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Slide 2: Overview & Objectives

* Review statutory requirements for prescribing in Oklahoma.
* Detail key decision points and documentation mandates.

* Link relevant CDC guideline recommendations with state law.
* Ensure compliance and individualized patient care.



Slide 3: Introduction to Statutory & Guideline
Frameworks

* Oklahoma law (63 O.S. § 2-309I) establishes clear steps for opioid
prescribing and documentation.

 CDC Clinical Practice Guideline (Dowell et al., 2022) provides
best practices for opioid prescribing.

* Both emphasize patient safety, comprehensive evaluation, and
careful risk management.



Slide 4: Definition of “Initial Prescription”

“Initial prescription” is defined as a prescription issued to a patient
who:

d.

b.

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

Requires a prescription for the drug (or its equivalent) due to a
surgical procedure or new acute event, even if they had received
a prescription for the drug or equivalent within the past year.



Slide 5: Determining Prescription Status

To determine if a patient was previously issued a prescription for
the drug or its pharmaceutical equivalent, the practitioner shall:

1. Consult with the patient
2. Review the medical record
3. Review the Prescription Monitoring Program (PMP)



Slide 6: Acute Pain Prescribing Limits — Part 1

Per Oklahoma law Subsection A:
* |nitial prescription for acute pain must not exceed a 7-day supply.
* Use the lowest effective dose of an immediate-release opioid.

* Notation Requirement: The prescription must state “acute pain”
on its face.

CDC Guideline Link: Emphasizes careful dosing and duration to
minimize risks.



Slide 7: Pre-Prescription Requirements —
Medical History & Exam

Before issuing an initial opioid prescription (Subsection B)
1. Take a thorough medical history.

* Include the patient’s experience with nonopioid medications and
nonpharmacological pain management.

* Document substance abuse history.
2. Conduct and document an appropriate physical examination.

CDC Guideline Link: The guideline calls for comprehensive patient
evaluation to guide treatment decisions.



Slide 8: Pre-Prescription Requirements —
Treatment Plan & PMP

Also, per Subsection B:

3. Develop and document a treatment plan focused on identifying
the cause of pain.

4. Access and record prescription monitoring information from the
central repository (Section 2-309D).

* Documentation: Ensure all findings and decisions are thoroughly
documented to support clinical rationale.

CDC Guideline Link: Supports thorough assessment to reduce risks
and tailor pain management.



Slide 9: Pre-Prescription Requirements —
Special Populations

Additional steps required under Subsection B:

5. For patients under 18, enter into a patient-provider agreement
with a parent or guardian.

6. For pregnant patients, enter into a patient-provider agreement
with the patient.

* Documentation: Ensure these agreements are clearly noted in the
medical record.

CDC Guideline Link: Although not specific on agreements, the
guideline stresses informed consent and risk communication.



Slide 10: Issuing a Subsequent Acute Pain
Prescription

Under Subsection C, at least 7 days after the initial prescription:

* A subsequent 7-day supply may be issued if:
1. Itis not deemed an initial prescription.
2. The practitioner documents the necessity and rationale.

3. Therisk of abuse, addiction, or diversion is carefully assessed and
documented.

CDC Guideline Link: Reinforces careful follow-up and
reassessment to ensure ongoing patient safety.



Slide 11: Acute Pain Prescribing Limits — Part 2

Second 7-day prescriptions issued during the inititial encounter for
acute pain:

* Must be issued due to a major surgical procedure or “confined to
home” status (42 U.S.C. § 1395n(a)).

* Must be provided on the same day as the initial prescription.

* Must include a “do not fill until” date with dispensing within 5 days
after that date.

* Documentation: Record the rationale and specific instructions as
required by the statute.



Slide 12: Informed Consent & Risk Discussion
— Part 1

Per Subsection D, before the initial and again before the third
prescription:

* Discuss risks associated with opioid use.

1. Risks of addiction and overdose, especially with alcohol,
benzodiazepines, or other CNS depressants.

2. Reasons why the prescription is necessary.

CDC Guideline Link: Emphasizes clear communication about risks
and the need for opioids in the treatment plan.



Slide 13: Informed Consent & Risk Discussion
— Part 2

Continue per Subsection D:
 Discuss alternative treatments available.

* Explain that opioids are highly addictive and that misuse or
overuse (including mixing with other depressants) can lead to fatal
respiratory depression.

* Documentation: Note in the patient record that these risks were
discussed with the patient (or parent/guardian).

CDC Guideline Link: Underlines the importance of informed
consent and discussing alternatives.



Slide 14: Patient-Provider Agreement at Third
Prescription

Under Subsection E:

* At the time of the third opioid prescription, a patient-provider
agreement is required.

* Documentation: Ensure the sighed agreement is added to the
patient’s record.

CDC Guideline Link: While not explicitly required in the CDC
document, the principle of ongoing risk communication is
reinforced.



Slide 15: Chronic Pain Management —
Overview

For patients on continuous opioid therapy for 3 months or more
(Subsection F):

* Regular reviews are required: at least every 3 months for the first
year, then every 6 months thereafter.

* Document new pain etiology information and patient progress
toward treatment goals.

CDC Guideline Link: Emphasizes ongoing evaluation and
reassessment for chronic pain management.



Slide 16: Chronic Pain Management —
Assessment & Efforts

Also under Subsection F:

* Assess for opioid use disorder before each renewal (every renewal in
the first year; every 6 months thereafter).

* Periodically document efforts to reduce potential abuse (taper, change
dosage, try alternative treatments) unless clinically contraindicated.

* Regularly review prescription monitoring data.

* Monitor and document compliance with the patient-provider
agreement.

CDC Guideline Link: Supports ongoing risk assessment and gradual
adjustment of therapy as needed.



Slide 17: Prescription Notation Requirements

Per Subsection G:

* Acute pain prescriptions must include “acute pain” on the face of
the prescription.

* Chronic pain prescriptions must include “chronic pain” on the
face of the prescription.

Importance: Clear notations help ensure appropriate use and
regulatory compliance.



Slide 18: Exemptions from the Statutory
Requirements

Uﬂder Subsection H, the law does not apply to prescriptions for patients
who:

1.

Bl 0

Have sickle cell disease.

Are undergoing cancer treatment or aftercare.
Are receiving hospice care.

Are receiving palliative care for a serious illness.
Reside in a long-term care facility.

Are prescribed medications for substance abuse or opioid
dependence.

CDC Guideline Link: While these exemptions are specific to state law,
the guideline provides additional context for individualized care.



Slide 19: Insurance Cost-Sharing Provisions

Under Subsection |, insurance policies must:

* Charge a cost share for an initial opioid prescription that is either
proportional to a 30-day supply or equivalent to full cost sharing
for a 30-day supply.

* No additional cost sharing for subsequent prescriptions covering
the remaining 30-day supply.



Slide 20: Written Policy & Informed Consent
Process

Under Subsection J:

* Practitioners must adopt and maintain a written policy that includes a
written informed consent agreement for qualifying opioid therapy
patients.

* Qualifying patients include those:
* Requiring treatment for more than 3 months,

* Receiving concurrent benzodiazepine and opioid therapy for more than one 24-
hour period, or

* Prescribed doses exceeding 100 morphine equivalent doses (MME).

CDC Guideline Link: Although the guideline does not mandate written
policies, it emphasizes informed consent and documentation.



Slide 21: Standard of Care & Forced Tapering

Under Subsection K:

* The law does not require forced tapering or limitation beyond FDA-
approved guidelines.

* Practitioners must provide effective, individualized treatment.

CDC Guideline Link: Aligns with the guideline’s emphasis on
balancing risks with individualized pain management.



Slide 22: General Penalty Clause

“Any person who violates any provision of this act not subject to a
specific penalty provision is guilty of a misdemeanotr.”

* Punishable by imprisonment in the county jail for not more than
one (1) year, or

* By a fine of not more than One Thousand Dollars ($1,000.00), or
* By both such fine and imprisonment.”

63 0.S. § 2-411 (OSCN 2025)



Slide 23: Summary & Conclusion

Recap:

* Monitor for signs of mental health conditions and substance use
disorders.

* Acute pain: 7-day limit, immediate-release formulation, thorough pre-
prescription evaluation.

* Chronic pain: Regular reviews, detailed documentation, and patient-
provider agreements.

* Informed consent and risk discussions are key at defined intervals.
* Provide individualized care without forcing change.

CDC Guideline Reminder: Use best practices from the CDC guideline to
complement statutory requirements.



Slide 24: Questions & Discussion

* |nvite questions on the decision points and documentation
requirements.

* Discuss practical strategies for integrating these requirements
Into daily practice.

* Provide contact information for follow-up inquiries.



OSBOE Chart Audits



Introducing the Chart Auditing Program

Purpose:
* Measure compliance with prescribing laws, regulations, and rules.

* Primarily educational—designed to support physicians in enhancing
compliance workflows.

* Inform future legislative improvements.
Process:
* Conducted in response to complaints or investigations.

* Physicians can proactively request an audit with no risk—receive tailored
tips to improve compliance and improve workflows.

Goal:

. En;npower providers to strengthen their practices and ensure patient
safety.



.;Nr: OKLAHOMA Medical Record Audit

Y State Board of . . .
“h‘ Osteopathic Examiners OPIOId Checklist

The checklist below is intended as an educational resource and should not be considered
an exhaustive list of all that should be included in a patient’s medical record. OSBOE
intends to use the below during the course of a physician audit to assist in determining if
remediation may be required.

Physicians should use their professional judgment and adhere to applicable state and
federal laws and guidelines when prescribing and monitoring opioid treatment.

At initial visit for acute pain was a treatment plan created with the focus on
determining the cause of the pain and establishing treatment goals?

Prior to the initial opioid prescription(s) was the patient educated on opioid risk, the
dangers of mixing opioids with other substances, and the potential for abuse? Was
the education/discussion documented in the patient’s chart?

Was the patient’s Prescription Monitoring Program (PMP) checked prior to initial
prescription of opioid(s) and if treatment continued past the initial prescription(s)
was the PMP checked at least every 180 days with proper documentation?

a. Ifthere was any concern about the patient’'s PMP, did the physician address
the issue and document/educate the patient on the patient provider
agreement? Were any actions taken by the physician for the violation of the
patient provider agreement?

When was the Patient-Provider agreement signed: (third prescribed for an opioid
drug, patient received benzodiazepines and opioids together (even if it is only a
one-time RX), Patient requires more than 100 Morphine Milligram Equivalents
(MMEs), patient is pregnant, or the parent or legal guardian if the patient is a
minor)

Was the Plan of Treatment that was created at initial visit reviewed every three (3)
months with documentation showing benefits of opioid treatment?

What was the frequency of the visits for the renewal of opioids for the first year?
Did the patient complete one (1) year of compliance with the patient provider
agreement and, if so, was the patient seen every six (6) months for reviewing of
treatment plan and assessment?

Did the physician periodically make reasonable effort, unless clinically
contraindicated, to either stop opioids, decrease dose, or try alternate
drugs/treatments in effort to reduce the potential for abuse or opioid use disorder?
Was proper screening done at each visit for opioid use disorder and, if so, is the
provider using the appropriate tools available to prevent diversion and abuse? Did
the physician have any concerns or further screening done to ensure the patient
was not showing signs or cues that reflect opioid use disorder?

Were Urine Drug Screens (UDS) conducted on a regular basis or when the
physician felt there was a concern about abuse or diversion?

Medical Record Audit Opioid Checklist
2/24/2025
Page10f2

a. If the physician was aware of past or present substance abuse disorder
were UDS done monthly?

At any point during the course of treatment was there an increase in opioids, and
if so, did the physician properly document the reasoning for the increase and
possible decrease/tapering in the future?
Was the face of the prescription properly documented with “chronic” or “acute” pain
with dosing instructions?
Does the physician maintain and adopt a written policy for qualifying opioid therapy
patients?

Overall OSBOE will be looking to ensure the patient’s records reflect a complete and
thorough “story” of the patient’s treatment journey with the physician.

Medical Record Audit Opioid Checklist
2/24/2025
Page 2 0f2




The 15 Chart Auditing Program Requirements

1. Treatment plan at initial visit for acute pain: Created with a focus
on determining the cause of pain and establishing treatment goals.

2. Patient education prior to initial opioid prescription: Educated on
opioid risks, dangers of mixing with other substances, and potential
for abuse, with documentation in the chart.

3. Prescription Monitoring Program (PMP) checks: Checked prior to
initial opioid prescription and at least every 180 days if treatment
continues, with documentation.

1. Sub-requirement: If PMP raises concerns, physician must address the issue,

document/educate on the patient-provider agreement, and note actions taken
for violations.

4. Patient-Provider Agreement timing: Signed under specific
conditions (third opioid prescription, benzodiazepines + opioids,
>100 MMEs, pregnancy, or minor with parent/guardian).



The 15 Chart Auditing Program Requirements

9.

6.

Review of treatment plan: Reviewed every 3 months with
documentation showing benefits of opioid treatment.

Frequency of visits for opioid renewal in first year: Specific
frequency required (not specified here, but implied as a
requirement).

Post-one-year compliance: After 1 year of compliance with the
agreement, patient seen every 6 months for treatment plan
review and assessment.

Efforts to reduce opioid use: Periodic reasonable effort (unless
contraindicated) to stop, decrease dose, or try alternatives to
reduce abuse potential or opioid use disorder.



The 15 Chart Auditing Program Requirements

9. Screening for opioid use disorder: Proper screening at each
visit using appropriate tools to prevent diversion/abuse, with
additional screening if concerns arise.

10.Urine Drug Screens (UDS): Conducted regularly or when
abuse/diversion is suspected.

11.UDS for known substance abuse: Monthly UDS if physician is
aware of past/present substance abuse disorder. (Separate
from #10 due to its specific condition and frequency.)

12. Documentation for opioid increase: If opioids increased,
reasoning documented with possible future decrease/tapering.



The 15 Chart Auditing Program Requirements

13.Prescription labeling: Face of prescription documented with
"chronic" or "acute" pain and dosing instructions.

14. Written policy for opioid therapy: Physician maintains and
adopts a written policy for qualifying opioid therapy patients.

15.Complete patient record "story": Records reflect a thorough
narrative of the patient’s treatment journey.






Welcome to CE Broker

* CE Broker is the official CME tracking software for OSBOE.
* Starting this renewal year, it integrates with your licensure system.

* Required for tracking and reporting Continuing Medical Education
(CME).



Mandatory for Renewal

* Annual CME hours must be entered into CE Broker.

* Renewal blocked until required credits are completed and
recorded.

* Ensures accurate, up-to-date compliance with OSBOE standards.



What CE Broker Offers

* Digital Tracking: Access course history, store certificates, check
compliance anytime.

e Course Search: Find CME needed for renewal.

 Easy Reporting: Auto-reports from some providers; self-report
with uploaded proof.

* Bonus: Free Basic account never expires—upgrade optional.



Getting Started with CE Broker

* Visit:
* Choose “Get Basic” for the free option (Professional: $39.99/yr,
Concierge: $124.99/yr).

* Steps: Enter license number, create login credentials, verify
details.

* Note: Basic includes all essentials for compliance.


https://cebroker.com/OK/plans

Activate Your Basic Account

1. Goto , scroll to account options.

2. Select “Get Basic” (free toolbox: course history, manual
reporting, compliance status).

3. Enteryour license number, click “Continue.”

4. Verify name/license, add email, set password.

5. Click“Create Basic Account” and agree to terms.
Result: Ready to track CME instantly.


https://cebroker.com/OK/plans

Emerging Trends and Updates



Other Hot Topics in the Pipeline

* ASAM Benzodiazepine Guideline: New 2025 clinical practice
uideline on safe tapering—minimizing withdrawal risks for patients on
ong-term benzos.

* Oklahoma Legislation: Pending bills to expand midlevel providers’
scope—-could reshape prescribing and addiction care access.

* Primary Care & Addiction: Urgent need for more PCPs to manage
addiction using national guidelines (e.g., ASAM, SAMHSA)—closing the
rural treatment gap.

* Telehealth Flexibilities: Federal push to extend telemedicine for
buprenorphine—critical for rural patients, but set to expire Dec 2025.

* Opioid Crisis Evolution: Rising polydrug use (opioids + stimulants)—
demands updated strategies beyond current checklists.



Thank You!

* The End
* Questions?
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FINAL STEPS

Complete the evaluation no later than
Thursday, June 19, 2025

« Alink to the evaluation and attestation will
be sent to all individuals who logged in to
this meeting.

« The evaluation can also be accessed by the
WOR code.

Please contact me with any questions:

Adrienne Kingsley
Education Coordinator
AKingsley@OsteopathicFounders.org
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