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Our Country has a Problem - DHHS Stats



State Response - Oklahoma A.G. Files Lawsuit



Oklahoma judge rules against drugmaker, orders 

$572M payment – August 26, 2019



Oklahoma Response

2014

Makes morphine, oxycodone, hydrocodone, and 
alprazolam subject to the Trafficking in Illegal Drugs Act

2015
Anti-Drug Diversion Act –Prescription Monitoring 

Program

2014

ED and Urgent Care Clinic Opioid Prescribing 

Guidelines
2013

Opioid prescribing guidelines for office-

based setting



Oklahoma Response

2017

Opioid Commission releases Final Report (Jan. 23) 

2018 Pill limit and E-prescribing bill pass and signed by Gov.

2018

Resolution passed establishing the Commission on 

Opioid Abuse
2017

Opioid prescribing guidelines for Acute Pain and 

Chronic Pain



Impact on Hospitals

• Patient care, financial and liability issues.

• Inpatient stays directly related to opioid 

use increased more than 64% from 2005-

14.

• ER visits for overdose spiked nearly 100%.



Impact on Hospitals

• 98% of hospitals surveyed by Vizient

implemented changes to their opioid 

delivery practices between July 2017-18.

• Prescriber education was the most 

common change.



Purpose of the Law: Fewer Opioids Prescribed

• 19% decrease in the number of pills 

prescribed since SB 1446 became 

effective 11/1/2018.(Stats provided by OHA)

2016-17 2017-18 2018-19

November 19,802,351 24,503,669 26,723,121

December 19,078,419 23,658,831 27,408,551

January 19,652,941 24,007,554 26,150,525

February 17,403,999 21,896,522 22,917,985



SB 1446 and SB 848 

• SB 1446 2018

• Amended by SB 848, 

2019



Opioid Drugs Covered

“Opioid” means any Schedule 
II, III, IV or V having an 

addiction-forming or addiction-

sustaining liability similar to 

morphine. . . 

All references to “opioid or 

Schedule II” were eliminated in 

2019.

Limited to prescriptions of 

opioids for pain.



Requirements for Initial Prescriptions 

of Opioid Drugs as of 2019

• Limit to 7-day supply for acute pain.

• Any prescription for acute pain must be 

for the lowest effective dose of an 

immediate-release drug. 



Opioid Drugs Covered

1. All opioids in Schedules II, 

III, IV or V are covered by 

the pill limit bill 

requirements.
-Tramadol is still covered.

2. Any non-opioid drugs, 

even if classified as a 

Schedule II, are NOT

covered by the pill limit bill 

requirements. 
-Examples: Adderall and Ritalin



Initial Prescription Definition

Means a prescription issued to a 
patient who:

a. Has never previously been 
issued a prescription for the drug 
or its pharmaceutical equivalent 
in the past year or

b. Requires a prescription for the 
drug or its pharmaceutical 
equivalent due to a surgical 
procedure or new acute event 
and has previously had a 
prescription for the drug or its 
pharmaceutical equivalent within 
the past year. 



Prior to Initial Prescription for 

Acute or Chronic Pain

Take and document the 

results of a thorough 

medical history, including 

the experience of the patient 

with non-opioid medication, 

substance abuse history and 

nonpharmacological patient-

management approaches. 

Develop a treatment plan 

with particular attention 

focused on determining 

the cause of patient’s 

pain. 

Conduct and document a 

physical examination.

Access relevant 

prescription monitoring 

information from the 

central repository (PMP).



Prior to Initial Prescription for 

Acute or Chronic Pain

In the case of a 

patient under the age 

of 18 years old, enter 

into a patient-provider 

agreement with a 

parent or guardian of 

the patient.

.

In the case of a 

patient who is a 

pregnant woman, 

enter into a patient-

provider agreement 

with the patient. 



Discussion of Risks

• Prior to issuing the initial prescription for acute or chronic pain and 
again prior to issuing the third prescription, a practitioner must 
discuss with the patient or patient’s legal representative:
– Risks of addiction and overdose and dangers of mixing drugs with 

alcohol and other drugs;

– The reasons why the prescription is necessary;

– Alternative treatments that may be available; and 

– Risks associated with the use of the drugs being prescribed, 
specifically, that they are highly addictive, even when taken as 
prescribed and dependency can occur.

• Must document in the record that the discussion occurred.



7 day supply exception

• Limit the supply of any opioid drug prescribed for acute pain to a duration 
of no more than 7 days.

• Exception – Upon issuing an initial prescription for acute pain, the 
practitioner may issue 1 subsequent prescription for an opioid in a 
quantity not to exceed 7 days if:
– the subsequent prescription is due to a major surgical procedure or “confined to 

home”;

– the practitioner provides the subsequent prescription on the same day as the initial 
prescription;

– the practitioner provides written instructions on the subsequent prescription 
indicating the earliest date on which the prescription may be filled, otherwise 
knowns as a “do not fill until” date; and 

– the subsequent prescription is dispensed no more than five (5) days after the “do 
not fill until” date.



Practitioner Requirements - Renewals

No less than 7 days after issuing the initial prescription 
and after consulting with the patient, a subsequent 
prescription may be issued in a quantity not to exceed  7-
day supply.  

Subsequent 
Prescription 

Prescription must be necessary and appropriate and 
rationale for the issuance must be documented. 

Medical 
Necessity

Must determine that issuance of the subsequent 
prescription does not present an undue risk of abuse, 
addition or diversion and document that determination. 

Consideration 
of risks



Patient-Provider Agreement

• At the time of the issuance of the 3rd prescription for an opioid 
drug, the practitioner shall enter into a patient-provider agreement 
with the patient. 

• Must have a written agreement with a  “qualifying opioid therapy 
patient” which means:
– A patient requiring opioid treatment for more than 3 months; 

– A patient who is prescribed benzodiazepines and opioids together for 
more than 1 24-hour period; or

– A patient who is prescribed a dose of opioids that exceeds 100 
morphine equivalent doses (MMEs).



Ongoing Assessment

• When an opioid drug is continuously prescribed for 3 months or 
more for chronic pain, the practitioner shall:
– Review, at a minimum of every 3 months, the course of treatment, any 

new information about the etiology of the pain, and the progress of the 
patient toward treatment objectives and document the results of that 
review; 

– In the first year of the patient-provider agreement, assess the patient 
prior to every renewal to determine whether the patient is 
experiencing problems associated with an opioid use disorder and 
document the results. Following 1 year of compliance with the patient-
provider agreement, the practitioner shall assess the patient at a 
minimum of every 6 months. 



Ongoing Assessment

• Cont. 
– Periodically make reasonable efforts, unless clinically 

contraindicated, to either stop the use of the controlled 
substance, decrease the dosage, try other drugs or treatment 
modalities in an effort to reduce the potential for abuse or the 
development of an opioid uses disorder and document with 
specificity the efforts undertaken;

– Review the central repository information in accordance with 
Section 2-309D; and 

– Monitor compliance with the patient-provider agreement and 
any recommendations that the patient seek a referral. 



Checking PMP

• Section 2-309D(G)(2)(a) provides
“Prior to prescribing or authorization for refill, if one 
hundred eighty (180) days have elapsed prior to the 
previous access and check, of opiates. . . Registrants 
or members of their medical or administrative staff 
shall be required to access the information in the 
central repository. . . The registrant or medical 
provider shall note in the patient file that the central 
repository has been checked and may maintain a copy 
of the information.” 



CME Requirements

• The CME requirements were 
extended beyond M.D.s and 
D.O.s to:
– Podiatrists (2 hrs)

– Dentists (3 hrs)

– Physician Assistants (1 hr)

– Advanced Practice Nurses (2 
hrs)

– Optometrists (1 hr)

– Osteopaths (1 hr)

– Veterinarians (1 hr)



Disciplinary Action

• Licensure board discipline can be 
imposed for prescribing, dispensing 
or administering opioid drugs in 
excess of the maximum limits 
authorized in 63 OS 2-309I on the 
following professionals:
– Podiatrists 

– Dentists 

– Physician Assistants 

– Advanced Practice Nurses

– Optometrists 

– Osteopaths 

– Veterinarians 

– Allopathic and osteopathic physicians



New Provisions

• Any prescription for acute pain 
pursuant to this section shall 
have the words “acute pain” 
notated on the face of the 
prescription by the practitioner. 

• Any prescription for chronic pain 
pursuant to this section shall 
have the words “chronic pain” 
notated on the face of the 
prescription by the practitioner. 



Practitioner Policies

• Any provider authorized to prescribe 

opioids shall adopt and maintain a written 

policy or policies.



Exceptions to Pill Limits

The pill limits do not apply to prescription for a patient who is currently in active 
treatment for cancer, receiving hospice care, or is a resident of a long-term 
care facility, or to any medications that are being prescribed for use in the 
treatment of substance abuse or opioid dependence. 



How Hospitals Can Help

• Help providers get their proper prescribing 
CME credit.

• Continue to educate

– It’s alarming what prescribers don’t know.

– Guidelines for compliance with state available 
on licensure board websites.



Key Education Issues

• The Oklahoma prescribing statutes does not 
establish the standard of care.

– Best practices are being developed by John 
Hopkins and other well-respected medical 
institutions.

• Prescribers are at risk for both over- and 
under-prescribing.



Key Education Issues

• The Oklahoma prescribing statutes does not 
establish the standard of care.

– Best practices are being developed by John 
Hopkins and other well-respected medical 
institutions.

• Prescribers are at risk for both over- and 
under-prescribing.



Key Education Issues

• Be careful who you trust in the future.

– Patients

– Employees

• Carefully evaluate medical information 

provided and consider the source. 



Opioid Decision Findings (pg. 15)

• Defendants made substantial payments of 
money to a variety of different pain advocacy 
groups and organizations that influenced 
prescribing physicians and other health care 
professionals
– American Academy of Pain Medicine

– American Pain Society

– Joint Commission on Accreditation of Healthcare 
Organizations



CDC Tapering Guidelines

• Communicate with medical professionals about patient 
safety when tapering and discontinuing opioids.   

• In Changing the Conversation about Opioid Tapering, 
a commentary in the Annals of Internal Medicine, the 
CDC emphasized that the Guideline does not support 
involuntary or precipitous tapering. 

• Developed a pocket guide to tapering, 
www.cdc.gov/drugoverdoes/pdf/clinical_pocket_guide
_tapering-a.pdf.  

http://www.cdc.gov/drugoverdoes/pdf/clinical_pocket_guide_tapering-a.pdf


DHHS Report on Pain Management 

Best Practices

• Draft report released December 2018.

• Draft final report released on May 6, 2019.

• https://www.hhs.gov/sites/default/files/pain

-mgmt-best-practices-draft-final-report-

05062019.pdf.

https://www.hhs.gov/sites/default/files/pain-mgmt-best-practices-draft-final-report-05062019.pdf


Liability Risks

Civil Liability
Criminal Liability

Professional 
Sanctions

1 2 3
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