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Duration limits for opioid therapy & benzodiazepine. 

 
(8:01) Rep Lefor called the hearing to order. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Discussion Topics: 

• Combination therapy restrictions 
• Maximum daily supply limit 
• Prescription strength cap 

 
Vice Chairman Keiser:  Introduces the HB 1139.  Attachment # 1237  
 
Tim Wahlin~Chief of injury Services-WSI: Attachment # 922. 
 
Harvey Hanel~Medical Services & Pharmacy Director:  Attachment # 925. 

 
Mike Booth~Practicing Board certified cardiovascular & thoracic surgeon:  Attachment # 
1117. 
 
Chairman Lefor closes the hearing & the bill will be held. 
 
Additional written testimony: # 1982. 
 
(8:58)  End time. 
 
Ellen LeTang, IBL Committee Clerk 

Representatives Roll call  
Chairman Lefor P 
Vice Chairman Keiser P 
Rep Hagert P 
Rep Jim Kasper A 
Rep Scott Louser P 
Rep Nehring P 
Rep O'Brien P 
Rep Ostlie P 
Rep Ruby P 
Rep Schauer P 
Rep Stemen P 
Rep Thomas P 
Rep Adams P 
Rep P Anderson P 



# 1237

Prescriber Education 

OPTUMRx~ 

Applies to select OptumRx Commercial clients 

Effective July 1, 2017 

As part of the standard OptumRx formulary update process, select commercial clients with members 
utilizing brand or generic short-acting opioid medications are subject to the following quantity limit 
changes. These updates align with the new Centers for Disease Control and Prevention (CDC) guidelines 
released in 2016, as well as clinical-based prescribing recommendations for Morphine Milligram 
Equivalent (MME) dosing. 

As outlined below, there will be separate limits for members new to therapy and those who are existing 
opioid utilizers: 

New to therapy member limits on short-acting opioids 
Members na"i"ve to opioid therapy (no opioid in their most recent 120-day claims history) are limited to a 
maximum of 49 MME per day; up to two 7-day supplies within a 60-day timeframe. 

Treatment experienced member limits on short-acting opioids 
Members NOT new to therapy (have filled opioids in their most recent 120-day claims history) are limited 
to a maximum of 90 MME per day and subject to two fills within a 60-day timeframe. 

Edits will first screen the past 360 days of a member's profile for oncology drugs and will not initiate a 
quantity limit if one is found. 

Effective 7/1/18: 4 products added to short-acting opioid (SAO) quantity limit program 

• Ultram (tramadol) tablets, Ultracet (tramadol-acetaminophen) tablets, Butorphanol nasal spray, 
Levorphanol tablets 

Effective 10/1/2018: Short-acting opioid (SAO) utilization management edit to restrict treatment 
na"ive (new to therapy) members age 19 and younger to no more than a 3-day supply. 

"Adolescents who misuse opioid pain medication often misuse medications from their own previous 
prescriptions, with an est imated 20% of adolescents with currently prescribed opioid medications 
reporting using them intentionally to get high or increase the effects of alcohol or other drugs."1 

PRESCRIBE SHORT DURATIONS FOR ACUTE PAIN1 

"Clinicians should prescribe opioids at the lowest effective dose and for no longer than the expected 
duration of pain severe enough to requ ire opioids to minimize unintentional initiation of long-term opioid 
use. Three days or less will often be sufficient; more than seven days will rarely be needed."1 

1 



OPTUMRx® 

We encourage prescribers to practice safe prescribing through the recommendations of the CDC without 

fully restricting their practice, and allowing appropriate prescribing on a case by case basis . 

As always, prescribers are able to utilize the prior authorization process for those patients whose clinical 

diagnosis may require high quantities or ongoing therapy. 

Commonly prescribed short-acting opioids and maximum fill limits 

Brand Name Drug Label Name Units/Day Units/Day 

ROXICODONE OXYCODONE TAB 30MG 1 2 

PERCOCET,ENDOCET OXYCOD/APAP TAB 10-325MG 3 6 

LORTAB, LORCET, NORCO HYDROCO/APAP TAB 10-325MG 4 9 

LORTAB, LORCET, NORCO HYDROCO/APAP TAB 5-325MG 9 12 

PERCOCET,ENDOCET OXYCOD/APAP TAB 5-325MG 6 12 

When these edits are encountered 
Pharmacies and prescribers should follow applicable federal or state dispensing guidelines for dispensing 
controlled substances. 
Specific to CII dispensing, either: 

• Cut back the quantity to the limit permitted, cancelling the remainder of the units on the script OR 

• Dispense an emergency 1-2 day supply, while PA is sought for the higher volume if justified 
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OPTUMRx® 

Prior Authorization may be pursued if clinically necessary 
Additional treatmenUincreased quantities will be approved when the following criteria are met: 

1. One of the following: 
1.1. Diagnosis of Cancer OR 
1.2. Patient is receiving opioids as part of end of life care OR 
1.3. All of the following: 

1.3.1. The prescriber certifies that there is an active treatment plan that includes but is 
not limited to a specific treatment objective and use of other pharmacological and 
non-pharmacological agents for pain relief as appropriate AND 
1.3.2. The prescriber certifies that there has been an informed consent document signed 
and an addiction risk assessment has been performed AND 
1.3.3. The prescriber certifies that a written/signed agreement between prescriber and 
patient addressing issues of prescription management, diversion, and the use of other 
substances exists, OR 

1.4. Post-Operative Pain Management (all of the following): 
1.4.1. Medication is being used to treat postoperative pain, AND 
1.4.2. Medication is not being prescribed for pain related to a dental procedure, AND 
1.4.3. The dose being prescribed is the dose that the patient was stable on prior to 
discharge 

3 



1 

2021 House Bill No. 1139 
Testimony before the House Industry, Business and Labor Committee 

Presented by Tim Wahlin 
Workforce Safety and Insurance 

January 18, 2021 

Mr. Chairman and Members of the Committee: 

My name is Tim Wahlin, Chief of Injury Services at WSI. I am here today to provide testimony 
regarding House Bill No. 1139.  The WSI Board supports this bill. 

House Bill 1139 creates controls over two types of medications commonly prescribed to injured 
employees following a work-related injury.  Each of these medications, given long-term, present 
significant problems including dependency, an increasing likelihood of addiction, increased 
sedation and respiratory depression, especially when used concurrently.  

This bill was developed and heard in the 2019 Legislative Assembly.  It was amended in 
Committee and then failed in the House by a narrow margin. The bill before you is the amended 
bill from the 2019 Legislative Assembly.  

The 2019 bill was developed after numerous consultations with North Dakota physicians. 

Currently the United States is in the midst of an opioid epidemic.  Deaths from overdose have 
exceeded deaths related to traffic accidents. Opioids are not the only medications that are 
plagued with misuse and abuse and this legislation addresses others as well.   Collectively, we 
are discovering in order to meaningfully address this issue, there needs to be changes.   

WSI has taken steps to control and limit the widespread, long-term use of opioids in particular, 
but this legislation will continue to advance that mission and hopefully limit the devastating 
consequences dependency brings to our injured employees. 

The basis of this legislation was a recommendation from the 2018 Performance Evaluation of 
North Dakota Workforce Safety & Insurance, performed by Sedgwick. The report recommended 
opioid caps, not only on the initial fill during the acute phase of treatment, but also on the continued 
use of opioid medications into the chronic phase of treatment. The Interim Workers’ 
Compensation Review Committee received Sedgwick’s report in 2018, and directed legislation 
be drafted.  

The first medication the bill addresses is opioid and opioid-like medications. The legislation follows 
medical evidence that challenges the efficacy of long-term opioid use for the treatment of chronic 
pain and recognizes the increasing likelihood of dependency and the devastating consequences 
that can entail as well as the alarming rise in opioid-related deaths.  The bill will limit the maximum 
day supply which can be obtained in the first thirty days of therapy to 7 days of medication at a 
time. This limit will minimize opioid medications in circulation and keep unnecessary prescriptions 
from being distributed.  The seven day fill is also consistent with the fill programs for Medicaid 
administered by the N.D. Department of Human Services.  

In addition, the bill establishes a cap on the strength of the opioids prescribed.  Because opioid 
medications vary widely in potency, in order to accurately compare medications, each has to be 
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compared to an existing drug, in this case morphine.  The industry has created measures of 
“morphine milligram equivalents.”  Each medication has a conversion factor. As an example, 1mg 
of oxycodone is equivalent to 1.5mg of morphine.  This bill sets a cap for an amount not to exceed 
90 milligrams morphine equivalents per day. This level was chosen based upon the Sedgwick 
evaluation. After reviewing the literature, Sedgwick determined that dosing above 90 mg daily 
morphine equivalents constitutes high dosages and significantly increases the risk or likelihood 
of potentially fatal adverse effects.  This practice matches similar dosing limits throughout the 
healthcare industry. In fact our state employee health coverage has similar provisions and in fact 
more stringent limitations on short term dosing. 
  
The proposed legislation specifically exempts certain applications where the risk of overdose or 
dependency is muted. For example, applications when there is direct supervision of the 
administration or the likelihood dependency is not an issue, such as end of life care. 
  
The second medication the bill addresses is benzodiazepine therapy extending beyond a 
cumulative duration of four weeks.  Like opioid therapies, benzodiazepine therapies cause mood 
alteration and can lead to habituation and dependence, and in most circumstances lose 
effectiveness in a relatively short period of time.  Studies have shown that in the United States 
there is a high likelihood of abuse and misuse potential for these medications.  Medical science 
likewise recognizes the very challenging, and often long-term process of recovery to reverse this 
course. In rare circumstances, long-term therapies of benzodiazepine for treating certain types of 
anxiety disorders may be appropriate and this is recognized in the legislation. 
  
The final proposed regulation addresses when the two substances are used in 
combination.  When used in combination the chance for a fatal overdose increases dramatically. 
In combination they will not only sedate but will also depress respiration, an obviously dangerous 
combination. 
  
Finally, the bill allows for the organization to depart from these limits “upon a showing of medical 
necessity.” This review system is described at NDCC 65-02-20, WSI’s managed care 
statute.  This will create flexibility to accommodate cases that present special medical 
circumstances where the statute would otherwise deny the therapy drug. 
  
Section 2 is the application portion of the bill. The application is different for injured employees 
receiving any therapy exceeding the therapy limits.  The application directs all injured employees 
to be in compliance by July 1, 2022.  This will give both providers and injured employees notice 
and over a year to reach compliance. 
  
This concludes my testimony and I will be happy to answer any questions you may have.  
  
 



# 1117

House Industry Business and Labor Committee 

House Bill 1139 

67th Legislative Assembly of North Dakota 

A Michael Booth MD PhD FACS 

On behalf of the North Dakota Medical Association 

Chairman Lefor and Members of the Committee: 

My name is Mike Booth. I am a practicing, board certified cardiovascular and thoracic 

surgeon in Bismarck. My practice includes the evaluation and management of many 

patients with chronic pain, particularly back pain, who have been referred for evaluation 

of possible associated cardiovascular disorders. This experience and training has given 

me extensive exposure to the clinical problems addressed in this legislation. 

Additionally, I have personally experienced problems with chronic back pain and have in 

fact undergone surgery for a herniated disc. 

North Dakota Workforce Safety and Insurance (WSI) dates to 1916. Its purpose is to 

care for injured workers. 1 It serves as the "exclusive, employer financed, no fault 

insurance state fund covering workplace injuries, illnesses, and death in North Dakota. 

As such, WSI assumes liability for the treatment, rehabilitation and support of workers 

injured on the job. In many instances, this may be for the remainder of the worker's 

life. WSI is the sole provider and administrator of the workers compensation system2
." 

As such, it is a state operated monopoly whose administrators are appointed by the 

Governor. Its actions are governed by this Legislature, which has the power to enact 

laws to enforce this monopoly. As such this body needs to exercise great care and 

judgement in how it chooses to exercise its power to influence the day-to day operation 

of WSI. Authoring a law to achieve an otherwise well-intentioned goal is not always the 

best solution. 

This bill seeks to place a flat limit of 90 morphine mg equivalents limits daily for no more 

than seven days of opioid therapy during the first 30 days of outpatient treatment for an 

1 North Dakota WSI website 1/17 /21 
2 North Dakota WSI website 1/17/21 
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injury with some exceptions that are low probability. This duration of treatment would 
likely be inadequate for recovery from many surgical procedures. It also flatly prohibits 
authorization for payments for benzodiazepine therapy beyond 4 weeks except for WSI 
approved therapy for anxiety disorders. Combination therapies are similarly restricted. 
The bill provides only limited exceptions to this which must be resolved through the 
dispute resolution process. 

The opioid restrictions are in addition to previous legislation implemented in 2015 
governing the ongoing administration of chronic opioid therapy. That action arose out 
of concerns about the overuse of opiates for the treatment of chronic pain, opiate 
addiction related to this treatment and outright abuse and diversion of these medicines 
for illegal consumption. These were all in response to what has become labeled the 
11opioid crisis" confronting our state and nation. Your NOMA has been very actively 
involved in its efforts to mitigate this crisis, particularly in the area of prescription drug 
abuse and the emergency management of opiate overdoses and has been very 
supportive of these efforts. 

A bill very similar to this was introduced 2 years ago and defeated . 

Some background: 

Morphine milligram equivalents: There are many prescription opioids that are used to 
treat pain. Morphine milligram equivalents are used to compare a given narcotic's 
potency relative to morphine. For instance, it takes 6.67 mg of codeine to equal the 
effect of 1 mg of morphine. A standard dose of 30 mg codeine would equal 4.5 mg of 
morphine. For hydromorphone (Dilaudid), a standard dose of 1 mg of Dilaudid is 
equivalent to 4 mg of morphine. As a practical matter, if you are sent home from 
surgery with a prescription for 4 Tylenol# 3 per day, you would be taking 18 MM E's per 
day. A prescription of 2 mg of Dilaudid 6 time a day would be 48 MME'-s. These 
potencies refer to peak effectiveness. The duration of effectiveness varies considerably 
with different narcotics. 

The number 90 MM E's was set by the CDC as a suggested upper limit for most 
pain prescriptions. Above that, the CDC recommends that the dosage should be 
justified with appropriate documentation. In clinical practice, there are times when 
more MMEs are very appropriate. Conversely, there are times when it is too much. 
Indeed, newer data suggests that 50 MM E's might be more appropriate for longer term 
use of narcotics. Cost of these medications does not seem to be a significant impetus 
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for this bill (HB1139}. In any event, there is already a formulary mechanism in place to 
keeps costs down. Our concern with this bill is that it flatly denies payment for higher 
doses, whether or not the prescriber is able to justify the dosage and arbitrarily limits 
the duration of treatment. We believe this limit is more properly a case management 
responsibility for WSI, rather than a matter of law imposed by the Legislature. 

Benzodiazpines: 

These drugs are interrelated in their chemistry and pharmacology. Their primary 
use is for short-acting sedation. Most benzodiazepines are effective as muscle relaxers 
and may in fact be indicated for either sedation or as a muscle relaxant for an injured 
worker. As a class, benzodiazepines do have potential for abuse. There are also drugs 
classed as muscle relaxers that are not benzodiazepines. While all of the muscle 
relaxers are prescription drugs, not all are scheduled drugs and their effects are more 
variable. I would personally try to use one of the relaxers as a first choice, but it may 
not be appropriate in every situation. Setting a flat 4-week limit for the use of 
benzodiazepines is medically improper. Three months is probably a better time frame 
to allow recovery from non-surgical back pain. As one who suffers from back spasms, 
particularly after a long day in the operating room or just working around the house, I 
can tell you that symptoms can linger on for months following an injury, but they 
fortunately are not normally constant. Again, our position is that their coverage by WSI 
should be a matter for proper case management rather that legislative prohibition. 
Until the symptoms produced by the injury are resolved, it is only fair that coverage be 
continued. Remember that WSI is responsible for the treatment of that injury. A thirty
day statutory cutoff is arbitrary and violates the organization's covenant with our state's 
workers 

What has changed in the last two years? 

North Dakota has made considerable progress in the past decade in our 
understanding of the use of drugs that have potential for abuse. Our state does have 
ready access to data on the use of prescription drugs through improved formulary 
management and systems such as the Prescription Drug Management Program (PDMP}. 
All physicians, physician extenders and pharmacists are required to be registered for the 
PDMP. During the past 2 years, the reliability of the program in identifying prescription 
drug abusers has greatly improved. Access to the PDMP has also now been 
incorporated into the electronic health records systems for most of our health care 
providers. Gabapentin and Pregabalin (Lyrica}, two other drugs with some abuse 
potential, have also now been included in the state's PDMP reporting system. 
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Guidelines clarifying the use of the PDMP have also been put in place. Interestingly, the 
recommendation for investigating outpatient opioid use does not begin until 12 weeks 

after the first prescription, which is considerably more generous than the time allotment 
in this bill. 

Formulary management programs ha_ve also become increasingly sophisticated. 
WSI already has in place such a program, with just about every opioid and 
benzodiazepine I can think of being listed in its pages. The Formulary classifies drugs as 

covered, non-covered, in some instances limits to maximal daily doses and in other 

cases, provides for prior authorization for prescription approval. Among my other 
duties, I serve as a member of this state's Medicaid Drug Utilization Review Program. 
The implementation and management of the Formulary program by Medicaid has had 
a dramatic effect in reducing the use of these medications and it has all occurred 
without any statutes placing limits on the use of the specific medications or limits on 
the length of time for which they may be prescribed. Rather the limits have been 
developed administratively by the Medicaid program with the approval of the Drug 
Utilization Review committee. 

Our recommendation: 

Rather than imposing these rather arbitrary statutory limits on opioid and 
benzodiazepine prescriptions, WSI be empowered through its existing formulary and 
case review program develop guidelines for the use and regulation of these 
medications, with appropriate input from medical professionals. Prior authorization 
and PDMP reviews can and should be put in place to identify potential situations 
where diversion of drugs may be happening. These measures may also be used to 
encourage providers to consider alternate pain management strategies to hopefully 
steer patients away from courses of treatment that might be more likely to eventuate 
in addiction or abuse. 

On behalf of the NDMA, I urge you to not pass this measure as presently 
proposed. Our organization would be happy to work with you on amendments this bill 
to achieve what we believe are our shared goals to control opioid and benzodiazepine 
abuse and addiction without compromising WSl's commitments to our state's workers. 

Appendix: 

MME Conversion Factors 

CMS.gov 
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· Opioid Oral Morphine Milligram Equivalent (MME) Conversion Factors1
·
2 

Type of Opioid (strength units) MME Conversion Factor 

Buprenorphine film/tablet3 (mg) 30 

Buprenorphine patch4 (mcg/hr) 12.6 

Buprenorphine film (mcg) 0.03 

Butorphanol (mg) 7 
Codeine (mg) 0.15 

Dihydrocodeine (mg) 0.25 

Fentanyl buccal or SL tablets, or lozenge/troche5 (mcg) 0.13 

Fentanyl film or oral spray6 (mcg) 0.18 

Fentanyl nasal spray7 (mcg) 0.16 

Fentanyl patch8 (mcg) 7.2 

Hydrocodone (mg) 1 

Hydromorphone (mg) 4 

Levorphanol tartrate (mg) 11 

Meperidine hydrochloride (mg) 0.1 

Methadone9 (mg) 

>0, <= 20 4 

>20,<=40 8 

>40,<=60 10 

>60 12 

Morphine (mg) 1 

Opium (mg) 1 

Oxycodone (mg) 1.5 

Oxymorphone (mg) 3 

Pentazocine (mg) 0.37 

Tapentadol 10 (mg) 0.4 

Tramadol (mg) 0 .1 

1 The MME conversion factor is intended only for analytic purposes where prescription data is used to calculate daily MME. It is to 
be used in the formula: Strength per Unit X (Number of Units/ Days Supply) X MME conversion factor = MME/Day. This value 
does not constitute clinical guidance or recommendations for converting patients from one form of opioid analgesic to another. 
Please consult the manufacturer's full prescribing information for such guidance. Use of this file for the purposes of any clinical 
decision-making warrants caution. 
2National Center for Injury Prevention and Control. CDC compilation of benzodiazepines, muscle relaxants, stimulants, zolpidem, 
and opioid analgesics with oral morphine milligram equivalent conversion factors, 2016 version. Atlanta, GA: Centers for Disease 
Control and Prevention; 2016. Available at https://www.cdc.gov/drugoverdose/media/. For more information, send an email 
to Mbohm@cdc.gov. 
3 Buprenorphine formulations with a FDA approved indication for Medication Assisted Treatment (MAT) are excluded from 
Medicare's Overutilization Monitoring System's opioid overutilization reporting. 



4The MME conversion factor for buprenorphine patches is based on the assumption that one milligram of parenteral 
buprenorphine is equivalent to 75 milligrams of oral morphine and that one patch delivers the dispensed micrograms per hour 
over a 24 hour day. Example : 5 ug/hr buprenorphine patch X 24 hrs = 120 ug/day buprenorphine = 0.12 mg/day= 9 mg/day oral 
MME. In other words, the conversion factor not accounting for days of use would be 9/5 or 1.8. 
However, since the buprenorphine patch remains in place for 7 days, we have multiplied the conversion factor by 7 (1.8 X 7 = 
12.6). In this example, MME/day for four 5 µg/hr buprenorphine patches dispensed for use over 28 days would work out as 
follows: Example: 5 ug/hr buprenorphine patch X (4 patches/28 days) X 12.6 = 9 MME/day. Please note that because this 
allowance has been made based on the typical dosage of one buprenorphine patch per 7 days, you should first change all Days 
Supply in your prescription data to follow this standard, i.e., Days Supply for buprenorphine patches=# of patches x 7. 
s The MME conversion factor for fentanyl buccal tablets, sublingual tablets, and lozenges/troche is 0.13. This conversion factor 
should be multiplied by the number of micrograms in a given tablet or lozenge/troche. 
6 The MME conversion factor for fentanyl film and oral spray is 0.18. This reflects a 40% greater bioavailability for films compared 
to lozenges/tablets and 38% greater bioavailability for oral sprays compared to lozenges/tablets. 
1The MME conversion factor for fentanyl nasal spray is 0.16, which reflects a 20% greater bioavailability for sprays compared to 
lozenges/tablets. 
8 The MME conversion factor for fentanyl patches is based on the assumption that one milligram of parenteral fentanyl is 
equivalent to 100 milligrams of oral morphine and that one patch delivers the dispensed micrograms per hour over a 24 hour day. 
Examp le: 25 ug/hr fentanyl patch X 24 hrs= 600 ug/day fentanyl = 60 mg/day oral morphine milligram equivalent. 
In other words, the conversion factor not accounting for days of use would be 60/25 or 2.4. 
However, since the fentanyl patch remains in place for 3 days, we have multiplied the conversion factor by 3 (2.4 X 3 = 7.2). In this 
example, MME/day for ten 25 µg/hr fentanyl patches dispensed for use over 30 days would work out as follows: 
Example: 25 ug/hr fentanyl patch X (10 patches/30 days) X 7.2 = 60 MME/day. Please note that because this allowance has been 
made based on the typical dosage of one fentanyl patch per 3 days, you should first change all Days Supply in your prescription 
data to follow this standard, i.e., Days Supply for fentanyl patches=# of patches X 3. 
9 https://www.cdc.gov/drugoverdose/pdf/calculating total daily dose-a.pdf. 
10 Tapentadol is a mu receptor agonist and norepinephrine reuptake inhibitor. Oral MM Es are based on degree of mu-receptor 
agonist activity, but it is unknown if this drug is associated with overdose in the same dose-dependent manner as observed with 
medications that are solely mu receptor agonists 
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HB 1139 

67th Session North Dakota Legislature (2021) 

Proposed Amendment submitted by the North Dakota Medical Association 

Page 1, line 1, after "A BILL" replace the remainder of the bill with "for an Act to amend and 
reenact section 65-02-20 of the North Dakota Century Code, relating to the organization's 
managed care program as follows: 

BE IT ENACTED BY THE LEGISLATIVE ASSEMBLY OF NORTH DAKOTA: 

SECTION 1. AMENDMENT. Section 65-02-20 of the North Dakota Century Code is 
amended and reenacted as follows: 

65-02-20. Organization to establish managed care program. 

The organization shall establish a managed care program, including utilization review and bill 
review, to effect the best medical solution for an injured employee in a cost-effective manner 
upon a .finding by the organization that the employee suffered a compensable injury. The 
organization shall establish a comprehensive Formulary of any and all pharmaceutical agents 
used in the treatment of WSI claimants. The F ormulary shall indicate which agents will be 
covered by WSI and which will not. Where appropriate, the Formulary may establish maximum 
daily dosage limits and durations of therapy for any agent. The Formulary may also establish a 
prior authorization procedure for any given agent before it is approved for coverage for a WSI 
claimant. A Formulary Committee consisting of pharmacists, physicians and other individuals 
shall be established to supervise the management of the formulary. The Committee shall design 
the Formulary to achieve economy in the organization's pharmaceutical expenditures. It shall 
also be empowered to put in place protocols to minimize the potential misuse, abuse or diversion 
of agents being dispensed to WSI claimants. This shall include opioids, benzodiazepines and 
other agents with recognized potential for abuse. Day to day management of the Formulary will 
be through the organization's chief pharmacist with appeals and prior authorizations subject to 
review and decision by the organization' s medical director. The organization shall be 
specifically empowered to deny approval of a pharmaceutical agent in favor of other 
pharmacologically similar agents or scientifically approved therapies. The program shall operate 
according to guidelines adopted by the organization and shall provide for medical management 
of claims within the bounds of workforce safety and insurance law. Information compiled and 
analysis performed pursuant to a managed care program which relate to patterns of treatment, 
cost, or outcomes by health care providers and allied health care professionals are confidential 
and are not open to public inspection to the extent the information and analysis identify a specific 
health care provider or allied health care professional, except to the specific health care provider, 
allied health care professional, organization employees, or persons rendering assistance to the 
organization in the administration of this title. If an employee, employer, or allied health care 
professional disputes a managed care decision, the employee, employer, or allied health care 
professional shall request binding dispute resolution on the decision. The organization shall 
make rules providing for the procedures for dispute resolution. Dispute resolution under this 



section is not subject to chapter 28-32 or section 65-01-16. A dispute resolution decision under 
this section requested by an allied health care professional concerning payment for medical 
treatment already provided or a request for diagnostic tests or treatment is not reviewable by any 
court. A dispute resolution decision under this section requested by an employee is reviewable 
by a court only if medical treatment has been denied to the employee. A dispute resolution 
decision under this section requested by an employer is reviewable by a court only if medical 
treatment is awarded to the employee. The dispute resolution decision may be reversed only if 
the court finds an abuse of discretion in the dispute resolution process. Any person providing 
binding dispute resolution services under this section is exempt from civil liability relating to the 
binding dispute resolution process and decision. 



2021 HOUSE STANDING COMMITTEE MINUTES 

Industry, Business and Labor Committee 
Room JW327C, State Capitol 

HB 1139 
1/20/2021 

 
 

Duration limits for opioid therapy & benzodiazepine 
 
(2:03)  Chairman Lefor opened the work session. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Discussion Topics: 
 
 

• Combination therapy restrictions 
• Maximum daily supply limit 
• Prescription strength cap 
 

 
 
Rep Schauer moves a Do Pass. 
 
Rep Stemen second. 
 
 
 
 
 
 
 
 
 

Representatives Attendance 
Chairman Lefor P 
Vice Chairman Keiser P 
Rep Hagert P 
Rep Jim Kasper A 
Rep Scott Louser P 
Rep Nehring P 
Rep O'Brien P 
Rep Ostlie P 
Rep Ruby P 
Rep Schauer P 
Rep Stemen P 
Rep Thomas P 
Rep Adams P 
Rep P Anderson P 



House Industry, Business and Labor Committee  
HB 1139 
Jan 20, 2021 
Page 2  
   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Vote roll call, motion carried 12-1-1 & Vice Chairman Keiser is the carrier. 
 

(2:05)  End time. 
 
 
Ellen LeTang, Committee Clerk 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Representatives Vote 
Chairman Lefor Y 
Vice Chairman Keiser Y 
Rep Hagert Y 
Rep Jim Kasper A 
Rep Scott Louser Y 
Rep Nehring Y 
Rep O'Brien Y 
Rep Ostlie Y 
Rep Ruby Y 
Rep Schauer Y 
Rep Stemen Y 
Rep Thomas Y 
Rep Adams Y 
Rep P Anderson N 



Com Standing Committee Report Module ID: h_stcomrep_11_005
January 21, 2021 8:17AM  Carrier: Keiser 

REPORT OF STANDING COMMITTEE
HB 1139: Industry, Business and Labor Committee (Rep. Lefor, Chairman) recommends 

DO PASS (12 YEAS, 1 NAY, 1 ABSENT AND NOT VOTING). HB 1139 was placed 
on the Eleventh order on the calendar. 

(1) DESK (3) COMMITTEE Page 1 h_stcomrep_11_005
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2021 SENATE STANDING COMMITTEE MINUTES 

Industry, Business and Labor Committee 
Fort Union Room, State Capitol 

HB 1139 
3/8/2021 

relating to duration limits for opioid therapy and benzodiazepine 

Chair Klein opened the hearing at 2:30 p.m. All members were present. Senators Klein, 
Larsen, Burckhard, Vedaa, Kreun, and Marcellais. 

Discussion Topics: 
• Medication dosage amounts
• Opioid prescriptions
• Categories and types of injuries

Representative George Keiser introduced the bill and submitted testimony #7988 [14:30]. 

Tim Wahlin, WSI testified in favor and submitted testimony #7579 [14:47]. 

Harvey Hanel, WSI testified to answer questions [15:02]. 

Mike Schwab, ND Pharmacist Association testified to answer questions [15:11]. 

Mike Booth, Cardiovascular and Thoracic Surgeon in Bismarck ND testified in 
opposition and submitted testimony #7665 and #7666 [15:14]. 

Beth Larson-Steckler, Patient Advocate testified in opposition and submitted testimony 
#7732 [15:27]. 

Courtney Kobbel, ND Medical Associations testified to answer questions [15:54]. 

Additional written testimony: 7643. 

Chair Klein ended the hearing at 4:00 p.m. 

Isabella Grotberg, Committee Clerk 
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Applies to select OptumRx Commercial clients 

Effective July 1, 2017 

As part of the standard OptumRx formulary update process, select commercial clients with members 

utilizing brand or generic short-acting opioid medications are subject to the following quantity limit 

changes. These updates align with the new Centers for Disease Control and Prevention (CDC) guidelines 

released in 2016, as well as clinical-based prescribing recommendations for Morphine Milligram 

Equivalent (MME) dosing. 

As outlined below, there will be separate limits for members new to therapy and those who are existing 

opioid utilizers: 

New to therapy member limits on short-acting opioids 

Members na'ive to opioid therapy (no opioid in their most recent 120-day claims history) are limited to a 

maximum of 49 MME per day; up to two 7-day supplies within a 60-day timeframe. 

Treatment experienced member limits on short-acting opioids 

Members NOT new to therapy (have filled opioids in their most recent 120-day claims history) are limited 

to a maximum of 90 MME per day and subject to two fills within a 60-day timeframe. 

Edits will first screen the past 360 days of a member's profile for oncology drugs and will not initiate a 

quantity limit if one is found. 

Effective 7/1/18: 4 products added to short-acting opioid (SAO) quantity limit program 

• Ultram (tramadol) tablets, Ultracet (tramadol-acetaminophen) tablets, Butorphanol nasal spray, 

Levorphanol tablets 

Effective 10/1/2018: Short-acting opioid (SAO) utilization management edit to restrict treatment 

na'ive (new to therapy) members age 19 and younger to no more than a 3-day supply. 

"Adolescents who misuse opioid pain medication often misuse medications from their own previous 

prescriptions, with an estimated 20% of adolescents with currently prescribed opioid medications 

reporting using them intentionally to get high or increase the effects of alcohol or other drugs."1 

PRESCRIBE SHORT DURATIONS FOR ACUTE PAIN1 

"Clinicians should prescribe opioids at the lowest effective dose and for no longer than the expected 

duration of pain severe enough to require opioids to minimize unintentional initiation of long-term opioid 

use. Three days or less will often be sufficient; more than seven days will rarely be needed."1 
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We encourage prescribers to practice safe prescribing through the recommendations of the CDC without 
fully restricting their practice, and allowing appropriate prescribing on a case by case basis. 

As always, prescribers are able to utilize the prior authorization process for those patients whose clinical 
diagnosis may require high quantities or ongoing therapy. 

Commonly prescribed short-acting opioids and maximum fill limits 

Brand Name Drug Label Name 

ROXICODONE OXYCODONE TAB 30MG 

PERCOCET, ENDOCET OXYCOD/APAP TAB 10-325MG 

LORTAB, LORCET, NORCO HYDROCO/APAP TAB 10-325MG 

LORTAB,LORCET,NORCO 

PERCOCET,ENDOCET 
HYDROCO/APAP TAB 5-325MG 

OXYCOD/APAP .TAB 5-325MG 

When these edits are encountered 

7'/;'{.;i a~ih!:l(,.-

.. ::foa n•J.-;)cvH l : ::>t.: i,..~:. 
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Units/Day 

1 

3 

4 

9 

6 

~(1ei1~lH1~r=· 
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\l' ![~- :t~ 

Units/Day 

2 

6 

9 

12 

12 

Pharmacies and prescribers should follow applicable federal or state dispensing guidelines for dispensing 
controlled substances. 
Specific to CII dispensing, either: 

• Cut back the quantity to the limit permitted, cancelling the remainder of the units on the script OR 
• Dispense an emergency 1-2 day supply, while PA is sought for the higher volume if justified 
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Prior Authorization may be pursued if clinically necessary 
Additional treatment/increased quantities will be approved when the following criteria are met: 

1. One of the following: 

'\ti ....... . 

1.1 . Diagnosis of Cancer OR 
1.2. Patient is receiving opioids as part of end of life care OR 
1.3. All of the following: 

1.3.1. The prescriber certifies that there is an active treatment plan that includes but is 
not limited to a specific treatment objective and use of other pharmacological and 
non-pharmacological agents for pain relief as appropriate AND 
1.3.2. The prescriber certifies that there has been an informed consent document signed 
and an addiction risk assessment has been performed AND 
1.3.3. The prescriber certifies that a written/signed agreement between prescriber and 
patient addressing issues of prescription management, diversion, and the use of other 
substances exists, OR 

1.4. Post-Operative Pain Management (all of the following): 
1.4.1. Medication is being used to treat postoperative pain, AND 
1.4.2. Medication is not being prescribed for pain related to a dental procedure, AND 
1.4.3. The dose being prescribed is the dose that the patient was stable on prior to 
discharge 
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2021 House Bill No. 1139 
Testimony before the Senate Industry, Business and Labor Committee 

Presented by Tim Wahlin 
Workforce Safety and Insurance 

March 8, 2021 

Mr. Chairman and Members of the Committee: 

My name is Tim Wahlin, Chief of Injury Services at WSI. I am here today to provide testimony 
regarding House Bill No. 1139. The WSI Board supports this bill. 

House Bill 1139 creates controls over two types of medications commonly prescribed to injured 
employees following a work-related injury. Each of these medications, given long-term, present 
significant problems including dependency, an increasing likelihood of addiction, increased 
sedation and respiratory depression, especially when used concurrently. 

This bill was developed and heard in the 2019 Legislative Assembly. It was amended in 
Committee and then failed in the House by a narrow margin. The bill before you is the amended 
bill from the 2019 Legislative Assembly. 

The 2019 bill was developed after numerous consultations with North Dakota physicians. 

A 2016 New England Journal of Medicine article summarizes the risks and scope of impacts 
opioid medications carry. The article concludes the risk of dependence may be as high as twenty
six percent of patients receiving opioids for non-cancer related pain. N Engl J Med. 2016 Apr 
21:374(16):1501-1504. Overall, one of every 550 patients who start an opioid therapy die of 
opioid related causes. kl This increased to one in thirty-two patient deaths for those receiving 
doses of 200 MME or higher. kl The authors conclude they "know of no other medication 
routinely used for a nonfatal condition that kills patients so frequently." kl WSI currently has 
thirty-one injured employees receiving opioid doses of 300 MME or higher and thirteen of those 
are at or above 500 MME. (See appendix 1 ). 

Currently the United States is in the midst of an opioid epidemic. Deaths from overdose have 
exceeded deaths related to traffic accidents. Opioids are not the only medications that are 
plagued with misuse and abuse and this legislation addresses others as well. Collectively, we 
are discovering in order to meaningfully address this issue, there needs to be changes. 

WSI has taken steps to control and limit the widespread, long-term use of opioids in particular, 
but this legislation will continue to advance that mission and hopefully limit the devastating 
consequences dependency brings to our injured employees. 

The basis of this legislation was a recommendation from the 2018 Performance Evaluation of 
North Dakota Workforce Safety & Insurance, performed by Sedgwick. The report recommended 
opioid caps, not only on the initial fill during the acute phase of treatment, but also on the continued 
use of opioid medications into the chronic phase of treatment. The Interim Workers' 
Compensation Review Committee received Sedgwick's report in 2018, and directed legislation 
be drafted. 

1 



The first medication the bill addresses is opioid and opioid-like medications. The legislation follows 
medical evidence that challenges the efficacy of long-term opioid use for the treatment of chronic 
pain and recognizes the increasing likelihood of dependency and the devastating consequences 
that can entail as well as the alarming rise in opioid-related deaths. The bill will limit the maximum 
day supply which can be obtained in the first thirty days of therapy to seven days of medication 
at a time. This limit will minimize opioid medications in circulation and keep unnecessary 
prescriptions from being distributed. The seven day fill is also consistent with the fill programs for 
Medicaid administered by the N.D. Department of Human Services. 

In addition, the bill establishes a cap on the strength of the opioids prescribed. Because opioid 
medications vary widely in potency, in order to accurately compare medications, each has to be 
compared to an existing drug, in this case morphine. The industry has created measures of 
"morphine milligram equivalents (MME)." Each medication has a conversion factor. As an 
example, 1 mg of oxycodone is equivalent to 1.5mg of morphine. This bill sets a cap for an amount 
not to exceed 90 MME. This level was chosen based upon the Sedgwick evaluation. After 
reviewing the literature, Sedgwick determined that dosing above 90 MME equivalents constitutes 
high dosages and significantly increases the risk or likelihood of potentially fatal adverse 
effects. This practice matches similar dosing limits throughout the healthcare industry. In fact our 
state employee health coverage has similar provisions and in fact more stringent limitations on 
short term dosing. 

The proposed legislation specifically exempts certain applications where the risk of overdose or 
dependency is muted. For example, applications when there is direct supervision of the 
administration or the likelihood dependency is not an issue, such as end of life care. 

The second medication the bill addresses is benzodiazepine therapy extending beyond a 
cumulative duration of four weeks. Like opioid therapies, benzodiazepine therapies cause mood 
alteration and can lead to habituation and dependence, and in most circumstances lose 
effectiveness in a relatively short period of time. Studies have shown that in the United States 
there is a high likelihood of abuse and misuse potential for these medications. Medical science 
likewise recognizes the very challenging, and often long-term process of recovery to reverse this 
course. In rare circumstances, long-term therapies of benzodiazepine for treating certain types of 
anxiety disorders may be appropriate and this is recognized in the legislation. 

The final proposed regulation addresses when the two substances are used in 
combination. When used in combination the chance for a fatal overdose increases dramatically. 
In combination they will not only sedate but will also depress respiration, an obviously dangerous 
combination. 

Finally, the bill allows for the organization to depart from these limits "upon a showing of medical 
necessity." This review system is described at NDCC 65-02-20, WSl's managed care 
statute. This will create flexibility to accommodate cases that present special medical 
circumstances where the statute would otherwise deny the therapy drug. 

Section 2 is the application portion of the bill. The application is different for injured employees 
receiving any therapy exceeding the therapy limits. The application directs all injured employees 
to be in compliance by July 1, 2022. This will give both providers and injured employees notice 
and over a year to reach compliance. 

We know that the deaths are directly correlated with dosage levels. In a recent data snapshot, 
WSI has 153 injured employees receiving more than 90 MME. Of those ninety, thirty-one are at 
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or above 300 MME, and thirteen are at or above 500 MME. It is unlikely this legislation will reach 
many of these injured employees because they may well qualify for departure due to a medical 
necessity. However, it is anticipated it will reach some injured employees. More importantly, it is 
anticipated it will prevent these trends from repeating. 

This concludes my testimony and I will be happy to answer any questions you may have. 
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Appendix 1. 

Daily Morphine Equivalent 

91-150 
151-300 
301-500 
> 500 

ND Residents 
Other States 

Total 

65 
57 
18 
13 

153 

124 
29 

153 
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Prescriber Education 

Rx" 

Applies select Commercial clients 

Effective July 1, 2017 

As part of the standard OptumRx formulary update process, select commercial clients with members 
utilizing brand or generic short-acting opioid medications are subject to the following quantity limit 
changes. These updates align with the new Centers for Disease Control and Prevention (CDC) guidelines 
released in 2016, as well as clinical-based prescribing recommendations for Morphine Milligram 
Equivalent (MME) dosing. 

As outlined below, there will be separate limits for members new to therapy and those who are existing 
opioid utilizers: 

New to therapy member limits on short-acting opioids 
Members na'fve to opioid therapy (no opioid in their most recent 120-day claims history) are limited to a 
maximum of 49 MME per day; up to two 7-day supplies within a 60-day timeframe. 

Treatment experienced member limits on short-acting opioids 
Members NOT new to therapy (have filled opioids in their most recent 120-day claims history) are limited 
to a maximum of 90 MME per day and subject to two fills within a 60-day timeframe. 

Edits will first screen the past 360 days of a member's profile for oncology drugs and will not initiate a 
quantity limit if one is found. 

Effective 7/1/18: 4 products added to short-acting opioid (SAO) quantity limit program 

• Ultram (tramadol) tablets, Ultracet (tramadol-acetaminophen) tablets, Butorphanol nasal spray, 
Levorphanol tablets 

Effective 10/1/2018: Short-acting opioid (SAO) utilization management edit to restrict treatment 
na"ive (new to therapy) members age 19 and younger to no more than a 3-day supply. 

"Adolescents who misuse opioid pain medication often misuse medications from their own previous 
prescriptions, with an estimated 20% of adolescents with currently prescribed opioid medications 
reporting using them intentionally to get high or increase the effects of alcohol or other drugs."1 

PRESCRIBE SHORT DURATIONS FOR ACUTE PAIN1 

"Clinicians should prescribe opioids at the lowest effective dose and for no longer than the expected 
duration of pain severe enough to require opioids to minimize unintentional initiation of long-term opioid 
use. Three days or less will often be sufficient; more than seven days will rarely be needed."1 
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We encourage prescribers to practice safe prescribing through the recommendations of the CDC without 
fully restricting their practice, and allowing appropriate prescribing on a case by case basis. 

As always, prescribers are able to utilize the prior authorization process for those patients whose clinical 
diagnosis may require high quantities or ongoing therapy. 

Commonly prescribed short-acting opioids and maximum fill limits 

Drug Label 
ROXICODONE OXYCODONE TAB 30MG 1 2 

PERCOCET,ENDOCET OXYCOD/APAP TAB 10-325MG 3 6 
LORTAB,LORCET,NORCO HYDROCO/APAP TAB 10-325MG 4 9 
LORTAB, LORCET, NORCO HYDROCO/APAP TAB 5-325MG 9 12 

PERCOCET,ENDOCET OXYCOD/APAP TAB 5-325MG 6 12 

When these edits are encountered 
Pharmacies and prescribers should follow applicable federal or state dispensing guidelines for dispensing 
controlled substances. 
Specific to CII dispensing, either: 

• Cut back the quantity to the limit permitted, cancelling the remainder of the units on the script OR 
• Dispense an emergency 1-2 day supply, while PA is sought for the higher volume if justified 
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Prior Authorization may be pursued if clinically necessary 
Additional treatment/increased quantities will be approved when the following criteria are met: 

1. One of the following: 
1.1. Diagnosis of Cancer OR 
1.2. Patient is receiving opioids as part of end of life care OR 
1.3. All of the following: 

1.3.1. The prescriber certifies that there is an active treatment plan that includes but is 
not limited to a specific treatment objective and use of other pharmacological and 
non-pharmacological agents for pain relief as appropriate AND 
1.3.2. The prescriber certifies that there has been an informed consent document signed 
and an addiction risk assessment has been performed AND 
1.3.3. The prescriber certifies that a written/signed agreement between prescriber and 
patient addressing issues of prescription management, diversion, and the use of other 
substances exists, OR 

1.4. Post-Operative Pain Management (all of the following): 
1.4.1. Medication is being used to treat postoperative pain, AND 
1.4.2. Medication is not being prescribed for pain related to a dental procedure, AND 
1.4.3. The dose being prescribed is the dose that the patient was stable on prior to 
discharge 
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67th Legislative Assembly of North Dakota 

Senate Industry Business and Labor Committee 

House Bill 1139 

March 8, 2021 

A Michael Booth MD PhD FACS 

On behalf of the North Dakota Medical Association 

Chairman Klein and Members of the Committee: 

My name is Mike Booth.  I am a practicing, board certified cardiovascular and thoracic 
surgeon in Bismarck.   My practice includes the evaluation and management of many 
patients with chronic pain, particularly back pain, who have been referred for evaluation 
of possible associated cardiovascular disorders.    This experience and training has given 
me extensive exposure to the clinical problems addressed in this legislation.  
Additionally, I have personally experienced problems with chronic back pain and have in 
fact undergone surgery for a herniated disc. 

North Dakota Workforce Safety and Insurance (WSI) dates to 1916.  Its purpose is to 
care for injured workers.1  It serves as the “exclusive, employer financed, no fault 
insurance state fund covering workplace injuries, illnesses, and death in North Dakota.  
As such, WSI assumes liability for the treatment, rehabilitation and support of workers 
injured on the job.  In many instances, this may be for the remainder of the worker’s 
life.  WSI is the sole provider and administrator of the workers compensation system2.” 
As such, it is a state operated monopoly whose administrators are appointed by the 
Governor.  Its actions are governed by this Legislature, which has the power to enact 
laws to enforce this monopoly.  As such this body needs to exercise great care and 
judgement in how it chooses to exercise its power to influence the day-to day operation 
of WSI.  Authoring a law to achieve an otherwise well-intentioned goal is not always the 
best solution. 

1 North Dakota WSI website 1/17/21 
2 North Dakota WSI website 1/17/21 
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This bill seeks to place a flat limit of 90 morphine mg equivalents limits daily for no more 
than seven days of opioid therapy during the first 30 days of outpatient treatment for an 
injury with some exceptions that are low probability.  This duration of treatment would 
likely be inadequate for recovery from many surgical procedures.  It also flatly prohibits 
authorization for payments for benzodiazepine therapy beyond 4 weeks except for WSI 
approved therapy for anxiety disorders.  Combination therapies are similarly restricted.  
The bill provides only limited exceptions to this which must be resolved through the 
dispute resolution process.   

The opioid restrictions are in addition to previous legislation implemented in 2015 
governing the ongoing administration of chronic opioid therapy.  That action arose out 
of concerns about the overuse of opiates for the treatment of chronic pain, opiate 
addiction related to this treatment and outright abuse and diversion of these medicines 
for illegal consumption.  These were all in response to what has become labeled the 
“opioid crisis” confronting our state and nation.  Your NDMA has been very actively 
involved in its efforts to mitigate this crisis, particularly in the area of prescription drug 
abuse and the emergency management of opiate overdoses and has been very 
supportive of these efforts. 

 

A bill very similar to this was introduced 2 years ago and defeated. 

 

Some background: 

 

Morphine milligram equivalents:  There are many prescription opioids that are used to 
treat pain.  Morphine milligram equivalents are used to compare a given narcotic’s 
potency relative to morphine.  For instance, it takes 6.67 mg of codeine to equal the 
effect of 1 mg of morphine.   A standard dose of 30 mg codeine would equal 4.5 mg of 
morphine.   For hydromorphone (Dilaudid), a standard dose of 1 mg of Dilaudid is 
equivalent to 4 mg of morphine.   As a practical matter, if you are sent home from 
surgery with a prescription for 4 Tylenol # 3 per day, you would be taking 18 MME’s per 
day.  A prescription of 2 mg of Dilaudid 6 time a day would be 48 MME’s.  These 
potencies refer to peak effectiveness.  The duration of effectiveness varies considerably 
with different narcotics. 

The number 90 MME’s was set by the CDC as a suggested upper limit for most 
pain prescriptions.  Above that, the CDC recommends that the dosage should be 
justified with appropriate documentation.   In clinical practice, there are times when 
more MMEs are very appropriate.  Conversely, there are times when it is too much.  
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Indeed, newer data suggests that 50 MME’s might be more appropriate for longer term 
use of narcotics.  Cost of these medications does not seem to be a significant impetus 
for this bill (HB1139).  In any event, there is already a formulary mechanism in place to 
keeps costs down.   Our concern with this bill is that it flatly denies payment for higher 
doses, whether or not the prescriber is able to justify the dosage and arbitrarily limits 
the duration of treatment.  We believe this limit is more properly a case management 
responsibility for WSI, rather than a matter of law imposed by the Legislature.   

 

Benzodiazpines: 

 These drugs are interrelated in their chemistry and pharmacology.  Their primary 
use is for short-acting sedation.  Most benzodiazepines are effective as muscle relaxers 
and may in fact be indicated for either sedation or as a muscle relaxant for an injured 
worker. As a class, benzodiazepines do have potential for abuse.  There are also drugs 
classed as muscle relaxers that are not benzodiazepines.  While all of the muscle 
relaxers are prescription drugs, not all are scheduled drugs and their effects are more 
variable.  I would personally try to use one of the relaxers as a first choice, but it may 
not be appropriate in every situation.  Setting a flat 4-week limit for the use of 
benzodiazepines is medically improper.  Three months is probably a better time frame 
to allow recovery from non-surgical back pain.  As one who suffers from back spasms, 
particularly after a long day in the operating room or just working around the house, I 
can tell you that symptoms can linger on for months following an injury, but they 
fortunately are not normally constant.  Again, our position is that their coverage by WSI 
should be a matter for proper case management rather that legislative prohibition.  
Until the symptoms produced by the injury are resolved, it is only fair that coverage be 
continued.  Remember that WSI is responsible for the treatment of that injury.  A thirty-
day statutory cutoff is arbitrary and violates the organization’s covenant with our state’s 
workers 

 

What has changed in the last two years? 

North Dakota has made considerable progress in the past decade in our 
understanding of the use of drugs that have potential for abuse.  Our state does have 
ready access to data on the use of prescription drugs through improved formulary 
management and systems such as the Prescription Drug Management Program (PDMP).  
All physicians, physician extenders and pharmacists are required to be registered for the 
PDMP.  During the past 2 years, the reliability of the program in identifying prescription 
drug abusers has greatly improved.  Access to the PDMP has also now been 
incorporated into the electronic health records systems for most of our health care 
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providers.  Gabapentin and Pregabalin (Lyrica), two other drugs with some abuse 
potential, have also now been included in the state’s PDMP reporting system.  
Guidelines clarifying the use of the PDMP have also been put in place.  Interestingly, the 
recommendation for investigating outpatient opioid use does not begin until 12 weeks 
after the first prescription, which is considerably more generous than the time allotment 
in this bill. 

 

 Formulary management programs have also become increasingly sophisticated.  
WSI already has in place such a program, with just about every opioid and 
benzodiazepine I can think of being listed in its pages.  The Formulary classifies drugs as 
covered, non-covered, in some instances limits to maximal daily doses and in other 
cases, provides for prior authorization for prescription approval.  Among my other 
duties, I serve as a member of this state’s Medicaid Drug Utilization Review Program.  
The implementation and management of the Formulary program by Medicaid has had 
a dramatic effect in reducing the use of these medications and it has all occurred 
without any statutes placing limits on the use of the specific medications or limits on 
the length of time for which they may be prescribed.  Rather the limits have been 
developed administratively by the Medicaid program with the approval of the Drug 
Utilization Review committee. 

 

Our recommendation: 

 

 Rather than imposing these rather arbitrary statutory limits on opioid and 
benzodiazepine prescriptions, WSI be empowered through its existing formulary and 
case review program develop guidelines for the use and regulation of these 
medications, with appropriate input from medical professionals.  Prior authorization 
and PDMP reviews can and should be put in place to identify potential situations 
where diversion of drugs may be happening.  These measures may also be used to 
encourage providers to consider alternate pain management strategies to hopefully 
steer patients away from courses of treatment that might be more likely to eventuate 
in addiction or abuse. 

On behalf of the NDMA, I urge you to not pass this measure as presently 
proposed.  Our organization would be happy to work with you on amendments this bill 
to achieve what we believe are our shared goals to control opioid and benzodiazepine 
abuse and addiction without compromising WSI’s commitments to our state’s workers. 

Appendix: 
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MME Conversion Factors 

CMS.gov  



February 18, 2021 

The Honorable George Keiser 
North Dakota Legislative Branch 
422 Toronto Drive 
Bismarck, ND  58503-0276 

The Honorable Jerry Klein 
North Dakota Legislative Branch 
P.O. Box 265 
Fessenden, ND  58438-0265 

Re: American Medical Association concerns with House Bill No. 1139 

Dear Representative Keiser and Senator Klein: 

On behalf of the American Medical Association (AMA) and our physician and medical student members, 
I am writing with concerns about House Bill No. 1139 (H.B. 1139). The AMA is specifically concerned 
that this bill would inappropriately limit access to legitimate medical care based on the use of arbitrary 
thresholds that assume all patients are the same. While we share the goal of ensuring that patients with 
pain receive opioid therapy only if expected benefits for both pain and function are anticipated to 
outweigh risks to the patient, and that this bill is trying to avoid harmful contraindications for opioid 
analgesics and benzodiazepines, we ultimately conclude that H.B. 1139 would impose non-clinical 
thresholds that may not correspond with patients’ clinical needs as determined by their physician. 

In addition, the AMA supports broad access to non-opioid therapy for pain care, as appropriate, but have 
great concerns that such therapy is too often unaffordable or inaccessible for too many patients. In a state 
like North Dakota, with considerable rural areas and shortages of health care providers in those areas, the 
AMA is concerned that this bill would restrict access to legitimate care while not affording access to other 
types of pain care. In addition, while we support the exceptions in H.B. 1139 for certain types of chronic 
conditions, similar exceptions often are not honored by health insurers, pharmacy benefit management 
companies, pharmacy chains, and other payers who often have considerable difficulty in distinguishing 
different types of patient histories from a prescription. As a result, the AMA has seen far too many 
examples of patients with cancer, in hospice, and other conditions denied opioid therapy—resulting in 
damaging stigmatization and suffering from untreated pain. These denials are examples of how states 
have misapplied the 2016 CDC Guideline for Prescribing Opioids for Chronic Pain (CDC Guideline), and 
why the CDC said in 2019 that:  

Unfortunately, some policies and practices purportedly derived from the guideline 
have in fact been inconsistent with, and often go beyond, its recommendations. A 
consensus panel has highlighted these inconsistencies, which include inflexible 
application of recommended dosage and duration thresholds and policies that 
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encourage hard limits and abrupt tapering of drug dosages, resulting in sudden opioid 
discontinuation or dismissal of patients from a physician’s practice. The panel also 
noted the potential for misapplication of the recommendations to populations outside 
the scope of the guideline. Such misapplication has been reported for patients with 
pain associated with cancer, surgical procedures, or acute sickle cell crises. There have 
also been reports of misapplication of the guideline’s dosage thresholds to opioid 
agonists for treatment of opioid use disorder. Such actions are likely to result in harm 
to patients. 

 
This is, in part, why the AMA has consistently opposed hard thresholds such as those proposed in  
H.B. 1139. Some states, including Oklahoma, for example, are seeking to mitigate the problems 
associated with hard thresholds with the introduction of legislation to protect patients stable on opioid 
therapy, or who may benefit from a dose greater than a specific number. Language under consideration in 
Oklahoma reads as-follows: 
 

• Nothing in the [Act] shall be construed to require a practitioner to limit or forcibly taper a 
stable long-term opioid therapy patient. The standard of care requires effective and 
individualized treatment for each patient without limits or thresholds on dose or quantity. 
  

• When a practitioner thoroughly assesses and documents his or her findings as required by 
this section and prescribes in good faith using his or her clinical expertise, neither an 
individual patient’s nor practitioner’s practice’s average prescribed doses or quantities alone 
shall be used as the basis to initiate an investigation or disciplinary action, or to pursue civil 
liability or criminal penalties. 

 
Finally, AMA believes that additional restrictions found in H.B. 1139, focused on workers, also are not 
necessary given multiple positive trends in your state. North Dakota physicians and other health care 
professionals already have reduced opioid prescribing by more than 40 percent between 2014-2019. 
Deaths in North Dakota, moreover, have been primarily tied to overdose related to illicit drugs, and North 
Dakota also has one of the lowest drug overdose mortality rates in the nation. These positive trends, 
however, mask a larger problem of workers and others not having access to non-opioid pain care options, 
which is something that this bill does not address—and has largely not been acted upon by health insurers 
in any state. 
 
In summary, the AMA appreciates your efforts to help patients with pain. AMA concludes, however, that 
H.B. 1139 will not achieve this goal for all the reasons set forth above. If you have questions, please 
contact Daniel Blaney-Koen, JD, Senior Legislative Attorney, AMA Advocacy Resource Center, at 
daniel.blaney-koen@ama-assn.org or (312) 464-4954. 
 
Sincerely, 
 

 
James L. Madara, MD 
 
cc: North Dakota Medical Association 

http://webserver1.lsb.state.ok.us/cf_pdf/2021-22%20INT/hB/HB1013%20INT.PDF
https://www.cdc.gov/nchs/pressroom/sosmap/drug_poisoning_mortality/drug_poisoning.htm
mailto:daniel.blaney-koen@ama-assn.org


2021 House Bill No. 1139 
Testimony before the House Industry, Business and Labor Committee 

Presented by Beth Larson-Steckler Workforce Safety and Insurance  
March 8, 2021 

Mr. Chairman and Members of the Committee: My name is Beth Larson-Steckler, I am a care-partner for 

my two adult children who have significant health issues inclusive of chronic pain as well as a patient 

advocate. I am a co-founder of Foundation of Childhood Pancreatitis; I am the North Dakota State Chair 

for The National Pancreas Foundation and belong to several other national and international health 

advocacy organizations.  I am here today to provide testimony in opposition to House Bill No. 1139.  

The CDC developed and published the CDC Guidelines for Prescribing Opioids for Chronic Pain (which I 

will refer to from here on out as Guidelines) in 2016. These guidelines provided prescribing 

recommendations for patients 18 and above in primary clinical care settings. I want to emphasize that 

these guidelines were never intended for pain physicians, or those in palliative or hospice care.  The 

Guidelines were in response to the opioid epidemic. Unfortunately, the data provided and public 

statements from the CDC failed to capture not only the complexity of the problem but also the 

distinction between licit and illicit opioids and their relationship to the increase in unintentional 

overdose.   

Even prior to the implementation of the Guidelines there were concerns from various organizations and 

physicians that the guidelines would be rigidly applied and result in harm.  Since the publication of the 

Guidelines these concerns have grown.  These concerns are not just from caregivers and patients but 

from physicians, inclusive of pain physicians as well as addictionologists. While the nations prescribing of 

prescription opioids has dropped dramatically since the implementation of these Guidelines, the 

overdose deaths and addictions are on the rise, specifically those related to illicit fentanyl, 

methamphetamine, and cocaine, illicit substances not prescribed by physicians. In this alarming Health 

Advisory distributed by the CDC on December 17, 2020, the CDC warns of these facts. Notably absent is 

any mention of prescribed opioids. 

The recommendations proposed in HB No. 1139 are reflective of the misapplications of the CDC 

Guidelines. The Guidelines were never intended to be utilized for legislation, in fact, the CDC explicitly 

warned about this. Unfortunately, multiple entities have misapplied these guidelines, these include 

insurance agencies, clinic administration, PBMs as well as other governmental entities. These 

misapplications have harmed patients who have legitimate medical needs for prescribed opioids, as well 

as causing grave concerns for health care professionals who have a medical and ethical duty to provide 

appropriate pain care. While substance use disorders and their often-serious consequences are 

currently receiving focused government action, those who suffer from intractable, persistent pain are 

often unable to receive appropriate pain care while enduring serious, life-threatening consequences due 

to the misapplication of these Guidelines by various entities. 

Individuals with chronic pain, whether due to disease or injury have become stigmatized due to the 

misapplication of these Guidelines. A recent study, Drug Misuse in America 2019: Physicians Perspectives 

and Diagnostics Insights on the Evolving Drug Crisis found a large percentage (81%) of doctors are 
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hesitant to accept new patients who have been prescribed pain medications.  Even more (83%) say the 

misapplication of the CDC Guidelines makes it harder to treat pain patients.  

Another unintended consequence of the misapplications of these Guidelines includes suicides due to 

abandonment of treatment and under treatment of chronic pain. Since the publication of the Guidelines 

several advocacy groups comprised of both patients and physicians have been tracking suicide related to 

abandonment of pain patients. Recently, Dr. Stefan Ketesz has been given IRB approval from University 

of Alabama at Birmingham to investigate the links between the abandonment of pain patients, those 

who are unable to receive care for their chronic pain to deaths due to suicide.  His study is entitled 

Clinical contexts of Suicide following Opioid TransitionS (CSI: OPIOIDS).    

After several other organizations as well as individual practitioners raised concerns about the Guidelines, 

on April 24th of 2019 CDC finally released a statement raising the alarm of the misapplication of its 

guidelines and the harms resulting from these.  Furthermore, and of great importance, the CDC is 

currently revising the guidelines due to patient harms and destabilizations that have occurred. In March 

of last year, CDC begun the process of interviewing individuals impacted by the CDC Guidelines. I was 

one of the individuals chosen to participate one-on-one with the CDC to discuss impacts of the 

Guidelines on my family. The 2016 Guidelines were developed by a core expert group which was largely 

comprised of those in addiction medicine. The CDC has reconvened a new core expert group. This group 

is comprised of not only those working in addiction but caregivers, patients, pain physicians, legal 

experts, and public health experts.  

Since the implementation of the Guidelines, I have personally witnessed the devastating impacts to 

those that have chronic pain including my own children. In response to the Guidelines, Insurance 

companies, PBMs, clinic administrators and legislators have implemented numerous ‘hoops’ that 

physicians as well as patients need to jump through to be prescribed necessary opioid pain medication.  

Due to all these layers, it is exceedingly difficult for pain physicians to treat patients individually based 

on their needs.  Currently in North Dakota, many pain physicians are hesitant to prescribe opioid pain 

medications. Some have totally forgone the utilization of opioid pain medications in their practices.   

Approximately two years ago a large pain clinic in North Dakota notified all patients on opioid pain 

medications that it would be titrating all individuals off these medications.  One of those patients, was 

my son. Only three weeks earlier at his pain management appointment it had been discussed that opioid 

therapy was the best option for him.  When I contacted clinic administration, I was informed that this 

action was being taken due to the national standards on opioid prescribing. There is no, national 

standard, there are recommendations for primary care physicians not for pain physicians.  I was 

fortunate enough to receive a referral to one of the only pain physicians left who prescribes opioid pain 

medications, most other patients did not receive a referral. I have been in contact with a number of 

those patients. Some had been able to work due to opioid pain treatment. Others lead a more 

functional life. When they were titrated, many lost the ability to work, some were forced to move home 

with their parents because they were unable to support or care for themselves, some are bedridden. 

Everyone I have talked to experience a substantial decrease in the quality of their life. I know of one 

individual that did attempt suicide fortunately it was not completed.     

As a mother, I have searched high and low for other options besides opioids. I have literally drained my 

bank account attempting other strategies, ketamine treatments, acupuncture, essential oils, 

mindfulness, tapping, distraction, biofeedback, reiki, massage therapy, psychotherapy, physical therapy, 



occupational therapy, water therapy, injections, various medicatins, ablations. For many of the 

treatments I had to travel out of state. A few of these treatments were very detrimental to my kids. The 

ablation treatment destroyed harvested islet cells that had been placed in my daughter’s liver from her 

pancreas. It also caused issues with her back. Now instead of just chronic stomach pain, she has both 

chronic stomach and back pain. Opioids have been the best option for both my kids. Most individuals on 

Long Term Opioid Therapy (LTOT) have tried other options. Opioids are rarely, if ever, the first option.        

It is critically imperative to balance the needs of properly treating pain while still caring for those with 

substance use disorders. Balancing these dual vital health issues, without sacrificing one for the other, is 

one of the highest health care priorities that many states are facing. 

The passage of HB No. 1139, I believe, will further perpetuate the harms done by the misapplications of 

the CDC Guidelines impacting both North Dakota residents who have chronic pain resulting from injury 

as well as physicians.  Again, these guidelines were for primary care physicians, not pain physicians, not 

for those on palliative or hospice care. The CDC is revisiting these guidelines. One of the major focuses is 

on the opioid limits, the opioid limits indicated in HB No. 1139.  90 MME was an arbitrary level. It was 

not based on any relevant research and has caused substantial harm.  

As a patient advocate, I am concerned for those, who due to injury, develop chronic pain, but are unable 

to access necessary treatment due to this legislation. Instead of receiving individualized care, care will 

be dictated by legislation, not what is ultimately the best for the patient. Unfortunately, in healthcare 

we are seeing this more and more. Instead of physicians determining best care regimen based on 

individuals needs, care is being based on other entities. This is not only in the area of pain but occurs 

overall in healthcare. Due to this, nationally we are losing physicians. Many are leaving medicine; others 

are choosing not to pursue medicine. Suicide rates for physicians are at an all time high. Many 

physicians have expressed concerns that they no longer are the ones driving care, instead it is multiple 

other entities that do not possess the knowledge, skill or training of physicians nor do they know the 

patient. I truly believe the best person to determine care, is the physician that is in the exam room with 

the patient, who knows the history, goals of the patients and other nuances of medicine. 

One of my greatest concern if HB No 1139 passes is for those individuals that are currently on Long Term 

Opioid Therapy (LTOT) that will need to be titrated down to 90 MME. One aspect that researchers and 

physicians all agree on is that forced titration is harmful and often has deadly consequences.  As I 

previously indicated, many chronic pain patients have committed suicide due to titration of pain 

medications. I cannot impress upon you how difficult it is for individuals that are in pain 24/7. I, myself, 

have not experienced it but I have spent twenty years watching my husband, son and daughter deal 

with severe chronic pain. It is truly devastating and there is not a plethora of options. For many opioid 

pain medications improves outcomes for those with chronic pain. I look forward to the day when other 

options with less risk are available but until they are, I am grateful for the therapeutic aspect of opioids.          

This concludes my testimony, and I will be happy to answer any questions you may have. 



Written testimony to:


67th Legislative Assembly

Senate Industry Business and Labor Committee


HB 1139


Chairman Senator Jerry Klein and Committee Members


I am Paula Moch, a resident of ND and the Legislative Liaison for the North Dakota Nurse 
Practitioner Association (NDNPA).  I am submitting this written testimony on behalf of the 
NDNPA in support of HB 1139 as written.


The limitations in the amount of morphine milligram equivalents per day, days supply for 
outpatient transactions is supported by the NDNPA,  as safe and effective in helping to reduce 
opioid dependence and abuse and is standard practice.  These limitations are supported by 
evidence based researchers as appropriate for most acute conditions.  The NDNPA 
appreciates that there was consideration included for special populations of patients who may 
need increased amounts or extended durations of opioid and benzodiazepine treatment.


This concludes the written testimony of support for HB 1139 on behalf of the NDNPA.  I am 
happy to answer any questions in writing or via telephone.


Thank you for your time.


Paula M Moch BSN, MSN, FNP-BC

NDNPA Legislative Liaison 2021

ndnpalegislative@gmail.com

701-321-3193
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2021 SENATE STANDING COMMITTEE MINUTES 

Industry, Business and Labor Committee 
Fort Union Room, State Capitol 

HB 1139 
3/22/2021 

relating to duration limits for opioid therapy and benzodiazepine 

Chair Klein opened the meeting at 2:54 p.m. All members were present. Senators Klein, 
Larsen, Burckhard, Vedaa, Kreun, and Marcellais. 

Discussion Topics: 
• Limitations on opioid 

Senator Kreun moved a DO PASS [14:55]. 
Senator Larsen seconded the motion [14:55]. 

[14:55] 
Senators Vote 

Senator Jerry Klein Y 
Senator Doug Larsen Y 
Senator Randy A. Burckhard Y 
Senator Curt Kreun Y 
Senator Richard Marcellais N 
Senator Shawn Vedaa Y 

Motion passed: 5-1-0 

Senator Klein will carry the bill [14:56]. 

Chair Klein ended the hearing at 2:56 p.m. 

Isabella Grotberg, Committee Clerk 



Com Standing Committee Report Module ID: s_stcomrep_49_007
March 22, 2021 3:04PM  Carrier: Klein 

REPORT OF STANDING COMMITTEE
HB 1139: Industry, Business and Labor Committee (Sen. Klein, Chairman) recommends 

DO PASS (5 YEAS, 1 NAY, 0 ABSENT AND NOT VOTING). HB 1139 was placed on 
the Fourteenth order on the calendar. 
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