


Pain is the most common symptom of
patients seeking relief. Now, more than

ever, pharmacists play a critical role in
relieving that suffering. There is a growing
array of non-opioid and opioid analgesics
available. Newer options include controlled-
release products, transdermal analgesics and
home infusions through patient-controlled
analgesia pumps. Unfortunately, the power to
relieve suffering comes with added responsi-
bilities. Some of these drugs are diverted, by
individuals known as drug seekers, from
legitimate sources to the street, where they
are sold to recreational users and addicts.
These drug seekers may be difficult to 
distinguish from legitimate patients. The 
person who presents late one evening with a
prescription for an opioid analgesic may be

a bona fide sufferer. On the other hand, he
or she may be seeking a narcotic to feed 
an addiction, or a con artist looking for 
narcotics to sell. 

To help prevent diversion, federal and
state laws require pharmacists to keep 
extensive records which, at first glance, can
seem onerous. Added to this are new
requirements such as pharmacy counseling
and, in some states, a duty to transmit phar-
macy records to a centralized database, such
as Electronic Data Transfer (EDT) programs. 

The purpose of this educational program
is to teach pharmacists how to prevent the
diversion of drugs from their pharmacies
and to comply with federal and state laws
and regulations, without compromising
patient care or increasing costs. 
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Introduction
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After completing this program, pharmacists
should be able to:

• discuss the methods used to divert drugs
from pharmacies

• know the federal controlled substance
laws and their impact on pharmacists

• understand pharmacy record-keeping
requirements

• identify types of drug seekers and their
characteristics

• identify and deal with forged prescriptions

• implement a simple system for preventing
drug diversion 

Learning objectives

Prescription pharmaceuticals have several
advantages over illicit drugs. First, they

have guaranteed safety and strength; today’s
sophisticated drug user can more accurately
titrate the desired effect with prescription
pharmaceuticals. Second, oral opioid 
analgesics can be used without risk of
human immunovirus infection (HIV). Third,
the cost of obtaining opioid analgesics from
medical professionals is far less than their

cost on the street, and may be partially paid
for by third-party insurers or welfare 
entitlement programs. Fourth, prescription
pharmaceuticals are obtained in the safety of
the doctor’s office, rather than on the street
from dangerous drug dealers and undercover
police officers. Fifth, prescription drugs
obtained from licit sources may be used as
barter in an attempt by addicts to obtain their
drug of choice. Finally, prescription drugs

Why prescription drugs have street value

jim brodie
This material was last updated in 1998.



Pain is the most common symptom of
patients seeking relief. Now, more than

ever, pharmacists play a critical role in
relieving that suffering. There is a growing
array of non-opioid and opioid analgesics
available. Newer options include controlled-
release products, transdermal analgesics and
home infusions through patient-controlled
analgesia pumps. Unfortunately, the power to
relieve suffering comes with added responsi-
bilities. Some of these drugs are diverted, by
individuals known as drug seekers, from
legitimate sources to the street, where they
are sold to recreational users and addicts.
These drug seekers may be difficult to 
distinguish from legitimate patients. The 
person who presents late one evening with a
prescription for an opioid analgesic may be

a bona fide sufferer. On the other hand, he
or she may be seeking a narcotic to feed 
an addiction, or a con artist looking for 
narcotics to sell. 

To help prevent diversion, federal and
state laws require pharmacists to keep 
extensive records which, at first glance, can
seem onerous. Added to this are new
requirements such as pharmacy counseling
and, in some states, a duty to transmit phar-
macy records to a centralized database, such
as Electronic Data Transfer (EDT) programs. 

The purpose of this educational program
is to teach pharmacists how to prevent the
diversion of drugs from their pharmacies
and to comply with federal and state laws
and regulations, without compromising
patient care or increasing costs. 

Drug seekers may 

be difficult to 

distinguish from 

legitimate patients.

Prepared and Written by

Brian Goldman
M.D., F.A.C.E.P., M.C.F.P. (EM)

Broadcaster and Lecturer

Dipl. American Board of Emergency Medicine

Staff Emergency Physician
Mount Sinai Hospital
Toronto, Canada

Assistant Professor
Department of Family and Community Medicine
University of Toronto

Consultant

Ronald W. Buzzeo, R.Ph.

Consultant and Lecturer

President
Buzzeo Associates Ltd.

Former Deputy Director
Office of Diversion Control
U.S. Drug Enforcement Administration

Introduction

1

After completing this program, pharmacists
should be able to:

• discuss the methods used to divert drugs
from pharmacies

• know the federal controlled substance
laws and their impact on pharmacists

• understand pharmacy record-keeping
requirements

• identify types of drug seekers and their
characteristics

• identify and deal with forged prescriptions

• implement a simple system for preventing
drug diversion 

Learning objectives

Prescription pharmaceuticals have several
advantages over illicit drugs. First, they

have guaranteed safety and strength; today’s
sophisticated drug user can more accurately
titrate the desired effect with prescription
pharmaceuticals. Second, oral opioid 
analgesics can be used without risk of
human immunovirus infection (HIV). Third,
the cost of obtaining opioid analgesics from
medical professionals is far less than their

cost on the street, and may be partially paid
for by third-party insurers or welfare 
entitlement programs. Fourth, prescription
pharmaceuticals are obtained in the safety of
the doctor’s office, rather than on the street
from dangerous drug dealers and undercover
police officers. Fifth, prescription drugs
obtained from licit sources may be used as
barter in an attempt by addicts to obtain their
drug of choice. Finally, prescription drugs

Why prescription drugs have street value



Table 1. Schedule of controlled substances with examples 

Schedule I Heroin, marijuana, peyote, LSD, mescaline,methaqualone 

Schedule II Narcotic: morphine, codeine, fentanyl, hydromorphone, meperidine, methadone,
oxycodone, oxymorphone, opium 

Non-narcotic: cocaine, amphetamine, methylphenidate, amobarbital, pentobarbital,
secobarbital, glutethimide 

Schedule III Narcotic: codeine with acetaminophen, dihydrocodeine combination products,
hydrocodone combination analgesic products and antitussives

Non-narcotic: benzphetamine, phendimetrazine, anabolic steroids such as 
methyltestosterone 

Schedule IV Dextropropoxyphene combination products, pentazocine combination products, 
benzodiazepines, phenobarbital, chloral hydrate, paraldehyde, meprobamate

Schedule V Buprenorphine, diphenoxylate combination products 

Controlled drugs 

can be diverted 

anywhere along 

the supply and 

distribution chain. There are no reliable statistics on the 
magnitude of drug diversion. Much of

what is known comes from anecdotal
reports and information gathered from
seizures and laboratory analysis. Some law
enforcement officers believe that drug seekers
have increased their efforts to obtain 
controlled substances from honest physicians
and osteopaths. This may have occurred
because easy sources of diversion, such as
the “script doctor,” have become less available.
There is some evidence that the impact of
drug diversion has not increased, despite an
increase in the prescribing of opioid 
analgesics for pain. According to data 
collected by the Drug Abuse Warning
Network (DAWN), the number of drug abuse
mentions due to opioid analgesics increased
marginally from 32,430 in 1990 to 34,563 in
1996. This actually reflects a drop in the 
percentage of total drug mentions from 5.1%
in 1990 to 3.8% in 1996. More important,
the total number of mentions remained

remarkably constant despite a 59% increase
in the medical use of morphine and a 1168%
increase in the medical use of fentanyl
(Joranson et al, 2000). 

Controlled drugs can be diverted anywhere
along the supply and distribution chain.
Sources of diverted drugs include prescription
forgery, telephone fraud, internal theft, drug
seeking from doctors and dentists, indis-
criminate prescribing and external theft.
According to an unpublished survey 
conducted by the Canadian government, up
to 85% of all forged prescriptions obtained
as evidence by the police had been dispensed
by the pharmacist. 

Prescription forgery is thought to be the
key method of diversion for several reasons.
First, it is considered relatively easy to do.
Second, it is perceived as a victimless crime.
Finally, both law enforcement and penalties
for conviction are perceived by criminal
drug seekers as not strict enough to be worth
the risk. 
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may be obtained, not for their euphoria-
producing properties, but because they can
enhance or potentiate the effects of other
drugs (e.g. cimetidine enhances the effect of

cocaine) or because they help moderate the
symptoms of drug intoxication or withdrawal
(e.g. beta blockers help moderate the tachy-
cardia associated with cocaine intoxication). 

Federal regulation of controlled
substances:

Pharmacists are subject to federal and state
laws and regulations that control the 

prescribing and dispensing of controlled sub-
stances. The Federal Controlled Substances
Act (CSA) was enacted to control drug abuse
and diversion, and to recognize that controlled
substances are essential for the treatment of
pain and other conditions. The regulations
that implement the CSA affect every aspect of
manufacturing, distributing, storing, ordering,

receiving, prescribing and dispensing 
controlled substances. They apply also to
samples, drug recalls, returns and disposal of
controlled substances. 

The CSA authorizes the Drug Enforcement
Administration (DEA) to enforce regulatory
requirements for registered handlers of 
controlled substances, including pharmacies.
Because of the amount of controlled 
substances handled by pharmacies, the DEA
focuses significant attention on pharmacies
in order to ensure that pharmacists are 

complying with handling and record-keeping
requirements. 

The purpose of this section is to provide
pharmacists with an updated understanding
of the information that the DEA generally
requires and typically examines when it 
conducts a pharmacy audit, and in so doing,
to reduce a pharmacy’s exposure to regulatory
penalties for non-compliance. Pharmacists
should also ensure that they are in compliance
with state laws and regulations. Luckily, all
50 states have adopted the Uniform Controlled
Substances Act to align enforcement with
federal requirements. Under this legislation,
if a state requirement conflicts with the federal
requirement, the latter takes precedent,
unless a state requirement is more stringent,
in which case it supersedes the federal act. 

Dispensing responsibility and
corresponding liability: 
Both federal and state laws require pharma-
cists to exercise vigilance over controlled
substance inventories and prescriptions.
DEA pharmacy registrants are required to
keep accurate inventories and records to
account for all controlled substances, to

assess the medical legitimacy of controlled
substance prescriptions, to report prescrip-
tions that do not comply with the law, and to
report the loss or theft of official order forms
and controlled substances. Verifying the
legitimacy of a prescription is discussed
later (see How to prevent drug diversion, 
pg. 19). Table 1 lists the Schedule of 
controlled substances. 

Prescriptions for controlled substances
can only be written for legitimate medical
purposes by practitioners acting within the
course of their practice. This means that a
prescription may not be issued in order for a
practitioner to obtain supplies of controlled
substances for direct administration or 
general dispensing to patients. 

Ordering, receiving and storing
controlled substances: 
In order to handle controlled substances, a
pharmacy must be registered with the DEA.
Ordering controlled substances also requires
that a pharmacy have authority for each
schedule that it wishes to handle. Handling
and record-keeping requirements depend to
some extent on which controlled substance

Drug diversion in the United States 
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schedule is involved. Schedule II require-
ments are the most stringent, because these
drugs have the highest potential for diversion
and abuse. 

Handling Schedule II controlled
substances: 
Schedule II drugs can be ordered only by
using DEA Form 222, the official order form,
which a pharmacy can obtain only from the
DEA. Form 222 must be dated and signed by
the person who signed the pharmacy’s DEA
registration or re-registration application, or
by someone who has a power of attorney to
execute the form. A power of attorney must
be signed by the individual who signed the
most recent application for DEA registration
or re-registration. 

Copies 1 and 2 of Form 222 are then sent
to a DEA registered supplier (i.e. a drug
wholesaler or manufacturer) to obtain the
schedule II drugs. A supplier has 60 days
from the date the form is first executed to fill
the order. Though not a federal requirement,
Schedule II orders should be received by a
pharmacist. The number of packages received
(for each line ordered) and the date the pack-
ages are received on the pharmacy premises
must be recorded in the space provided on
copy 3 of DEA Form 222 (the pharmacy’s
receiving and file record). No “ditto” marks
can be used on Form 222 to record receipt
of Schedule II controlled substances. 

Partial filling of a pharmacy’s executed
DEA Form 222 by a supplier is permitted. In
the space provided on copy 3, the pharmacist
enters the number of packages actually
received (which will be less than the number
ordered in the case of a partial filling of a
line item), and the date the partial shipment
is received at the pharmacy. 

When the subsequent order amount is
delivered from the supplier, that quantity (the
number of packages received subsequently)
is entered with the date received (on the
same line as the original receipt notation). 

Pursuant to federal requirements, Copy 3

of DEA Form 222 must be chronologically
filed in a separate file for 2 years in the
pharmacy and be “readily available” for
inspection. The corresponding supplier’s
original invoice must also be kept in the
same manner for 2 years. The easiest way to
maintain these files is to attach each supplier’s
invoice (or invoices in the case of partial
order filling) to the corresponding DEA Form
222 copy. 

Inventories and records of all Schedule II
controlled substances must be maintained
separately from all other pharmacy records.
Schedule II files should be up-to-date, 
complete, accurate and easy to locate should
a DEA or appropriate state official ask to
inspect them. 

As an alternative to the 222 paper form
requirement, the DEA is currently developing
the Controlled Substances Ordering System
(CSOS) for electronic transmission of Schedule
II controlled substance orders. This new com-
puter system will facilitate compliance with
DEA record-keeping and reporting requirements. 

Several benefits will by provided by this
new ordering system. They include: 
• fewer ordering errors
• more drug products/line items included

in a single order
• faster ordering process
• more frequent orders for fewer items
• less reason to order large quantities of a

product
• less product kept on the shelf 
It should be noted that the current paper 222
form will not be eliminated; it will still be
available to pharmacists who do not want to
utilize the electronic ordering system. 

Handling Schedules III, IV and V
controlled substances: 
Inventories and records of Schedules III, IV
and V controlled substances should be kept
separately from all other pharmacy records
or in such form that the information required
is readily retrievable from ordinary business
records of the pharmacy. Prescriptions for

these substances should be kept either in a
separate Rx file or in such form that they are
readily retrievable from the other pharmacy
prescription records. Prescriptions will be
deemed “readily retrievable” if, at the time they
are initially filed, the face of each prescription
is stamped in red ink in the lower right corner
with a letter “C” and filed either in the schedules
III, IV and V prescription file or in the usual
consecutively numbered prescription file for
non-controlled substances. However, if a
pharmacy employs an ADP system or other
electronic prescription record-keeping system
that permits identification by prescription
number and retrieval of original documents
by prescriber’s name, patient’s name, drug
dispensed and date filled, then the requirement
to stamp the hard copy prescription with a
red “C” is waived. 

Storing controlled substances: 
The Controlled Substances Act and the
implementing regulations state that controlled
substances in a pharmacy must be stored in
a securely locked, substantially constructed
cabinet. Many pharmacies may place these
drugs in a safe or vault, which is locked
when not in use. However, pharmacies may
disperse controlled substances throughout
the general prescription inventory in a
“manner as to obstruct the theft or diversion
of the controlled substances.” 

Inventory of controlled 
substances: 
Pharmacists must take a complete inventory
of all controlled substances every 2 years;
some states require more frequent inventories.
The inventory includes deliveries received
but not yet checked in and stored, products
waiting to be returned to the supplier and drugs
in emergency kits at long-term care facilities. 

The pharmacist must record the date of
the inventory and whether the inventory was
taken at the opening or close of business.
Some states may require that the identity of
the pharmacist(s) who took the inventory be

recorded as well. The biennial inventory
record must be kept in a separate file for 2
years and be easily retrieved if requested by
a DEA or state official. 

The CSA requires that all records and
inventories that apply to controlled substances
be maintained for 2 years. However, some
states may require that these records be
maintained for more than 2 years. Therefore,
check with your state Board of Pharmacy. 

Dispensing Schedule II products: 
Except in cases of a medical emergency,
Schedule II controlled substance prescriptions
must be written, signed and dated by a current
DEA-registered prescriber. All Schedule II
prescriptions, including those received by
provider pharmacies from long-term care
facilities, must contain certain information,
including:
1. Date
2. Patient name and address
3. Prescriber name, address and DEA 

registration number
4. Name, strength and quantity of 

controlled substance
5. Dosing instructions 
Schedule II prescriptions cannot be refilled
and must be kept for 2 years in a separate file.

Partial filling: 
Partial filling of Schedule II prescriptions is
allowed; the pharmacist must make a note
on the face of the prescription of the dosage
form, the quantity supplied and the date. 

The remaining portion of the prescription
can be supplied to the patient if done within
72 hours of the initial dispensing. 

If the remainder cannot be supplied
within that time, the pharmacist must contact
the prescriber and can no longer dispense
from that prescription. 

If a medical emergency exists, a limited
amount of a Schedule II drug can be supplied
to a patient without a written, signed 
prescription. The basis for dispensing is an
oral authorization from a DEA-registered
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controlled substances
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from that prescription. 

If a medical emergency exists, a limited
amount of a Schedule II drug can be supplied
to a patient without a written, signed 
prescription. The basis for dispensing is an
oral authorization from a DEA-registered

Pharmacists must 

take a complete 

inventory of all 

controlled substances

every 2 years.

5



A prescription for a

Schedule II controlled

substance written 

for a patient in an 

LTCF or who is 

diagnosed with a 

terminal illness 

may be filled in 

partial quantities.

6

prescriber. The amount that can be dispensed
is limited to what is required to meet the
medical emergency. 

A pharmacist may dispense an emergency
supply of a Schedule II drug provided that:

1. The amount prescribed is limited to what is
necessary to meet the medical emergency.

2. The oral order is immediately reduced to
writing by the pharmacist and contains
all information normally required for a
Schedule II prescription except the 
prescriber’s actual signature.

3. The pharmacist makes a reasonable
effort to verify the identity of the prescriber,
if previously unknown to the pharmacist.

4. The prescriber delivers a written, signed
prescription to the pharmacy within 7 days
(or postmarked within 7 days if mailed).

5. The face of the written prescription must
include the date of the oral order and the
words “Authorization for Emergency
Dispensing.”

6. The pharmacist must attach the written
prescription to the oral authorization
which had earlier been reduced to writing. 

7. The pharmacist must notify the local DEA
office if the prescriber fails to have a
written prescription delivered to the
pharmacy within 7 days. 

Unless prohibited by state regulations, a 
prescriber can transmit a Schedule II 
prescription to a pharmacy via facsimile if: 

1. The state specifically allows facsimile
prescriptions. 

2. The original, written, signed prescription
is presented for inspection before actual
dispensing occurs. 

Long-term care facilities (LTCF)
and terminally ill patients: 
A prescription for a Schedule II controlled
substance written for a patient in an LTCF or
diagnosed with a terminal illness may be
filled in partial quantities. If there is any
question whether a patient has a terminal
illness, the pharmacist must contact the
practitioner prior to partially filling the
prescription. Both the pharmacist and the
practitioner have a responsibility to ensure
that the Schedule II prescription is for a 
terminally ill patient. 

The pharmacist must record on the pre-
scription whether the patient is “terminally
ill” or an “LTCF Patient.” A prescription that
is partially filled and does not contain the notation
“terminally ill” or ”LTCF patient” shall be
considered to be in violation of the CSA. 

For each partial filling, the pharmacist
must record on the back of the prescription
(or on another appropriate record) the date
of the partial filling, quantity dispensed,
remaining quantity authorized to be dispensed,
and his/her name. The total quantity of
Schedule II controlled substances dispensed
in all partial fillings must not exceed the total
quantity prescribed. 

Schedule II prescriptions for LTCF patients
or for those who have been diagnosed with a
terminal illness are valid for 60 days from
the issue date unless terminated sooner by
the discontinuance of the medication. 

Dispensing of Schedule III-V
products: 
Schedule III to V prescriptions may be 
written or oral; oral prescriptions must be
promptly reduced to writing by the pharmacist.
These prescriptions may be refilled up to 5
times within 6 months of the date they are
written, if the prescriber authorizes refills.
Refill quantities cannot exceed the amount
originally prescribed. 

Refills (date, amount and dispenser’s 
initials) must be recorded on the back of the
original prescription, in a separate patient



A prescription for a

Schedule II controlled

substance written 

for a patient in an 

LTCF or who is 

diagnosed with a 

terminal illness 

may be filled in 

partial quantities.

6

prescriber. The amount that can be dispensed
is limited to what is required to meet the
medical emergency. 

A pharmacist may dispense an emergency
supply of a Schedule II drug provided that:

1. The amount prescribed is limited to what is
necessary to meet the medical emergency.

2. The oral order is immediately reduced to
writing by the pharmacist and contains
all information normally required for a
Schedule II prescription except the 
prescriber’s actual signature.

3. The pharmacist makes a reasonable
effort to verify the identity of the prescriber,
if previously unknown to the pharmacist.

4. The prescriber delivers a written, signed
prescription to the pharmacy within 7 days
(or postmarked within 7 days if mailed).

5. The face of the written prescription must
include the date of the oral order and the
words “Authorization for Emergency
Dispensing.”

6. The pharmacist must attach the written
prescription to the oral authorization
which had earlier been reduced to writing. 

7. The pharmacist must notify the local DEA
office if the prescriber fails to have a
written prescription delivered to the
pharmacy within 7 days. 

Unless prohibited by state regulations, a 
prescriber can transmit a Schedule II 
prescription to a pharmacy via facsimile if: 

1. The state specifically allows facsimile
prescriptions. 

2. The original, written, signed prescription
is presented for inspection before actual
dispensing occurs. 

Long-term care facilities (LTCF)
and terminally ill patients: 
A prescription for a Schedule II controlled
substance written for a patient in an LTCF or
diagnosed with a terminal illness may be
filled in partial quantities. If there is any
question whether a patient has a terminal
illness, the pharmacist must contact the
practitioner prior to partially filling the
prescription. Both the pharmacist and the
practitioner have a responsibility to ensure
that the Schedule II prescription is for a 
terminally ill patient. 

The pharmacist must record on the pre-
scription whether the patient is “terminally
ill” or an “LTCF Patient.” A prescription that
is partially filled and does not contain the notation
“terminally ill” or ”LTCF patient” shall be
considered to be in violation of the CSA. 

For each partial filling, the pharmacist
must record on the back of the prescription
(or on another appropriate record) the date
of the partial filling, quantity dispensed,
remaining quantity authorized to be dispensed,
and his/her name. The total quantity of
Schedule II controlled substances dispensed
in all partial fillings must not exceed the total
quantity prescribed. 

Schedule II prescriptions for LTCF patients
or for those who have been diagnosed with a
terminal illness are valid for 60 days from
the issue date unless terminated sooner by
the discontinuance of the medication. 

Dispensing of Schedule III-V
products: 
Schedule III to V prescriptions may be 
written or oral; oral prescriptions must be
promptly reduced to writing by the pharmacist.
These prescriptions may be refilled up to 5
times within 6 months of the date they are
written, if the prescriber authorizes refills.
Refill quantities cannot exceed the amount
originally prescribed. 

Refills (date, amount and dispenser’s 
initials) must be recorded on the back of the
original prescription, in a separate patient



2. By delivery to an agent of the DEA or to
the nearest DEA office

3. By destruction in the presence of a DEA
agent or other authorized person

4. By other means as the Special Agent in
Charge may determine to assure that the
substance does not become available to
unauthorized persons 

If a pharmacist is required to dispose of 
controlled substances on a recurring basis,
the Special Agent in Charge may authorize
the registrant to dispose of the substances
without prior approval of the DEA. 

Special state requirements: 
State laws may be more strict than federal laws.
For example, some states limit the number of
dosage units of a controlled substance that
may be prescribed on a single prescription
or over a period of time. A state may “up
schedule” a drug, so that, for example, the
drug is considered Schedule II in that state,
but Schedule III or IV under federal law. 

A small number of states require multiple
copy prescription forms for some controlled
substances. States may also limit the purpose
for which a medication may be prescribed.
For example, some states have limited the
indications for which a prescription for 
central nervous system stimulants may be
written. In addition, some states prohibit
telephone prescribing. 

Electronic Data Transfer: 
A number of states, including Oklahoma,
Massachusetts, Hawaii, Indiana, Nevada,
Utah and Kentucky, have adopted a new 
system of drug surveillance. In some cases, 
it is being phased in as multiple copy 
prescription programs are phased out. Known
as Electronic Data Transfer (EDT), the 
system requires that dispensing information
on a target set of controlled and (in some
cases) non-controlled substances be sent to
a centralized database which is at the 
disposal of the state board of pharmacy, 
the state board of medical examiners, and
law enforcement authorities. 

The interaction 

between pharmacist 

and physician is 

critical to enhancing

pain management 

while preventing 

drug diversion.

9

To take a balanced approach to the pre-
vention of drug diversion, pharmacists

must be knowledgeable about methods for
thwarting drug seekers, but also about the
best methods for treating patients who present
with a legitimate need for pain relief. There
has been a growing realization by regulators
and health professionals that many types of
pain are poorly treated or not treated at all.
Regulatory authorities have responded to
this need by establishing guidelines on the
appropriate use of opioid analgesics in the
management of pain. 

Guidelines have been developed by the
Agency for Healthcare Research and Quality
(AHRQ), formerly the Agency for Health
Care Policy and Research, concerning the

management of postoperative pain, cancer
pain, and low back pain. The American Pain
Society has published its own principles of
analgesic use in the treatment of acute pain
and cancer pain and has also published
guidelines for the management of acute and
chronic pain in Sickle Cell Disease. The
World Health Organization (WHO) developed
a 3 step approach to pharmacologic 
therapy, using patient pain intensity to
determine the proper starting point on the
analgesic ladder (WHO, 1996). Many state
boards of pharmacy have adopted guidelines
of their own. 

The interaction between pharmacist and
physician is critical to enhancing pain 
management while preventing drug diversion.

Pain management

Periodically, the 
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registrant 
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8

medication record or a computer information
system. Prescriptions that have refills must
be kept for 2 years. 

If requested by DEA or state officials, the
following information must be readily
retrievable by prescription serial number:
1. Name, dosage form and dosage strength

of the controlled substance
2. Date originally filled and refill dates
3. Quantity dispensed
4. Identity of dispensing pharmacist
5. The total number of refills authorized

and used to date 
If a pharmacy uses a computer to store 
prescription records, the system must be
able to provide the same types of information
that are required of manual records. 

DEA investigations and 
enforcement actions: 
Pharmacies held in violation of CSA
requirements are subject to possible
administrative, civil and criminal penalties.
They range from official letters citing viola-
tions, to fines and imprisonment. The DEA
may seek administrative and/or civil 
penalties. Second, the courts can fine a
pharmacy up to $10,000 for each violation;
there is no upper limit to the number of 
violations cited. In addition, the DEA does
not have to find or prove diversion in 
order to cite a pharmacy for regulatory
noncompliance. Record-keeping violations
are sufficient. 

The professional impact and stigma of
being cited by the DEA are not insignificant.
State boards of pharmacy can take indepen-
dent action against the cited pharmacy and
pharmacist. Both can face various licensing
actions, including suspension or revocation.
Because pharmacies cannot easily hire 
pharmacists who have had their licenses
affected, or who have been convicted of 
a felony offense relating to controlled 
substances, pharmacists must take DEA 
regulatory requirements and inspections
very seriously.

The DEA audit: 
Periodically, the DEA may conduct an audit
of a registrant pharmacy. The purpose of the
audit is to ensure compliance with all
aspects of the CSA. Typically (but not
always), the DEA investigator will ask to see
and examine in detail any of the following:
1. DEA registration certificate
2. Power of Attorney (if one exists)
3. Executed DEA Form 222 file
4. Supplier invoice file that reflects executed

DEA Form 222s
5. Supplier invoice files for all schedules
6. Distribution and return records
7. Controlled substance prescriptions

a) Schedule II
b) Schedules III to V

8. Refill records
9. Daily computer dispensing printouts
10. Biennial inventory record
11. Storage of controlled substances
12. Pre-employment screening practices
13. Physical counts and accountability mea-

sures of selected controlled substances 

Disposal of controlled 
substances: 
A pharmacy may be required to dispose of
unused or unwanted controlled substances.
The pharmacist should contact the Special
Agent in Charge of the DEA office in his/her
area or the appropriate state agency for 
specific instructions. The request should be
made as follows. 

DEA pharmacy registrants are required
to list the controlled substances to be disposed
of on a DEA Form 41 and submit 3 copies to
the Special Agent in Charge of the DEA office
in their area. 

The Special Agent in Charge can authorize
the pharmacist to dispose of the controlled
substance in one of the following manners:

1. By transfer to a person registered under
the CSA Act and authorized to possess the
substance



2. By delivery to an agent of the DEA or to
the nearest DEA office

3. By destruction in the presence of a DEA
agent or other authorized person

4. By other means as the Special Agent in
Charge may determine to assure that the
substance does not become available to
unauthorized persons 

If a pharmacist is required to dispose of 
controlled substances on a recurring basis,
the Special Agent in Charge may authorize
the registrant to dispose of the substances
without prior approval of the DEA. 

Special state requirements: 
State laws may be more strict than federal laws.
For example, some states limit the number of
dosage units of a controlled substance that
may be prescribed on a single prescription
or over a period of time. A state may “up
schedule” a drug, so that, for example, the
drug is considered Schedule II in that state,
but Schedule III or IV under federal law. 

A small number of states require multiple
copy prescription forms for some controlled
substances. States may also limit the purpose
for which a medication may be prescribed.
For example, some states have limited the
indications for which a prescription for 
central nervous system stimulants may be
written. In addition, some states prohibit
telephone prescribing. 

Electronic Data Transfer: 
A number of states, including Oklahoma,
Massachusetts, Hawaii, Indiana, Nevada,
Utah and Kentucky, have adopted a new 
system of drug surveillance. In some cases, 
it is being phased in as multiple copy 
prescription programs are phased out. Known
as Electronic Data Transfer (EDT), the 
system requires that dispensing information
on a target set of controlled and (in some
cases) non-controlled substances be sent to
a centralized database which is at the 
disposal of the state board of pharmacy, 
the state board of medical examiners, and
law enforcement authorities. 

The interaction 

between pharmacist 

and physician is 

critical to enhancing

pain management 

while preventing 

drug diversion.

9

To take a balanced approach to the pre-
vention of drug diversion, pharmacists

must be knowledgeable about methods for
thwarting drug seekers, but also about the
best methods for treating patients who present
with a legitimate need for pain relief. There
has been a growing realization by regulators
and health professionals that many types of
pain are poorly treated or not treated at all.
Regulatory authorities have responded to
this need by establishing guidelines on the
appropriate use of opioid analgesics in the
management of pain. 

Guidelines have been developed by the
Agency for Healthcare Research and Quality
(AHRQ), formerly the Agency for Health
Care Policy and Research, concerning the

management of postoperative pain, cancer
pain, and low back pain. The American Pain
Society has published its own principles of
analgesic use in the treatment of acute pain
and cancer pain and has also published
guidelines for the management of acute and
chronic pain in Sickle Cell Disease. The
World Health Organization (WHO) developed
a 3 step approach to pharmacologic 
therapy, using patient pain intensity to
determine the proper starting point on the
analgesic ladder (WHO, 1996). Many state
boards of pharmacy have adopted guidelines
of their own. 

The interaction between pharmacist and
physician is critical to enhancing pain 
management while preventing drug diversion.

Pain management

Periodically, the 

DEA may conduct 

an audit of a 

registrant 

pharmacy.

8

medication record or a computer information
system. Prescriptions that have refills must
be kept for 2 years. 

If requested by DEA or state officials, the
following information must be readily
retrievable by prescription serial number:
1. Name, dosage form and dosage strength

of the controlled substance
2. Date originally filled and refill dates
3. Quantity dispensed
4. Identity of dispensing pharmacist
5. The total number of refills authorized

and used to date 
If a pharmacy uses a computer to store 
prescription records, the system must be
able to provide the same types of information
that are required of manual records. 

DEA investigations and 
enforcement actions: 
Pharmacies held in violation of CSA
requirements are subject to possible
administrative, civil and criminal penalties.
They range from official letters citing viola-
tions, to fines and imprisonment. The DEA
may seek administrative and/or civil 
penalties. Second, the courts can fine a
pharmacy up to $10,000 for each violation;
there is no upper limit to the number of 
violations cited. In addition, the DEA does
not have to find or prove diversion in 
order to cite a pharmacy for regulatory
noncompliance. Record-keeping violations
are sufficient. 

The professional impact and stigma of
being cited by the DEA are not insignificant.
State boards of pharmacy can take indepen-
dent action against the cited pharmacy and
pharmacist. Both can face various licensing
actions, including suspension or revocation.
Because pharmacies cannot easily hire 
pharmacists who have had their licenses
affected, or who have been convicted of 
a felony offense relating to controlled 
substances, pharmacists must take DEA 
regulatory requirements and inspections
very seriously.

The DEA audit: 
Periodically, the DEA may conduct an audit
of a registrant pharmacy. The purpose of the
audit is to ensure compliance with all
aspects of the CSA. Typically (but not
always), the DEA investigator will ask to see
and examine in detail any of the following:
1. DEA registration certificate
2. Power of Attorney (if one exists)
3. Executed DEA Form 222 file
4. Supplier invoice file that reflects executed

DEA Form 222s
5. Supplier invoice files for all schedules
6. Distribution and return records
7. Controlled substance prescriptions

a) Schedule II
b) Schedules III to V

8. Refill records
9. Daily computer dispensing printouts
10. Biennial inventory record
11. Storage of controlled substances
12. Pre-employment screening practices
13. Physical counts and accountability mea-

sures of selected controlled substances 

Disposal of controlled 
substances: 
A pharmacy may be required to dispose of
unused or unwanted controlled substances.
The pharmacist should contact the Special
Agent in Charge of the DEA office in his/her
area or the appropriate state agency for 
specific instructions. The request should be
made as follows. 

DEA pharmacy registrants are required
to list the controlled substances to be disposed
of on a DEA Form 41 and submit 3 copies to
the Special Agent in Charge of the DEA office
in their area. 

The Special Agent in Charge can authorize
the pharmacist to dispose of the controlled
substance in one of the following manners:

1. By transfer to a person registered under
the CSA Act and authorized to possess the
substance



Over 25 states 

have adopted 

guidelines for 

managing intractable

pain using 

opioid therapy. 

11

Opioid analgesics 

are indicated for all

forms of pain, 

and for pain not

responsive to 

non-opioid analgesics 

or NSAIDs.

10

Available treatment modalities, possible
adverse reactions, and drug interactions
should be discussed with the patient. This will
enhance pharmacists’ contribution to patient
care. In addition, they can obtain information
that will help the physician to know if the
patient is requesting early refills of pain
medication or is obtaining prescriptions
from several doctors. 

Non-pharmacological 
interventions: 
A number of non-pharmacological modalities
have been shown to be effective in the 
management of acute pain, including 
post operative pain (Agency for Health Care
Policy and Research, 1992). They include
simple relaxation techniques such as jaw
relaxation, simple imagery, rest, immobiliza-
tion and music. One of the most effective
methods to reduce apprehension associated
with pain is education. For example, patients
given an accurate description of the intensity,
type and duration of postoperative pain are
less likely to experience postoperative anxiety
than those who aren’t provided with accurate
descriptions of the pain. 

Analgesics: 
In general, the World Health Organization’s
Analgesic Ladder is used as a framework for
choosing appropriate medications (World
Health Organization, 1996). Pain is graded
as mild, moderate or severe, and analgesics
are prescribed accordingly. 

1. Acetaminophen, salicylates and non-
acetylated salicylates. These medications
are indicated for mild pain. Patients with
contraindications to NSAIDs should 
generally avoid salicylates. 

2. Non-steroidal anti-inflammatory drugs.
NSAIDs reduce the inflammation 
associated with tissue damage, and also
act as peripheral and central analgesics.
The main advantage of NSAIDs is a low

abuse potential. The main disadvantage
is that NSAIDs have a maximum dosage,
and are thus non-titratable. The most
common adverse effect is gastrointestinal
ulceration and hemorrhage in patients at
risk of NSAID gastropathy. NSAIDs are
contraindicated in patients with a history
of hypersensitivity to ASA, renal or hepatic
disease, peptic ulcer or inflammatory
bowel disease. 

A new class of NSAIDs has emerged in
the past 2 years. They are known as COX-2
inhibitors, since they act by inhibiting
cyclooxygenase-2. It is believed that most
of the adverse effects attributed to
NSAIDs are due to COX-1 inhibition.
COX-2 inhibitors have been shown not to
act on gastric prostaglandins. They have
no adverse effect on bleeding times.
Studies have shown that COX-2 inhibitors
have a low incidence of gastric and 
duodenal ulcers (Hawkey, 1999). 

3. Opioid analgesics. Opioid analgesics are
indicated for all forms of pain, and for
pain not responsive to non-opioid 
analgesics or NSAIDs. In principle, all
opioid analgesics are equal, provided
equipotent dosages are prescribed. The
choice of opioid analgesic is determined
by factors such as prescriber experience
and the side effect profile seen in individual
patients. Since opioids have a linear
dose-response curve, there is no maximum
dose of an opioid analgesic. Typically, the
dose of opioids can be slowly titrated
until satisfactory pain relief is obtained,
or unmanageable side effects appear. 

Patients with moderate pain can 
usually be managed with opioid analgesics
such as codeine, hydrocodone and 
oxycodone. Patients with severe pain usually
require more potent analgesics such as
morphine, hydromorphone and fentanyl. 

There are several frequent side
effects caused by opioid analgesics.
Nausea is usually short-lived, and can be

managed by antinauseants. Constipation
is a persistent complaint, and usually
requires diligent management with
modalities such as increased dietary fiber
intake, bulk laxatives, stool softeners and
stimulant laxatives. Sedation is common
on initiating opioid therapy, but disappears
rapidly. Patients should be cautioned not
to drive until the sedating effects have
disappeared. Respiratory depression is
extremely uncommon, provided the
patient has moderate to severe pain. 

When opioid analgesics are used for
the relief of acute pain or cancer pain,
the risk of becoming addicted is
extremely low (Porter & Jick, 1980).

However, there has been a great deal
of confusion regarding the diagnosis of
addiction. Physical dependence is defined
as the tendency to develop withdrawal
symptoms upon abrupt discontinuation
of the drug. Addiction is a syndrome
characterized by compulsive use of a
drug despite harm, the securing of its
supply and a high tendency to relapse
after withdrawal. Physical dependence

was once thought to be an indicator of
addiction, but is now regarded as a normal
physiological adaptation to the drug.
Tolerance is the tendency to require higher
doses of a drug to obtain a comparable
pharmacological effect. As with physical
dependence, tolerance was once regarded
as an indicator of addiction, but is now
viewed as a physiological adaptation to
the drug (Portenoy & Dole, 1997). 

In addition, the term “pseudo-addiction”
has been coined to describe patients with
undertreated pain who become hostile and
demanding, exhibiting behaviors that appear
similar to those of the drug-seeking addict.
When such patients have their pain treated
effectively, such demanding behaviors tend
to disappear (Weissmann & Haddox, 1989). 

4. Co-analgesics. A number of adjuvant
drugs known as co-analgesics have been
shown to be helpful in the treatment of
pain, and are incorporated into the WHO
framework for managing pain. They
include drugs such as tricyclic antide-
pressants and anticonvulsants. 

Table 2. Opioid analgesics not recommended for chronic non-malignant pain

• Meperidine

• Pentazocine

• Propoxyphene

• Acetaminophen-containing opioids (eg. acetaminophen with codeine) in excess of 12 tablets per day *

* Use caution with patients who drink alcohol, have liver or kidney disease, or who take coumadin. Such
patients may manifest hepatic toxicity at therapeutic dosages of acetaminophen.

Over 25 states have adopted guidelines for
managing intractable pain using opioid

therapy. These are based largely on Model
Guidelines promulgated by the Federation of
State Medical Boards (Federation of State

Medical Boards, 1998) as well as a joint
consensus statement from the American
Academy of Pain Medicine and the American
Pain Society (Concensus statement, 1997). 

Opioid analgesics for chronic intractable pain
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* Use caution with patients who drink alcohol, have liver or kidney disease, or who take coumadin. Such
patients may manifest hepatic toxicity at therapeutic dosages of acetaminophen.
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Opioid analgesics for chronic intractable pain
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To thwart drug seekers, pharmacists 
must first recognize the various types 

of patients who seek prescriptions for 
controlled substances. 

Legitimate patients:
The vast majority of people visiting pharmacies
are legitimate patients. Unfortunately, the
medications that provide the greatest relief
for symptoms such as pain, anxiety or
insomnia are the very controlled drugs that
are coveted by drug seekers. 

What differentiates legitimate patients from
the chemically dependent and entrepreneurial
drug seekers discussed below is a lack of the
suspicious features associated with the latter
two categories. Legitimate patients are men
and women of all ages and backgrounds.
They aren’t in a hurry, and don’t seem to
have a hidden agenda. If unfamiliar to the
pharmacist, they cooperate with attempts to
verify the validity of their prescription.
Finally, they do not present with any of the
features of chemical dependency such as
intoxication or withdrawal. 

Entrepreneurial drug seekers:
Entrepreneurial drug seekers are individuals
who knowingly break the law by seeking and
obtaining controlled drugs in order to sell
them on the street. They do this by feigning
illnesses, seeking controlled substances
from multiple prescribers, and by forging
prescriptions. Unlike the chemically dependent
drug seekers discussed below, their primary
motivation is money. However, entrepreneurs
may consume prescription drugs for recre-
ational purposes, and some do eventually
become addicted to their recreational drug
of choice. 

Entrepreneurs “earn a living” by obtaining
prescription drugs that they in turn sell to
drug dealers. They are well versed in street
terminology. Entrepreneurs often visit several
pharmacies per day, and travel from town to

town, posing as unfamiliar patients. 
A “successful” entrepreneur can earn

thousands of dollars a day by selling controlled
substances to drug dealers. They seek 
medications that have a ready market on the
street. These include Schedule III opioid
analgesics, benzodiazepines, Schedule II opioid
analgesics, barbiturates, stimulants such as
methylphenidate, as well as carisoprodol. 

The typical entrepreneur is a man or
woman age 20-40. Entrepreneurs dress well
and are well-groomed. They look for busy
pharmacies that fill hundreds of prescriptions
per day. Pharmacies that are attractive to 
drug seekers are those that are poorly lit,
leave controlled substances out in the open,
use pharmacy technicians to dispense 
controlled substances, and those that are
easy to burglarize. 

Chemically dependent patients:
Chemically dependent drug seekers are men
and women who seek controlled substances
as part of their pattern of substance abuse. 

Dependent patients generally present to
pharmacists seeking either opioid analgesics
(such as hydrocodone and oxycodone),
Fiorinal® with Codeine (butalbital, ASA, 
caffeine and codeine), or, to a lesser extent,
benzodiazepines. They compulsively use
such medication despite evidence that the
taking of such drugs is harmful to their physical,
psychological and social well-being. 

Unlike entrepreneurial drug seekers,
dependent patients primarily seek drugs for
their own use, not to sell them to others.
They may use similar techniques to entre-
preneurs, such as feigning illnesses and
forging prescriptions. On the other hand,
they may have a legitimate illness which they
exploit to obtain excessive quantities of 
controlled drugs. Typically, they will be
receiving treatment for one condition from a
number of doctors who are completely
unaware of each other. This is known as

Classification of patients

Table 3. Entrepreneurial patients: suspicious features

• Refuses or is reluctant to present identification

• Out-of-town patient

• Cash-paying patients

• Telephone (on-call) requests for narcotics

• Presents at times when the prescriber cannot be reached (evenings, nights and weekends)

• Inordinate interest in the layout of the pharmacy

• Appears to be in a hurry

• Tries to take control of discussion

• Maintains eye contact with pharmacist

• Evasive answers

• Well versed in clinical terminology

• Allergy to codeine, NSAIDs, or local anesthetics 

“double doctoring.” Often, chemically
dependent patients begin receiving a 
controlled substance for a legitimate medical
need, but lose control of their use, because
they do not comply with instructions, or
through medical mismanagement. In other
cases, the dependent patient becomes
addicted after heavy recreational use of a
prescription drug obtained on the street. 

Chemically dependent patients may, like
an entrepreneur, realize that they are illegally
scamming drugs. On the other hand, they
may be in a state of denial about their own
addiction to the extent that they do not fully
realize what they are doing. Chemically
dependent drug seekers often present to
unfamiliar physicians with acute recurrent
pain such as migraine headaches or back
pain. More often, the patient is well known
to both the pharmacist and the physician.
There is no medical condition per se that is
likely to lead to addiction. However, many of
these patients tend to suffer from recurrent
headaches, atypical facial pains, chronic
pain syndromes and fibromyalgia. 

Chemically dependent patients often come to
pharmacies for early refills of their prescriptions.
These patients may appear to be experiencing
acute withdrawal symptoms such as chills,
lacrimation, salivation, rhinorrhea, diaphoresis,
nausea, gooseflesh and abdominal cramps.
Chemically dependent patients in acute 
withdrawal, as well as those not in withdrawal,
may become extremely agitated, tearful and
violent if they cannot obtain their drug of
choice, or a substitute at the very least (see
Table 4). 

Alternatively, patients who present with a
lethargic, disinterested, perhaps giddy or
overly friendly personality style, slurred
speech and staggering gait may be intoxicated
and seeking more drugs. An overly familiar
presentation, intruding on an appropriate
professional interpersonal space, or even
covert or overt seductiveness should also
arouse suspicions. 

A patient cannot be readily diagnosed as
chemically dependent in a pharmacy setting.
However, chemically dependent patients do
exhibit diagnostic clues which will raise the
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suspicions of an alert pharmacist. The 
pharmacist will then take appropriate steps
to determine whether the prescription is

legitimate, and to contact the prescriber (see
How to prevent drug diversion, pg. 19). 

Approximately 10-18% of pharmacists
have a chemical dependency. However,

46% of pharmacists and up to 62% of 
pharmacy students use controlled substances
without a prescription (Reading, 1992). Risk
factors contributing to the high prevalence
include the stressful conditions of pharmacy
practice, the availability of drugs, and the
mistaken belief that knowledge of pharma-
ceutical drugs confers an ability to control
their use. 

In a case of diversion, the source may be
a chemically dependent pharmacist. Some of
the behavioral indicators include frequent
absences, frequent trips to the bathroom,

erratic or drastic mood swings, willingness
to work extra hours, volunteering to check
the narcotic inventories, stopping by the
pharmacy when not on shift, plus increasing
complaints from staff and customers. Signs
of drug intoxication or withdrawal may also
be present. 

The best way to break the cycle of 
dependency is by confronting the pharmacist
through a prearranged intervention. Most 
state pharmacy boards or professional associ-
ations have chemical dependency treatment 
programs that can provide guidance and
treatment options. 

Chemically dependent pharmacists 

15

The typical entrepreneurial drug seeker
poses as a patient from out of town, or

outside the pharmacy’s normal trading area.
There are a number of features to the drug
seeker’s story that may arouse suspicion.
First, the patient either refuses or is reluctant
to present identification. Second, the patient
is not willing to come back later to pick up
the prescription. Third, the prescription is
being picked up by someone other than the
patient, such as a courier, a taxi driver or
friend. As part of the scam, the drug seeker
often uses subtle pressure tactics. Drug
seekers may assume the appearance of an
important executive in order to pressure the
pharmacist. Or, they may create a false sense
of urgency by pretending to have a severe
symptom that cannot wait. To discourage
close questioning, they present a ready-made
story. In fact, drug seekers may become
angry when the prudent pharmacist tries to
take a detailed history and do counseling. 

Once the scam is in play, entrepreneurs

seldom take their eyes off the pharmacist.
They’re observing the pharmacist’s facial
expressions for indications of disbelief, and
will instantly change their story as required. 

Entrepreneurial drug seekers tend to be
talkative, and often present at times when the
prescriber cannot be contacted, such as
evenings, weekends and just before closing
time. The drug seeker is often well versed in
clinical terminology and may be evasive
about prior drug use. 

An individual who shows inordinate
interest in the physical layout of a pharmacy
may be “casing” the pharmacy for the potential
of a break-in. 

A number of well-rehearsed scams are
played on pharmacists.

1. Telephone Scams. This is one of the most
common types of pharmacy scams.
Posing as a practicing physician, the drug
seeker telephones a prescription on
behalf of a bogus patient. There are also

There are significant regional differences
in the types of drugs diverted to the street,

the form in which they are offered for sale
and the prices charged for them. For instance,
in some regions, the drug methylphenidate is
swallowed orally, yet elsewhere the drug is
either crushed and injected intravenously or
it is crushed and snorted. 

The types of drugs offered for sale can
sometimes be surprising. For example, a street
market has been found for used transdermal
fentanyl patches, which can retain up to 84%
of the active drug. According to unpublished
reports from drug diversion investigators,
new patches can be abused by being rolled
and smoked; or, a corner of the patch can be
cut open, and the contents sucked inside the
mouth and absorbed sublingually.

Alternatively, the patch can be applied trans-
dermally as indicated, with a heat source
such as a heating pad or lit cigarette placed
over the patch to increase the rate of absorption
of the drug.

There is also a market on the street for
oral methadone, which is increasingly being
prescribed to patients with chronic non-
malignant pain, and for tramadol, which has
both opioid and non-opioid analgesic properties.
Intranasal butorphanol and anabolic steroids
have also found a ready market on the street. 

Even non-controlled pharmaceuticals
are sold on the street. There is a market for
beta blockers, clonidine and cimetidine, as
well as antiretroviral therapy for human
immunovirus (HIV). 

Scamming for drugs

There are significant

regional differences 

in the types of drugs

diverted to the street. 

15

Table 4. Signs of chemical dependency

• Pupils - pinpoint or extremely dilated; use of eye drops or dark glasses

• Droopy eyelids

• Constant runny nose and rubbing of nose

• Complexion either pale or flushed

• Excessive itching and scratching

• Sweating

• Tremors

• Rigid movements and muscle cramps

• Fearful and agitated (in withdrawal)

• Emotionally volatile (in withdrawal)

• Lethargic and disinterested (using drug)

• Giddy and overly friendly (using drug)

• Evasive answers

The street market 
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reports of drug seekers using the
physician’s answering service. Posing as
the physician, the drug seeker instructs
the answering service to hold his or her
calls for a fixed period of time, then
begins passing forged prescriptions. At
the end of the time period, the drug
seeker calls the answering service asking
for messages. Pharmacies that failed to
call the answering service to verify 
the prescription are then targeted as
“easy marks.” 

A scam involving the use of a car
phone has been reported by the
Colorado Prescription Drug Abuse Task
Force. Posing as a physician, the drug
seeker telephones a pharmacy, wishing
to phone in a prescription on behalf of a
bogus patient. Using a cellular phone, the
drug seeker states that he or she is 
driving out of town and is about to go out
of reception range. The caller usually
adds that there is no point in calling the
office to verify the prescription, since the
physician has returned the patient’s call
directly without contacting the office. The
way to combat this scam is to contact the
physician’s office in order to verify that
the physician is indeed leaving town and
that he or she has a cellular phone. 

2. Garage Sale Scam. The con artist picks
houses at random by attending garage
sales, looking for used clothing for sale.
The drug seeker asks to try on an article
of clothing in order to gain access to the
homeowner’s bathroom, where the con
artist steals prescription vials containing
controlled substances. Once they obtain
a legitimate patient’s prescription container,
it is easy to call the pharmacy requesting
a refill. 

Some drug seekers gain access to
residential homes by searching for
homes for sale, then appearing during
open houses. 

3. “The Pharmacy is Closed” Scam. The
drug seeker asks for a controlled 
substance prescription to be phoned in
to a pharmacy. Shortly after the pharmacy
closes, the drug seeker phones the
doctor, claiming the pharmacy closed
before the prescription could be filled.
The physician usually agrees to phone a
prescription into a second pharmacy.
Next day, the physician discovers both
prescriptions were filled. 

4. “The Friday Night Special.” Three con
artists break into a physician’s office on a
Friday night. One of them pretends to be
the physician, a second one plays the
secretary, while a third portrays a patient.
The bogus physician writes several
prescriptions for controlled drugs,
using the genuine physician’s prescription
pad; the “patient” then fills the prescriptions
at several pharmacies. The “secretary”
and “physician” remain in the office to
take calls from pharmacists seeking 
confirmation of the prescription. 

5. “The Dishonest Detailman.” A bona fide
detailman leaves a pharmacy with a
signed purchase order for prescription
drugs. The detailman then adds to the list
several controlled drugs that the 
pharmacist didn’t request. Noticing the
error in the purchase order, the pharmacist
contacts the detailman and instructs him
to return the unwanted controlled
substances. The detailman explains that
it would be complicated to correct the
original invoice. Instead, he asks the
pharmacist to pay the original invoice in
full, then refunds the price of the
unwanted controlled drugs to the 
pharmacist with a personal check. 

6. “These Pills Look Different” Scam. The
drug seeker claims another pharmacist
at the same pharmacy has incorrectly
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drugs in order to support an addiction. 

Chemically dependent drug seekers may
employ any of the methods used by
entrepreneurs as described above.

However, they are less likely to implement
an elaborate scam. Most often they visit a
number of doctors to exploit a legitimate
medical problem for multiple prescrip-
tions, or simply feign an illness. 

In addition to scamming and outright theft,
drug seekers often use prescription

forgery to obtain controlled drugs. In fact, it
is the most common form of pharmacy
diversion. The most common type of forgery
is the modification of a legitimate prescription
to increase the dosage or quantity of a 
controlled substance. On the street, this is
referred to as “kiting.” The easiest method is
to simply increase the number of tablets. For
example, the number “10” can easily be
altered to “100” or “40.” Prescriptions in
which the dispensing number has been written
in longhand can also be altered, albeit not as
easily as those written in Arabic or Roman

numerals. Another way of modifying a 
prescription is to add an unscheduled drug,
such as tramadol, to the bottom of a bona
fide prescription for another drug. 

In addition to modifying legitimate 
prescriptions, drug seekers often forge
entirely new ones. Using a photocopier, it is
possible to reproduce prescriptions, or to
create new ones by blanking out parts of the
script. Using desktop publishing and an optical
scanner, it is possible to create impressive-
looking forgeries from scratch, including the
prescriber’s signature. Some drug seekers
simply steal prescription pads from a 
prescriber’s office. 

The pharmacist’s 

suspicions must be 

balanced against 
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filled a prescription. The con artist shows
the pharmacist a prescription bottle
labeled with a prescription for a 
controlled drug that clearly contains an
incorrect medication. Anxious to avoid a
formal complaint or litigation, the 
pharmacist offers to replace the “incorrect”
medication with the controlled substance
on the label. 

7. “The Damaged Pills” Scam. This scam
requires a dispensing bottle with a label
bearing the name of a controlled substance
that has a recent dispensing date. The
drug seeker places in the bottle tablets of
acetaminophen or another over-the-
counter drug that have been partly 
dissolved in water. The con artist then
visits the pharmacy where the controlled
substance was originally dispensed,

claims that the contents “fell accidentally”
into the sink, and requests a refill. 

8. “You Dispensed the Wrong Medication”
Scam. The drug seeker presents with
legitimately obtained prescriptions for a
controlled substance and an antibiotic.
The drug seeker empties the controlled
substance from its bottle, and replaces it
with the antibiotic. Returning to the
pharmacy, the con artist claims that the
pharmacist inadvertently dispensed the
antibiotic twice, and “forgot” to dispense
the controlled substance. Sometimes, the
drug seeker has a confederate (usually a
clerk or a pharmacy technician) working
inside the pharmacy. Occasionally, a
pharmacist is engaged in overt criminal
behavior. Such pharmacists may be 
motivated by a desire to obtain illicit

Table 5. Diseases feigned by criminal drug seekers 

Drug Sought Diseases Feigned 

Opioid analgesics Acute pain
Colitis
Dental caries
Low back pain
Metastatic cancer
Migraine headaches
Renal colic
Sickle cell crisis
Trigeminal neuralgia 

Opioid antitussives Acute and chronic bronchitis
Chronic cough 

Benzodiazepines Anxiety disorders
Insomnia 

Barbiturates Insomnia
Recurrent headaches (Fiorinal® - butalbital, ASA, caffeine and codeine) 

Stimulants Attention deficit syndrome
Narcolepsy
Obesity

Prescription forgery

According to the Controlled Substances 
Act (CSA), pharmacists have a responsi-

bility to ensure that a medication was
ordered for a legitimate medical purpose.
The CSA also charges pharmacists with the
added responsibility of helping keep controlled
substances from being diverted to the illicit
market, while making them available to 
legitimate patients. However, there are no
regulations or guidelines on how to fulfil
either requirement. The point is that the
pharmacist who follows the rules can still be
prosecuted if controlled drugs are successfully
diverted. Nevertheless, based on criminal
prosecutions, there is an evolving standard
for prescription verification. The pharmacist
must not dispense a controlled substance
when he or she knows that the prescription
is forged or in cases where prescribing

serves no legitimate medical purpose. For
example, pharmacists should not dispense
anabolic steroids that are prescribed to enhance
athletic performance. In less clear-cut cases,
pharmacists may use their own judgement. 

The pharmacist’s suspicions must be 
balanced against the need to treat legitimate
patients appropriately. Remember that the
decision not to dispense a medication may harm
legitimate patients. As long as the pharmacist
acts in good faith and takes reasonable steps
to verify the authenticity of a prescription, then
the risk of prosecution is extremely low. The
following simple guidelines provide a framework
to enable pharmacists to thwart drug seekers
while treating legitimate patients compassionately.

1. Examine the prescription for face validity.
Examine the prescription for obvious as
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drugs in order to support an addiction. 
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pharmacist who follows the rules can still be
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well as subtle clues that the prescription
is forged or photocopied. Obvious clues
to a forged prescription include any
alteration in the amount, dosage, number
of refills, or name of the drug; spelling 
mistakes; missing DEA number or other
physician documentation; and unsigned
scripts. Look for prescriptions in which
the controlled drug appears to have been
added on. Subtle clues to possible
forgery include prescriptions printed on
poor quality paper stock, prescriptions
written on hospital prescription pads
(increased risk of theft), directions
written in full with no abbreviations, as
well as prescriptions that are more 
legible than usual. 

Photocopied prescriptions have several
telltale clues. First, the edges are usually
cut with scissors and thus are uneven
with improper corners. Photocopy
blotches or dust marks may be present.
The copy paper used is of lighter stock
than script paper. The signature on the
copied script does not smudge. Finally,
the top edge of the prescription does not
have traces of adhesive. 

2. Identify the patient. Since many drug seekers
present as unfamiliar patients, ask all new
patients for 2 or 3 pieces of identification,
such as a driver’s license and Social
Security Number. Authorities agree that
asking for identification cuts down on
scamming by frightening potential drug
seekers. Post a sign informing patients of
the policy; this alone will discourage many
drug seekers from even trying to have a
fraudulent prescription filled.

When you check the patient’s I.D.,
record his or her driver’s license number
or other such identifying information on
the back of the prescription and place a
pharmacy stamp on it. This will prevent it
from being used elsewhere if you do not
fill it. Most legitimate patients have no
difficulty complying with a request for

identification, especially if the reasons
for the request are explained to them. 

3. Talk to the patient. Drug seekers tend to
be talkative, preventing the pharmacist
from asking questions. That’s why it’s
useful to take control of the encounter,
by asking questions about their condition
and history. Look for inconsistencies in
their story, and pursue them to your 
satisfaction. Observe for signs of drug
intoxication and drug withdrawal, as 
previously described. 

4. Contact the prescriber directly to verify
the prescription. Contact the prescriber’s
office to verify that the prescriber exists,
that the prescriber’s bona fide address
matches the one provided by the patient,
and that the prescriber is treating the
patient. If possible, speak to the 
prescriber directly to verify that he/she
wrote the prescription, and that the 
prescription hasn’t been altered. If the
verifying physician sounds like an
accomplice, test his or her knowledge by
asking medical questions or by deliberately
misstating the prescription. 

If the prescriber is unavailable, 
consider contacting other possible
sources of information, including other
pharmacies, law enforcement authorities
and the state board of pharmacy. Don’t
hesitate to take the time you need. In fact,
stalling for time is a good tactic in 
situations where a prescription is 
suspicious. Entrepreneurial drug seekers
are usually in a hurry. Delaying 
techniques will frustrate them, and may
give them reason to fear that you will
contact the police. If suspicions have
been raised, you can tell the patient that
you will need a few hours to fill the 
prescription. Many drug seekers will
reveal themselves by never returning to
the pharmacy. 

5. Carefully follow federal and state legal
requirements for record keeping. A
review can be found in the Laws and 
regulations section on pg. 2. 

6. Develop a telephone alert system for
pharmacists. With such a system, a 

pharmacist who sees a suspicious patient
notifies (by phone, e-mail or fax) 2 or 3
other pharmacists, who in turn notify 2
or 3 pharmacists, and so on. 

There is no legal obligation to dispense a
prescription. To do so with a chemically

dependent patient may in fact violate federal
or state provisions on maintenance of addiction.
Moreover, if a patient is obviously intoxicated,
then the pharmacist could be liable if he or
she dispenses the medication and the patient
later injures himself or others. Under these
circumstances, it is safer to politely refuse to
dispense the prescription and to refer the
patient to his/her attending physician for 
further management. 

Often, the prescriber insists that the
pharmacist dispense the medication, even
after hearing the pharmacist’s concerns.
Again, there is no legal obligation to dispense
the prescription. Another option is to contact
the state board of pharmacy for guidance.
Document any such encounters with patients
and their physicians. 

There is no legal requirement to contact
the police regarding a suspected drug 
seeker. However, the more certain you are,
the more advisable it is that you do so. It is
unlawful to knowingly dispense controlled
drugs for anything other than a “legitimate
medical purpose.” 

Here is how to handle suspected 
prescription forgeries or other scams. First,
write the patient’s identifying information 
on the back of any suspicious prescription,
as with a check. Second, record a short
description of the drug seeker. Third, stamp
the prescription with the notation “unable 
to verify.” 

If possible, notify the police, using a 

prearranged coded signal that doesn’t
arouse the suspicion of the drug seeker. One
way to notify the police unobtrusively is to
stall for time, informing the drug seeker that
the prescription will be ready to be picked
up after a specified number of hours. If 
possible, retain the prescription; however,
even a fraudulent prescription is regarded as
private property and should be returned
promptly to the drug seeker who asks for it. 

Call the police as soon as possible after
the event, and make notes regarding the
encounter. Helpful details to note include 
the description of the drug seeker’s vehicle,
the license number, and the direction in
which the drug seeker travels after leaving
the pharmacy. 

It is a good idea to contact other 
pharmacies. There is a theoretical risk of
being cited for violating patient confidentiality.
However, if carefully worded, such sharing of
information will usually be protected under
the banner of a consultation for the welfare
of the patient. Also, many states have passed
laws suspending confidentiality rights in
these cases. 

Occasionally, police ask pharmacists to
participate in sting operations designed 
to catch criminal drug seekers. It is not a
good idea to dispense a prescription in
response to a police officer’s request unless
the request is made in writing and the identity
of the police officer has been verified. In fact,
some drug seekers pose as police 
officers making just such a request, as part
of a scam. 
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A minority of drug seekers, particularly
those who are chemically dependent, may
resort to verbal abuse or acts of violence.

Contact the authorities if you are threatened
in any way. If necessary, have a prearranged
signal with your staff for doing so. 

Pharmacists and prescribers can do a
great deal to prevent prescription forgery

by working together. Encourage prescribers
to use numbered prescriptions, which can
verify the authenticity of a prescription, provided
the prescriber has written the prescription
number in the patient’s chart or some other
log book. Request that prescriptions for 
controlled drugs be authenticated by the
prescriber and not by an office worker.
Discourage preprinted prescription forms
for controlled substances unless you know
the prescriber. 

Install a private telephone line for telephone
prescriptions and only give the number out

to bona fide physicians. Thus, any prescriptions
phoned in on the pharmacy’s main telephone
line can be viewed with suspicion. In addition,
it’s a good idea to keep a unique piece of
confidential information on file that the calling
physician can use to verify his or her identity. 

Also, encourage prescribers to use photo-
copy-proof scripts. Two technologies exist
that increase the likelihood that photocopied
prescriptions will be detected. One method
causes a distinctive icon to disappear when
the prescription is photocopied. A second
method causes a distinctive message to
appear when a prescription is photocopied. 

Some pharmacists find it intimidating to
interact with law enforcement authorities,

particularly when they request information
on specific patients. Law enforcement officers
have an obligation and the authority to
uphold state and federal drug laws. At the
same time, they are increasingly aware of
new guidelines on the appropriate prescribing
of opioid analgesics for chronic pain. In many
states, drug diversion officers are registered

pharmacists. If the pharmacist works with
legitimate prescribers who follow national
and state guidelines, and complies with drug
laws, then he or she has nothing to fear.
Drug diversion investigators can be a useful
source of information on new scams and
suspected drug seekers. Likewise, such officers
are increasingly turning to practitioners as
sources of information on appropriate 
prescribing and dispensing practices. 

As individual practitioners and as a group,
pharmacists can play an important role

in preventing drug diversion while maintaining
the highest standards of patient care. Some
states have special task forces that deal with
drug diversion. In particular, the Colorado

Prescription Drug Abuse Task Force has taken
a leading role in disseminating guidelines to
health professionals. For further information,
contact your state pharmacy board or 
professional association. 
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