


Pain management is a cornerstone 
of modern medicine. The profession 

continues to respond to consumer demand
for improved pain control with an array of
new and promising therapies, both pharma-
cologic and non-pharmacologic. Whether it’s
hypnosis, guided imagery, work hardening, or
patient-controlled analgesia devices (PCA),
physicians have much to offer patients with
severe pain. 

Physicians have long recognized the
value of controlled drugs in relieving acute
pain arising from tissue damage as well as
chronic cancer pain. More recently, they’ve
recognized the value of opioid analgesics in
the treatment of chronic nonmalignant pain. 

In addition to opioid analgesics, minor
tranquilizers, such as benzodiazepines, and

stimulant drugs, such as methylphenidate,
have a therapeutic role to play. Unfortunately,
some of these controlled drugs are diverted
by individuals known as drug seekers from
legitimate sources to the street, where they
are sold to recreational users and addicts. 

Drug seekers may be difficult to distinguish
from legitimate patients. The person who
presents to an urgent care center or to a
physician on call with a migraine headache
may be a bona fide sufferer. On the other
hand, the individual may be seeking a narcotic
to feed an addiction, or a con artist looking
for narcotics to sell. 

The purpose of this educational program is
to teach physicians how to prevent the diversion
of drugs from their practices without 
compromising patient care or increasing costs. 

Drug seekers may 

be difficult to 

distinguish from 

legitimate patients.
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After completing this program, physicians
should be able to: 

• demonstrate knowledge of the principles
of pain management

• explain federal laws and regulations that
govern controlled substances

• identify types of drug seekers and their
characteristics

• list key characteristics of chemical
dependency

• discuss methods used to divert drugs
from physicians

• 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 anal-
gesics can be used without risk of human
immunodeficiency virus 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
may be obtained, not for their euphoria-
producing properties, but because they can

Why prescription drugs have street value
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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, phenmetrazine, 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. Some law enforcement officers
believe that drug seekers have increased
their efforts to obtain narcotics from honest
physicians. 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). 

Nevertheless, drug diversion remains a
significant health problem in America today. 

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. 

2

State laws may be

more strict than 

federal laws.

3

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). 

As prescribers, physicians are subject to
federal and state laws and regulations

that control the prescribing and dispensing
of controlled substances. The relevant federal
laws are described immediately below. In
addition, every doctor should be familiar
with the regulations in his or her own state.
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. 

Federal law:
Controlled drugs are placed in 1 of 5 
schedules; the regulations concerning 
prescribing depend on the schedule in
which the drug is placed. Schedule I drugs
are deemed to have no medical application,
and it is a violation of law to prescribe, 

dispense or market them. Drugs that have
been approved for medical use and 
commercial marketing by the Food and Drug
Administration (FDA) are placed in
Schedules II to V, depending on their medical
use and potential for abuse or chemical
dependency. See Table 1 for examples. 

Physicians who prescribe controlled 
substances must register with the Drug
Enforcement Administration (DEA). The 
registration is renewable every 3 years.

A prescription for a Schedule II drug
must be in writing and contain the full name
and address of the patient; the name,
address and DEA registration number of the
doctor; and an original signature. A verbal
prescription is permitted in an emergency,
but the amount must be limited to what is
needed to treat the patient during the 
emergency, and the doctor must provide the 

Laws and regulations

pharmacist with a signed prescription within
7 days. To satisfy the definition of emergency
under the CSA, the drug must be necessary
for proper treatment, there must be no 
alternative treatment available, and it must
be impossible to provide a written prescription
at the time. Prescriptions for Schedule II
drugs may not be refilled. 

Schedule III, IV, and V drugs may be 
prescribed by telephone. A maximum of 5
refills are permitted in a 6-month period. 

To be valid, a prescription must be issued
for a legitimate medical purpose in the
course of professional practice. However, the
law does not attempt to define legitimate
medical practice. A history, a physical 
examination and appropriate diagnostic tests
will typically support the diagnosis and the
decision to use a controlled substance to
treat the targeted condition or symptom.
Federal regulations do not limit the amount
of drug that may be prescribed at one time,
or limit prescribing to the approved indications
or recommended dosages in the product
labeling. However, some individual states
have enacted such limits. Physicians and
other prescribers are not permitted to 

prescribe narcotics for detoxification or
maintenance of addiction unless their practice
is specifically registered with the federal 
government as a methadone program.
Physicians who prescribe methadone for
pain must abide by guidelines as set by their
state board of medicine. 

Physicians may not issue a prescription
to obtain controlled substances for dispensing
to patients. Instead, they must obtain
Schedule II, III, IV and V drugs through 
regular supply sources and retain receiving
records for 2 years. For Schedule II 
controlled substances, physicians are
required to fill out form 222 (DEA). The
receiving record must list the name, address,
DEA registration number of the supplier,
actual date of receipt, drug name, form (e.g.
tablet, capsule) strength, quantity, and the
size and number of commercial containers.
Records must be kept of all narcotics admin-
istered or dispensed. On-site narcotics must
be stored in a securely locked cabinet or safe.

State laws: 
State laws may be more strict than federal
laws. For example, some states limit the

Drug diversion in the United States 
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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. 

Several states have enacted regulations

which prohibit patients from obtaining 
narcotics from more than one physician.
This is intended to prevent multiple doctoring,
also known as doctor shopping. A number of
states, including Oklahoma, Massachusetts,
Indiana, Nevada, Utah and Hawaii, have
adopted a computer tracking system for
monitoring the prescribing and dispensing
of controlled substances. 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 medical examiners and law
enforcement authorities. 

In the past few years, a new class of 
practitioner has been permitted to practice

various aspects of medicine. Known as 
“mid-level” practitioners, such individuals
may have a limited authority to prescribe
pharmaceutical drugs. Though it has not

been widely reported as of yet, mid-level
practitioners may become another source of
supply for drug seekers. Physicians and clinics
who employ such individuals may be jointly
responsible for their actions. 

The assessment of 

pain is subjective. 

5

Physician assistants and nurse practitioners

To take a balanced approach to the 
prevention of drug diversion, doctors

must be knowledgeable about methods for
thwarting drug seekers (see How to prevent
drug diversion, pg.16), but also about the
best methods for treating patients who present
with a legitimate need for pain relief. The
recognition of the need for optimal pain
management has been underscored by several
important developments. 

Recently, the Joint Commission on
Accreditation of Healthcare Organizations
(JCAHO) adopted new standards requiring
healthcare institutions to promulgate policies
and procedures that support the appropriate
use of analgesics and other pain control
therapies. The new standards include the

requirement that pain be reassessed regularly,
that pain management be considered part of
treatment, and that analgesics be administered
on a round the clock and not a p.r.n. basis.
(Acello, 2000). An increasing number of
hospitals and national organizations have
made pain levels the fifth vital sign (after
pulse, respiration, blood pressure and 
temperature). A number of physicians and
hospitals have been sued for failing to provide
adequate relief of pain. 

Pain is successfully managed through a
knowledge of the general principles of pain
control, institution of appropriate non-
pharmacologic modalities and appropriate
use of analgesics. 

Guidelines on the proper use of analgesics

have been published by various government
agencies and national organizations. The
Agency for Healthcare Research and Quality
(AHRQ), formerly the Agency for Health Care
Policy and Research, published consensus
guidelines on 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.
Finally, the World Health Organization has
developed a 3 step approach to pharmaco-
logic therapy, using patient pain intensity to
determine the proper starting point on an
analgesic ladder of progressively more
potent analgesics (WHO, 1996). 

Pain assessment: 
Aside from chronic craniofacial pain, most
acute pain is caused by tissue damage due to
an acute process, such as a fracture, a lacer-
ation, or inflammation. The chemical mediators
of tissue damage activate A-delta sensory
fibers, which send the nociceptive input up
the spinal cord to the brain. The sensory
messages are modified by input from the
limbic system. Prolonged nociceptive input
in genetically susceptible individuals can lead
to upregulation or sensitization of the pain
transmission system and can lead to the
development of neuropathic pain. Anxiety
has been shown to magnify the experience of
pain and to lower the acute pain threshold.
Managing anticipatory anxiety associated
with the pain of medical procedures lowers
analgesic requirements and leads to greater
patient satisfaction. 

The assessment of pain is subjective.
Although the physician’s experience with
patients having similar procedures is useful,
it is not definitive. The most reliable method
available for measuring the level of discomfort
is the patient’s subjective report of pain. To
assess the level of pain, ask the patient to
score his/her pain on a numerical scale from

0 to 10. In acute pain, the patient will have
objective signs beyond those associated with
anticipatory anxiety or treatment anxiety.
These include grimacing, pallor, diaphoresis
and tachycardia. Though often present, these
signs taken alone are unreliable indicators of
pain associated with disease processes. 

There is growing evidence that the failure
to treat acute pain effectively could lead to
prolonged postoperative recovery times,
increased stress, reduced immune function
and increased risk of developing a chronic-
pain syndrome. 

Management of acute pain: 
The priorities of acute pain management are
to decrease pain and anticipatory anxiety, to
identify the cause of pain, and to initiate 
specific therapy designed to reduce the 
volume of nociceptive input that reaches the
spinal cord.

1. Non-pharmacological interventions.
A number of non-pharmacological
modalities have been shown to be 
effective in the management of acute
pain, including postoperative pain
(Agency for Health Care Policy and
Research, 1992). They include simple
relaxation techniques such as jaw 
relaxation, simple imagery and music.
Complex relaxation techniques that have
been shown to be effective include
biofeedback and guided imagery. Other
effective non-pharmacological modalities
include transcutaneous electrical nerve
stimulation, physical agents such as ice
or heat, rest and immobilization. 

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. 

Pain management
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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. 
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2. 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.

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

ii. 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 (acetylsalicylic
acid), renal or hepatic disease, peptic
ulcer or inflammatory bowel disease. 

A new class of NSAIDs has emerged in
the past few 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). 

iii. Opioid analgesics. Opioid analgesics 
are indicated for all forms of pain, but
especially 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. 

In most cases of acute pain, the need
for opioid analgesics is limited to several
days, the usual duration of acute inflam-
matory episodes. Patients who require
analgesics beyond 7 days should be
reassessed and treated appropriately.
When opioid analgesics are used in this
way, the risk of iatrogenic addiction is
extremely low (Porter & Jick, 1980). 

iv. 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 antidepressants and
anticonvulsants. 

Management of chronic 
nonmalignant pain: 
Chronic nonmalignant pain is a growing
problem in America today. Chronic pain is

defined as pain that lasts beyond the expected
course to resolution. A survey of 26,000 
primary care physicians found that 22% of
their patients suffered from chronic pain
over the previous 12 months (Gureje, Von
Korff, Simon, & Gater, 1998). Examples
include post-herpetic neuralgia, back pain,
phantom-limb pain, fibromyalgia, osteoarthritis
and osteoporosis. Although the initiating event
may be a discrete injury or disease process,
the etiology of chronic pain is both complex
and multifactorial. 

The principles of chronic pain management
include a detailed assessment by a multidisci-
plinary pain service, aggressive mobilization
through active physiotherapy, and psychological
techniques such as cognitive therapy and
behavior modification. Unfortunately, a 
significant percentage of chronic pain
patients do not improve using such methods.
As a result, there is growing interest in the
use of opioid therapy to treat selected
patients. Growing evidence from randomized 
double-blind placebo controlled trials as
well as ample anecdotal experience indicates
that carefully selected patients can obtain
long-term pain relief and functional
improvement with manageable side effects
and without risk of addiction. (Portenoy &
Dole, 1997). 

In addition, there is substantial 
evidence that opioids may be taken on a
long-term basis without causing cognitive
deficits or other psychomotor impairment.

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

• Meperidine

• Pentazocine

• Propoxyphene

• Acetaminophen-containing opioids (eg. acetaminophen with codeine) in excess of 4000 mg. 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.

Table 3. Features suggestive of addiction to opioid analgesics

• Loss of control over drug use

• Compulsive use

• Use despite harm

• Polydrug abuse

• Contact with street addicts

• Failure to comply with the agreed-upon treatment plan 
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Many such patients drive a car and some
are able to return to work. The dosages
prescribed vary tremendously, from 10-20
mg. of morphine or its equivalent per day to 
several thousand mg. per day. There is 
no recognized maximum dosage of opioid
analgesics. According to the principle of
dosing to effect, the dosage is slowly and
carefully titrated until pain relief is obtained
or until unmanageable side effects occur. 

When opioid analgesics are used for the
relief of acute pain or cancer pain, the risk
of becoming addicted is extremely low.
However, there has been a great deal 
of confusion regarding the diagnosis of
addiction. Addiction is a syndrome character-
ized by the compulsive use of a drug despite
harm, the securing of its supply and a high
tendency to relapse after withdrawal.
Physical dependence is defined as the 
tendency to develop withdrawal symptoms
upon abrupt discontinuation of the drug.
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). 

Over 25 states have adopted guidelines
for managing intractable pain using opioid
therapy. Below is a set of guidelines based
largely on the 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 (Consensus 
statement, 1997). 

1. History/Physical Examination. A medical
history must be taken, including an
assessment of the pain, physical and 
psychological function, and substance
abuse history. An assessment by one or
more specialists is mandatory.

2. Treatment Plan/Objectives. Specific
objectives for pain management and
functional improvement should be estab-
lished, so that response to opioid therapy
can be evaluated.

3. Informed Consent. The physician should
discuss the risks and benefits of opioid ther-
apy with the patient or patient’s guardian.

4. Periodic Review. The physician should
periodically review the patient to assess
response to therapy and to monitor any
changes in the patient’s condition.

5. Consultation. The physician should be
willing to refer the patient as necessary
for additional evaluation and treatment
in order to achieve stated objectives. The
management of patients at risk of addiction
or abuse may require increased monitoring,
documentation and consultation with
addiction medicine specialists. An
agreement (oral or written) between the
patient and the physician that specifies
the rules for medication use and the 
consequences of misuse may be helpful.

6. Records. The physician should document
that the above steps have been followed.

7. Compliance with controlled substance
laws and regulations.

8. Use of Appropriate Opioids. A number of
opioid analgesics that are not recom-
mended for use in chronic non 
malignant pain are listed in Table 2. 
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To thwart drug seekers, doctors must first
recognize the various types of patients who

seek prescriptions for controlled substances. 

Legitimate patients:
The vast majority of people visiting doctors
offices 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 doctor, they cooperate
with attempts to verify their history. 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, by 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 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 medical
terminology. Entrepreneurs often visit several
prescribers per day, and travel from town to
town, posing as unfamiliar patients. 

“Successful” entrepreneurs can earn
thousands of dollars a day by selling 
controlled substances to drug dealers. They
seek medications that have a ready market

Identifying patients at increased risk of
addiction prior to starting chronic opioid

therapy can probably result in a marked
reduction in the risk of iatrogenic addiction.
Thus, prescribers should ask about a past
history of alcohol or drug abuse, as well as a
family history of substance abuse. A history
of addiction to gambling or other compulsive
behaviors is also a risk factor for opioid
addiction (Portenoy & Dole, 1997). 

Strategies to exercise a greater degree 

of caution in patients at higher risk of 
addiction include limiting prescribing to
short intervals (i.e. 1-2 weeks of medication
at a time), the use of a signed therapeutic con-
tract, and periodic assessment by a specialist
in addiction medicine. 

It is not advisable to prescribe analgesics
to unfamiliar patients who claim to have
chronic pain. Such patients are best referred
back to their primary care provider or to the
nearest multidisciplinary pain clinic. 

Recently, the American Academy of
Pediatrics established guidelines for the

diagnosis of Attention Deficit Hyperactivity

Disorder (ADHD), including the appropriate
prescribing of stimulants such as
methylphenidate. 

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 seek out 
prescribers who have a reputation for 
prescribing controlled substances on
demand or without taking a detailed history.
Most such prescribers are either naive or
have outdated ideas about the addictive
properties of controlled substances.
However, some are either chemically dependent
or are engaged in criminal activity.
Prescribers who behave in this way are
known on the street as “easy marks.” 

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 
doctors 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 (see Table 3). 

Unlike the entrepreneurial drug seeker,
dependent patients primarily seek drugs for
their own use, not to sell them to others.
They may use similar techniques to those of
entrepreneurs, 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
“double doctoring.” Often, chemically

Table 4. 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 regular physician cannot be reached (evenings, nights 
and weekends)

• Appears to be in a hurry

• Asks for a specific drug by name

• Tries to take control of interview

• Maintains eye contact with doctor

• Well versed in clinical terminology

• Claims allergy to NSAIDs, local anesthetics or codeine

• Evasive answers

• Does not show up for follow-up appointments, investigations, or consultations

Guidelines for other controlled substances 

Prevention of iatrogenic addiction 

Classification of patients
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dependent patients begin receiving a 
controlled substance for a legitimate medical
need, but later 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. Dependent
patients may present to unfamiliar physicians
with acute recurrent pain such as migraine
headaches or back pain. More often, the
patient is well known to the physician. There
is no medical condition per se that is highly
likely to lead to addiction. However, many

such patients tend to suffer from recurrent
headaches, atypical facial pains, chronic
pain syndromes and fibromyalgia. 

An obvious indicator of chemical 
dependence is a driven insistence concerning
the prescription of a specific drug to the
exclusion of all other alternatives. Watch for
an agitated presentation with pressured
speech, and difficulty attending to history
taking and examination. Such patients may
already be experiencing some acute 
withdrawal symptoms, such as chills,
lacrimation, salivation, rhinorrhea, diaphoresis,
nausea, gooseflesh, abdominal cramps and
diarrhea. Chemically dependent patients in
acute withdrawal, as well as those not in
withdrawal, may become extremely agitated,
tearful and even violent if they cannot obtain
their drug of choice, or a substitute at the
very least. 

Alternatively, patients who present with a
lethargic, disinterested, perhaps giddy or
overly friendly personality style, may be
intoxicated. An overly familiar presentation,
intruding on an appropriate professional
interpersonal space, or even covert or overt
seductiveness should also arouse suspicion. 

It is difficult to diagnose a patient as
chemically dependent in the hurried setting

of a busy practice. Even in the hands of
addiction professionals, the diagnosis is 
difficult. However, it is not necessary to make
the diagnosis to act effectively. The alert
physician who suspects that a patient is
chemically dependent has a number of
options, such as referring the patient to an
addiction specialist to make the assessment
(see How to deal with a drug seeker, pg. 18). 

Table 5. 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

• Asks for specific drug by name

• Claims of chronic pain with uncertain etiology

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 transdermally 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
immunodeficiency virus (HIV). 

The street market 

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

entrepreneurs frequently present to emer-
gency departments and urgent care clinics as
a patient with a pre-existing disorder in need
of immediate symptomatic relief. The disorder
chosen by the drug seeker depends on the
drug desired. The drug seeker who wants an
opioid analgesic may pretend to be suffering
from a painful disorder such as migraine
headache, acute back pain, renal colic, or
sickle cell crisis. The bogus patient seeking
opioid cough syrups may pretend to have

cough due to bronchitis. Entrepreneurs in
search of stimulants may pretend to have
narcolepsy, or may coach their children to
behave as if they have attention deficit disorder. 

Many drug seekers use bogus dental
complaints, such as cracked tooth, dry socket
or temporomandibular craniofacial pain.
Self-induced injuries to dentition or reparative
work have also been reported. Drug seekers
sometimes traumatize their gums in order to
cause an infection. 

As part of a scam, drug seekers use subtle
pressure tactics. They may often look and act
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like important executives in order to pressure
the doctor. Or, they may create a false sense
of urgency by pretending to have severe
symptoms that cannot wait. To discourage
close questioning, they often present a
ready-made diagnosis. In fact, drug seekers
become angry when the prudent physician
tries to take a detailed history. 

Once the scam is in play, entrepreneurial
patients seldom take their eyes off the physician.
They’re observing the doctor’s facial expressions
for indications of disbelief, and will instantly
change their story as required. Drug seekers
augment their medical knowledge by reading
reference books such as the Physicians’
Desk Reference. They learn which drugs may
be prescribed instead of controlled substances.
That way, they can incorporate contraindications
to the drugs they don’t want. Thus, drug
seekers frequently claim to be allergic to
NSAIDs, codeine, or local anesthetics. 

Occasionally, drug seekers present with
corroborating letters from so-called consultants.
The “consultants” usually turn out to be
accomplices. Some drug seekers bear
authentic-appearing surgical scars (self-inflicted
lacerations) intended to corroborate a history
of prior surgery. 

Some entrepreneurs play elaborate
scams on doctors, using confederates as part
of the act. In a scam called “The Phony Bank
Inspector,” a confederate who plays a law
enforcement officer telephones the physician’s
office claiming a known drug seeker is about
to visit. The “officer” urges the physician to play
along with the scam and write a prescription,
promising to apprehend the drug seeker
after he or she leaves the office. 

Another scam is called “The Friday Night
Special.” This is a 3 person scam in which

one person plays the patient while the 
other two pretend to be a doctor and the
doctor’s receptionist. The scammers break
into a bona fide doctor’s office on a Friday
evening. Using the doctor’s own prescription
pad, they write prescriptions for controlled
substances. The drug seeker who is playing
the patient attempts to have the prescriptions
filled at various pharmacies. The other two
criminals remain in the doctor’s office to
take calls from any pharmacist who attempts
to verify the prescription. 

Occasionally, one of the physician’s
employees is acting as a confederate for a
drug seeker. The employee may provide the
con artist with blank prescriptions, samples,
and even patient records. If the employee
answers the phone, he or she is in a position
to intercept calls from pharmacists attempt-
ing to verify prescriptions. 

Telephone scams played on the physician
on call are common. Typically, drug seekers
claim to be a patient of one of the other
physicians in the on-call group, and ask for
a prescription for an analgesic to last until
they can see their regular physician.
Sometimes, the drug seeker uses a telephone
to impersonate a practicing physician. There
are also reports of drug seekers tapping into
telephone lines outside the physician’s office
in order to impersonate them when the
pharmacist calls to verify a script. 

Chemically dependent drug seekers may
employ any of the methods used by entre-
preneurs as described above. However, they
are less likely to exhibit the necessary con-
trol to implement an elaborate scam. Most
often they visit a number of doctors to exploit
a legitimate medical problem for multiple
prescriptions, or simply feign an illness. 

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

forgery to obtain controlled drugs. The most

common type of forgery is the modification
of a legitimate prescription to increase the
dosage or quantity of a controlled substance.
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have visible signs of substance abuse, as
well as behavioral characteristics. Some
physical signs are dilated pupils, slurred
speech, needle tracks and perforation of
the nasal septum. Behavioral signs, as
mentioned above, include extreme 
agitation, emotional lability and anger. If
you are concerned about intoxication, drug
levels may be helpful. Obtain corroborating
tests such as x-rays if indicated. Make
certain that abnormalities in diagnostic
imaging being passed off as new (such as
bulging discs seen on magnetic 
resonance imaging) are clinically signifi-
cant. Be suspicious of patients who
refuse appropriate confirmatory tests. 

3. Talk to the patient’s regular practitioner.
Ask the patient to provide the name and
address. Once obtained, verify that the
practitioner exists, that the physician’s
bona fide address matches the one 
provided by the patient, and that the
physician is treating the patient. If possible,
speak to the doctor directly. If a patient
furnishes a consultant’s letter, verify its
authenticity in the same way. 

If the regular practitioner is unavailable,
other useful sources of confirmatory
information include nearby emergency
departments and pharmacies. If the
patient is familiar, consider asking family
members for corroborating information.
In many regions, pharmacy hotlines are a
source of information about suspected
drug seekers. The local police and the DEA
are also possible sources of information.

4. Use safe prescribing strategies. Suspicions
can’t always be confirmed. That’s why it’s
important to have a set of strategies that
treat legitimate patients compassionately
without giving in to drug seekers. If in
doubt, you can follow these safe 
prescribing strategies to ensure that 
legitimate patients are treated while 
minimizing the risk of drug diversion.

Consider NSAIDs as a good substitute 
for opioid analgesics; they are less likely
to be sold to drug dealers. But remember
the contraindications to the use of NSAIDs. 

If you are prescribing an opioid 
analgesic, it’s a good idea to limit all 
prescriptions for acute pain to a duration
no greater than 3 to 5 days. If the patient
still has pain after that period, insist that
the individual be reassessed before
renewing the prescription. Another 
strategy is to dispense several tablets
instead of writing a prescription. This
strategy is most appropriate for clinics
that are staffed 24 hours a day, such as
emergency departments. 

Partial fills are not permitted under
federal regulation unless a patient has a
chronic illness and is in a nursing home
or in hospice care. However, outside the
U.S., part-fills have been found to be a
useful method of frustrating itinerant
drug seekers while giving them the benefit
of the doubt. With a part-fill, the 
prescriber instructs the pharmacist to
dispense a fixed number of tablets per
day. Travelling con artists will invariably
ask the pharmacist to fill the entire 
prescription at one time, thus raising
suspicions. One way of obtaining the
benefit of a part-fill is to write a 
prescription for no more than 1 or 2 day
supply. It is unlawful for prescribers to
write postdated prescriptions. 

5. Prevent prescription forgery. Prescriptions
should be written so as to make them 
difficult to alter. To prevent a forger from
altering the strength of the dosage, do
not leave a space between the number
and dosage unit. For example, write:
10mg. To prevent any alteration in the
number of dosage units, write the number
of dispensed dosages in longhand, 
followed by the corresponding Arabic
numeral in parentheses. For further 
protection, write the word “only” imme-
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On the street, this is referred to as “kiting.”
The easiest method is to 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 an non-controlled drug. For
example, the drug seeker diagnosed with a
dental abscess who receives a prescription

for an antibiotic might add an opioid analgesic
underneath it. 

In addition to modifying legitimate 
prescriptions, drug seekers may forge
entirely new ones. Using a photocopier, it is
possible to reproduce prescriptions or to
forge 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
doctor’s signature. Some drug seekers 
simply steal prescription pads from the 
doctor’s office. 

Physicians have the responsibility to detect
drug seekers without compromising the

care of legitimate patients. The following
simple guidelines provide a framework for
doing so: 

1. Identify the patient. Since many drug
seekers present as unfamiliar patients,
have your receptionist 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. 

Properly trained staff can prevent
many drug seekers from ever seeing you.
Staff can explain policies that deter drug
seekers. They can also learn how to
respond to suspicious phone calls. For
example, they can ask permission to cut
the call short and call the patient back
immediately. This eliminates any drug
seekers who are unwilling to provide a
phone number. 

2. Verify the presenting complaint and
observe for drug-seeking behavior. Since
drug seekers like to present a well-

developed story that seems to justify a
prescription for a narcotic, it’s useful to
listen to the suspicious individual’s story
and to slowly take control of the
encounter. Take an independent history,
and observe closely for evasiveness. If
inconsistencies are detected in the history,
ask about them. In addition, know the
features that suggest drug-seeking behavior
(see Tables 4 and 5). No matter how late
in the day a suspected drug seeker appears,
a detailed physical examination is essen-
tial, although not always helpful. Note
that personal hygiene and dress do not
necessarily help distinguish drug seekers
from legitimate patients, unless the drug
seeker has a profound addiction problem. 

In many scams, there are few corrob-
orating physical signs that account for
the degree of pain reported by the
patient. Observe for signs of inflammation
such as erythema, induration and point
tenderness to palpation. Some patients
produce hematuria by adulterating a
urine sample with blood from a puncture
wound; thus, it’s useful to look for puncture
wounds in the hands, feet and buccal
mucosa in suspicious patients. 

Chemically dependent patients may
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diately following the Arabic numeral.
Leave no space between any of these 
elements. For example, to request that 8
tablets be dispensed, write the following:
disp:#eight(8only). Do not leave blank
spaces in the prescription; instead, fill
the unused portion of the script with a
pen stroke. 

There are a number of additional
strategies to prevent prescription forgery.
Many authorities recommend using a
numbered prescription pad for controlled
drugs, so that stolen prescriptions can be
quickly identified. Also, think of a 
prescription pad as a checkbook. Use
one prescription pad at a time, and keep
it in your pocket or under lock and key.
If prescription pads are stolen or missing,
contact local pharmacies, the State

Board of Medicine and the police. A new
technology makes it easy to discourage
the photocopying of prescriptions.
Special prescription pads are available
that display a distinctive message such as
the word “void,” when photocopied.

6. Prevent telephone scams. Do not telephone
prescriptions for unfamiliar patients.
Instead, insist that the patient come to the
office for an assessment. As a precaution,
do not arrange to see unfamiliar patients
alone. Make certain that support staff or
security are available, if needed. When
this isn’t possible, refer the patient to the
nearest emergency department. In addition,
do not permit office staff to authorize
renewals of controlled-drug prescriptions.

physician, until you can contact him or her. 
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 secretary for doing so. 

If you detect a drug seeker by following the
guidelines, you have a number of options.

If the drug seeker is an entrepreneur, the
best course of action is to contact the 
authorities. In law, there is no 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 prescribe controlled
drugs for anything other than a “legitimate
medical purpose.” 

Likewise, it’s a good idea to contact 
pharmacies and other physicians. 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 suspend-
ing confidentiality rights in these cases. 

The choice of action with regard to a
patient who seems to be chemically dependent
is more complicated, and has to be made
using the doctor’s best judgement. Unlike the

entrepreneur, the dependent patient is clearly
ill and in need of treatment. This has to be
balanced against the nature of the attempt at
drug seeking in deciding whether to contact
police. A chemically dependent drug seeker
trying to pass off a forged prescription at a
pharmacy is obviously in a different category
than a patient who has taken a legally prescribed
drug addictively and is asking for a refill
before it is necessary. 

Do not hesitate to refer a patient who
appears to be chemically dependent to a 
recognized addiction specialist or treatment
center. You do not have to confirm a diagnosis
of chemical dependence to make this referral;
it can be done under the auspices of having
the patient assessed for a possible dependency.

If at all possible, discuss your concerns
with the patient’s regular physician before
initiating treatment. If necessary, you can
schedule a second appointment without 
prescribing an analgesic to obtain the time
necessary to make this contact. Also consider
referring the patient back to the attending

How to deal with a drug seeker 

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

particularly when they request information
on specific prescriptions for controlled 
substances. Law enforcement officers have
the obligation and 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 prescriber follows nation-
al and state guidelines when prescribing
controlled substances, complies with drug
laws, and keeps good records, 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 practices. 

Working with law enforcement agencies

As individual practitioners and as a group,
physicians 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 
additional information, contact your state
medical board or professional association. 

Conclusion
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