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Introduction
Pain is a common problem for which patients seek care in the 

Emergency Department (ED), accounting for up to 42% of all 
visits.1,2 As pain control in the ED is often inadequate, increasing 
emphasis has been placed on pain relief.2,3 Narcotic prescrib-
ing has increased to the point that the US, constituting 4.6% of 
the world population, uses 80% of the world’s opiate supply, 
including 99% of the world’s hydrocodone supply.4 

In addition, the use of prescription medications for nonmedi-
cal reasons has increased. Approximately 7 million Americans 

over the age of 12 years use prescription medications for non-
therapeutic reasons each year, with nearly 50 million Americans 
having used prescription drugs recreationally during their 
lifetime.4,5 Prescription drug abuse has become an epidemic in 
the US, and not without major consequences. Adverse events 
from the nonmedical use of prescription medication account 
for more than 700,000 ED visits annually, and deaths due to 
narcotic overdose have tripled since 1996, with nearly 14,000 
opiate-related deaths in 2006.5-7 Deaths resulting from prescrip-
tion opiate medication account for three-fourths of deaths due 
to all prescription medications.8 Patients who present to the ED 
to obtain medication for nontherapeutic reasons are common, 
estimated to be as high as 20% of all ED patients.9 Most of 
the literature on “drug-seeking patients” in the ED consists of 
anecdotal data or small studies, giving Emergency Physicians 
(EPs) little information on how to identify these individuals.10-15

The increasing prevalence of prescription medication abuse, 
particularly narcotic abuse, makes it important for EPs to be able 
to identify patients presenting to the ED seeking medication 
for nontherapeutic purposes. Numerous scoring systems have 
been developed to identify patients with narcotic addiction, 
but they were developed outside the ED and often involve 
long, complex surveys that are too cumbersome to use in the 
ED.16-22 Prescription monitoring programs have emerged as a 
means of identifying patients trying to obtain medication for 
nontherapeutic reasons.23-26 The use of prescription monitor-
ing programs in the ED has been shown to affect prescribing 
behavior,25,27 and in one study such a program changed EP 
prescribing practice in more than 60% of cases.25 Although 
most states in the US have prescription monitoring programs, 
little is known about how to clinically interpret the information 
obtained in prescription records in the ED.

The goals of this investigation were to assess, using a survey 
instrument, how EPs interpret prescription narcotic history 
when assessing patients presenting to the ED with pain. We 
aimed to understand how variations in the number of narcotic 
prescriptions, number of prescribing physicians, and potency 
of the narcotic in the prescription history affected how likely 
EPs perceived a patient as demonstrating drug-seeking be-
havior. We also sought to assess how useful EPs believed that 
access to prescription history was in assessing patients in the 
ED with pain, and how well EPs agreed on whether a patient 
was drug seeking.
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Abstract
Context:	Narcotics	are	frequently	prescribed	in	the	Emergency	

Department	(ED)	and	are	increasingly	abused.	Prescription	moni-
toring	programs	affect	prescribing	by	Emergency	Physicians	(EPs),	
yet	little	is	known	on	how	EPs	interpret	prescription	records.

Objective:	To	assess	how	EPs	interpret	prescription	narcotic	
history	for	patients	in	the	ED	with	painful	conditions.

Design/Main	Outcome	Measures:	We	created	an	anonymous	
survey	of	EPs	consisting	of	fictitious	cases	of	patients	presenting	
to	the	ED	with	back	pain.	For	each	case,	we	provided	a	prescrip-
tion	history	that	varied	in	the	number	of	narcotic	prescriptions,	
prescribing	 physicians,	 and	 narcotic	 potency.	 Respondents	
rated	how	likely	they	thought	each	patient	was	drug	seeking,	
and	how	likely	they	thought	that	the	prescription	history	would	
change	their	prescribing	behavior.	We	calculated	κ	values	 to	
evaluate	 interobserver	 reliability	 of	 physician	 assessment	 of	
drug-seeking	behavior.

Results:	We	collected	59	responses	(response	rate	=	70%).	
Respondents	most	suspected	drug	seeking	in	patients	with	greater	
than	6	prescriptions	per	month	or	greater	 than	6	prescribing	
physicians	in	2	months.	Medication	potency	did	not	affect	physi-
cian	interpretation	of	drug	seeking.	Respondents	reported	that	
access	to	a	prescription	history	would	change	their	prescribing	
practice	in	all	cases.	κ	values	for	assessment	of	drug	seeking	
demonstrated	moderate	agreement.	

Conclusion:	A	greater	number	of	prescriptions	and	a	greater	
number	 of	 prescribing	 physicians	 in	 the	 prescription	 record	
increased	suspicion	for	drug	seeking.	EPs	believed	that	access	
to	prescription	history	would	change	their	prescribing	behavior,	
yet	interobserver	reliability	in	the	assessment	of	drug	seeking	
was	moderate.

credits	available	for	this	article	—	see	page	80.
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Methods
Study Design and Setting

This study consisted of an anonymous voluntary online sur-
vey at one academic medical center in California. The ED in 
this suburban area sees approximately 51,000 patients per year. 
Demographically, 54% of patients are between the ages of 18 
and 65 years, and 27% of patients are age 17 years or younger; 
48% of patients are white, and 29% of patients are Latino. The 
survey consisted of 6 fictitious case vignettes, each presenting the 
same case of a 35-year-old man in the ED with a chief complaint 
of low back pain. This patient reported that he had a history 
of a “slipped disk” and routinely took narcotic pain medication 
but had run out of medication and could not see his regular 
physician for a few days. 

For each of the six cases, a prescription history for the prior 
two months was provided. Each prescription history con-
tained the following information for each case: date that each 
prescription was filled, name of the medication, dose of the 
medication, number of pills prescribed, and the name of the 
prescribing physician. This is comparable with data provided 
by the California Prescription Drug Monitoring Program, except 
that the California program also provides the patient’s date 
of birth and address, the name of the pharmacy at which the 
patient filled the prescription, and the prescribing physician’s 
license and Drug Enforcement Administration numbers. As 
we believed that most of the assessment of whether a patient 
exhibits drug-seeking behavior lies in the number of prescrip-
tions, the potency of medication, and the number of prescribing 
physicians, we did not include this additional information in 
the data provided in our survey.

Each case varied in the number of prescriptions per month, 
the number of prescribing physicians, and the potency of the 
narcotic. A summary of the prescription histories from each of 
the 6 cases appears in Table 1. The low-potency narcotic in 
our survey was hydrocodone-acetaminophen at a dose of 5 mg 
and 500 mg, respectively, and the high-potency narcotic was 
oxycodone, 5 mg. The order of the 6 cases was the same for 
each respondent, and the survey software allowed respondents 
to review questions in any order and to modify previously sub-
mitted answers before submission. 

To the best of our knowledge, there has been no earlier study 
of how the availability of a prescription history affects assess-
ment by an EP of whether a patient is exhibiting drug-seeking 
behavior. We created six clinical vignettes on the basis of what 

we considered were likely scenarios that might be encountered 
in the ED. We also tried to vary the number of prescribing physi-
cians prescriptions and medication potency in an attempt to find a 
threshold at which EP suspicion for drug-seeking behavior would 
change. These vignettes were not validated, although they were 
reviewed extensively and pilot-tested with our research advisers. 

Respondents were asked to read each case, including the 
prescription history. After reviewing each case, respondents were 
asked 2 questions: “How likely do you think this patient is drug 
seeking?” and “How much would having the information in the 
prescription record change your prescribing practice?” For each 
question for each case, respondents were asked to rate their 
answers on a scale from “1” to “4,” with “1” being very unlikely, 
“2” being unlikely, “3” being likely, and “4” being very likely. 

Although it is controversial and lacking standard definition, we 
chose to use the term drug seeking because it is used frequently 
in clinical practice and in the medical literature. Every physician 
has a different understanding of what constitutes drug-seeking 
behavior. Because our research objective was to learn how EPs 
assess prescription history in patients presenting with a painful 
condition, we believed that using this term accurately reflects what 
occurs in clinical practice. Additionally, our research aim was to de-
termine whether EPs consider a prescription history useful rather 
than to identify how this information affects prescribing practice. 
As such, we did not ask our respondents what medication they 
would prescribe in each case, or if the prescription history would 
make them more or less likely to prescribe opiate medications.

We created the survey using online survey software 
(SurveyMonkey, www.surveymonkey.com; Palo Alto, 
CA; 2011). It was available for responses for a one-
month period. We intended for the survey to take 
less than five minutes, and respondents were given 
this information. There was no financial incentive for 
participating, and no penalty for not participating. 

We sent out a link to the online survey via recruit-
ment e-mail to all resident physicians in the Emergency 
Medicine (EM) residency affiliated with an academic 
West Coast Medical Center. We sent the same recruit-
ment e-mail to all attending EPs working more than 
two shifts per month at this same Medical Center. One 
reminder e-mail with a link to the online survey was 
sent two weeks after the initial recruitment e-mail.

Data Collection and Analysis
We collected data using SurveyMonkey online survey soft-

ware and imported the raw data from the online software to a 
computer spreadsheet (Excel 2007, Microsoft, Redmond, WA) 
for review and analysis. 

For data analysis, we chose Case 1 as the index case, because 
it represented what we perceived to be a prescription history 
for a patient receiving regular care from a primary care physi-
cian or pain management physician. We then made individual 
comparisons between the physician responses for each of the 
remaining cases and Case 1, to isolate the effect of changes in 
each of the 3 variables (number of prescriptions per month, 
number of prescribing physicians in the record, and strength 
of the narcotic). For example, Case 1 and Case 2 differ in that 

Table	1.	Prescription	histories	for	each	case		
in	the	survey
	
	
Case

No.	of	
prescriptions		
per	month

No.	of	
prescribing	
physicians

	
Narcotic	
potency

1 3 1 Low
2 1.5 1 Low
3 6 1 Low
4 3 3 Low
5 3 6 Low
6 3 1 High

… we chose to 
use the term drug 
seeking because it 
is used frequently 
in clinical practice 

and in the 
medical literature. 

Every physician 
has a different 

understanding of 
what constitutes 

drug-seeking 
behavior.
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Case 1 involved 3 prescriptions per month, whereas Case 2 
involved only 1.5 prescriptions per month. Comparing Cases 
1 and 2 allowed us to analyze how a change in the number of 
prescriptions per month affected physician assessment. Each 
comparison consisted of comparing the average response value 
for Case 1 to the average response value for each of the remain-
ing cases. For reference, a summary of the prescription history 
in each case is provided in Table 1. Because categorical data 
were collected, p values for each comparison were calculated 
using the Wilcoxon rank sum test. To assess the interobserver 
reliability within our responses, we calculated the Fleiss κ val-
ues. For each scenario, we calculated the κ values to assess the 
likelihood of drug seeking.

Statistical analysis was performed using Microsoft Excel 2007 
and open-source online statistical software (Statcato 0.9.10).

Results
We received responses from 30 attending EPs out of 48 at-

tending EPs who worked at this Medical Center, and from 29 
EM residents of 36 EM residents in the program, giving us a total 
response rate of 70%. The response rate for residents was 81%, 
and that for attendings was 63%. Of the resident respondents, 
28% were Postgraduate Year (PGY) 3, 38% were PGY 2, and 
34% were PGY 1.

The first question for each case asked, “How likely do you 
think this patient is drug seeking?” The average response score 
for the presentation in the index case (3 prescriptions per month, 
1 prescribing physician, and a low-potency narcotic) was 3.1 
of 4. A decrease in the number of prescriptions per month to 
1.5 in Case 2 decreased the average response to 2.4 of 4 (p < 
0.001), whereas an increase in the number of prescriptions per 
month to 6 in Case 3 increased the average response to 3.5 of 4 
(p = 0.02). Increasing the number of prescribing physicians per 
month to 6 in Case 5 increased the average response to 3.7 of 
4 (p < 0.001). A summary of the average response scores and p 
values for all cases is in Table 2.

The second question for each case asked, “How much 
would having the information in the prescription record 
change your prescribing practice?” The average response 
score for the presentation in the index case was 3.4 of 4. 
Decreasing the number of prescriptions per month to 1.5 in 
Case 2 decreased the average response to 3.0 of 4 (p < 0.001). 
A summary of the average response scores and p values for 
all cases is in Table 3.

All κ values of the assessment by our respondents as to 
whether a patient was drug seeking were between 0.40 and 0.57. 
Our respondents demonstrated only fair to moderate agreement 
in their assessments of these cases. A complete list of the κ values 
for the assessment of drug seeking for each case, as well as refer-
ence values for the interpretation of κ values,28 are in Table 4.

To assess if a difference existed in the assessment of drug 
seeking between resident and attending physicians, we calcu-
lated the average suspicion for drug seeking for all cases for 
both resident and attending physicians. For the 6 cases, the 
average suspicion for drug seeking by resident physicians was 
3.16 of 4.0, whereas the average suspicion for drug seeking by 
attending physicians was 3.12 of 4.0 (p = 0.86).

Discussion
In our anonymous online survey of resident and attending 

EPs at a single academic Medical Center, we found that a greater 
number of prescriptions per month and a greater number of 
prescribing physicians per month increased physician suspicion 
for drug-seeking behavior. On the basis of the data in Table 2, 
the scenarios in which our respondents most suspected drug-
seeking behavior were Cases 3 (6 prescriptions per month) and 
5 (6 prescribing physicians in a 2-month period). In both cases, 
our respondents predicted the likelihood of drug seeking greater 
than or equal to 3.5 of 4. This finding suggests that our respon-
dents believed that the patient in these cases was very likely 
to be drug seeking. A greater number of prescribing physicians 
in the prescription history increased suspicion for drug-seeking 
behavior slightly more than did a greater number of prescriptions 
per month. Despite our study’s limitations, these data suggest that 
6 or more prescriptions per month and 6 or more prescribing 
physicians on a prescription history should raise concern that 
a patient presenting to the ED is trying to obtain prescription 
medication for nontherapeutic reasons. 

We decided a priori not to assess in what fashion the infor-
mation in a prescription history affects prescribing behavior. 
Rather, our survey determined that EPs believed that access 

Table	2.	Physician	assessment	of	likelihood	that	the	patient		
was	drug	seeking
	
	
Case

Average	
response	

scorea

Percentage	
of	change	vs	
index	case

	
	

p	value
Index	caseb 3.1 NA NA
Case	2	(1.5	prescriptions	per	month) 2.4 −	22.0 <	0.001c

Case	3	(6	prescriptions	per	month) 3.5 12.1 	0.02c

Case	4	(3	prescribing	physicians) 3.3 7.7 0.13
Case	5	(6	prescribing	physicians) 3.7 19.0 <	0.001c

Case	6	(high-potency	narcotic) 2.9 −	7.0 0.13
a	On	a	scale	from	“1”	to	“4,”	with	“1”	being	very	unlikely,	“2”	being	unlikely,	“3”	being	likely,	

and	“4”	being	very	likely.
b	Index	case	had	3	prescriptions/month,	1	prescribing	physician,	and	a	low-potency	narcotic.
c	Statistically	significant.
NA	=	not	applicable.

Table	3.	Physician	assessment	of	likelihood	that	access		
to	prescription	history	would	change	prescribing	behavior
	
	
Case

Average	
response	

scorea

Percentage	
of	change	vs	
index	case

	
	

p	value
Index	caseb 3.4 NA NA
Case	2	(1.5	prescriptions	per	month) 3.0 −	13.2 <	0.001c

Case	3	(6	prescriptions	per	month) 3.6 4.8 0.23
Case	4	(3	prescribing	physicians) 3.5 1.6 0.71
Case	5	(6	prescribing	physicians) 3.7 7.4 0.11
Case	6	(high-potency	narcotic) 3.3 −	4.0 0.43
a	On	a	scale	from	“1”	to	“4,”	with	“1”	being	very	unlikely,	“2”	being	unlikely,	“3”	being	likely,	

and	“4”	being	very	likely.
b	Index	case	had	3	prescriptions/month,	1	prescribing	physician,	and	a	low-potency	narcotic.
c	Statistically	significant.
NA	=	not	applicable.
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to prescription records was helpful and would change their 
prescribing practice when assessing patients presenting to the 
ED with pain in all of our fictitious cases. Therefore, whether 
EPs should access a patient’s prescription history each time 
a patient presents to the ED with an acute painful episode 
is worth considering. Although it may take a few extra mo-
ments on a busy shift, routinely accessing such information (if 
available) may be a powerful tool to screen for patients with 
concerning narcotic use. 

Pseudoaddiction has been defined as an iatrogenic condition 
resulting from inadequate pain management, in which patients 
exhibit drug-seeking behaviors to obtain medication to relieve 
their pain.8 When patients receive adequate analgesia, these 
behaviors typically cease. The behaviors exhibited by patients 
attempting to obtain prescription medication who suffer from 
pseudoaddiction are nearly identical to those suffering from 
addiction, making it extremely difficult to differentiate between 
the two conditions. These conditions are even more difficult to 
differentiate in the acute care setting.9 Our survey did not attempt 
to differentiate between addiction and pseudoaddiction. Instead, 
we focused our study on drug-seeking behavior regardless of 
the cause, because we felt that this more likely reflects what is 
encountered in the ED.

The assessment of whether a patient is drug seeking has 
been completely subjective before the development of prescrip-
tion monitoring programs. It would seem that the provision 
of an objective prescription history would allow physicians 
to better determine whether a patient is drug seeking. How-
ever, our survey demonstrated that our respondents had only 
moderate agreement in this assessment. It is unclear exactly 
why the interobserver reliability of this assessment was so 
poor. Although this may be the result of variation in how 
EPs choose to assess pain in their clinical practice or variable 
clinical experience with drug-seeking patients, it is possible 
that some of our respondents did not have enough experience 
using a prescription history. However, our comparison of the 
assessment of drug-seeking behavior between attending and 
resident physicians did not show a significant difference. This 
lack of experience appeared more likely to be related to overall 
inexperience with prescription monitoring programs rather than 
inexperience related to level of training. Further experience 
with prescription monitoring programs and research on drug-
seeking behavior may improve EP use and interpretation of 
such programs in the future. 

Limitations
Our study had several limitations. First, our survey had a lim-

ited number of respondents and was confined to one academic 
Medical Center, which limits the generalizability of these data. 
Our survey consisted of physicians of varying experience levels. 
Nearly 50% of our respondents were EM residents, which may 
limit the ability of our data to be generalized to the general EP 
population as well. Another limitation is that our cases were 
simulated cases only. Although we found statistically significant 
differences in EP concern for drug seeking based on differences 
in a patient’s prescription history, these differences may not 
be clinically significant, because seeing a patient in person is 

very different from reading a case presentation on a computer. 
Additionally, the use of nonvalidated clinical vignettes may be a 
source of potential bias. Furthermore, the initial case presentation 
of a young man with chronic back pain presenting to the ED 
requesting narcotic pain medication may be a source of bias, as 
it is by itself concerning for drug-seeking behavior. 

We also looked at physician suspicion of whether a patient is 
drug seeking and whether physicians thought the information 
in the prescription record would be helpful; we did not survey 
our respondents to see what they would actually prescribe to 
the patient in each case. Furthermore, asking our respondents 
whether they thought a patient was drug seeking might have 
increased their suspicion in all cases for drug-seeking behavior. 
Along this same line, both authors have been involved with 
research on drug-seeking behavior in the past, and perhaps 
knowing that the research study was being performed by our 
research group increased suspicion for drug-seeking behavior 
in all cases.

None of our survey cases included a patient who had zero 
previous narcotic prescriptions, which might have provided addi-
tional information on how prescription histories are interpreted. 
Finally, the term drug seeking lacks a uniform definition, which 
might lead to inconsistencies related to a physician’s response 
to an online, anonymous survey.

Conclusion
In our anonymous survey of 6 fictitious cases of a 35-year-old 

man presenting to the ED requesting narcotics for low back pain, 
a greater number of prescriptions per month and a greater num-
ber of prescribing physicians listed on the prescription record 
increased EP suspicion for drug-seeking behavior. In addition, 
our survey demonstrated EPs believed that access to narcotic 
prescription history was likely to change their prescribing behav-
ior. However, there was only moderate interobserver reliability 
in the EP assessment of whether patients were demonstrating 
drug-seeking behavior. v

Disclosure Statement
The author(s) have no conflicts of interest to disclose.

Table	4.	Interobserver	reliability	of	physician	assessment		
of	scenarios
	
	
Case

Likelihood	of	
drug-seeking
behavior	(κ)a

	
Interobserver	

agreement

Index	caseb 0.45 Moderate
Case	2	(1.5	prescriptions/month) 0.35 Fair
Case	3	(6	prescriptions/month) 0.45 Moderate
Case	4	(3	prescribing	physicians) 0.42 Moderate
Case	5	(6	prescribing	physicians) 0.57 Moderate
Case	6	(high-potency	narcotic) 0.40 Fair
a	Interpretation	of	κ	values28:	0	=	poor	agreement,	0.01-0.20	=	slight	agreement,	

0.21-0.40	=	fair	agreement,	0.41-0.60	=	moderate	agreement,	0.61-0.80	=	substantial	
agreement,	0.81-1	=	almost	perfect	agreement.	

b	Index	case	had	3	prescriptions/month,	1	prescribing	physician,	and	a	low-potency	
narcotic.
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Door

Opiate,	n.	An	unlocked	door	in	the	prison	of	Identity.	It	leads	into	the	jail	yard.

—	The Devil’s Dictionary,	Ambrose	Bierce,	1842-1913,	
American	editorialist,	journalist,	satirist,	and	author




