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Objectives

• How did we get here???

• Discuss the consequences of the “unbridled treatment of pain.

• Discuss some of the regulatory and legal responses to the opioid 
epidemic.

• Explain the ways in which a physician can get in “Dutch” from 
overprescribing.

• And as always, my take on responsible opioid prescribing.





[There is] “…compelling evidence for the 
need to develop smart strategies to curtail 

abuse of opioid analgesics, without 
jeopardizing pain treatment.”

- Analysis of Opioid Prescription Practices Finds Areas of 
Concern, National Institute of Drug Abuse 4/2011



A Brief Medical Timeline

Source: http://www.usdoj.gov/dea/agency/genealogy.htm

Practical Management of Pain, P.P.Raj W.B. Saunders

Dr. William Morton formally discovers general anesthesia

Dr. John Bonica, during WW II, recognizes the need for 

pain management, leading to advocacy later in his life

Dr. Bonica writes “The Management of Pain

1846

1942-46

1953

The American Academy of Algology

(later AAPM) is founded, eventually getting a seat

In the AMA’s House of Delegates
1982

The AMA passes H-120.960

“Protection for Physicians Who Prescribe Pain Medication”

This is effectively the first time the AMA specifically

affirms the obligation of the physician to treat pain

but also advocates protection for those physicians

that do treat pain

1997

http://www.usdoj.gov/dea/agency/genealogy.htm


A Brief Regulatory Timeline

Source: http://www.usdoj.gov/dea/agency/genealogy.htm

Practical Management of Pain, P.P.Raj W.B. Saunders

Bureau of Internal Revenue

Dept. of the Treasury 1915-27

Bureau of Prohibition

Dept. of the Treasury 1927-30

Bureau of Narcotics

Dept. of the Treasury 1930-68

Bureau of Drug Abuse Control

For the FDA

Department of Health,
Education & Welfare

1966-68

Drug Enforcement Agency

Department Justice

1973-Present

National Advance Research

Management Team
Executive Office of the President

U.S. Customs Service

(Drug Investigations)

Dept. of the Treasury

Office of National

Narcotics Intelligence

Dept. of Justice

1968-73

Bureau of Narcotics &

Dangerous Drugs

Department of Justice

Office of Drug Abuse

Law Enforcement

Dept. of the Treasury

http://www.usdoj.gov/dea/agency/genealogy.htm


***1970***
The Controlled Substances Act replaced all the previous regulations 

and classified controlled substances in five categories:

I. Substances that have no accepted medical use in the United States 
and have a high abuse potential (e.g.-heroin, L.S.D., etc.)

II. Substances that have a high abuse potential with severe psychic or 
physical dependence liability but with an accepted medical use 
(e.g.-Dilaudid, Morphine, Ritalin, etc.)

III. Substances that have an abuse potential less than those in 
Schedules I and II, and include compounds containing limited 
quantities of certain narcotic drugs and non-narcotic drugs (e.g.-
Tylenol #3, paregoric,  Marinol, etc.)

IV. Substances that have an abuse potential less than those in 
Schedules I, II and III (e.g.-Restoril, Darvocet, Ambien, etc.)

V. Substances that have a relatively low potential for abuse (e.g.-
Lyrica, Lomotil, Hycotuss, etc.)



***1994***
The Uniform Controlled Substances Act 
is proposed and enacted by all 50 states



Title 21
Code of Federal Regulations 1306.07-c

“This section is not intended to impose any 
limitations on a physician or authorized 
hospital staff … to administer or dispense 
narcotic drugs to persons with intractable 
pain in which no relief or cure is possible or 
none has been found after reasonable 
efforts”

Chronic Pain!!!



A Reality Check from CDC Director
Thomas Frieden, MD, MPH:

 ”The rise in abuse of and deaths from prescription opioid narcotics has 
reached epidemic proportions….”

 “There were more than 27,000 deaths from prescription drug overdoses in 
2007, a number that has risen five-fold since 1990….”

 “…overdose deaths from prescription opioids are exceeding deaths from 
heroin and cocaine overdoses combined….”

 “Also, the overall number of drug-induced deaths -- which includes all drugs, 
not just prescription painkillers, although it is attributable in large part to 
those -- is approaching the number of deaths from motor vehicle crashes.”

 “Drug abuse deaths have also surpassed the number of deaths from suicide, 
homicide, and fire arms….”

“Deaths from Rx Painkillers Still Rising, CDC Says”; Med Page Today, 17 Feb. 2011



CDC “Vital Signs”-November, 2011

•Enough prescription painkillers were prescribed 
in 2010 to medicate every American adult 

around-the-clock for a month. Although most of 
these pills were prescribed for a medical 

purpose, many ended up in the hands of people 
who misused or abused them.



CDC Report as of August 30, 2017

• Drug overdose deaths continue to increase in the United States.

• From 1999 to 2016, more than 630,000 people have died from a drug overdose. 
(Average of 247 deaths per day, 10 people per minute.)

• Around 66% of the more than 63,600 drug overdose deaths in 2016 involved an 
opioid.

• In 2016, the number of overdose deaths involving opioids (including prescription 
opioids and illegal opioids like heroin and illicitly manufactured fentanyl) was 5 
times higher than in 1999.

• From 1999-2016, more than 350,000 people died from an overdose involving any 
opioid, including prescription and illicit opioids.1

• On average, 115 Americans die every day from an opioid overdose2

1. Seth P, Scholl L, Rudd RA, Bacon S. Increases and Geographic Variations in Overdose Deaths Involving Opioids, Cocaine, and Psychostimulants with Abuse 
Potential – United States, 2015-2016. MMWR Morb Mortal Wkly Rep. ePub: 29 March 2018

2. Wide-ranging online data for epidemiologic research (WONDER). Atlanta, GA: CDC, National Center for Health Statistics; 2017. http://wonder.cdc.gov

https://www.cdc.gov/mmwr/volumes/67/wr/mm6712a1.htm
http://wonder.cdc.gov/


The onset can be described as occurring in 3 distinct waves:

I. Increased prescribing of opioids in the 1990s 2, with overdose deaths 
involving prescription opioids (natural and semi-synthetic opioids and 
methadone) increasing since at least 1999.

II. The second wave began in 2010, with rapid increases in overdose deaths 
involving heroin.

III. The third wave began in 2013, with significant increases in overdose 
deaths involving synthetic opioids – particularly those involving illicitly-
manufactured fentanyl (IMF). The IMF market continues to change, and 
IMF can be found in combination with heroin, counterfeit pills, and 
cocaine. 1,3

1. Seth P, Scholl L, Rudd RA, Bacon S. Increases and Geographic Variations in Overdose Deaths Involving Opioids, Cocaine, and Psychostimulants with Abuse 
Potential – United States, 2015-2016. MMWR Morb Mortal Wkly Rep. ePub: 29 March 2018

2. Kolodny et al. 2015. The prescription opioid and heroin crisis: A public health approach to an epidemic of addiction. Annual Review of Public Health, 36, 
559-74

3. Rudd RA, Aleshire N, Zibbell JE, Gladden RM. Increases in Drug and Opioid Overdose Deaths – United States, 2000-2014. MMWR 2016, 64(50); 1378-82

https://www.cdc.gov/drugoverdose/opioids/prescribed.html
https://www.cdc.gov/drugoverdose/opioids/heroin.html
https://www.cdc.gov/drugoverdose/opioids/fentanyl.html
https://www.cdc.gov/mmwr/volumes/67/wr/mm6712a1.htm




What does the law have to say about it???



What does the law have to say about it???

• In March 2016, Massachusetts became the first state to enact 
legislation to limit the supply of opioid painkillers prescribed by 
doctors.

• In July, 2016 2011New York State limited the first prescription of 
opioids for acute pain to a 7-day supply and a mandatory 3-
online course for “safe” opioid prescribing.

• As of November 2017, 28 states had enacted similar legislation 
limiting the initial supply of opioid painkillers that can be 
prescribed by a doctor.

National Conference of State Legislatures, "Summer Progress in Opioid Misuse Prevention Legislation," August 31, 2017

Governor Charlie Baker, "Governor Baker Signs Landmark Opioid Legislation into Law," March 14, 2016



What does the law have to say about it???

• Remember, the states have different laws and regulations and it 
is incumbent upon the provider to know and observe these 
statutes.

• As a brilliant man once said:

When federal regulations differ from state regulations, 
it is safer to adhere to the more stringent of the two.

Howard Heit, MD

Georgetown University



BUT WAIT…WHAT ABOUT THE FEDERALES???



CDC Guideline for Prescribing Opioids for Chronic Pain —
United States, 2016
Recommendations and Reports / March 18, 2016 / 65(1);1–49

• In March of 2016 the CDC published guidelines for the prescrinjig
of opioid medications.

• The one thing that is often missed is that these guidelines were 
geared specifically to the “primary care clinicians who are 
prescribing opioids for chronic pain outside of active cancer 
treatment, palliative care, and end-of-life care.”

• While state and local authorities may refer to and use these 
guidelines in whole or in part, the regulation of medical practice 
remains within the stae’s purview.



CDC GUIDELINES-A SYNOPSIS

• Structured around 12 main recommendations

• Grouped into 5 categories:

I. Considering Whether to Use Opioids for Chronic Pain 
Management

II. Prescribing Opioids for Chronic Pain Management

III. Regularly Assessing the Harms and Benefits of Opioids in Chronic 
Pain Management

IV. Mitigating Overdose Risk

V. Treating Opioid Use Disorder



CDC GUIDELINES-A SYNOPSIS

I. Considering Whether to Use Opioids for Chronic Pain Management
• Recommendation 1

• Prioritize nonpharmacologic and nonopioid pharmacologic pain management strategies, 
unless the expected benefits of opioids for both pain and function are anticipated to 
outweigh risks to the patient.

• Recommendation 2

• Establish treatment goals with patients that include realistic pain and function 
objectives.

• Ensure that patients understand that opioid therapy will only continue if there is 
clinically meaningful improvement in pain and function that outweighs the risks.

• Recommendation 3

• Ensure that patients understand the risks and realistic benefits of opioid therapy and 
the responsibilities of both patient and clinician for managing therapy.



CDC GUIDELINES-A SYNOPSIS

II. Prescribing Opioids for Chronic Pain Management
• Recommendation 4

• Prescribe immediate-release opioids instead of extended-release/long-acting (ER/LA) opioids 
when starting opioid therapy.

• Recommendation 5
• Use caution when prescribing any dosage of opioids.

• Prescribe the lowest effective dosage when starting opioid therapy and when planning to 
increase dosage to ≥50 morphine milligram equivalents (MME)/day, assess the patient’s 
benefits versus the harms of being on the new dose.

• Avoid increasing dosage to ≥90 MME/day or appropriately justify a decision to do so.

• Recommendation 6
• When opioids are used to treat a patient in acute pain, prescribe the lowest effective dose 

of immediate-release opioids in no greater quantity than needed for the expected duration 
of pain.

• In most cases this will be three days or less, and rarely over seven days.



CDC GUIDELINES-A SYNOPSIS

III. Regularly Assessing the Harms and Benefits of Opioids in Chronic Pain Management

• Recommendation 7

• Conduct a harm/benefit analysis with the patient within one to four weeks of starting opioid 
therapy or of dose escalation, and at least every three months thereafter.

• When benefits do not outweigh harms, optimize other therapies and taper to lower dosages 
or discontinue opioids.



CDC GUIDELINES-A SYNOPSIS

IV. Mitigating Overdose Risk
• Recommendation 8

• Regularly evaluate the patient’s overdose risk and incorporate strategies to mitigate risk in 
the patient’s pain management plan, for example, by offering Naloxone.

• Recommendation 9
• Regularly review prescription drug monitoring program (PDMP) data when starting opioids 

and periodically during treatment to determine whether the patient is receiving opioid 
dosages or dangerous combinations that put him or her at high risk for overdose.

• Recommendation 10
• Regularly use urine drug testing to assess for prescribed medications as well as other 

controlled prescription drugs and illicit drugs.

• Recommendation 11
• Avoid prescribing opioid pain medication and benzodiazepines concurrently whenever 

possible.



CDC GUIDELINES-A SYNOPSIS

V. Regularly Assessing the Harms and Benefits of Opioids in Chronic Pain Management

• Recommendation 12
• Offer or arrange treatment for patients with opioid use disorder.



SO HOW DOES A PHYSICIAN GET IN TROUBLE?



SO HOW DOES A PHYSICIAN GET IN TROUBLE?

1.Regulatory

2.Civil

3.Criminal



SO HOW DOES A PHYSICIAN GET IN TROUBLE?

1. Regulatory
• This involves the professional behavior of the practitioner
• It impacts the ability and the scope of the practice of medicine
• Ultimately it involves whether or not professional misconduct has occurred
• Such as:

• Practicing while impaired (e.g.-drug and/or alcohol abuse, etc.)
• Practicing outside the scope of their specialty
• Fraud
• Abusive behavior
• Neglect
• Failure to document, etc.

• Can result in:
• License suspension, revocation, limitation, etc
• Practice Monitor
• Fines, etc.
• You name it, you just don’t go to jail!



SO HOW DOES A PHYSICIAN GET IN TROUBLE?

2. Civil

• This is a malpractice suit
• At least in New York, before proceeding, an attorney must have 

another physician certify that it is a valid case or in the absence of 
this the attorney can attest to the validity

• In general harm must be shown
• Results in a financial award
• The financial award may be not only for lost wages, loss of 

consortium, etc. but also for punitive damages if the judge so 
chooses



SO HOW DOES A PHYSICIAN GET IN TROUBLE?

3. Criminal

• This is where criminal behavior has to be proven

• It used to be primarily cases of assault (sexual or 

otherwise) on the part of the provider, insurance fraud, 

ectc.

• In 2006, however, the landscape of medicine changed…



2005



HURWITZ

The government’s evidence at trial painted a picture of a doctor who operated well outside the 
boundaries of usual medical practice. The government contended that Hurwitz was little more 
than a  common drug dealer who operated out of a medical office rather than on a street 
corner. The government’s expert witnesses testified that a doctor who knowingly prescribed 
opioids to an addict or to a patient the doctor knew was selling the drugs on the street was 
acting outside the bounds of legitimate medical practice, and the government presented 
compelling evidence suggesting that Hurwitz did just that — continued to prescribe large 
quantities of opioids to patients that he knew were selling the drugs or abusing them (for 
example, by injecting drugs that were directed to be taken orally).

Several of the patients who were cooperating with the authorities tape-recorded their 
appointments with Hurwitz. In one recording, Hurwitz indicated that it was "not 
inconceivable" to him that some patients were "selling part of their medicines so they could 
buy the rest." S.A. 101. In another recording Hurwitz stated, "so I have kind of a huge 
conspiracy of silence because I, in fact, even, even knowing what I’ll call the suspicious 
nature of you guys, assumed that you weren’t stupid enough to — to not protect my 
practice and preserve your own . . . access to medications." S.A. 104. Hurwitz told another 
patient to get an x-ray or an MRI "for the files to cover our butts.“ J.A. 3089.



HURWITZ

To the million doctors who legitimately prescribe 

narcotics to relieve patients' pain and suffering, you 

have nothing to fear from Dr. Hurwitz's prosecution and 

no reason to refrain from providing your patients with 

pain medications when you deem it medically necessary. 

When you examine the facts of this case, it will be 

immediately apparent that nothing you do in your 

practice even faintly resembles what Dr. Hurwitz did. 

Dr. Hurwitz prescribed 1,600 pills to one person to take 

in a single day. This is what 1,600 pills looks like.

Karen P. Tandy

Administrator

Drug Enforcement Administration

Dr. Hurwitz Sentencing - Press Conference

Alexandria, Virginia

April 14, 2005



BUT, DO WE LEARN???
I AM SORRY TO SAY, SOME DO NOT…



“Doctor with Merrick practice 
convicted in two overdose deaths”

Newsday
By Zachary R. Dowdy and William Murphy Updated May 23, 2018 8:06 PM

• “Dr. Michael Belfiore was found guilty on all counts and 
faces mandatory minimum sentence of 20 years and a 
maximum of life imprisonment.”

• “Michael Belfiore, who practiced in Merrick but lived in 
Westbury, was taken into custody after a five-week trial in 
the Central Islip court of U.S. District Judge Joseph F. Bianco, 
officials said, and faces a mandatory minimum sentence of 20 
years in prison and $10 million in fines.”

•“Jurors found him guilty of two counts of illegal distribution 
of oxycodone, causing the deaths of two patients, and 26 
counts of illegal distribution of oxycodone, prosecutors said, 
adding that Belfiore traded cash for writing prescriptions for 
the powerful opioids.”



“Testimony and evidence at trial convinced jurors that Belfiore gave an illegal 
prescription for 120 30-milligram oxycodone pills to Edward Martin, 43, of East 
Rockaway on Feb. 28, 2013. Martin overdosed and died in his bed on March 5 after, 
prosecutors said, he snorted the drug he got through Belfiore’s prescription.”

“And on April 12, 2013, Belfiore distributed 150 30-milligram doses of oxycodone to 
John Ubaghs, 33, of Baldwin, a Marine Corps veteran who served in the infantry 
during the war in Iraq, prosecutors said. Ubaghs was found unresponsive after 
overdosing the following day and was pronounced dead at a hospital.”

“Prosecutors said Belfiore also dispensed six prescriptions of oxycodone between 
March and August 2013 without a legitimate medical purpose to an undercover 
narcotics detective and created fake medical charts to justify those prescriptions.”

BELFIORE



HOW DID IT HAPPEN!!!





How do doctors get in trouble???

• THE BAR IS SET EXTREMELY HIGH FOR A DOCTOR TO GET IN TROUBLE FOR 
PRESCRIBING

• Remember; professional, civil, criminal

• Not taking a history &/or a working diagnosis

• Prescribing outside or beyond the scope of practice

• Some states require dosages above a certain morphine equivalent dose to be 

consulted by a pain specialist

• Complaints from family, pharmacists and fellow health care professional

• Heroin dealers are not required to put their name on the side of packets, our 

names are on every prescription bottle



How do doctors get in trouble???

• Failure to document treatment, this includes family and friends!!!

• Prescribing medications with high street value almost exclusively

• Multiple arrests and/or overdoses of patients

• Flagged by street addicts as an “easy prescriber”

• Failure to assess for high risk (This would include not just the ORT but a 
decent social history.)

• Failure to recognize aberrant behavior and act on it or at least justify 
continued course of treatment (e.g.-lost prescriptions, urine screens 
negative for prescribed substance, etc.)

Cont’d



How do doctors get in trouble???

• Initiating treatment without appropriate work up

• Taking over treatment without appropriate medical records 

(this does not mean just an MRI but documentation of prior 

treatment and reason for discharge or discontinuation with 

the previous provider)

• Failure to utilize the prescription database when available, 

or use it and just ignore the findings

Cont’d



I guess this means I 
shouldn’t prescribe 
controlled 
substances…



IT ABSOLUTELY 
DOES NOT MEAN 
DON’T PRESCRIBE…



IT MEANS 
PRESCRIBE 
RESPONSIBLY!!!



Now that I have scared the bejeezus out of you…

My take on prescribing opioids for chronic pain.



Prescribing on the First Visit…

(or kissing on the first date)



Kissing on the first date

• I always inform the patient that I do not prescribe controlled substances on the first visit 
(for chronic conditions). We will do a urine screen, get all imaging and prior records and 
then consider treatment options at follow up

• And check the PMP!!! (if available)

• I do this to also assess the patient’s state of mind. The active addict will often engage in 
histrionics to get med’s, but a reasoned and calm demeanor on the part of the patient 
speaks in their favor

• In rare circumstances I will prescribe on the first visit (for chroic pain) but only when 
certain criteria are met

• Just because someone is prescribed the medication it does not mean they are taking it

• It is a poor practice to write a prescription “this one time” but tell the patient to go 
somewhere else (this is referring to the COT patient) just to get them out of your 
practice. It will result in more of these one time visits.                                                                   
(“Kicking the can down the road”)

Cont’d



Medications that have high street value

• Oxycodone (e.g.-Roxi’s or blues, 2.5, 5, 10, 15, 20 & 30mg; Percocet, etc.)

• Hydrocodone (e.g.- Vicoden, Norco, etc.)

• Hydromorphone (Dilaudid)

• Fentanyl (e.g.- Duragesic, Subsys, Fentora, etc.), VERY popular to cut heroin 
with this medication

• Morphine

• Amphetamines/sympathomimetics (e.g.- Adderall, Ritalin, etc.)

• Benzo’s, especially Xanax, Ativan and Valium

• Soma (carisoprodol), called the “Soma coma”, almost the same price as a 
Vicoden



A different take on the initiation and 
maintenance of controlled substances in COT

• When treating chronic hypertension, we do not tell the patient to wait 
until he has a headache and nose bleed before taking a short-acting anti-
hypertensive.

• All pain waxes and wanes just as a patients BP fluctuates.  Although most 
recommendations for COT initiation do not recommend a “follow-the-
pain” pattern, they still recommend ~20-30% of the opioid load to be 
given as short-acting.

• I have found the use of short acting on a standing basis to be counter-
productive and this is borne out in the animal model…



A different take on the 
initiation and maintenance of 
controlled substances in COT

Gardner, EL: What we have learned about addiction from animal models of drug self-
administration. American Journal on Addictions, 2000; 9:285-313



Termination of the Relationship



Termination of the Relationship

• There occasionally times when the relationship is irreparable

• You may discharge and do not have to give a reason (so long as it is not 
based on discrimination by race, creed, religion, sexual preference, etc.)

• My opinion is that it is more prudent to give the reason for discharge 
(remember, the person reviewing a chart does not have the benefit of 
your rational if you do not write it down)

• A discharge letter should be sent by regular first class USPS and certified 
with the date of discharge (30-days from the date of the letter) and 
alternative referrals (I give the NYS Medical Society)

• Check with your malpractice carriers counsel, the legal practice advice 
should be part of your policy

Cont’d



Termination of the Relationship

• You are obligated to provide care for 30-days by NYS law except 
when physical violence or the threat of violence has occurred

• This does not necessarily mean you are obligated to give a 30-
day supply of medication such as if you have documented the 
patient is a danger to him/herself with the medications

• If the patient is negative for a standing controlled substance, 
there is no need to detoxify them off medication so no further 
prescription is needed

Cont’d



Conclusions

• Ther is an opioid epidemic in the US and the medical community has its part in its 
creation

• We no longer have an ethical and moral obligation to do something about it, we 
have a legal obligation

• We do continue to have an ethical and moral obligation to relieve suffering with 
our practice but must remain vigilant to avoid the consequences (intended and 
unintended)

• In no legislation, regulation or guideline does it say to not prescribe opioids. We 
must do so responsibly and in accordance with applicable stae and federal laws 
and regulations

• It is practical and possible to help deter abuse and diversion by applying the 
principles of Universal Precautions yet still provide pain relief

• If abuse is detected, it is our duty to offer appropriate treatment and not just 
discharge the patient




