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Disclosure
• I do not have any financial interests or
other disclosures of conflict for this
program.
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Objectives
• Analyze and Discuss regulatory changes
and challenges for healthcare providers
related to controlled substances during
COVID
• Discuss the importance and impact of
Naloxone co-prescribing
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Quick Thoughts
• Why do we fight each other?
– Money, Bad information, Bad attitudes

• Why don’t we help each other?
– See Above

• What can we work together on?
– Everything, Opioids, Scope

• How can we support each other?
– Communication, Education
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Quick Thoughts
• Why do we lack updated knowledge?
– Often we fail to seek knowledge and have the
attitude that it should be brought to us

• Why don’t we help each other learn?
– See Above

• What can we work together on?
– Everything, Opioids, Scope

• How can we support each other?
– Communication, Education
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Arkansas Drug Summit
•

Please plan to attend the 2020 Arkansas Prescription Drug Abuse
Prevention Summit on December 8, 2020 virtually.

•

We will offer breakout tracks:
, Criminal Justice,
Education/Prevention and Counseling/Recovery.
Put it on your calendar and GET YOUR LIVE CE.

•

Clinical

CE requirements have NOT changed and you have until
12/31/2021 to get your CE as a pharmacist.
30 hours total
12 live hours
12 ACPE Accredited hours
Next year should be in NW Arkansas!
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Arkansas Act…
•

CE for Physicians
–
–
–
–
–

17-80-104
Regulation NO. 17
20 Hours per year
50% of the hours in subjects pertaining to the physician’s primary area of practice and
designated as Category I
Each year, each physician and physician assistant shall obtain at least one (1) hour of CME
credit specifically regarding the prescribing of opioids and benzodiazepines.
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Some Barriers are Unique
Emergency Rule Suspensions in pharmacy due to COVID 19
• Remove requirements for an endorsement on a pharmacist or intern license
to administer medications Rule 09-00-0002
• Remove requirements for current CPR to administer medications Rule
09-00-0002
• Remove requirements for an endorsement to act as a Consultant
Pharmacist 17-92-412. Nursing home consultant permit
• Remove requirements for an endorsement to provide Disease State
Management via written protocols Rule 09-01-0001
• Intern ratio limitation of 1 intern working per pharmacist is waived during this
time period. (already waived for educational experiences) It is important to
note that this does not waive the pharmacy technician to pharmacist ratio
which remains at 3:1. 02-01-0004 (h) 4.
• Therapeutic substitution if a medication is not available and there is a
therapeutically equivalent medication available during the emergency the
pharmacist can discuss with the patient and substitute with a notice sent to
the prescriber of the substitution due to emergency when the prescriber is 8
unavailable. – Albuterol Inhaler were agreed to initially

COVID Confusion on Controls
We had lots of calls from pharmacies where prescribers seemed
to think that any C2 can be called or faxed in due to COVID 19. I
have heard everything from the DEA has suspended all rules
(not true) to the president announced we can do this to the
Governor said we could. It appears to be necessary to explain
that there is a big difference in Telemedicine giving the ability to
prescribe vs the actual issuance of a prescriptions. Being able to
prescribe via Telemedicine without an in-person medical
evaluation has been allowed by DEA as outlined in the linked
site below. The next part of actual issuance of a prescription was
not changed by DEA according to the reading of this as well as
discussions with DEA.
https://www.deadiversion.usdoj.gov/coronavirus.html
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COVID Confusion on Controls
https://www.deadiversion.usdoj.gov/coronavirus.html
“Provided the practitioner satisfies the above requirements, the
practitioner may issue the prescription using any of the methods
of prescribing currently available and in the manner set forth in
the DEA regulations. Thus, the practitioner may issue a
prescription either electronically (for schedules II-V) or by calling
in an emergency schedule II prescription to the pharmacy, or by
calling in a schedule III-V prescription to the pharmacy.”
While DEA allows for “emergency” prescriptions the state
pharmacy board has a long term rule that limits emergency
supplies on a C2 to a 72 hour supply as is consistent with most
other states. That rule has not been suspended.
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COVID Confusion on Controls
"The Controlled Substances Act (CSA), 21 U.S.C. 801 et seq., states that a
pharmacist may not dispense a schedule II controlled substance without a written
prescription of a practitioner, “except that in emergency situations… such drug may be
dispensed upon oral prescription….” 21 U.S.C. 829(a). The criteria for identifying an
emergency situation are found in a Food and Drug Administration (FDA) regulation, 21
CFR 290.10, which provides that an emergency situation is one in which the
prescribing practitioner determines that immediate administration of the schedule II
controlled substance is necessary for the proper treatment of the intended user, that
no appropriate alternative treatment is available, and that it is not reasonably possible
for the prescribing practitioner to provide a written prescription to the pharmacy prior
to dispensing the substance. Whether an emergency situation exists is a
determination made by a practitioner based on the individual facts of a particular
medical situation. Thus, an emergency situation does not necessarily exist with regard
to every prescription of a schedule II controlled substance issued during the Public
Health Emergency: this determination must still be made by practitioners on a caseby-case basis. DEA acknowledges, however, that the Public Health Emergency is
likely creating emergency situations, as defined by 21 CFR 290.10, in some cases."
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Act 447 ‐ 1/1/2021 or later
AN ACT TO REQUIRE MANDATORY ELECTRONIC
PRESCRIBING FOR CONTROLLED SUBSTANCES; AND
FOR OTHER PURPOSES
Sponsored by Senator Hammer and Representative Boyd
(c) Except as provided in subsection (d) of this section, a practitioner shall
not issue a prescription for a controlled substance included in Schedule II
through Schedule VI unless the prescription is made by electronic
prescription from the practitioner issuing the prescription to a pharmacy.
(d) A practitioner may issue a prescription for a controlled substance
included in Schedule II through Schedule VI by written, oral, or faxed
method if issued: (1) By: (A) A veterinarian; or (B) A practitioner: (i) To be
dispensed by a pharmacy located outside of the state…
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Act 447 continued
Other exemptions then:

(2) In circumstances in which electronic prescribing is not available due
to temporary technological or electrical failure; or
(3) When the practitioner and the dispenser are the same entity.
(e)(1) A pharmacist or pharmacy that receives a written, oral, or faxed
prescription for a controlled substance included in Schedule I through
Schedule VI is not required to verify that the prescription properly falls
under one (1) of the exceptions listed in subsection (d) of this section.
(2) A pharmacist may continue to dispense a controlled substance from
an otherwise valid written, oral, or faxed prescription that is consistent
with state law or rules or federal law and regulations.
https://www.arkleg.state.ar.us/Acts/FTPDocument?path=%2FACTS%2F2019R%2FPublic%2F&file=447.pdf&d
13
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Act 447 continued
WILL IT BE DELAYED?
• Federal Government
•

In the CY2021 Medicare physician fee schedule proposed rule from summer of
2020, CMS contemplates delaying EPCS requirements until January 1, 2022 due to
COVID. We expect the final rule before the end of the year, so should have an
answer then:

•Conversation about EPCS starts on page 535, with the below excerpt on page 543:
“We also recognize the importance of EPCS and the statutory mandate. We believe
that requiring EPCS by January 1, 2022 strikes the balance between not providing too
large of a burden on providers and helping ensure that the benefits of EPCS are
leveraged expeditiously. Furthermore, requiring EPCS by January 1, 2022 would allow
time to solicit and consider important feedback from the previously discussed Request
for Information that is necessary for implementation of the EPCS requirements for
waivers from the requirements and penalties.”
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Act 447 continued
Published on CMS newsroom on the 1st so should be in federal register any day.
•Section 2003 of the Support Act
•Section 2003 of the SUPPORT Act requires that, effective January 1, 2021, the
prescribing of a Schedule II, III, IV, or V controlled substance under Medicare Part D be
done electronically in accordance with an electronic prescription drug program,
subject to any exceptions, which HHS may specify. To help inform CMS’s
implementation of section 2003, we issued a Request for Information entitled
“Medicare Program: Electronic Prescribing for Controlled Substances; Request for
Information,” as a separate document on July 30, available here. The RFI solicited
stakeholder feedback on whether CMS should include exceptions to the electronic
prescribing of controlled substances (EPCS) requirement and under what
circumstances and whether CMS should impose penalties for noncompliance with the
EPCS mandate. We will use this public feedback to draft separate rules to further
implement this SUPPORT Act provision in future rulemaking.
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Act 447 continued
•To help ensure that section 2003 of the SUPPORT Act is implemented
smoothly and with minimal burden to prescribers, in this CY 2021 PFS
final rule we are finalizing that prescribers be required to use the
National Council for Prescription Drug Programs, (NCPDP) SCRIPT
2017071 standard for EPCS prescription transmissions, the same
standard which Part D plans are already required to support. We
proposed implementation of the EPCS mandate effective January 1,
2022 but based on comments received, are finalizing the provision with
an effective date of January 1, 2021 and a compliance date of
January 1, 2022 to encourage prescribers to implement EPCS as soon
as possible, while helping ensure that our compliance process is
conducted thoughtfully.
•https://www.cms.gov/newsroom/fact‐sheets/final‐policy‐payment‐and‐quality‐provisions‐changes‐
16
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DEA Prescribing Guidance
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Part 1: Evaluating the Patient
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Part 2: Delivering the RX
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ACT 820 of 2017
AN ACT TO AMEND THE PRESCRIPTION
DRUG MONITORING PROGRAM TO
MANDATE PRESCRIBERS CHECK THE
PRESCRIPTION DRUG MONITORING
PROGRAM WHEN PRESCRIBING CERTAIN
MEDICATIONS; AND FOR OTHER PURPOSES.
Sponsored by Senator Jeremy Hutchinson and
Representative Kim Hammer
20

ACT 820

Cont

• Defines when a practitioner must access the PDMP
• When prescribing a schedule II or III Opioid
• Benzodiazepine for the first time
• Exempts –
• Immediately before or during surgery
• During surgery recovery in a healthcare facility
• In a healthcare facility
• Emergency situation at the scene of an emergency, in a licensed
ground ambulance or air ambulance or the ICU of a licensed hospital
• Palliative care or hospice patient
• Resident in a licensed nursing home facility
• Situations where the PDMP is not accessible due to technological or
electrical failure
• Licensed oncologist shall check on initial malignate episodic diagnosis
21
and every three months following while continuing treatment

ACT 820

Cont

• Allows Department of Health to send quarterly reports to
prescribers and dispensers
• After 12 months if information still looks suspect, the
Department of Health can report to the licensing boards
• Push for same day and even real time reporting
• Expanded the PDMP oversight board with a person from the
Medical Board and the Dental Board
• Can allow for exemptions to the law through the Department of
Health with legislative approval
• Allows licensure boards to adopt rules limiting the quantities of
medications that can be prescribed or dispensed
22

PDMP ISSUES of CONCERN
HOW GOOD IS THE SYSTEM
•
•
•

Only as good as the information you feed into it.
Only as good as how you check it.
INCORRECT prescriber attributed to prescriptions
– Must have the correct prescriber and DEA number attached to each
prescription. If this is reported to you it should be fixed immediately.
Both the Arkansas Department of Health and Board of Pharmacy get
calls on these and will expect it to be fixed.
– As a reminder, the DEA number used must be that of the actual
prescriber not the supervising physician for a PA or APRN. Even if
they don’t have a provider contract for a specific insurance payor, the
prescriber of record must be the actual prescriber.
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PDMP LOGIN for Checking Info
Direct Authority for individuals not businesses
Pharmacists (not pharmacy), Physicians, APRNs, PAs, Dentists,
Optometrists (not hospital or clinic)

Delegate Authority
Supervisor (pharmacist, physician, dentist, APRN… can authorize
delegates).
Delegate must have THEIR OWN LOGIN
Delegate activity can be tracked or reviewed by the supervisor that gave
them delegate authority.
If the Delegate misuses the system that is still part of the supervisor’s
responsibility to the PDMP that the misuse was under their direct authority.
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ACT 593
AN ACT TO AMEND THE PRESCRIPTIVE AUTHORITY OF
AN ADVANCED PRACTICE REGISTERED NURSE; AND
FOR OTHER PURPOSES.
Sponsored by Representative Justin Gonzales and Senator Kim Hammer
(B) An advanced practice registered nurse's prescriptive authority also extends to
drugs listed in Schedule II if:
(i) The prescription is for an opioid and the prescription is only for a five‐day
period or less; or
(ii) The prescription is for a stimulant and meets the following criteria:
(a) The prescription was originally initiated by a physician;
(b) The physician has evaluated the patient within six (6) months before the advanced
practice registered nurse issues a prescription; and
(c) The prescription by the advanced practice registered nurse is to treat the same
condition as the original prescription.

Hydroxychloroquine
Early on there were critical shortages of this medication and guidance largely
focused on the fact that it was not recommended for use with COVID without
involving an infectious disease physician.
Some supply avenues also limited the use of the donated or supplied HCQ to
RA and Lupus
Our office received calls daily asking us to:
A: Ban all use of these products other than for RA and Lupus patients
B: Force pharmacies to fill any prescriptions for these products from a
prescriber no matter the indication
Lots of calls from out of state pharmacies and even compounders wanting
waivers to ship in critical need medications without any proof of a critical need.
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Hydroxychloroquine CONT
Current Guidance from the Arkansas Department of Health states the following:

“GUIDANCE FOR THE USE HYDROXYCHLOROQUINE AND
CHLOROQUINE FOR THE TREATMENT OF COVID 19
On June 15, 2020 the Food and Drug Administration (FDA) revoked the
Emergency Use Authorization (EUA) for the use of chloroquine (CQ)
and hydroxychloroquine (HCQ) to treat COVID-19 after concluding it
was “no longer reasonable to believe that oral formulations of HCQ and
CQ may be effective in treating COVID-19, nor is it reasonable to
believe that the known and potential benefits of these products
outweigh their known and potential risks”. The latter included serious
cardiac adverse events. Based on this information, the Arkansas
Department of Health (ADH) updated its guidance related to HCQ and
CQ indicating that their use for treatment of COVID-19 should be
avoided in both outpatient and hospitalized settings.”
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Hydroxychloroquine CONT
“CQ and HCQ can continue to be administered,
prescribed, and dispensed for FDA approved medical
conditions under supervision of a patient’s healthcare
provider. Unapproved use (i.e. “off label use”) of these
medications is left to the discretion of individual
clinicians and their patients. However, the ADH wants
clinicians to be aware that coadministration of HCQ or
CQ with remdesivir, an FDA EUA approved medication
for treatment of COVID-19, is not recommended based
on data showing an antagonistic effect of these
medications on the antiviral activity of remdesivir.“
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Hydroxychloroquine CONT
TO BE CLEAR, THE ADH GUIDANCE IS NOT A “BAN” OR
PROHIBITION ON THE OFF-LABEL USE OF CHLOROQUINE (CQ)
AND HYDROXYCHLOROQUINE (HCQ) TO TREAT COVID-19
Furthermore, the Arkansas State Board of Pharmacy has never issued
a ban on the dispensing of these products for off-label usage. We
would remind you that any new prescriptions must be counseled on
which would include potential side effects or cautions.
This was a hotly discussed topic on 8/31/2020 at the Capitol. The
health-related boards underneath the ADH umbrella published the ADH
statement that was released. Many individuals and healthcare
providers took the ADH statements as outright BAN on the use of these
medications for COVID.
29
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Ghost of Drug Use Past
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Take BACK

APRIL 2020 was CANCELLED
Saturday, October 24, 2020
32

Protocols on Board Website
NALOXONE Protocol Updated:
The prescriber of record for any pharmacy related paperwork may be
listed as Dr. Appathurai Balamurugan (Dr. BALA) with ADH or the
deciding pharmacist so that any questions back on this would be
directed to the pharmacy and pharmacist using this protocol.
FYI on the other Naloxone programs with Drug Director and CJI we have
639 saves so far!

COPRESCRIBING OF NALOXONE
NICOTINE REPLACEMENT THERAPY STATEWIDE PROTOCOL
Developed with APA
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Naloxone Access Improving, Opioid
Prescribing Decreasing in Arkansas
•

•
•
•

•

•

LITTLE ROCK ― Arkansans with Medicaid or private insurance coverage who
are prescribed high-dose opioids are increasingly receiving prescriptions for the
anti-overdose drug naloxone as well, according to a new analysis.
The analysis also found that prescriptions of any type of opioid have decreased
for those Arkansans over the past three years.
Arkansas Drug Director Kirk Lane said the findings are encouraging.
“We still have work to do, but we are making progress,” Lane said. “Arkansas
has been identified as having the second-highest opioid prescribing rate in the
nation, so I’m pleased to see opioid prescriptions trending downward and access
to life-saving naloxone trending upward.”
Act 284 of 2017, passed in response to the opioid overdose epidemic,
authorizes pharmacists to order, dispense, and administer naloxone without a
prescription under a new state protocol.
The Arkansas Center for Health Improvement reviewed prescription data for
people with Medicaid or private insurance coverage from state fiscal years 2017
to 2019. ACHI found that the number of people with opioid prescriptions dropped
from 379,687 in 2017 to 268,241 in fiscal year 2019, a decrease of 29%. 34

Naloxone Access Improving, Opioid
Prescribing Decreasing in Arkansas
•

•

•

•
•
•
•
•
•

ACHI also found that the number of people with opioid prescriptions of 50 or more morphine milligram equivalents,
or MME, per day who also received naloxone prescriptions has increased each year since fiscal year 2017. From
fiscal years 2018 to 2019, the number rose from 589 to 1,556, an increase of 164%. The number people with
opioid prescriptions of 90 or more MME per day who also received naloxone prescriptions rose from 501 to 1,108,
an increase of 103%.
Despite these increases, the percentage of people who received both high-dose opioid prescriptions and naloxone
prescriptions was only 2.93% for people with prescriptions of 50 or more MME per day and 5.35% for people with
prescriptions of 90 or more MME per day in fiscal year 2019.
“These percentages are low, and we need to get them higher, but Arkansas is moving in the right direction,” said
ACHI President and CEO Dr. Joe Thompson. “I applaud the Arkansas General Assembly for passing legislation to
make the life-saving drug naloxone more available to those at risk.”
Data used in the analysis were from the Arkansas All-Payer Claims Database, part of the Arkansas Healthcare
Transparency Initiative.
Other findings include:
One naloxone prescription was dispensed for every 34 individuals with opioid prescriptions of 50 or more MME per
day in fiscal year 2019.
One naloxone prescription was dispensed for every 19 individuals with opioid prescriptions of 90 or more MME per
day in fiscal year 2019.
Pharmacists authorized 1,130 out of 3,137 naloxone prescriptions, or 36%, in fiscal year 2019.
View a data brief and two infographics containing the findings on ACHI’s website at
https://achi.net/newsroom/achi-analyzes-trends-in-naloxone-prescription/.
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•
•
•
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•
•

•

•

•
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Naloxone Access Improving, Opioid Prescribing Decreasing in Arkansas, New Analysis Finds
LITTLE ROCK ― Arkansans with Medicaid or private insurance coverage who are prescribed high-dose opioids
are increasingly receiving prescriptions for the anti-overdose drug naloxone as well, according to a new analysis.
The analysis also found that prescriptions of any type of opioid have decreased for those Arkansans over the past
three years.
Arkansas Drug Director Kirk Lane said the findings are encouraging.
“We still have work to do, but we are making progress,” Lane said. “Arkansas has been identified as having the
second-highest opioid prescribing rate in the nation, so I’m pleased to see opioid prescriptions trending downward
and access to life-saving naloxone trending upward.”
Act 284 of 2017, passed in response to the opioid overdose epidemic, authorizes pharmacists to order, dispense,
and administer naloxone without a prescription under a new state protocol.
The Arkansas Center for Health Improvement reviewed prescription data for people with Medicaid or private
insurance coverage from state fiscal years 2017 to 2019. ACHI found that the number of people with opioid
prescriptions dropped from 379,687 in 2017 to 268,241 in fiscal year 2019, a decrease of 29%.
ACHI also found that the number of people with opioid prescriptions of 50 or more morphine milligram equivalents,
or MME, per day who also received naloxone prescriptions has increased each year since fiscal year 2017. From
fiscal years 2018 to 2019, the number rose from 589 to 1,556, an increase of 164%. The number people with
opioid prescriptions of 90 or more MME per day who also received naloxone prescriptions rose from 501 to 1,108,
an increase of 103%.
Despite these increases, the percentage of people who received both high-dose opioid prescriptions and naloxone
prescriptions was only 2.93% for people with prescriptions of 50 or more MME per day and 5.35% for people with
prescriptions of 90 or more MME per day in fiscal year 2019.
“These percentages are low, and we need to get them higher, but Arkansas is moving in the right direction,” said
ACHI President and CEO Dr. Joe Thompson. “I applaud the Arkansas General Assembly for passing legislation to
36
make the life-saving drug naloxone more available to those at risk.”
Data used in the analysis were from the Arkansas All-Payer Claims Database, part of the Arkansas Healthcare
Transparency Initiative
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Other CE Available
• AR-IMPACT is a weekly free interactive televideo program
offering free CME credit held each Wednesday, from 12 to
1 p.m. https://arimpact.uams.edu/

• APA has had offerings through AAHP for
members of AAHP
• Tons of Free, Live CE if you look around
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NICOTINE Replacement Therapy
AN ACT TO AMEND THE DEFINITION OF "PRACTICE OF
PHARMACY" TO AUTHORIZE A PHARMACIST TO
INITIATE THERAPY AND ADMINISTER OR DISPENSE,
OR BOTH, CERTAIN TYPES OF TOBACCO CESSATION;
TO AUTHORIZE A PHYSICIAN TO ADMINISTER OR
DISPENSE, OR BOTH, CERTAIN TYPES OF TOBACCO
CESSATION; AND FOR OTHER PURPOSES.
Sponsored by Representative Les Eaves
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PREP Act
• HHS Expansion for Pharmacists and
Pharmacy Interns to order and administer
vaccines to children age 3 to 18 under the
Public Readiness and Emergency
Preparedness Act (PREP Act) to increase
access to lifesaving childhood vaccines
and decrease the risk of vaccinepreventable disease outbreaks as children
across the United States return to
daycare, preschool and school.
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PREP Act Cont
•
•

•
•

•
•
•

Age 3 to 18
If you are not utilizing the current methods for the provision of vaccines/
immunizations under an Arkansas Protocol and are instead utilizing the
expanded authority under the PREP Act the following would apply:
You cannot use the prescriber of record from a statewide protocol
unless actually using the protocol under current rules.
Billing may be an issue when using the PREP Act depending on how an
individual insurance company may or may not accept billing under the
pharmacist’s direct authority.
Administered vaccines must still be reported into the state’s repository.
PREP Act requires current CPR
The Pharmacist or Intern does not necessarily need an endorsement on
their license to administer medications but must have the required
training as outlined by the Act.
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PREP Act Cont 9/9/2020
•
•

•
•

•
•

COVID 19 Vaccine Authority Expanded
“This guidance authorizes state-licensed pharmacists to order and
administer, and state-licensed or registered pharmacy interns acting
under the supervision of the qualified pharmacist to administer, COVID19 vaccinations to persons ages 3 or older, subject to certain
requirements.”
The vaccine must be FDA-authorized or FDA-licensed.
The vaccination must be ordered and administered according to the
Advisory Committee on Immunization Practices' (ACIP) COVID-19
vaccine recommendation.
SAME TRAINING REQUIREMENTS AS BEFORE
https://www.hhs.gov/about/news/2020/09/09/trump-administrationtakes-action-to-expand-access-to-covid-19-vaccines.html
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Corresponding Responsibility
21 C.F.R. § 1306.04
(a) A prescription for a controlled substance to be effective must be issued for a legitimate medical
purpose by an individual practitioner acting in the usual course of his professional practice. The
responsibility for the proper prescribing and dispensing of controlled substances is upon the
prescribing practitioner, but a corresponding responsibility rests with the pharmacist who fills the
prescription. An order purporting to be a prescription issued not in the usual course of professional
treatment or in legitimate and authorized research is not a prescription within the meaning and
intent of section 309 of the Act (21 U.S.C. 829) and the person knowingly filling such a purported
prescription, as well as the person issuing it, shall be subject to the penalties provided for violations
of the provisions of law relating to controlled substances.
(b) A prescription may not be issued in order for an individual practitioner to obtain controlled
substances for supplying the individual practitioner for the purpose of general dispensing to
patients.
(c) A prescription may not be issued for "detoxification treatment" or "maintenance treatment,"
unless the prescription is for a Schedule III, IV, or V narcotic drug approved by the Food and Drug
Administration specifically for use in maintenance or detoxification treatment and the practitioner is
in compliance with requirements in §1301.28 of this chapter.
• [36 FR 7799, Apr. 24, 1971. Redesignated at 38 FR 26609, Sept. 24, 1973, and amended at 39
FR 37986, Oct. 25, 1974; 70 FR 36343, June 23, 2005]
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Corresponding Responsibility
Discussions of common red flags can be found in Final Orders issued by the
DEA in administrative proceedings and in presentations given by the Agency in
public forums. Red flags may include:
•

“Pattern prescribing’’ – prescriptions for the same drugs and the same quantities
coming from the same doctor;
• Prescribing combinations or “cocktails” of frequently abused controlled substances;
• Geographic anomalies;
• Shared addresses by customers presenting on the same day;
• The prescribing of controlled substances in general;
• Quantity and strength;
• Paying cash;
• Customers with the same diagnosis code from the same doctor;
• Prescriptions written by doctors for infirmaries not consistent with their area of
specialty;
• Fraudulent prescriptions.
http://deachronicles.quarles.com/2013/08/a-pharmacists-obligation-corresponding-44
responsibility-and-red-flags-of-diversion/
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DEA Actions
• Criminal Cases against Doctors from DEA
• Registrant Actions – Administrative
Actions Against Registrants
– https://www.deadiversion.usdoj.gov/crim_adm
in_actions/index.html
– If you read through these you see that there is
generally a long process to resolve these
cases and publish them in the DEA resources
database.
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Questions?
Please do not hesitate to call us
with regulatory or practice
questions. If you are a licensed
pharmacist in Arkansas, you
should be asking us what our
regulations mean and how to
follow appropriate procedures to
maintain your license.
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Future Questions?
Arkansas State Board of
Pharmacy
pharmacyboard.arkansas.gov
www.arkansas.gov/asbp
(501) 682 - 0190
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