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Physicians’ Responsibility with
Prescription Drug Abuse

Bradley T. Wajda, DO

Abstract

The discharge of a patient found to be abusing their prescription
represents a tragic outcome — that of a missed opportunity to
provide appropriate continuity of care for a newly discovered
(and recognized) medical problem of the substance use disor-
der. As physicians we need to realize (as with the acetamino-
phen case) that we have just as much medicine to practice to
help our patients solve their substance use disorder as we prac-
ticed while accompanying them to that point of developing a
substance use disorder.

Recently, I had the good fortune to be on a rather long flight to
the Caribbean. Among the reading selections was the Decem-
ber 2011 issue of Discover magazine,' which had a brief sum-
mary of a Journal of Pediatrics September 2011 article? docu-
menting a 101% increase in ER visits for accidental ingestions
of medications by children under the age of five between 2001
and 2008, and which coincides with a near doubling of oxyco-
done prescriptions and a 559% rise in methadone prescriptions
between 2000 and 2007.

It struck me that, as physicians, we are expected to get our
patients to say “yes” to drugs ... at least to prescription drugs
when appropriate. The pace of today’s medical practice can be
a challenge for us to do all the right things we learned in our
last risk management seminar — such as getting an informed
consent for medication. When prescribing a medication I typi-
cally tell the patient:

1) Take their medication as directed.

2) Let me know if they believe the dosage is insufficient
to manage their problem.

3) Do not attempt to enhance the potency of their medica-

tion by “borrowing” the medication of a friend or fam-
ily member (or by using alcohol and/or illicit drugs).

4) Tell each doctor they see which medications they are
taking (including over-the-counter medications).

5) When using analgesics, they are not to use the medi-
cation to dull the pain enough to engage in physical
activities that will only aggravate their condition.
Furthermore, I monitor for use beyond the expected
duration of the pain, the use of ever-larger amounts of
medication, and reports of potential withdrawal symp-
toms when they try to stop taking their medication.

However, reality is very different. Every day I have patients
react to my pursuit of informed consent for medications with
surprise and suspicion because “I’ve never had any other doctor
do this.” How often do we see non-compliance or find out that
our patient believed “if a little is good, then more is better?”
Even so, we generally trust our patients. We recognize them
as a partner in their own health care — someone who has far
more to lose than we do if they are not both forthcoming and
compliant. If we tell a patient to use acetaminophen for pain,
how often do we tell them about the potential consequences of
taking more than four grams per day?* When they show up in
the clinic with elevated liver enzymes, what do we do? We treat
them and we educate them. In other words, we recognized that
there was more medicine to be practiced when we discovered
the problem.

Why then do so many of us feel betrayed by the patient when
we discover that they took a prescription for a scheduled drug
and are now found to be abusing it? Granted, their presentation
can be more devious (doctor shopping, lying, and manipulative
behavior). Yet I see many patients who are denied any further
prescription for scheduled medication or they are simply ter-

I Physicians’ Responsibility with Prescription Drug Abuse I



AMERICAN JOURNAL OF CLINICAL MEDICINE » FALL 2012 - VOLUME NINE NUMBER THREE

Table 1: Three Risk-Reduction Strategies.

Patient category Urine drug tested

Made regular office visits | Restricted early refills

All patients 8.0%

49.8% 76.7%

Patients with drug use disorder 29.3%

52.9% 66.7%

minated from treatment altogether. Without exception, every
physician I have ever spoken to about this regarding a mutual
patient has cited liability concerns. I will be the first to say
that I am not an attorney; however, it certainly seems to me
that liability was an issue in the above described acetaminophen
scenario as well. It is my opinion that to abruptly deny the re-
fill of a scheduled medication or to terminate the doctor-patient
relationship may well incur a greater liability. As physicians
we need to realize (as with the acetaminophen case) that we
have just as much medicine to practice to help our patient solve
their substance use disorder as we practiced while accompany-
ing them to that point of developing a substance use disorder.

The real reason for this article is to remind us to maintain the
delivery of good patient care AFTER we find out that our pa-
tient now has a prescription substance abuse problem. In my
experience, the majority of the time the patient is discharged
from care without a specific referral. They are often left without
prescriptions, treatment recommendations, or even an explana-
tion of what to expect (such as what withdrawal symptoms may
occur). This scenario often leads to the first illicit use of drugs
and where they will buy it from other (as-of-yet undiscovered)
abusing patients or they will find the street equivalent.* The
discharge of a patient found to be abusing their prescription rep-
resents a tragic outcome — that of a missed opportunity to pro-
vide appropriate continuity of care for a newly discovered (and
recognized) medical problem of the substance use disorder.
Furthermore, this tragic outcome (in my opinion) could be con-
strued as patient abandonment in the face of the aforementioned
newly discovered medical problem. As medical professionals
we strive to provide the best care possible, and the reality is that
the best care is often only as good as our documentation in the
event of a poor outcome. For this reason, we all practice some
degree of defensive medicine. This should not be overlooked in
cases of prescription abuse. Obvious areas of potential liability
in the event that the patient is simply “cut off” from treatment
or their prescription would be when withdrawal can be life
threatening (such as benzodiazepine withdrawal).®

“An ounce of prevention is worth a pound of cure.” Preventing
prescription abuse is the goal, and three risk-reduction strate-
gies identified by Joanna Starrels, M.D., at the Albert Einstein
College of Medicine!! as successful for prevention are:

1) Urine drug testing.

2) Regular face-to-face office visits at least every six
months (and within 30 days of modifying treatment).

3) Restricted early refills.

4) The study included 1,612 patients which revealed the
results in Table 1.

Apart from the urine testing, which was done more often in
those patients with a substance use disorder, there was little
difference in how often primary care clinicians saw the pa-
tient. Random urine testing is recommended along with face-
to-face visits at least every six months (and within 30 days of
a modification in the drug regimen). Of interest is that those
with a substance abuse disorder were given early refills 10%
more often. Early refills should require an explanation by the
patient and be limited (e.g., once every two years). I also edu-
cate the patient about the abuse potential of the drug and how
tolerance can manifest itself with specific prescriptions.

If there is suspicion of prescription abuse, any consideration of
treatment options begins with defining the extent of the prob-
lem. The following table is used extensively on different sites
on the internet, including the site for the California Society of
Addiction Medicine. This simply and sufficiently summarizes

the DSM 1V criteria for dependence vs. abuse without the
excessive detail included in the more recent DSM IV-TR:

DEPENDENCE
(3 ormoreina
12-month period)

* Tolerance (marked in-
crease in amount; marked
decrease in effect)

e Characteristic withdrawal
symptoms; substance tak-
en to relieve withdrawal

* Substance taken in larger
amount and for longer pe-
riod than intended

» Persistent desire or re-
peated unsuccessful at-
tempt to quit

* Much time/activity to ob-
tain, use, recover

* Important social, occu-
pational, or recreational
activities given up or re-
duced

* Use continues despite
knowledge of adverse
consequences (e.g., fail-
ure to fulfill role obliga-
tion, use when physically
hazardous)

» Recurrent use resulting in
failure to fulfill major role
obligation at work, home,
or school
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ABUSE
(1 or morein a
12-month period)

* Symptoms must never
have met criteria for sub-
stance dependence for
this class of substance

* Recurrent use in physical-
ly hazardous situations

* Recurrent substance re-
lated legal problems

» Continued use despite
persistent or recurrent
social oar interpersonal
problems caused or ex-
acerbated by substance
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Certain medications, which are prone to abuse, create more
complex clinical issues. One popular medication is Soma
(carisoprodol). It is a non-controlled skeletal muscle relax-
ant whose active metabolite is meprobamate, a Schedule IV
controlled substance.” Although several case reports have
shown that carisoprodol has abuse potential, it continues to be
widely prescribed. Biopsychiatry.com reports that a signifi-
cant percentage of the physician population is unaware of

the potential of carisoprodol for abuse and of its metabolism
to meprobamate, a controlled substance. Another popular
medication is Ultram (tramadol). Withdrawal from tramadol
includes both opiate withdrawal and SSRI (selective serotonin
reuptake inhibitor) withdrawal.®%'0

Once you have defined the substance use disorder, then it is
necessary to determine treatment. Begin with a contract be-
tween you and the patient. Any controlled medications should
be monitored by one physician (preferably with access to a
Bureau of Narcotics Enforcement database, such as the Cali-
fornia Prescription Drug Monitoring Program). The three risk-
prevention strategies discussed earlier should be applied, and
appropriate laboratory studies should be obtained (e.g., LFTs).
Patient accountability is paramount. Make specific referrals.
Involve the family whenever possible. Depending on your area
of expertise, you might elect to treat the problem on your own,
but don’t hesitate to refer at the first sign of a treatment fail-
ure. There are many treatment possibilities including (but cer-
tainly not limited to): Buprenorphine, Methadone, Naltrexone,
benzodiazepine taper, barbiturate taper, non-narcotic detoxifi-
cation, Cognitive Behavioral Therapy, 12-step programs, and
residential treatment. What is most important is that you use
interventions that you are comfortable with and deem to be the
best course of action BUT collaborate with the many resources
available to provide support services and accountability.

Bradley T. Wajda, DO, is a Diplomate in Psychiatry certified by
ABPS and in private practice in central California. He recently
opened Esano Corporation offering adult and child psychiatry
and substance abuse treatment.
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