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Abstract:
Pain management is an important and emerging field of medicine. Appropriately
prescribing and managing controlled substances for pain is unfortunately fraught with risk
of litigation, regulatory intervention, manipulation by drug abusers, and misunderstanding
by the public. Chronic pain is a pervasive and widespread phenomenon which must be
adequately treated while at the same time minimizing diversion and abuse of powerful but
effective substances. This article outlines useful recommendations for the appropriate use
of controlled substances in pain management, and it also defines a legal standard of care.
As the field of pain management has evolved, so have the complexities surrounding the choices of
therapy, the abuse and diversion of controlled pain medications, and the disciplinary environment which
seeks to protect the public from inappropriate prescribing and drug diversion. Since this author's first
discussion of prescribing controlled substances in 1991 (1), volumes have been written on the
management of both cancer and chronic non-cancer pain (2).
Unfortunately, prescription narcotic abuse is a significant problem. While 4.8 percent of individuals over 12
years of age used prescription pain relievers non-medically in the prior year of the survey (3), 11.9 percent
of individuals age 18 to 25 used the drugs non-medically. Fortunately, use has been reasonably stable
from 2002 to 2005. Cicero has examined abuse patterns and determined that the most frequently abused
products are either oxycodone or hydrocodone-based medications (4) as well as buprenorphine and
methadone (5).
Counterbalancing the concerns over the abuse of controlled pain medicines is the fact that pain continues
to be largely under-treated. Recent work has characterized the global impact of the undertreatment of pain
as a function of negative attitudes toward pain, legal barriers, financial constraints, and poor access to
care. Taylor et al (6) relate that 80% of patients globally do not receive adequate pain treatment.
An evolution of the disciplinary arena has resulted in the recognition that there exists an appropriate
framework for prescribing and managing chronic pain. (7). Such guidelines were largely based upon the
definitions outlined by pain specialists as they grappled with the complexity of pain management. (8,9).
Unfortunately, such guidelines are nebulous enough that they are open for abuse from either a lenient or
restrictive perspective. What is very important, however, is that respected authorities have defined the
problem and stated clearly that the use of controlled substances is appropriate in the treatment of chronic
pain.
Despite progress and changes in position on the part of the regulatory environment, the level of
understanding of the management of chronic pain on the part of disciplinary boards still lags behind the
medical pain treatment community. By 2004, two-thirds of regulators considered long-term use of opioid
pain medications to patients for non-cancer pain to be lawful as compared to only 33% in 1997. Of equal
importance is the fact that only 21 % considered the use of opioids in patients with a prior substance abuse
history as legal in 2004 compared to 6% in 1997 and only 1% in 1991 (10).
Central to the entire discussion of pain management and appropriate or legal prescribing is the notion of
addiction vs. dependence vs. abuse. Part of the problem arises in the lack of a uniform vernacular and
nomenclature. Indeed, there is variance between such nomenclatures as the WHO, the DSM-IV, and
general medical vernacular (Atluri S, Boswell MV, Hansen HC, Trescot AM, Singh V, Jordan AE.
Guidelines for the Use of Controlled Substances in the Management of Chronic Pain. Pain Provider
2003;6:233-257).
To better understand these issues, we need to establish a working definition of terms. For purposes of
clarification, the terms practitioner and provider are used synonymously. We do recognize that there are a
host of specialties that will prescribe for chronic pain, including those with mid-level training (provider
assistants and ARNPs). Physical dependence will develop in many patients simply as the result of
sustained exposure to opiate pain medication or other habituating medication. Such dependence is often
accompanied by tolerance, which may necessitate increases in dosing of narcotics in some patients for
them to continue to experience analgesic qualities. Such increases in required dose may be a sign of
impending problems with the medications. However, the acceptance of the term pseudoaddiction has
helped explain such a phenomenon when patients push for higher doses of medication as the result of

legitimate pain needs in the absence of abuse. Practitioners need to question whether dose adjustments
and perceived manipulations are more the result of under-treated pain than true misbehavior.
Withdrawal is virtually always seen in a patient who has had sustained narcotic dosing and abruptly stops
the medication. Such patients may incorrectly be labeled as "addicts" rather than individuals suffering a
normal physiological response to the abrupt discontinuation of habituating medications. This may be the
result of inadvertent discontinuation such as hospitalization or may result from an intentional
discontinuation of the medicine by either the patient or practitioner.
Addiction (also termed drug dependence or chemical dependence) is a vexing term. This terminology
brings to bear the issue of misbehavior and manipulation. It encompasses illegal behaviors along with loss
of control and compulsion to use. Certainly, awareness of such "aberrant" behaviors on the part of
practitioners is paramount to deciding whether to continue to provide medications. Sadly, prescribing
controlled substances may require the provider to be suspicious of patients. Most providers are trained to
believe patients' histories, giving them the benefit of the doubt. The cold war adage "trust but verify" is a
useful stance to adopt.

Standard of care:
The term "standard of care" is often used synonymously in medical practice and medical institutions with
the term "best practices." It is often connoted to mean "the" way to manage a medical situation. In a
medico-legal or regulatory environment, however, a distinctly different situation exists. Unfortunately, there
has been a surge in medical malpractice cases aimed at the standard of care in pain management. It is
therefore important to explore this issue in detail.
In the legal realm, the "standard of care" represents a spectrum of behaviors and practices which range
from best practices to those which are barely acceptable. Standard of care is generally regarded as the
appropriate application of adequate training or practices which competent and reasonable providers
consider appropriate and adequate. This is obviously a broad spectrum, and therefore there exists a
hesitancy in defining a standard of care. One excellent summary of pain management even makes the
statement, "these guidelines do not represent 'standard of care' " (2).

Defining the standard of care:
Defining a deviation from the "standard of care" becomes a difficult task as it relates to pain management.
Some practitioner behaviors are clear deviations from the standard of care while others are more difficult
to ascertain. The provider who comes under scrutiny for prescribing might be termed a "misprescribing"
provider. The misprescribing provider has been characterized previously as either Dated, Duped,
Disabled, or Dishonest (1).
The most glaring examples of deviations of standard of care involve intentional diversion or abuse of
controlled substances such as criminal or unethical behaviors. Examples of the "dishonest" provider would
include knowingly selling drugs or providing prescriptions to patients for cash, sexual favors, or street
drugs with the clear intent that they are to be abused. Undercover police investigations are often required
to identify such behavior.
Persistent significant personal use or prescribing for family members of opiate pain medications or
sedatives, particularly in doses exceeding reasonable therapeutic ranges by the "disabled" provider, is
also inappropriate. States' regulations vary as to personal prescribing, but in general, it is legally
dangerous to prescribe opiate pain medicine or related narcotics for oneself or family members on a
prolonged basis. This is to be contrasted with the rare or occasional prescription for narcotic cough
medicines, pain medicine, or sedatives for family members. Some states may prohibit this as well.
It is also a clear deviation from the standard of care as well as ethical boundaries to prescribe narcotics or
sedatives for sex partners, or certainly in any manner where the drugs are being traded for sexual or
monetary favors.
The "dated" provider tends to be out of touch with the medical literature and accepted practices for dealing
with pain. Such a provider may not use alternatives to narcotic treatments for pain out of a lack of
awareness or a lack of availability of other modalities. While this type of provider might receive leniency or
requirement for retraining from a regulatory agency, they are still exposed to litigation risks.
The greatest risk for the practitioner is falling into the trap of being "duped" by drug seeking or drug
abusing patients. These providers are usually competent and compassionate physicians who seek to
provide relief to patients who appear to be in misery. Many of the interventions which are considered best
practices are targeted at preventing these types of situations.
Examples of best practices in pain management would include, but not be limited to, exhaustive and
rigorous documentation, use of standardized scoring and assessment tools, monitoring with drug
screening, pain contracts or agreements, monitoring pharmacy records, detailed review of past medical
records, and criminal background checks. While these are useful and beneficial tools, they are quite timeconsuming and often cumbersome to implement. Such interventions might be implemented in patients
who are high-risk for abuse or manipulation (2).

History and Physical examination:
It is the documentation of history and physical findings that is the most important item that litigant
attorneys, regulatory agencies, or enforcement agencies examine when trying to determine a deviation
from standard of care. The best practice for documentation of history would include obtaining an extensive
and thorough history of present illness and evaluating past medical history that corroborates the pain
picture.
Elements of such a history include careful description of the history and source of pain, the character of
the pain, variations throughout the day, benefits, detractors, and irritants. The use of a standardized pain
scoring measure such as the Mankowsky grading scale which ranks pain intensity from 1-10, gives a good
sense of the status of the pain. Other important items would include medication habits, past or current
trouble with alcohol or other drugs, evidence of overt manipulation, inconsistencies in history or
symptoms, and rigorous attention to behaviors or activities which alter pain for the better or worse. Every
refill or pain-related contact with the patient would repeat the scoring and a thorough discussion of the
status of pain.
This level of documentation is certainly an excellent goal, but it is simply too time intensive to accomplish
for every patient in today's medical practice environment. While a "best practices" approach is optimal,
practicing within the standard of care would dictate that there is at least some reasonable interval for
follow-up and documentation of the status of the patient. That may be weekly for the unstable or
worrisome patient, or it may be 6 months for the stable and reliable patient. If the patient care takes place
in the primary care setting, an intrinsic difficulty is mixing other primary care issues and failing to address
and document adequately regarding the pain status.
It is neither reasonable nor feasible for all pain management to take place in specialized practices. Indeed,
most pain management takes place in primary care settings. It is not a deviation of the standard of care for
a practitioner other than a pain specialist to care for pain. That being said, the provider must have some
understanding of pain and the ability to evaluate and appropriately render treatment. Strong consideration
should be given to referring unstable, poorly controlled cases or cases that are perceived to be
problematic to either pain specialists or those who might have expertise with a specific system.
A deviation from the standard of care relative to the use of specialists might hinge upon failure to obtain
specialty consultation or advice in the face of persistent evidence of aberrant behaviors with widely
fluctuating doses of medication, or without evidence of a clear explanation for such aberrant behaviors. A
reasonable discussion of the decision to not refer could be an acceptable chart entry that might mitigate
such a determination. Other mitigating issues would be lack of availability of specialists, lack of a clearly
defined cause of pain, or rural locations where obtaining specialty input places an unnecessary burden on
the patient to travel unreasonable distances.
Office notes need to be legible and demonstrate a reasonable flow of thought. It may be very difficult for
expert witnesses or reviewers to sort out provider "short hand" notes, and this may work against the
provider. The frequency of documentation is not well defined in the pain literature. The standard of care for
adequacy of documentation depends largely upon the stability of the condition and treatment. Significant
changes in dosage, changes in the reported nature of pain, changes in excuses, early refills, and other
aberrant behavior need some discussion. Along this line, isolated or rare aberrant events might need
minimal documentation.
It is also important to note that some lack of documentation does not necessarily tie directly to harmful
outcomes. If there appears to be a reasonable initial indication for a narcotic, reasonable intervals of follow
-up, generally acceptable doses, and no gross evidence of abuse on the part of the patient, then the chart
probably meets the standard of care from a legal perspective.
Several other interventions exist that help constitute best practices. While these are very useful in building
a case for a particular course of treatment, the lack of using them is not a deviation from the standard of
care. These tools are very helpful in adding information that may help document the legitimacy of the
patient behavior.

Assessment tools:
Several scoring tools exist that help in the determination of the status of pain. The intent of such tools is to
use standardized scoring and description of the pain to help determine particularly the legitimacy of the
pain history. Most of the assessments try to tie together the significant elements of documentation in a
neat package. The Pain Assessment Documentation Tool is a reasonably short and easy tool that lends
itself nicely to either a specialty or a primary care environment (11).
The DIRE score goes a step further by trying to predict troublesome patients. Essentially, the DIRE
codifies the same type of decision-making processes that experienced pain providers go through as they
make judgments of risk and legitimacy of patients. In so doing, risk is essentially quantified (12).

Pain agreements or contracts:
The use of pain agreements has become commonplace within the pain management community, but
some controversy surrounds their use. It is inappropriate to suggest that a pain management "contract" is
a bilateral, legally binding contract that requires the patient as well as the provider to perform in certain

ways or be open to litigation. Some plaintiff attorneys have tried to litigate suggesting that if a provider
continued to prescribe pain medication even though the patient had, for instance, failed a drug test that
the provider was in violation of the contract.
Thus, the pain "agreement" is a better terminology that seeks to explain and document the expectations
that the provider has of the pain patient. It also defines a possible set of circumstances that might result in
termination of the patient if the patient is non-compliant. As with some of the other tools mentioned, the
use of a pain agreement is a best practice. The pain agreement should generally be considered a one way
agreement that if the patient performs within certain expectations that the provider may continue to
prescribe pain medications.
One drawback of the pain agreement is the formal and almost adversarial structure that the signed
agreement creates between the provider and the pain patient. The agreement does, however, clearly
define some expectations of behavior of the patient. Considering the litigation and regulatory environment
that exists, it is still prudent to pursue the pain agreement (13,14).
Elements of the pain agreement may typically include but are not limited to a definition of the primary
prescribing provider, the pharmacy to be used, adherence to dosing and prescribed interventions, the
potential use of drug screens, perhaps a discussion of the toxicity or risks associated with narcotic
therapy, and possibly other items that the provider may want covered. Plaintiff cases have sued pain
specialists over the issues surrounding a lack of informed consent to administer narcotics. If carefully
worded, a pain agreement can alleviate at least some of this risk.
The lack of use of a pain agreement or failure to terminate a patient based on the patient's violation of the
agreement is insufficient to constitute a deviation of standard of care. Some plaintiff attorneys and
regulatory agencies have interpreted the lack of termination of a patient who signs an agreement and then
violates elements of the agreement as a deviation of the standard of care on the part of the provider. This
is inappropriate (15).
At some point, repeated violations of a pain agreement may represent aberrant or manipulative behavior
necessitating termination. However, this is an extremely variable situation and depends upon the
judgment of the provider in the context of the overall case. Unless there is a clear and repeated pattern of
ignoring significant elements of the pain agreement without a documented justification, this is not a
deviation from the standard of care.

Pharmacy records:
The review of pharmacy records is useful in determining patient prescription patterns. Evidence of a
patient filling prescriptions from multiple providers might constitute grounds to terminate a patient.
However, the expectation of a single prescribing provider needs to be clearly articulated to the patient.
Very manipulative or criminal patients may be well-organized enough to manage multiple pharmacy
accounts that never become obvious to the primary prescribing provider.
Privacy rules would generally require that a release of information be obtained from the patient so that the
provider can openly communicate with the pharmacy. It is also useful to send a letter of introduction to the
pharmacy outlining who will be the primary prescribing provider.

Drug screening:
Drug screens can be useful in identifying the presence of unacceptable drugs such as marijuana, cocaine,
or other drugs that should not be present. Drug screening can also confirm that prescribed medications
are present. Of course, using drug screens entails a necessary level of understanding and expertise. The
absence of a prescribed medication might signify lack of use and diversion, but it may also indicate
reduction of dosing because of inability to afford medicine or from unwanted side effects. On the other
hand, the concentration threshold of the drug test in question needs to be known so that a drug test is not
inadvertently considered negative because of a high threshold. Quantitative screens may also be useful
for monitoring.
The use of drug screening should be considered a best practice, and the lack of use does not necessarily
constitute a deviation from the standard of care.

Background checks:
Some pain specialists actually evaluate the criminal backgrounds of clients before prescribing narcotic
pain medications. This practice walks a fine line between the practitioner exercising due diligence on one
hand and serving as a policeman on the other. If a provider chooses to undertake evaluation of criminal
backgrounds, that certainly constitutes a best practice and is not a requirement for standard of care. It is
reasonable and appropriate for practitioners to positively identify patients before providing strong and
potentially toxic medications.
Some states have established prescription monitoring programs (16). A wide variety of options for such
programs exist, and it appears that the computerized models with inputting of information by pharmacists
may be the least intrusive to practice. However, there does exist a chilling effect if profiles are readily used
by regulatory agencies.

Congress is working on legislation to try to mandate states to make web-based resources available to
physicians so that drug-abusing patients can be identified. Unfortunately, a significant number of issues
need to be ironed out before such legislation is widely accepted. One issue certainly is the sharing of
patient information in a way that does not violate confidentiality laws. Concern exists that law enforcement
might use such resources to try to profile physicians and thus target them for arrest. However, law
enforcement and criminal justice data sharing would be extremely useful for providers to have access to.
A web-based system that gives providers an edge in identifying criminal or abusive patients would be a
welcome resource.

Use of Medications:
The arena of pain medicine is fortunate to have a wide array of medicines available. The spectrum of
choices has vastly increased over the last 10 years. Unfortunately, every opiate-based narcotic pain
medicine has a potential to cause physical dependence, abuse, or overdose. Numerous discussions exist
in the literature regarding the choices of narcotics for chronic pain (17,18).
As a general rule, if an opiate pain medicine is required for chronic pain, medicines with long half-lives are
preferable for maintenance while the short-acting medicines are reserved for episodes of breakthrough
pain. Long half-life preparations will provide sustained coverage over the course of a day rather than the
roller coaster that is caused by the short half-life medicines. Sustained release oxycodone (eg.
Oxycontin ), morphine (eg. MS Contin or Avinza), methadone, oxymorphone (Opana) and fentanyl
patches (eg. Duragesic) are all excellent choices. All of these medicines unfortunately have a street
value, may be abused, and all except methadone are relatively expensive.
It is beyond the scope of this article to discuss specifics of dosage and the wide variety of medicine
available. Table 1 provides some suggested ranges of narcotic medication dosing. Generally, narcotic
analgesics as well as adjunctive medications should be started at low doses and titrated with attention to
patient acceptance, side effects, and efficacy in mind. Toxicity is generally avoidable if patients are
instructed to slowly titrate medicines. It may also beneficial to use creative dosing schedules to minimize
sedation or toxicity or to maximize pain relief during sleep. An example would be dividing the doses of
Oxycontin into 4-6 doses per day with varying strengths such as 10mg in the AM, 10 mg mid day, 10 mg
afternoon, 20 mg dinner, 40 mg hs. Despite the fact that this drug is most often administered twice daily
(BID), such a regimen makes use of the peak doses targeting pain at times, while reducing sedation
during the day. Similarly, methadone can be split into several doses if sedation or nausea occur with
larger BID dosing.
There exists a wide range of attitudes regarding how to dose opiate pain medications. One school of
thought is that there is virtually no upper limit on dosing. If there is even temporary benefit from a dose,
then pushing to gain pain control is acceptable to practitioners in this camp. Such a view has some merit,
but it also risks overdosing from massive doses, high cost, and potential toxicity. The effective use of
intrathecal narcotics is a good example of delivering equivalents of several thousand milligrams of an oral
dose. Because of the intrathecal route, a greater analgesic benefit can be obtained with less systemic
toxicity. Such therapy is extremely expensive and requires specialty training for implantation and
maintenance.
The identification of narcotic-induced hyperalgia (19) has given pause to the unlimited dose approach. If a
patient seems to actually experience heightened pain with increasing doses, this must be considered. It is
also important to periodically consider tapering doses to identify the pain threshold. The pain threshold
may vary widely over the course of years.
The minimalist approach assumes that there are just too many problems associated with opiate pain
medicine and works only with interventional treatment, non-opiate analgesics, and alternate modalities. It
is this author's opinion that the most effective approach combines reasonable dosing, careful assessment
of efficacy, working to adjust doses of pain medicine to stay just above the pain threshold, and to employ
alternative modalities.
Two medications warrant some additional discussion because of problems that are unique. The first
medication, methadone, is a very effective pain medicine and is very inexpensive. Unfortunately, the
increased focus on pain management coupled with the increased use of methadone has had the
unintended consequence of resulting in increased drug overdose deaths. This is likely due to the fact that
methadone use is associated with early toxicity if doses are increased rapidly, but relatively late onset of
analgesia. Thus, it is easy for a patient or provider to increase dose too quickly because of a lack of
analgesia. Toxicity builds, analgesia is not yet obtained, and then overdose may occur (20). Individual
toxicity causes great variability with the overdose phenomenon and becomes very difficult to predict.
Because of this phenomenon, it is generally recommended that methadone should have a starting dose of
10-20 mg daily and only be increased by around 10 mg per week. Dosing increases much faster than this
should be closely monitored and preferably avoided. Other short-acting narcotics can be used to fill in for
breakthrough pain as the methadone reaches a therapeutic dose. It is essential that patients understand
this toxicity phenomenon and the fact that methadone must never be taken in an as-needed manner. Best
practices would suggest that the patient sign documentation acknowledging such warnings; however, that
is difficult to accomplish consistently.

An additional confusion surrounds the use of methadone and the stigma of the methadone maintenance
programs that are used for substitution treatment maintaining chronic narcotic addicts. Such programs
require specific licensing by the Drug Enforcement Administration, while use of methadone for pain does
not. It is important to document in the medical record that the use of methadone is for chronic pain and not
to maintain a chronic addict. However, the lack of such documentation is not a deviation from the standard
of care.
The second unique narcotic pain medication, transdermal fentanyl patches, delivers the drug in two
manners. One form is a reservoir behind a permeable membrane. The greatest advantage of this form is
its relatively stable and uniform absorption. However, some addicts have learned to obtain the fentanyl for
injection by simply using a hypodermic needle to puncture the membrane and then to administer the drug.
Others peel back the membrane and scrape out or lick the fentanyl.
A newer form of fentanyl patch uses an imbedded matrix design. This design also allows for effective
transdermal absorption, but it also makes abuse via buccal administration quite easy.
Both forms have a significant risk of overdose if the patch is occluded with tape or significantly heated
such as with a heating pad. Other problems have occurred when the patches are placed on body parts
that are occluded by sleeping positions, pillows, or heavy clothing. Furthermore, even though the best
dosing is obtained in the typical 72 hour administration timeframe, the patches continue to deliver the drug
if left on the skin.
Thus, overdose may occur unless the patches are removed at the end of the prescribed administration
interval. It is useful to suggest that the removal date be written on the patch and that the patches be
rotated in a predictable pattern.

Adjunct medications:
While opiate related pain medications are the most effective substances used for pain, numerous other
medications may augment pain control. With the use of such medicines, narcotic doses can often be
substantially reduced or not increased.
Neuroleptic medicines are interesting and useful substances. Even the ancient drug Dilantin has some
adjunctive qualities. Carbamazepine, and valproic acid have also been found to have some degree of pain
attenuation. The GABA specific substances gabapentin (Neurontin) and pregabalin (Lyrica) have found
particular use in neuropathic type pain such as post-herpetic neuralgia, diabetic neuropathy, complex
regional pain syndromes, and fibromyalgia. Oddly, it has been our personal experience that the GABA
agents have at least some benefit with non-neuropathic pain syndromes as an adjunct.
Tricyclic antidepressants and related substances such as amitriptyline, nortriptyline, tramadol, as well as
the SNRI's venlafaxine (Effexor) and duloxetine (Cymbalta) all have potential uses in chronic pain. They
tend to be particularly helpful in fibromyalgia and myofascial disorders especially when an element of
depression exists. This list is intended to neither be all-inclusive nor exhaustive.
Non-steroidal anti-inflammatories (NSAIDs) are excellent adjuncts, particularly in the treatment of
musculoskeletal or myofascial disorders. Caution must certainly be exercised to watch for blood pressure
elevations, renal dysfunction, and Gl irritation or ulceration. Muscle relaxants likewise are potentially
beneficial.
The question then is where does the standard of care apply? Certainly, the early use of adjunct
medications is a best practice. Standard of care would generally suggest that these agents should be
considered when narcotic doses alone appear to not be working. This might be when doses of narcotics
continue to increase with no clear benefit in reducing pain. On the other hand, tolerance to narcotics can
result in dose increases, so this determination is very subjective and difficult to assess. A deviation from
the standard of care might exist in the lack of use of adjunct medicines despite extreme doses of a
narcotic and poor continued pain control.
Adjunct therapies such as interventional pain management (discussed further in this publication), physical
therapy, acupuncture, psychotherapy, and manipulation therapies all have potential benefits to patients.
Along with this, specific consultations such as pain management, orthopedics, neurology, physiatry, or
psychology/psychiatry, are examples of some of the specialties that may be useful to employ in the
management of pain.
The use of adjunct therapies and consultation certainly constitutes best practices, but the lack of use does
not necessarily suggest a deviation from the standard of care. Typically, a determination for deviation from
the standard of care would suggest that significant pain continued along with extreme doses of narcotic
pain medications and that alternative modalities were neither discussed nor considered.

Prescribing for the known addict:
Unfortunately, patients with previous addiction histories often suffer legitimate pain disorders. While some
in the recovering community may disagree, the judicious use of narcotic pain medication for known addicts
with legitimate pain disorders is well-defined in the pain literature and is not a deviation from the standard
of care (21,22,23).
Nonetheless, managing such situations can be daunting and challenging. Best practices would suggest

that most, if not all, of the interventions for confirming legitimacy of medication administration should be
followed.
If possible, it is preferable to minimize the use of opiate pain medications, particularly short-acting pain
medications with addicts. The use of long half-life narcotics helps to minimize the potential euphoric
effects. Nonetheless, prescription drug addicts are quite resourceful and are able to capitalize off of any
opiate pain medicine.
Several aberrant behaviors are potentially indicative of abuse, addiction, or diversion. Early refills are the
most frequently seen problem. If one considers even small repeated incursions with early refills, it is
possible to have significant supplies of narcotics to abuse or sell. Legitimate excuses certainly exist such
as episodes of worsening pain, vacations or travel out of town, odd refill dates that occur on a weekend,
and even miscounting. Excuses such as losing medicine, having a spouse throw it away, or having it
stolen should be viewed with suspicion. It is critical to emphasize the importance of positive control of
narcotics, especially if children or potential abusers are part of the household. A best practice in this
regard is to require the patient to purchase either a lockbox or safe to secure the medications. Some
lenience is reasonable in the early phases of establishing the relationship with a pain patient, but this
should not be a repetitive problem. Conversely, long-term and well-known patients might warrant some
lenience if their behavior has been reliable and trustworthy.
If patients do repeatedly request early refills, it is a deviation from the standard of care to blindly refill
medications without at least some questioning of the patient and documentation of a justification.
The number of scams that are used to divert or obtain narcotics for abuse are myriad. Some patients will
forge or change medical records to appear to have legitimate justification for narcotics. One scam
employed an individual who would drive several patients around who had quasi-legitimate diagnoses, take
them to provider offices, and then split the value of the prescriptions.
Some patients falsify symptoms such as placing gravel in urinalysis cups to mimic passing kidney stones.
Cough, back pain, myofascial pain, and neuropathic pain are all subjective enough that creative abusers
can take advantage of them. Other patients have been creative enough to falsify CT scans and medical
records in an attempt to legitimize their medication.
Unfortunately, there is no foolproof process to demonstrate the legitimacy of a pain patient. It requires
substantial experience as well as the use of some of the confirmatory modalities to identify abuse or
confirm legitimacy. As stated above, it is not appropriate to expect providers to serve as police or sleuths.
Rather, providers should be trusting but vigilant.
Pain management with the use of opiate-based analgesics is an essential part of medical practice. The
judicious choice and administration of medications augmented by careful document of rationale and
patient status is essential in order to avoid litigation or regulatory risks.
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Thawing the Chill: The U.S. Drug Enforcement Administration, Physicians and the Controlled Substances Act
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Abstract:
Objective: The following article highlights the issues surrounding the Federal criminal and administrative
actions involving a practicing physician who is registered with the U.S. Drug Enforcement Administration to
dispense or prescribe controlled substances. The article addresses the ongoing national drug abuse
problem, a physician's legal responsibility with respect to controlled substances privileges, and the DEA's
role in the regulatory oversight of the prescribing of controlled substances.
Results: The data presented suggests that the likelihood of punitive action, arrest, or conviction is
extremely low. The data indicates that less than 0.08% of the Medical Doctors (MD) and Doctors of
Osteopathic Medicine (DO) who were registered with DEA were the subject of administrative or criminal
action.
Conclusion: Physicians should not fear administrative or criminal scrutiny from the Federal Government if
they are prescribing a controlled substance to a patient for a legitimate medical purpose and in the usual
course of professional practice. Federal administrative and criminal action against a physician with
controlled substance privileges is rare; however, this action is warranted when a physician practices
outside the bounds of established standards.

Introduction
The U.S. Drug Enforcement Administration (DEA) was established in 1973 to serve as the primary Federal agency
responsible for the enforcement of the Federal Controlled Substances Act (CSA) and its implementing regulations. As part
of this role, DEA monitors the legitimate controlled substance and listed chemical industries through an active system of
regulations, recordkeeping, reporting, and security requirements. As of February 2008, there were more than 1,285,000
individuals and businesses registered with DEA to handle controlled substances or listed chemicals in more than a dozen
different business activities.
Although DEA is involved in a wide-range of illicit drug investigations, many investigations conducted by DEA also focus on
the illegal distribution of pharmaceutical controlled substances that are diverted from the licit distribution chain. Some of
these investigations include physicians who are illegally dispensing or prescribing controlled substances.
Over the last several years, national surveys have documented an increasing trend in the abuse or non-medical use of
prescription drugs in the United States. In 2000, the National Household Survey on Drug Abuse (now called the National
Survey on Drug Use and Health) reported that 3.8 million Americans were current non-medical users of prescription drugs.
(1) That number increased to approximately 7 million non-medical users in 2006,(2) representing more than an 80 percent
increase. Mortality rates have also increased in conjunction with the non-medical use of prescription medication. Dr.
Leonard Paulozzi, a Medical Epidemiologist with the Centers for Disease Control, reported that "the number of deaths
involving prescription opioid analgesics increased from roughly 2,900 in 1999 to 7,500 in 2004, an increase of 160 percent
in 5 years."(3) The Centers for Disease Control (CDC) reported that unintentional poisoning deaths attributed to methadone
increased from 786 in 1999 to 4,462 in 2005, a 467.7 percent change.(4) CDC also reported that unintentional poisoning
deaths attributed to psychotherapeutic drugs increased from 671 in 1999 to 1,300 in 2004, an 83.5 percent change.(5)
In reviewing these statistics, it is obvious that pharmaceutical controlled substances are available for non-medical use,
which can have tragic consequences. But what is the exact source of these drugs and how are they obtained by the drug
seeker/non-medical user? While it is sometimes difficult to pinpoint the exact source, there are many examples where the
prescription controlled substances obtained by non-medical users in the illicit market were diverted from the legitimate
distribution chain. Maintaining the integrity of the distribution chain - from the import/export of controlled substances and
raw materials to the prescribing and dispensing of pharmaceutical controlled substances - falls squarely within the legal
authority of DEA.

Legal Authority
It is the statutory responsibility of the DEA to prevent the diversion of controlled substances through the administration and
enforcement of the CSA and regulations promulgated thereunder. Taken as a whole, the CSA and corresponding
regulations are designed to establish a balance between protecting the public health and safety by preventing the diversion
of controlled substances and ensuring that an adequate and uninterrupted supply of controlled substances is available for
legitimate medical, scientific, research, and industrial needs.
The CSA, also referred to as the Comprehensive Drug Abuse Prevention and Control Act of 1970, is found within Title 21
of the United States Code. The CSA is the controlling Federal law for both illicit and licit (pharmaceutical) controlled
substances. Under the CSA, the DEA is both a Federal law enforcement agency and a regulatory agency that has statutory

authority to perform criminal, civil, administrative, and regulatory functions. As a regulatory agency, DEA implements the
CSA through regulations published within Title 21 of the Code of Federal Regulations (CFR), Parts 1300 to 1399. These
regulations establish an infrastructure that maintains the integrity of the closed system of distribution, while ensuring an
adequate and uninterrupted supply of controlled substances for legitimate need.

Closed System of Distribution
What is meant by a "closed system of distribution?" DEA is required to establish and maintain a closed system of control for
the importation, manufacture, distribution, and dispensing of controlled substances. Theoretically, this system is designed
to provide accountability for all controlled substances that enter the distribution chain, from importation or manufacture,
through wholesale distribution, and finally to retail or institutional dispensing to the end-user.
To ensure proper oversight and accountability, the following individuals and entities are required to apply for registration
with DEA: any business that imports or exports a controlled substance, or that manufactures or distributes a controlled
substance; pharmacies that dispense controlled substances; health practitioners that prescribe, administer, or dispense
controlled substances; or any person that conducts research or chemical analysis with a controlled substance. Applicants
who receive registrations have met or complied with all of the requirements in 21 CFR with regard to their specific type of
registration or business activity. Registrants must comply with regulations that include, but are not limited to,
recordkeeping, drug security, and accountability.
This framework ensures that all controlled substance transactions take place within the closed system of distribution and
that all registered handlers of controlled substances - manufacturers, distributors, physicians, pharmacies, and researchers
- are strictly accountable for all of their controlled substance activities to federal regulators who perform inspections,
investigations, and audits.

Piercing the Closed System of Distribution· Common Methods of Diversion
The diversion of legitimate controlled substances occurs within the closed system of distribution when there is a breach of
the system's integrity. Diversion can happen at any point in the distribution chain, including diversion attributable to a
person who may have received a controlled substance from a lawful prescription.
The 2006 National Survey on Drug Use and Health reported that, "among participants aged 12 or older who used pain
relievers nonmedically in the past 12 months, 55.7 percent reported in 2006 that they got the pain relievers they most
frequently used from a friend or relative for free." Another 19.1 percent reported that they received the drug from just one
doctor. Among those who reported getting the pain reliever from a friend or relative for free, 80.7 percent reported that the
friend or relative had obtained the drug from just one doctor.
DEA focuses the majority of its investigations on where diversion occurs the most, at the pharmacy and practitioner level of
the distribution chain. This includes non-registrants and end users who are involved in large-scale distribution, prescription
fraud (prescriptions that were written in the name of a practitioner who did not authorize the dispensing of a controlled
substance), and doctor shopping (drug seekers who present various complaints to multiple physicians to procure controlled
substances). This is not to say that diversion does not occur at the manufacture and wholesale level - it does and it is
investigated. However, thefts and robberies from pharmacies, illegal Internet distribution organizations (individuals and
organizations that operate over the Internet and prescribe and dispense controlled substances without a valid prescription),
prescription fraud, doctor shopping, and inappropriate or illegal distribution and dispensing by health practitioners or nonregistrants represent the majority of investigations initiated by DEA.
Many of the investigations that DEA initiates are conducted pursuant to complaints received from other law enforcement
agencies, regulatory boards, private citizens, former patients, and health practitioners. In some cases involving health
professionals, state regulatory or licensing authorities have already initiated proceedings and have requested DEA's
assistance in their investigations.

Regulation of the Practice of Medicine and State Licensing Authorities
DEA does not create or dictate medical practice standards or guidelines. This is the responsibility of state licensing
authorities and professional boards that regulate and enforce practice standards among the various disciplines of medicine.
State professional and licensing boards often initiate investigations based upon complaints concerning a physician's
professional behavior and compliance with applicable practice standards, regulations, and state statutes.
To properly perform its function as both an enforcement and regulatory agency, DEA works closely with state and local
regulatory and enforcement authorities and other Federal agencies. The Federal CSA provides a baseline for state
controlled substance laws. Since the CSA provides the minimum standard of law, Federal and state law enforcement and
state licensing boards work in close collaboration to ensure that practitioners comply with the Federal CSA as well as the
state controlled substance statutes for prescribing, dispensing, and administering controlled substances. In fact, many
investigations are initiated and conducted by state pharmacy and medical boards, local and state police agencies, and in
some cases, other Federal agencies.

Physician's Legal Responsibilities in Controlled Substance Prescribing
Criminal or administrative actions against physicians who were involved in illegal prescribing or distribution of
pharmaceutical controlled substances has fueled the perception among some practitioners that DEA is attempting to
regulate the practice of medicine. Some have argued that DEA targets physicians involved in the treatment of pain and that
subsequent adverse actions against those practitioners have caused a chilling effect within the medical community as
physicians become reluctant to prescribe controlled substances to patients with a legitimate medical need.

DEA does not target physicians based on their practice specialty or the medical conditions that they diagnose and treat.
DEA encourages doctors to treat pain, or any other medical condition, as medically warranted and under the regulations
and standards established by the practitioner's professional/licensing board.
DEA is responsible for investigating violations of the regulations or statutory provisions of the CSA. DEA is obligated to
evaluate complaints of violations and, if appropriate, initiate investigations to stop the diversion or abuse of controlled
substances in order to protect the public health and safety. This includes violations of the law that impact the practice of
medicine - the prescribing, administering, and dispensing of controlled substances. Based upon evidence developed, the
investigation could result in administrative or criminal action.
The CSA authorizes a registrant (practitioner-physician) to prescribe, dispense, and administer controlled substances. The
CSA also states, "[e]xcept as authorized by this subchapter, it shall be unlawful for any person knowingly or intentionally" to
"distribute or dispense... a controlled substance."(6) Thus, to prosecute a physician, there must be demonstrable evidence
that the physician was acting in an unauthorized manner.
The legal standard to determine whether a physician is operating in an authorized manner was confirmed by the U.S.
Supreme Court in United States v. Moore, 423 U.S. 122 (1975). In Moore, the Court held, "[r]egistered physicians can be
prosecuted under [21 U.S. C.] 841 when ... their activities fall outside the usual course of professional practice."(7) In other
words, if a physician is prescribing a controlled substance to a patient for a legitimate medical purpose in the usual course
of professional practice, he or she is meeting the legal standard defined by the Court in Moore.
What does the statement "for a legitimate medical purpose in the usual course of professional practice" actually mean?
This standard has been construed to mean that the prescription must be "in accordance with a standard of medical practice
generally accepted in the United States."(8) The courts have not given a definitive set of guidelines that establish whether a
practitioner is acting outside the usual course of professional practice but have instead "engaged in a case-by-case
analysis of evidence to determine whether a reasonable inference of guilt may be drawn from specific facts." (9)
Federal courts have interpreted specific terms contained within the standard "for a legitimate medical purpose in the usual
course of professional practice." One court opined that the term "professional practice" refers to a "generally accepted
medical practice; a practitioner is not free deliberately to disregard prevailing standards of treatment." (10)
Regulations promulgated by DEA in the CFR state, "[a] prescription for a controlled substance to be effective must be
issued for a legitimate medical purpose by an individual practitioner acting in the usual course of his professional
practice."(11) A registrant who issues a prescription outside the usual course of professional treatment is subject to
prosecution for violations of the CSA.(12)
What does this all mean? If a physician is prescribing a controlled substance to a patient who requires the drug for a
legitimate medical purpose and if that physician is doing so in the usual course of professional practice - that is, treating the
patient in a manner that is considered to be a generally accepted medical practice - there is no violation of the legal
standards established in case law and the CSA.
Some physicians have asked whether there are additional safeguards they might employ to minimize the risk of a potential
criminal or administrative action as a result of prescribing controlled substances to their patients. Accurate record keeping is
one important safeguard through which a physician might minimize his or her risk against any repercussions if questioned
about prescribing. Thorough patient records that include detailed patient background, diagnostic, and treatment information
often demonstrate the manner in which physicians prescribe controlled substances. In 2004, the Federation of State
Medical Boards (FSMB) adopted the "Model Policy for the Use of Controlled Substances for the Treatment of Pain ('Model
Policy')" in which it set forth guidance concerning the records a physician should keep, which states: (13)
Medical Records-The physician should keep accurate and complete records to include:
1. the medical history and physical examination,
2. diagnostic, therapeutic and laboratory results,
3. evaluations and consultations,
4. treatment objectives,
5. discussion of risks and benefits,
6. informed consent,
7. treatments,
8. medications (including date, type, dosage and quantity prescribed),
9. instructions and agreements and
10. periodic reviews.
Records should remain current and be maintained in an accessible manner and readily available for
review.
The FSMB Model Policy, which was developed in concert with pain treatment experts, also states:
Physicians should not fear disciplinary action from the Board for ordering, prescribing, dispensing or
administering controlled substances, including opioid analgesics, for a legitimate medical purpose and in
the course of professional practice. The Board will consider prescribing, ordering, dispensing or
administering controlled substances for pain to be for a legitimate medical purpose if based on sound
clinical judgment. All such prescribing must be based on clear documentation of unrelieved pain. To be
within the usual course of professional practice, a physician-patient relationship must exist and the

prescribing should be based on a diagnosis and documentation of unrelieved pain. Compliance with
applicable state or federal law is required. (14)
However, even a system that reflects the "gold standard" for recordkeeping is not going to protect a physician who is
involved in criminal activity such as trading drugs for sex, engaging in Medicaid fraud, selling prescriptions for money,
dispensing prescriptions with a revoked or suspended medical license, or bartering prescriptions in exchange for controlled
substances for personal or self abuse. These are all examples of actual cases initiated by DEA. This is not medical
practice, but criminal activity perpetrated by individuals who have abused their prescribing authority and have become a
threat to the public health and safety.
A physician should not be reluctant to prescribe a controlled substance if it is for a legitimate medical purpose and in the
usual course of professional practice. No physician should alter legitimate controlled substance prescribing because of a
perceived belief that he or she will be prosecuted or become the target of a law enforcement investigation or regulatory
action.

Summary of Administrative Actions Taken Against MDs and DOs
The facts and circumstances that support criminal charges related to violations of the CSA will always support an
administrative action against a DEA registrant. However, the facts and circumstances that support an administrative action
will not necessarily support criminal action against a registrant. The decision to take criminal or administrative action
against a DEA registrant rests with DEA and the prosecuting U.S. Attorneys.
Administrative actions that may be taken against a registrant include the issuance of a Letter of Admonition (LOA),(15) an
Informal Hearing (IH),(16) or the issuance of an Order to Show Cause (OTSC), which could result in a suspension,
revocation, or surrender of a registrant's DEA registration.
Depending on the severity of the violations, either the LOA or IH can be used to provide formal notice to a registrant who is
not in compliance with the regulations or statutory provisions of the CSA. The LOA and IH provide an opportunity for the
registrant to take voluntary corrective action.
The OTSC is issued when DEA intends to deny, revoke, or suspend a DEA registration. An OTSC will be issued in cases
involving a material falsification of a DEA registration application; a controlled substance felony conviction of a registrant;
the registrant's lack of a valid state medical or controlled substance license/authorization; or if the registration or continued
registration of an individual or entity is inconsistent with public interest. It is formal notice that affords the registrant an
opportunity to show cause, in an administrative hearing, why DEA should not take action against the DEA registration of
the registrant.
The registrant is served with the OTSC, which summarizes the violations committed by the registrant that established the
basis for the action and provides instructions on how to request a hearing. Table 1 lists the reasons for which OTSCs were
issued in 2006 and 2007. Of the 49 OTSCs issued by the DEA, the largest number per year were issued for practicing
medicine with a suspended or expired state medical license. Other reasons included illegal prescribing, healthcare fraud,
failure to maintain adequate records, and practicing outside the course of professional practice.
Generally, an OTSC is not an immediate action. The registrant is entitled to due process by way of an administrative
hearing and may, if legally permissible, continue to prescribe, dispense, or administer controlled substances in the interim
while the hearing is pending. In cases where there is a finding of imminent danger to the public health and safety,
however, the Attorney General may immediately suspend the registration of the practitioner simultaneously with the
issuance of the OTSC.
Reasons for Orders to Show Cause
Medical License Suspended/Expired
Obtaining Controlled Substances by Fraud
Possession with Intent to Distribute
Falsified DEA Application
Illegal/Improper Prescribing
Failure to Maintain Adequate Records
Practicing Outside the Course of Professional Practice
Healthcare Fraud
Internet Diversion
Forgery
Other
No DEA Registration

Table 1. Orders to Show Cause FY 2006 and 2007.

In the event that a practitioner is found to be in violation of the CSA, the administrative actions outlined below may result.
Table 2 reflects the number of administrative actions taken during FY 2006 and FY 2007.

Surrender for Cause
A surrender of a DEA registration for cause involves the voluntary surrender of that registration for alleged violations of the
CSA or accompanying regulations. As a result, the registrant no longer has federal authority to handle controlled
substances or List 1 chemicals.

Revocation of Registration
A revocation action against a registrant is taken through show cause proceedings as provided for in 21 U.S.C. §§ 823, 824,
and 958. At an administrative hearing, the registrant is afforded the opportunity to explain why his or her registration
should not be revoked. The hearings are held before an administrative law judge who issues a recommended decision.
The Deputy Administrator of DEA issues the final agency decision, which may be appealed to an appropriate United States
Court of Appeals. If the registrant does not prevail on appeal, the DEA final agency decision stands.

Immediate Suspension of Registration
An immediate suspension denotes that a registration has been suspended simultaneously with the issuance of an OTSC.
An immediate suspension is issued when it is determined that the continued registration of an individual or company poses
an imminent threat to the public health and safety. A registrant whose registration has been suspended loses controlled
substance privileges pending the final agency decision.

Fiscal
Year

Letters of
Admonition

Administrative
Hearings

Orders to Show
Cause

Surrenders
For
Cause

FY-2006

31

36

24

389

FY-2007

47

45

25

398

Immediate
Suspensions

Final Orders(17)

10
6

16

Table 2. Summary of Administrative Actions Taken against MDs/DOs in FY 2006 and 2007.
Surrender
A registrant may also voluntarily surrender his or her DEA registration at any time for any reason. In many cases surrender
is due to a desire to retire from practice, in which case a registrant will notify DEA in writing that he or she is discontinuing
his or her practice, or the practitioner will simply not renew his or her registration.

Statistical Analysis of Criminal Actions
Physicians who prescribe controlled substances outside the scope of legitimate medical practice and without a legitimate
medical purpose comprise a very small percentage of the overall population of physicians. Examples include physicians
who are involved in bartering prescriptions for sex or goods, physicians illegally selling prescriptions for money, physicians
who are impaired due to drug abuse, and physicians who are involved in fraud to illegally procure or dispense controlled
substances. The vast majority of practicing physicians operate within the confines of state board regulations, the CSA, and
other state and federal laws and regulations when prescribing, dispensing, or administering controlled substances to
patients. However, when complaints concerning these activities are reported, DEA is obligated to evaluate the information
and, if appropriate, initiate an investigation.

Fiscal
Year

TOTAL DIVERSION
CRIMINAL
INVESTIGATIONS

CRIMINAL
INVESTIGATIONS
OF MDs and DOs

PERCENT OF
INVESTIGATIONS

MD/DO
REGISTRANT
POPULATION

PERCENT OF
MDIDO
REGISTRANTS
INVESTIGATED

FY-2006

1,311

250

19.07%

752,246

0.033%

FY-2007

1,391

224

16.10%

766,703

0.029%

Table 3. Cases initiated against Medical Doctors (MD) I Doctor of Osteopathic Medicine (DO).

Fiscal
Year

TOTAL DIVERSION
CRIMINAL
INVESTIGATIONS

CRIMINAL
INVESTIGATIONS
OF PHARMACIES

PERCENT

PHARMACY
REGISTRANT
POPULATION

PERCENT OF
PHARMACY
REGISTRANTS
INVESTIGATED

FY-2006

1,311

127

9.69%

64,782

0.196%

FY-2007

1,391

111

7.98%

65,534

0.169%

Table 4. Cases initiated involving pharmacies.
Fiscal
Year

TOTAL DIVERSION
DIVERSION CRIMINAL
CRIMINAL INVESTIGATIONS INVESTIGATIONS OF NONREGISTRANTS

PERCENT

FY-2006

1,311

815

62.17%

FY-2007

1,391

938

67.43%

Table 5. Cases initiated against non·DEA registrants involving pharmaceutical controlled
substances.
Tables 3 - 5 provide a breakdown of all criminal diversion investigations conducted by the DEA during FY 2006 and FY
2007. Although practitioners (MD/DO) represent approximately 59 percent of the total registrant population. they
comprised only 19 percent of the total number of criminal investigations initiated in FY 2006 (250 of 1,311 investigations)
and only 16.1 percent of the criminal investigations initiated in FY 2007 (224 of 1,391 investigations).
Consequently, of the 752,246 DEA registered MDs and Dos, only .033 percent were the subject of a criminal investigation
conducted by the DEA during FY 2006. These numbers were even smaller during FY 2007.
A review of the criminal and administrative actions taken against practitioners in 2006 and 2007 revealed that a very small
percentage of physicians were involved in violations that required criminal action by DEA. In FY 2007, either unilaterally or
working with state and local counterparts, DEA was involved in the arrest of 91 physicians (MD/DO), which is 0.012 percent
of the total physician population of 766,703. These arrests included charges of drug distribution, conspiracy, and health
care fraud. This was an increase from 2006, when DEA was involved in the arrest of 61 physicians (MD/DO) or 0.0081
percent of the total physician population of 752,246. (See Table 6 below).
More often than not, criminal cases initiated by DEA against practitioners were based upon information presented to DEA
rather than through DEA initiating an investigation independently. As noted previously, these cases are frequently initiated
as a result of DEA receiving information from another law enforcement agency, a state medical or pharmacy board, a
patient, a pharmacist, or an employee of the physician.
Fiscal
Year

NUMBER of MDs or DOs
ARRESTED

MD / DO REGISTRANT
POPULATION

PERCENT OF
MD/DO
REGISTRANTS ARRESTED

FY-2006

61

752,246

0.0081%

FY-2007

91

766,703

0.012%

Table 6. Number of MDs I DOs arrested by DEA during FY 2006 and FY 2007.
Conclusion
The primary purpose of the CSA is to protect the health and safety of the public while also ensuring legitimate access to
controlled substance pharmaceuticals. DEA has a responsibility to implement the requirements of the statute, and it does
so through various regulatory and enforcement measures. While there may be a perception among some in the medical
community that DEA unfairly targets doctors, the facts belie that view.
As made clear, DEA does not regulate the practice of medicine. The regulation of medicine is left to state licensing
authorities and professional boards. Physicians should continue to look to such bodies to guide their professional
behavior. As noted, the DEA will work with these other entities to investigate complaints of illegal activity. In conducting
investigations, the DEA will look to whether a physician has prescribed "for a legitimate medical purpose in the usual
course of professional practice," as outlined by the U.S. Supreme Court.
The examples of the types of actions for which arrests or other administrative actions were brought against physicians
demonstrate the very serious nature of the violations; trading sex for drugs and engaging in Medicaid fraud are two
egregious examples. The facts provided demonstrate that DEA is taking action against only those doctors that have clearly
violated the standards. Further, the number of doctors that are arrested and charged with violations of the CSA constitute
0.012 percent of those registered with the DEA.
DEA recognizes that although helpful to some, statistics alone will not alleviate the concerns about enforcement among
some in the medical community. Outreach through national, state, and local professional organizations and transparency
of operational goals and objectives are important ways in which DEA counters the negative perception of the agency
among some MDs and DOs. DEA understands that it can best serve the public by fostering a cooperative relationship with
the medical community to prevent diversion of legal pharmaceutical controlled substances into the illicit market.
To do this, DEA will continue to reach out to the medical community.
Over the last two years, DEA personnel have attended annual conventions, seminars, and meetings of professional
medical organizations. These have included, but are not limited to, the American Pain Society Conference, Center for
Practical Bioethics, Balanced Pain Policy Initiative, American Academy of Pain Medicine, American Society of Addiction
Medicine, and American Society of lnterventional Pain Physicians. Representatives of the DEA will continue to attend
these functions and, when appropriate, provide presentations, answer questions, provide guidance, and most importantly listen.
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intent of section 309 of the Act (21 U.S.C. § 829) and the person knowingly filling such a purported prescription, as well as
the person issuing it, shall be subject to the penalties provided for violations of the provisions of law relating to controlled
substances." 21 C.F.R. § 1306.74(a).
13. Federation of State Medical Boards, Model Policy for the Use of Controlled Substances for the Treatment of Pain, May
2004, p. 4. www.fsmb.org/grpolpolicydocs.html.
14. Federation of State Medical Boards, Model Policy for the Use of Controlled Substances for the Treatment of Pain, May
2004, p. 3. wwwJsmb.org/grpol policydocs.html.
15. A Letter of Admonition (LOA) is sent to a registrant from a DEA Special Agent in Charge. The LOA advises the
registrant of violations that occurred with specific citations to the CFR. The registrant is required to respond to the letter and
advise what corrective action has been taken to remedy the violations.
16. An Informal Hearing (IH) is a proceeding held before a hearing officer that involves the registrant and DEA. During the
IH, the registrant and DEA explain their respective views on violations and discuss the corrective actions that are
necessary for the registrant to comply with the CSA and regulations.
17. A Final Order revokes a DEA registration, affirms an Immediate Suspension or results in the denial of a DEA
Registration application.

© Copyright 2006 - 2010 The Journal
of Global Drug Policy and Practice

THE JOURNAL OF
GLOBAL DRUG POUCY AND PRACTICE

Addiction Treatment: A Psychiatrist's Perspective
David A. Gross, MD, Distinguished Fellow of the American Psychiatric Association
Abstract:
This paper will review the clinical, empirical and heuristic observations provided by many
years of front line treatment of patients with severe addictive disorders. This discussion
would not be complete if it did not include some of the historical challenges facing a
psychiatrist trying to serve this unique population. For reasons outlined in this paper,
acceptance by the recovering community can be problematic.
Of critical importance is the concept of the multi-diagnosis approach to victims of
substance abuse. Essentially gone are the days of the pure alcoholic. Substance abuse
comorbid with other major psychiatric disorders has become the norm. Substance abuse
and co-occurring bipolar disorder, depression, attention deficit hyperactivity disorder,
social anxiety disorder, other anxiety disorders, insomnia and psychosis will be reviewed.
The toxic impact of illicit drugs on the brain will be stressed. Clinical cases will be
reviewed in throughout this paper with reference to the diagnostic and therapeutic
approaches for special patient populations.
The co-occurrence (comorbidity) of substance abuse with other psychiatric disorders has been well known
for decades. Front line addiction clinicians are very much aware that modern treatment challenges are far
removed from what was faced thirty years ago. The pure alcoholic is now an endangered species. Most
hospitalized addicts present with a potpourri of psychiatric illnesses in addition to their substance abuse
disorder. (1)
This complex addict type has historically been called a dual diagnosis patient, someone who has a drug
problem and a parallel non-substance abuse psychiatric illness. It is the contention of this author that the
dual diagnosis approach is simplistic and often misleading. This population should be more accurately
identified as multi-diagnosis patient set. The bio-psycho-social systems model (2) provides an excellent
and handy evaluation template. In addition to substance problems, multi-diagnosis patients suffer from a
variety of other psychiatric disorders. It is not uncommon to treat a depressed cocaine addict with an
undiagnosed premorbid attention deficit hyperactivity disorder (ADHD) who early on in her addiction found
that the cocaine normalized her ADHD symptoms. Or, consider the anxious male alcoholic with several
DUI (driving under the influence) convictions who upon closer examination tells you that he has been
incapacitated by social anxiety disorder since grade school. The first time this person consumed an
alcoholic beverage in a social setting his troublesome anxiety symptoms vanished. Then there is the
unhappy opiate addict who finally acknowledges the presence of chronic depressive symptoms emanating
from childhood neglect and trauma. The opiates provided brain numbing relief from her trauma related
psychic pain.
The multi-diagnosis approach requires that we consider other bio-psycho-social variables such as the
impact of family of origin dysfunction/trauma, non-psychiatric medical illness (HIV, hepatitis C, brain
damage, malnutrition, etc.) and ongoing current environmental stressors. When we construct the person's
entire constellation of problems, one can readily appreciate the utility of the multi-diagnosis model. The
treating clinician can then utilize a systems approach in designing an appropriate treatment plan.
This discussion raises a number of clinical challenges. What problem should we address first, given the
realities of 21 st century insurance reimbursement and evidence based treatment efficacy? Of our
patient's myriad problem list, which one(s) can be identified as critical for recovery? How do we prioritize
the treatment plan? Given the person's lengthy and complicated past history, what can we realistically
accomplish in the treatment timeframe provided? What clinical disciplines and treatment modalities must
be employed to allow for a cost effective outcome? Are psychotropic pharmaceuticals indicated, and what
are the potential problems using these agents in this population? Is helping our patient become drug free
sufficient to ensure ongoing sobriety? Is honest participation in the 12 step program sufficient? This
author hopes to examine these issues in the course of this paper.
This paper will also examine the historical differences between the approach of organized psychiatry and
12 step recovery (e.g., Alcoholics Anonymous), the importance of a multi-disciplinary and multi-modality
treatment model, special patient populations that pose additional treatment challenges and the use of
potentially problematic classes of medication in the addict population. We will close with a "lessons
learned" section that may be surprisingly simple in its conclusions.

A. The Nature of the Problem
We cannot begin to examine the psychiatric treatment of the drug addict until we review the roots of
psychiatry and organized twelve step recovery groups. Unfortunately, the history of these two groups has
not been one of harmony. Organized psychiatry tended to view Alcoholics Anonymous (AA) as a cult-like,
overly religious, self help entity based on little scientific rationale. We were skeptical of the followers of Bill
despite our dogmatic adherence to Freud's teachings. The theories of Dr. Freud were mostly conceptual
and would not meet evidence based standards in today's world. Psychiatry established a professional
(one could even say elitist) attitude and established a schism with a recovery community that relied on lay
leaders who were clean and sober advising those who were attempting the same. Rarely did we
communicate with 12 step sponsors or understand their role. We considered 12 step sponsors to be
untrained amateur therapists who should not be placed in such powerful clinical positions. We utilized
language that was highly technical and lost in translation to those who were not members of our
professional community.
To make matters even worse, medical school substance abuse education was dismal, if existent.
Graduating physicians were not prepared to diagnose or treat addiction. The 12 step community became
horrified by the missed diagnoses in the offices of the general practitioner or by the prescription of
addicting medications to patients who regularly self-medicated with alcoholic beverages. Physician
attempts at the pharmacologic management of known substance abusers often resulted in the prescription
of agents that could be abused or result in dependency. Our patients often appeared over-medicated
almost as if they had relapsed and were high on drugs.
The recovery community became wary of psychiatric interventions and viewed our treatments as
dangerous obstacles towards recovery. Thus, until very recently, most 12 step thought leaders were
emphatically opposed to the prescription of.§!lJY mood altering drug for their members. Psychiatrists had a
difficult time understanding this across the board attitude because we knew that many of our
pharmaceuticals were not known to be addictive or abused. Traditional mood altering agents included
antidepressants and mood stabilizers. Nevertheless, antidepressants, safe (non-addicting) anti-anxiety
agents, antipsychotic agents and mood stabilizing agents were still frowned upon by traditional 12 step
organizations. This quandary also affected the recovering addict desperately trying to stay drug free and
embrace the 12 step model while actively suffering from the travails of untreated psychiatric anxiety, mood
or psychotic disorders.
Fortunately, the schism between organized psychiatry and 12 step recovery has narrowed during the past
several decades. A number of factors have contributed to this positive change. First, the ongoing failure
of traditional psychiatric approaches to addiction treatment has had a sobering influence on psychiatric
thought leaders. At the same time, addiction recidivism in the ranks of the 12 step community has been
disheartening. Despite its failures, 12 step successes have been impressive and attracted the interest and
respect of physicians. Advances in our knowledge of the neurobiology of addiction have made its medical
basis incontrovertible.(3) Most importantly, the lay public has grown to understand that drug abuse is a
medical biological illness and not just a social or moral malady. As the public has been educated, this
knowledge has become integrated into the 12 step philosophy.
On a practical note, the literal explosion of the recovery industry and the formation of hospital and
residential based treatment programs have resulted in the involvement of medical directors, medical
consultants and medical model guidelines. Special licenses and certifications have become necessary
and usually require the involvement of medical model treatment planning. Addiction professional licenses
are now commonly under the purview of state health regulatory statutes and boards. These changes
have facilitated a more efficient bio-psycho-social approach. Insurance reimbursement has required
utilization review and employment of problem oriented records. This has moved the field closer and closer
to one that is evidence based. Both sides of this schism have learned that we need to work together.

B. Treatment of Special Patient Populations
1. Introduction
It has been common practice to consult on a patient in early recovery on a number of psychotropic
medications and state that they were placed on these agents because of a major psychiatric disorder that
was diagnosed before they entered sobriety. It is then not uncommon to discover that this individual
provides no active evidence for psychiatric disease symptoms during sobriety. This certainly could be due
to the excellent remission afforded by the prescribed psychotropic agents. In retrospect, however, it may
turn out that the symptoms that led to the original psychiatric diagnosis reflected a malfunctioning brain
that was under the toxic influence of the drug(s) of abuse. When the brain's drug effects finally clear and
the brain returns to a healthier state, the pathological pseudo-psychiatric disorder no longer is present.
The psychiatrist then has to determine if the complicated medication regimen can be simplified and/or
discontinued.
The practice of psychiatry has the disadvantage of not being able to use objective laboratory testing like
blood tests or brain imaging to definitively rule in primary non-substance abuse psychiatric diagnoses.
Instead, we remain physicians who have to rely on the patient's subjective history and presentation of
illness. Genetic pedigree assessment is helpful and provides data on our patient's predisposition risks.
Ancillary history from family members and significant others is invaluable, for what our patient observes

and understands may be very different from what others perceive. Obtaining medical records from
previous treating clinicians is also very helpful in gathering an adequate database. There are a number of
clinical rating scales that can be utilized to guide diagnostic impressions (4). During the evaluation process
it is absolutely essential to determine if the individual's core non-substance abuse psychiatric symptoms
preceded his drug abuse or developed during the course of the addiction. The presence of pathological
non-substance abuse psychiatric symptoms during a drug free window can be helpful in making a primary
non-substance abuse psychiatric diagnosis. That being said, there must be a word of caution here.
Duration of the drug free window is the critical variable. Unless the drug free window is long enough to
allow for the neurotoxic effects of the drug to clear, any mood, anxiety, behavioral or thought disorder
diagnosis might be a false positive conclusion.
In the presence of active substance abuse, especially polysubstance abuse, all diagnostic conclusions
must be placed on hold when one attempts to make a primary psychiatric non-substance abuse diagnosis.
In this scenario, any apparent non-substance abuse psychiatric disorder represents a clinical condition
that is, until proven otherwise, secondary to drug abuse-induced brain dysfunction. To be absolutely
certain, a three to six month window of sobriety is required to be able to accurately rule out or rule in a
primary psychiatric problem other than the substance disorder. This time period allows for the brain to
hopefully return to a healthier state.

2. Attention Deficit Hyperactivity Disorder (ADHD)
The multi-diagnosis patient presents a challenging chicken-or-egg dilemma. What came first, the
addiction or the non-substance abuse psychiatric disorder? Did the latter cause the former, or was the
opposite the case? ADHD provides an excellent case study. As previously mentioned, it is not surprising
to discover that the newly diagnosed adult with ADHD is a recovering cocaine addict. Individuals with
ADHD suffer from core deficits in executive function (5). They have great difficulty with future planning,
delaying gratification, dealing with multi-step problems, and evaluating the impact of their actions.
Besides inattention, distractibility and disorganization, ADHD often leads to impulsivity and extreme
hyperactivity. Why choose cocaine as one's drug of choice? The answer lies in a paradox; instead of
being activated and stimulated by cocaine, the ADHD brain is surprisingly calmed and focused. If cocaine
were not illegal, short lasting, terribly addicting and dangerous, it would be one of the better
pharmacologic interventions for ADHD. When a cocaine addict informs you that during the early days of
the addiction the cocaine helped her feel "normal," think ADHD.
Comorbid ADHD with or without hyperactivity is an early recovery clinical challenge. This disorder is often
diagnosed for the first time in a young recovering adult whose hyperactivity, impulsivity, conduct problems
and poor grades had been previously attributed to maladaptive behavior and personality traits. As
suggested earlier in this paper, cocaine and other illicit stimulants are commonly abused and exert
paradoxical effects similar to the traditionally prescribed psychostimulants. Treatment becomes
problematic because of the significant addiction risks of the psychostimulants (methylphenidate,
methylphenidate oros, dexmethylphenidate, methylphenidate CD, dextroamphetamine, mixed
amphetamine salts, and lisdexamfetamine). Atmoxetine is the first non-stimulant approved by the FDA for
the treatment of ADHD and is a good choice in this instance (6).
As important as the careful prescription of medication for the ADHD adult is the use of focused
psychotherapy and ADHD coaching. Coping with the life failures that can emanate from this illness can
lead to low self esteem, problematic relationships and self fulfilling prophetic failure. Psychotherapy needs
to address these issues and correct faulty self assumptions. ADHD coaching is invaluable and highlights
the importance of time management, organizational skill development and life coaching. Individuals with
ADHD can successfully compensate for many of their difficulties, foregoing the need for medication.

3. Bipolar Disorder
Bipolar disorder, also known as manic depressive illness, is marked by mood instability. It is almost as if
the mood regulatory centers of the brain no longer exert their usually healthy control over emotional
expression and reactivity. There can be pathological emotional reactivity as well as spontaneous
fluctuations of mood. The classic bipolar patient has cycles of mania (characterized by elated mood,
euphoria, grandiosity, excessive spending, hypersexuality, impulsivity, paranoia and other signs of
psychosis) that can last days to weeks or longer, usually followed by a depressive crash (marked by sad
mood, low energy, increased sleep, increased appetite, negative hopeless suicidal thinking and great
difficulty in maintaining day to day function) (8). There are periods of normal mood (euthymia), and in the
classic bipolar patient there are usually four or less manias or depressions annually.
The frighteningly pathological mood swings of the cocaine abuser can easily lead to a misdiagnosis of
bipolar disorder (7). The manic-like high of active cocaine abuse is usually followed by a depressive crash
during the cocaine withdrawal period. Cocaine withdrawal-based depression can lead to suicidal thinking
or attempt. The highs and lows of the cocaine abuser present very much like cyclic bipolar manic and
depressive mood states. This is especially the case if the addict is secretive about his drug abuse.
To further complicate matters, individuals with bipolar disorder often self medicate with a variety of illicit
substances. Sometimes the self medication is an attempt to maximize or maintain the manic high.
Stimulating drugs like cocaine, amphetamine or ecstasy (MDMA) are examples. These agents are also
abused to bring on a mania, for despite all the trouble mania can cause in a person's life, it can be sorely
missed. Bipolar depression is an emotionally painful state and can lead to the abuse of alcohol, opiates or

benzodiazepines to lessen the pain. These scenarios create an unfortunate paradox. Individuals suffering
from severe psychiatric illness self medicate with drugs of abuse rather than taking the therapeutic
medications designed to help minimize their emotional pain. Mood stabilizers (anticonvulsants and
lithium) are the treatment of choice for bipolar disorder. The goal of treatment is the prevention of mood
cycling. This is no easy task when there is active substance abuse complicating the clinical picture.
Of course, substance abuse and primary psychiatric disorders can co-occur, making recovery even more
challenging. It is absolutely essential that both conditions are treated aggressively and simultaneously.
When substance abuse remains active, it is very difficult to determine the effectiveness of competent
psychotherapy and/or carefully chosen pharmacotherapy. A well respected colleague once announced
that her recovery from alcoholism could never have been accomplished without her bipolar disorder being
diagnosed and then treated. Her ongoing mood swings promoted the persistent intake of alcohol in a vain
attempt to calm herself. Her alcohol intake further exacerbated her cyclic mood disorder leading to a
harrowing vicious cycle. One also has to be concerned about the toxic effects of drug abuse on the brain's
chemical and physical milieu.

4. Social Anxiety Disorder
It is no surprise to discover that individuals with social anxiety disorder have a high incidence of alcohol
abuse or dependence (9). Social anxiety disorder is marked by a pathological fear of social settings.
Sufferers will report that as long as they can remember they have been morbidly worrying what other
people think of them, expecting that they will make a fool of themselves or be humiliated in social
gatherings. Physical anxiety is common, including rapid heart beat, shortness of breath, muscle tension,
headaches, etc. Panic attacks can occur and often raise the level of incapacitation to an even higher level.
Avoidance of social gatherings is commonplace, leading to school absenteeism and self imposed
isolation.
Remarkably, social anxiety disorder patients will tell you that the first time they consumed alcohol in a
social setting the drink normalized their incapacitating anxiety and enabled them to finally feel normal for
the first time in their lives. As one would expect, tolerance and dependence to alcohol soon develop and
lead to the unmanageable state of alcoholism. Individuals with social anxiety disorder will also self
medicate with opiates and minor tranquilizers (benzodiazepines like diazepam, alprazolam) in addition to
alcohol. The clinical presentation is further complicated by wide fluctuations of the abused drug in the
brain leading to withdrawal states that can mimic the underlying anxiety disorder. The clinical
management of social anxiety disorder requires the judicious use of cognitive behavioral therapy and
carefully selected (avoiding addictive) psychotropic agents.

5. Depression
The presence of depressive symptoms in addicts in early recovery is a common presenting psychiatric
complaint. Typical depressive symptoms consist of increased or decreased sleep, sad mood, negative
hopeless/helpless thinking, social isolation, increased or decreased appetite, low energy, reduced
pleasure responsiveness, etc (10). Do these symptoms represent a premorbid (pre-existing) depressive
state that was masked by the effects of the drug abuse, or does this clinical condition represent the
appearance of a new illness? If the person's history suggests that this depression is new, are we
observing the appearance of an additional (to the addiction) psychiatric disorder, or could this mood state
reflect drug abuse induced changes in brain biology? To date, the answer still eludes us. Nevertheless,
depression in early recovery is not a rare complaint. If the depressed mood is not a transient situational
state, it should be treated with appropriate psychotherapy and/or pharmacotherapy.

6. Other anxiety disorders
Other anxiety states can severely interfere with and complicate the recovery process. Examples include
obsessive compulsive disorder, panic disorder with and without agoraphobia, generalized anxiety
disorder, post traumatic stress disorder and phobic disorders. The specific treatment of these disorders is
beyond the scope of this paper, but suffice it to say that careful use of non-addictive pharmacologic agents
and intensive cognitive behavioral therapy can make a world of difference for these patients.
On a different note, addicts will tell you that their current subjective state of anxiety is the direct result of
having to live drug-free for the first time in many years. This can be a most disconcerting and anxiety
provoking experience. They often reveal that they have no idea how to function in the world when sober.
Addicts entering a sober lifestyle may not be able to recall what it was like to function in a world free of
alcohol or drugs. A life without drug abuse becomes uncharted territory full of a whole host of frightening
unknowns. Relationships, employment and even having fun become foreign experiences in the drug-free
state. Human beings consistently experience fear and anxiety in response to the unknown. Psychosocial
interventions and life coaching can assist the recovering addict to overcome these fears. However, like
depression, the appearance of anxiety symptoms in early recovery can be an indication of a pre-existing
anxiety disorder. Prompt treatment intervention is critical with the appropriate application of
pharmacotherapy and tailored cognitive behavioral therapy.
Anxiety disorders create a significant treatment challenge due to the problems in prescribing a time tested,
anti-anxiety medication class, the benzodiazepines (minor like diazepam, alprazolam, lorazepam, and
clonazepam) agents. Benzodiazepine use is routinely contraindicated in the recovery population. These
medications have significant abuse potential and can result in dependence and tolerance. They can open
the flood gates to relapse and loss of recovery. At the same time, untreated anxiety can be so

incapacitating that the symptoms themselves can lead to drug relapse. Without effective treatment our
very symptomatic patient may go out and abuse (self medicate). For the treating physician this creates a
classic double bind. Prescribe these drugs, and you alienate yourself and your patient from the organized
recovery sector while, at the same time, you seriously run the risk of inducing an iatrogenic (treatment
induced) drug relapse. There is no straightforward solution to this dilemma. Benzodiazepines must be
avoided at all costs. Use of psychotherapy and, most importantly, cognitive behavioral therapy can result
in significant benefit. Working actively with the individual on stress control techniques, helping them to
simplify their lives and avoiding stressful situations in early recovery are productive paths. Minimizing
caffeine, maximizing exercise, protecting sleep patterns and improving life balance in general are likewise
helpful. Treating the anxiety disorders with appropriate pharmacologic agents can be very effective.
Promoting ongoing commitment to and involvement in 12 step recovery is critical. One should not ignore
the crucial importance of the support of the 12 step fellowship.
From a pharmacologic treatment perspective it is helpful to divide anxiety symptoms into somatic
(physical) and psychic (mental) forms. Somatic anxiety represents heightened activity of the part of the
brain that controls heart rate, blood pressure, body temperature and peristalsis, all components of the
adaptive flight or fight survival mechanism\s. Psychic anxiety refers to apprehension, panic, fear,
preoccupation and worry. Beta blockers like propranolol can dramatically limit the effect of somatic anxiety
symptoms. The selective serotonin reuptake inhibitors (SSRls) like fluoxetine, paroxetine, sertraline,
escitalopram, citalopram, fluvoxamiine and the selective serotonin norepinephrine reuptake inhibitors
(SNRls) venlafaxine, and duloxetine are beneficial for many of these conditions. Buspirone is a nonaddicting minor tranquilizer that can also be helpful. Off-label (an indication other than indicated by the
FDA) use of medication has become popular in this population. One example is the off-label use of
gabapentin for anxiety and sleep; similarly, trazodone and quetiapine have been used off-label for sleep
difficulties (11).

7. Insomnia
Insomnia is an especially vexing problem for addicts in recovery. Once again, the challenge is to
determine if the sleep problem is due to a brain still reeling from the effects of the abused drug(s) or a
primary sleep disorder. Sleep mechanisms will generally return to a normative state once the brain fully
recovers from drug abuse. Until that time, treatment can certainly be challenging. Benzodiazepine agents
are out of the question. Although not members of the benzodiazepine family and determined to be nonaddicting by the FDA, agents like zolpidem, zaleplon, and eszopiclone have been touted as safe and
effective for the insomnia of early recovery. There is growing controversy over this understanding, and the
relative addictive safety of these agents in this population is being questioned. Sedating antihistamines,
herbal agents like chamomile tea or melatonin (major chemical that regulates the sleep wake cycle in the
brain) are all helpful. Off-label use of sedating antidepressants like trazodone, mirtazapine, amitriptyline
and doxepin can be effective. There has been a recent upsurge in the off-label use of quetiapine for
insomnia. Remelteon is a unique, recently introduced sleep agent that acts through melatonin brain
receptors in regulating the circadian clock and promoting activation of the sleep centers of the brain.
One must not ignore the non-pharmacologic treatment of insomnia. Sleep hygiene must be emphasized.
A quiet, cool, darkened sleep area is essential. Minimize if not cease all caffeine use. Avoid television
exposure at least 30 to 60 minutes before sleep onset time. Quiet reading is most helpful in allowing the
brain to cool off after a stimulating and busy day. Regular exercise is very beneficial in promoting healthy
sleep cycles but should be performed earlier in the day and not in the evening or night time.

8. Psychosis
The psychotic addict poses another clinical puzzle. Cocaine, amphetamine (speed), methamphetamine
(meth, crank, ice), LSD (acid) and other hallucinogen-induced psychotic states are usually short-lived and
should not present a persistent problem during early and mid recovery. Recently, there have been
troubling reports of schizophrenia-like psychoses attributed to marijuana abuse (12). Whether the
marijuana triggered the appearance of a premorbid condition and/or altered brain biology to cause this
disorder is currently being debated. If the psychotic symptoms clear within a month or two, the appropriate
diagnosis would be drug-induced psychosis.
As one can aptly see, the treating psychiatrist or physician is faced with a variety of therapeutic dilemmas.
Can you begin pharmacologic management of the mood or anxiety disorder while the patient is still
abusing substances? Ideally, the answer should be no. The biological effects of drugs on brain structure
and function represent a clinical wild card. How long will it take for the brain to return to its pre-abuse
homeostatic state? How does a brain still under the neurochemical influence of drugs of abuse respond to
psychotropic medications? Is such a medication trial a fair one? When we prescribe for a brain that is still
reeling from the effects of drug abuse, how do we know if the active effects of the medication are targeting
the psychiatric symptoms or interacting with drug abuse induced dysfunctional brain cells? In fact, once
the brain has recovered from the effects of drug abuse, we may decide to choose a different psychiatric
medication, alter the dose of the medication or discontinue medication.
One cannot leave this discussion without further discussing the toxic effects of drugs of abuse on the
human brain. From the microscopic cerebral hemorrhages due to cocaine (13) to the cellular toxicity of
alcohol and MDMA (14), the ultimate impact on mental function can be varied and subtle. Our technology
is not advanced enough to adequately track the damaging effects. Nevertheless, after extensive
substance abuse the brain is not the same organ. How much this influences recovery and the ability to

return to meaningful life is still unclear. It would be ideal to provide extensive neuropsychological testing
to those in recovery, but this remains impractical from a financial standpoint.

D. After Thoughts: Lessons Learned
Despite all the burgeoning knowledge about the biology and treatment of drug addiction, the success
record remains disappointing. What contributes to this outcome? An addict can spend 28 days (duration
actually determined by insurance reimbursement parameters and not clinical need) at a top-notch
treatment facility only to fall miserably into relapse upon return home. We can administer high tech
medications and see the same disappointing results. We can wholeheartedly support 12 step recovery
but still see failure rates that are unacceptable.
The answer to this dilemma may not be as complicated as one would think. Recovery from addiction
requires that the brain and the psyche have ample time to heal free of drugs, both biologically and
psychologically. This can be next to impossible in many outpatient settings. There is much too much illicit
drug availability coupled with societal pressures. But if we can isolate the individual from the drugs and
the drug scene, we have a much better chance of success. Thus, the ancient tincture of time becomes a
critical variable for recovery.
How can these goals be accomplished? It requires adequate funding to provide the types of treatment
facilities necessary. It requires funding to allow for the detection of substance abuse in the early school
years through student drug testing and substance abuse education of teachers and parents. It requires the
ability to identify children and adolescents at risk and the ability to then provide treatment. It requires that
we directly address the societal issues that breed addiction.
Nancy Reagan's just say no commentary meant that we have the responsibility to be empowered and
state unequivocally that we know better what is best for our children so that we can protect this generation
and generations to come.
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Interventional Pain Procedures: Understanding their Role in Clinical Practice
Ian J. Kucera, M.D., Pharm.D., Director of Pain Medicine Stormont-Vail Healthcare, Topeka, KS
Abstract:
Chronic pain is one of the most challenging problems facing physicians today. In recent
years it has been recognized that a compartmentalized approach to managing these
patients results in unsatisfactory outcomes. A more integrated approach using a
multidisciplinary model results in more efficient resource utilization. Interventional pain
procedures are one of the tools available to help alleviate chronic pain. Epidural steroid
administration and facet injections are basic techniques with a long history in the
treatment of chronic pain. Cancer-related pain is also amenable to interventional
therapies in select patients. With an ever increasing number of interventions targeting
various anatomic structures, interventional pain practitioners continue to refine and
explore where these techniques fit into clinical practice.

Background
Chronic pain continues to be one of the most difficult clinical problems physicians face. Part of this stems
from physicians' training which considers the treatment of pain in a reductionist, purely biological model.
This model defines pain as a purely sensory event caused by the activity of certain nerve fibers.
Treatment is geared solely at symptom reduction, without taking into account other issues such as
disability or depression.
When dealing with patients with chronic pain, there often is no test and not one specific solution to their
problem. However, this does not mean chronic pain cannot be adequately managed. As physicians we
must alter not only our own perceptions, but our patients' perceptions as well. We must look at the
treatment of chronic pain as an ongoing process. Instead of trying to find the one modality that "fixes" the
problem, we must educate our patients regarding the myriad of tools we have available to alleviate pain
and improve their ability to cope with their pain.
One of the greatest problems patients with chronic pain face is the perceived lack of control over their
condition. They never know when they may have a bad day and be almost unable to function secondary
to their pain. Having a patient know that there is something that can be done can be helpful in the
management of chronic pain. Interventional approaches are an important tool available to help alleviate
pain and to offer some degree of control over his/her pain.
In the last 15 years it has been recognized that the traditional pain treatment model - patients are initially
seen by their primary care physician, then referred to a secondary specialist (interventional pain,
occupational medicine, etc) and finally may see a tertiary specialist such as a neurosurgeon - may lead to
inefficient resource utilization (1). An alternative model to this is the multidisciplinary pain center (MPC).
This model attempts to take a more holistic view of the treatment of chronic pain by incorporating
physicians, interventionalists, psychologists, physical therapy, occupational therapy and perhaps other
professionals into the treatment of patients with chronic pain. In large tertiary referral centers, this model
works well. Unfortunately, many providers in smaller centers may not have the resources available to
create a full fledged MPC. However, the underlying concepts of the MPC can still be useful (Table 1).
Painful conditions which may be amenable to interventional therapies range from trigger point injections
for fibromyalgia to spinal cord stimulation for failed back surgery syndrome. As with most other
therapeutic options in the treatment of chronic pain, interventional procedures by themselves will seldom
lead to complete resolution of patients' complaints. However, when used in conjunction with reasonable
medical management protocols, physical therapy and adequate support, interventional pain management
can help patients keep their pain at a level which minimally affects their ability to function.
This article will describe the targets of interventional procedures and briefly summarize their role in clinical
practice. Additionally, we will discuss the potential role of interventional pain management in the
treatment of cancer-related pain. Finally, we will briefly touch on more advanced techniques such as
spinal cord stimulation. We will not go into the details of potential treatment options for sympathetically
mediated pain such as reflex sympathetic dystrophy (RSD) or complex regional pain syndrome (CRPS);
however, we will address some of the important studies helping to define clinical outcomes and efficacy.

Targets of interventional pain procedures
Interventional pain procedures target well defined anatomic structures, important in either the generation
or the transmission of pain. Interventional pain techniques commonly target the following:

1) Specific inhibition of inflammation
2) Interruption/ablation of the transmission of pain
3) Interruption/ablation of sympathetic fibers in the progression of pain
Epidural steroid injections are believed to have their therapeutic effect by minimizing nerve root
inflammation secondary to intervertebral disk herniation. Transforaminal injections can be useful in the
diagnosis of radiculopathy by isolating the affected nerve root and giving prognostic information of surgical
decompression. Complex regional pain syndrome (CRPS) type 1 is believed to arise from dysfunction of
the sympathetic nervous system of the affected extremity. Ablation of sympathetic fibers (stellate
ganglion, lumbar sympathetic chain, etc.) can inhibit or reverse the changes of CRPS (RSD).

Basic Interventional Pain Techniques
Epidural Steroid Injections
The first reported use of epidural steroid injections (ESI) was in 1952 by Robecchi and Capra (3) for the
treatment of sciatica. The use of ESls has continued for the treatment of radicular pain since then in
varying permutations. The evaluation of radiculopathy includes plain x-rays to evaluate the bony
structures of the lumbar spine, MRI to evaluate the soft tissue structures such as nerve roots and
intervertebral discs, electrodiagnostic studies to differentiate peripheral neuropathy from radiculopathy and
CT myelography to evaluate the osseous structures and the spinal canal (4).
ESls are commonly performed in the cervical and lumbar regions of the spine. Thoracic injections are
also employed. However, true radicular pathology in the thoracic region is much less common than in the
cervical and lumbar regions. The mechanism of action of ESls is believed to stem from the potent antiinflammatory activity of corticosteroids. Disc herniation occurs when the annulus fibrosis of the disc
ruptures, and the nucleus pulposus is pushed into the spinal canal. The herniated nucleus pulposus
material contains several pain associated neurotransmitters and causes a significant amount of
inflammation. These substances cause inflammation in the nerve root, often resulting in the perception of
pain. Corticosteroids are very effective in inhibiting the inflammatory cascade and thereby relieving pain.
A published meta-analysis in 1990 showed a statistically significant improvement in patients suffering from
radiculopathy. However, at the time there were few controlled studies to choose from (5). In the last 15
years there have been many trials undertaken to elucidate the efficacy of ESls. Manchikanti and
colleagues reviewed randomized and non-randomized trials in 2003 for the three commonly performed
ESls (intralaminar, transforaminal, and caudal). Evidence for short term relief was excellent and for long
term relief was moderate (6). This again reinforces the idea that treatment of chronic pain is a continual
process, and the likelihood of one therapeutic option completely alleviating all of a patient's symptoms is
unlikely. However, ESls are a useful tool in the management of patients with chronic pain.

Facet Joint Procedures
Pathology of the facet joint has long been known to cause back pain (7). Facet joints are paired synovial
joints formed by articular process of the superior and inferior level. Facet pain tends to be referred to the
lower back, hips and anterior thighs. "Facet syndrome" is characterized by symptom exacerbation with
extension of the spine, localized tenderness in the region overlying the facet, absence of leg pain and
radiographic evidence of arthritic changes in the facet joints (8-10).
The two major interventions targeting the facet joint are intraarticular steroid injections and medial branch
blocks/ablation. Intraarticular steroids exert their effect via reducing inflammation in the facet joint. The
mechanism is the same as seen in the intraarticular injection of corticosteroids into the hip or knee for
degenerative joint disease. Corticosteroids decrease inflammation and suppress production of painful
neurotransmitters. Medial branch blocks are a technique to block the transmission of pain from the facet
joint. The medial branch of the dorsal posterior primary rami innervates the facet joint and is accessible
with fluoroscopically directed injections. If patients receive at least short term benefit from the injection of
local anesthetic, they may be candidates for permanent denervation with radiofrequency lesioning of the
medial branch.
The key to successful outcomes with radiofrequency lesioning of the facet joint is appropriate patient
selection. Rigorous technique must be employed to appropriately target the medial branch, and patients
should be asked to keep a pain diary for at least 48 hours after the injections to evaluate efficacy.
It is difficult to interpret the clinical data on outcomes of facet denervation because of a lack of wellvalidated, diagnostic criteria and patient selection difficulty. Two prospective, double-blinded studies
showed long term benefit from radiofrequency denervation (11, 12). Conversely, another study with
slightly less rigorous selection criteria showed no benefit (13).

Management of Cancer-related Pain
Interventional pain management for cancer-related pain must be viewed differently than the management
of non-malignant pain. Generally, neuroablative procedures which would only be used in extreme cases
in non-malignant pain are considered earlier in the course of therapy.

Perhaps the most well known interventional procedure for cancer-related pain is the celiac plexus block.
Commonly performed for pancreatic adenocarcinoma and cancer of the upper abdominal viscera, celiac
plexus ablation can augment medical management in certain circumstances (14). This procedure takes
advantage of the innervation of the upper abdominal viscera by afferent nocioceptive fibers traveling in the
sympathetic fibers of the splanchnic nerves arising from T5-T12 and the parasympathetic efferent fibers
that make up the celiac plexus. The fibers are in the retroperitoneal space adjacent to the L1 vertebral
body. This block can be done using simple surface landmarks; however, in recent years the use of either
fluoroscopic or CT guidance has become commonplace. Most centers will perform a diagnostic block
with a longer acting anesthetic such as bupivicaine to try to gauge the probability of a good response
before performing a neurolytic block with phenol/alcohol or radiofrequency thermocoagulation.
Additionally, other ablative procedures can be used for the treatment of invasive malignancy. Pain from
tumor invasion of chest wall structures can potentially be improved with intercostals nerve ablations. The
data supporting this is not as well established as the celiac plexus block, but if more conservative
management has failed, it certainly deserves consideration (15).
Finally, direct administration of therapeutic agents to the epidural or intrathecal space may be considered.
There are a variety of ways to attain access for drug delivery, ranging from short term options such as
simple epidural catheters to very expensive intrathecal infusion devices which are programmed for
continuous and bolus delivery of medications. In general, patients to be considered for the implantable
devices should have a life expectancy of at least 6 months because of the invasiveness of the procedure
and expense of the device itself.

Spinal Cord Stimulation
Spinal cord stimulation has its roots in the gate control theory of pain perception. In this theory retrograde
stimulation of large fibers (non-pain conducting pathways) would inhibit smaller fibers (pain conducting
delta fibers) and thus stop perception of pain at the spinal cord level (16).
The first spinal cord stimulators were implanted in the 1960's. In spinal cord stimulation, an array of
stimulating metal electrodes is positioned in the dorsal epidural space. An electrical field is generated
through connections with a pulse generator. The resulting field stimulates the axons of the dorsal
columns, leading to inhibition of the activity in the lateral spinothalamic tract and increased activity in the
descending anti-nocioceptive pathways (17). In recent years the exact mechanism of pain relief from
spinal cord stimulation has been recognized as being more complex than a simple "closing of gates" in the
ascending pathways. However, inhibition of the ascending fibers clearly plays a role (18).
Spinal cord stimulation is used as late stage therapy in certain conditions after pharmacologic, nonpharmacologic and less invasive therapies have failed. Neuropathic pain tends to respond better to spinal
cord stimulation than nocioceptive pain.
Patients which tend to respond well to spinal cord stimulation are patients with predominantly lower
extremity symptoms ((chronic radiculopathy, CRPS Type 1 (RSD), etc.). However, relief of axial lower
back pain can be obtained in select patients.
A trial employing a temporary epidural catheter is commonly performed before permanent implantation. If
patients achieve at least 50% reduction in their pain and are able to tolerate the sensation associated with
stimulation, they are considered good candidates for permanent implantation.
A recent randomized controlled trial comparing spinal cord stimulation with lumbar re-operation showed
better pain outcomes in the stimulation group (19). A review of the older literature showed 60% of patients
with spinal cord stimulator implants had what they considered good control of their pain ( >50% reduction)
(20). With advances in the ability to program leads and in battery life, these outcomes can hopefully be
improved upon.

Conclusion
Treatment of chronic, nonmalignant pain syndromes continues to be an ongoing challenge for clinicians.
Recent advances in technology and imaging have allowed greater accuracy and a wider variety of
therapies to be offered to patients. However, the recognition of the need for a more integrated approach
to the use of these advanced techniques continues to be a major challenge to interventional pain
physicians. These interventions do not supplant pharmacologic and non-pharmacologic modalities to treat
chronic pain; their role is complementary (7).
Just as interventional techniques are complementary in non-malignant pain, their role in cancer-related
pain is similar. The majority of patients with cancer-related pain can usually be controlled with medical
management. However, in certain circumstances medical management will not achieve adequate pain
control. Neuroablative procedures and intraspinal delivery of pharmacologic agents are effective
measures for patients who have failed conservative management.
lnterventional approaches to chronic pain management are continually evolving. In recent years, there
has been a growing effort to further study the efficacy and place in therapy of interventional pain
management. There is a large body of experiential knowledge in the use of these procedures, but this is
not a SUbstitute for well designed trials. A greater understanding of the exact mechanisms of these
procedures will also improve our ability to determine their place in clinical practice.

Biography
Ian J. Kucera, M.D., Pharm.D., Director of Pain Medicine Stormont-Vail Healthcare, Topeka, KS
Dr. Kucera is the Medical Director of the Pain Medicine department at Stomont-Vail Hospital in Topeka,
Kansas. Board certified in anestheisiology, he received his Doctor of Medicine degree at Texas Tech
University where he did his residency training and his Doctor of Pharmacy degree at the University of
Nebraska Medical Center.

Conflict of Interest Statement
I declare that I have no proprietary, financial, professional or other personal interest of any nature or kind
in any product, service and/or company that could be construed as influencing the position presented in,
or the review of, the manuscript entitled "Interventional Pain Procedures: Understanding their Role in
Clinical Practice."

References
1. Boden SD, Dreyer SJ, Levy HI, Management of low back pain. Current assessment and formulation
of a blueprint for the health care delivery system of the future. Phys Med Rehabil Clin N Am 1998;9:41933.
2. Turk Dc, Stacey BR. Multidisciplinary pain centers in the treatment of chronic back pain. In:
Frymoyer JW, ed. The adult spine: Principles and Practice. Philadelphia" PA: Lipppincott-Raven
1997:253-74.
3. Robechhi A, Capra R. L'idrocortisone (composto F): Prime esperienze cliniche in campo
reumatologico. Minerva Med 1952;98: 1259-63.
4. Frank J.E., Falco, Irwin L, Zhu J. Lumbar spinal injection and interventional procedures in the
management of low back pain. Clinics in occupational and ennv med 2006;5(3):655-702.
5. Bogduk N, Brazenor G, Christophidis N, et al. Epidural use of steroids in the management of back
pain. Canberra (Australia): National health and medical research council; 1994.
6. Manchikanti L, Staats PS, Vijay S, et al. Evidence-based practice guidelines for interventional
techniques in the management of chronic spinal pain. Pain Physician 2003; 6:63-81.
7. Markman J.D., Philip A. Interventional approaches to pain management. Med Clic of Nor Amer 2007;
91 :271-286.
8. Jackson RP, The facet syndrome. Myth or reality? Clin Orthop Relat Res 1992;279: 11 0-21.
9. Lewinnek GE, Warfield CA. Facet joint degeneration as a cause of low back pain. Clic Orthop Relat
Res 1986;213:216-22
10. Schwarzer AC, Wang SC, O'Driscoll D, et al. The ability of computed tomography to identify a
painful zygapophysial joint in patients with chronic low back pain. Spine 1995;20:907-12.
11. Lord SM, Barnsley L, Walis BJ, et al. Percutaneous radio-frequency for chronic cervical
zygapophyseal-joint pain. N Engl J Med 1996;335:1721-6.
12. Van Kleef MV, Gerard AM, barendse, et al. Randomized trial of radiofrequency lumbar facet
denervation for chronic low back pain. Spine 1999;23 :1937-42.
13. Leclaire R, Fortin L, Lambert R, et al. Radiofrequency facet joint denervation in the treatment of low
back pain: a placebo controlled clinical trial to assess efficacy. Spine 2001 ;26:1411-7.
14. Eisenberg E, Carr DB, Chalmers TC. Neurolytic celiac plexus block for the treatment of cancer pain:
a meta-analysis. Anesth Analg 1995;80:290-5.
15. Doi K, Nikai T, Sakura S, et al. IUntervostallnerve block with 5% tetracaine for chronic pain
syndromes. J Clin Anes 2002;14(1):39-41.
16. Melzack R, Wall PD. Pain mechanism: a new theory. Science 1965;150:971-9.
17. Linderoth B, Foreman RD. Physiology of spinal cord stimulation: review and update.
Neuromodulation 1999;2: 150-64.
18. Cui JG, O'Connor WT, et al. Spinal cord stimulation attenuates augmented dorsal horn release of
excitatory amino acids in mononeuropathy via GABA mechanism. Pain 73:87-95.
19. North R, Kidd D, Farrhokhi F, et al. Spinal cord stimulation versus repeated lumbosacral spine
surgery for chronic pain: a randomized controlled trial. Neurosurgery 2005; 56(1 ):98-1 06.

20. Turner JA, Loeser .10, Bell KG. Spinal cord stimulation for chronic low back pain: a systematic
literature synthesis. Neurosurgery 37(6): 1088-1095.

© Copyright 2006 2010 The Journal of
Global Drug Policy
and Practice

THE JOURNAL OF
GLOBAL DRUG POUCY AND PRACTICE

COMMENTARY
Peter Stoker

COMMENTARY
US Conference of Mayors Entertains Drug Policy Reformers
Peter Stoker
Prevention or liberalisation? Resistance or collaboration? A constant tug-of-war, fought out on a wide
range of fields - usually involving a contest between dedicated adversaries. But an engagement of a
different sort took place at the 75th Annual Meeting of the US Conference of Mayors (USCM) held in Los
Angeles in June 2007, different in that opponents were not invited - this was the unusual spectacle of a
tug-of-war with only one team on the rope.
The Mayors' Conference currently has 1,139 member cities, representing any US city with a population of
30,000 or more (1). The Conference is defined as 'nonpartisan'.
It is not easy to establish how many mayors actually attend the conference or attend any given session,
but - for example, in 2007 - a resolution on the Iraq War presented 'to the full body of the Conference',
and which should have been a magnet event, attracted only one hundred voters - rather less than 10% of
the Conference membership (2).
Against this background, USCM '75 entertained a discussion on drug policy and practice and, in due
course, developed a Resolution which was reportedly passed by two committees before coming to the
general assembly where it was passed unanimously 'with minimal debate'. Resolutions such as this are
expected to be used by USCM 'to guide the Washington lobbying'. To that extent, they are binding on the
membership - even though one of the Resolution's architects conceded "While it has no legal effect, it has
powerful symbolic effect".
The disquieting nature of this particular Resolution lies is in its claim that 'The Drug War has failed' and in
its call for a 'harm-reduction oriented approach to drug policy that focuses on public health', as reported in
a Join Together News feature of 18th July, 2007 (3).

The Resolution
The Resolution itself runs to around 1200 words with no less than 21 introductory paragraphs preceding
the six paragraph Resolution. Here is an abbreviated version, which ran under the title of: 'A new bottom
line in reducing the harms of substance abuse' (4).
Under the introductory headings, the Resolution offers observations on the current position, as the drafters
see it, which may be summarised as:
• Addiction is treatable, and drug treatment succeeds more than cancer treatment.
• The US imprisons more than any other country, with many imprisoned for simple possession.
• Treatment yields benefits at a 7:1 ratio.
• The drug war costs hugely, but many still use, and demand has not decreased.
• Only one third of the drugs budget goes toward education, prevention and treatment.
• Aids and Hep-C are caused by the lack of needle exchange programmes (NEPs).
• Government prevention programmes are useless.
• Non-whites get more severe penalties.
The six sections of the Resolution itself are:
• The drug war has failed - we need a public health approach.
• We should focus on harm reduction.
• Rigorous evaluation should be applied; more money should go to evaluating harm reduction.
• Methadone, maintenance therapy and treatment are to be preferred over jail.
• Prevention of HIV/Hep-C should be by NEPs and overdose prevention.
• Local communities suffer consequences, so they should have power (federal role should be
confined to providing the money).

Understanding how the mayors came to such a radical position is easier once one appreciates who
drafted the Resolution and who sponsored it.
The drafter was none other than the Drug Policy Alliance (DPA) - the Soros-financed evolution of the
Lindesmith Institute and the Drug Policy Foundation, an unmitigated pressure group for liberalisation and
preferably legalisation of drugs. To those who know of DPA and its writings, the USCM Resolution reads
like a photocopy of the DPA literature.
The sponsor is less well known outside the mayoral scene, but high profile within it (5). Mayor Rocky
Anderson presides over Salt Lake City and minces no words in his condemnation of all things Republican.
Bush is, he opines, "... the most dangerous President the country's ever had". Described by some as
energetic, radical, charismatic, populist, attorney-trained, globally conscious, Anderson has concluded that
in the short term he must shelve any notions of higher office, but he can meanwhile gain satisfaction from
rattling the Washington cage from the outside. He is a founding member of the New Cities Project, a
group linking 'progressive' mayors from around the country, which holds twice-yearly fringe meetings at
USCM conferences.
Mayor Rocky, is reportedly a lapsed Mormon, 'anti-machine', anti-global warming, pro-gay rights, proimmigrants rights, and pro-counselling instead of prison for DUls and prostitutes. In the drug policy context
Anderson is against DARE, having thrown it out of Salt Lake City schools. Whilst some antipathy of
African Americans towards DARE is understandable - it having been originated by Los Angeles Police
Chief Daryl Gates (alleged to have overseen a higher rate of deaths amongst African Americans
compared to Caucasians in police custody during his term of office), and of course DARE has always
been seen by the liberalisers as a prevention flagship they would dearly love to scupper. However, the
news about Mayor Anderson is not all bleak; he is in favour of Restorative Justice as an alternative to
imprisonment, and this is a process which has much to commend it as part of preventing repeat felonies.

Conclusion
DPA makes frequent use of its substantial finance and staffing resources to gain exposure like this; the
expedient partnership with radical politicians is also no surprise. Less understandable is the 'unanimous'
vote awarded by USCM to the DPAlAnderson pitch. ONDCP spokesman Tom Riley said after the
conference results were published that "... most of the mayors our office talks to consider drugs a huge
problem in their communities and are anxious to get more resources for prevention, treatment and law
enforcement. I don't know many mayors who are in favour of drug legalisation".
Riley was disparaging of the USCM resolution exercise, branding it "... a publicity stunt by proponents of
drug legalization". This is an understandable reaction, if one is in the Washington environment; i.e., listen
courteously to the USCM propositions, but remind them where the real power lies. But mayors are by no
means without power in their locales, and they are clearly sensitive to the issue of how much power they
have relative to the central government. A more pragmatic response might therefore be to take the
Resolution at face value (leaving aside who wrote it) - after all, it received a unanimous vote and is now
firmly in the USCM portfolio, but suggest that a balanced appraisal would be at least worth exploring.
Such an appraisal might begin with asking to what extent a 'unanimous' vote - by what would seem to be
less than 100 mayors - is truly representative of USCM as a whole (knowing that many mayors in contact
with ONDCP profess the opposite view).
Turning to the actual content of the Resolution and its introductory paragraphs, the following observations
can be made:
The stated core value of the Resolution is a drug policy that
"... concentrates more fully on reducing the negative consequences associated with drug
abuse, while ensuring that our policies do not exacerbate these problems or create new
social problems of their own; establishes quantifiable, short- and long- term objectives for
drug policy; saves taxpayers money; and holds State and Federal agencies responsible".
Not much there that a prevention advocate would find uncomfortable - except perhaps the proposed focus
being
"... more fully on reducing the negative consequences"
More prevention would, of course, reduce the consequences - but it is well known that this is not what
DPA has in mind. Moreover, Mayor Anderson seems to be cast in the DPA mould; indeed, he received
DPA's 2005 'Richard J. Dennis Drug Peace Award' for his 'reforming' efforts. If nothing else, this 2005
award shows that Anderson has been 'in close proximity to' DPA for several years already.
It is of course legitimate for USCM, and indeed anyone else, to challenge where ONDCP puts its money,
but USCM needs to base its challenge on something more substantial than DPA rhetoric. To champion
drug treatment on the argument that fewer people die from it than from cancer treatment is plain silly,
comparing apples with oranges. Equally, to cite the 46% of citizens using 'at least once' paints a falsely
bleak picture of drug abuse prevalence - it is now well understood and widely agreed that many users

give up after only one or two tries, and the percentage persisting beyond this is much lower - typically
around 15% or less, which means that 85% of the population either sustain or soon achieve lasting
abstinence. Moreover, the present administration is not without progress in this context: current drug use
by youth has declined 24 percent since 2001. Treatment can claim a several-fold 'Benefit v Cost' ratiobut the ratio for prevention is even better, which makes the relatively tiny funding it receives (in
comparison with education and treatment) all the more reprehensible.
Needle exchanges and methadone maintenance programmes are increasingly incurring professional
criticism, including but not limited to an in-depth study by Robert L. DuPont, MD and Eric A. Voth, MD as
well as others (6). USCM really should try to keep up with the research. (Corresponding research in the
UK by Professor Neil McKeganey and others shows that most users do not want needle exchanges or
methadone maintenance, etc. - they want help to stop using).
USCM and DPA claims, that ethnic minorities are imprisoned more than whites, are not supported by the
evidence. Attorney and drug policy specialist Robert Peterson has conducted analyses of imprisonments
related to drug offences (7), and amongst other things he discovered a simple truth; in the Northern states
where incarceration occurs less, there are fewer black people - in the Southern states the opposite is the
case. This variation of ethnicity, on its own, explains the black/white numerical differences in incarceration
rates. Moreover, Peterson confirmed that almost no one is imprisoned for simple possession. Almost all
prisoners come into the justice system with other offences known; plea bargaining makes many of these
other offences disappear. In the US as elsewhere, arrests for simple possession rarely lead into the justice
system.
The strategies built into the USCM Resolution are invalidated by the above distortions. Whilst the
Resolution makes some valid observations, which few would find contentious, the overall product is an
undistinguished reiteration of DPA rhetoric.
Ironically, if the real goal of harm reduction (and of this Resolution) is to reduce all the harms to all of
society rather than a narrowly-focused set of interventions concentrating on making life less harmful and
more viable for those who wish to continue use, the logical policy outcome would be a concentration on
primary prevention.
One can agree with USCM that the effectiveness of prevention so far is mixed - the potential of effective
prevention has yet to be fully realised (and is likely to remain so until resourcing is stepped up by an order
or two of magnitude). But the feasibility and viability of prevention are givens - it follows that what is
needed is more focus on making prevention effective and less indulgence in suing for surrender to the
drug problem.
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Harm Reduction or Harm Denial?
Dr. Juan Alberto Varia, Drug Dependence Institute Director - Salvador University (Argentina)
GRADIVA Rehabilitation Center Director (Argentina)
Editor's Note: The complete version in Spanish is available here without benefit of peer review.
The harm reduction movement has turned into a denial that drugs cause harm precisely when, since the
90s, there have been neuroimage means to measure the atrophies and problems of metabolism and brain
perfusion caused by drugs in an exact way. This harm reduction movement is turning into an ideological
submission plan for the public, especially young people, creating a massive tyrannical control and then a
subclass of "mutants" and "brainless" young people in the short term with the consequence of the growth
of crime, AIDS, consumption and drug selling, accidents and mental and neurological diseases.

This harm denial movement, as I dare to call it, denies the concept of mental illness associated with the
use of drugs; considering drug taking as a mere life choice, it works as an evil tool since any preventive
education on damages from drug taking is attacked, and using drugs without consequences is taught.
What choice may there be if there is no damage preventive education? In Argentina, leaflets are handed
out at the door of nightclubs, concerts or public shows in which the following concepts are mentioned:
"Marijuana by itself does not produce a mental illness," or "It is extremely important for those people who
are going to take the drug for the first time to take the necessary precautions of graduating the first
consumption very slowly, especially if it is a good quality and powerful substance; a few puffs (no more
than four or five) have to be smoked and at least ten or twenty minutes should be waited to see the effect
produced in order to avoid the possibility of a bad experience or an acute sickness." (ARDA Argentinian
Damage Decrease Association) The same concepts are followed with synthetic and other drugs.
In addition, this movement - and I call it a movement because it is more than a structure based on
medical principles, it is almost an element of political pressure on public opinion trying to foster tolerance
and social acceptance of drug consumption - has a very particular view of the user's rights and does not
take into account the non-user's rights. If the individual's well-being (supposing drug-taking is something
good) is the only one that prevails, setting aside the social well-being and public health, our society will
become a primitive one. In this peculiar political concept, the Law, more than a factor that allows social
integration as Plato said: "It is a road to grow" (Plato - Complete Works), has turned into a discrimination
and marginalization tool.
Furthermore, evilly, the marginalization effect, deterioration of behaviour and psychotic isolation develop
increasingly since drug use buries the person in a magical, hallucinatory world and eliminates the
psychological centers of ethical behaviour and impulse control as shown in pre-frontal syndrome (clearly
detected today by neuroimage).
It is necessary to work on the "popular mental complex" of the beliefs, attitudes and cultural values that
are seminal to drug taking. If we create social acceptance, demand will rise and the increase of the
number of implied consumers will increase social acceptance. This way, from this conception of ideas paradoxically - will people be freer or more dominated by the market?

The appearance of synthetic drugs and the polydrug abuse phenomenon
Another consequence of the social acceptance of drug use and harm minimization strategies is the
emergence of polydrug abuse in an attempt by users to manage their moods with different substances. In
the 80s, there was still a one or two drug dependence at the most. Today, the patient chooses drugs from
a "menu" as if he were at a restaurant. Polydrug abuse has also risen, especially among young people,
because of recipes downloaded or bought from the Internet. This is a new phenomenon that has added a
bigger problem to a serious problem in itself: drug consumption. The illegal drug trade, especially in
synthetic drugs made in local laboratories, has increased dramatically in nightclubs. Polydrug abuse and
the availability of synthetic drugs have given a new dimension to drug phenomena. They are having a
massive impact and, in addition, are causing an increase in the drug epidemic because of social
acceptance and promotion of drug consumption.

Syringe interchange programs are being evaluated
Both in Buenos Aires Province (7-year-research conducted by me) and in other countries, specifically in
Chicago (USA), with educational extension programs and community leaders, it was proven that an
uncontrolled distribution of syringes without a prevention and education plan caused the adverse effect of
increasing drug consumption. In Montreal (Canada) it was proven that the participants of a needle
exchange program were three times more liable to get HIV than the ones who did not participate; the
blood of 1600 drug addicts was tested every 6 months. In Vancouver (Canada) it was proved that a large
number of addicts shared needles, even HIV positive participants; the index of drug addicts with HIV in the
city increased from 2% in 1988 to 23% in 1997.

We have forgotten basic elements of prevention and treatment
Prevention of first consumption of drugs and early intervention in experimental and non-addicted
consumers should be paramount. We must remember the basic elements of treatment - that daytime,
outpatient, and residential active treatments should include programs connected to prevention of a relapse
(these concepts have been very well expressed in Buenos Aires in University of Salvador Congress by the
Professors Calvina Fay and Mina Seinfeld de Carkushansky - November 2007). These kinds of treatment
programs should complement the legal system that implies the observance of the law and prohibition of
drug use. Programs must cover all drugs - illegal as well as legally prescribed drugs and alcohol.
There are four main principles of prevention:
• Discouraging first use
• Massive and early decrease of tobacco and alcohol use
• Continuous work on cultural norms and media strategies conducive to non-social acceptance of
drugs

• Taking care of the human genome and the genetic capital; drug dopaminergic activation
empowers genetic changes, genetic vulnerability and genetic polymorphism
To prevent drug use is to activate treatment systems and improve them permanently since it is proven that
20% of critical users consume 70% of the drugs in circulation. The strategy that promotes early
intervention is only possible through a social leader network, neighborhood by neighborhood and
municipality by municipality.
To prevent drug use is to prevent crimes, thefts, street fights and the illegal drug trade. It is proven that an
adolescent drug user has more conflicts with the law than an adolescent with an identity crisis who does
not take drugs. He will have conflicts or symptoms, but he will be unlikely to have a behavior disorder that
causes legal problems.
To prevent drug use is to limit the growth of psychiatric illnesses since 50% of drug abusers have serious
mental disorders (Axis 1 in DSM-IV). The use of marijuana increases by five times the possibility of
schizophrenia, eight times the possibility of acquiring anxiety disorders and four times the possibility of
triggering mood disorders.
To prevent drug use is to promote early community interventions in the underage with behavior disorders,
in children and adolescents with ADHD (Attention-Deficit Hyperactivity Disorder), in child abuse and in
violent situations.
Prevention must be connected to intense, persistent communication and media campaigns at all times.

Conclusion
The harm reduction movement is the crystallization of the individualistic tenet of postmodernism itself. It
justifies the drug business and denies the illnesses and consequences that are at stake in the individual's
and community's lives.
As an Argentinian professional and as the University of Salvador Drug Dependence Institute Director, I
consider that we are helping pandemic situations connected to wrong conceptions based on harm denial
and the social acceptance of drug consumption. We propose - based on our experience - a triple job that
goes from the local to the regional levels:
• Developing leadership and encouraging leader formation in its different arenas: family, education,
community, religion, healthcare, social communication
• Organizing on this base a Community Preventive Campaign in each locality integrated with a
treatment system
• Increasing the coordination of networks and associations by creating Preventive Cities
Our 7-year-job experience in Buenos Aires Province (Argentina) has given excellent results following this
model:
• A decrease of intravenous drug consumption from 8% to 2%
• A decrease of syringe interchange from 10% to .5% (without handing out a single syringe)
• A decrease in the first consumption of cocaine from 5% in 1993 to 2.5% in 1999
• A decrease in alcohol on our highways from 8% in 1995 to 2% in 2000
We believe that we can get good results if all of us redouble our efforts for a more humanistic view of man
based on scientific principles and for a new urban social order based on Preventive City concepts.
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