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Transforming Prescribing Protocols at 
the Practice Level

William Buoni, MD
Becky Wilkins

Associate Director Ambulatory Services

OSU Rardin Family Practice

Our Goal

 To allow an understanding of:

 Why change is difficult within our office

 The reason we decided we had to change our prescribing practices

 Many of the actual steps we took to make those changes

 The lessons we learned along the way

 What changes in our office have occurred as result of the changes

 Legislation requiring action by prescribers

2
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Office Demographic
 10 Attending Providers

 2 Nurse Practitioners

 1 Pharmacist

 1 Dietician

 1 Psychologist

 5 Psychology Practicum Trainees

 1 Psychiatrist

 22 Residents

 1 RN

 1 Social Worker

 11 Medical Assistants

 10 Front Office Staff

 1 Office Manager

 Various other supervising Faculty that practice in other offices

 It’s Complicated

3

A 10 Year Journey

Reputation on the street as an easy mark
Residency non-continuity perfect storm for drug seekers
RN – “You’re a pain clinic whether you admit it or not”
Patients were blatant  in their abuse and diversion

Very Poor Employee Satisfaction
Staff were abused by our patients
Very high turnover and due to complexity very long training period
Staff were very aware of diversion
People go into health care to feel good about their day

Very Poor Provider Satisfaction
Turnover reduced provider efficiency and resulted in poor quality of care

Providers were developing sub optimal patient panels inconsistent with 
RRC requirements
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Made multiple attempts with the
providers

to change this with no lasting results

Children began attending funerals
This is the new normal
Don’t Get Me Started 

And then one patient came and provided some 
feedback that could not be ignored

5

Addiction is not a moral choice……

 ……but working in an atmosphere you know is 
contributing to the problem became one

 I could not go to work anymore and live with myself 
so I opened a dialog with my Director.

6
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Addiction is a Disease
 “At its core, addiction isn't just a social problem or a moral problem or a 

criminal problem. It's a brain problem whose behaviors manifest in all 

these other areas. Many behaviors driven by addiction are real problems 

and sometimes criminal acts. But the disease is about brains, not drugs. 

It's about underlying neurology, not outward actions.“

 The new definition also describes addiction as a primary disease, 

meaning that it's not the result of other causes, such as emotional or 

psychiatric problems.  And like cardiovascular disease and diabetes, 

addiction is recognized as a chronic disease; so it must be treated, 

managed and monitored over a person's lifetime…..

Dr. Michael Mioller former president of ASAM

WHY IS THIS SO IMPORTANT?

Unintentional Drug Overdose continues to 
be the leading cause of injury-related 
death in Ohio, ahead of motor vehicle 
traffic crashes, suicide, and falls. This 

trend began in 2007 and continues 
through 2012.
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2012 Ohio Drug Overdose Data
 An Ohioan dies every 5 hours from accidental overdose 

(3 of which are overdoses of prescription medications)

 Largest contributors: opioids and multiple drug use

 In 2012, there was an average of 67 doses of opioids dispensed for every 
Ohio resident. (Source: Ohio Board of Pharmacy, OARRS
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Top Ten Drugs in OARRS 2012
Drug Class Number of Solid Doses % Change

Since 2011

Hydrocodone & Comb. 288,916,417 -1.4%

Oxycodone & Comb. 259,859,420 5.2%

Tramadol 163,532,246 10.7%

Alprazolam 128,018,592 1.2%

Lorazepam 73,281,529 2.9%

Pregabalin 71,352,325 48.6%

Clonazepam 64,176,546 5.5%

Amphetamine & Comb. 55,462,943 32.6%

Zolpidem 48,588,443 3.4%

Methylphenidate 44,778,675 30.5%

Source: Ohio Automated Rx Reporting System
2013 OH State Board of Pharmacy
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Other Ohio facts…

 Only 16% of 2008 unintentional poisoning decedents 
had a history of “doctor shopping” 

 With prescription opioid listed on death certificate –
25% obtained through diversion

 In 2007, 26.5% of high school students reported 
using a prescription drug without a doctor’s 
prescription one or more times
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IT ISN’T JUST OHIO

 America represents less than 5% of the world’s 
population

 Americans take 99% of the world’s production of 
hydrocodone

 Americans take ~82% of the world’s production of 
oxycodone

 An American dies every 19 minutes of a prescription 
overdose.
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The Path To This Madness
Pain – The 5th Vital Sign

 Late 1990’s brought and increased focus on effective 
pain management 

 And enter OPIATES
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Laid Out Proposed Changes

 Took changes to the staff first.
 Overwhelmed with their response
 This change was a key to our success

 Only after staff fully engaged, went to providers

 Had one provider agree to pilot this.
 He was instrumental as well

25

Dr. Buoni

 Agreed to pilot this but wanted a phased in approach 
that started with the patients he “knew”

“If I could track every pill I prescribed I might not need 
to evaluate my prescribing practices, but I can’t”

26
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A Model to Screen and Manage Patients

 Define and document your role to the patient

 Create an electronic medical record report to identify 
patients

 Inform patient – it is different

 Medication Management Agreement

 Urine Toxicology Screening

 OARRS Report

 Discontinue treatment if patient no longer meets the 
standards.

Myths and Fallacies

 It ain’t what you don’t know that gets into trouble. It’s 
what you know for sure that just ain’t so.

Mark Twain
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You might need to…….. 
re-evaluate your practice if…

 If not me then who

 I know my patients

 Quick visits

 Fear of conflict in the exam room

 Chronic Pain Specialists won’t prescribe

 Patients don’t want to substitute opioid treatment

A Model to Screen and Manage Patients

 Define and document your role to the patient

 Create an electronic medical record report to identify 
patients

 Inform patient – it is different

 Medication Management Agreement

 Urine Toxicology Screening

 OARRS Report

 Discontinue treatment if patient no longer meets the 
standards.
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But it wasn’t all peaches and cream

 Some of the providers had serious difficulty 
accepting the potential of their patients’ deception

 Those providers required some good old fashioned 
nagging.

(but nagging supported by data)

Specific Steps for Change

Dual Process
Stop Incoming Patients

Manage Current Patients

32
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“Discouraged” Taking New Patients with Chronic Controlled
Medication Needs

 Schedulers owned this piece
 Scripted education to every new patient
 Marked the visit notes because providers were getting pushback 

from patients that they were not told
 ER referrals proved challenging due to our demographic

 On very rare occasion if there was a highly acute need for a reason 
other than pain (i.e. transplant) we would accept the patient with very 
strict guidelines.

33

Developed Strong Partnerships

 Legal Department

 Pharmacist

 Dr. Hale – Generation Rx

 CNP that provides support to our residents

 My inner nag

34
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Managed Current Patients

 Developed fully downloadable patient education 
material, talking points, and bulletin board. Theme 
“Respect the Rx” and “I Wish Someone Would Have 
Told Me”

http://pharmacy.osu.edu/outreach/patients-toolkit

 All providers and support staff have OARRS access
 OARRS access is required for credentialing

 Ran report by zip code and reviewed all patients 
outside immediate area

35

Managed Current Patients (cont)

 Developed new more comprehensive Medication 
Management Agreement (MMA)
 Ensure all patients have one on file
 Built EMR filters in record to easily locate MMA

 Absolutely NO phone refill requests filled

 Patient must see PCP 

36
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Managed Current Patients (cont)

 Strengthen common documentation practices
 FYI Flag (available to all)
 Track OARRS, MMA signature, Non-Compliance
 Add this field to clinic schedule

 Specialty Comments (available to all)
 Problem List (provider intensive)
 Medication Comments (provider’s field to write 

prescriptions)

37

Managed Current Patients (cont)

 Sought guidance from appropriate specialists
 Quality care does not consist of indefinitely just 

masking the pain

 Providers listened to staff
 Urine cold or clear
 Carrying walker across the parking lot
 On phone with diversion activity
 Insistence on being treated by intern

38
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Managed Current Patients (cont)

 All non-compliance with MMA was documented 
and addressed

 Some patients dismissed others continued care for 
everything except controlled medication condition
 Iron clad letter outlining care restrictions. 
 Pt could not call and ask for medication
 Staff member checked the list every month

39

Managed Current Patients (cont)

 Develop packet of resources for patients including
 Chemical Dependency/Addiction education
 Drug rehabilitation facilities
 AA meetings

 Conducted non-judgmental conversations with 
patients about our concerns

40
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First 90 Days were Tough

 Staff were diligent
 This was not a witch hunt

 Commit Manager’s time to assist with intervention
 Especially with residents
 Investment return multi-fold

 Need at least one…
 Zealot with the flag
 Physician Champion

 Team commitment is critical

41

Education for new interns

 Three to four hour intern orientation
 Office Manager, Pharmacist, Resident CNP
 Epidemic
 Residents are targets
 Rules and expectations

 Received intern feedback this issue is their #1 fear 
as a new provider.

 Also oriented new faculty

42
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Patient Satisfaction vs. Quality

 We did take a slight hit at first but long term it has been 
good due to reduced chaos

 Satisfaction scores do not equate to quality care 

 Must decide to commit to quality care

 Evidence of improved satisfaction by writing 
prescriptions. 

 Positive feedback from patients about the risk education

 Presented to Patient Experience Council so they could 
be prepared.
 They scripted responses similar to requests for abx

 Correlations with staff satisfaction and patient satisfaction

43

Patient Satisfaction (cont)

 Conclusion: In a nationally representative sample, 
higher patient satisfaction was associated with less 
emergency department use but with greater inpatient 
use, higher overall health care and prescription drug 
expenditures, and increased mortality.

Fenton JJ, Jerant AF, et al. The Cost of Satisfaction – Ach Intern Med 2012; 172(5); 405-411

Copies Available

44
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STATE MEDICAL BOARD OF OHIO
Guidelines for Prescribing Opiates….

May 9, 2013

Health care providers are not obligated to use opioids when a favorable risk-benefit 
balance cannot be documented.

Providers must be vigilant to the wide range of potential adverse effects associated with 
long-term opioid therapy and misuse of extended-release formulations. That vigilance 
and detailed attention has to be present from the outset of prescribing and continue for 
the duration of treatment. Providers should avoid starting a patient on long-term opioid
therapy when treating chronic pain. Providers should also avoid prescribing 
benzodiazepines with opioids as it may increase opioid toxicity, add to sleep apnea risk, 
and increase risk of overdose deaths and other potential adverse effects. 

ttp://www.med.ohio.gov/pdf/NEWS/Prescribing%20Opioids%20Guidlines.pdf
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To further minimize risk a “time out” is 
recommended

Once a non-terminal pain patient reaches a threshold 
of 80 mg or more morphine equivalent daily dose 
(MED) as determined by OARRS the prescriber 
should “strongly consider” utilizing the following 

best practices:

(OARRS calculates the MED for you now)

 Re-establish informed consent including providing 
written information on the adverse effects of long 
term opioid therapy.

 Review the patient’s functional status including the 
4A’s

 Review the patient’s progress toward treatment 
objectives during the duration.

 Utilize OARRS

 Reconsider having the patient evaluated by one or 
more other providers that specialize in the 
treatment of the area, system, or organ perceived 
as the source of pain.
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 Consider a pain treatment agreement which might 
include:
 More frequent office visits
 Different treatment options
 Drug screens
 Use of one pharmacy
 Use of one provider for pain medications
 Consequences for non-compliance

MED Approximate Equivalents

Morphine

Codeine

Hydrocodone

Mepridine

Oxymorphone

Oxycodone

Oxycodone extended release

Fentanyl Patch

Hydromorphone

Or any combination 
thereof

80 mg

533 mg 18 tabs/day Tylenol #3)

80 mg (16 tabs/day Vicodin/Lortab/Norco 5mg)

800 mg (16 tabs /day Demerol 50 mg)

27 mg (6tabs/day Opana 5mg)

53 mg (11 tabs/day of Percocet 5mg)

53 mg ( 3 tabs per day Oxycontin 20 mg)

50 mcg/hour ( Duragesic)

20 mg (5 tabs/day of Dilaudid 4 mg)

Oxycodone HCL 5 mg every 6 hours PRN

Oxycontin 20 mg TID
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HB 93

 Law strengthens OSBP and Medical Boards ability to 
summarily suspend if there is clear and convincing 
evidence that the licensee presents a danger of immediate 
and serious harm to others. Terminal Distributors (TD) 

 Wholesale Distributors (WD) 

 Physician 

 Law allows fines imposed to each day’s violation: 
$5,000/day by the OSBP 

 $20,000/day by the Medical Board 

OARRS
• Is available 24/7

• Turnaround time from click on submit request until 
report is ready

• 99% ~ 3 seconds

• 1%~ 5 minutes

• Lag time (from Rx is dispensed until Rx appears in 
OARRS) 1-10 days

• https://www.ohiopmp.gov/Portal/Default.aspx
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Restrictions on Prescribing Opioids for Minors
HB 314

 New form required prior to prescribing opioids to 
minors

 The form will be known as the 
“Start Talking Consent Form”

 Begin using as of September 17

When the Requirement Applies

A “Start Talking Consent Form” is Required with:

 Opioid medications administered to a minor in a 
physician office/ office procedure area.

 Prescriptions for opioids given to a minor in an 
outpatient office setting following a procedure.

 All prescriptions for an opioid given to a minor in a 
physician office.

 No exemption for terminal illnesses.
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Exemptions continued

 Medications given to a minor in conjunction with the 
treatment of an emergency: where there is an 
immediate threat or serious risk to the life or health 
of the minor.

 If the prescriber believes using the form would 
present a detriment to the minor’s health or safety

 The minor is married, in the armed forces, can 
establish they are employed and self-sustaining or 
otherwise independent from the control of a parent 
or guardian

The Form

 Must be signed by the prescriber

 Must be signed by the parent or guardian

 Must be kept in the patient's medical record

 If a babysitter or relative has written authorization 
allowing us to treat the patient the prescription 
cannot be for more than a 72 hour supply
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What the form does

The form is a certification from the physician that 
that physician has:
1. Assessed the minors history and risk of addiction,

including a mental health assessment; and 
2. Discussed with the minor and parent:
 the risk of addiction, 
 any increased risk based on the patient’s addiction 

and mental health risk assessment,
 the increased risks with benzodiazepines, alcohol, 

and central nervous system depressants; and
 any information in the patient counseling section of 

the medication labeling.

Pharmacy Board Guidance

 What is the role of the pharmacist in enforcing this new law? 
(UPDATED 9.9.2014) 

 Pharmacists have a corresponding responsibility to ensure that a 
prescription issued by a prescriber is compliant with all state and 
federal laws. If the minor meets any of the exemptions listed in this 
document, then the pharmacist can safely assume, using 
professional judgment, that no consent form is required. If, however, 
they receive a prescription for a minor that does not meet the 
exemptions under the law (using professional judgment) and no 
consent is indicated on the prescription (or no copy of the signed 
consent is included), then the pharmacist should verify with the 
doctor that a consent form was completed (or was not required) prior 
to dispensing. It is recommended that the pharmacist document the 
informed consent or the reason why it is not required in the patient 
record. Please note: The pharmacist must ultimately decide what 
is in the best interest of the patient and the lack of informed 
consent does not preclude a pharmacist from dispensing an 
opioid prescription to a minor. 
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Other Opioid Legislation

By April 1, 2015 must follow this procedure:

 Before initially furnishing or prescribing an opioid, 
analgesic or benzodiazepine the practitioner must:

 Check OARRS for the prior 12 months

 If the course of treatment lasts more than 90 days 
from the initial report, the physician shall make 
periodic checks of OARRS at least every 90 days

 Assess the information on the report, and document 
the report was received and assessed

(Do NOT copy OARRS into Medical Record)

Exceptions

This does not apply if:

 The OARRS system is down

 The prescription is for less than 7 days

 The medication or prescription is given to a hospice 
patient in a hospice program

 The medication is for the treatment of cancer

 The medication is administered in a hospital

 The medication is prescribed to treat acute pain from 
a surgery, invasive procedure or delivery
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DEA Rules Changing

 Rescheduling of hydrocodone combination products-
vicodin, lortab, cough suppressants such as 
tussionex and hycodan

 Moving to Schedule II security requirements on 
October 6

 No refills (prescriptions with refills written prior to 
October 6th can have refills dispensed if done before 
April 8, 2015)

 Cannot fax

Opportunities and Motivations

 PCMH certification requires a mental health or risky 
behavior be addressed

 The “University up North” has an opiate council that 
meets every month.

 Governor, The Attorney General, and the Medical 
Board are serious

 Patients are going to start bringing legal action
 There is too much information out there to defend 

poor prescribing practices
 I wish someone would have told me

 It’s the right thing to do

62
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We do, and you can, utilize a more systematic approach 

to prescribing controlled medications that incorporates 

objective data and alternative treatment therapies and 

does not rely exclusively on a subjective judgment of the 

provider.

Fifteen out of sixteen staff members indicated they were 

more satisfied with their jobs. They felt they were 

empowered to be a part of the solution and not an 

unwitting part of the problem

 ASAM American Society of Addiction Medicine

 CASA The National Center on Addiction and Substance 
Abuse at Columbia University

 OARRS Ohio Automated Rx Reporting System

 OBP Ohio Board of Pharmacy

 ODADAS Ohio Department of Alcohol and Drug 
Addiction Services

 http://www.oacbha.org/ohios_2013_opiate_conference.p
hp

 http://www.oacbha.org/opiate_summit_2012.php

 http://www.medicalnewstoday.com/articles/232841.php


















































