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PATTERNS OF ILLICIT DRUG USE AND OPIOID ABUSE IN PATIENTS WITH
CHRONIC PAIN AT INITIAL EVALUATION:
A PROSPECTIVE, OBSERVATIONAL STUDY

Laxmaiah Manchikanti, MD, Kim S. Damron, RN, Carla D. McManus, RN, BSN, and Renee C. Barnhill, RN

Background: Over the years, there has
been a shift toward the increased reliance on
opioids for the treatment of chronic pain. It
is well known that some patients do not pro-
vide an appropriate history or underestimate
their drug intake, and may exaggerate report-
ed pain levels. Numerous studies have doc-
umented the incidence of illicit drug use and
abuse of opioids in chronic pain patients. It
is not known what proportion of patients
have already been exposed to controlled
substances prior to presenting for interven-
tional pain management.

Objective: To evaluate and identify the
prevalence of controlled substance use, de-
mographic characteristics, and psychological
characteristics of patients presenting for in-

terventional pain management along with il-
licit drug use.

Study Design: A prospective, observa-
tional study.

Methods: A total of 100 patients pre-
senting at an interventional pain manage-
ment setting for initial evaluation were eval-
uated by detailed history and urine drug
testing for controlled substance use and il-
licit drug use.

Results: Duration of pain on average
was 9.3 years, 57% of the patients had in-
volvement of more than one body region,
90% were taking opioids, 47% had been
seen by 5 or more providers, and more than
70% presented with psychological prob-
lems.

Twenty-three patients tested positive
for illicit drugs and 12 patients were posi-
tive for opioids even though they had no pre-
scription and denied taking opioids. Twenty-
seven patients either under-reported (16) or
over-reported (11) opioid use.

Conclusion: Ninety percent of these pa-
tients were taking opioids. Twenty-seven pa-
tients incorrectly reported opioid use, either
underuse or overuse, with 23 patients using
illicit drugs, 12 using non-prescription opi-
oids, and with 35 of 100 patients at initial
evaluation exhibiting one of the abuse be-
haviors.

Keywords: lllicit drug use, controlled
substance abuse, abuse, misuse, drug de-
pendence

Chronic pain is an important and
common public health problem, not
only in the United States, but across the
world (1-10). Verhaak et al (1), following
the review of 15 epidemiological studies,
concluded that in the adult population,
chronic pain ranges from 2% to 40%,
with a median point prevalence of 15%.
Van Den Kerhof et al (2) reaffirmed the
overall prevalence of chronic pain as 15%.
Moulin et al (3) reported on the chronic
and resistant nature of chronic pain with
an average duration of pain of 10.7 years.
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Elliott et al (4) showed low recovery rates
for chronic pain. Yeung et al (5) showed
that musculoskeletal symptoms for mul-
tiple body regions (2 or more) were more
prevalent (64%) among workers than
those for single body regions, which in-
volved only 19% of workers.

Due to the inability to provide most
chronic pain patients with a precise
pathoanatomic diagnosis, a multitude
of pharmacologic agents are common-
ly used for symptom relief. Opioids, are
the most potent and effective analgesics
available, and are one of the most wide-
ly prescribed and abused medications for
chronic pain. In addition, the non-med-
ical use of prescription drugs is a seri-
ous public health concern. Non-medi-
cal use of prescription drugs like opioids,
central nervous system depressants and
stimulants can lead to addiction, mis-
use, and diversion. Thus, some physi-
cians are reluctant to prescribe opioids
on a long-term basis for chronic pain
due to concerns over the serious side ef-
fects of opioids including respiratory de-
pression, constipation, nausea, cognitive

impairment, peripheral edema, and hy-
pogonadism; the development of drug
tolerance, which may lead to increase in
drug dosage over time with loss of con-
trol; and the risk of physical dependence,
addiction, abuse, misuse, and diversion.
Further, the effectiveness of the long-
term use of opioids in chronic pain is
not supported in the literature and phy-
sicians are concerned about legal impli-
cations with abuse, misuse, diversion,
and investigation by authorities. Unit-
ed States, constituting of 4.6% of World’s
population, consumrs a whopping 80%
of opioids.

However, proponents of the use of
opioids for chronic pain of non-can-
cer origin continue to profess that un-
der-treatment of pain is a major pub-
lic health issue in the United States (11-
13). Thus far, the effectiveness of opi-
oids in chronic pain management on a
long-term basis has not been convinc-
ingly demonstrated (14). Luo et al (15)
showed that the frequency of overall
opioid use among individuals with back
pain was approximately 12%. Turk et
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al (16, 17) found that rheumatologists,
family practitioners, and internists were
much more likely to prescribe opioids
for chronic pain than surgeons and neu-
rologists. In pain management settings,
over 90% of patients receive opioids
for chronic pain management (18-27).
Consequently, there may be abuse and
misuse of controlled substances, as well
as illicit drug use in interventional pain
management settings managing chronic
pain (18-27).

Recently, pain management physi-
cians have been blamed for deaths relat-
ed to controlled substances and for their
prescribing patterns. It has been reported
that almost half a ton of prescription nar-
cotics reached six counties in Eastern Ken-
tucky from 1999 to 2001, equating to 0.75
Ibs. for every adult in those counties (28).
In addition, it was reported that on a per
capita basis, Eastern Kentucky drugstores,
hospitals, and legal outlets received more
prescription pain killers than anywhere
else in the United States. Further, three
Eastern Kentucky counties had enough
Lortab, Lorcet, and Vicodin pills in 2001
to provide every adult in those counties
with 156 pills (28).

Nationally, deaths related to con-
trolled substances including methadone
and OxyContin have been increasing at
a speed unimaginable to most physicians.
Consequently, pain physicians on a daily
basis must consider litigation for failure to
treat pain, litigation for undertreatment,
and the possibility of criminal charges for
abuse, addiction, or death. In addition,
each physician has to understand numer-
ous federal regulations, regulations of the
state boards, DEA, State Bureau of Nar-
cotics, and State Boards of Pharmacy.

The Substance Abuse and Mental
Health Services Administration, Office of
Applied Studies, in a National Survey of
Substance Abuse Treatment Services re-
ported use of psychotherapeutic drugs for
non-medical purposes in 6.2 million pa-
tients in 2002, second only to marijuana
(29). This study also reported OxyCon-
tin® use for non-medical purposes in ap-
proximately 2 million persons in 2002,
similar to cocaine use. Consequently,
guidelines and techniques for behavioral
and adherence monitoring have been de-
veloped (19, 30-36).

It is difficult for pain physicians who
are caught between the inability to refuse
controlled substances and the pressure to
reduce the dosage or eliminate the use of
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these drugs. Chabal et al (37, 38) outlined
a novel approach that includes the use of
opioids as part of a program that provide
psychosocial support in a managed care
environment. However, this may not be
applicable in the interventional pain man-
agement setting.

Another problem relates to the phi-
losophy of pseudoaddiction, which is a
clinical label without specific therapeu-
tic, predictive, or diagnostic value. Active
treatment of pseudoaddiction is also po-
tentially harmful if it results in the medi-
calization of dysfunctional behavior that
fuels somatization and iatrogenesis.

Thus, in chronic pain patients, the
use of illicit drugs and opioid misuse or
abuse in chronic pain management con-
tinues to be a major issue. A significant
proportion of patients do not provide an
appropriate history or they underestimate
their drug intake, while at the same time
overestimating their pain levels. At the
opposite end of the spectrum, some pa-
tients also provide a history of the use
of higher doses of opioids prior to pre-
senting for initial evaluation and insist
on the continuation of these higher dos-
es or at least the same doses and/or stron-
ger opioids. However, there are no studies
in the literature evaluating illicit drug use
and opioid drug abuse in patients with
chronic pain presenting to pain manage-
ment centers.

This prospective study was under-
taken to document patterns of controlled
substance and illicit drug usage among
chronic pain patients presenting for ini-
tial evaluation, evaluating both physical
and psychological factors.

MEeTHODS

A total of 100 consecutive patients,
presenting with chronic pain to an inter-
ventional pain management practice were
evaluated. All patients were evaluated
with history, physical examination, psy-
chological evaluation, review of records,
and urine drug testing, as an integral part
of a comprehensive evaluation provided
to the majority of patients presenting to
this organization. No financial or other
incentive was provided.

Informed Consent

All patients were given an explana-
tion of the purpose of the study and an
opportunity for discussion. They were
also advised of the consequences of the
drug testing as they may or may not re-

ceive subsequent prescriptions based on
the results of the drug test. Informed con-
sent was then obtained. Appropriate pre-
cautions were taken to protect the privacy
and anonymity of all the patients partici-
pating in the study.

Inclusion and Exclusion Criteria

Inclusion criteria included chron-
ic pain of at least 2 year’s duration, pa-
tients over 18 years of age, and patients
who were able to provide voluntary writ-
ten informed consent to participate in this
evaluation.

Exclusion criteria included inability
to understand the consent, and patients
unwilling to participate in the evaluation.

Evaluation

The psychological status of each pa-
tient was evaluated by psychological his-
tory using a DSM-IV® criteria-based
questionnaire for depression and anxiety;
by the administration of the Millon Clin-
ical Multiaxial Inventory (MCMI-III®);
Pain Patient Profile (P-3®) evaluating de-
pression, anxiety, and somatization; and
the presence of anti-depressant or anxio-
lytic medication or therapy. MCMI is a
commonly used test delineating the psy-
chological involvement in various medi-
cal syndromes. The MCMI-III is the lat-
est version, which evaluates personality
disorders and various clinical syndromes
including generalized anxiety disorder,
depression, and somatoform disorder.
The MCMI consists of 175 questions and
does not require a psychologist’s presence
for administration and can be adminis-
tered in outpatient settings in interven-
tional practices (40).

The Pain Patient Profile (P-3) is a
clinically effective instrument for brief-
ly assessing psychological characteristics
that are known to affect pain perception
and treatment response of patients’ in
pain. The P-3 consists of 34 items, eval-
uating depression, anxiety, and somatiza-
tion. A computerized profile is produced
with an interpretation that compares the
pain patient to a national sample of pa-
tients in pain. Patient responses also are
compared to those of a large communi-
ty sample of “non-patients.” The P-3 of-
fers several advantages to pain profession-
als as its format and content are simple.
It can be administered in approximate-
ly 15 minutes as part of an initial clinical
evaluation, and can be re-administered
throughout treatment to measure clini-
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cal progress (41).

A series of questions based on DSM-
IV criteria were incorporated into the
comprehensive pain management ques-
tionnaire.

Drug history was obtained from the
patient, review of the previous records,
and information derived from inquiries
of pharmacies and physicians.

Drug Screening

Rapid Drug Screen was performed
on all the patients participating in the
study. It is a one-step, lateral flow immu-
noassay for the simultaneous detection of
up to 9 drugs by urinanalysis.

Criteria

A patient was considered to have ma-
jor depression if positive on MCMI-III,
Pain Patient Profile (P-3), DSM-IV-based
questionnaire, or was receiving anti-de-
pressant doses of any of the anti-depres-
sants, after the diagnosis of depression
by a primary care physician or a mental
health professional. Patients were consid-
ered positive for generalized anxiety dis-
order based on the diagnosis of P-3 Pro-
file, MCMI-III, or DMS-IV-based ques-
tionnaire, or if they were receiving anxio-
lytics for anxiety.

Patients were considered to have so-
matization disorder if they were positive
on either P-3 or MCMI-III.

Drug abuse or misuse was consid-
ered if a patient tested positive for a non-
prescribed opioid. Potential misuse was
considered if the prescribed drug was
not detected in urine testing. Positive
drug screen for cocaine was considered
definitive by Rapid Drug Screen®. Pos-
itive methamphetamine, amphetamine,
or marijuana (THC) were checked for
false-positives with a follow-up laborato-
ry evaluation, and evaluation of the histo-
ry of drugs which caused the false-positive
results. The Positive results confirmed by
laboratory evaluation were considered as
positive.

Statistical Methods

Differences in proportions were test-
ed using Chi-Squared test. Results were
considered statistically significant if the P
value was less than 0.05. The prevalence
and 95% confidence intervals (CI) were
calculated.

ResuLts

Table 1. Demographic characteristics

Gender Male 4r%
Female 53%
Range 19-81
Age > 65 years 13%
Mean £ SD 47 £14.3
Weight (lbs.) Mean £ SD 194 + 53.8
Height (inches) Mean = SD 67.8%3.9
Mode of Onset of Non-traumatic 47%
the Pain Traumatic 53%
Duration of Pain Range 2-50
(years) Mean £ SD 9.3:9.6
Employed 24%
Unemployed 18%
g;r;[t)lljzyment Housewife 4%
Over 65 yrs 11%
Disabled 43%
Number of provider(s) seen
1 10
2 14
3 16
4 13
>5 47
Mean +SD 4+1.8
Table 2. Illustration of pain characteristics
Primary Pain Site
Lumbar Spine 63%
Cervical Spine 23%
Thoracic spine 6%
Other 8%
Number of pain problems
1region 43%
2 regions 36%
> 3 regions 21%
Average pain levels on numeric scale
<5 0
5 10
6 11
7 14
8 35
9 14
10 16
Mean + SD 7.8 £1.5

Patient Flow

From January 2003 to June 2003,
a total of 142 new patients with chron-

ic pain were evaluated. Of these, 132 pa-
tients were eligible to participate in the
study. Inclusion criteria were not met by

Pain Physician Vol. 7, No. 4, 2004
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Table 3. Psychological Status

Depression Anxiety Somatization
Positive P3 profile 17% 16% 16%
Positive MCMI-III 17% 33% 16%
Questionnaire 64% 64% -
Anti- Depressant and/or o o
Anxiolytic Therapy 37% 21% i
Total* 73% 68% 26%
*Totals may not equal 100%, as patients may have been positive in multiple categories.
Table 4. Controlled substance use
Patient Based Po.smve T(?stlng Under Over
History | ©" Other | Without History | Total Reporting | Reportin
Y| sources | of Prescription P g p g
Opioid(s) 62 16 12 90* 16 1
Benzodiazepine(s) 26 12 4 42% 8 6

* Indicates significant difference than admitted use by the patient history p <o0.05

18 patients, whereas 14 patients refused to
participate or were unable to provide a
urine specimen.

Demographic Characteristics

As illustrated in Table 1, patients
were predominantly female and young-
er than 65 years of age. Fifty-three per-
cent of the patients provided a history of
pain onset following an incident. Dura-
tion of pain ranged from 2 to 50 years
with a mean of 9.3 years. Forty-three per-
cent of the patients were disabled. Thir-
teen percent were retired. Of the 100 pa-
tients evaluated, 24% were employed and
18% were actively seeking employment.
The remaining 58% of the patients were
not seeking any type of employment. The
average number of providers seen previ-
ously for pain was 4, and 60% of the pa-
tients had been seen by 4 or more provid-
ers. Seventy-six patients were seen by at
least 3 providers.

Pain Characteristics

Pain characteristics are illustrated
in Table 2. The primary pain site was the
lumbar spine (63%) followed by the cer-
vical spine (23%). The proportion of pa-
tients with multiple pain problems was
57%. The average pain level was 6 or
greater on a scale of 0 to 10 in 90% of the
patients.

Psychological Status

Depression was identified in 73% of
the patients, anxiety in 68%, and somati-
zation in 26%.

Pain Physician Vol. 7, No. 4, 2004

Controlled Substance Use

Table 4 illustrates controlled sub-
stance use in 100 patients. There was a
large variance between the history provid-
ed by the patient and the subsequent infor-
mation obtained on these patients regard-
ing the use of controlled substances. Elev-
en of 62 patients provided higher intake
than actual use and requested higher dos-
ages and/or stronger controlled substances,
while 16 patients underreported their use.
Only 30 of the 90 patients taking opioids
or benzodiazepines reported accurate use.
Total use of opioids and benzodiazepines
was significantly higher (90 versus 62 and
42 versus 26) than admitted use.

Illicit Drug Use

Thirty-one patients admitted to il-
licit drug use in the past, whereas 19 ad-
mitted to current use of illicit drugs. In
contrast, 23 of the patients tested posi-
tive for illicit drugs in their urine at the
time of the evaluation (Table 5). In ad-
dition, 12 of the patients were positive
for opioids without a prescription de-
spite a denial of taking opioids (Table
6). Only 36 of the patients tested pos-
itive for prescribed opioids with 42 of
the patients receiving opioids with no
substance detected in their urine. Thus,
it is conceivable that, potentially, up to
77% may have misresented their drug
use.

Correlation with Other Factors

Due to the small number of patients
in subcategories, there were no correla-
tions detected with psychological status
or employment status.

Discussion

This prospective evaluation of de-
mographic characteristics and drug usage
patterns in patients with chronic pain of
at least 2 years of duration presenting to
an interventional pain management prac-
tice illustrated that a total of 90 of the 100
patients were using opioids, with 78 us-
ing officially, and 12 without a prescrip-
tion. This was in contrast to the history
where only 62 patients admitted to using
opioids, and 28 patients provided an inac-
curate history. Similar results were found
with benzodiazepines. Further, 23 pa-

Table 5. Prevalence of illicit drug use

Drug test positive

Cocaine

4% (95% Cl, 0% - 8%)

Marijuana (THC)

19% (95% Cl, 11% - 27%)

Amphetamine/Methamphetamine

2% (95% Cl, 0% - 7%)

Totals*

23% (95% Cl, 14% - 32%)

*Totals may not correlate as some patients were positive in multiple categories

Cl = Confidence Intervals

Table 6. Combined use of illicit drugs and opioids and misuse of optotds

Illicit drug use 23
Non-prescription opioid use 12
Absent opioid with opioid prescription 42
Total abuse* 35
Potential or Possible Total Inappropriate Use* 77

*Totals may not correlate as some patients were positive or included in multiple categories
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tients tested positive for illicit drugs. This
prevalence was higher than the prevalence
of illicit drug use in patients without con-
trolled substance abuse in interventional
pain management as previously described
as 16% (22).

Patients presenting to this interven-
tional pain management center suffered
for a long time, with a median duration of
pain of 9.3 years. Forty-three percent were
on disability, 67% under 65 years of age,
and only 24% were employed. Further, 57
of the patients presented with more than
one pain problem, 90 patients presented
with an average numeric pain scale of 6
or higher, and 47 visited 5 or more pro-
viders and 86 at least 3 providers. Six-
teen patients reported or provided incor-
rect history of opioid intake. Eleven pa-
tients overreported their opioid intake
and 16 patients underreporting their use.
In addition, 23 patients were taking illic-
it drugs, 12 were using non-prescription
opioids, with a total of 35 patients exhib-
iting one or more abuse behaviors.

Thus, interventional pain manage-
ment physicians are faced with patients
providing inappropriate histories of opi-
oid use, and a significant proportion of
patients have been exposed to opioids and
other controlled substances. Moreover,
the physician needs to identify the struc-
tural basis of chronic pain and attempt
to modify patient behaviors with the aim
of improving functional status, reduc-
ing pain, and returning patients to work
whenever feasible. These findings suggest
the necessity of monitoring of opioid us-
age by their patients. Physicians should be
aware of the possibilities of doctor shop-
ping, misuse, lack of compliance, and il-
licit drug use.

However, there continues to be a
shift toward the increased reliance on opi-
oids for the treatment of chronic pain
with or without other treatment. The
media and pharmaceutical companies
have helped to promote the reliance on
opioids in unlimited dosages by focusing
on anecdotal patient experiences and by
highlighting “heroic” physicians who have
been “victimized” because of opioid pre-
scribing patterns (37, 39). This was also
fueled by professional societies who, in
the name of advocacy and appropriate
patient management, have applied lesion
learned from acute and cancer pain ther-
apy to the domain of chronic pain. Cha-
bal et al (37, 39) opine that because opi-
oids reduce pain for most patients for at

least a short while, opioids offer a seduc-
tively simple method to treat nociception.
Further, they stated that experience shows
that although some patients seem to do
well on almost homeopathic doses of opi-
oids, there are still many patients who are
not satisfied even with much larger doses
of opioids. Thus, patients may be dissatis-
fied not only on low doses but also on ro-
bust doses and yet may not get any signif-
icant relief. Chabal et al (37, 39) suggest
that for a provider compelled to help and
a patient desperate for help, opioids offer
an easy yet irrational treatment that med-
icalizes a whole host of ills.

Chabal et al (37, 38) further sug-
gest that, “we should pause in our glam-
orous media-fueled exuberance over new
opioids and new methods of delivery to
consider the lessons from history and ask
whether we are helping some patients but
harming others. Most reports laud the
virtues of the individual cases but neglect
those who demand ever-increasing doses
of opioids or those who suffer from side
effects”

Among all the illicit drugs used in
the United States, marijuana has been
the most common illicit substance used
for several decades (29, 42, 43). Marijua-
na use is associated with impaired edu-
cational attainment (44), reduced work-
place productivity (45), and increased risk
for abuse of other substances (46). Mar-
ijjuana use has been shown to play a ma-
jor role in motor vehicle crashes (47) and
to cause adverse effects on cardiovascular
and respiratory systems (48, 49). The use
of marijuana or hashish produces feel-
ings of relaxation and well-being and im-
pairs cognitive function and performance
of psychomotor tasks (50). While over-
dose can induce panic attack and psy-
chosis (51), symptoms of withdrawal in-
clude restlessness, irritability, and in-
somnia (52). Associations between ear-
ly cannabis use and later drug use and
abuse/dependence have been demon-
strated, which may arise from the ef-
fects of the peer and social context within
which cannabis is used and obtained (46).
At least one-third of the US population
has used marijuana sometime in their
lives. The drug is considered a “gateway”
to the world of illicit drug abuse. Vari-
ous reasons attributed to its widespread
use are: relaxed public perception of the
harm; popularization by the media and by
groups advocating legalization; the inter-
net; and the trend of smoking marijuana

filled cigars. In this study, marijuana was
detected in 19% (95% CI, 11% to 27%) of
patients, the most commonly abused illic-
it drug in our study.

Cocaine is a potent blocker of dopa-
mine-, norepinephrine-, and serotonin-
uptake transporters (50). It is available
as white crystalline powder or crack or
rock cocaine. Cocaine is the second most
commonly used illicit drug in the United
States. Cocaine is a powerful addictive
drug (53). Smoking crack can cause severe
chest pains with lung trauma and bleed-
ing (53). The mixing of cocaine and alco-
hol increases the rate of sudden death (53)
and cocaine-related deaths are often a re-
sult of cardiac arrest or seizures followed
by respiratory arrest (53). The current
study showed cocaine use in 4% (95% CI,
0% to 8%).

Amphetamine and methamphet-
amine are also known as meth, poor
man’s cocaine, crystal meth, ice, glass,
etc. Short-term administration of am-
phetamine and methamphetamine pro-
duces euphoria, a feeling of well-being,
and alertness, as well as increased arousal,
concentration, and motor activity. They
increase blood pressure and the pulse rate
and induce the release of corticotrophin-
releasing factor, corticotrophin, and corti-
sol (54, 55). However, long-term use may
cause irritability, aggressive, and stereo-
typed behavior, and paranoid-like psy-
chosis (50). Craving for amphetamine
and methamphetamine is very intense
even though clinical signs of withdrawal
can be mild (56). Serious consequences
may be associated with acute intoxication
with cerebral hemorrhage, hyperthermia,
heat stroke, the serotonin syndrome, pan-
ic, and psychosis (50). The serotonin syn-
drome is characterized by altered mental
status, autonomic irritability, and neu-
romuscular abnormalities resulting in
hyperthermia (44). Other withdrawal
symptoms may include depression, anx-
iety, fatigue, violent behavior, insomnia,
confusion, auditory hallucinations, delu-
sions, with chronic use, and damage to the
brain similar to Alzheimer’s disease and
epilepsy (57). Amphetamine and meth-
amphetamines were seen in 2% (95%
CI, 0% to 7%) of the patients in the cur-
rent study.

Similar to illicit drugs, prescription-
controlled substances are not only used,
but also abused widely. Various reasons
attributed to their widespread use are re-
laxed public perception of the harm, pop-

Pain Physician Vol. 7, No. 4, 2004
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ularization by the media and by advoca-
cy groups, easy accessibility of the drugs
through the internet, easy accessibility
of controlled substances through multi-
ple busy practices, and easy availability of
controlled substances on the street. Drug
abuse is associated with impaired educa-
tion, impaired productivity, and criminal
behavior. The use of controlled substanc-
es produces not only pain relief and anx-
iolysis, but also feelings of relaxation and
well being. Overdoses of opioids, specif-
ically methadone, has been disastrous.
Symptoms of withdrawal from controlled
substances include restlessness, irritabili-
ty, and insomnia.

The study may be criticized for uti-
lizing rapid drug screening instead of
gas chromatography/mass spectroscopy
(GC/MS), or enzyme immunoassay. Fur-
ther, the study may be criticized for hav-
ing only 100 patients and not correlating
multiple variables with drug abuse or il-
licit drug use.

First, rapid drug screening utilizing
enzyme immunoassay has been shown
to be valid. It is a reliable screening tool
for multiple drugs, rapidly and inexpen-
sively. A side-by-side comparison of rap-
id drug testing with GC/MS yielded over
90% correlation. Agreement with GC/MS
was 91% for THC, 93% for cocaine, over
96% for methadone, over 95% for opi-
oids, 96% for amphetamines and meth-
amphetamines, and 99% for barbiturates.
Thus, we assume that the results are rea-
sonably accurate. However, we advise that
physicians should exercise caution if the
patient is denied future treatment based
on these results. In such cases, results
should be accurately confirmed with lab-
oratory testing utilizing GC/MS.

Second, criticism may be forward-
ed that we used only 100 patients. In an
interventional pain management settings,
100 patients represent a significant pro-
portion for one physician’s practice.

Third, the authors realize that the
correlation between a multitude of vari-
ables was not established. To establish ap-
propriate correlations, it would be neces-
sary to study as many as 1,200 patients
based on various statistical methods; this
may be the subject of future study.

The results of this evaluation showed
that illicit drug use and misuse of pre-
scription opioids are common in chronic
pain patients presenting for initial evalua-
tion. Appropriate history and urine toxi-
cology provides significant insight into il-
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licit drug use and possible controlled sub-
stance abuse.

CoNCLUSION

Evaluation of 100 patients present-
ing to an interventional pain manage-
ment practice showed that patients suf-
fered with an average of 9.3 years of pain,
involving multiple body regions, were
treated by numerous providers, the ma-
jority were disabled, and 90% used opi-
oids. A significant proportion of patients
inappropriately reported opioid use, ei-
ther underuse or overuse, with 23 pa-
tients using illicit drugs, and 12 non-pre-
scription opioids. Thirty-five of 100 pa-
tients seen initially were exhibiting one of
the abuse behaviors. In addition, an ad-
ditional 42 patients prescribed opioids
failed to show opioids in their urine. A
significant proportion of patients were
also suffering with anxiety, depression,
and somatization.
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