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Overview 
 

The Commonwealth has a long history of trying to combat addiction. We began to address the harm of opioids in 
2004, when 456 individuals died of an opioid overdose. Since 2004, more than 6,600 members of our community have 
died, and behind those deaths are thousands of hospital stays, emergency department visits, and unquantifiable 
human suffering.  
 

We are in the midst of an epidemic. Our response requires a strong partnership between the medical community, law 
enforcement, the judiciary, insurers , providers, health and human services agencies, elected officials, and the public. 
Our law enforcement agencies are a critical part of the opioid solution; however, we cannot arrest our way out of this 
epidemic. These recommendations aim to ensure access to pain medication for individuals with chronic pain while 
reducing opportunities for individuals to access and use opioids for nonmedical purposes.  
 

The Commonwealth must build upon and accelerate the prevention, intervention, treatment, and recovery support 
strategies recommended by prior task forces and commissions and acted upon by the legislature. Equally important, 
we must implement BOLD NEW STRATEGIES . To that end, the working group developed more than 65 actionable 
recommendations for the administration to consider for implementation.  
 

The challenge is great. Addiction is a complex disease. There are no easy or quick solutions, nothing short of a 
comprehensive approach to this opioid epidemic will turn the tide of overdose deaths and reduce the harms that 

opioids are inflicting upon individuals, families and our communities .  
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Objective 
Produce actionable recommendations to 
address the opioid epidemic in the 
Commonwealth  

 

Goals  
Å Reduce the magnitude and severity of 

harm related to opioid misuse and 
addiction  

Å Decrease opioid overdose deaths in the 
Commonwealth  

To Meet the Objective the 

Working Group 
Å Hosted 4 listening sessions in Boston, 

Worcester, Greenfield, and Plymouth  
 

Å Held 11 in person meetings  
 

Å Received and examined documents and 
recommendations from more than 150 
organizations  
 

Å Heard from more than 1,100 individuals from 
across the Commonwealth 
 

Å Reviewed academic research, government 
reports, and reports of previous task forces 
and commissions 
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1987: Commonwealth 
announces to halt  sending 
civilly committed women 
to the correctional facility 
in Framingham 1 

1992: Commonwealth 
establishes  the 
prescription monitoring 
program (PMP)   

2010: Legislature:  
Requires practitioners 
to receive training on:  
Å Pain management;  
Å Identifying patients 

as high risk for 
substance abuse;  

Å Counseling patients 
about the side 
effects, addictive 
nature, and proper 
storage and disposal 
of prescription 
medications 11 

2015 1994 

  30 Years of Combatting Addiction in the Commonwealth  

2011: DPH issues 
report on Alcohol & 
Drug Free 
Housing 12   

2004: Legislature: 
Establishes  Massachusetts 
OxyContin and Other Drug 
Abuse Commission6 

2006: Massachusetts 
OxyContin and Other Drug 
Abuse Commission issues 
report 7 

2012:  Legislature: 
Reforms prescribing 
practices, requiring: 
ÅAutomatic enrollment 

into the PMP for 
practitioners  
ÅTamper resistant 

prescription forms  
ÅDissemination of 

educational  materials 
when a pharmacist 
dispenses a schedule II 
or III drug  
ÅPrescription lock boxes  

be sold at pharmacies14 

2
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0
6 

2012:  Substance Use 
Prevention 
Education: A cost 
analysis report 
issued 15 

2011: Legislature: 
Å Reforms §35 civil 

commitment statute, 
increasing the 
maximum time that 
a person may be 
held from 30 days to 
90 days 

Å Funds expansion of 
§35 services13 

2013: Legislature:  
Å Requires practitioners to 

utilize the PMP prior to 
issuing a schedule II or 
III drug to a patient for 
the first time  

Å Funds expansion of § 35 
services 16 

2014: Legislature:  
Å Establishes trust fund to increase 

access to treatment 
Å Requires BSAS to establish a helpline 

and website for consumers to be 
informed of available treatment  

Å Authorizes pharmacists to dispense 
Narcan (naloxone) 

Å Requires DPH to certify Alcohol and 
Drug Free Homes that meet specific 
guidelines17 

2014: Legislature:  
Å Mandates minimum insurance coverage 

for ATS/CSS ð effective October 1, 2015 
Å Requires  pharmacists to dispense 

interchangeable abuse deterrent drugs 
Å Requires  hospitals to report incidents of 

substance exposed newborns  
Å Requires regulations that mandate 

coordination of care and discharge 
planning for BSAS licensed facilities 18 

2014 2012 
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2009: Legislature: 
Authorizes recovery 
high schools 9 

2009: 
Recommendations of 
the OxyContin and 
Heroin Commission 
submitted to the 
legislature10 

2008: Legislature: 
Establishes 
commission to 
investigate the impact 
of OxyContin and 
Heroin on state and 
municipal 
government 8 

2009 2008 
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2010 

June 2015: 
Working group  
submits 
recommendations21  

February 2015: 
Governor Baker 
appoints opioid 
working group 20  

2014:  Findings of the Opioid Task 
Force and DPH  Recommendations 
released 19 
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1996: SJC Chief Justice Liacos  
states that substance abuse 
programs prevent crime; 
estimating that between 85% 
and 90% percent of criminals 
have a substance abuse 
problem 3 

2000: Legislature: 
Mandates parity for 
behavioral health 
treatment4 
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2000 2015 1996 

2010: Commonwealth 
issues Substance Abuse 
Strategic Plan2  

Sources listed in Appendix A 
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MA Department of Public Health Data Brief, April 2015 
http://www.mass.gov/eohhs/docs/dph/quality/drugcontrol/county-level-pmp/data-brief-apr-2015-overdose-county.pdf 
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MA Department of Public Health Data, February 2015 
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1.  Create new pathways to treatment  
 Too many individuals seeking treatment utilize acute treatment services (ATS) as their entry point, even when a less acute level of 

treatment may be appropriate. By creating new entry points to treatment and directing individuals to the appropriate level of  care, 
capacity will be managed more efficiently and the Commonwealth will be better able to meet the demand for treatment.  

 

2.  Increase access to medication-assisted treatment  

 Medication -assisted treatment for opioid use disorder (e.g. methadone, buprenorphine, naltrexone) has been shown to reduce illicit 

 opioid use, criminal activity, and opioid overdose death. Increasing capacity for long -term outpatient treatment using medications as 
 well as incorporating their use into the correctional health system, can be a life-saving intervention.  
 

3.  Utilize data to identify hot spots and deploy appropriate resources 
By the time DPH receives overdose death data from the medical examiner, the data is stale. The Commonwealth should partner with 
law enforcement and emergency medical services to obtain up-to-date overdose data, which can be used to identify hot spots in a 
timely manner and allocate resources accordingly. 
 

4. Acknowledge addiction as a chronic medical condition 

 Primary care practitioners must screen for and treat addiction in the same way they screen for and treat diabetes or high blood 

pressure.  This will expedite the process for timely interventions and referrals to treatment.  
 

5. Reduce the stigma of substance use disorders 

 The stigma associated with a substance use disorder (SUD) is a barrier to individuals seeking help and  contributes to: the poor 

mental and physical health of individuals with a SUD; non -completion of substance use treatment; higher rates of recidivism; 
delayed recovery and reintegration processes; and increased involvement in risky behavior.  

 

 

The Working Groupõs KEY STRATEGIES:  
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6. Support substance use prevention education in schools 

 Early use of drugs increases a youthõs chances of developing addiction. Investing in the prevention of youthõs first use is crit ical to 

         reducing opioid overdose deaths and rates of addiction.  
 

7. Require all practitioners to receive training about addiction and safe prescribing practices 
 Opioids are medications with significant risks; however, safer opioid prescribing practices can be accomplished through education.  
 

8. Improve the prescription monitoring program 
 The Commonwealthõs prescription monitoring program (PMP) is an essential tool to identify sources of prescription drug  
         diversion. By improving the ease of use of the PMP and enhancing its capabilities, it will no longer be an underutilize d  resource.  
 

9. Require manufacturers and pharmacies to dispose of unused prescription medication 
 Reducing access to opioids that are no longer needed for a medical purpose will reduce opportunities for misuse.   
 

10. Acknowledge that punishment is not the appropriate response to a substance use disorder 
 Arrest and incarceration is not the solution to a substance use disorder. When substance use is an underlying factor for  
 criminal behavior, the use of specialty drug courts are effective in reducing crime, saving money, and promoting retention in  drug 
 treatment. It is important that treatment occur in a clinical environment, not a correctional setting, especially for patients 
 committed civilly under section 35 of chapter 123 of the General Laws.  
 

11. Increase distribution of Naloxone to prevent overdose deaths 
 Naloxone saves lives. It should be widely distributed to individuals who use opioids as well as individuals who are likely to     
         witness an overdose. 
 

12. Eliminate insurance barriers to treatment 
 Removing fail first requirements and certain prior authorization practices will improve access to treatment. By enforcing par it y 
 laws, the Commonwealth can ensure individuals have access to behavioral health services.  

The Working Groupõs KEY STRATEGIES:  
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Intervention 
 

Å Evidence-based screening for risk behaviors and 

appropriate intervention methods  

Å Prescription monitoring program  

Å Civil commitment  

Å Utilization of data to identify hot spots  

Å Access to naloxone  

Å Recovery coaches in Emergency Departments 

Prevention  
 

Å School based prevention education  

Å Parent education about signs of addiction 

Å Community coalition initiatives  

Å Local drug -free school initiatives  

Å Prescriber and patient education 

Å Drug take-back programs 

Å Public awareness  

Treatment 
Å Continuum of treatment from acute inpatient services to 

outpatient services 

Å Civil commitment: court -ordered SUD treatment  

Å Medication assisted treatment 

Å Outpatient counseling  

Å Emergency services  

Å Central database of treatment resources 

Recovery Support 
Å Residential rehabilitation programs  

Å Alcohol and drug free housing  

Å Family and peer support  

Å Recovery high schools 

Å Resource navigators and case management 

 

In order to reduce opioid deaths, the Commonwealth must use all the tools in the toolkit 



FINDINGS AND  

RECOMMENDATIONS  
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ϝϝwŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŀǇǇŜŀǊƛƴƎ ƛƴ ǊŜŘ ŀǊŜ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ DƻǾŜǊƴƻǊΩǎ ŀŎǘƛƻƴ Ǉƭŀƴ 
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1. Individuals in crisis cannot access the right level of treatment at the right time  

2. Youth drug use and addiction trends must be addressed through prevention education  

3. Pregnant women and mothers with a substance use disorder need specialized care 

4. Opioid medications must be safely managed by prescribers, pharmacists, and patients 

5. The stigma associated with a substance use disorder is a barrier to treatment and recovery 

6. Lack of transparency and accountability hinder our ability to respond to the opioid crisis  

7. Courts and Jails should not be the primary mode of accessing long-term treatment  

8. Recovery resources are insufficient and difficult to access 

9. Increasing access to Naloxone will save lives 

10. Insurance barriers prevent individuals from receiving treatment  

11. The opioid crisis is a national issue that requires both state and federal solutions  
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The Working Groupõs Findings: 
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The Commonwealth must realign the treatment system to reflect the nature of opioid use 
disorder as a chronic disease to allow for multiple entry points to treatment  

Revised figure from Center for Health Information and Analysis, Report: Access to substance use disorder treatment in Massachusetts, 2015 

Finding 1: Individuals in crisis cannot access the right level of treatment at the right time 



Focusing on patient care can 
increase access without having to 
add beds 
 
In 2014, 4,524 individuals utilized 
ATS services 3 or more times 
 
Two individuals utilized ATS 
services  
23 times 
 
In 2014, if these individuals had 
received ongoing treatment, at least 
16,000 additional individuals could 
have received ATS services  13,028  
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Recidivism Rates of Individuals receiving Acute 
Treatment Services (ATS) in a Single Year 

Data from DPH licensed ATS providers 

Finding 1: Individuals in crisis cannot access the right level of treatment at the right time 



14 

Number of Adult Treatment Beds & Licensed Programs for a Substance Use Disorder  

County  

Acute 
Treatment 

Service Beds 
(ATS)  

Section 35: 
Acute 

Treatment 
Service Beds 

(ATS) 

Clinical 
Stabilization 
Service Beds 

(CSS) 

Section 35: 
Clinical 

Stabilization 
Service Beds 

(CSS) 

Transitional 
Support 

Service Beds 
(TSS) 

Residential 
Beds 

Outpatient 
Detox 

Programs 

Opioid 
Treatment 
Programs  

(Methadone) 

Outpatient 
Counseling 
Programs 

Barnstable 35 0 55 0 0 61 1 1 2 

Berkshire 21 0 13 0 0 24 0 2 2 

Bristol  52 24 30 66 80 333 0 5 8 

Dukes 0 0 0 0 0 0 0 0 1 

Essex 86 0 23 0 25 137 0 7 15 

Franklin  0 0 0 0 0 70 0 1 2 

Hampden  60 0 30 0 27 224 0 4 11 

Hampshire  0 0 0 0 0 0 0 1 1 

Middlesex  79 40* 0 0 0 347 0 5 23 

Nantucket  0 0 0 0 0 0 0 0 1 

Norfolk  75 0 62 0 60 52 0 0 5 

Plymouth  89 132** 64 76 0 43 0 3 6 

Suffolk  188 0 22 0 80 690 0 6 30 

Worcester  207 0 30 0 72 377 1 5 15 

Total 892 196 329 142 344 2358 2 40 122 

Bed & Program data, May 2015  
*MCI Framingham has 40 infirmary beds, 12 designated as detoxification beds, for its entire population 

**Department of Correction beds included  

Finding 1: Individuals in crisis cannot access the right level of treatment at the right time 
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County  

Family 
Residential  

(# of Families 
Served)  

Adolescent 
Residential 

Beds  
(13-17) 

Transitional 
Aged Youth  
Residential 

Beds  
(16-21) 

Youth 
Stabilization 

Beds 
(ATS/CSS) 

Barnstable 13 0 0 0 

Berkshire 0 0 0 0 

Bristol  0 0 0 0 

Dukes 0 0 0 0 

Essex 0 15 0 0 

Franklin  0 0 0 0 

Hampden  0 16 0 0 

Hampshire  14 0 0 0 

Middlesex  37 26 0 0 

Nantucket  0 0 0 0 

Norfolk  0 0 0 0 

Plymouth  0 0 0 24 

Suffolk  34 15 30 0 

Worcester  12 33 0 24 

Total 110 105 30 48 
Bed & Program data from  May, 2015  

Finding 1: Individuals in crisis cannot access the right level of treatment at the right time 

Number of Licensed Youth & Family Treatment Beds 

Å 61 of the 122 adult 
outpatient counseling 
programs in the 
Commonwealth treat 
adolescent patients  
 

Å There are 4 recovery high 
schools in the 
Commonwealth, with 1 
additional planned in 
Worcester 



 

Recommendations Related to Treatment 
 

Å Realign Treatment System to Reflect Nature of Opioid Use Disorder as a Chronic 
Disease with Periods of Acute Needs and Periods of Stability 

 

Å Increase points of entry to treatment, eliminating the need for individuals to access other levels 
of care only through acute treatment services (ATS) and clinical stabilization services (CSS) 
 

ÅEstablish and promote a longitudinally based treatment system and continuum of care  
 

Å Increase Treatment Access by Matching Demand and Capacity 
 

ÅDevelop a real-time, statewide database of available treatment services, making information 
available via phone and the internet  
 

Å Increase the number of post-ATS/CSS beds (transitional support service, residential recovery 
homes)  
 

ÅFund patient navigators and case managers to ensure a continuum of care 
 

ÅPilot a program that provides patients with access to an emergent or urgent addiction 
assessment by a trained clinician and provides direct referral to the appropriate level of care 
 

ÅEstablish revised rates for recovery homes, effective July 1, 2015 
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Finding 1: Individuals in crisis cannot access the right level of treatment at the right time 



 

Recommendations Related to Treatment 
 

Å Increase Access to Evidence-Based Medication-Assisted Treatment 
 

Å Increase the number of office-based opioid treatment programs and the number of 
practitioners prescribing buprenorphine and naltrexone  
 

Å Enforce and strengthen the requirement that all licensed addiction treatment programs accept 
patients on an opioid agonist therapy  
 

Å Promote Integration of Mental Health, Primary Care, and Opioid Treatment  
 

Å Create a consistent public behavioral health policy by conducting a full review of all DPH and 
DMH licensing regulations for outpatient primary care clinics, outpatient mental health clinics, 
and BSAS programs removing all access barriers 
 

Å Explore state mechanisms to establish opioid treatment programs as Health Homes 
 

Å Conduct a review of the license renewal process for programs accredited by The Joint 
Commission or Commission on Accreditation of Rehabilitation Facilities (CARF) and evaluate 
whether Massachusetts should implement a òdeemed statusó for BSAS license renewals 
 

Å Permit clinicians to hold an individual with a substance use disorder involuntarily in order to 
conduct an assessment of whether release poses a likelihood of serious harm 
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Finding 1: Individuals in crisis cannot access the right level of treatment at the right time 
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Addiction is a Developmental Disease 
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Source: Li, Ting-Kai, Alcohol Use, Abuse, and Dependence, National Institute on Alcohol Abuse and Alcoholism, National Institutes of Health, U.S. Department of 
Health and Human Services, p.30, citing NIAAA National Epidemiologic Survey on Alcohol and Related Conditions, 2003, retrieved from: Retrieved  from: 

www.pitt.edu/~super7/25011-26001/25521.ppt 

Studies demonstrate that youth begin to use alcohol and drugs as early as 10 years old  

Finding 2: Youth drug use and addiction trends must be addressed through prevention education 



 

 
Å 40% of kids who begin drinking at age 15 will become alcoholics, while only 7% of those 

who begin drinking at age 21 become alcoholics3 

 

Å Adolescent males who participate in sports may have greater access to opioid medication, 
which puts them at greater risk to misuse these controlled substances 4 

 
1. Crowley, D. M., Jones, D. E., Coffman, D. L., & Greenberg, M. T. (2014). Can we build an efficient response to the prescription drug abuse epidemic? Assessing the cost  effectiveness of universal prevention. 

Preventive Medicine, 62, 71-77. doi: 10.1016/j.ypmed.2014.01.029. PMCID: PMC4131945 . 
2. 2012 Partnership Attitude Tracking Study (2013).  MetLife Foundation. Retrieved from: http://www.drugfree.org/newsroom/full -report -and-key-findings -the-2012-partnership -attitude -tracking -study -

sponsored-by-metlife -foundation/  
3. Substance Abuse and Mental Health Services Administration, Center for Behavioral Health Statistics and Quality. (July 17, 2014). The TEDS Report: Age of Substance Use Initiation among Treatment 

Admissions Aged 18 to 30. Rockville, MD. Retrieved from: http ://www.samhsa.gov/data/sites/default/files/WebFiles_TEDS_SR142_AgeatInit_07 -10-14/TEDS-SR142-AgeatInit -2014.htm  
4. Veliz, P, Epstein-Ngo, Q.M., Meier, E., Ross-Durow, P.L., McCabe, S.E., Boyd, C.J., (2014). Painfully obvious: a longitudinal examination of medical use and misuse of opioid medication among adolescent 

sports participants. J Adolescent Health, 2014 Mar;54(3), 333-40. 

 
Å Universal evidence-based preventive interventions 

can effectively and efficiently reduce nonmedical 
prescription opioid use 1 

 

Å According to a 2012 National Survey, parents 
generally do not discuss the dangers of prescription 
pain relievers with their teens 2 

 

Å 74% of individuals with a substance use disorder 
began substance use at the age of 17 or younger; 10.2% 
initiated use at the age of 11 or younger 1   

Finding 2: Youth drug use and addiction trends must be addressed through prevention education 

Prescription
Pain Relievers

Crack/Cocaine

Alcohol

Marijuana

16% 

30% 

80% 

81% 

2012 National Survey on Parent/Teen 
Conversations about Substance Misuse 2 
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Recommendations Related to Youth & Parent Education & Interventions 
 

¶ Support the implementation of substance use prevention curricula in schools.  School districts 
should have the autonomy to choose the evidence-based curricula and the grade level that it is 
implemented in their district. Programs must be proven to reduce nonmedical opioid use. Examples 
of programs include: LifeSkills and All Stars  

¶ Integrate information about the risks of opioid use and misuse into mandatory athletic meetings 
and trainings for parents, students, and faculty  

¶ Increase the use of screenings in schools to identify at-risk youth for behavioral health issues 
¶ Develop targeted educational materials for school personnel to provide to parents about closely 

monitoring opioid use if their child is prescribed opioids after an injury, as well as, signs and 
symptoms of drug and alcohol use 

¶ Partner with state universities that have strong education programs to develop substance use 
prevention curricula for school districts throughout the Commonwealth  

¶ Require state universities that educate teachers to integrate screening and intervention techniques 
as well as substance use prevention education into the curriculum  
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Finding 2: Youth drug use and addiction trends must be addressed through prevention education 
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The Department of Children and Families (DCF) received 2,376 reports of a 
substance exposed newborn (SEN) between March, 2014 and March, 2015 
 

A SEN designation is given when 1 or more of the following occurs:  
Å A positive toxic screen on the newborn; 
Å A positive toxic screen on the mother during her pregnancy or at 

delivery;  
Å A newborn has been diagnosed with Neonatal Abstinence Syndrome 

(NAS); 
Å Evidence of withdrawal symptoms from alcohol or drugs on the mother 

or the baby; 
Å A newborn shows signs of Fetal Alcohol Syndrome (FAS); 
Å A newborn tests positive for methadone, buprenorphine (Subutex), or 

buprenorphine with naloxone (Suboxone); or  
Å A self report by the mother or a verifiable report from a treatment 

provider that during pregnancy the mother used illicit drugs.  

SEN reports to DCF  
 

Mar, 2014 133 

Apr, 2014 142 

May, 2014 157 

Jun, 2014 159 

Jul, 2014 168 

Aug, 2014 206 

Sep, 2014 244 

Oct, 2014 219 

Nov, 2014 160 

Dec, 2014 200 

Jan, 2015 177 

Feb, 2015 203 

Mar, 2015 208 

Total  2,376 

Finding 3: Pregnant women and mothers with a substance use disorder need specialized care 



 

Recommendations Related to Neonatal Abstinence  

Syndrome, Prenatal Care & Neonatal Care 
 

Å Outreach to prenatal and postpartum providers to increase training about: screening, 
intervention, and care for women with a substance use disorder  

Å Promote early identification and proper treatment, raise awareness of NAS within the 
public health and medical communities  

Å Review the costs and benefits of mandating testing for in utero exposure to alcohol and 
drugs at every birth  

Å Ensure adequate capacity for pregnant women in the treatment system  
Å Develop and institute a training program focused on NAS and addiction for 

Department of Children and Families staff 
Å Work with health care providers to ensure all infants with NAS are referred to early 

intervention by the time of hospital discharge  
Å Partner with early intervention (EI) leadership and developmental experts to study the 

value of increasing automatic EI eligibility for infants with NAS from one year to two 
years 
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Finding 3: Pregnant women and mothers with a substance use disorder need specialized care 
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RATES OF OVERDOSE DEATH FROM PRESCRIPTION PAINKILLERS & HEROIN  

UNITED STATES, 2000-2013 
 

Finding 4: Opioid medications must be safely managed by prescribers, pharmacists, and patients 

Hedegaard H, Chen LH, Warner M. Drug-poisoning Deaths Involving Heroin: United States, 2000-2013. NCHS Data Brief. 2015 Mar;(190):1-8.  



58% 

50% 

47% 

Too easy to buy
prescription painkillers

illegally

Painkillers are prescribed
too often or in doses that
are bigger than necessary

Too easy to get painkillers
from those who save pills

SURVEY: REASON FOR PRESCRIPTION 

PAINKILLER MISUSE 

% of Massachusetts residents who say each of the following is a major cause of 
prescription painkiller misuse  

Source: Boston Globe and Harvard T.H. Chan School of Public Health, Prescription Painkiller  
Abuse: Attitudes among Adults in Massachusetts and the United States 

 

Obtained 
free from 
friend or 
relative, 
53.0% 

Bought from 
a friend or 
relative, 
10.6% 

Prescribed 
by 1 doctor, 

21.2% 

Got from a 
drug dealer or 
stranger, 4.3% 

Internet, 0.1% 

Other, 
10.8% 

SOURCE, AMONG THOSE AGED 12 OR OLDER, 

WHO USED PAIN RELIEVERS NONMEDICALLY  

(2012-2013) 

Source: Results from the 2013 National Survey on Drug Use and  Health:  Summary of National 
Findings, U.S. Department of Health and Human Services, Substance Abuse and Mental Health 
Services Administration,  Center for Behavioral Health Statistics and Quality  

Finding 4: Opioid medications must be safely managed by prescribers, pharmacists, and patients 
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Enrollment of Providers and Delegates in the MA Online PMP (March, 2015) 

Total 

Enrolled  

Estimated 

Number 

Practicing 

in MA  

Total 

Percentage 

Enrolled  

(of  Eligible 

Providers)  

Practitioners  

(MD / DO / Dentist 

/ Podiatrist)  

25,977 34,173 76% 

Mid -Levels 

(APRN / PA)  
2,671 8,626 31% 

Pharmacists 3,521 12,000* 29% 

Total Provider 

Enrollment  
32,169 54,799 51% 

Delegates 

(New Entry)  
139 N/A  N/A  

* This number represents an estimate of all registered pharmacists that are licensed in 
MA. Many licensed pharmacists do not work in retail pharmacy settings and are not 
dispensing controlled substances; therefore, the percentage enrolled for this provider 
category will be biased on the low side. 

Å 25% of enrolled prescribers 
have logged into the PMP 
and searched for a patient at 
least 1 time in the past year  

 
Å Over 50% of enrolled 

prescribers have never 
logged into the system 

 
Å 58% of prescribers enrolled in 

the PMP issued more than 10 
Schedule II-V prescriptions 
during 2014 

Finding 4: Opioid medications must be safely managed by prescribers, pharmacists, and patients 
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Mass., 
61% 

Mass., 
36% 

U.S., 
39% 

U.S., 
61% 

No

Yes

In a 2015 survey, individuals who, in the past 2 
years, HAD  taken a strong prescription 
painkiller, such as Percocet, OxyContin, or 
Vicodin that was prescribed by a doctor for more 
than a few days, were asked the following 
question: 
 
òBefore or while you were taking these strong 
prescription painkillers, did you and your doctor 
talk about the risk of prescription painkiller 
addiction, or havenõt you talked about that?ó  
 
Only 36% of Massachusetts residents said òyesó, 
compared to 61% nationally 
  

MASSACHUSETTS DOCTORS DISCUSS THE RISKS OF PRESCRIPTION PAINKILLERS WITH PATIENTS 

LESS THAN DOCTORS IN OTHER PARTS OF THE COUNTRY 

Source: Boston Globe and Harvard T.H. Chan School of Public Health, Prescription Painkiller  
Abuse: Attitudes among Adults in Massachusetts and the United States 

Did your doctor discuss the risks of addiction with you? 

Finding 4: Opioid medications must be safely managed by prescribers, pharmacists, and patients 




