
Background: The precise role of urine drug testing (UDT) in the practice of pain 
medicine is currently being defined. Confusion exists as to best practices, and even to 
what constitutes standard of care. A member survey by our state pain society revealed 
variability in practice and a lack of consensus. 

Objective: The authors sought to further clarify the importance of routine UDT as an 
important part of an overall treatment plan that includes chronic opioid prescribing. 
Further, we wish to clarify best practices based on consensus and data where available.

Methods: A 20-item membership survey was sent to Texas Pain Society members. 
A group of chronic pain experts from the Texas Pain Society undertook an effort to 
review the best practices in the literature. The rationale for current UDT practices is 
clarified, with risk management strategies outlined, and recommendations for UDT 
outlined in detail. A detailed insight into the limitations of point-of-care (enzyme-linked 
immunosorbent assay, test cups, test strips) versus the more sensitive and specific 
laboratory methods is provided.

Limitations: Our membership survey was of a limited sample size in one geographic 
area in the United States and may not represent national patterns. Finally, there is 
limited data as to the efficacy of UDT practices in improving compliance and curtailing 
overall medication misuse.

Conclusions: UDT must be done routinely as part of an overall best practice program 
in order to prescribe chronic opioid therapy. This program may include risk stratification; 
baseline and periodic UDT; behavioral monitoring; and prescription monitoring programs 
as the best available tools to monitor chronic opioid compliance. 

Key words: Urine drug screening, urine toxicology screening, urine drug testing, 
chronic pain, addiction, forensic testing
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Texas Pain Society (TPS) members have been 
querying the TPS Board of Directors (of which 
3 of the authors are members) with increasing 

frequency about urine drug testing (UDT) standard of 
care questions. Responding to membership concerns, 
the TPS performed a membership survey which revealed 

that UDT is well accepted, but its application is widely 
variable (Appendix 1). The survey was emailed twice to 
280 members; 102 replied, a 36% response rate. Thus, 
this manuscript was born out of membership demand 
and the TPS’s purpose of promoting and maintaining 
the highest standards of professional practice through 
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United States, compared with 12.6% from heroin (1,4). 
Clark and colleagues (2) reported a 3-fold increase in 
opioid abuse in recent years. Two-thirds of abused opi-
oids originate from a valid prescription; one-fifth are 
obtained from more than one physician. Among pa-
tients receiving treatment for opioid dependency, 50-
60% obtained the drugs from their physicians (3). One 
study estimated that the minimum economic burden 
for prescription opioid abuse in 2005 was $9.5 billion 
(4). The United States contains 5% of the world’s popu-
lation but consumes 99% of the world’s hydrocodone. 
Similar disproportionate consumption by the United 
States occurs with other opioids as well (5) (Table 1). 

Between 1992 and 2003, although the U.S. popu-
lation grew only 14%, the number of people who ad-
mitted to prescription analgesic abuse increased 94%. 
About this same time (1992 to 2002), first-time abuses 
of prescription opioids among 12- to 17-year-olds in-
creased 542% (6). 

The prevalence of addiction in the general popula-
tion is estimated to be 3-16% (7). Although addiction in 
the pain management setting has been considered un-
common, more recent studies examining UDT suggest 
that the rate of problematic drug-related behaviors in 
the chronic pain clinic setting is far higher (8,9,12,18, 
35,37-40). Many patients with moderate or severe 
chronic pain who believe they need ongoing COT are 
psychologically distressed, with a reported 70% preva-
lence of psychosocial comorbidities in patients with 
chronic pain (9). Deyo and Edlund (9,41) found that 
COT use is increasing more rapidly in patients with 
mental health and/or substance abuse disorders than 
in patients without these disorders. This is particularly 
worrisome because patients with mental health and/or 
substance abuse disorders are at greatest risk of using 
controlled substances nontherapeutically.

Pain is a subjective process, and clinicians must rely 
on subjective reports from patients to make treatment 
decisions. Addicted individuals, as part of their disease 
state, will not provide truthful self-reports if the report 
could result in their not receiving their drug of choice. 
Significant data have shown that self-reported drug 
use in the chronic pain population is often unreliable 
(11). Therefore, clinicians must analyze a combination 
of subjective input and objective observations to assess 
their patients. Objective observations include pill counts 
(admittedly difficult to do), prescription monitoring 
programs, and monitoring for aberrant behaviors. 
Aberrant behaviors may include early refill requests 
(self-escalation), reports of “lost or stolen” medica-

education and research. The authors felt that there 
would be interest in the general pain community beyond 
Texas to view the topic of urine drug screening (UDS) 
through the prism of one state society’s reaction to this 
developing issue. Urine drug screening (UDS) typically 
refers to the first step of a two-step process involving 
screening (typically immunoassay) and confirmation 
(chromatographic and mass spectrometric methods). 
For the purposes of testing in general, the abbreviation 
“UDT” (urine drug testing) may be preferable.

A perfect storm has developed involving prescrip-
tion opioid medications. Throughout the past few 
decades, awareness of untreated and unrecognized 
pain has increased, along with subsequent educa-
tional efforts enlisting doctors to assess and treat pain 
more aggressively. The term opioidphobia was coined 
to describe doctors’ reluctance to prescribe opioid 
medications. 

Efforts to treat pain more aggressively started in 
the 1990s and reached full stride around 2000, when 
even the U.S. Congress proclaimed the years 2000-
2010 the Decade of Pain Control and Research. Both 
the American Pain Society and the American Academy 
of Pain Medicine wrote formal position statements 
endorsing the prescribing and use of chronic opioid 
therapy (COT) for pain. As a result of these efforts, the 
prescribing of opioids increased substantially. 

The increased availability of opioids appears to 
have led to unanticipated problems, including an ex-
plosion in nontherapeutic opioid use. In fact, a nation-
al epidemic in the nontherapeutic use of opioids has 
emerged in the United States. Deaths from the misuse 
of prescription opioids currently exceed deaths from 
heroin overdose. Deaths from prescription opioids 
account for 18.9% of all drug-related deaths in the 

Table 1. Percentage of  U.S. consumption of  world’s opioid 
production (5)(note: hydrocodone is not available in some 
countries). 

Opioid Percentage

Hydrocodone 99

Oxycodone 80

Methadone 58

Hydromorphone 54

Fentanyl 49

Meperidine 43
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tions, treatment noncompliance, and UDT that does not 
include the prescribed drug and may include illicit or 
nonprescribed controlled substances. Monitoring of ab-
errant behavior alone is inadequate and frequently re-
sults in underestimated aberrant drug-taking behavior 
(11,12,10). A combination of monitoring for aberrant 
behavior and use of UDT has been recommended as the 
best available monitoring strategy (11,12).

The differential diagnosis for aberrant drug-taking 
behaviors includes addiction, pseudoaddiction, chemi-
cal coping, organic mental syndrome, personality dis-
order, self-medicating depression, anxiety, situational 
stressors, and criminal intent. Aberrant UDT results pro-
vide valuable and objective information that may assist 
the clinician in working through the differential diag-
noses. Noncompliance suggests hidden agendas, a lack 
of insight into treatment goals and proven benefit(s), 
unrealistic expectations of treatment outcome(s), pas-
sive coping mechanisms, chemical coping, addiction, or 
an amotivational state that inhibits active participation, 
such as depression (13). Due to the extensive overlap 
of various psychological comorbidities and chronic pain 
states, discerning the exact reason for medication non-
compliance is often difficult.

Recent studies have revealed that among patients 
with chronic pain who are receiving COT, the percent-
age of those with aberrant UDT results is surprisingly 
common: 9-50% (Table 2). Aberrant UDT results may 
indicate any of a spectrum of problematic behaviors, 
from addiction to chemical coping. Irregular drug-tak-
ing behavior is both a patient and public safety concern. 
Random UDT combined with adherence monitoring has 
been shown to reduce the occurrence of aberrant drug-
taking behaviors (14).

The use of scheduled and random UDT has been 
practiced in pain management for several decades, but 
the practice of UDT is inconsistent. The purpose of this 
manuscript is to discuss the medical necessity of UDT 
and to make suggestions for its clinical use. 

Risk Assessment

Although commonly practiced, COT remains a con-
troversial treatment with limited outcome data to sup-
port its clinical application (15,16). With the rise of pre-
scription abuse and a limited scientific foundation with 
which to justify the use of COT, this therapy must be 
used cautiously. Texas Medical Board (TMB) rule 170.3(a)
(1)(B)(v) requires an assessment of a patient’s potential 
for substance abuse. Baseline UDT, combined with a 
psychological evaluation, perhaps including validated 

psychometric screening tools, provides a valuable risk-
assessment basis with which the clinician can assess the 
patient’s candidacy for COT and comply with the TMB 
rule.

The following risk factors associated with aberrant 
drug use have been identified by numerous studies: 
personal or family history of alcoholism or substance 
abuse (past or present), nicotine dependency, age < 45 
years, depression, impulse control problems (attention 
deficit disorder, bipolar disease, obsessive-compulsive 
disorder, schizophrenia, personality disorders), hyper-
vigilant states (posttraumatic stress disorder, preado-
lescent sexual abuse), somatoform disorder, organic 
mental syndrome, pain after a motor vehicle accident, 
and pain involving more than 3 regions of the body 
(17, 18).

Several screening psychometrics are readily avail-
able for stratifying COT risk factors. The Opioid Risk 
Tool (ORT); Pain Medication Questionnaire (PMQ); Di-
agnosis, Intractability, Risk, Efficacy Score (DIRE); and 
the Screener and Opioid Assessment for Patients with 
Pain-Revised (SOAPP-R) are widely accepted tools for 
opioid risk assessment. A formal psychological assess-
ment can be used as well. The CAGE questionnaire and 
other screening tools can assess problematic alcohol 
use. However, according to Chou (19), the quality of 
the evidence for risk stratification remains weak. As 
previously discussed, a risk assessment is required by 
the TMB before COT can be initiated (20). 

Risk assessments typically categorize patients into 
low-, moderate-, and high-risk groups. Recent data 

Table 2. Incidence of  aberrant Urine Drug Testing results.

Study 

Patients with chronic pain 
who are taking opioid 

medications with aberrant 
UDT results.

Cook RF, 1995 (36) 50%

Fishbain DA, 1999 (37) 46.5%

Hariharin J, 2007 (38) 38%

Ives TJ, 2006 (39) 32%

Berndt S, 1993 (35) 32%

Katz NP, 2003 (12) 29%

Michna E, 2007 (8) 45%

West R, 2010 (40) 9-33%

Manchikanti L, 2006 (18) 16%
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suggest that the SOAPP-R is superior to the ORT, PMQ, 
and DIRE (21,22). Only a psychological assessment pro-
vides similar sensitivity and specificity. However, the 
clinical experience of the mental health provider can 
affect the reliability of the psychological interview in 
accurately predicting the patient’s actual risk classifica-
tion (23). In Jones’s study (23), the percentage of pa-
tients identified in a given risk group who would even-
tually be discharged for aberrant drug-related behavior 
are described in Table 3. The best tools (SOAPP-R and 
psychological interviews) correctly identified 70-77% 
of the patients who would eventually be discharged. 
Unfortunately, even the best tools failed to identify 
23-30% of patients that would eventually demonstrate 
aberrant drug-taking behaviors severe enough to result 
in discharge from the clinic. However, the SOAPP-R and 
psychological interview were significantly more accu-
rate than the PMQ or ORT. Although the psychological 
interview and SOAPP-R are helpful tools, they should 
not be used as an isolated modality.

These tools, when supplemented with depression, 
anxiety, coping, and personality style psychometrics, 
may improve the reliability of the risk assessment. Fur-
thermore, behavioral monitoring, baseline and random 
UDT, good bookkeeping principles to track medication 
administration, and pill counts may be helpful. Current-
ly, our assessment tools remain limited, but rapid prog-
ress is being made. Until better evidence develops, the 
best risk-assessment tool is the SOAPP-R and/or psycho-

logical assessment (provided by an experienced health 
psychologist). These recommendations will likely evolve 
quickly as additional data are collected.

In terms of a broader construct, before committing 
to COT, physicians should try a systematic stepwise ap-
proach using proven treatments with less risk; specifi-
cally, all reasonable nonopioid options combined with 
education about reasonable treatment expectations 
should be used first. Informed consent for COT is man-
datory and includes discussion of the risks of iatrogenic 
addiction, adverse effects, limitations of therapeutic ef-
ficacy, and an exit strategy from COT if problems or lack 
of efficacy are seen.

In addition to baseline UDT, prescription monitor-
ing programs, behavioral monitoring, pill counting, 
good bookkeeping practices, and random UDT provides 
an objective assessment of patient compliance with 
controlled substances. Information from family mem-
bers can provide additional insight into the patient’s 
response to COT.

Application of UDT
UDT should be a component of your informed 

consent and opioid agreement, and an office policy re-
garding the use of UDT needs to be in place. A UDT 
policy and consistency is critically important because 
clinicians’ predictions of UDT results are frequently in-
accurate (24). 

Although no studies have validated improved out-
comes, it is strongly recommended that baseline UDT be 
conducted before initiating COT. How frequently UDT 
should be performed should be based on the patient’s 
individual risk assessment. Random UDT is preferred to 
scheduled UDT because patients receive advanced no-
tice with scheduled tests and can therefore plan pro-
cedures to defeat the reliability of the tests (15). Com-
mon methods used to defeat the accuracy of urine drug 
tests include bringing in urine from someone else (urine 
swapping), diluting urine with water from the sink or 
toilet bowl, and buying various commercially available 
products that change the urine’s chemical profile (pH, 
etc.). Therefore, a clinician may want to take some of 
the following basic precautions when collecting urine 
samples.

The easiest strategy is to refer the patient to an 
independent laboratory for urine collection and test-
ing. Typically, patients should not be given their pre-
scription until they return from the laboratory with a 
note indicating that they provided an adequate urine 
sample. If the clinician prefers to collect urine samples 

Table 3. Risk rating of  discharged patients by each risk 
measurement tool ( 23).  Each patient admitted to a pain 
clinic in Knoxville, TN was assessed using each psychometric 
instrument listed below. The patients were tracked for one year 
while being treated for pain with opioids. The table below repre-
sents the sensitivity of  the listed instruments to predict future 
discharge from the clinic for aberrant drug taking behaviors.

Low risk 
n (%)

High risk n
 (%)

SOAPP-R 30 (23%) 102 (77%)

Psychologist 40 (30%) 92 (70%)

PMQ 74 (56%) 58 (44%)

ORT 94 (71%) 38 (29%)

Key:  SOAPP-R is the Screener and Opioid Assessment for Patients 
with Pain-Revised.
Psychologist is results from a formal psychological evaluation.
PMQ is the Pain Medication Questionnaire.
ORT is the Opioid Risk Tool.
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in his or her own office, a few simple precautions will 
be valuable. The sink’s water flow should be turned off 
or disconnected and the toilet should have a coloring 
agent added to the bowl or tank. Patients should be 
instructed to disrobe in their examination room and 
to put on a gown; this reduces their ability to sneak 
a foreign urine sample into the restroom (urine swap-
ping) and eliminates the need for direct observation of 
urine donation. Strict chain-of-custody protocols as de-
fined by the Department of Transportation and Mental 
Health Services Administration have not been applied 
to UDT by physicians treating chronic pain (11). Patient 
refusal to submit to UDT should raise concern since this 
means patients “usually have something to hide” (11). 

If a patient cannot provide urine, the clinician can 
obtain and test a blood sample if the clinician’s facil-
ity has this capability. The primary difference between 
blood and urine testing is that a blood sample tells the 
clinician what a patient has in his system, whereas a 
urine test tells what was in their system. Before disclos-
ing to a patient that he will need to undergo a urine 
drug test, it is important to ask (and to record) when 
prescribed medications were last taken and what ad-
ditional medications were taken during the past week.

The frequency of random UDT should be based 
on a risk assessment of the individual patient, and a 
validated risk-assessment instrument should be used. 
High-risk patients require more frequent monitoring, 
whereas low-risk patients do not need to be monitored 
as frequently; all patients, however, receiving COT 
should be monitored with UDT. Some existing guide-
lines recommend that high-risk patients be screened at 
least 4 times per year, up to every month, office visit, 
or drug refill, and that low-risk patients be randomly 
screened once or twice a year; moderate-risk patients 
should be screened on a schedule somewhere between 
these extremes (Table 4). High-risk patients with aber-
rant behaviors require the most intense monitoring. 
Patients considered at low to moderate risk who subse-
quently have aberrant UDT results or display aberrant 
behaviors should be moved into the high-risk category. 
The Official Disability Guidelines suggest more strin-
gent monitoring (25). The Utah Clinical Guidelines on 
Prescribing Opioids for Treatment of Pain have similar 
recommendations (26). After a period of stabilization 
and the extinguishment of aberrant behavior, a clini-
cian may consider downgrading the patient’s risk status 
after providing adequate documentation. However, all 
patients receiving COT, not just moderate- or high-risk 
patients, should undergo UDT (27) (Table 4). Christo 

and colleagues (28) recently published a comprehensive 
review of urine drug testing in chronic pain including a 
treatment algorithm substantially similar to the other 
guidelines referenced here.

UDT
Elements of UDT may include specific gravity, tem-

perature at the time of sample collection, pH, creati-
nine concentration, and mass spectroscopic confirma-
tory testing for the following agents: opioids (fentanyl, 
oxycodone, oxymorphone, tramadol, methadone, hy-
drocodone, hydromorphone, morphine, codeine, pro-
poxyphene, meperidine, buprenorphine, tapentadol, 
6-mono-acetyl morphine [6-MAM]); benzodiazepines 
(most benzodiazepine immunoassay screens contain 
nordiazepam, oxazepam, and temazepam, but do not 
react reliably to alprazolam, lorazepam, and clonaze-
pam); carisoprodol (and its metabolite meprobamate); 
barbiturates (immunoassay screens that react to phe-
nobarbital and secobarbital may not react reliably to 
butalbital); ethanol (ethyl glucuronide); amphetamine; 
methamphetamine; methylphenidate; cocaine; 3-4 
methylenedioxymethamphetamine/MDMA (ecstacy); 
phencyclidine; and tetrahydrocannabinol (THC). While 
some have argued that THC should not be tested, stud-
ies have shown that THC use correlates with other il-
licit drug use and opioid misuse (29, 42). Furthermore, 
marijuana is an illegal substance in Texas. The TMB, in 
recent public forums, commented that a patient who 
tests positive for marijuana will be considered a drug 
abuser and in violation of any controlled substance 
agreement. The clinician prescribing a controlled sub-
stance to a known abuser may have to explain his or 
her actions to a disciplinary panel (personal commu-
nication, Public Q&A forum with the TMB, September 
2010). The prescribing clinician should understand his 
liability risk through such “don’t ask-don’t tell” behav-
iors, both through possible litigation and perhaps med-
ical board sanctioning. Failure to screen for THC could 
raise concerns with the TMB.

Table 4. UDT recommendations based on risk stratification. 
Modified from Official Disability Guidelines for UDT (25)
and Sundwall et al (26). 

Risk Number of Urine Drug Tests per Year

Low 1 or 2

Moderate 3 or 4

High 4 or every month, office visit, or every drug refill 
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It is important that clinicians be familiar with the 
unique characteristics of their laboratory. Many labo-
ratories do not routinely test for semisynthetic and 
synthetic opioids such as oxycodone, oxymorphone, or 
fentanyl. These opioids require a specific request in or-
der to be tested. Similar requests may be necessary for 
carisoprodol or other drugs of interest as listed above.

Opioid metabolites should also be tested. Reputa-
ble laboratories use mass spectroscopy to test for these 
metabolites, and the purpose of this section is to point 
out the need for more detailed testing versus the use of 
“shaker cup” or “dipstick” enzyme immunoassays (EIA). 
Opioids that undergo CYP450 metabolism show a sig-
nificant degree of variability in metabolite prevalence 
patterns. Opioid normetabolites such as norhydro-
codone, noroxycodone, norfentanyl, normeperidine, 
norpropoxyphene, norcodeine, and norbuprenorphine 
are not always tested by laboratories providing toxi-
cology testing associated with pain management. In 
addition, normetabolites typically are not reactive on 
immunoassay screens, and specimens that contain only 
normetabolite may cause a false-negative result when 
EIA screening is used as a first-line measure. Therefore, 
metabolite testing is required.

EIA technology, performed either in the laboratory 
or at the point of care, relies on competitive binding 
of an antibody to detect the presence of a particular 
drug or metabolite in the urine. EIA techniques are con-
venient because they provide rapid results (less than 5 
minutes). A major limitation of EIA testing is that it fails 
to distinguish drugs of the same class. Therefore, aber-
rant drug-taking behavior within the same drug class 
would not be detected. In addition, EIA cross-reactivity 
across a drug class is limited, especially in the case of 
opiates, benzodiazepines, and barbiturates. For exam-
ple, opiate immunoassay screens are typically targeted 
to codeine and morphine; semisynthetic opiates such 
as hydrocodone and oxycodone may react only at high 
concentrations or not at all. As discussed earlier, many 
opioid metabolites do not react on an immunoassay 
screen. In cases of limited cross-reactivity, false-nega-
tives may be of concern.

Because EIA techniques may have low sensitivity 
(many immunoassay screens that were developed for 
the workplace use high thresholds that are unaccept-
able for use in the clinical setting) and low specificity, 
EIA technology is subject to false-negative and false-
positive results (30). False-positive results can occur be-
cause of enzyme cross-reactivity (Table 5). The frequen-
cy of false-negatives resulting from EIA testing limits its 

usefulness. In addition, hallucinogens, inhalants, and 
anabolic steroids are difficult to detect using EIA tech-
niques. False-negative tests results can occur as well, as 
a result of inappropriately high cutoff levels or from 
swapped or adulterated urine. Urine collected within 
4 minutes should have a temperature of 90-100°F and 
a pH value of 4.5-8.0. A pH value of less than 3.0 or 
greater than 11.0 is suggestive of adulteration.

Creatinine concentration (CrC) is also helpful in de-
tecting adulterated urine, which can have a CrC value 
of less than 5. A CrC value of less than 20 indicates a 
sample that has been diluted by adulteration, by con-
sumption of excessive fluids, or possibly by cachexia or 
renal dysfunction. The specific gravity should be 1.002-
1.030, assuming that excessive fluids have not been 
consumed. UDT vendors can help the clinician evalu-
ate the sample reliability and testing methodology 
limitation(s).

Therefore, results from immunoassay testing must 
be considered preliminary and cannot be considered 
conclusive until confirmatory testing has been per-
formed (15, 30,). Failure to send EIA urine for confirma-
tory testing is a poor practice. Pesce (44) reported sig-
nificant false-negative rates with use of EIA compared 
with liquid chromatography-mass spectroscopy (LC-MS/
MS) testing, primarily due to the high cutoff levels used 
by EIA . Given the significant technical limitations to EIA 
testing (point-of-care testing), a clinician should consid-
er whether EIA is of any clinical value except for limited 
and specific clinical situations requiring real-time data. 
If EIA is used, great care must be taken in interpreting 
the results.

The gold standard in the UDT industry is the use 
of either gas chromatography/mass spectroscopy (GC/
MS or GC/MS-MS) or LC/MS-MS to confirm test results. 
Chromatography uses a carrier medium (gas or liquid) 
to push the sample over a column. The urine sample’s 
compounds of interest are separated out by the molec-
ular interaction between the chromatographic column 
and the unique compound polarities. As the individual 
compounds are separated, they are fed into a mass spec-
trometer, which functions as the compound detector. 
The process of mass spectroscopy (MS) involves ionizing 
the compounds and detecting these fragments by using 
their mass-to-charge ratio. Thus, MS provides a unique 
fingerprint that can be used to identify compound(s) 
against a reference standard with high sensitivity and 
specificity. MS-MS refers to tandem mass spectroscopy, 
which provides greater sensitivity and specificity than 
single-stage MS. However, any form of MS testing is su-
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perior to EIA testing and provides acceptable accuracy 
(31). The choice of whether to use GC/MS or LC/MS-
MS depends on the compound to be analyzed; highly 
volatile, nonpolar compounds lend themselves well to 
analysis by GC/MS, whereas polar compounds may be 
more readily detected by LC/MS-MS (32). An advantage 
of LC/MS-MS is that a smaller volume is needed, thus 

reducing the chance of sample rejection due to inad-
equate sample quantity (“quantity not sufficient”) (33). 
Mass spectroscopy is reported to be “highly sensitive 
and specific” (34).

More advanced UDT interpretation is beyond the 
scope of this manuscript. Most UDT corporations can 
provide literature to assist in interpreting results. Pro-
viders must be familiar with metabolic products from 
parent drugs so that an innocent individual is not un-
fairly accused of aberrant drug-taking behavior if an 
expected metabolite is detected in a sample. Quantita-
tive UDT cannot be used to verify compliance with a 
prescribed dosage of medication due to variability in 
volumes of distribution (muscle density) and interindi-
vidual and intraindividual variability in drug metabo-
lism (30).

Corrective action

When aberrant behaviors occur or UDT produces 
unexpected results, corrective action must be taken 
and may involve any or all of the following: counseling, 
interval dosing (decreasing the time interval between 
follow-ups), limiting the overall quantity and doses 
of opioid analgesics, conducting psychological and/or 
addictionology evaluations, and/or discontinuing the 
opioid medication (“first do no harm” principle). The 
absolutely critical component to a corrective action is 
providing complete documentation of the plan, as well 
as additional documentation on subsequent office visits 
of progress made with use of this plan, ensuring follow-

Table 5. Enzyme immunoassay cross-reactions (some are laboratory- or test-specific). Adapted from Trescot, et al (15) and Moellar 
(43).   

Drug Class Cross-reactant 

Cannabinoids

dronabinol (Marinol)
efavirenz

ketoprofen 
naproxen

pantopazole
ibuprofen

promethazine
riboflavin
tolmetin

Opioids

diphenhydramine
poppy seeds

chlorpromazine
rifampin

dextromethorphan
quinine

ofloxacin 
papaverine 

Amphetamines

benzphetamine
chlorpromazine

clobenzorex
isometheptene

isoxsuprine
phentermine

phenylpropanolamine
promethazine

ritodrine
thioridazine
trazodone

trimethobenzamide
trimipramine

ephedrine
methylphenidate
pseudoephedrine

desipramine
bupropion

fenfluramine
propranolol

labetalol
mexiletine
selegiline
tyramine

amantadine
ranitidine

phenylephrine
vapor sprays (Vick’s)

Drug Class Cross-reactant 

PCP

doxylamine
ibuprofen

imipramine
ketamine

meperidine
mesoridazine

tramadol
chlorpromazine

thioridazine
dextromethorphan
diphenhydramine

venlafaxine

Benzodiazepines

flunitrazepam 
oxaprozin
sertraline

“some herbal agents”

Ethanol “asthma inhalers”
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up on UDT results. The Texas Intractable Pain Treatment 
Act mandates that a physician not prescribe a con-
trolled substance if the physician knows or should know 
that the patient is using drugs for a nontherapeutic 
purpose. This Act does allow for prescribing controlled 
substances to patients who are chemically dependent 
as long as they are being treated for their chemical de-
pendency. The TMB’s Pain Management Chapter states 
that patients who are at risk for abuse or addiction re-
quire special attention and consultation with someone 
who is an expert in the treatment of such patients (20). 
This rule also states that the physician shall document 
his or her rationale for the treatment plan.

Conclusions

Prescribing COT is a complex undertaking that re-
quires balancing the needs of the chronic pain patient 
with the risks of COT. Texas currently has several chal-
lenging interrelated issues facing clinicians, includ-
ing poorly treated pain and prescription drug abuse. 
Throughout the past decade, clinicians have focused on 
pain treatment but have often overlooked abuse issues. 
Clinicians are typically poor at assessing aberrant drug-
taking behavior without the added objectivity of UDT. 
The paradigm for assessing such behavior is, by neces-
sity, shifting to a risk-stratification model.

Many physicians work under the “truth bias”; that 
is, they have no reason to not believe their patients. 
Numerous peer-reviewed studies have determined that 
self-reports of illicit and nonprescribed controlled sub-
stances from pain patients are unreliable. Unfortunate-
ly, because of this truth bias, physicians often fail to 
consider the addicted or chemical-coping patient’s sec-
ondary gain, willingness to deceive the well-meaning 

physician, and motivation to manipulate the physician 
to obtain the drug of choice—often an opioid. Under-
standing addictive behavior and assessing the risk fac-
tors are an essential part of COT.

Any well-meaning physician willing to prescribe 
COT will be misled on occasion, but failure to screen 
for and take corrective action when aberrant behaviors 
are recognized is a poor practice. Clinicians must be 
vigilant for deceptive and manipulative behaviors. Cur-
rently, risk-assessment tools and psychological evalua-
tions, although helpful in risk stratification, are inad-
equate when used alone. UDT, endorsed by the Official 
Disability Guidelines (25), is one of the few objective 
tools that can assist clinicians in evaluating appropri-
ate and inappropriate drug use. UDT must be used as a 
risk-assessment and compliance tool. UDT has the addi-
tional benefit of detecting aberrant behaviors that are 
suggestive of nonmedical use of controlled substances. 
Risk stratification, behavioral monitoring, prescription 
monitoring programs, and baseline and random UDT 
are the best currently available tools for monitoring 
COT compliance. Prescription monitoring programs will 
improve when data become available online in a more 
real time fashion—currently not the case in Texas. 

Given the epidemic in the nonmedical use of opi-
oids and the resulting morbidity and mortality, the 
proactive use of UDT for all patients on COT is impor-
tant. However, it would be abusive to an economically 
strained health care system to routinely screen every 
patient at every visit. This manuscript provides a ratio-
nal risk-stratification approach to UDT. However, some 
of the opinions expressed herein may change as scien-
tific data accumulate.
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Appendix 1
Urine Drug Testing:  Texas Pain Society Member Survey.

The Texas Pain Society Board of Directors internally developed and implemented a 20 item questionnaire given to our membership to determine 
membership practice patterns, attitudes, and practical matters regarding UDT.  The survey was sent to 280 active members with 102 responding to 
all 20 questions- a 36% response rate. {  The short summary is that our members appear to value UDT, but there is variability in the way it is prac-
ticed.  The survey details are below; answers are reported as percentages and response frequency.  Comments have not been included to preserve 
the confidentiality of our members.

1. Do you agree with the concept of  Urine Drug Testing?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. yes 95.1% 97

B. no 1.0% 1

C. uncertain 3.9% 4

2. Do you currently perform UDT in your practice?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. No   0.0% 0

B. Yes Qualitative In office only_ 6.9% 7

C. Yes Qualitative in office & Quantitative outside lab 65.7% 67

D. Yes outside lab Qualitative &Quantitative 27.5% 28

3. Approximately when did you begin using urine drug testing in your practice?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. 2000 or prior 11.8% 12

B. 2001 to 2004 19.6% 20

C. 2005 to 2007 36.3% 37

D. 2008 to 2009 32.4% 33

4. Do you think it improves your practice of  pain management? 

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. No 2.9% 3

B. Yes 87.3% 89

C. Uncertain 9.8% 10

Other (please specify) 
Show replies

3
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Appendix 1 (cont.)
5. Do you think it improves your ability to demonstrate compliance with pain regulatory policy?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. No 2.0% 2

B. Yes 91.2% 93

C. Uncertain 6.9% 7

Other (please specify) 
Show replies

4

6. Do you tell your patients, before their scheduled appointment, new or old, that they will be tested via UDT as per your 
treatment agreement? 

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. No 52.0% 53

B. Yes 44.1% 45

C. Uncertain 3.9% 4

7. Do you perform UDT on the first visit?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. No 12.7% 13

B. Yes 41.2% 42

C. Sometimes 46.1% 47

8. If  you perform UDT on first visit, do you tell the patient when they schedule their first appointment?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. No 72.5% 74

B. Yes 18.6% 19

C. Sometimes 8.8% 9
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Appendix 1 (cont.)
9. What is your preferred rate of  UDT for your patients? 

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. monthly 4.9% 5

B. less than monthly 1.0% 1

C. purely random 53.9% 55

D. every 3-6 months 33.3% 34

E. yearly 6.9% 7

10. Do you have your personnel (gender appropriate) watch the patient urinate for the UDT?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. No 85.3% 87

B. Yes 12.7% 13

C. Uncertain 2.0% 2

11. Have you modified your restroom facilities in any way to facilitate accuracy in urine specimen collection?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. No 82.4% 84

B. Yes 11.8% 12

12. What do you feel is the major barrier to UDT in your practice? (Check all that apply)

  answered question 102
skipped question 0

  Response 
Percent

Response 
Count

A. No barrier(s) 43.1% 44

B. Cost 36.3% 37

C. Time 29.4% 30

D. Risk 6.9% 7
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Appendix 1 (cont.)

13. Is insurance payment for UDT a problem?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. No 35.3% 36

B. Yes 35.3% 36

C. Uncertain 29.4% 30

14. What do you do about patients who refuse to complete the UDT?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. Nothing   0.0% 0

B. Discharge the patient 37.3% 38

C. Discuss with the patient 32.4% 33

D. Hold Opioids until completed 52.0% 53

Other (please specify) Show replies 10.8% 11

15. What do you do about substances prescribed that are not present on the UDT? 

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. Nothing   0.0% 0

B. Discharge the patient 19.6% 20

C. Discuss with the patient 71.6% 73

D. Repeat the UDT on the next visit and record the time of  
the last dose prior to the UDT

41.2% 42

Other (please specify) Show replies 18.6% 19

16. What do you do about non-prescribed prescription substances being present on UDT?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. Nothing 1.0% 1

B. Discharge the patient 24.5% 25

C. Discuss with the patient 79.4% 81

D. Repeat the UDT 26.5% 27

Other (please specify) Show replies 19.6% 20
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17. What do you do about the presence of  illicit substances being present on UDT?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. Nothing   0.0% 0

B. Discharge the patient 45.1% 46

C. Discuss with the patient 58.8% 60

D. Repeat the UDT 20.6% 21

Other (please specify) 
Show replies

28.4% 29

18. Do you test for marihuana?

  answered question 102

skipped question 0

  yes no sometimes
Response 
Count

Point of  Care 66.7% (34) 25.5% (13) 7.8% (4) 51

Laboratory Confirmation 81.2% (56) 7.2% (5) 11.6% (8) 69

19. How many patients (in the last year) have you dismissed from the practice for UDT violations/irregularities?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. None 7.8% 8

B. 1-10 43.1% 44

C. more than 10 49.0% 50

20. How hesitant are you to dismiss UDT violators?

  answered question 102

skipped question 0

 
Response 
Percent

Response 
Count

A. Not at all 59.8% 61

B. Somewhat 20.6% 21

C. I try to get them to change behaviors 25.5% 26

Other (please specify) 
Show replies

11.8% 12
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