
Background: Urine drug testing has become a widely used tool in American 
society for deterring illicit drug use. In the practice of medicine, urine drug testing 
is commonly used to help diagnose substance misuse, abuse, or addiction. 

Objective: This narrative review provides an informed perspective on the 
importance of urine drug testing in the medical treatment of chronic noncancer pain. 
The history and current uses of urine drug tests in the United States are reviewed, 
the prevalence and nature of prescription drug misuse is described as is related to 
chronic noncancer pain, and implications and considerations for practitioners are 
presented related to the noncancer pain diagnosis and treatment. 

Discussion: Practitioners are confronted with the ethical and legal dilemma of 
being called to adequately treat chronic pain in a culture with a high prevalence 
of prescription drug abuse. Yet the symptoms of drug abuse are nonspecific and 
therefore of limited value to the practitioner in determining patient compliance 
to drug treatment regimens. In contrast, urine drug testing has a reliable history, 
both in and out of medicine, as an independent sign of drug misuse. This sign 
can be used to aid in the diagnosis and treatment of drug misuse and underlying 
addictions to improve patient outcomes. 

Conclusion: Regular urine drug testing should be a part of acute and chronic 
pain management whether or not the patient has any signs or symptoms of drug 
misuse.

Key words: chronic noncancer pain, Medicare, Medicaid, urine drug testing, 
opioids, drug abuse
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Chronic noncancer pain affects more people 
than any other form of pain (1-3). The Centers 
for Disease Control and Prevention (CDC) 

reported that among US adults aged 20 or older in 
2002, approximately 42% reported experiencing pain 
that lasted longer than one year (4). Similarly, the 
prevalence of chronic nonmalignant pain within the 
US veteran general medical population was found to 
be 48% (5). Although opioids are used widely to treat 

chronic pain (6-7), a variety of factors often place 
these patients at risk for substance abuse, and as such 
present a complex challenge to the practitioner (7-
21). It is argued that physicians should be encouraged 
to prescribe opioids because they are indispensable 
for the treatment of pain and suffering, because 
uncontrolled pain may have deleterious physical 
effects, and because persistent pain destroys people’s 
autonomy, dignity, and decision-making capacity 
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Based on the evidence of a statewide problem with 
substance abuse, practitioners also have an important, 
but difficult, role in screening patients undergoing opioid 
treatment for pain. Clinical signs of drug abuse are often 
difficult to diagnose. Over 90% of family physicians re-
portedly miss the classic signs of substance abuse (37). Re-
search suggests that self-reporting of compliance alone is 
an insufficient screening tool, and that safety monitoring 
would be enhanced by routine urine toxicology screening. 
This study also indicated that the presence of behavioral 
issues did not predict urine toxicology results, thus moni-
toring should not be based solely on aberrant behaviors 
(38). Urine drug testing (UDT) provides the practitioner 
with a valuable tool to keep accurate records, to identify 
use of unprescribed substances, and to determine appro-
priate intake of prescribed substances (8,13). 

UDT is not only a crucial element in monitoring pa-
tient compliance in opioid therapy, but it may also save 
lives, as there has been a rapid increase in fatal opioid 
overdoses (21,39). From 1996 to 2006, the number of fatal 
poisonings involving opioid analgesics more than tripled, 
from 4,000 to 13,800 deaths (39). In 2006, opioid analge-
sics were involved in almost 40% of all poisoning deaths, 
up from about 20% in 1999 (39).

Kentucky, however, has allegedly been confronted 
with a major setback in the control of prescription drug 
abuse and the concomitant protection of public health 
and safety. Specifically, effective for dates of service on or 
after July 1, 2009, Medicare local carrier determinations 
for Medicare part B providers in Connecticut, Indiana, 
Kentucky, and New York were revised to no longer recog-
nize qualitative drug screens as medically reasonable and 
necessary unless the patient is suspected of drug overdose 
and one or more of the following conditions: unexplained 
altered mental state in the absence of clinically defined 
toxic syndrome; severe or unexplained cardiovascular in-
stability; unexplained metabolic or respiratory acidosis in 
the absence of clinically defined toxic syndrome; seizures 
with undetermined history; monitoring patient’s com-
pliance during active treatment for substance abuse or 
dependence; monitoring of a chronic pain patient with 
iatrogenic opioid dependence and some other illicit drug 
use suspected (40). In short, this policy change eliminates 
the use of routine or random UDT both in patients with 
acute or chronic cancer or noncancer pain and in patients 
being treated for drug misuse, abuse, or addiction, be-
cause at current Medicare fee schedules most patients are 
unable to afford these laboratory panels out of pocket. 
A standard point-of-care immunoassay costs up to $220 
per test. 

(7). The Drug Enforcement Administration (DEA) 
has also taken the position that clinicians should be 
knowledgeable about using opioids to treat pain, and 
should not hesitate to prescribe them when opioids are 
the best clinical choice of treatment (22). 

As a result, therapeutic opioid use for noncancer pain 
is skyrocketing. In pain management settings, it has been 
reported that as many as 90% of the patients were pre-
scribed opioids for chronic pain (15). Opioids increased 
from 50.7 million grams of medication dispensed in 1997 
to 115.3 million grams of medication dispensed in 2006, 
an overall increase of 127% (7). 

Along with the increase in therapeutic opioid use has 
come an increase in opioid abuse and addiction (7-21). 
Nonmedical use of prescription pain relievers is second 
only to marijuana in US illicit drug use (23). Opioid abuse 
accounted for 5% of 2007 admissions to substance abuse 
treatment services (24). Also of note, Americans consume 
80% of the global opioid supply (7), and an estimated 5.2 
million persons self-reported having used prescription 
pain relievers in the month preceding a 2007 drug use 
survey (25). 

At the state level, Kentucky, as well as Tennessee, 
rank in the top fifth nationwide for nonmedical use of 
prescription drugs, tranquilizers, and the nonmedical use 
of pain relievers (primarily narcotics) (23). 

In comparison, Indiana ranks highest for nonmedi-
cal use of pain relievers for all age groups except those 
aged 12 to 17 years (26); West Virginia ranks within the 
top 10 (27), whereas Ohio remains below the national av-
erage (28). Prescription drugs, usually polypharmacy from 
multiple physicians, have been involved in the majority of 
unintentional drug overdoses, the number of which has 
nearly doubled in Kentucky over the past 5 years (29). 
Moreover, Kentucky is home to higher than average rates 
of tobacco use, government-insured individuals, and un-
employment. All are factors linked with higher than aver-
age drug abuse rates (30). 

This environment has motivated Kentucky to take 
aggressive corrective actions. For example, Kentucky Sen-
ate Bill 63 passed in 2004 requiring pseudoephedrine to 
be obtained by requesting it from a pharmacist;  This, plus 
aggressive public awareness, helped reduce the produc-
tion of methamphetamine (31). Kentucky has limited ac-
cess to mail-order pharmacies, increased law enforcement 
programs, and added drug courts to its legal system (32-
34). The success of the Kentucky All Schedule Prescription 
Electronic Reporting (KASPER) led to the enactment of 
the National All Schedule Prescription Electronic Report-
ing (NASPER) (35,36). 
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In response to this barrier to using UDTs in chronic 
pain management, this paper was developed to provide 
an informed and timely perspective on the importance 
of UDT in the medical treatment of chronic pain. We 
review the history and current uses of UDT in the United 
States, describe the prevalence and nature of prescrip-
tion drug abuse as it relates to chronic pain, and present 
implications and considerations for practitioners in the 
role of UDTs in chronic pain diagnosis and treatment. 

History and Current Uses of Urine 
Drug Testing

Although over 120 million drug tests are performed 
annually in the United States (41), drug testing has a 
relatively young history. A synopsis of that history and 
current uses of drug testing in government, private in-
dustry, and medicine follows.

Government and Industry

The Military
UDT has its roots in military drug testing programs, 

which evolved from the high rate of drug use in the 
1970s among returning Vietnam veterans, as well as the 
US Navy finding of a drug use rate approaching 50% 
(42). In response, the military established drug testing 
laboratories and a urine testing program in 1971 that 
included all personnel reporting for active duty (43). 
After the institution of drug testing, the rate of posi-
tive screens plummeted. For example, the rate of posi-
tive screens reported by the Department of the Navy 
declined from approximately 50% to approximately 1% 
(42).

The Workplace
The success of military programs led to the initia-

tion of the Federal Workplace Drug Testing program 
(42,44). In 1986, Executive Order 12564 prohibited fed-
eral employees from using illegal drugs, mandated that 
all federal agencies develop plans to make their work-
places drug-free, and instituted voluntary drug testing 
programs (45). Patterned after military drug testing 
programs, these civilian programs were intended to de-
ter workers from the use of illicit drugs and to identify 
drug users and refer them to treatment. They were not 
designed to identify every drug user or abolish drug use 
in the workplace (42). Physicians play a crucial role as 
medical review officers (MROs) in workplace drug test-
ing programs, especially in cases when positive test re-
sults have acceptable medical explanations; such results 

can then be appropriately reported to the employer as 
negative by a certified MRO (46). Workplace drug test-
ing programs primarily entail random testing, as a de-
terrent rather than a method to detect drug use. These 
programs differ from the periodic, scheduled tests 
performed in branches of the military (e.g., US Coast 
Guard) (42).  

A landmark study on the cost effectiveness of work-
place testing was conducted in the late 1980s by the US 
Postal Service in Boston, which agreed to conduct drug 
testing without acting on the results. Of note, com-
pared with employees with negative pre-employment 
test results, employees with positive pre-employment 
test results had higher rates of accidents, injuries, job 
turnover, and other adverse employment outcomes. A 
cost benefit analysis of drug testing showed a cost sav-
ings to the Postal Service of $162 per job applicant an-
nually (47,48). 

Drug testing in the private sector has since expand-
ed beyond federal program requirements to include 
pre-employment and post-accident urine drug testing. 
Collectively, the workplace now accounts for about 40 
million drug tests annually (49). Whether mandated 
by the federal program or in the private sector, a well 
designed and implemented drug testing program is a 
valuable tool for reducing drug use in the workplace 
(50). Urine drug tests have become the most common 
method for testing because of the ease of sampling and 
low analytical costs. One survey showed that over 90% 
of companies with more than 5,000 employees have 
some type of drug testing program in place (51). Pro-
grams have been shown to reduce the rate of positive 
drug test results and be of significant economic ben-
efit to the employer (51,52). The drug testing index of 
Quest Diagnostics showed a decline in the rate of posi-
tive drug tests from 18% in 1987 to 4.4% by 2002 (42). 
Moeller and colleagues (52) found a favorable benefit-
to-cost ratio of UDT in the workplace of 26 to one.

The Criminal Justice System 
Of drug tests performed in the United States, the 

largest number, exceeding 40 million annually, are 
performed under the auspices of the criminal justice 
system (i.e., drug courts, corrections, probation, parole 
and drug treatment programs) (41), in many cases after 
people have developed addiction disorders. Therapeu-
tic jurisprudence (i.e., drug courts) has been particu-
larly effective in combating recurrent drug use or re-
lapse, with urine drug screens being an essential tool in 
that process. Indeed, drug courts can serve as a primer 
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for physicians. Individuals in drug courts start out with 
at least 2 random drug tests per week during the first 
phase of drug testing (53). Similarly, student drug test-
ing programs almost always include random and rea-
sonable suspicion testing and many programs include 
periodic testing such as at the beginning of an athletic 
season with follow-up tests weekly, biweekly, or month-
ly (42). Perhaps if large-scale screening programs were 
universally in place (e.g., through physicians or schools) 
to guide people into early treatment, drug use might 
rarely advance past early stages such as experimental 
(e.g., youthful), recreational (e.g., with friends), or cir-
cumstantial (e.g., coping with life stresses). 

Opiate Addiction and Its Treatment
No discussion of UDT is complete without review-

ing the history and current status of opiate addiction 
treatment. In 1933, in response to prohibition and pub-
lic outcry, the federal government opened a US Public 
Health Service Hospital in Lexington, Kentucky, aimed 
at inpatient treatment of opiate addiction (54). Subse-
quent to the failure of inpatient opiate addiction treat-
ment, 12-step programs emerged. The first predecessor 
meeting to Narcotics Anonymous was held in Lexing-
ton, Kentucky, in 1947 (55). 

Opiate addiction is a chronic complex disease in-
volving psychological, physiological, genetic, behavior-
al, and environmental factors and at best can be man-
aged but not cured. Cure in this sense is usually defined 
as progressively longer periods between relapses. Today, 
common approaches to treatment include nonprofes-
sional-based programs such as 12-step programs along 
with psychosocial behavioral health consultations and 
UDTs, as well as outpatient federally regulated metha-
done treatment programs and office-based treatment 
programs using buprenorphine/naloxone.

Federal regulations mandate that patients receive 
no more than 30 mg of methadone at initial dosing 
since individuals suffering from addiction are known to 
exaggerate their drug intake. In the past, methadone 
treatment programs often started patients on higher 
doses with resultant bad outcomes (e.g., death from 
respiratory depression). Federal methadone guidelines 
suggest a minimal standard for urinalysis to include 
analysis for opiates, methadone, amphetamines, co-
caine, and barbiturates, as well as any drug recognized 
by the program as prone to abuse in the local area. Ad-
ditional standards and regulations may exceed these 
requirements as developed by individual states. Cur-
rent regulations also require an admission UDT and a 

minimum of 8 UDTs in the first year of treatment in a 
methadone program. Of note, methadone clinics typi-
cally see individuals on a daily basis and patients usu-
ally are not permitted to take medication home and 
advance to monthly intervals between office visits until 
nearly 2 years into treatment (56).

Polydrug use and abuse among opiate addicts is 
the rule. Three or more drug combinations are involved 
in over 40% to 50% of emergency department (ED) 
visits (57). Wasserman and colleagues (58) compared 
results from twice weekly testing versus less frequent 
testing in 166 patients at 4 methadone maintenance 
treatment programs. The data suggested that standard 
UDT practices in methadone maintenance treatment 
programs may underestimate the prevalence of opioid 
and cocaine use. More frequent testing, even for time-
limited periods, should more accurately depict drug use 
prevalence and help direct interventions. Chutuape and 
colleagues (59) examined the effects of UDT frequency 
on treatment outcomes and contingent methadone 
take-home programs. Their results suggest abstinence 
can be sustained with UDT conducted as infrequently 
as once a month. Ojaniemi and colleagues (60) showed 
that polydrug findings were common (77%) in driving 
under the influence cases and they noted an 18-fold 
increase in driving under the influence among drug 
cases. Ehrman and colleagues (61) showed that a single 
pretreatment urine test was a powerful predictor of co-
caine use over a subsequent 4-week period. Epstein and 
colleagues (62) showed that in 252 heroin and cocaine 
abusing outpatients on methadone maintenance, the 
frequency of opiate and cocaine dependence diagno-
sis decreased in the active intervention groups utilizing 
a novel contingency that reinforced abstinence from 
either drug while doubly reinforcing simultaneous ab-
stinence from both. The main outcome measures were 
a percentage of urine specimens negative for heroin, 
cocaine, and both simultaneously. 

Primary Care Medicine
Chronic pain affects an estimated 50 million people 

in this country, yet most US medical schools do not pro-
vide comprehensive education in pain treatment (63). 
For this reason, primary care physicians are frequently 
left at a disadvantage in dealing with the complex is-
sues associated with pain treatment. Over 90% of family 
physicians reportedly miss the classic signs of substance 
abuse (37), and more than half of patients report that 
their family physician did not address substance abuse. 
Nevertheless, despite these shortcomings, the majority 



www.painphysicianjournal.com 	 171

Importance of Urine Drug Testing: Implications of Kentucky Medicare Policy Changes

of chronic pain patients in this country are managed by 
primary care physicians. For these reasons, the use of 
routine urine toxicology by primary care physicians is 
recommended (64), and is thought to improve patient 
function and outcomes by identifying opioid misuse, 
overdose, and addiction; to deter and identify illicit 
drug use; to confirm appropriate opioid or controlled-
medication use; and to reduce patient and physician 
liability. Yet, underutilization of UDTs by primary care 
physicians is common, and many physicians lack an ad-
equate understanding of the complexities of UDTs and 
factors that can affect test results (65). 

Bhamb and colleagues (66) noted that urine toxicol-
ogy can be easily incorporated into the routine care of 
chronic pain patients with minimal patient resistance as 
long as all patients receive uniform treatment. They also 
noted in their survey of 248 primary care physicians that 
the majority were comfortable in prescribing narcotics or 
opioids to patients with terminal cancer; however, they 
were less comfortable prescribing opioids or narcotics to 
patients with low back pain or those with a concurrent 
history of drug or alcohol abuse. Only about 6.9% of pri-
mary care physicians obtained a UDT before prescribing 
opioids (66). Likewise, Tellioglu (67) suggests urine test-
ing is a practical, inexpensive, and valuable tool in gen-
eral medical practice for patient guidance and treatment 
planning and asserts that UDTs are underutilized in the 
clinical setting. Similarly, of 80,000 admissions from 1990 
through 1994 to a tertiary care oncology center, Passik 
and colleagues (68) found UDTs were used infrequently; 
they recommended that the appropriate use and docu-
mentation of UDTs should be a focus of staff education 
and quality improvement efforts. There is a need for 
effective, straightforward guidelines for addressing is-
sues faced by primary care physicians. Options that have 
been suggested include utilizing treatment agreements 
and conducting routine urine toxicology screening on all 
patients before starting narcotic therapy (66). The use 
of UDTs is supported by research conducted in San Fran-
cisco that identified 50% more illicit opioid users by con-
ducting urine toxicology screens twice a week versus less 
frequent testing (58). In a recent article in JAMA, Kuehn 
(69) suggests routine, periodic, or regular UDT in pain 
patients who are asymptomatic for drug use and/or at 
low risk for drug abuse.

Pain Medicine
Opioid misuse occurs frequently in chronic pain 

patients and structured monitoring for opioid misuse 
can potentially ensure the appropriate use of opioids in 

chronic pain management and mitigate adverse public 
health effects of diversion (70). Urine drug tests provide 
objective information regarding licit and illicit drug use 
patterns in chronic pain patients (71). Katz and col-
leagues (38) noted that requiring a report of behavioral 
issues and urine toxicology tests for patients prescribed 
chronic opioids creates a more comprehensive monitor-
ing system than either requirement alone, and noted 
that pain management centers showed a significant 
prevalence of noncompliance with regard to consump-
tion of non-prescribed medication and illicit substance 
use; they recommended routine urine toxicology in the 
clinical management of all patients receiving opioid 
therapy. Jung and Reidenberg (72) found that physi-
cians are unable to detect patients misusing medica-
tions up to 90% of the time through observation and 
self-reporting only. Furthermore, the researchers noted 
that in the current legal environment surrounding the 
prescribing of opioids, accepting patient reports of pain 
at face value can have significant negative legal conse-
quences for the physician. Fishbain and colleagues (73) 
noted that a significant percentage of chronic pain pa-
tients appear to provide incorrect information on cur-
rent illicit drug use. While physicians must make every 
reasonable effort to confirm the diagnosis needed for 
opioids, allowance must be made for the fact that even 
conscientious doctors can be deceived a significant por-
tion of the time (72,74). 

Heit (75) described a uniform protocol of urine test-
ing for every patient receiving opioids for pain and at 
a minimum does an initial test and 2 tests thereafter in 
the first year; he notes that UDT is perhaps one of the 
most important tools for the pain clinician. In addition, 
he notes a number of other tools are helpful. They in-
clude prescription monitoring systems, pill counts, short 
intervals dispensing methods, tighter controls, limits on 
prescribing, a single dispensing pharmacist, and docu-
mentation. However, experts point out that even these 
limits would not completely eliminate drug diversion or 
its use, since no perfect system exists (7,12,14,76). 

UDT and integration of laboratory diagnostics into 
routine clinical practice is essential and has been shown 
to significantly reduce illicit drug use in this popula-
tion (14,20,77). UDT, although still underutilized, has 
become an essential feature in safe pain management. 
Analysis of urine is an integral component in the care 
of those on chronic opioid therapy to diagnose relapse 
and drug misuse as early as possible so as to offer treat-
ment for that disease and advocate for the patient with 
third-party interests (78,79). Patient-centered UDTs are 
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objective diagnostic tests for the treatment of the sub-
jective complaint of pain, just as observed-urine dona-
tion or chain-of-custody testing (i.e., forensic UDT, MRO 
testing) is an objective test used to measure compliance 
with pain treatment plans, the presence of specific pre-
scribed medications, and the absence of non-prescribed 
medications (79). Urine samples from 470 chronic pain 
patients who had UDT in a pain management program 
at an urban teaching hospital showed a 45% prevalence 
of abnormal findings from urine drug screens analyzed 
and confirmed using gas chromatography mass spec-
trometry (GC-MS). Common patient descriptors such as 
number, type, or dose of prescribed opioids were poor 
predictors of abnormal results (80). Physicians at the 
Pain Trials Center at Brigham and Women’s Hospital 
in Boston concluded that it is appropriate to conduct 
routine urine toxicology testing in all patients with 
chronic pain treated with opioids (81). The need has 
been emphasized for scrupulous monitoring of adher-
ence to appropriate dosage and maintenance of opioid 
prescription by a single physician when using opioids in 
headache treatment (82). 

Prescription Drug Abuse 
Treatment of chronic pain is essential to overall 

health. In fact, chronic pain over time has been shown to 
atrophy the brain (83). Thus, undertreating pain can be 
deemed unethical for purposes of complying with state 
medical licensure board guidelines and can give rise to 
significant civil liability. Numerous well-publicized cases 
for the under treatment of pain illustrate that physicians 
can be found liable. Given the increased number of pa-
tients suffering from pain, the number of claims of un-
der treatment can be expected to increase (84-86). 

Chronic severe pain has been shown to be preva-
lent among patients in substance abuse treatment 
centers, especially methadone maintenance treatment 
programs (87). In a pain survey administered to patients 
attending an outpatient drug and alcohol treatment 
program, only 13% of patients with chronic severe pain 
were currently receiving pain treatment (88). However, 
the treatment of chronic pain is often complicated by 
a myriad of patient-specific, societal, and regulatory 
factors that can complicate the physician’s decision to 
prescribe opioids (12).

Prevalence of Prescription Drug Abuse
The use of prescription pain relievers without a 

physician’s prescription accounts for the second most 
common form of illicit drug use in the United States 

(89). Misused opioids are obtained directly from a phy-
sician 19% of the time and/or provided by a friend or 
relative 56% of the time (90). Pain patients reported 
significantly more health problems, psychiatric distur-
bances, prescription and nonprescription medication 
misuse, and a greater belief that they were undertreat-
ed than patients treated for opiate addiction (91). 

The number of Americans treated for abuse of 
painkillers in society increased by a factor of 5 since 
1997. This statistic is based on the 2007 Treatment Epi-
sode Data Set of admissions to state-licensed or certified 
treatment facilities (92). From 1992 to 2002, while the 
US population increased 13%, the number of prescrip-
tions filled for controlled substances rose 154%. In that 
same period new abuse of prescription opioids among 
12- to-17-year-olds increased 542%, more than 4 times 
the rate increase seen among adults (93). From 2002 to 
2007, the nonmedical use of prescription pain relievers 
increased among young adults aged 18 to 25 (from 4.1 
to 4.6%), among adults aged 50 to 54 (3.4 to 5.7%), and 
among adults aged 55 to 59 (from 1.9 to 4.1%) (94). 
In 2002, 9.9% of all drug-related ED mentions involved 
opioids (93). The number of deaths involving prescrip-
tion opioid analgesics increased from approximately 
2,900 in 1999 to approximately 7,500 in 2004, a rise of 
160% in just 5 years (95). Because misuse of prescription 
opioids has led to an epidemic of opioid-related deaths, 
greater use of opioid agreements and UDTs are urged 
(96,97). 

Kentucky
Kentucky residents are ranked among the nation’s 

top abusers of prescription drugs for non-medical pur-
poses, pain relievers for non-medical use, and tran-
quilizers for non-medical use (29). In Kentucky, unin-
tentional fatal drug overdoses have doubled over the 
past 5 years and overdoses are the number 2 cause of 
accidental deaths after car crashes. Prescription drugs 
remain the chief cause of this increase in deaths with 
one in 5 teens abusing prescription pain medicine, one 
in 5 abusing prescription stimulants and tranquilizers, 
and one in 10 abusing cough medicine. There was a 
212% increase in 12- to 17-year-olds abusing controlled 
substances, a 155% increase in prescriptions written for 
controlled substances, and an 81% increase in adults 
abusing controlled substances from 1992 through 2003 
(93). Seventy percent of tenth grade students in some 
regions of the state feel that drug use is a problem in 
their school; up to 50% of tenth graders believe that 
drug dealing is a problem in their school (98). From 
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2002 to 2005, treatment admissions to publicly funded 
programs among individuals aged 12 to 20 years in-
creased 84% (99). Ecstasy (3,4-methylenedioxymeth-
amphetamine [MDMA]), ketamine, GHB (gamma-hy-
droxybutyric acid), and LSD (lysergic acid diethylamide) 
remain readily available in Kentucky and are primarily 
used by teenagers and young adults in towns or cities 
that have universities or colleges (82). The abuse and 
diversion of prescription drugs remains one of the larg-
est, if not the largest, drug problems in southeastern 
Kentucky. Marijuana, methamphetamine, cocaine, and 
diverted pharmaceuticals have remained primary drug 
threats in Kentucky, and Mexican black tar heroin use 
has risen in the Louisville area along with misuse of 
other drugs (100).

Risk Factors for Prescription Drug Abuse

Smoking 
Smoking is an addictive disorder that may be an in-

dicator of predisposition for drug abuse. Patients who 
smoked have 5 times the incidence of illicit drug use 
compared with nonsmokers, and a 40% incidence of 
monthly binge drinking (101). Stable everyday smoking 
was positively correlated with an increased probability 
of a positive urine drug test for illicit drug use (102). 
Seventy-one percent of recent illicit drug users have 
smoked cigarettes at least once in the past month; the 
odds of a smoker being an illicit drug user are much 
greater than those of the general population (103). 
Moreover, the negative effects of nicotine on overall 
health are substantial, with over 400,000 deaths per 
year in the United States attributed to nicotine ad-
diction (104). Pain patients have been shown to have 
higher rates of smoking than non-pain patients (105), 
and pain rates have been found to be higher among 
current and heavy smokers compared with people who 
have never smoked (106). Indeed, smoking is associ-
ated with degenerative disc disease and low back pain 
(107), as well as higher failure rates in surgical interven-
tions such as spinal fusions (8% for nonsmokers versus 
40% in smokers) (108). The association between pain 
and smoking is of special concern in regions like Ken-
tucky where rates of tobacco use exceed the national 
average.

Alcohol Consumption
Alcohol use can be an indicator of predisposition 

for drug abuse. In 2007, alcohol use in the US popu-
lation was found to be pervasive; 51.1% of Americans 

aged 12 and older reported being current drinkers of 
alcohol (at least one drink in the last 30 days) (89). Of 
17 million heavy drinkers (5 or more drinks at the same 
occasion on each of 5 or more days in the past 30 days) 
aged 12 or older, 31.3% reported being current illicit 
drug users (89). Patients who use illicit drugs or who en-
gage in alcohol abuse or misuse are at very high risk for 
prescription drug abuse. Numerous studies of chronic 
pain patients suggest that the prevalence of substance 
misuse may approach one-fourth of chronic pain pa-
tients receiving opioids (70,109-111). 

In 2007, of 22.3 million Americans meeting criteria 
for substance abuse of drugs or alcohol, only 3.9 million 
received treatment (89). Patients with these disorders 
rarely admit to current or past substance abuse and 
often withhold medical information or alter records 
(72,74). Because they often deny any signs or symptoms; 
answer negative to narcotic abuse, screening, and his-
tory questions; and/or are sophisticated in hiding any 
signs from clinicians, UDT is imperative in this popula-
tion. Frequently, the abnormal urine drug test will be 
the first abnormal sign in this population. The effects 
of alcohol or benzodiazepines or marijuana or barbi-
turates, along with depressant effects of opiates, sig-
nificantly increase the risk of respiratory depression and 
death. The significance of alcohol use in pain manage-
ment is even greater in view of anticipated increases in 
the misuse or abuse of alcohol and illicit drugs by baby 
boomers, since this demographic group has higher rates 
of substance use compared with earlier generations of 
Americans (112,113). 

Chronic Pain
Chronic pain patients are at higher than average 

risk for drug abuse and are indistinguishable from the 
drug abuse population. Self-reporting of drug use (pre-
scribed or otherwise) has been found to be unreliable in 
chronic pain patients (81). Various studies confirm prob-
lem drug behavior in chronic pain patients, with ap-
proximately 14% to 34% of pain patients having been 
found to abuse prescription medications (114,115). In 
an interventional pain setting, Manchikanti and col-
leagues (115) found that 24% of patients significantly 
abused opioids; abuse was frequent in about 50% of 
these patients. For example, problem drug behavior 
was reported in 50% of chronic headache patients in 
a 3-year period (116). A host study of approximately 
33,000 patients who were prescribed oxycodone found 
that 12% had no oxycodone in their urine, 16% had no 
opioids in their urine, and 35% were not within the ex-
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pected ranges for urine concentration-dose curves; 40% 
of the diverted oxycodone had been recycled to other 
patients (117). All patients at a pain management clinic 
(60% on oxycodone, 22% on methadone, and 20% on 
morphine) were subjected to GC-MS confirmed urine 
drug testing. A high rate (45%) of abnormal findings 
on urine toxicology tests were noted, with 20% having 
illicit substances in their urine, 14.5% having additional 
drugs, and 10% missing the prescribed opioid. In addi-
tion, benzodiazepines were found in 22%, marijuana in 
15%, and cocaine in 7% (118). 

Chronic noncancer pain patients seen in our Ken-
tucky practice are asked to try a slow-stepped approach 
to their overall plan of care and alternative and ad-
junctive treatments. The most conservative approaches 
are treatments such as physical therapy, chiropractic 
therapy, osteopathic therapy, occupational and func-
tional and vocational rehabilitation, non-opioid pain 
management, and psychological intervention. If a pa-
tient has failed to see results from conservative treat-
ments, then we offer interventional techniques such 
as epidural blocks for radiculopathy, facet blocks for 
spinal facet pain, occipital nerve blocks, rhizotomies, 
and other interventional techniques. If patients have 
failed conservative treatments and interventional tech-
niques, we also provide open neurosurgical procedures 
such as discectomies, laminectomies, fusions, implant 
intrathecal pumps for back pain, as well as implant in-
traspinal epidural electrodes and pulse generators to 
treat radiculopathy and other disorders, as indicated. 
It is only after these treatments have proved ineffective 
that opioid drug therapy is recommended.

Psychiatric comorbidity
The high prevalence of mental health disorders 

and substance use/misuse disorders in the chronic pain 
population can potentially reduce the efficacy of a 
standard chronic pain treatment program (6,119). An 
increased rate of drug misuse problems has been found 
in patients with mental disorders such as anxiety, de-
pression, and antisocial personality disorder (120). 
Overall, patients seeking treatment at specialty mental 
health or substance abuse treatment facilities have been 
found to be 2 to 4 times more likely to have co-occur-
ring mental and substance abuse disorders compared 
with persons not seeking treatment (121). Psychiatric 
comorbidities in pain patients were found to occur in 
over 55% of 228 patients who demonstrated aberrant 
drug-taking behaviors (122), with depression being the 
most prevalent mental illness among substance abusers 

(120,123). Fifty percent of chronic pain patients have 
been found to contemplate suicide (124). Depression is 
the single biggest factor in suicide, with more than 70% 
of suicides having been found to occur in patients who 
had been depressed (125). Substance abuse is common 
in individuals who attempt or complete suicide (126-
128). Kentucky averages 36 suicide attempts per 50,000 
population and a rate of 7 suicide deaths per 50,000 
people (129). 

Patient mental health status can further compli-
cate treatment and must be considered especially when 
the patient is transitioning between health care provid-
ers or health care settings (130). For example, patients 
with mental illness may need a family member to dis-
pense, monitor, and control their psychiatric and pain 
medications that may be prescribed during the 30-day 
discharge period. It is probably best to offer noncom-
pliant patients nonopioid treatment options before a 
patient self-releases from a practice to possibly seek 
opioids elsewhere. A patient with a lethal triad (125) 
of psychosis, suicide plan, and a recent past suicide 
attempt requires immediate referral to a behavioral 
health specialist.

Other Factors
Factors such as age, low socioeconomic status, 

unemployment, and comorbid conditions may also be 
risk factors for prescription drug abuse. Factors such as 
age, low socioeconomic status, unemployment, and co-
morbid conditions may also be risk factors for prescrip-
tion drug abuse. In 2007, adults aged 18 to 26 years 
were found to have a substance abuse rate (19.7%) 
approximately 3.4 times higher than that of adults 
aged 26 or older (5.8%) (23). Unemployed adults were 
found to have a substance abuse rate (18.3%) that was 
over twice that of those who were employed full time 
(8.4%) (23). In Kentucky, Medicare and Medicaid pa-
tients were shown to have an increased rate of abuse 
of illicit drugs, with Medicaid patients having a 43.6% 
rate of substance use disorders (131). 

Selected outcomes of interventional techniques 
and surgeries may be adversely affected by drug ad-
diction disorder (132-134). However, controversy exists 
on some of these aspects (135-173). There is a known 
higher risk of implant failure in patients with mental 
illness, alcoholism, drug abuse, or lifestyle factors that 
can complicate their surgical procedure (132). Patients 
should be narcotics-free before placement of spinal 
cord stimulator leads, and patients should have no un-
treated substance abuse when considering implanta-
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tion of an intrathecal medication pump (133,134). 

The Battle Against Prescription Drug Abuse

Prescription Monitoring Plans 
KASPER is a tracking system reporting all narcot-

ic prescriptions for an individual, tells which doctors 
prescribed them and what pharmacy dispensed them 
(35,36,174). Of note, however, methadone treatment 
programs in emergency departments and hospitals do 
not report to KASPER (35,36,175). KASPER served as a 
model for the National All Schedule Prescription Elec-
tronic Reporting System (NASPER), which began in 2005 
(35-36). A federal grant is available to help states set 
up their own electronic tracking systems for narcotic 
prescriptions using federal rules of operation. This pro-
gram, however, does not absolve physicians of their re-
sponsibility to monitor and prescribe responsibly (123). 

Urine Drug Testing
UDT is recommended by the American Society of 

Interventional Pain Physicians, the Federation of State 
Medical Boards, the American Pain Society, the Ameri-
can Academy of Pain Medicine, the American Society 
of Addiction Medicine, the Department of Veterans Af-
fairs, and other organizations. The Federation of State 
Medical Boards and Kentucky Board of Medical Licen-
sure guidelines all call for appropriate evaluation and 
treatment plans, medical records, and the appropriate 
use of monitoring such as UDT (176,177). A national 
standard was suggested by Federation of State Medi-
cal Board guidelines and was endorsed by the DEA in 
1998. The failure to monitor or address abuse/addiction 
issues and inadequate record keeping have been crucial 
in DEA cases against physicians. 

A variety of federal guidelines are designed to ad-
dress substance abuse problems. A Substance Abuse 
and Mental Health Services Administration (SAMHSA) 
consensus panel recommends that programs incorpo-
rate federal and state regulatory requirements and lo-
cal practice treatment needs into written policies and 
procedures for drug testing and integrate these policies 
and procedures into treatment planning and practices 
(178). The SAMHSA and federal regulations require 8 
drug tests per year for patients in maintenance treat-
ment (179). In the opinion of the consensus panel, this 
is a minimal requirement and more testing should be 
performed earlier in treatment than later (178). 

The American Pain Society opioid guidelines sug-
gest frequent UDTs (i.e., weekly, biweekly, or monthly) 

although some pain specialists note that the UDT be 
done during every office visit (180). While such guide-
lines are useful to clinicians, individual treatment plans, 
of course, must be based on patient history, diagnosis, 
and circumstances.

 The US Food and Drug Administration (FDA) man-
dates Risk Evaluation and Mitigation Strategies (REMS) 
that entail more physician training for 24 controlled-
release opioids and methadone. For example, Wooden 
notes that checking urine for signs of abuse and order-
ing smaller numbers of high-dose pills are good prac-
tices (181).

The Utah Department of Health has recommended 
drug testing before initiating long-term opioid treat-
ment for all patients. When a test is positive, they 
recommend that practitioners consider referral to 
substance abuse counseling and a pain management 
specialist and that the patient be more carefully moni-
tored (182). The state of Louisiana requires pain man-
agement clinics to be licensed and for patients to un-
dergo UDTs on admission and at least 4 times annually 
during treatment (183).

In short, as a simple and noninvasive approach to 
biological sample screening, urine is the specimen of 
choice for pain management services (13). UDTs are 
routine practice in chronic pain management settings 
to potentially improve medical-legal compliance and 
reduce regulatory scrutiny by improving documenta-
tion and preventing inappropriate patient dismissal or 
treatment bias. UDTs may help support specialist refer-
rals and identify the use of illicit substances through-
out treatment and provide objective data to assist in 
making appropriate decisions regarding medications. 
UDT provides the physician with an objective test that 
documents prescription use, misuse, abuse, and illicit 
drug use; identifies patient noncompliance with self-
reporting; clarifies behavioral observations; and pro-
vides support for patient relapse prevention (13). Urine 
drug tests may also improve treatment adherence by 
providing the doctor with objective documentation of 
prescription drug adherence and a correlation of medi-
cation to pain matrix and behavioral symptoms. 

UDTs may allow the identification and quantifica-
tion of potential violations of the patient treatment 
agreement. They can also identify the use of medica-
tions or other sources that may complicate the treat-
ment plan as well as provide objective evidence and 
knowledge to adjust pharmacotherapy. UDTs can also 
help identify patients who divert medications and assist 
in the identification of misuse of prescription medica-
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tions and potential addiction or relapse issues, and fur-
ther reduce the risk of therapeutic failure by detecting 
patients who are non-adherent to the treatment plan. 
Enhancing appropriate prescribing may minimize the 
risk of patient doctor shopping and noncompliance 
(184). 

Note: The term urine drug screening is not used in 
medicine because it implies a generic screening without 
a physician order for all patients, for all types of visits, 
without physician review (e.g., reviews by non-medical 
personnel as conducted at health fair screens), without 
integration into a treatment plan for any and all drugs; 
it is impossible to prove the presence or absence of all 
drugs (185). 

In short, UDTs are essential for the diagnosis and 
treatment of pain and associated drug misuse diagno-
ses as well as the diagnosis of noncompliance or com-
pliance, all of which serve to guide the patient along 
appropriate treatment paths, thus improving the func-
tioning of the patient. Accurate and timely diagnosis 
of drug misuse is extremely important since the vast 
majority of drug misuse involves recreational, experi-
mental, or circumstantial use. The signs or symptoms of 
these forms of use are difficult to detect; hence, physi-
cians rely on UDTs of the patient to detect recent use. 
In comparison, fewer patients abuse, and even a far 
lower percentage meet the requirements for addiction. 
Patients must have significant problems (e.g., divorce, 
driving under the influence, loss of employment) in the 
last 12 months to meet the requirements for diagno-
sis of active abuse or addiction since tolerance, with-
drawal, and taking medications for periods longer than 
initially intended are common in normal non-abusing, 
non-addicted pain patients. 

Formulating Clinical Diagnoses and 
Treatment Plans

The treating physician must integrate patient 
symptoms (subjective) and signs (objective) to formu-
late and modify clinical diagnoses and treatment plans 
(78,186,187). This process can be especially complex in 
patients when standard treatment options involve the 
prescription of opioids, as is the case of patients who 
suffer from chronic pain. Subjective, self-reporting of 
pain level and drug use are crucial symptoms in the de-
velopment of diagnoses and treatment plans. Unfortu-
nately, the reliability of these subjective data is low in 
this patient population. For this reason, the physician 
must rely more heavily on objective signs or measures 
of disease, such as those obtained through physical ex-

amination and analytical tests such as UDTs, magnetic 
resonance imaging, pain patient profile (P-3®, Pearson, 
Eagan, MN, USA), and KASPER reports of controlled sub-
stance use. In general, such signs are more reliable than 
symptoms derived through patient history. Certain tests 
have more sensitivity and specificity than other tests de-
pending on the complaint being evaluated. Moreover, 
clinical diagnoses and treatment plans must both be re-
visited regularly to accurately reflect up-to-date signs 
and symptoms. These data should be viewed through 
the lens of known risk factors and behaviors that are 
strongly linked to drug misuse (e.g., unemployment, 
government insurance, suicidal thought or behavior, 
alcohol use, age, isolation, change in school/work per-
formance, muscle aches, numbness, anxiety, depression, 
controlled substance use, other symptoms/signs). Physi-
cians should be cognizant of new research through con-
tinuing medical education and stay informed concern-
ing local drug use trends. 

The frequency of opioid use before presenting to 
an interventional pain management setting has been 
shown to be more than 90% (15). Thus, patients pre-
senting to pain care clinics who have been previously 
treated in primary care settings where drug testing is 
under utilized may not be adequately controlled or 
stabilized; may be under- or over-medicated; or may 
not have drug misuse or noncompliance diagnosed 
by the time they are referred to the pain or addiction 
specialist. 

In Kentucky, the vast majority of primary care physi-
cians refer patients to pain specialty practices after fail-
ure to control acute pain. Moreover, in our experience 
the vast majority (over 80%) of referring physicians 
want only to see the patient back for routine medical 
care. They want the pain specialist to assume respon-
sibility for all opioid patients, more complex patients, 
problem patients, or patients who have had increasing 
problems despite very high doses of opioids. Thus, the 
specialist is frequently confronted with challenging sce-
narios for medication management. 

Diagnosing Drug Misuse and Addiction
Treating pain can often be difficult in patients who 

have a comorbid substance abuse disorder (152,188-
191). When treating a new patient referred for the 
complaint of pain, the practitioner must look for the 
underlying International Classification of Diseases (ICD) 
diagnosis (e.g., ruptured disc, stenosis) and simultane-
ously diagnose the patient’s level of compliance with 
the referring physician’s treatment plan. In established 
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patients, the practitioner must continually assess for 
changes in the underlying ICD diagnosis, while simulta-
neously assessing for drug misuse, abuse, or addiction. 
The American Society of Interventional Pain Physicians 
(ASIPP) guidelines recommend adherence monitoring 
by screening for opioid abuse, UDT, and periodic moni-
toring of treatment goals and patient compliance (8). 

Diagnostic Criteria
In general, drug and alcohol disorders are diag-

nosed based on the specific criteria (i.e., DSM-IV crite-
ria, ICD-9 criteria, definitions from the American Soci-
ety of Addiction Medicine, American Pain Society and 
American Academy of Pain Medicine, Certified Medical 
Review Officer Training, and other sources). Most pain 
and addiction physicians consider parts of the DSM-
IV psychiatric definitions not helpful since typically 
patients can develop tolerance and withdrawal from 
drugs such as steroids, antidepressants, and even opi-
oids without having any criteria for abuse or addiction 
or other disorder. 

Addiction to drugs or alcohol is the most severe 
substance-abuse diagnosis. Most professionals feel the 
patient must have repeated negative consequences yet 
continue to use a certain drug or alcohol to qualify for 
the diagnosis of addiction. For example, part of the DSM-
IV criteria for active diagnosis of drug abuse involves 
one or more of the following in a 12-month period: a) 
recurrent drug use resulting in failure to fulfill major 
role obligations at work or school; b) recurrent drug use 
in situations that are physically hazardous such as driv-
ing under the influence; c) recurrent drug-related legal 
problems such as arrest and disorderly conduct; or d) 
continued drug use despite persistent or recurrent so-
cial or interpersonal problems. On the other hand, drug 
addiction involves 3 or more of the above-mentioned 
problems occurring in the past 12-month period and 
is fortunately more rare than drug abuse. Fortunately, 
the vast majority of patients do not fit the criteria for 
abuse or addiction, but rather fall in the category of 
drug misuse or a combination of diagnoses such as rec-
reational, circumstantial, or experimental use. 

Urine Drug Testing
UDT alone usually does not diagnose drug addic-

tion, physical dependence, or impairment; however, it 
can aid in the diagnosis, treatment, and improvement 
of these conditions (192). UDT offers the standard of 
care to improve the accuracy of diagnoses, the early 
detection of drug misuse or abuse, the deterrence of 

unwanted diagnoses (e.g., noncompliance with medical 
treatment ICD = V15.81), and thus improves treatments, 
function, and outcomes. A consistent policy and proto-
col for UDT that applies to all patients is essential in a 
medical practice (8). UDT should also be considered for: 
all new patients or when modifying treatment; for any 
patient resistant to evaluation; for any patient request-
ing a specific drug; for any patient displaying aberrant 
behavior; for any patient with psychiatric comorbidities; 
for any established patient with unexpected results on 
initial UDT; for any patient with problems in urine col-
lection, including sample dilution or temperature out-
side the normal range (90–100°F); family or workplace 
reports of impaired behavior; high drug tolerance; for 
patients with problems of adherence; reports of early 
or lost prescriptions or noncompliance; pharmacy calls 
of concern; for those with continued high-risk behav-
ior; and other indications (78,185).  

Clinical Considerations
Most patients do not exhibit any easily detectable 

signs or symptoms when drug use is occasional (i.e., 
recreational, circumstantial, or experimental) or when 
the patient abuses prescription medications privately. 
Conversely, stable, compliant patients who are pre-
scribed opioids usually do not have any signs or symp-
toms, yet the physician still needs to confirm compli-
ance with their treatment contract. Keep in mind that 
patients who report chronic pain frequently misrepre-
sent their pain level or substance use to their physicians. 
One study of a pain practice showed that over 50% of 
patients had non-prescribed narcotics or alcohol or il-
licit drugs in their urine, and approximately 45% had 
a negative urine study for the drugs being prescribed 
for their pain (68). Therefore, categorically believing 
patients when they say they hurt and prescribing any 
treatment (surgery/injections/opioids/non-opioids) be-
fore doing any drug testing is a clinical mistake, since 
undiagnosed drug use disorders (and associated diseas-
es such as hepatitis) and noncompliance can complicate 
even a non-opioid drug regimen. 

Most patients after history and physical and review 
of abnormal UDT results can be diagnosed with non-
compliance with their treatment plan (i.e., ICD V15.81), 
involving recreational, experimental, or circumstantial 
drug use. Typically, fewer patients qualify for a diagno-
sis of abuse disorder and fewer yet qualify for a diagno-
sis of addiction. These diagnoses commonly require the 
integration of data that are both subjective (patient 
history) and objective (e.g., UDT, KASPER report). Pre-
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scription monitoring systems such as KASPER are limited 
in that they track only prescribed medications, whereas 
UDTs reliably provide a way to objectively assess illicit or 
illegal drug use (e.g., cocaine, THC, methamphetamine, 
phencyclidine [PCP]). In cases, for example, when a UDT 
is positive for THC and the patient denies use in the 
past 60 days and is taking a medication such as a proton 
pump inhibitor, the practitioner may then want to pro-
ceed with GC-MS confirmatory testing. Fortunately, the 
detection time utilizing the most common urine drug 
immunoassays is up to 72 hours or even longer for co-
caine. For drugs such as marijuana, diazepam, and PCP 
the detection window may be far longer than a week. 

Treatment Plans
In our practice we use a universal precautions ap-

proach to the treatment of chronic pain to achieve im-
proved treatment, function, and outcomes. The univer-
sal precautions include a written contract between the 
patient and health care professionals providing care 
and independent compliance measures in the form of 
regular UDTS. Regular UDT is the most important uni-
versal precaution in treating chronic noncancer pain 
followed by prescription-monitoring programs such as 
KASPER (35,36,175,193,194). UDT and adherence moni-
toring including controlled-substance agreements or 
various periodic or regular or routine measures of com-
pliance have been associated with a 50% reduction in 
opioid use (195). 

Opioid Treatment Regimens
Opioids remain the most effective tool the practi-

tioner has for controlling chronic intractable pain (4). 
Practitioners practicing pain or addiction medicine 
should begin patients at low doses; physicians should go 
slow when titrating opioid medications and err on the 
conservative side when changing treatment programs, 
since there is incomplete cross-tolerance between dif-
ferent types of opioids. There is an odds ratio of 4960:1 
that a presenting patient will already have tried an illic-
it substance compared with the risk that the physician 
will initiate the disease of opiate addiction (196).  

How Often Should UDT Be Performed?
Arguably, physicians have the highest ethical or 

professional obligation to detect patients who have un-
derlying drug misuse disorders, drug abuse disorders, 
addiction disorders, or other problems and to steer 
them to the proper form of medical treatment. Yet 
90% of family physicians have been reported to miss 

the classic signs of substance abuse such as abnormal 
urine drug tests (37). 

The federal government mandates a minimum 8 or 
more UDTs (i.e., twice a week for the first 30 days and at 
least monthly thereafter) in the first year of treatment 
in methadone (schedule II opioid) treatment programs 
for the chronic disease of opiate addiction even though 
individuals in methadone treatment programs are seen 
daily by treatment specialists for the first year (56). In 
contrast, stable pain patients on schedule II opioids are 
usually only seen by pain treatment specialists at one to 
3-month intervals. Yet opiate addiction and chronic pain 
are both chronic diseases and share many similarities 
in that they are frequently not cured and can only be 
managed, not unlike diabetes or hypertension. More-
over, urine collection can be observed or monitored in 
an opiate addiction treatment program unlike a private 
physician’s office that uses UDTs primarily for chronic 
noncancer pain and/or drug abuse addiction treatment. 
Unlike methadone treatment programs where patients 
have known addiction disorders, the pain physician is 
confronted with ongoing treatment of patients with 
unknown addiction-related tendencies. Compared 
with methadone treatment programs, pain specialists 
have relatively infrequent face-to-face interaction with 
their patients. Because of the relative infrequency that 
stable patients being treated for chronic pain are seen 
by their prescribing physician, practitioners in the fields 
of chronic noncancer pain and/or outpatient abuse and 
addiction treatment who utilize 12-step programs and 
behavioral health and other modalities may be well ad-
vised to institute more UDTs more frequently than the 
number federally mandated for methadone treatment 
centers. 

In the treatment of chronic pain the physician is 
dealing with patients who are being considered for 
controlled substances or who have been prescribed 
controlled substances, and who continue to engage in 
safety-sensitive functions such as driving, operating ma-
chinery, and raising children. Practitioners may want to 
consider implementing regular UDTs to aid in the diag-
nosis and treatment of drug misuse, abuse, or addiction 
so that patients can receive the proper form of treat-
ment. That treatment may include behavioral health 
and/or addiction physician evaluation as further en-
hancements to patient care, as opposed to purely ran-
dom programs designed to deter use, like government 
and workplace drug testing programs. For example, 
after an infraction by a covered employee, a substance 
abuse professional must abide by federal regulations 
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that the employee take at least 6 follow-up urine drug 
tests (UDTs) within the first 12 months after resuming 
safety-sensitive functions (42,197). In comparison, a 
practitioner who primarily practices pain management 
may want to perform initial testing and random test-
ing thereafter to diagnose patient compliance. Federal 
regulations mandate that persons who are presumably 
drug-free must have 6 follow-up UDTs before resum-
ing safety-sensitive functions. It follows that physicians 
should consider the safety implications of patients tak-
ing opioids or other controlled substances for the treat-
ment of pain, especially if they drive or operate machin-
ery and consider monitoring patients more closely with 
frequent UDTs. 

Moreover, if the practitioner also practices addic-
tion medicine and has a psychiatrist, behavioral health 
professionals, or addiction physicians available, he or 
she may want to consider a routine testing protocol to 
detect potential drug misuse, abuse, or addiction to aid 
in getting such patients into treatment. 

UDT for patients with drug misuse, abuse, or addic-
tion should be performed as many times as necessary to 
document adherence to a mutually agreed upon treat-
ment plan; those with only pain management without 
comorbidities who are being stabilized may have tests 
as often as needed, or as infrequently as 3 times a year, 
if stable (78,135). UDT in the clinical practice can vali-
date the patient’s history, document the patient’s diag-
nosis, allow treatment assessment, improve treatment 
planning, improve clinical management of the patient, 
improve public safety, improve the patient’s advocacy, 
and help prevent relapse. Marcus (198) at the Univer-
sity of Pittsburgh Medical Center recommends routine 
urine toxicology testing to ensure opioid compliance by 
providing prescriptions only when due and with regular 
UDTs. 

The UDT protocol should be tailored to the clinic’s 
location and type of practice. For example, Kozma (199), 
who practices practical pain management, reports see-
ing his stable patients every 4 weeks with UDTs at each 
visit (13 UDTs per year) and notes that routine UDT is 
more readily accepted by patients when it is imple-
mented as an integral part of the drug treatment pro-
gram and makes UDTs part of his opioid agreement. Pa-
tients at his clinic understand the concept “no urine, no 
prescription, no exceptions.” Patients with a substance 
abuse history and/or comorbidities or dual diagnoses or 
confirmed noncompliance will need continuous multi-
disciplinary care, including psychology and/or psychia-
try and addictionology, in addition to more frequent 

visits and increased monitoring. (Costs related to UDTS 
are discussed below.)

Clinical Considerations
The patient who may meet the criteria for drug 

misuse frequently presents with no signs or symptoms, 
and denies any history consistent with a diagnosis. Pa-
tients who meet the difficult-to-detect criteria for ad-
diction can be skilled at circumventing detection (e.g., 
frequently have no readily available visible injection 
sites or needle tracks or other discernible findings). 
Physical examinations are usually only positive if indi-
viduals present in an acute intoxicated state. However, 
when drug use is experimental or circumstantial, urine 
drug tests can be helpful. For example, marijuana can 
test as positive in urine for as long as 2 months after its 
last use. 

Again, practitioners need to be cognizant of the 
medical literature and the increased rates of problems 
in patients with disorders such as bipolar, borderline 
personality disorder, schizophrenia, psychosis, anxiety, 
depression, or family history of drug or alcohol prob-
lems. Studies show that 90% of patients treated in 
pain management settings are on opioids and/or ad-
ditional controlled substances (7,8,15). Thus, given the 
fact that depression is the number one cause of suicide, 
pain physicians must constantly be concerned about 
the types and number of medications available to any 
one patient and must also understand that opioids over 
time may, in fact, induce depression. In treating these 
complex patients, physicians must consider long-term 
trends measured by objective assessments such as pain 
patient psychological assessment, behavioral health 
assessment, UDT, and other factors to formulate long-
term treatment plans and ensure patient compliance.

Cost-Benefit Considerations in Urine Drug 
Testing

Cost-benefit analyses performed through the Fed-
eral Workplace Drug Testing Program, methadone clin-
ics, and other areas, have likewise shown a definite cost 
benefit to UDTs in this complex population. It has been 
estimated that each UDT costs Medicare up to $220 per 
physician office payment and up to an additional $250 
for GC-MS confirmatory testing when it is sent out to a 
commercial laboratory. The practitioner must balance 
cost-benefit factors in relation to history, physical di-
agnosis, and treatment plans. One cost advantage in 
point-of-care testing is that follow-up office visits to 
review test results are not needed, unlike when the ser-
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vices of commercial laboratories are used. In addition to 
this cost advantage, it is well known that the patients 
who go off site for UDT have greater opportunity to 
adulterate their urine test compared with patients who 
receive point-of-care testing (200). 

Also it must be borne in mind that most hospitals 
and national laboratories that perform UDT by physi-
cian request routinely perform UDT panels that include 
10 to 12 tests, whereas smaller, private laboratories 
typically offer limited UDT panels (i.e., 7 or 8 tests). 
In either case, even if the referring physician has not 
ordered a GC-MS confirmatory test, some laboratories 
will proceed with confirmatory testing, based on their 
own internal policies. Unnecessary GC-MS confirmatory 
testing obviously constitutes an additional cost to the 
patient. In most cases, point-of-care testing integrated 
with knowledgeable questioning of patients by the 
treating physician or staff can minimize the use of con-
firmatory GC-MS testing. Unfortunately, most hospital 
laboratories actually outsource the GC-MS confirma-
tory testing. In our experience, the turnaround time for 
these tests is typically 2 weeks, during which time the 
physician and patient are left in limbo. A prudent physi-
cian would want to see the patient back to review the 
results and decide on continuation of opioids. Kozma 
(199), a pain physician, says that he sees all patients 
treated with controlled substances (including stable pa-
tients) every 4 weeks and requires point-of-care testing. 
Based on this clinical information, a practitioner may 
want to consider seeing patients more frequently than 
every 4 weeks if he is going to be outsourcing his urine 
drug testing. This increased frequency would obviously 
have a negative economic effect on the patient and/or 
the payer. Individual practice protocols may differ from 
the frequency suggested in ASIPP guidelines. Physicians 
must tailor testing protocol to patient population, geo-
graphic location, state board of medical licensure re-
quirements, and other factors.

Conclusion

Practitioners are confronted with the ethical and 
legal dilemmas of being called to adequately treat 
chronic pain in a culture with a high prevalence of pre-
scription drug abuse. Unfortunately, the symptoms of 
drug abuse are nonspecific and therefore of limited 
value to the practitioner in determining patient com-
pliance to drug treatment regimens. In contrast, UDT 
has a reliable history, both in and out of medicine, as 
an independent sign of drug misuse that can be used to 
aid in the diagnosis and treatment of underlying addic-
tions. Accurate and up-to-date histories, together with 
the objective findings of UDTs, allow practitioners to 
formulate accurate, up-to-date clinical diagnoses and 
treatment plans that can be used to bring patients into 
early treatment and improve patient outcomes. 

Controlling health care costs by eliminating unnec-
essary testing is a goal we can all respect and support 
(201-208). However, far from unnecessary, UDTs are an 
essential tool in opioid compliance monitoring in the 
complex, chronic noncancer pain patient population. 
We must be careful not to limit the resources and abil-
ity of physicians to responsibly prescribe opioid anal-
gesics when medically indicated. Certainly point-of-care 
UDTs offer a cost control solution that has been shown 
1) to provide more reliable information to clinicians 
compared with off-site testing and 2) to greatly reduce 
the need for confirmatory testing if accompanied by 
patient interviews. A closer examination of the use of 
UDTs in the treatment of chronic noncancer pain is war-
ranted to determine policies and safeguards to ensure 
that payments for UDTs meet Medicare requirements.
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