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Mr. G. is a 51-year-old heroin addict. I met him while waiting for his suboxone prescription at 

the pharmacy of The Dimock Center, a federally qualified health center in Roxbury, MA. After a 

four-year prison sentence for stealing cars, he has been “clean” for the past nine months. He is 

working a steady construction job and has a supportive girlfriend. He is quick to commend the 

suboxone program, but also tells me how the requirements limit his recovery. Wednesday 

mornings are the only time for both prescription pick-up and group counseling so he has to miss 

work to attend. He does not have insurance so he pays out of pocket for every urine test, doctor’s 

visit, and prescription. He is overall very content with the program, but wishes it could be better.  

 

Quality improvement (QI) is the practice of iterative testing to narrow the gap between the care 

we actually provide and the care we know is possible. The suboxone program at Dimock 

supports opiate-addicted patients by coordinating suboxone therapy, counseling, and primary 

care. However, staffing constraints, inefficient operations, and negative organizational culture 

resulted in a 62% utilization rate and a two-month wait-list. I worked with the suboxone team—

two physicians, a medical assistant (MA), and a covering nurse—on a QI project to help the 

program realize its potential to improve patients’ lives.  

 

Based on the results of a patient satisfaction survey and shadowing staff members, our overall 

goal was to decrease patient wait time. Long lines in the clinic and at the pharmacy frustrated 

patients and staff members alike. The biggest contributor to wait time is absence of an active 

prior authorization (PA) on day of prescription pick up. Without a valid PA, the patient is 

initially denied their prescription. The suboxone nurse must then submit a PA application and 

receive approval—a process that can delay the patient for up to four hours. Prior to our 

intervention, the program averaged one to five PA-related prescription denials per week. Our 

goal was to have zero PA-related prescription denials for two consecutive weeks within one 

month.   

 

We used the Institute for Healthcare Improvement’s Model of Improvement to enact our 

changes. Patients can now pick up their prescription and attend group counseling on Monday, 

Wednesday, and Thursday. We revised an Excel file to monitor all patients’ PA status. To enable 

cross-coverage among staff, we developed checklists for all administrative tasks. Lastly, we 

identified and documented all suboxone related activities and created a weekly schedule that 

clarified responsibilities for the MA, MDs, covering nurses, and social worker.  

 

As a result of these changes, we had two and three consecutive weeks without a PA-related 

prescription denial and successfully administered 83 and 116 prescriptions between PA-related 
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denials—both statistically significant improvements. Mr. G. can now pick up his prescription 

and attend counseling on Monday evenings and not miss work. The program is by no means 

perfect, but now we know how to get there—one PDSA cycle at a time.  

 


