

 Some of the recommendations met a harsh death at Legislature this year. 

 Need to work closer with our Governor’s representative; don’t think just recommending through the 
council is going to work that well, need to work with legislators. 

 Behavioral health providers – met w/ 50 representatives and recommendations included GACSA 
recommendations re: Sudafed.  Disappointed that didn’t make it. 

 [Kathy] this issue was only brought up in one region (5); think that was the issue; received feedback that 
other counties don’t think this is a statewide issue, but rather a focus area issue. 

 Think it was the retail pharmacies that won the day on that bill 

 Pseudoephedrine – state board of pharmacy went on record to support prescription only 2 or 3 years 
ago; talked to legislators – well it’s only a problem in Kanawha/surrounding areas, but now it’s a 
problem in eastern panhandle; don’t think it’s the pharmacies, but rather the insurance companies are 
the ones that talked legislators into not supporting. 

 
With no further discussion, Kathy thanked participants and adjourned call. 
 
 


