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Objectives:   1. To understand concerns around antipsychotics and the State 
of Maine’s Response in particular;

2. To share an overview of Maine’s Opioid Response Strategic Action Plan;

3. To understand the significance and importance of multistakeholder
negotiations in State health policy. 



• Mr. Gordon Smith has nothing to disclose with respect to commercial 
relationships.

• Dr. Jeffrey Barkin is an employee of Change Healthcare.

DISCLOSURE



The Story of Antipsychotics (1):

1. Early antipsychotic medications such as Thorazine, Haldol, and Prolixin were used for years for 
severe mental health diagnoses such as schizophrenia.

2. First generation antipsychotics were associated with neurologic toxicity, including acute 
(dystonic reactions) and late onset movement disorders (tardive dyskinesia).

3. Atypical antipsychotics were later introduced – called atypical because they were much less 
apt to cause neurologic toxicity - (clozapine approved in 1989; risperidone in 1993; olanzapine in 
1996; quetiapine in 1997; aripiprazole 2002, amongst others). 

4. Though the atypical antipsychotics are associated with fewer neurologic toxicities, they are 
associated with their own adverse issues including weight gain, diabetes, and lipid abnormalities. 

5. The atypical antipsychotics demonstrated a generally broad spectrum of efficacy in clinical trials 
and demonstrated activity against symptoms of psychosis, mania, irritability/aggression 
associated with autism, and the ability to augment antidepressants in some patients 
unresponsive to antidepressant monotherapy.



The Story of Antipsychotics (2):

6. With clinical trials demonstrating efficacy, marketing these medications for multiple uses led to 
levels of utilization never seen in mental health. Antipsychotics, once used only in severely 
mentally ill patients by psychiatrists, were now widely used and became amongst the most 
commonly prescribed medications in general. 

7. “Evidence based medicine” became replaced by “Marketing based medicine.” 

8. Aggressive marketing led to high levels of utilization in susceptible patient populations 
including especially the elderly and children. Use in children is most often associated with 
aggression in autism. Use of antipsychotics in foster children increased markedly. 

9. Over time, it was noted that there was no evidence that antipsychotics treat psychosis 
associated with dementia yet risks of cardiovascular adverse events became known.

10. The psychiatric community was very aware of the issue of weight gain/diabetes and need 
for metabolic monitoring and developed treatment guidelines, e.g. APA practice guidelines 
2004 (updated 2020); Mt. Sinai guidelines 2002.



The Story of Antipsychotics (3):

11. Psychiatrists and other mental health providers had access to powerful medications which 
demonstrated efficacy so the treatment for severe mental health disorders greatly advanced. 
Patients unresponsive to other medications had new options. 

12. BUT: the risks became more evident including a 13 fold increase in diabetes in children 
treated with atypical antipsychotics.

13. Use (overuse) led to the perception by some writers that “we were being drugged.”

14. Robert Whitaker (Boston Globe reporter) publishes Anatomy of an Epidemic in 2011; posits 
that the reason Americans have increasing rates of disability – including SSDI - is because of 
atypical antipsychotics. Blames psychiatric medication for multiple societal problems.

15. In Maine around the same time, a young girl develops diabetes and her foster mother 
contacts her legislator.

16. Antipsychotics “become a legislative issue” in 2012 with a desire to more strongly regulate 
their use. 



The Story of Antipsychotics (4):

17. Rates of monitoring for weight and metabolic parameters was poor.

18. Maine DUR had a Psych Work Group, which had created, in conjunction with OCFS, Maine 
Association of Psychiatric Physicians, and the MaineCare pharmacy contractor, a metabolic 
monitoring process to increase compliance with monitoring guidelines. The MICIS project 
developed an academic detailing module to educate on the risks and appropriate use of these 
medications.

19. Nonetheless, use of these medications was more closely scrutinized legislatively. Initially, a law 
was proposed which would have severely curtailed/restricted the use of these medications, e.g. 
requirement for a judicial order before use.

20. Concern regarding use of these medications became fear of “mind control” by some. 

21. Though antipsychotic monitoring was already largely being performed, with a ten fold increase 
in metabolic monitoring over 3 years, it was clear multiple parties needed to “get on the same 
page.”
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The Story of the Antipsychotics (5):

22. Legislative concern led to the introduction of proposed legislation, LD 338 which contained significant 
restrictions.  

23. A work group convened, and codified what was already in policy regarding metabolic monitoring. LD 
338 was initially a burdensome proposal which legislatively would have adopted the clinical guidelines of 
the American Academy of Child and Adolescent Psychiatry. 

24. Pivotal meetings included all key stakeholders, including Office of MaineCare Services, OCFS, Change 
Healthcare, the Maine Association of Psychiatric Physicians, Maine Medical Association, and members of 
the legislature. The outcome of these meetings on LD 338 was creating a resolve which continued what was 
already being mandated by Prior Authorization. However, the interest of the legislature helped reinforce the 
importance of metabolic/weight monitoring even if it did not lead to a change in process. 

25. Had the parties not arrived at this consensus point and legislative resolve using a multistakeholder
approach, an onerous process would have likely been adopted making care significantly more difficult to 
access for consumers. 

26. Despite wildly variable world views, bringing the seemingly disparate stakeholders together in a work 
group allowed them all to get to “the same place,” serving the needs of all of the parties. 

27. Since LD 338 in 2013, and despite the continued approval of new antipsychotics, no further legislative 
changes have been  required with this sensitive drug class. 



How can multistakeholder negotiations and engagement help impact healthcare policy 
decisions?

Hanley Center for Health Leadership as model in training health leaders in the process of 
stakeholder engagement.
•

The mission of the Center is to inspire and grow collaborative leaders to solve today’s health 
challenges.  The Center envisions a world in which health leaders, in their quest to strengthen 
the health of communities, incorporate the Hanley Center values of:

• Collaboration
• Courage
• Inclusion
• Innovation
• Hard Work
• Kindness



HANLEY CENTER BELIEFS

• We believe in the power of relationships steeped in trust built over time

• We believe in  working toward health equity and positive inclusion in 
everything we do

• We believe in enhancing leadership capacity through common experience, 
language, and learning

• We believe in our results based upon collaboration , leadership and 
partnership

• (Partial listing, and edited for the purpose 



Opiates in Maine (1):

Viewing utilization data beginning in 2009, it became clear that opioid analgesics were being prescribed 
in vast quantities. 

Maine and West Virginia had escalating rates of overdose deaths from opioids. Prescribing of OxyContin 
increased exponentially starting in 2010. 

It became increasingly clear opiates were being prescribed too often and at doses that were too high.

The MaineCare medical director Dr. Kevin Flanigan convened multistakeholder groups to develop a 
roadmap. In 2015 the Maine Opiate Collaborative was established. 

Multiple meetings included prescribers, addiction experts, members of the recovery community and 
others. 

Under Dr. Flanigan’s leadership, the prescribing community became “open to intrusive regulation” and 
participated in it’s definition and enactment. 

Though anathema to most physicians, having dose and duration limits was a relief as it gave permission 
to “say no” to patients, which was previously very difficult as patients become angry when a physician 
says “no.” In fact, denial of opiates is one of the most common license board complaints.



Opiates in Maine (2):

Dr. Flanigan’s  numerous stakeholder meetings established both dose (100 mg Morphine Sulfate 
equivalents) and duration limits. 

Within 2 years, the number of patients prescribed high doses of opiates decreased by 35 %. In 
contrast to before the dose and duration limits, the number of patients on extremely high doses 
(>300 mg MSE) is now greatly reduced. The number of patients receiving chronically prescribed 
opioid analgesics has declined precipitously. Ongoing high dose use is driven mostly by those with 
specific exemptions. These trends have continued to the present day.

However, as the use of prescribed opiates declined substantially as a result of Dr. Flanigan’s 
multistakeholder meetings and the resultant buy in of the medical community, utilization of 
opiates shifted away from medically prescribed to the non-medical and illicit market.

Once the medical community cleaned up it’s act and agreed upon acceptable prescribing, 
what to do with the rest of the world? After all, overdose deaths continued to climb despite the 
reduction in prescribing.

What approaches can be generalized to other inputs such as law enforcement, the recovery 
community, and the harm reduction community?



2015 Maine Opiate Collaborative established

2017 Legislative Task Force 

2018 Janet Mill’s 10-Point Campaign Plan to Address Maine’s Opioid Crisis

November, 2018 Janet T. Mills elected Governor

January, 2019 Appointment of Maine’s first Director of Opioid Response

Feb. 6, 2019 Governor Mills issues Executive Order 2

Sept., 2019-Jan. 2020       Development of Opioid Response Strategic Plan

March, 2020                      Pandemic Begins

October, 2020                   Review of Strategic Action Plan



CURRENT PRIORITIES

PREVENT THE EARLY USE OF ADDICTIVE SUBSTANCES BY CHILDREN AND YOUTH

OVERDOSE PREVENTION AND RESCUE

RECOVERY SUPPORT

TREATMENT FOR THE INCARCERATED

INCREASING TREATMENT OPTIONS, LOWERING BARRIERS TO TREATMENT

EXPAND AND ENHANCE SAFE SYRINGE EXCHANGES



Other Action

ESTABLISED PREVENTORY AND RECOVERY CABINET

ESTABLISHED CLINICAL ADVISORY COMMITTEE AND OPIOID COORDINATING COUNCIL

ESTABLISHED OPIOID DATA COMMITTEE

HIRED OPIOID RESPONSE DIRECTOR AND OPIOID RESPONSE PROJECT MANAGER

MULTI-DISTRICT FEDERAL COURT LITIGATION AGAINST MANUFACTURERS AND 
DISTRIBUTORS

IMPLEMENTATION OF L.D. 793 OPIOID TREATMENT AND PREVENTION FUND



Opioid Response Strategic Action Plan

• Leadership 10%

• Prevention 20%

• Overdose Rescue 13%

• Treatment 32%

• Recovery Support 25%

• SAP undergoing a thorough review currently (10/2020)



Opioid Response Strategic Action Plan

Leadership
• Take decisive, evidence-based and community-focused actions in response to Maine’s opioid crisis

Prevention
• Prevent the early use of addictive substances by children and youth
• Reduce the number of prescribed and illegally obtained opioids

Overdose Rescue
• Make naloxone available to anyone who needs it
• Maximize data to reduce harm

Treatment
• Ensure the availability of treatment that is local, immediate, and affordable 
• Promote the understanding and use of harm reduction strategies 

Recovery Support
• Support individuals in recovery 
• Build and support recovery-ready communities (recovery residences, recovery centers, recovery coaches, recovery 

friendly  employers, recovery ready campuses



WHAT PHYSICIANS AND OTHER HEALTH CARE PRACTITIONERS  CAN DO TO HELP

1. Co-prescribe Naloxone when prescribing higher dose opioids for pain
2. Get your x-waiver to prescribe buprenorphine to your own patients who would 

benefit from it
3. Train as a recovery coach or recovery ally
4. Mentor an at-risk youth
5. Join the Opioid Response Volunteers (ORV)
6. Use appropriate language to decrease stigma ( ex:  person with substance use 

disorder, not drug addict)
7. Participate in the Governor’s 2021 Opioid Response Summit (Bangor), July 15, 2021



NOW, SOME DATA

# of patients that on at least 1 day had greater than 100 daily MME prescribed

2015 2016         2017        2018       2019 (through 6/30)

29,444      24,356      16,140     12,281     6,734

Includes only Opiate Agonists



MORE DATA

Accidental Overdose Deaths                            Substance exposed births

2014 208                                                            2015          1013
2015 272                                                            2016          1024            
2016 376                                                            2017          952
2017 417                                                            2018          904
2018 354   (15% reduction) 2019 858
2019 380   (7% increase)
2020 259   (first six months of 2020)



QUESTIONS & ANSWERS

Jeffrey Barkin, MD, DFAPA
Associate Chief Medical Officer 
Pharmacy Benefits Solutions

Change Healthcare

Jbarkin@ChangeHealthcare.com

(207)775-2244

Gordon Smith, Esq.

Director of Opioid Response 

State of Maine

Gordon.Smith@maine.gov

207-592-0859 (cell)


