Part 2640: Prescribing, Administering and Dispensing

Part 2640 Chapter 1: Rules Pertaining to Prescribing, Administering and Dispensing of
Medication

Rule 1.1 Scope. These rules apply to all 1nd1v1duals who have preserlptlve authorltv and are
licensed hie—f . : ; ;
Mississippiby the M15$1ssmp1 State Board of Medlcal Llcensure

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.2 Definitions. For the purpose of Part 2640, Chapter 1 only, the following terms have the

meanings indicated:

EA. “Administer”, “Controlled Substances”, and “Ultimate User” shall have the same
meaning as set forth in Mississippi Code, Section 41-29-105, unless the context otherwise
requires.

B. “Physician” means any person licensed to practice medicine, osteopathic medicine or
podiatric medicine in the state of Mississippi.

C. “Physician Assistant” means any person meeting the requirements of licensure in the
state of Mississippi as required by Part 2617, Chapter 1.

D. “Licensee” means any person licensed to practice medicine in the State of Mississippi
who has prescriptive authority.

ME. “Prescriptive Authority” means the legal authority of a professional licensed
to practice in the state of Mississippi who prescribes controlled substances and is
registered with the U. S. Drug Enforcement Administration in compliance with Title 21
CFR, Part 1301 Food and Drugs.

NeF.  “Prescribe” means to designate or order by means of either a written or oral
prescription the delivery of a controlled substance or legend drug to an ultimate user.

O-G.  “Dispense” means to deliver a controlled substance or legend drug other than by
administering or prescribing to an ultimate user or research subject including the
packaging, labeling, or compounding necessary to prepare the substance for that delivery.

P-H. For the purpose of enforcement of the labeling requirements set forth in this
chapter, Part 2640, Rule 1.7.B, “Dispensing Physician” means any physician who shal
dispenses to a patient for the patient's use any controlled substance, legend drug or other
medication where such medication is purchased by the physician for resale to a patient
whether or not a separate charge is made._As stated in Part 2617, it is understood that
Physician Assistants may not dispense medications.

QL “Prescription Drug” or “Legend Drug” means a drug required under federal law to
be labeled with the following statement prior to being dispensed or delivered; “Caution:
Federal law prohibits dispensing without prescription,” or a drug which is required by
any applicable federal or state law or regulation to be dispensed on prescription only or is
restricted to use by physietanslicensees only.

RJ. “Pain Management ChniePractice” means a public or privately owned faeility
practice for which the-majority{530% or more} of the patients are issued, on a menthly
regular or recurring basis, a prescription for opioids, barbiturates, benzodiazepines,
carisoprodol, butalbital compounds, or tramadol_for the treatment of chronic
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noncancerous pain._Included in this definition shall-beis any practice that advertises

and/or holds itself out to provide pain management services. Physicians-orpractices—that

treat—patients—for—pain—resulting {from—aterminal —tllness—are—excluded from—this

definition-Patients who are treated for pain resulting from a terminal illness do not count

against the percentage stated herein.

K. “Bariatric Medicine, sMedical Weight Loss, or Weight Management CliniePractice”

means a public or privately owned faetitypractice

1. for which 30% or more of the patients are provided a comprehensive weight
management treatment program_or;

2. -30% or more of the patients receive any controlled substance approved by the FDA
for the pharmacologic management of weight loss or;

3. -any clinic operated by, staffed by, or affiliated with through affiliation, employment,
or collaboration agreement with a Mississippi licensee or;

4. which advertises weight loss by any means.

Excluded from this definition is any practice in which a licensee advertises the use of

nonpharmacological products as part of the licensee’s overall practice of medicine. In

order to be excluded from this definition, the licensee’s practice shallmust have

nonpharmacological weight loss and/or weight loss management as a component of the

overall management of the patient’s total health care. If the use of nonpharmacological

products for weight loss and/or weight management exceeds 30% of the total outpatient

clinic visits for any single 90-day consecutive period, the practice shallwill be considered

a bariatric medicine/medical weight loss practice and shalwill be subject to all the rules

and regulations pertaining to bariatric medicine/medical weight loss practice.

Bariatric surgeons whose primary practice is surgical weight loss and not long-term
management of weight loss through medical, pharmaceutical, and/or behavioral

management are also excluded from this definition.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.3 Registration for Controlled Substances Certificate. Every physicianlicensee lieensed-te
practice-in-Mississippi-who prescribes, administers or dispenses any controlled substance within
Mississippi or who proposes to engage in the prescribing, administering or dispensing of any
controlled substance within Mississippi must be registered with the U.S. Drug Enforcement
Administration in compliance with Title 21 CFR Part 1301 Food and Drugs.

PfegPam—ékéPM-I%—by—Deeember%—l—ZQH—Each 1nd1v1dua1 who is licensed bV the MlSSlSSlDDl

State Board of Medical Licensure and has prescriptive authority must be registered with the
Mississippi Prescription Monitoring Program (MPMP). Every licensee who provides medical
care in a pain management practice as defined in Rule 1.2 (G) shalmust review the MPMP at
each patient encounter in which a prescription for a controlled substance is issued. Every
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licensee, regardless of practice specialty, shallmust review the MPMP at each patient encounter
in which an opioid is prescribed for acute and/or chronic noncancerous pain. Those licensees
whose practice is not a pain management practice as defined previously shallmust actively
utilize the MPMP upon initial contact with new patients and at least every three (3) months
thereafter on any and all patients who are prescribed, administered, or dispensed controlled
substances. Reports generated on such patients should span the length of time from the previous
review of the MPMP so that adequate information is obtained to determine patient compliance
with treatment. Documentation, such as a copy of the report itself and/or reflection in the chart
dictation and/or notes, shallmust be kept within the patient’s record and made available for
inspection upon request. In addition, licensees required to register under this section shallmust
also utilize the MPMP to generate a global report to review their entire practice as a whole at
least yearly. Documentation of the global report shallmust be kept in a separate file to be
available for inspection upon request.

Pursuant to authority granted in Mississippi Code, Section 41-29-125, the Mississippi State
Board of Medical Licensure hereby adopts, in lieu of a separate registration with the Board, the
registration with the U.S. Drug Enforcement Administration as required in the above paragraph.
In the event, however, a physietan-licensee has had limitations or other restrictions placed upon
his or her license wherein he or she is prohibited from handhng—ordering, dispensing, or
prescribing controlled substances in any—er—al schedules, said phystetan—licensee shall be
prohibited from registering with the U.S. Drug Enforcement Administration for a Uniform
Controlled Substances Registration Certificate without first being expressly authorized to do so
by order of the Mississippi State Board of Medical Licensure.

Persons registered to prescribe, administer, dispense or conduct research with controlled
substances may order, possess, prescribe, administer, dispense or conduct research with those
substances to the extent authorized by their registration and in conformity with the other
provisions of these rules and in conformity with provisions of the Mississippi Uniform
Controlled Substances Law, Mississippi Code; Sections 41-29-101 et seq.

The registration requirement set forth in these rules does not apply to the distribution and
manufacture of controlled substances. Any physietan-licensee who engages in the manufacture
or distribution of controlled substances or legend drugs shallmust register with the Mississippi
State Board of Pharmacy pursuant to Mississippi Code, Section 73-21-105_and shallwill be
subject to all applicable federal statutes and regulations controlling such practices:. For the
purposes herein, “distribute” shalb-means the delivery of a drug other than by administering,
prescribing or dispensing. The word “manufacture” shall hasve the same meaning as set forth in
Mississippi Code, Section 41-29-105(q).

Source: Miss. Code Ann. §73-43-11 (1972, as amended).
Rule 1.4 Malntenance of Records and Inventorles Every phyﬁeraﬁ—l-}eeﬂsed—ee—pr&e&e%rﬁedwrem%

vpilicensee shall maintain

1nventorles, logs, and records prescrlbed in th1s rule.

A. Controlled substances inventory record. All controlled substances classified under
Schedules II, IIN, III, ITIIN, IV and V which are purchased by the phystetan-licensee must
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be inventoried at least every two (2) years. All inventory records for controlled
substances in Schedules II and IIN must be maintained separately from the inventory
records for Schedules III, ITIIN, IV and V controlled substances. To insure the reliability
of an inventory, the physician shalmust maintain a readily retrievable record of
controlled substances purchased, including a copy of all purchase invoices identifying the
name, quantity and strength/dose of the controlled substance purchased, the supplier and
the date purchased. Controlled substances inventory must also meet all applicable federal
statutes and regulations.

B. Controlled substances dispensation/administration record. Every phystetanlicensee who
shall—dispenses or administers, Schedules II, 1IN, III, IIIN, IV and V controlled
substances shallmust maintain a separate readily retrievable record of all such substances
dispensed or administered. This requirement shalldoes not apply to Schedules III, ITIN,
IV and V prepackaged samples and starter packs. All dispensation/administration records
for controlled substances in Schedules II and IIN must be maintained separately from the
dispensation/administration records for Schedules III, IIIN, IV and V controlled
substances. The record shalmust contain the following information:

1. The date the controlled substance was dispensed or administered.

2. The name, quantity and strength/dose of the controlled substance dispensed or
administered.

3. The method of administration of the controlled substance, i.e. oral, IV or
subcutaneous.

4. The name and address of the patient to whom the controlled substance was dispensed
or administered.

5. For all Schedules II and III amphetamines, amphetamine-like anorectic drugs, or
sympathomimetic amine drugs dispensed in the treatment of narcolepsy,
hyperkinesis, brain dysfunction, epilepsy, or depression, the dispensing or
administration records shallmust include the diagnosis and the reason for use of the
Schedules II and III controlled substances.

Controlled substances dispensation/administration records must also meet all applicable federal
statutes and regulations.

Patient Record. A phystetanlicensee who prescribes, dispenses or administers a legend drug or

controlled substance shalmust maintain a complete record of his or her examination, evaluation
and treatment of the patient which must include documentation of the diagnosis and reason for
prescribing, dispensing or administering any legend drug or controlled substance; the name,
dose, strength, quantity of the legend drug or controlled substance and the date that the legend
drug or controlled substance was prescribed, dispensed or administered. The record required by
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this rule shalmust be maintained in the patient's medical records.;previded-that-sueh If medical
records are maintained at the office of the physietan—licensee, the records must beand—are
available for inspection by the representatives of the Mississippi State Board of Medical

Licensure-pursuant-to-authority-grantedin-Mississippt-Code;Seetion4H-29-125.

No—phystetantLicensees shallmust not prescribe, administer or dispense any legend drug; any
controlled substance; or ether-any drug having addiction-forming or addiction-sustaining liability
without a good faith prior examination and medical indication-therefore.

A determination as to whether a “good faith prior examination and medical indication-therefore”
exists depends upon the facts and circumstances in each case. One of the primary roles of a
physician is to elicit detailed information about the signs and symptoms which a patient presents
in order that he or she may recommend a course of treatment to relieve the symptoms and cure
the patient of his or her ailment or maintain him or her in an apparent state of good health. In
order for a phystetanlicensee to achieve a preper—reasonable diagnosis and treatment plan, a
history and physical examination consistent with the nature and-of the complaint are necessary.
The importance of these aspects of proper medical practice cannot be over emphasized. -The
paramount importance of a complete medical history in establishing a correct diagnosis is well
established. Standards of proper medical practice require that, upon any encounter with a
patient, in order to establish proper diagnosis and regimen of treatment, a phystetanlicensee must
take three steps: (a) take and record an appropriate medical history, (b) carry out an appropriate
physical examination, and (c) record the results. The observance of these principles as-is an
integral component-fanetion of the “course of legitimate professional practice.”

Some of the factors used in determining the existence -of “good faith” may include, but are not
limited to:

1. the quality and extent of the documented history and physical exam;

2. the extent to which the prescribed therapy is supported by documented history and
physical exam;

the physietanlicensee's permitting the patient to name the drug desired;

4. a physteianlicensee dispensing or prescribing drugs to patients having no medical need,
when the physieianlicensee knew or should have known that the patients were addicts;

5. repeated refills over relatively short periods of time or the issuance of prescriptions at a
time when the patient should not have been finished taking the same medication from a
prior prescription had the prescription directions been properly followed or the correct
dosage taken;

6. general remarks of the physicianlicensee indicating his or her experience with non-
therapeutic uses of the drug;

7. a- physieianlicensee prescribing contraindicated medication such as amphetamines and
depressants in a manner which results in therapeutic conflicts.

(98]

The aforementioned is of particularkyef_importance in cases in which controlled substances are
to play a part in the course of treatment. It is the responsibility of the physieianlicensee to
dispense, prescribe or administer saeh-drugsall therapies with proper regard for the actual and
potential dangers. -This fact has been established in a number of closely related administrative
and criminal cases, United States v. Bartee, 479 F.2d 484 (10th Cir. 1973) (No physical
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examination prior to issuance of prescriptions for controlled substances); United States v.
Greene, 511 F.2d 1062 (7th Cir. 1975); Arthurs v. Board of Registration of Medicine, 418
N.E. 2d 1236 (MA 1981) (failure to record in patient file prescriptions for controlled substances
issued or failure to record patient visit); Brainard v. State Board of Medical Examiners, 157
P2d 7 (Ca. 1945); Dannerberg v. Board of Regents, 430 N.Y.2d 700 (1980) (issuance of three
prescriptions for sleeping pills to an undercover agent without a physical examination; Widlitz v.
Board of Regents of New York, 429 N.Y. 2d 794 (1980) (issuance of Desoxyn to patients
whom physician knew were drug addicts without conducting physical examination); United
States v. Rosenberg, 515 F.2d 190 (9th Cir. 1975) (no physical examination, evidences that
prescriptions were not in course of professional practice); and United States v. Hooker, 541
F.2d 300 (Ist Cir. 1976), (little more than cursory physical examination, frequent neglect to
inquire as to past medical history, little or no exploration of the type of problem the patient
allegedly had “indicates that the minimal professional procedures followed were designed only
to give an appearance of propriety to appellant's unlawful distributions™).

A determination of proper “medical indication”+alse requires a-earefual-examination of the nature
of the drug-therapy and all circumstances surrounding dispensatienits implementation. Use of
any therapy should be supported by standards of medical practice, reasonable scientific evidence
or consensus and documented in the medical record. Case law developed by the courts in
connection with controlled substances criminal violations and administrative decisions further
illustrates several indications of lack of good faith. See United States v. Greene, 511 F.2d 1062
(7th Cir. 1975) and United States v. Rosenburg, 515 F.2d 190 (9th Cir. 1975). One of primary
importance is the failure to follow at least the minimal professional procedures. Some of the
factors used in determining the existence of “good faith” may include, but are not limited to: (a)
the physician's permitting the patient to name the drug desired; (b) a physician dispensing drugs
to patients having no medical need, when the physician knew or should have known that the
patients were addicts; (c) repeated refills over relatively short periods of time or the issuance of
prescriptions at a time when the patient should not have been finished taking the same
medication from a prior prescription had the prescription directions been properly followed or
the correct dosage taken; (d) general remarks of the physician indicating his or her experience
with non-therapeutic uses of the drug; (e) a physician prescribing contraindicated medication
such as amphetamines and depressants in a manner which results in therapeutic conflicts

A physietanlicensee shallmust not sell or trade any medication which he or she receives as
prepackaged samples or starter packs, whether or not said samples are controlled substances,
legend drugs or other medication.

The Controlled Substances Inventory, Controlled Substance Dispensation/Administration
Record, and Patient Record required by these rules shalHmust be maintained in the office of the
physietanlicensee for a period of seven (7) years from the date that the record is completed or the
controlled substances, legend drugs or other medications are prescribed, administered or
dispensed and shallmust be made available for inspection by representatives of the Mississippi
State Board of Medical Licensure pursuant to authority granted in Mississippi Code, Section 41-
29-125._ Record retention for Controlled Substances Inventory, Controlled Substance
Dispensation/Administration Record, and Patient Record must also meet all applicable federal
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statutes and regulations. In-ecases—where Mississippi-andfederal requirements—conflictthe latter
shall control

A phystetanlicensee may use a data processing system or a manual record keeping system for the
storage and retrieval of Controlled Substances Dispensation/Administration Records. If a
phystetanlicensee utilizes a data processing system, it must provide immediate retrieval of all
dispensation/administration records of controlled substances.

Whether maintained manually or in a data processing system, all records of
dispensation/administration of controlled substances must be readily retrievable. If a data
processing system is utilized, a hard-copy printout of the records of dispensation/administration
shallmust be made at regular intervals, not to exceed seven (7) days. Such hard-copy printouts
shalmust be maintained for a period of five (5) years and shalmust be made available for
inspection and copying by investigators of the Mississippi State Board of Medical Licensure.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.5 Use of Diet Medication. Pursuant to Mississippi Code, Section 41-29-139(e), it is
unlawful for any physrer&n—hcenseern—thﬂrs—st&te to prescrlbe dlspense or admlnrster any

classrﬁed as Schedule I, pursuant to Section 41-29-115, for the exclusrve treatment of obesity,
weight control, or weight loss.

Prescribing or dispensing a controlled substance for weight reduction or the treatment of obesity
should be based on accepted scientific knowledge and sound clinical grounds. All such
prescribing and dispensing shewld-must be in compliance with applicable state and federal laws.

The phystetanlicensee an

te-provideing comprehensrve treatment of obesity shaHrnust be present at the fac1hty When he or
she prescribes or dispenses® controlled substances for the purpose of weight reduction or the
treatment of obesity.

b&den%wrth—ea&tren—A physrer&nhcensee may admrnlster order drspense or prescrrbe sard
medieationscontrolled substances for the purpose of weight loss #-or the treatment of obesity

only as an adjunct te—a—regimento a clearly documented comprehensive program of behavior

2 Part 2640, Rule 1.9, controls in all cases. Physician assistants are not permitted to dispense
medication.
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modification, comprehensive nutritional education, and exercise or physical therapy intervention.

wetghtreductionbased-on—ecalorierestriction; provided—tThe phystetanlicensee must eemphies

comply with the-foHewing-and-thatall of the following conditions-are-met:
GA. An initial comprehensive evaluation is to be conducted by and thoroughly

HB.

recorded by the prescribing physietanlicensee -andlor-mid-level provider—or-ticensed
and-appreved-delegateprior to the prescribing, ordering, dispensing or administering
of any drug. Such evaluation should include a thorough history and thorough
physical exam of the patient to include at a minimum:
Past medical history, past surgical history, social history, family history, weight
history, dietary history, gynecological {G¥YMN} history—iffemale, review of systems,
allergies and medications.
A physical exam to include Hheight;; weight;;—BedyMass—Index—BMDB; blood
pressure;; pulse;; % body fat or waist circumference/weight hip ratio;; HEENT;
ehestlungs;; heart;; abdomens;; and extremities.
Appropriate testing related to medical weight loss (CBC, comprehensive metabolic
profile, lipid panel, thyroid panel, EKG, if prior or present history of cardiac disease,
hypertension, diabetes, dyslipidemia, or strong family history of cardiac disease age
>60
The physietanlicensee must determine and record the patient’s Body Mass Index
(“BMTI”). No patient should receive anorexic medications unless Fthe patient sheuld
kavehas (i) a BMI of > 30.0 in a normal otherwise healthy patient, or_(ii) a BMI >
27.0 in an individual with at least one associated co-morbidity, or_(iii) current body
weight > 120 percent of a well-documented, long standing healthy weight that the
patient maintained after the age of 18, or (iv) body fat > 30% in females, or body fat
> 25% in males, or_(v) waist-hip circumference such that the individual is known to
be at increased cardiovascular and/or co-morbidity risk because of abdominal visceral
fat, or presence of a co-morbidity condition or conditions aggravated by the patients
excessive adiposity._The indication for anorexic therapy must be documented in the
record and re-evaluated at each visit or with each prescription refill.
Absolute contraindications of Schedule III or IV anorectic drugs for purposes of
weight loss management are pregnancy, breast feeding, or severe allergic reactions to
these medications. Relative contraindications of Schedule III and IV anorectics for
the purpose of weight loss management are uncontrolled bipolar, uncontrolled
epilepsy, uncontrolled hypertension, episodic tachyarrhythmia, excessive stimulation,
history of substance abuse, severe anticholinergic effects, such as, extreme dryness of
mouth or unmanageable constipation should be addressed with phystetanlicensee
prior to starting weight loss medications. Schedule III and IV anorectics can be used
in conjunction with any other medications deemed safe by the physietanlicensee.

The physietan_licensee shallmust not utilize any Schedules III, IV or V

controlled substance when he or she knows or has reason to believe an absolute
contraindication exists or relative contraindication exists that would be harmful to the
patient.
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FC. A phystetanlicensee eannetis not permitted to prescribe, order, or dispense controlled
substances for the purpose of weight reduction or treatment of obesity greater than a 30
day supply.

KD. A patient continued on a controlled substance #m—sehedwle HE1V—V—for the
purpose of weight reduction or the treatment of obesity shewld-must undergo an in-person
re-evaluation once every 30 days. A recording of weight, BMI, blood pressure, pulse,
and/or any other test which may be necessary for monitoring potential adverse effects of
drug therapy should be completed at each visit. Once medically established goals have
been met for an individual patient, the need for ongoing medication should be re-

evaluated and documented in the record. *t—}s—stfeﬂgly—reeemﬁeﬂded—t-lﬁ}at—red&eed—desmg

IIE. Contmuatlon of the prescrlblng, ordermg, dlspensmg, or admlmstermg of
controlled substances—in—seheduleH—1V—er—V should occur only if the patient has
continued progress toward achieving or maintaining medically established goals and has
no significant adverse effects from the medication.

E. A phystetanlicensee shalmust not utilize a sSchedules III, IV or V controlled substance
or legend drug for purposes of weight loss unless it has an FDA approved indication for
this purpose and then only in accordance with all of the above enumerated conditions.
The purpose of this rule is to prohibit the use of such drugs as diuretics and thyroid
medications for the sole purpose of weight loss.

M-

Any—e0ff-label use of any medication that does not have Food and Drug Administration
approval for use in the treatment of weight loss is prohibited_if administered solely for the
purpose of weight loss. Thyroid hormone, diuretics, vitamin B12, B1, B2, B6, methionine,

choline, inositol, chromium picolate and human chorionic gonadotropm are examples of

medications that may not be used in thls%sel%tfea%men{—e#wekght—}ess—a&d—ar%&et—meluswe

Source: Miss. Code Ann. §73-43-11 (1972, as amended).
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Rule 1.6 Bariatric Medicine /Medical Weight Loss, or Weight Management ChiriesPractice
A. A Bariatric Medlclne o Medlcal Welght Loss or Welght Management —Gh-m&Practlce 1s
deﬁned As 4 pu : 3 ; ;

Advertlsed medlcal welght loss must mclude behavior modlﬁcatlon comprehenswe
nutritional education, exercise or physical therapy intervention,_and long-term
maintenance programs. ; Advertised medical weight loss may include ordering,

administering, dispensing and/or prescribing medication with FDA-approved medieations
as—indieated—indications for weight loss—en—a—menthly—basis as part of the patient’s
treatment plan.

B. No bariatric medicine./ medical weight loss, or weight management eliniepractice shall
operate in Mississippi unless the owner or operator of the facility is a Mississippi licensed
physician. This licensee must meet all requirements below at all times while the facility is
in operation.

B-C. The physician owner/operator of the bariatric medicine,/ medical weight loss,
weight management eliniepractice shallmust register with the MSBML _using a form
prescribed by the board.—Fhe—form—to—register—is—attached—hereto(Appendix—1)-
Certificates_of registration once issued are nott —transferable nor assignable. Only the
primary physician andtfer-ehnte-areis required to register with the Board. All physietans
licensees associated with the ehntepractice, whether in the capacity as the owner or as a
practitioner, shetdld-must be listed on the application and must also-berequired-te meet all
regulations governing the treatment of obesity/medical weight loss. AdH-pPhysicians who
are added-erremeoved-fromthe-ehnie to the registration once a certificate is issued must
be reported to the MSBML for approval_prior to beginning practice. Physicians who are
removed from the registration must be reported to the board within 30 days of removal.
Each ehnte-practice location requires a separate registration certificate.

&D. A bariatric medicine,# medical weight loss, or weight management elintepractice

may not operate in the state of Mississippi without obtaining a registration certificate
from the Mississippi State Board of Medical Licensure.

B.E. Certificates are valid for one year and must be renewed annually along with
practitioner’s license to practice medicine in the state of Mississippi. There is a 30-day
grace period for renewal after which the owner/operator must reapply for an original
certlﬁcate The clinic may not continue to operate wh11e the certlﬁcate 1s explred
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practice is a bariatric medicine, medical weight loss, or weight management practice as
defined above or the physician collaborates, manages, oversees, or employs any licensed
professional providing comprehensive treatment of obesity, the licensee must have 100
AMA or AOA Category 1 CME in the core-content of bariatric medicine or be currently
certified by a board in bariatric medicine. A licensee currently practicing bariatric
medicine, medical weight loss or weight management has 24 months from effective date
of this regulation to comply with the initial CME requirement. All CME must be
obtained within the 24 month period. Reference is made to exclusions noted in Rule 1.2,
H.

Licensee must biennially obtain 60 AMA or AOA Category 1 CME in core-content of
bariatric medicine before certification can be renewed with the MSBML.

F. A Medical Spa faetlitypractice, Wellness Centerpractice, or other faetitypractice that
meets the definition of Bariatric Medicine,/ Medical Weight Loss, or Weight
Management ClintePractice shall-will be subject to all rules pertaining to Bariatric
Medicine./ Medical Weight Loss, or Weight Management ChniesPractice if the facility
has a Mississippi lieensed-physictanlicensee affiliated in any manner.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.7 Use of Controlled Substances for Chronic (Non-Terminal) Pain.
A. Definitions

For the purpose of Part 2640, Rule 1.7 only, the following terms have the meanings

indicated:

1. “Chronic Pain” is a pain state in which the cause of the pain cannot be removed or
otherwise treated and which in the generally accepted course of medical practice, no
relief or cure of the cause of the pain is possible or none has been found after
reasonable efforts including, but not limited to, evaluation by the attending
phystetanlicensee and one or more physietanslicensee specializing in the treatment of
the area, system, or organ of the body perceived as the source of the pain. Further, if

33



a patient is receiving controlled substances for the treatment of pain for a prolonged
period of time (more than sixthree months), then they will be considered for the
purposes of this regulation to have “de facto” chronic pain and subject to the same
requirements of this regulation. “Terminal Disease Pain” should not be confused

w1th “Chronlc Paln ”—Fer—th%pui:pes%ef—ﬂais—trule i’Penmmal—D*seas&Paml}s—pam

2. “Terminal Disease Pain” is pain arising from a medical condition for which there is
no possible cure and the patient is expected to live no more than six (6) months.

+3.“Acute Pain” is the normal, predicted physiological response to an adverse chemical,
thermal, or mechanical stimulus and is associated with surgery, trauma and acute
illness. HAcute pain—_is generally timetimitedself-limited and is responsive to

therapies, including controlled substances-as-defined-by-the U-S-—Drug Enforcement

Administration—Fitle 21H-CER Part 1301 Hood-and Drugs.
2-4.“Addiction” is a neurebehaverialneurobehavioral syndrome with genetic and

environmental influences that results in psychological dependence on the use of
substances for their psychlc effects and is characterized by compulswe use desplte

3.5. “ths1cal Dependence isa phys1olog1cal state of neuroadaptatlon to a—w
substaneesubstance —which is characterized by the emergence of a withdrawal
syndrome if the use of the substance is stopped or decreased abruptly, or if an
antagonist is adm1n1stered Wlthdrawal may be reheved by re-administration of the
substance : ROTH L ; ;

4-6. “Substance Abuse is the use of any substancefs) for non- therapeutlc purposes; or use
of medication for purposes other than those for which it is prescribed.

5.7.“Tolerance” is a physiological state resulting from regular use of a drug in which an
increased dosage is needed to produce the same effect or a reduced effect is observed
with a constant dose. Tolerance occurs to different degrees for various drug effects,
including sedation, analgesia and constipation. Analgesic tolerance is the need to
increase the dose of 0p101d to achleve the same level of analges1a Sueh—telefanee

B. Netw&hstandmg—&n{yuether—pfewaens—ef—theSﬁQes—aA ph—yﬁel-anhcensee may order
prescribe, administer, or dispense controlled substances-in-SehedutesH; HNHEHINAV

and—V, or other drugs hav1ng addlctlon -forming and addlctlon-sustalnlng 11ab111ty to a
person-in-the-usy men ; ; oh ; :
for the treatment of chronlc pain.

C. Netwithstandingany—otherprovisions—ofthese—rules;—as—te—tThe ordering, prescribing,
administration, or dispensation of controlled substances-ir-Sehedules HrHNHE NV
and-V, or other drugs having addiction-forming and-or addiction-sustaining liability;—ase
of said-medieations—in _for the treatment of chronic pain should be done with caution. A
physietanlicensee may order, administer, dispense or prescribe said medications for the
purpose of relieving chronic pain, provided that the following conditions are met:
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1. Before initiating treatment wtiizing—a—SehedulesH—HN—HEHN—IV—-orVwith a

controlled substance, or any other drug having addiction-forming and-or addiction-

sustaining liability, the physietanlicensee shalmust conduct an—apprepriate
rlsk/beneﬁt analy51s by —rev1ew1ng —h+s—er—her—ewn—records of prlor treatment —of

te—the—ph-ySJreraﬂ—The rlsk/beneﬁt analvs1s should welgh in favor of treatment and

indicate that-there-is-an-indicatedthe need for feng-term-controlled substance therapy.
Such a determination shalmust take into account the specifics of each patient’s
diagnosis, past treatments,—and suitability for long-term controlled substance, —use
either—alone—or—in—combination—withwith the need for other indicated—treatment
modalities—for-the—treatment-of chroniepain. ThisshallThe results of this analysis
must be clearly entered into the patient medical record and shalHmust include
supporting documentation such as consultation_or /referral reports and efforts to
determine the underlying pathelegy-er-eausectiology of the chronic pain.

2. Documentation in the patient record shalimust include a complete medical history and
physical examination_and supporting studies and reports of consultation.

2.3.The diagnosis must that-indieatesdemonstrate the presence of one or more recognized
medical indications for the use of controlled substances.

3-4. Documentation of a written treatment plan which shallmust contain stated objectives
as a measure of successful treatment and planned diagnostic evaluations, e.g.,
psychiatric evaluation or other treatments. The plan sheuwld—alsemust contain an
informed consent agreement for treatment that details relative risks and benefits of the
treatment course. The is-should-alse_consent must also include specific requirements
of the patient, such as using one physietanlicensee and pharmacy—H-pessible,—and
urine/serum medication level monitoring when requested, pill counts, and the grounds
for which the treatment shalmust be terminated (e.g., ‘doctor shopping’ behavior,
adverse urine/serum screens, etc.).

4.5.Periodic review and documentation of the treatment course is conducted atreasonable

intervals(no—meore—than—everystx—meonths)no less frequently than every 3 months.
with-medification—oftherapy—dependent—on—tThe physietanlicensee’s evaluation of

progress toward the stated treatment objectives_must support all changes in therapy.
This should include referrals and consultations as necessary to achieve those
objectives.

D. No physietanlicensee shall order, administer, dispense or prescribe a controlled substance
or other drug having addiction-forming and addiction-sustaining liability that is
nontherapeutic in nature or non-therapeutic in the manner the controlled substance or
other drug is administered, dispensed or prescribed.

E. No physietanlicensee shall order, administer, dispense or prescribe a controlled substance
for treatment of chronic pain to any patient who has consumed or disposed of any
controlled substance or other drug having addiction-forming and addiction-sustaining
liability other than in strict compliance with the treating phystetanlicensee’s directions.
These circumstances include those patients obtaining controlled substances or other drug
having addiction-forming and addiction-sustaining liabilityether—abusable—drags from
more than one physietanlicensee and those patients who have obtained or attempted to
obtain new prescriptions for controlled substances or other drug having addiction-
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forming and addiction-sustaining liabilityetherabusable-drags before a prior prescription

should have been consumed according to the treating phystetanlicensee’s directions. This

requirement will not be enforced in cases where a patient has legitimately temporarily

escalated a dose ef—theﬁpai-ﬂ—medw}eaﬁeﬂ—due to an acute exacerbatlon ef—thefr—eeﬁémeﬂ

, ey : —if the
treatmg phyﬁemﬂhcensee%—de&mﬁ—m—the—p&&aﬂeeefd—th%&wh—m&easem%se
fevel_documents that the escalation was due to a recognized indication and was within
appropriate therapeutic dose ranges. Repetitive or continuing escalations should be a
reason for concern and a re-evaluation of the present treatment plan shalmust be
undertaken by the phystetanlicensee.

F. No phystetanlicensee shall order, prescribe, administer, or dispense any controlled
substance or other drug having addiction-forming or addiction-sustaining liability te—a

paﬂent—w%e—rs—a—d—ru-g—add*et—for the purpose of “detoxification treatment” or

“maintenance treatment” and no phystetanlicensee shall order, prescribe, administer, or
dispense adm+mster—er—d+sperrse any narcotic controlled substance for the purpose of
“detoxification treatment” or “maintenance treatment” unless they-the phystetanlicensee
isare-properhy registered in accordance with Section 363(g)»21 U.S.C. 823(g). Nothing in
this paragraph shall prohibit a physietanlicensee from administering narcotic drugs to a
person for the purpose of relieving acute withdrawal symptoms when necessary while
arrangements are being made for referral for treatment. Not more than one (1) day’s
medication may be administered to the person or for the person’s use at one time. Such
emergency treatment may be carried out for not more than three (3) days. Nothing in this
paragraph shall prohibit a physietanlicensee from ordering, prescribing, administering, or
dispensing—admintstering—or—dispensing nareotie—controlled substances in a hospital to
maintain or detoxify a person as an incidental adjunct to medical or surgical treatment of
conditions other than addiction.

G. When initiating opioid therapy for chronic pain, the licensee shallmust first run a MPMP
on the patient. The licensee shalhmust prescribe the lowest effective dosage. While there
is no single dosage threshold identified below which the risk of overdose is eliminated,
licensees should-must strive to keep daily opioid doses less than or equal to 50 mg of
morphine equivalence (mEq), as dosages larger than 50 mEq per day increases risk
without adding benefits for pain control or function. Licensees showldmust avoid
dosages greater than or equal to 90 mg of morphine equivalence per day and must
provide significant justification for exceeding the 90 mg ceiling stated herein. If the
licensee determines that a patient requires greater than 100 mg of morphine equivalence
per day, the licensee must refer the patient to a pain specialist for further treatment.

H. When opioids are prescribed for acute pain, the licensee shouldmust prescribe the lowest
effective dose of immediate release opioids, as the use of long acting opioids for acute
non-cancer pain is prohibited. and-shouldlicensees must prescribe no greater quantity
than needed for the expected duration of pain severe enough to require opioids. Three

procedure)—Licensees are discouraged from prescribing or dispensing more than a three

(3) day supply of opioids for acute non-cancer pain, and must not provide greater than a
seven (7) day supply for acute non-cancer pain. Licensees may issue an additional seven
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(7) day supply if clinically necessary, but said supply must be issued in accordance with
Title 21 CFR § 1306.12 Refilling prescriptions; issuance of multiple prescriptions (i.e.,
the prescription must be dated on the date of issuance with ‘do not fill until’ noting the
date the prescription may be filled), and such need for an additional seven (7) day supply
must be documented in the chart.

I. When prescribing opioids for either chronic or acute pain, it shall-beis considered-a
contraindication to prescribe opioids concurrently with Benzodiazepines and/or Soma.
However, opioids and benzodiazepines may be prescribed concurrently on a very short
term basis, and in accordance with section H of this rule, when an acute injury requiring
opioids occurs. The need for such concurrent prescribing must be documented
appropriately in the chart. Patients who are currently on an established regimen of
concomitant opioids and benzodiazepines may be allotted a reasonable period of time to
withdraw from one or both substances.

J. When a licensee treats chronic noncancerous pain and/or psychiatric conditions outside
the definition of a pain management practice (Rule 1.2) (G) the licensee shallmust
actively utilize the MPMP upon initial contact with a new patient and every 3 months
thereafter on any and all patients who are prescribed, administered, or dispensed
controlled substances. Reports generated on patients shallmust span the length of time
from the previous review of the MPMP so that adequate information is obtained to
determine the patient’s compliance for treatment. Documentation, such as a copy of the
report _itself and/or reflections in the charts dictation and/or notes shallmust be kept
within the patient’s record and made available for inspection upon request. In addition,
licensees required to register under this section shallmust also utilize the MPMP to
generate a global report to review the entire practice as a whole at least
yearly. Documentation of the global report shallmust be kept in a separate file to be
available for inspection upon request.

K. Point of service drug testing must be done each time a Schedule II medication is written
for the treatment of chronic non-cancer pain. Point of service drug testing and MPMP
review _must be done at least every ninety (90) days for patients prescribed
benzodiazepines for chronic medical and/or psychiatric conditions.

M:L. The use of Methadone to treat chronic and/or acute non-cancer pain is prohibited.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.8 Drug Maintenance Requirements. All  drag—produetsmedications—which——are
maintained/_or stored in the—effice—ofaphysicianphysieian—licensee’s office shalmust be
maintained_or #stored in the manufacturer's or re-packager's original container. The label of any
container in which drugs are maintained must bear the drug name, strength, the manufacturer's
control lot number and the expiration date. Drugs whieh-that are pre-counted and prepackaged
for purposes of dispensing shallmust be identifiable as to expiration date and manufacturer's
control lot number. The containers in which drug products are maintained shallmust not be
labeled in any false or misleading manner. The labeling requirements of this rule are in addition

to—andno N e a othe abelhnored amen a ho IS ho ate-of M 2%5 [2 e o




Regulatiens_all other applicable state and federal —statutes and regulations. Ia—the—eventof

A physician shalmust not dispense out-of-date drags—medications. erstere—out-of-date—drugs
intermixed-with-the stock-of eurrent-drugs—Out-of-date drugs-medications shallmust be promptly

removed from current stock and stored separately until proper disposal-shal—be—made. A
phy5101an When drspensrng a product in a manufacturers 0r1g1nal package or contamer—the

mfermaﬁea—w%&eh—may—b%e#valuﬁe—&%p&&eﬂt— shaﬂmust dlspense the product wrth thls

information intact.

The drag-medication -storage and dispensing areas shallmust be maintained in a sanitary fashion.

All medications shalmust be maintained, stored and dispensed in such a manner
as to maintain the integrity of the product.

A physietanlicensee shalmust not accept the return for subsequent resale or exchange any drugs
after such items have been taken from the premises where sold, distributed or dispensed and
from the control of the physietanlicensee.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.9 Labeling Requirements for Dispensing Physicians. For the purposes of this rule, a
“dispensing physician” shal-means any physician who shal-dispenses to a patient for the
patient's use any controlled substance, legend drug or other medication where such medication is
purchased by the physician for resale to a patient whether or not a separate charge is made.

Every dispensing physician, as defined above, who shall-dispenses a controlled substance, legend
drug or any other medication shalmust insure that all such substances dispensed be labeled
containing the following information:

A. The name of the patient to whom the medication was dispensed.

B. The date that the medication was dispensed.

C. The name, strength and quantity of the medication.

D. Direction for taking or administering the medication.

E. The name and address of the physician drspensrng the medication.
The label required by this rule shallmust be written in legible handwriting or typed and shalmust
be permanently affixed to the package or container in which the medication is dispensed. Fhis
labelingrequirement-shall-netapplyto-pPrepackaged samples or starter packs in their original
packages or containers_need only have the patient name, date dispenseddistributed, and
physician’s name if the manufacturer’s packaging meets other requirements.

No physician may delegate dispensing authority to another person. A physician must personally
dispense the medication. For the purpose of this regulation, “personally dispense” shal-meang

38



the physician must actually obtain the medication, prepare, count, place the same into the
appropriate container and affix the appropriate label to the container.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.10 Prescription Guidelines—Controlled Substances. It is the responsibility of the
physietan—or—physician—assistantlicensee to determine the type, dosage, form, frequency of
apphcatlon and number of refills of any controlled substances prescrlbed to a patient.—H—s

on ha nay ; ! rees: The following
requirements apply to all prescrlptlons for controlled substances wrltten by a healtheare

professionalslicensee with controlled substance prescriptive authority—regulated—by—the
Mississinni State Board-of Medieal Li :

A. All prescriptions for controlled substances must be written in strict compliance with
Mississippi Code, Sections 41-29-101 through 41-29-311 and Title 21 of U.S. Code of
Federal Regulations, Part 1306.

B. On all prescriptions of controlled substances wherein refills are permitted,
phystetanlicensees shallmust indicate the appropriate refills, not to exceed five (5), or
mark “none.”

C. Each physietan—licensee shallmust insure that the complete name and address of the
patient to whom the phystetan-licensee is prescribing the controlled substance appears on
the prescription.

D. A phystetan-licensee shahmust not permit any prescription for controlled substances to be

signed by anyone nen-physictanunauthorized-individual in the place of or on behalf of
the phystetanlicensee.
E. A physietan-licensee shalmust not pre-sign blank-prescription pads or order forms.-snder

any-ciretmstanees:

F. A physietan-licensee shallmust not utilize blank—prescription pads or order forms upon
which the signature of the physieian-licensee has been eleetronically—mechanically—or
photo—statically—reproducedaffixed by any means other than manual signature. This

prohibition includes the e-mailing of any controlled substance prescription. A hard copy
prescription generated from an electronic prescription system must contain a manual
signature_unless::—-hewever,—it+s_(i) the prescription is printed on security paper that
ensures it is not subject to copying or alteration, and (ii) an electronic or digital signature
may—be—substitutedis affixed. FElectronic transmission of Schedule III-V controlled

substance prescrlptlon information is genefa}Ly—aHewed—(@eeept—Seheébﬂ%H—whieh—ks

eeﬂtreHed—s&bstaﬂereseﬂpﬁeﬂ—dafea—}s—hmlted to computer to facmmﬂe (fax)

transmissions or traditional fax to fax transmissions. Electronic transmission of Schedule

II controlled substance prescription information is permitted under limited circumstances.

Requirements for fax prescription orders and systems utilized for faxing prescriptions are

as follows:

1. The prescription order shalmust contain the date, time, telephone number and
location of the transmitting device.  Prescription blanks utilized in this manner
shallmust bear a pre-printed heading that indicates the blank is a “Fax Prescription
Form.”  Fax prescription orders must contain a manual or authenticated
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electronic/digital signature of the prescriber. As—te—SecheduleH—drags;—oeO0nly

Schedule II narcotic substances that are to be prepared or compounded for the direct
administration to a patient by parenteral, intravenous, intramuscular, subcutaneous or
intra spinal infusion may be transmitted by the physietanlicensee or the
phystetanlicensee’s agent to a pharmacy of the patient’s choice by facsimile. All
original hardcopy faxed prescriptions shalmust immediately be voided after
successfully completing the fax transmission by writing across the face of the
prescription from corner to corner the notation “faxed.” The original prescription (or
copy) shalmust be retained in the phystetanlicensee’s patient file with additional
information included on the back of the prescription as to the date it was faxed, the
name or initials of the person faxing the prescription and the name/location of the
pharmacy receiving the fax transmission.

His-also-required;that-+ln addition to filing the original prescription (or copy) in the
patient file, a perpetual, chronological logbook of fax transactions be-shallmust be

established and maintained. Such a logbook would serve to protect the prescribing
phystetan-licensee in the event the original prescription is somehow lost or misfiled.
The information contained in such a logbook shalmust include the patient’s name
and address, date of issuance, name, strength and quantity of the drug prescribed and
the name and fax number of the receiving pharmacy and the—initials—ernamea
personal identifier of the person faxing the prescription. Such logs shalmust be
maintained in the physietanlicensee’s clinic in a readily retrievable manner, and kept
for at least seven (7) years after the original record is established. The requirements
set forth in this rule are in addition to;and-netinties—of documentation required in
Part 2640, Rule 1.4.

When a-preseription-is-prepared-and-writtenfor prescribing any controlled substance
for a resident of a Long-term Care Facility (LTCF)(as defined in Section 1301.01(25),
Code of Federal Regulations), such prescription may be transmitted by the

praetitioner-licensee or the praetitioner’s-licensee’s agent to the dispensing pharmacy
by facsimile. The licensee or the licensee’s-physietan—or—the—phystetan’s agent will

must note on the prescription that the patient is a resident of a LTCF. The original
prescription (or copy) and fax transaction log will be prepared and maintained in the
same manner as described in Part 2640, Rule 1.10.F.1.

When a—preseription—is—written—forprescribing any controlled substance for a patient
residing in a hospice certified by Medicare under Title XVIII or licensed by the state,
such prescription may be transmitted by the licensee or the licensee’s-praetitioneror

the-praetitioner’s agent to the dispensing pharmacy by facsimile. The licensee or the
licensee’ sphysietan-or-the-physietan’s agent will-must note on the prescription that the

patient is a hospice patient. The original prescription (or copy) and fax transmission
log will be maintained in the same manner as described in Part 2640, Rule 1.10.F.1.
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G. No more than one (1) controlled substance shall be issued on a single prescription blank.

G:H. Prescriptions for Benzodiazepines must be limited to a one (1) month supply, with no
more than two (2) refills. The MPMP must be checked each time a prescription for
benzodiazepines is authorized and evidence of such check must be noted within the

patient file.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.11 Prescription Guidelines - All Medications. In addition to any other requirements set
forth in these rules pertaining to the issuance of prescriptions of controlled substances, the
following additional requirements apply to all prescriptions, whether or not said prescriptions are
for controlled substances, legend drugs or any other medication:

A. Prescriptions may not be written outside of a valid physicianlicensee--patient relationship.

The elements of this valid relationship are:

1. verify that the person requesting the medical treatment is in fact who they claim to be;

2. conducting an appropriate history and physical examination of the patient that meets
the applicable standard of care;

3. establishing a diagnosis through the use of accepted medical practices, i.e., a patient
history, mental status exam, physical exam and appropriate diagnostic and laboratory
testing;

4. discussing with the patient the diagnosis, risks and benefits of various treatment
options to obtain informed consent;

5. insuring the availability of appropriate follow-up care; and

6. maintaining a complete medical record available to patient and other treating health

care providers.
EB. Electronic prescrlptlon transmlsswns—af%&l}ewed is pe rmitted ﬁsmg—staﬂdafé&est&bhshed

fer—He&Ltheaf%Rese&reh—aﬂd—Qﬁa-hty—eHHSﬂ%HRQ}prowded the transmlssmn meets

applicable state and federal standards for transmission. E-prescribing is the electronic
entry of a prescription by a praetitionerlicensee, the secure electronic transmission of the
prescription to a pharmacy, the receipt of an electronic message by the pharmacy and E-
prescrlptlon renewal requests sent electromcally by the pharmacy to the practltloner

¥C. Every written prescrlptlon dehvered to a patient, or dehvered to any other person on
behalf of a patient, must be manually signed on the date of issuance by the
physietanlicensee. This does not prohibit;—hewever; the transmission of electronic
prescriptions and telefaxed prescriptions (but not e-mail) for non-controlled drugs to the
pharmacy of the patient’s choice. Such telefaxed or electronic prescriptions shallmust be
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authorized by a written or electronic signature and shallmust be issued in accordance with

all other provisions of this rule. No prescriptions for brand-name-orgeneric-equivalents

efany form or compound containing nNalbuphine HCel, c€arisoprodol, bButalbital

compounds, or tFramadol HCel shall be telefaxed.

K=D. Electronic prescriptions for controlled substances—sehedwles—H,—HE—V—and—V) are
permitted if—er—when) a practitioner has complied with the DEA requirements and is

using a certlﬁed electronic prescrlblng system for the transmlssmn of control substances

EE. All wrltten prescrlptlons shal-}must be on forms contammg two lines for the phystietan's
licensee's signature. There shallmust be a signature line in the lower right-hand corner of
the prescription form beneath which shallmust be clearly imprinted the words
“substitution permissible.” There shallmust be a signature line in the lower left corner of
the prescription form beneath which shalmust be clearly imprinted with the words
“dispense as written.” The phystetan's—licensee's signature on either signature line
shallmust validate the prescription and designate approval or disapproval of product
selection. Each prescription form shalmust bear the pre-printed name of the
phystetanlicensee; or the phystetan-licensee shallmust clearly print his or her name on the
prescription form, in addition to the licenseephystetan’s original signature. In the event
that the prescription form bears the pre-printed name of more than one licenseephysietan,
the licensee physietan—shalmust clearly indicate the name of the phy-licensee sietan
writing the prescription. In the case of a prescription that is electronically generated and
transmitted, the licensee phystetan—must make an overt act when transmitting the
prescription to indicate either “dispense as written” or “substitution permissible”. When
done in conjunction with the electronic transmission of the prescription, the prescriber’s
overt act indicates to the pharmacist that the brand name drug prescribed is medically
necessary.

M:F. If a prescription form which does not contain two signature lines required in Part 2640,
Chapter 1, Rule 1.11.D is utilized by the licenseephystetan, he or she shallmust write in
his or her own handwriting the words “dispense as written” thereupon to prevent product
selection.

Every written prescription issued by a licensee phystetan-for a legend drug should clearly
state whether or not the prescription should be refilled, and if so, the number of
authorized refills and/or the duration of therapy. 1Licensee Phystetans should avoid
issuing prescriptions refillable on “prn” basis. If a licensee physietan-chooses to issue a
prescription refillable “prn”, the life of the prescription or time limitation must clearly be
set forth on the prescription. In no case shall a prescription which is refillable on a “prn”
basis be refilled after the expiration of one (1) year. Regardless of whether a prescription
is refillable on a “prn” basis or the prescription expressly states the number of authorized
refills, the use of said medication should be re-evaluated on at least an annual basis.

Upon the expiration of one (1) year, a prescription becomes invalid, regardless of the

number of refills indicated or “prn” designation._ —TFhereafter,—a—new—preseription;—if
indicated, must-be tssued.
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G. Every written prescription issued by a licenseephysieian, bearing more than one non-
controlled medication, shallmust clearly indicate the intended refill instructions for each
medication. Lack of clearly indicated refill instructions prohibit the refilling of the
medications. All unused lines on a multi-line prescription blank shallmust be clearly
voided by the issuing licenseephysietan.

A-H. A prescription shallwill no longer be valid after the occurrence of any one of the
following events:

1. Thirty (30) days after the death of the issuing licenseephysietan.

2. Thirty (30) days after the issuing licensee phystetan-has moved or otherwise changed
the—practice location-ef-his—er-herpracticese—as—te resulting in terminateion of the
deectoerflicensee patient relationship. Termination of the deeterflicensee patient
relationship results when a patient is no longer able to seek personal consultation or
treatment from the issuing licenseephysietan.

3. Insefar—as—econtrolledsubstances—are—eonecerned,—+lmmediately after loss of DEA
Controlled Substances Privilege by the issuing licenseephysietan if the prescription is
for controlled substances.

+4.Immediately after—upon revocation, suspension or surrender of the licensee

physietan's license.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.12 Freedom of Choice. A licensee physictan—shalmust not be influenced in the
prescribing of drugs, devices or appliances by a direct or indirect financial interest in a
pharmaceutlcal firm, pharmacy or other suppher—\%e%her—the—ﬁim—}s—a—m&mrf&etuf%

A licensee physietan—may own or operate a pharmacy if there is no resulting exploitation of
patients. A licensee phystetan—shallmust not give a-patients prescriptions in code or enter into
agreements with pharmacies or other suppliers regarding the filling of prescriptions by code.
Patients are entitled to the same freedom of choice in selecting who will fill their prescription
needs as they are in the choice of a phystetanprovider. The prescription is a written direction for
a therapeutic or corrective agent. A patient is entitled to a copy of the licensee—physietan's
prescription for drugs or other devices as required by the principles of medical ethics. The
patient has a right to have the prescription filled wherever-the-patient-wishesby any legal means.
Where medication is to be dispensed or a prescription, excluding refills, called in to a pharmacist
for medication, a licensee phystetan—shallmust inform each patient of that patient's right to a
written prescription and the right to have the prescription filled wherever the patient wishes.

Patients have an ethically and legally recognized right to prompt access to the information
contained in their individual medical records. The prescription is an essential part of the patient's
medical record. If a patient requests a written prescription in lieu of an oral prescription, this
request shallmust be honored. Licensees Physietans—shalmust not discourage patients from
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requesting a written prescription or urge, suggest or direct in any manner that a patient fill a
prescription at an establishment which has a direct telephone line or which has entered into a
business or other preferential arrangement with the physietanlicensee with respect to the filling
of the licensee-physietan's prescriptions.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.13 Security of Controlled Substances. In all clinics or offices wherein-within the control
of a licensee, all controlled substances er-and other drugs having addiction-forming or addiction-
sustaining liability are-maintained;said-medieationshallmust be maintained in such a manner as
to deter loss by theft or burglary. -Aall controlled substances shallmust be stored in a securely
locked, substantially constructed container or area. Only the physician or persons authorized by

the physician shall have access to this storage area. When a licensee phystetan-whe-tsregistered
with—the U-S—DrugEnforcement-Administrationhas—experienced—detects a loss of controlled

substances, the Board may issue an order requiring that person to appear before the Board and
present a plan designed to prevent further loss of controlled substances. er-he-er-she-may-be

ordered-by-tThe Board_has the authority to order implementation any-etherreasonable-measures
to improve security over controlled substances-deemed-necessary-by-the Board-to-preventfurther

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.154 Pain Management Medical Practice.
A. Definitions. For the purpose of Part 2640, Rule 1.15 only, the following terms have the
meanings indicated:
1. “Board” means the Mississippi State Board of Medical Licensure.
2. “Physician” means any person licensed to practice medicine or osteopathic medicine
in the state of Mississippi as required by Part 2601, Chapter 02.
2-3.“Physician Assistant” means any person meeting the requirements of licensure in the

state of Mississippi as required by Part 2617, Chapter 1.
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Board of Medical Licensure topracticeinthe state of Mississippt “Llcensee means

any person licensed to practice in the State of Mississippi by the Board who has
prescriptive authority.

4.5.“Prescriptive Authority” means the legal authority of a professional licensed to
practice in the state of Mississippi who prescribes controlled substances and is
registered with the U. S. Drug Enforcement Administration in compliance with Title
21 CFR, Part 1301 Food and Drugs.

5:6.“Pain Management Medical Practice” is-defined-as-means a public or privately owned
medteal practice_for which —that-prevides—pain-—management-servieesto—patients;—a
majortty{more than 530%) of the patients are issued on a regular or recurring basis
which—are—issaed—a prescription for;—er—are—dispensed; opioids, barbiturates,
benzodiazepines, carisoprodol, butalbital compounds, or tramadol for the treatment of
chronic noncancerous pain. Included in this definition shall-beis any practice that
advertises and/or otherw1$e holds itself out to pr0V1de pain management services.

e&t—paﬂeﬂ{—smagiea-l—ehmes—thsmans or practlces—er—phyﬁe}aﬂ#ehmwfaeﬁeeés} at

which the majority of the patients are treated for pain as a result of a terminal illness
are also excluded from the definition of pain management practice.

B. The physician—ewner(s)operator(s)—of—the—pain management medical practice must

pessess—and-—maintainhave, at all times, a majority ownership (more than 50%) by a
physician or group of physicians licensed by the Board, and/or a hospital or health care

entity registered with the Secretary of State to do business in the state of Mississippi. The
physician or physician owners must practice an annual average of at least 20 hours per
week within the state of Mississippi.

C. The ef-the—pain management medical practice—and shalmust register with the Board

unless it meets the exceptlons defined above %h%pfaeﬁeﬁ%h—ﬂ%e&fd—Ne—phyﬁek&n

the requlrements set forth below.
€—E. Each -physietanlicensee who serves as medical director, manager, or employee or
who provides care in_a pain management medical practice must meet the requirements set

forth below.

Application for Initial Registration and Renewal. A physician owner{s)/operator{s) of the-a
pain management medical practice must:
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EF.

1. submit the documents required-by-the-appleationprocessfordemonstrating proof of

ownership or provide alternative documents with a written request for special
consideration;

2. report ownership or investment interest ef-in any other pain management facility
operating within the state of Mississippi and provide the name and address of the
other pain management facility(ies) in which there-the physician hasis-an ownership
or vested interest;

3. identify all 1nd1v1duals with prescrlptlve author1ty who are employed or contracted in

at each-the fac111ty, and
4. report any changes of information provided in the application for registration or
renewal within 30 days_of the effective date of the change.

Physician owner{s_or Joperator{s} may not operate a pain management practice in the
state of Mississippi without obtaining a certificate from the Mississippi State Board of
Medical Licensure. Certificates, once issued, are not transferable or assignable. Only the
primary physician owner is required to register with the Board if there is more than one
physician owner of the practice. Additional physician owners must register if they also
provide patient care. Each practice requires a separate certificate.

E-G. Physician owners or operatorsewner(s)operator(s)-or-employees may not operate a

pain management practice in Mississippi unless the practice is owned or operated by a
hospital or healthcare entity registered with the Secretary of State to do business in the

state of Mississippi, or by a medieal-direetorphysician who:

1. isaphysietan-whe-practices fuH-timein-Mississippri—FaH-timets-definred-as-at lcast
20 hours per week efproviding direct patient care-);

2. holds an active unrestricted medical license thatis-not-designated-astimited;retired;
temperary;-or-in-training; and

3. holds a certificate of registration for that pain management practice.

G-H. Noln—additienr;—the physician owners or operatorsewner(s)}operator(s) of a pain

management practice, nor any physician, nor_any physician assistant-empleyee,—efthe
praetiee nor any medical director, manager, or employee or any physician or physician

assistant who provides carea—physician—orphysician—assistant-with—whom-the physieian

owHerb-operttorts ol apractieecontrnetsForserviees mav-not:

1. have been denied, by any jurisdiction, a certificate permitting the licensee to order,
prescribe, dispense, administer, supply or sell a controlled substance or the other
listed medications under definitions;

2. have been issued, by any jurisdiction, a limited certificate to order, prescribe,
dispense, administer, supply or sell a controlled substance or the other listed
medications under definitions;

3. have been denied a certificate issued by the Drug Enforcement Administration (DEA)
permitting_the licensee to order, prescribe, dispense, administer, supply or sell a
controlled substance or the other hsted medlcatlons under definitionsunder-which-the
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+-4.have been issued a limited certificate by the Drug Enforcement Administration
(DEA) permitting the licensee to order, prescribe. dispense, administer, supply or sell

a controlled substance or the other listed medications under deﬁnltlons

3.5.have been subject to a disciplinary action by any licensing entity for conduct that was
a result of inappropriately prescribing, dispensing, administering, supplying or selling
a controlled substance or the other listed medications under definitions; or

4-6.have been terminated from Mississippi’s Medicaid Program, the Medicaid program of
any other state, or the federal Medicare program, unless eligibility has been restored.

HI.  No physician or physician assistant may_own, operate, or practice in a pain
management medical practice who has been convicted of, pled nolo contendere to or
received deferred adjudication for:

3. an offense that constitutes a felony; or
4. an offense that constitutes a misdemeanor, the facts of which relates to the illegal
distribution or sale of drugs or controlled substances.

EJ. Training rRequirements for all physicians practicing in pain management medical
practices. Effective July 1, 2014, all physician_owners or operators or any physician who
serves as medical director, manager, or employee or who provides care in pain
management medical practice must meets-whe-havenotmet the qualifications set forth in

subsectlons (1) through (5) below—sh&H—hwe—saeees&fb&bLeemp}eted—a—pam—fe&deney

%@A) All phy5101ans preserlblng or dlspensmg controlled substance medications in
pain management practices registered by the Board must meet one (1) of the following
qualifications:

1. board certification by a specialty board recognized by the American Board of Medical
Specialties (ABMS) or the American Board of Addiction Medicine (ABAM) and
hold a subspecialty certification in pain medicine;

2. board certification by a specialty board recognized by the American Osteopathic
Association Bureau of Osteopathic Specialists (BOS) in pain management;

3. board certification in pain medicine by the American Board of Pain Medicine
(ABPM);

4. successful completion of a residency program in physical medicine and rehabilitation,
anesthesiology, neurology, or neurosurgery and approved by the ACGME or the
AOA; or

5. successful completion of 100 hours of im-person,—face—to—faet—inter-active live
participatory AMA or AOA Category 1 CME courses in pain management.

Upon qualifying under any of the 5 subsections above, physicians must also document

completion of 30 hours of liveleeture—format—Category 1 CME for renewal of a pain

management med1ca1 practlceean—pfaeﬁee certlﬁcate
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a. CME must have emphasis in the specific areas of pain management, addiction,
andfor prescribing of opiates.

b. CME istemay be included with the forty hour requirement for licensure renewal.

c. Excess hours may not be carried over to another two year cycle. For the purpose
of this regulation, the two year period begins with the fiscal year July 1, 2014, and
every two years thereafter to be concurrent with the licensure requirement.

¥K. Physicians and physician assistants practicing in a registered pain management medical
practicepain—praetice must be registered with the Mississippi Prescription Monitoring
Program (MPMP). A report_from the MPMP shalmust be obtained on the initial visit_for

each patient. Subsequent reports must be obtalned for each patient at every visit.—and at

K=L. Requirements for physician assistants practicing in pain management medical practices.
Physician assistants must meet the following qualifications prior to practicing in a
registered pain management practice:

1.

4.

A Board approved protocol in the practice of pain management as required by Part
2615, Chapter 1, Rules 5 and 6, with a physician who holds a license that is not
designated as limited, restricted, retired, temporary, or in-training;

Physician assistants with approved prescriptive authority must obtain 10 hours as
required by the licensure requirement plus 5 hours of Category 1 CME related to
prescribing and pain management for every year the physician assistant is practicing
in a pain management medical practiceBeardregistered-pain-praetice;

Physician assistants with prescriptive authority must be familiar with and adhere to
the Administrative Rule Pertaining to Prescribing, Administering and Dispensing of
Medication, Part 2640, Chapter 1; and

Physician assistants with prescriptive authority must be registered with the
Mississippi Prescription Monitoring Program (MPMP).

M. A physician who is a current participant in the Mississippi Professionals Health Program
(MPHP) may not be the primary physician owner of a pain practice. Netwithstanding;
tThis does not prohibit a MPHP participant from working in a pain practice.

E-N. The initial visit for each patient in a pain management practice must include an in

person evaluation and plan of care by a registered pain management physician.

M:O. Certificates are valid for one year and must be renewed annually—aleng—with—the
practitionct’s license to practice medicine in the state of Mississippi. There is a thirty-day
grace period for renewal after which the owner{s)/ or operator{s) must reapply for an
original certificate. The physician owner{s)* or operator{s) of the practice shalhmust post
the certificate in a conspicuous location so as to be clearly visible to patients. The
practice may not continue to operate while the certificate has expired.

N-P. The Board shal—havehas the authority to inspect a pain management medical

practicepain-management-praetice. During such inspections, authorized representatives
of the Board, who may be accompanied by agents—ef—theMississippiBurean—of

Nareotiesinvestigators from state or federal law enforcement agencies, may inspect ahl
reeessary-documents and medical records to ensure compliance with all-any applicable
laws and rules.
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O-Q. If the Board finds that a registered pain management practice no longer meets any of
the requirements to operate as a pain practice, the Board may immediately revoke or
suspend the physician’s certificate to operate a pain management medical practicepain
management-praetice. The physician owner{s): or operator(s) shall have the right to an
administrative hearing before the Board at the next available and scheduled meeting of
the Board. Further, the Board has the discretion to lift the suspension of a certificate
when the pain management medical practice demonstrates compliance with the
Beard’sapplicable rules and regulations.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.165 Violation of Rules.

The prescribing, administering or dispensing of any legend drug or other medication in violation
of the above rules shal-constitutes unprofessional conduct, dishonorable or unethical conduct
likely to deceive, defraud or harm the public, in violation of-Mississipp+CedeMiss. Code Ann.,

Seetion§ 73-25-29(8)(d).
Source: Miss. Code Ann. §73-43-11 (1972, as amended).

Rule 1.176 Effective Date of Rules. The above rules pertaining to prescribing, administering and
dispensing of medication shall become effective October 31, 1987; as amended November 1,
1990; as amended January 3, 1994; as amended September 10, 1995; as amended June 30, 1996;
as amended March 18, 1999; as amended May 20, 1999; as amended February 17, 2001; as
amended March 22, 2001; as amended July 15, 2004; as amended October 14, 2004; as amended
November 8, 2007; as amended May 15, 2008; as amended March 13, 2009; as amended March
24, 2011; as amended September 17, 2012; as amended September 19, 2013; as amended May
22,2014; and as amended November 13, 2015.

Source: Miss. Code Ann. §73-43-11 (1972, as amended).

49



