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Abstract 

The physician should be familiar with early diagnosis and dealing with patients who seek nonmedical drug 
prescriptions. It is a dilemma, and it may create a problem in health care practice in unequipped physicians. The 
common illegal drugs requested by 'prescription shoppers' are opioids and benzodiazepines.  
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1. Introduction

Pandemic drug abuse is an increasing problem in all countries [1]. The definition of drug abuse is an uncontrolled urge 
to drug-seeking and suffering from many withdrawal symptoms [2]. Most physicians are not well prepared for 
recognizing and dealing with 'prescription shoppers.' The usual clinical scenario may end in a conflict escalation. Most 
of the requesting drugs are benzodiazepine, sedatives, opioids, antipsychotics, and psych stimulants [3, 4]. The drug 
abuse method has many ways, either in inhalation, tablet, smoking, or injection methods. When the drug abuser needs 
their illegal medicine, they will get it either from outside (street drugs) or get it from inside (health services) [5]. 

Drug abuse is a severe public health problem and has many adverse consequences. It will create a social problem, 
damage interpersonal relationships, and interrupt family relationships. Also, they will have legal and or police and or 
work problems on the prolonged drug abuse run. The psychological problems of drug abuse are many, such as anxiety, 
depression, and aggressive behavior. Consequently, they will have traffic accidents, withdrawal symptoms, and an 
increase in HIV/AIDS incidence [5]. The physician should equip with many necessary skills to deal with drug shoppers. 
The physician should know how and when to say 'No.' The physician should follow the international guideline for drug 
abuse [6, 7]. The prevalence rate of drug abuse is 9 % of the population, and they had at least one previous experience 
with an illegal drug [8].  

The physician needs to introduce himself and establish patient rapport. The physician should not be judgmental and 
avoid patient confrontational. The physician needs to use a brief screening questionnaire that detects the early history 
of drug/substance abuse (e.g., Alcohol, tobacco, nonmedical prescription drug, and illicit drugs) [10-11]. 

The warning signs that the physician raises suspicions of drug shoppers are many, such as late appointments, 
exaggerated symptoms, copy-paste textbook- symptoms. Also, they are presented with vague symptoms or providing 
an old medical report. Similarly, they claimed that they have an allergy to many medications. They insist on illegal drugs, 
and they are claiming in many ways, such as the drugs were lost, forgotten, stolen, or damaged. They claimed that their 
treating physician is unavailable or they have arrived from travel [12]. 
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The patient will use many behaviors, such as manipulative, aggressive, threatening, unnecessary praising, or even 
insisting on the drug [13]. The causes of the 'prescription shoppers' are many, such as ecstasy feelings, decreasing 
patient anxiety, and or masking depression symptoms [14]. The drug abuser patients are trying to search for special 
physician characters, such as untrained registrars, female physicians, new or overseas physicians. The drug abuse 
patient will try many methods to convince their physicians, either by revealing tall stories or having an urgent appeal, 
or using a bullying manner. [14]. 

2. Warning signs for drug abuse  

Physical warning signs of drug abuse include congested red eyes, dilated or constricted pupils, changes in appetite, and 
sleep patterns. Moreover, they will have weight changes, appearance alterations, and neglect their personal hygiene. 
Besides, they may have tremors, slurred speech, or impairment in their movement coordination.  

Behavioral signs of drug abuse include decrease work and or school performance, increase incidence of financial deficit, 
borrowing from others, or even indulging in robbery and or troublemaker. Likewise, they became a person with more 
secrets or having suspicious behaviors. The drug abuser will frequently change their friends, their jobs, and their 
residents 

Psychological signs of drug abuse are many, such as personality disorder, easily irritability, anger outbursts, and mood 
swings. Moreover, they will have frequent uncontrolled agitation, hyperactivity, lack of motivation, lethargy, anxiety, 
and paranoid thinking. Drug abusers increase the incidence of depression, anxiety, and unstable patients. Drug 
administration, such as smoking or injecting methods, may increase its addictive potential [15]. 

2.1. Vulnerability factors for drug addiction [16] 

The typical drug abuse risk factors are many, such as hereditary factors, psychosocial problems, personality disorders, 
and emotional or traumatic problems.  

2.2. What should a physician do when drug abuse is suspected? [17] 

The physician should be staying calm, non-judgmental, and not showing any shock or aversion reaction. Instead, the 
physician should be showing a supportive consultation in private clinics. The physician needs to listen attentively and 
gather important vital data (What happened? Where did it happen? When did it happen? Who is the supposed abuser?)  

2.3. Strategies dealing with prescription shoppers [18] 

The answer to the prescription shoppers is either clear, respectable 'NO' with short physician explanation (e.g., "It is my 
choice,' 'it is clinic policy.'). Alternatively, the physician can close the subject by putting a unique character; No addiction 
drugs will prescribe to new patients.  

Some physicians prefer to prescribe many pills to take part in the treatment plan with their patients and set the ground 
rules for the future prescribing step-wise plan [6, 7]. However, some GPs can be so innocent or trusting and may not 
recognize the patient's manipulative and twisted ways of getting their drugs [11]. The physician should concentrate on 
their insight and not obey the patient's substance request [11]. 

The majority of sickle cell patients may have a drug abuse history. They may have many sickle cell crises experience 
that needs potent pain-killer sedatives. Potent sedatives are either will create drug diversity, adverse effects, or 
physically dependent addiction. Sicklier patients will eventually ask for dose increment because of physiological opioid 
tolerance and its interference on the pain aggravating [19-20].  

3. The National Institute on Drug Abuse (NIDA) [21, 22] 

The use of a brief NIDA Quick Screen test consists of four steps.  

Step 1: Ask about last year's drug use or abuse within the previous year? (Prescription or illegal drugs).  

The answers are rated five scaling rates (Never, once or twice, monthly, weekly, daily, or almost daily).  

Step 2: Ask about lifetime drug use; how often has drug abuse in a lifetime? (Cannabis, cocaine, stimulants drugs, 
methamphetamine, inhalants, sedatives, sleeping pills, hallucinogens, street opioids, and prescribed opioids).  
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 Step 3: The physician should determine the risk scoring level. It will be either low-risk or intermediate-risk, or high-
risk group. 

Step 4: Then, the physician should use the Four A's intervention: 

Advise all patients to quit their drug abuse.  

Assess patient's readiness to quit their drug abuse. 

Assist the patients in making their future changes. 

Arrange treatment-plan or appropriate follow-up care.  

The physicians should be careful about their voice tone and being non-judgmental or confrontational. The physicians 
should show their patient's interests, acknowledge the patient's situation, and focus on their patient confidentiality. 
Since drug abuse may lead to impaired patients' judgment, the physician should also be screening for transmitted sexual 
diseases (TSDs). The physician should evaluate the patient for any suspected psychiatric disorders.  

4. Conclusion 

The physician should have proper training on how to suspect and how to deal with drug seekers. The physician should 
say 'NO' to drug abusers when their requests are illegal. Refer patient to drug addict clinics for further evaluation and 
management. The use of pain guidelines is essential in every clinic. 
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