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Executive Summary 

This memorandum evaluates whether the Doctronic AI prescription renewal pilot, currently 
operating under the Office of Artificial Intelligence Policy ("OAIP" or "the Office") regulatory 
mitigation framework, should be conditioned on access to a patient's existing electronic health 
record ("EHR") from a traditional in-person provider. The analysis proceeds in five steps. First, 
the advantages of EHR access in renewal decisions are described. Second, those advantages 
are contextualized against the information environment in which renewal decisions are routinely 
made across the U.S. healthcare system. Third, the differential risk profiles across emergency, 
urgent care, and chronic disease management settings are acknowledged. Fourth, four 
mitigating considerations are introduced — formulary design, state oversight, the public-health 
burden of medication non-adherence, and the prospective public-health benefits the pilot is 
positioned to evaluate. Fifth, three policy options are presented. The Office recommends Option 
B, a soft-requirement framework that strongly encourages EHR integration or a complimentary 
telehealth contact while preserving access for patients who decline. 

 

1. The Information Value of a Comprehensive EHR 

Access to a longitudinal EHR may, in principle, support a substantially more informed 
prescription renewal decision than access to a Surescripts dispensing record alone. An EHR 
maintained by a traditional in-person provider, by contrast, may include several categories of 
information that are not reliably present in a Surescripts record: 

●​ Recent laboratory values and trends, such as serum creatinine (relevant for 
renally-cleared antihypertensives and metformin), hepatic transaminases (relevant for 
statins and certain antiepileptics), hemoglobin A1c (relevant for diabetes therapy 
intensification), lipid panels, electrolytes, and thyroid function tests. 

●​ Vital-sign trends, including office-measured blood pressure and resting heart rate, 
which can indicate that a regimen is now producing hypotension, bradycardia, or other 
adverse hemodynamic effects. 

●​ Problem-list entries that may not be volunteered by the patient, such as new-onset 
chronic kidney disease, an interim diagnosis of bipolar disorder (which is clinically 



relevant for a patient receiving a selective serotonin reuptake inhibitor), or a recent 
pregnancy (which is relevant for a range of teratogenic medications). 

●​ Allergy and adverse-event documentation beyond what is inferable from non-refill, 
including idiosyncratic reactions recorded after a single dose. 

●​ Recent encounter notes, including hospital discharge summaries, specialist 
consultations, and imaging reports, which may indicate that a medication was 
discontinued, substituted, or dose-adjusted at a recent visit, even where the prior 
prescription remains nominally active in dispensing data. 

●​ Clinician-documented assessments, such as concerns regarding adherence, 
suspected diversion, or planned monitoring schedules. 

The information environment afforded by a comprehensive EHR is therefore qualitatively 
different from that afforded by Surescripts; the former is a clinical narrative, while the latter is a 
fill record. Consequently, where the clinical question turns on interval changes in laboratory or 
examination data, an EHR-informed decision is, in principle, more defensible than a 
fill-record-informed decision. 

 

2. The Information Environment of Actual Prescribing Practice 

The advantages described in Section 1 should be weighed against the information environment 
in which renewal decisions are actually made in U.S. practice. Several lines of evidence indicate 
that comprehensive EHR-based decision-making is not the prevailing empirical baseline. 

Interoperability gaps remain widespread. Although EHR adoption is well established, with 
approximately 96% of U.S. nonfederal acute care hospitals and 78% of office-based physicians 
reported to have used certified EHR systems as of 2021, adoption has not translated into 
seamless interoperability; pharmacists frequently identify medication discrepancies during 
transitions among hospitals, emergency departments, primary care offices, and community 
pharmacies [1]. 

Emergency departments and urgent care frequently issue prescriptions without access 
to a comprehensive longitudinal record. Emergency clinicians often see patients on an 
unscheduled basis, may have no prior relationship with the patient, and may rely on Surescripts 
or the patient's verbal report for medication history [2]. Such reliance has been associated with 
documented prescription discrepancies, particularly in patients with polypharmacy [3]. 

Chronic-medication renewals in conventional primary care are themselves frequently 
processed through queue-based workflows, in which a covering clinician approves refill 
requests with limited individualized review of recent labs, vital signs, or interval clinical changes. 
While precise national data on per-renewal review depth are limited, the workflow pattern is 
recognized as a contributor to medication-reconciliation error during transitions of care [1]. 



Pharmacists in most U.S. states already issue continuation-of-therapy refills on the basis 
of dispensing history alone. A multistate legal review reports that the majority of states permit 
a pharmacist to dispense an emergency or continuation-of-therapy refill of a non-controlled 
chronic medication where the prescriber cannot be reached after a good-faith effort [4], with only 
Arizona and Oklahoma maintaining more restrictive frameworks limited to declared states of 
emergency [5]. Such "Kevin's Law"-type provisions establish a pre-existing precedent in U.S. 
practice for limited-information renewal decisions. 

Utah is among the states that have adopted such a framework. Utah Administrative Code 
R156-17b-612(14) authorizes a pharmacist or pharmacy intern, in accordance with Utah Code 
§58-17b-608, to dispense an emergency refill of a non-controlled medication that the patient is 
currently using and that is on file with the pharmacy, without the prescribing practitioner's 
authorization, for either a 30-day supply or the quantity last dispensed [6]. Accordingly, the 
existing Utah regulatory framework already contemplates renewal decisions made on the basis 
of dispensing-record information, in the absence of contemporaneous prescriber authorization 
and without reference to a comprehensive EHR. 

Telehealth platforms have for several years issued chronic-medication refills to patients 
with whom the prescribing clinician has no longitudinal relationship and whose records from any 
prior provider are typically unavailable [7]. 

In sum, while comprehensive EHR access is clinically advantageous, it is not the prevailing 
informational baseline across the relevant comparator settings. A regulatory requirement that 
Doctronic obtain comprehensive EHR access would, in effect, hold the AI-mediated channel to a 
standard not currently met by several conventional channels. 

 

3. Differential Risk Profiles Across Care Settings 

A balanced assessment must acknowledge that the comparator settings discussed in Section 2 
are not interchangeable with the chronic-medication renewal use case targeted by Doctronic. 
The risks differ in important respects. 

●​ Emergency department prescribing typically involves acute conditions, often with a 
brief course of therapy, and is conducted in the presence of a physical examination, 
real-time vital signs, and direct clinician observation. The information disadvantage from 
incomplete EHR access is partially offset by these compensating data sources. 

●​ Urgent care prescribing is similar in this respect, although typically lower-acuity. The 
clinician retains the ability to elicit history, observe demeanor, and integrate clinical 
gestalt — modalities not directly replicated by an asynchronous text-based AI interaction. 

●​ Chronic disease management is, by contrast, the setting in which longitudinal data are 
most clinically informative, because the questions of interest — whether a regimen 
remains appropriate at the current dose given evolving renal function, blood pressure 



control, mood stability, or comorbid burden — depend on interval information that neither 
a single Surescripts pull nor a single AI-mediated interaction reliably captures. 

Two implications follow. First, the comparison to emergency-department or pharmacist-initiated 
refills, while informative, is not a complete defense of the Doctronic model. Those settings 
supply compensating data — a face-to-face conversation with the clinician or pharmacists, a 
physical exam in the emergency department, a known prescription history at the local pharmacy 
(possibly corroborated by the memory of the filling pharmacist themselves)  — that an 
asynchronous AI interaction does not directly reproduce. Second, the use case in which 
incomplete information is most clinically consequential is, as a general matter, the same use 
case the Doctronic pilot targets: chronic disease management. The risk profile of an 
AI-mediated chronic-medication renewal is therefore not equivalent to that of an 
emergency-department prescription, and a balanced assessment should not treat the two as 
interchangeable. 

 

4. Mitigating Features of the Current Pilot 

Four features of the existing pilot configuration partially attenuate the chronic-care risk identified 
in Section 3. 

Formulary design. The Doctronic formulary comprises approximately 190 commonly 
prescribed maintenance medications and explicitly excludes controlled substances, injectables, 
drugs requiring routine laboratory monitoring, and short-course antibiotics [9]. Beyond the 
company's internal clinical review, the formulary was further evaluated by several Utah-licensed 
clinical experts (MD or PharmD), in coordination with the Utah Division of Professional Licensing 
(DOPL); this evaluation produced recommendations to remove several additional medications 
identified as carrying an elevated risk profile, and those recommendations were incorporated 
into the formulary prior to deployment. The narrowing meaningfully reduces the population of 
renewals at which incomplete information is most likely to translate into harm. 

State-administered oversight and phased rollout. The pilot operates within a regulatory 
mitigation agreement that specifies extensive identity and prescription-verification protocols, 
automated escalation to a licensed physician where clinical uncertainty is detected, and a 
phased deployment in which Phase 1 requires licensed-physician review of every AI-generated 
renewal prior to pharmacy transmission [9]. Outcome metrics — including refill timeliness, 
adherence, safety outcomes, workflow efficiency, and cost — are being tracked, and findings 
are to be made publicly available [10]. 

The public-health burden of medication non-adherence. Medication non-adherence has 
been estimated, in the peer-reviewed literature, to be associated with on the order of 125,000 
deaths annually in the United States and with avoidable healthcare expenditure on the order of 
$100–300 billion per year [11]. Any safety analysis of an alternative renewal channel must 



therefore weigh not only the marginal risks introduced by the channel but also the marginal 
harms reduced by improved access. 

Prospective public-health benefits demonstrable through the pilot. A balanced assessment 
must also weigh the marginal risks of the AI-mediated channel against the prospective benefits 
the pilot is positioned to evaluate. We identify three categories of potential benefit: 

1.​ Decreased wait times: where wait times for conventional new-patient appointments may 
extend to several weeks or months in Utah [8], an AI-mediated renewal pathway has the 
capacity to compress that interval to minutes for patients whose request falls within the 
eligible formulary.  

2.​ Increased convenience for patients in rural and geographically dispersed areas, where 
physician density is lower and travel costs to in-person care are correspondingly higher.  

3.​ Improved medication adherence among patients who are not well integrated into 
traditional healthcare systems — including patients without an established primary-care 
provider, patients in transition between providers, and patients for whom 
appointment-based renewal pathways present a binding access constraint.  

To the extent that the pilot generates evidence on each of these dimensions, that evidence is 
likely to inform the comparative-risk calculus described above and, more broadly, future state 
and federal policy on AI in healthcare. 

 

5. Policy Options 

The Office identifies three options for addressing the question of EHR-integration requirements. 

Option A — Hard EHR Requirement 

Doctronic would be permitted to issue an AI-generated renewal only where (i) the patient's EHR 
can be retrieved from another provider through a recognized interoperability framework (for 
example, a QHIN operating under TEFCA, such as MedAllies), or (ii) the patient agrees, on the 
first or second platform visit, to a complimentary telehealth appointment with a 
Doctronic-affiliated licensed provider, after which a Doctronic-maintained EHR is established. 

Considerations: This option most closely aligns with the position advanced by critics of the 
Doctronic pilot, who have pointed out the lack of a comprehensive EHR integration. It would, 
however, materially constrain access for patients whose prior provider does not participate in an 
accessible interoperability framework, who lack an established prior provider, or who decline a 
telehealth contact. The magnitude of this constraint is non-trivial. National estimates of the 
percentage of U.S. adults without a primary care provider range from approximately 9.7% in 
survey-based federal estimates [12], to approximately 25% in nationally representative survey 
data from KFF [13]. State-level data from the Milbank Memorial Fund's Primary Care Scorecard 
(2023) place the figure at 22.1% for Utah adults [14]. Under any of these estimates, the affected 



population is substantial, and the access constraint may fall disproportionately on the 
populations for whom the pilot is most likely to provide marginal benefit, including rural 
residents, patients in transition between providers, and patients without an established 
primary-care relationship. 

Option B — Soft Encouragement With Structured Decline Capture 

Doctronic would be required, on a patient's first or second platform visit, to (i) recommend that 
the patient consent to EHR retrieval through an interoperability framework, or alternatively, 
schedule a complimentary telehealth appointment with a Doctronic-affiliated licensed provider, 
and (ii) where a patient declines the first or both options, capture a structured reason for decline 
(for example, lack of a prior provider, privacy preference, technical barrier, or absence of 
perceived clinical need). 

Considerations: This option preserves access while creating a default toward EHR integration. 
The structured decline-reason capture would generate data on the obstacles patients encounter 
when attempting EHR integration — information of independent value to OAIP, to TEFCA 
participants, and to future state and federal AI-in-healthcare policy. 

Option C — Status Quo 

The pilot would proceed under existing terms without a new EHR-integration condition. 

Considerations: This option imposes no new access friction and maximizes data collection on 
the unaltered pilot design. It does not, however, address the asymmetric information 
environment described in Sections 1 and 3, and would not generate the integration-obstacle 
data described under Option B. 

 

6. Recommendation 

The Office recommends Option B. 

The recommendation rests on three considerations. 

First, with respect to the comparison between Options A and B, the marginal safety increment 
offered by Option A appears modest in light of the formulary design described in Section 4. The 
renewal classes most sensitive to interval clinical data have already been excluded from the 
eligible drug list, and Phase 1 of the pilot already requires licensed-physician review of every 
renewal prior to pharmacy transmission [9]. In other words, the formulary itself has already 
excluded the medications for which a comprehensive EHR would matter most; for the remaining 
medications on the list, the additional protective value of mandatory EHR retrieval is 
correspondingly limited. 



Second, with respect to the comparison between Doctronic patients under Option B and 
patients receiving renewals through conventional channels, the marginal safety differential 
appears modest in light of the prevailing information environment described in Section 2. 
Pharmacist continuation-of-therapy authority in most states, including Utah [4, 6], the routine 
practice of telehealth refills for patients without longitudinal records [7], and the queue-based 
workflow patterns of conventional primary-care renewals [1] together indicate that the 
information environment under Option B is comparable to, rather than substantially worse than, 
that of several established renewal channels. 

Third, the limited residual risks under Option B are likely to be outweighed by the value of the 
data the pilot is positioned to generate, in two respects. (i) The safety and effectiveness of 
AI-mediated chronic-medication renewal in a real-world population currently cannot be 
characterized with confidence, in part because of an unknown self-selection bias in users; the 
pilot's monitoring program is designed to address this gap, and Option B preserves the 
conditions under which such evidence can be generated [10]. (ii) The structured decline-reason 
capture under Option B would generate evidence on the obstacles that patients and providers 
face when attempting to integrate EHRs across providers; such evidence is likely to inform 
broader interoperability policy regardless of the eventual outcome of the pilot. 

7. Further revisions of requirements on the Doctronic pilot 

In addition to the EHR-integration condition recommended in Section 6, the Office identifies two 
further sets of requirements that should be incorporated into the regulatory mitigation agreement 
governing the pilot. The first concerns liability-related provisions of Doctronic's publicly posted 
Terms of Service; the second concerns per-refill conversation protocols and monitoring cadence 
for several higher-risk drug classes already on the eligible formulary. 

Revisions to the Terms of Service 

The Office has reviewed Doctronic's Terms of Service [15] and identified several disclaimers 
that are inconsistent with the operating posture of the pilot and that, if invoked in subsequent 
litigation, could be construed to limit common-law duties of care that the Office expects 
Doctronic to assume as a participant in clinical decision-making. The most directly problematic 
provision appears in Section 8.2, which includes the assertion that the Company "cannot be 
held liable for medical malpractice" and which states, in the same paragraph, that the Services 
do not create a doctor–patient relationship and that the Company will not be liable for harm 
resulting from delayed care or misinterpretation of platform output. Under the pilot, however, 
Doctronic — through its AI, with licensed-physician review at Phase 1 — is participating in the 
issuance of actionable prescriptions and is, as a functional matter, exercising the clinical 
judgment that gives rise to malpractice exposure in conventional practice. The Office proposes 
that the malpractice-waiver clause be removed in its entirety and not replaced, that the 
accompanying language denying a doctor–patient relationship be deleted as applied to the AI 
prescription-renewal pathway, and that the per-claim damages cap also set forth in Section 8.2 



(the greater of $200 or six months of fees paid) be expressly disapplied to claims arising out of 
renewal decisions issued under  pilot. 

A related set of disclaimers in Sections 8.1, 5.2(14), and 5.6 warrants comparable revision. 

Revised conversation protocols for higher-risk formulary drugs 

Public commentary by members of the Utah Boards of Pharmacy and Medicine has raised 
specific clinical concerns about several medications retained on the Doctronic formulary [16]. 
Those concerns cluster into three categories:  

●​ antiarrhythmic exposure,   
●​ bleeding risk from anticoagulants and antiplatelet agents,  
●​ corticosteroid and diuretic risk under imperfect record interoperability. 

Following recommendations developed in consultation with clinical experts, the Office proposes 
that Doctronic should provide documentation that the following safeguards are implemented:   

●​ Flecainide — and, on the same reasoning, the antiarrhythmic class more broadly — 
should be removed from the eligible formulary.  

●​ For the anticoagulants and antiplatelet agents apixaban, rivaroxaban, and clopidogrel, 
each refill request should be preceded by a structured pre-refill screening that elicits 
bleeding signs (unusual bruising, melena, hematuria, hemoptysis, prolonged bleeding 
from minor injuries), neurological signs suggestive of intracranial hemorrhage, recent 
initiation of interacting agents (NSAIDs, aspirin), and recent or planned invasive 
procedures; an affirmative response to any item should trigger physician escalation 
rather than autonomous renewal. These agents should additionally be subject to a 
duration-aware monitoring schedule comprising an initial 30-day fill, a mandatory 
physician visit at approximately day 90 with renal-function and continued-indication 
reassessment, and biannual physician review thereafter, with current laboratory values 
required on file as a precondition to release.  

●​ For corticosteroids, such as methylprednisolone and prednisone, the system should 
categorically prohibit autonomous renewal of short-course taper regimens — each 
course tied to an active prescription rather than to a recurring authorization — and 
chronic prednisone use should be gated by a physician visit at day 60 and quarterly 
thereafter, with documented evaluation of glycemic, bone-density, and 
adrenal-suppression risk.  

●​ For the diuretic pill chlorthalidone, the protocol should require a basic metabolic panel on 
file within 30 days of the first refill and a mandatory physician visit at day 90 with 
electrolyte and blood-pressure reassessment.  
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