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Audits of Opioid Prescribing Practices
Understand data patterns and red flags
By Kim New, JD, BSN, RN

T
he misuse and abuse of prescription medications, 
mainly opioids, has reached epidemic propor-
tions. Drug overdose is the leading cause of 
accidental death in the US, and opioids were 

responsible for over 63 percent of those deaths in 2015.1 
Abuse of opioids kills approximately 91 people daily.2 
Auditors have a role in combating this epidemic by helping 
to reduce inappropriate prescribing practices.

Because of the opioid epidemic, the focus on prescribers 
has increased substantially. Certain combinations and 
cocktails of medications, when prescribed together, 
provoke a high degree of scrutiny. For instance, the 
term “holy trinity” has been used to describe concurrent 
prescribing of hydrocodone, alprazolam, and carisoprodol. 
An Oklahoma physician was recently charged with 
murdering her patients after a patient died from that 
combination.3

Headlines have reflected increased accountability for the 
consequences of bad prescribing practices. In California, 
a physician was found guilty of murder for reckless 
overprescribing of opioids and benzodiazepines, and was 
sentenced to 30 years to life.4

1 http://dx.doi.org/10.15585/mmwr.mm655051e1

2 www.cdc.gov/drugoverdose/epidemic/index.html

3 www.washingtonpost.com/news/to-your-health/wp/2017/06/24/a-doctor-
prescribed-so-many-painkillers-shes-been-charged-with-murdering-her-
patients-authorities-say/?utm_term=.ae03618dae2b

4 www.latimes.com/local/lanow/la-me-ln-doctor-murder-overdose-drugs-
sentencing-20160205-story.html

Considering the increased scrutiny, most prescribers would 
welcome guidance on how to provide patients with proper 
pain relief while avoiding the risk of overprescribing, 
and analytic support to find questionable prescribing. 
Many national organizations and federal authorities have 
weighed in on the subject and promulgated guidelines 
for prescribing opioids, benzodiazepines, sedatives, and 
attention deficit disorder medications.

Find data patterns
Auditors can aid mid-level providers and physicians in 
recognizing questionable patterns by identifying clusters of 
behaviors that may be associated with diversion. Attention 
should be given not only to the risk of patient diversion, but 
the risk of staff diversion as well.

Start by obtaining data reflecting the provider’s history of 
prescribing. In most states, the provider or his/her office 
manager can print a report from the prescription drug 
monitoring program,5 which collects designated data on 
substances dispensed in the state. The report will help the 
auditor define which patient records to audit.

Use red flags of diversion
Red flags of behavior exist that might indicate a patient is 
prone to diversion.

Driving long distances for care – Many legitimate reasons 
exist for patients to drive long distances to receive care from 
a specific practitioner. They may live in an area where care 
is not conveniently available. Some patients will choose 

5 www.deadiversion.usdoj.gov/faq/rx_monitor.htm
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to see a practitioner that other family members have seen 
and recommended. Many patients will choose to see a 
practitioner near their workplace.

What becomes concerning, however, is a situation where 
a patient drives long distances to see a specific provider 
without any clear reason for doing so. The question arises 
whether the provider has been found as someone who will 
freely prescribe popular drugs.

Making specific demands, using sophisticated medical 
terminology or self-managing their therapy – Patients 
who demand specific medications, dosages and 
combinations should be regarded with extreme caution. 
Demands for commonly diverted drugs like oxycodone, 
hydrocodone, amphetamines, diet pills, alprazolam 
and muscle relaxants are particularly strong red flags. 
A documented medical basis should always be in place 
before prescribing.

Alleged prior long-term therapy with these medications 
by another provider is not a sufficient reason to prescribe. 
Patients who demand specific dosages may call office staff 
asking for “refills” that are in fact different than what was 
prescribed. In one case, a patient called and left a message 
on the “nurse line” instructing staff to refill her medication. 
Although the medication she requested a refill for was one 
she had been prescribed, she increased the dosage and 
frequency when she left the message.

The focus on prescribers has 
increased substantially.

Patients who exhibit incongruous use of sophisticated 
medical terminology, or self-manage their own therapy 
by altering timing of dosages and combining medications 
without medical advice, need to be dealt with carefully.

Patients who become overly friendly with staff – Patients 
who want to divert will go out of their way to ingratiate 
themselves to staff with the intent of manipulating them. 
They may arrive early for appointments and spend time 
chatting with the staff, and they may linger after seeing the 
provider to gossip with staff.

Patients who are unable or unwilling to pay for diagnostic studies 
and non-opioid therapies – A proportion of patients will not 
have insurance, but a patient who demands long-term opioid 
therapy yet refuses to undergo standard diagnostic studies or 
take part in physical therapy should alert the prescriber that 
the patient may have ulterior motives.

Increased accountability 
exists for the consequences 
of bad prescribing practices.

Claiming allergies to viable non-opioid preparations – Allergy 
to all non-opioid analgesic options is highly unlikely. Claims 
of such allergies should be verified by reviewing records of 
care from when the allergies were allegedly identified.

Patients who request early refills – Many times when 
patients call an office claiming to have lost a prescription or 
medication, the issue is noted in the patient care record, but 
no mechanism exists for tracking how often this happens. 
Prescribers must have a way of monitoring such requests 
so they are able to identify an evolving pattern. In one case, 
a patient was noted by a prescriber to “always run short on 
morphine” because “she took too much.” A situation of this 
type should alert a prescriber to the possibility of abuse.

Practicing deception – Patients who are known to use deceit 
very likely have an increased propensity to divert. In one case, 
a patient was on long term opioid therapy. The provider’s 
notes reflected a reluctance to prescribe the medicine, but 
the patient always convinced the provider to do so.

The provider wrote a work excuse for the patient to be off 
work for a short period of time. The employer called the 
office questioning the details, since the authorized dates of 
absence appeared to have been changed. The patient was 
found to have altered the work excuse to allow herself a 
prolonged time off work.

Frequently requesting changes in therapy, claiming inefficacy – 
If a patient is intent on diverting, one way of maximizing the 
available medication is to switch from one medication to 
another. For example, if a provider prescribes oxycodone, the 
patient may call the office a few days into the prescription 

Identify clusters of behaviors that may be associated with diversion.
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and complain that the medication is not effective. The 
provider may issue a new prescription for hydrocodone, 
leaving the patient with two concurrent opioid prescriptions.

Guidelines can reduce the 
risks of reckless prescribing.

Claiming a spouse or multiple family members have the same 
diagnosis – Multiple people in one family are unlikely to 
need long term opioid therapy for the same complaints. 
Some diverting patients have tried to find a willing 
prescriber and convince that provider to prescribe for 
extended family members.

Claiming they have no relief from opioid therapy, yet refuse to 
see a pain specialist – Consider the case of a man in his early 
20s who claimed to have intractable back pain. Escalating 
doses of opioids were prescribed, yet he continued to report 
his pain was uncontrolled. When his provider gave up and 
told the patient he would need to see a pain specialist, the 
patient reported he had miraculously started to get relief 
from the existing therapy, and declined the referral.

Implement prescribing guidelines
Prescribing guidelines can address many red flags and 
reduce the significant regulatory, reputational and patient 
safety risks of reckless prescribing. Providers understand 
these risks and should be open to guidance on how to 
provide patients with proper pain relief and at the same 
time avoid the risks of reckless prescribing. Auditors can 
recommend implementing common sense guidelines for 
prescribing drugs that are subject to abuse, which can set 
the foundation for better management of these risks.

Conclusion
Prescribing opioids is a great responsibility, with the 
patient’s comfort and life at stake. Often the line between 
adequate treatment of pain and endangerment of life is a 
fine one, and providers will benefit from the help of auditors 
to provide clarity on exactly where the line lies. 

Kim New, JD, BSN, RN, is the principal 
at Diversion Specialists. She is an 
expert in controlled substance security 
and DEA regulatory compliance, and 
a consultant to healthcare facilities 
across the country. She works with 
facilities to set up and expand their 
drug diversion programs. You can reach 
her at Kim_New@diversionspecialists.
com or (865) 456-1813.

Prescribing guidelines for providers

1. Perform a thorough risk assessment before 
prescribing.

2. Set treatment goals and evaluate progress 
frequently.

3. Avoid prescribing to those with an active 
substance use disorder.

4. Have a documented patient/practitioner 
relationship before prescribing anything.

5. Have a viable, documented basis for the 
diagnosis, not just a chief complaint.

6. Counsel the patient about addiction and abuse 
with each exam and document the conversations.

7. Use and enforce a controlled substance 
treatment agreement.

8. Examine and re-evaluate the patient regularly.

9. Avoid prescribing opioids and benzodiazepines 
together when possible.

10. Check the prescription profile of patients for 
doctor-shopping with each renewal.

11. Refer patients to specialists as appropriate and 
coordinate care.

12. Heed concerns raised by insurance carriers and 
pharmacies.

13. Do not assume that anyone is incapable of 
diverting.

14. Listen to concerns of family members about 
opioid dependence.

15. Undertake drug screens.

16. Follow guidelines on equianalgesic (equivalent 
analgesic) dosing.

17. If in doubt, be prepared to say “no.”
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