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Prescription Drug Abuse and
the Drug-Seeking Patient

Urgent message: The urgent care clinic is a prime target for prescrip-
tion drug abusers seeking possibly inappropriate prescriptions. Cli-
nicians must be vigilant to screen, intervene, and refer such patients.

Marcelina Behnam, MD and Mark Rogers, MD

Introduction
ver the past several years,
prescription drug abuse has
become a problem of epi-
demic proportions for ur-
gent care centers and emer-
gency departments around the
country. There has been an in-
crease both in visits related to
the acquisition of these medica-
tions, and in emergency depart-
ment visits related to the mis-
use of prescription drugs."?

In response to this epi-
demic, new government leg-
islation has been enacted and
intervention and treatment
centers developed.

This review article discusses
the current problems of pre-
scription drug abuse and substance use disorders (SUDs),
as well as measures being implemented to address them.
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Rise of Prescription Drug Abuse
Within the past decade, there has been a substantial rise
in prescription drug use and abuse.

Drugs of abuse are classified both by abuse potential
and pharmacologic action, the latter of which is broken
down into three main categories: stimulants, opioids,
and CNS depressants. Fach of these categories has seen
arise in use and abuse in the past several years, with opi-
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ates being the most commonly
abused.!

According to a 2004 na-
tional survey on drug use and
health published by the Sub-
stance Abuse and Mental
Health Services Administra-
tion (SAMHSA), 19.1 million
Americans were current illicit
drug users. Among those 19.1
million, the largest segment
(2.4 million) was populated
with those engaging in non-
medical (i.e., recreational) use
of prescription pain relievers.

In 20035, according to the
National Survey on Drug Use
and Health (NSDUH), 6.4 mil-
lion Americans over the age
of 12 reported using a pre-
scription drug for a non-medical purpose within the past
month. Of those:

® 4.7 million used narcotic pain relievers

® 1.8 million used tranquilizers

® 1.1 million used stimulants (including metham-

phetamine)

m 272,000 used sedatives.?

Opiate abuse accounts for more than 50% of prescrip-
tion drug abuse. Between 2004 and 2005, the Drug
Abuse Warning Network (DAWN) reported that emer-
gency department visits involving non-medical use for
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Drug abuse

Drug abuse, as defined by the DSM-1V, is characterized by one or more of the

following signs:

= failure to fulfill major obligations

= use when physically hazardous

® recurrent legal problems

= recurrent social or interpersonal problems

Addiction/SUDs

Drug addiction and substance abuse disorders are characterized by preoccu-
pation with the drug, tolerance, escalating use of the drug, withdrawal symp-
toms, and drug use associated with interference with daily functions.

Doctor shopping

“Doctor shopping” refers to an action whereby patients actively seek to obtain
from multiple physicians the same or similar prescription within a brief period

of time, e.g., 30 days.

opiate pain meds increased 24% overall.?

The Drug Enforcement Agency (DEA) diversion drug
trend report identified hydrocodone as the most com-
monly diverted and abused controlled substance in the
United States.

Hydrocodone is also one of the most commonly used
drugs in the U.S., period. In 2004, this country used 99%
of the global hydrocodone supply.! In 2005, hy-
drocodone outpaced Lipitor to be the most-prescribed
drug here.!?

Compounding the situation, there has been an in-
crease in deaths and ED visits related to misuse and
abuse of opiates. Opioid-related deaths increased 91%
between 1999 and 2002, and by the end of 2002 opioid-
related deaths outnumbered deaths related to heroin or
cocaine.3 In 2004, according to DAWN, there were 1.3
million ED visits related to opioid misuse and abuse. It
all added up an estimated $181 billion in healthcare and
social costs.!

Why EDs and Urgent Care?
Lack of patient-provider continuity makes it relatively
easy for drug seekers to obtain prescriptions; hence,
abuse of prescription drugs tends to be more prevalent
in the emergency and urgent care settings.

In fact, prescription drugs are relatively easy to abuse
in most practice settings for a variety of fairly logical rea-
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sons. Among them:

m Prescription drugs are perceived to
be more socially acceptable and
easy to obtain than other illicit
drugs like heroin or cocaine.

m There is good quality control in
their production.

m They are often paid for by insur-
ance companies and are sold on the
Internet.

There may also be a mistaken im-
pression among the general public
that prescription drugs are less danger-
ous than other drugs of abuse; in
2005, the NSDUH showed that 60% of
prescription drugs were given to the
user by a friend or relative for free.?
And in June 2006 the national Center
on Addiction and Substance Abuse
(CASA) report found 185 Internet sites
selling prescription drugs, 89% of
which did not require a prescription.?

Other factors that may contribute to
the rise of prescription drug abuse include the percep-
tion by both physicians and patients that pain is under-
treated. Patient advocates have voiced concerns that the
war on drugs has made physicians afraid to treat pain.*
Paradoxically, this may facilitate drug seekers playing on
a physician’s sympathies to get prescriptions for pain
medications.

Striking a balance between good pain treatment and
facilitating SUDs is difficult. The Joint Commission’s reg-
ulations mandate the monitoring and relief of pain.
Physicians are challenged with demands for pain con-
trol and the feasibility of chronic pain management.?

Overall, the ready availability of prescription drugs in
the U.S. has led to increased popularity compared with
their illegal counterparts. Abusers of prescription drugs
have developed various modes of diversion through
which to obtain medications. Doctor shopping, Inter-
net sales, theft, improper prescribing on the part of the
physician, and sharing among family and friends are
some of the most-often cited.?

Characteristics of a Drug-seeking Patient

Familiarity with some of the characteristics common
among drug-seeking patients is particularly important
in urgent care and other acute-care settings, where cli-
nicians often encounter patients with whom they have
no previous experience.
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For example, drug-seeking patients:

are often described as exhibiting
“coercive behavior” and may re-
quest a specific drug for their
pain, with some experts believing
that coercive behavior may be
pathognomonic of drug-seeking
patients

are often noted to have escalating
use of the drug

often report that they “lost” their
prescriptions

may partake in “doctor shop-
ping”

may report multiple drug aller-
gies, especially to analgesics with
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Table 1. The CAGE Questionnaire

The CAGE questionnaire may be helpful in establishing alcoholism which,
in turn, may inform decisions on whether to prescribe a medication that
might be abused. The acronym, as shown below, notes that the questions
focus on cutting down, annoyance over being criticized for drinking, feel-
ings of guilt, and the need for an eye-opener (i.e., a drink first thing in the
morning).
A caveat: The value of the quiz is only as good as the patient’s willing-
ness to answer the questions honestly.
1. Have you ever felt you should cut down on your drinking?
2. Have people annoyed you by criticizing your drinking?
3. Have you ever felt bad or guilty about your drinking?
4. Have you ever had an eye-opener—a drink first thing in the morning to
steady your nerves or get rid of a hangover?

low abuse potential.

A call to the patient’s primary care
physician’s office may reveal multiple missed appoint-
ments, more reports of lost prescriptions, and deceptive
behavior. However, drug-seeking patients are often re-
luctant to identify a primary care physician or may
claim that their physician is out of town.

Such patients may also falsify symptoms, as well as
medical examination tests, in order to deceive
providers.®

One example is a patient who was known to repeat-
edly visit the emergency department with complaints of
kidney stones, and who had a history of particularly ma-
nipulative behavior. Despite multiple negative CT scans,
this patient often received narcotics based on com-
plaints of flank pain and hematuria—that latter of
which, as eventually witnessed by a nurse, was manu-
factured by the patient pricking his finger in order to
contaminate the urine sample.

Drug-seeking patients are likely to have a history of
substance or alcohol abuse. Look for cutaneous signs of
drug abuse, such as needle tracks. They are also more
likely to suffer from mood disorders.

A 2005 study looked at characteristics of drug-seeking
patients and found that opioid abusers were character-
istically more likely to be young men who have a past
history of alcohol abuse, cocaine abuse, or have a pre-
vious drug or DUI conviction.®

Approach to the Drug-seeking Patient

Assessment of drug addiction/abuse

It is important to evaluate the patient on a clinical ba-
sis and not to dismiss complaints of pain out of hand.
Key steps in this evaluation include establishing the ini-
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tial diagnosis, the medical necessity for pain medication,
and weighing the risk-benefit ratio of prescribing pain
medications in the evaluation of a suspected drug
abuser.3

Patients should be evaluated for signs and symptoms
of drug abuse and withdrawal. A discussion with pa-
tients regarding past or present alcohol and recreational
drug use should always take place whenever one consid-
ers prescribing a potentially addictive medication.

The CAGE questionnaire (Table 1) is useful for deter-
mining alcohol abuse and SUDs, which is a useful pre-
dictor for prescription drug abuse. It can also be modi-
tied to query patients about prescription drug addiction
and abuse.

Other surveys have been devised, such as the prescrip-
tion drug use questionnaire, which consists of 39 items
evaluating five different domains. This tool is helpful in
identifying addiction risk.>”

One major limitation to extensive questionnaire use
is the feasibility in an urgent care setting. Other modes
of evaluating for SUDs and abuse of prescription drugs
include a review of the patient’s chart and, in certain
states, a prescription monitoring program.

Alternatives to drugs of abuse
If SUDs or recreational use of prescription drugs is sus-
pected with a particular patient but you still feel that pa-
tient has a legitimate need, consider prescribing some-
thing other than a medication that could be abused by
the patient (Table 2).

Drugs with partial opiate receptor activity such as tra-
madol, for example, have become a popular alternative
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Table 2. Pharmacologic Alternatives to Controlled Drugs in

Patients with SUDs?®

Diagnosis

Alternative to controlled drugs

Anxiety disorders | Antidepressants (most)

Buspirone (Buspar)

[Neurontin])
Selected antihypertensives (beta-blockers)

[Seroquel], risperidone [Risperdal])

Anticonvulsants (valproic acid [Depakene], gabapentin

Atypical neuroleptics (olanzapine [Zyprexa], quetiapine

frontation with a patient who is re-

questing a controlled substance, try

to do the following:

B Remain calm.

m Explain to the patient that what he
or she requested is not an option.

= Say no.

Offer the patient an alternative.

® Demonstrate genuine concern for
the patient’s distress, and avoid rais-
ing your voice. Also, try to avoid us-
ing judgmental phrases or tones.

Insomnia Sedating antidepressants
Trazodone (Desyrel)
Doxepin (Sinequan)
Amitriptyline (Elavil)
Nefazodone (Serzone)
Mirtazepine (Remeron)
Zolpidem (Ambien)*
Antihistamines

® Create room for discussion by
showing concern and interest for
the patient’s wellbeing.

Documentation
From a medical/legal standpoint, it is
important to document these discus-

Attention-deficit
disorder

Pemoline (Cylert)

Bupropion (Wellbutrin)

Desipramine (Norpramin)

Venlafaxine (Effexor)

Clonidine (Catapres)

Selective serotonin reuptake inhibitors

sions with the patient in the patient
chart.® In addition, if you suspect that
the patient has exhibited repetitive
drug-seeking behavior, doctor shop-
ping, or other modes of diversion, make
notes of this in the patient’s chart.

Pain Nonsteroidal anti-inflammatory drugs
Acetaminophen

Antidepressants

Anticonvulsants

Steroids

Muscle relaxants

This should be done with caution,
however, to avoid “labeling” the pa-
tient and causing undue harm and
bias between the patient and future
providers. For this reason, objective

language should be used with specific
situational references.

*While this drug has been marketed with claims of having low abuse potential, there have been some reports of abuse.

to opiate analgesics. These agents are commonly be-
lieved to be non-addictive and are often prescribed to ad-
diction-prone patients, though there have been multiple
reports of addiction to these substances, as well, with an
increased prevalence in their abuse. A 2004 survey by the
NSDUH found that 1.3 million Americans used tra-
madol for non-medical purposes. The DAWN 2004 study
cited 2,984 ED visits related to tramadol overdose.!

When prescribing these medications, consider the
possibility for abuse in those patients with a history of
SUDs or drug abuse.

Strategies for dealing with difficult patients

Practice caution when dealing with coercive patients.
Avoid feeling compelled to oblige the patient’s requests.
If discussion of treatment options escalates to a con-
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Cite in a patient note the nature of

the visit, the past prescriptions ob-

tained, what the interaction with the patient was, and

an objective description of the patient’s behaviors. It is

also important to cite what alternative treatments have
been offered to the patient.

Treatment
Finally, if feasible and deemed appropriate in your opin-
ion, direct the patient toward resources to aid in treatment.
Current treatment for SUDs is multifaceted. Medical
therapy usually involves a combination of pharmaceuti-
cals aimed at reducing the side effects of opiate with-
drawal (e.g., clonidine [Catapres], loperamide [Imodium])
and others reducing the craving for the drug itself (e.g.,
methadone, buprenorphine hydrochloride/naloxone
hydrochloride [Suboxone].
There are a variety of resources available for treatment
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(Table 3). For example, SAMHSA offers an online Sub-
stance Abuse Treatment Facility Locator covering more
than 12,000 treatment centers.? Other resources include
the National Institute on Drug Abuse (NIDA) and the Of-
fice of National Drug Control Policy (ONDCP).

Preventive Strategies

Prevention of prescription drug abuse is a multidiscipli-
nary task which involves both public and physician
awareness. Education through the media, government
agencies, and local campaigns combine to raise public
awareness of prescription drug abuse.

As clinicians who are likely to see our fair share of
drug-seeking patients, urgent care practitioners are in a
good position to contribute to public awareness by ed-
ucating patients and patients’ families on the dangers of
addiction and the potential for overdose of controlled
substances.

Awareness of which drugs are most likely to be abused
helps to facilitate education.

Medications with high potential for abuse tend to
have several properties in common, notably:

® rapid onset

= high potency

u brief duration

The formulation of the substance also affects its abuse
potential. Water-soluble medications are prone to intra-
venous use; volatile substances may be smoked.

Also, some controlled substances that are manufac-
tured for a slow, time-release delivery may be tampered
with (e.g., crushed) so that the entire amount of the ac-
tive ingredient is absorbed immediately upon ingestion.

Prescriber responsibility and training
There is also concern that the abuse of prescription
drugs is due to overprescribing on the part of the pre-
scriber. This may be due, in part, to the fact that many
clinicians lack education and training on drug-seeking
patients. They may not know how to identify drug-
seeking behaviors, or they may be unaware of the signs
and symptoms of SUDs. They also may not have strate-
gies to deal with coercive patients, which may lead to
trouble saying “no” to patients.?
Research indicates that, as a whole, physicians lack ed-
ucation on prescription drug abuse. For example:?
u Only 19% of physicians report receiving training in
prescription drug diversion.
® An underwhelming 40% had any previous medical
school training in identifying prescription drug
abuse and SUDs.
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Table 3. Substance Abuse and Treatment Resources

Organization Website

Private insurance companies use
drug utilization reviews to address
whether drugs are being prescribed
appropriately.

Medicaid has an abuse drug audit
system that identifies doctor shoppers

and assigns a single primary care physi-

Agency for Healthcare Research and Quality www.ahrg.gov
American Academy of Family Physicians www.aafp.org
The Buprenorphine Bibliograph www.coretext.org

cian and pharmacy to these patients.

Center on Addiction and Substance Abuse (CASA)

www.casacolumbia.org

Central East Addiction Technology Transfer Center | www.ceattc.org

Prescription monitoring programs
On both state and federal levels, there

Department of Health and Human Services (DHHS) | www.hhs.gov

are programs which monitor the dis-

Drug Abuse Warning Network (DAWN)

www.dawninfo.samhsa.gov

tribution of prescription drugs.

The Kentucky All Schedule Prescrip-

Drug Enforcement Agency www.usdoj.gov/dea . ) )

Narcotics A tion Electronic Reporting (KASPER) sys-
Arcotics Anonymous www.na.org tem, developed in 1998, archives rele-

National Alliance of Methadone Advocates www.methadone.org vant information into a database that

National Institute on Drug Abuse (NIDA)

www.nida.nih.gov

can be accessed in real time by practi-

Office of National Drug Control Policy (ONDCP)

www.whitehousedrugpolicy.gov

tioners. The limitations to this system

Substance Abuse and Mental Health Services
Administration (SAMHSA)

www.samhsa.gov

are that drug-seeking patients can go to
bordering states that do not use a pre-

Substance Abuse Treatment Facility Locator

www.findtreatment.samhsa.gov

scription monitoring system.

U.S. Department of Health and Human Resources

Health Resources and Services Administration www.rsa.gov

In an attempt to remedy this prob-
lem, in 2003 the Department of Justice
initiated the Harold Rogers Prescrip-

= As many as one third do not regularly call or obtain
records from the patient’s previous physician before
prescribing controlled drugs on a long-term basis.
Educational seminars and training designed to in-
crease awareness among physicians and patients is
needed. ONDCP, NIDA, DEA, SAMHSA, and the Depart-
ment of Health and Human Services (DHHS) all offer ed-
ucation on prescription drug abuse.

Institutional Policies

In many instances, institutional policies are over-
shadowed by state and national regulations. In some
institutions, hospital committees can help to identify
drug-seeking patients and assign these patients to a
primary provider.

Other institutions have developed “patient alert
lists.” A community-wide system in Calgary, Canada
encompasses a group of local hospitals toward this
end. Such institutional surveillance may not be feasi-
ble in the U.S. due to HIPAA and other federal regu-
lations, however.

Private insurers and Medicaid have adopted policies
to combat prescription drug diversion, as well.
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tion Drug Monitoring Program, spon-

sored by the DEA and Congressman
Harold Rogers (R-KY). This initiative was aimed at im-
proving prescription drug monitoring programs among
individual states.

Two years later, the National All Schedules Prescrip-
tion Electronic Reporting Act (NASPER) passed, contin-
uing the funding of state monitoring programs and au-
thorizing spending to improve the communication
between the different state programs. While funding has
been an issue for these projects, as of 2006 there were 27
states with prescription drug monitoring programs, of
which 18 monitored schedule IV drugs and 20 moni-
tored schedule III drugs.?

Prescription drug monitoring programs are a benefit
in the states that have these programs. However, at this
time there is little communication between neighbor-
ing states, and work still needs to be done to make this
a national system.

Doctor shopping laws

The National Alliance of Model State Drug Laws is a re-
source for legislators and other professionals to help de-
velop laws with the intent to address alcohol and drug
abuse. Specifically, they cite the number of individual
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Table 4. State Doctor Shopping Law™

State Citation

Connecticut

CONN. GEN. STAT. ANN. § 21a-266 (West 2006).

narcotic prescriptions, provided sup-
portive and addiction counseling, and
limited them to one pharmacy. This
resulted in a 72% decrease in the use of
the emergency department by these
frequent users without increased use

of other hospitals.*

Prescription drug abuse has grown

to epidemic proportions in the past 10

years. One of the challenges in the

Florida FLA. STAT. ANN. § 893.13(7)(@).8 (West 2006).
Georgia GA. CODE ANN. § 16-13-43(a)(6) (2005).

Hawaii HAW. REV. STAT. ANN. § 329-46 (Michie 2005).
Maine ME. REV. STAT. ANN. Tit. 17-A, § 1108 (West 2006).
Nevada NEV. REV. STAT. ANN. 453.391 (Michie 2005).

identification and prevention of pre-

New Hampshire

N.H. REV. STAT. ANN. § 318-B:2.Xll-a (2006).

scription drug abuse is the fear of inad-
equately treating someone’s pain. It is

South Carolina

S.C. CODE ANN. § 44-53-395(A)(3) (Law. Co-0p 2005).22

often difficult to discriminate between

Utah

UTAH CODE ANN. § 58-37-8(3)(a)(ii) (2006).

true disease pathology and drug-seek-

West Virginia

W. VA. CODE ANN. § 60A-4-410 (Michie 2006).

ing behavior.

states with doctor shopping laws.
As of 2006, only 10 states had specific laws against
doctor shopping (Table 4).

Treatment legislation

Congress passed the Federal Controlled Substance Act,
the government’s initial response to the abuse of pre-
scription medications, in 1970. This act classifies drugs
of abuse and provides criminal statutes for inappropri-
ate use of controlled substances.

Under the Federal Controlled Substance Act, it is ille-
gal for physicians to prescribe controlled substances to
individuals who are known to have an abuse or addic-
tion problem—including those for the treatment of
withdrawal symptoms.

The Drug Addiction and Treatment Act of 2000 ad-
dressed the issue of treatment of individuals who are
addicted to controlled substances. Currently,
buprenorphine HCI (Subutex) and buprenorphine
HCl/naloxone HCI (Suboxone) are the only Schedule
III, Schedule IV, or Schedule V drugs with FDA ap-
proval to treat individuals who are addicted to con-
trolled substances with opiates, or agents with partial
opiate receptor activity. This treatment is facilitated
through specialty clinics.

Summary

With the implementation of strategies aimed at reducing
the diversion of controlled substances, the abuse of pre-
scriptions drugs can decrease. One study identified fre-
quent users in an emergency department, denied them
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However, with increased awareness
and experience, urgent care providers
can help to control prescription drug
abuse by identifying drug-seeking patients through the
recognition of their behaviors and diversion techniques.
This will allow the provider to treat all patients appro-
priately and responsibly. B
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