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AN ORIGINAL CONTRIBUTION

PREVALENCE OF ILLICIT DRUG USE IN PATIENTS WITHOUT CONTROLLED
SUBSTANCE ABUSE IN INTERVENTIONAL PAIN MANAGEMENT

Laxmaiah Manchikanti, MD, Vidyasagar Pampati, MSc, Kim S. Damron, RN, Carla D. Beyer, RN, BSN, and

Renee C. Barnhill, RN, BSN

Drug abuse with illicit drugs and licit
drugs has been increasing steadily over the
past decade. A recent National Household
Survey on Drug Abuse found statistically sig-
nificant increases between 2000 and 2001 in
the use of multiple drugs, including marijua-
na, cocaine, and non-medical use of pain re-
lievers and tranquilizers. Prescription con-
trolled substance abuse is a major issue in
chronic pain management. Various means
suggested to avoid or monitor abuse in pa-
tients in treatment include urine/serum drug
screening whenever requested, along with
other precautions including one prescribing
physician and one designated pharmacy, etc.

Based on the present evidence, physi-
cians assume that patients adhering to con-
trolled substance agreements and without

obvious dependency behavior do not abuse
either illicit or licit drugs. Thus, it is accept-
ed that there is no necessity to perform rou-
tine urine/drug testing in this specific group
of the patient population.

One hundred patients undergoing in-
terventional pain management and receiving
controlled substances were randomly select-
ed for evaluation of illicit drug abuse by urine
drug testing. They were selected from a total
of 250 patients who were identified as non-
abusers of prescription drugs.

Results showed that illicit drug abuse
in patients without history of controlled sub-
stance abuse was seen in 16 patients. Thir-
teen of the 16 patients tested positive for mar-
ijuana and 3 patients tested positive for co-
caine. Only one patient tested positive for a

combined use of both marijuana and cocaine.

This study showed that, in an interven-
tional pain management setting, there is sig-
nificant use of illicit drugs (16%) with 13%
use of marijuana and 3% use of cocaine in
patients who are considered as non-abus-
ers of prescription controlled substances
and those who are adherent to controlled
substance agreements. However, if cocaine
is considered as a hardcore drug in contrast
to marijuana, abuse of hardcore illicit drugs
is only 3%.

Keywords: Drug abuse, illicit drugs, lic-
it drugs, prescription controlled substanc-
es, controlled substance agreement, opioid
abuse, marijuana, cocaine, methamphet-
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Over the past decade, there has been
a steady increase in the use of particu-
lar drugs or groups of illicit drugs, such
as marijuana and cocaine, and the non-
medical use of prescription drugs (1-
14). Based on the 1997 National House-
hold Survey on Drug Abuse (NHSDA), it
is estimated that 76.9 million Americans,
age 12 and older, had used an illicit drug
at least once in their lives (6, 7). This rep-
resents 36.6% of the nation’s household
population age 12 and older. This survey
also indicated that the non-medical use of
prescription drugs exceeds that of all il-
licit substances except for marijuana and
hashish (1, 6-14). Further, the National
Institute of Health-National Institute on
Drug Abuse (NIH-NIDA) reported that
in 1999, about 14.8 million Americans
were current users of illicit drugs (6-11).
The 2001 National Household Survey on
Drug Abuse (1), found statistically signif-
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icant increases between 2000 and 2001 in
the use of multiple drugs including mar-
ijjuana (4.8% to 5.4%), cocaine (0.5% to
0.7%), and non-medical use of pain re-
lievers (1.2% to 1.6%) and tranquiliz-
ers (0.4% to 0.6%). In 2001, an estimat-
ed 15.9 million Americans age 12 years or
older (7.1% of the population) used an il-
licit drug during the month immediately
prior to the survey interview. By compar-
ison, in 2000, the survey found that 6.3%
of this population were current users of il-
licit drugs (1).

The National Household Survey on
Drug Abuse of 2001 reported the number
of persons reporting use of OxyContin®
for non-medical purposes at least once
in their lifetime increased four-fold from
1999 to 2001. The estimates were 221,000
in 1999; 399,000 in 2000; and 957,000 in
2001. An estimated 2.4 million Americans
used marijuana for the first time in 2000
(1). Between 1990 and 1996, the estimat-
ed number of new users increased from
1.4 million to 2.5 million. The number
of persons with substance dependence or
abuse increased from 14.5 million (6.5%
of the population) in 2000 to 16.6 million

(7.3%) in 2001 (1). Between 2000 and
2001, there was a significant increase in
the estimated number of persons needing
treatment for an illicit drug problem from
4.7 million in 2000 to 6.1 million in 2001.
It was also shown that adults who used il-
licit drugs were twice as likely to have seri-
ous mental illness (SMI) as adults who did
not use an illicit drug. Marijuana is the
most commonly used illicit drug. In 2001,
it was used by 76% of current illicit drug
users. Further, 44% of current illicit drug
users in 2001 (7.0 million Americans)
used illicit drugs other than marijuana
and hashish, with or without using mar-
ijuana as well. Of the 7.0 million current
users of illicit drugs other than marijuana,
4.8 million were current users of psycho-
therapeutic drugs. Of those who report-
ed current use of any psychotherapeutics,
3.5 million used pain relievers, 1.5 million
used tranquilizers, 1.0 million used stimu-
lants, and 0.3 million used sedatives.

The true extent of prescription drug
abuse is unknown. The estimates from a
national survey indicate that the princi-
ple drug of abuse for nearly 10% of the
US patients in treatment is a prescrip-
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tion drug (12). The NHSDA shows that
the initiation of non-medical prescription
type drug use has been increasing (1). The
annual number of new users of pain re-
lievers has been increasing since the mid-
1980s, from about 400,000 initiates to 2
million in 2000. New users of stimulants
increased from more than 200,000 in 1991
to almost 700,000 in 2000. New users of
tranquilizers have been increasing since
the mid-1980s, but the largest increase has
been recently, from more than 700,000
new users in 1999 to almost 1 million
users in 2000 with increases noted from
2000 to 2001. The number of new users
of sedatives remained around 100,000 per
year between 1988 and 1994. However,
starting in 1995, the numbers rose from
111,000 to 175,000 in 2000 (15). In 2001,
36 million Americans (16% of persons
age 12 or older) had used prescription-
type drugs non-medically at least once in
their lifetime. The most common catego-
ry of prescription-type drugs used non-
medically by youths and young adults in
the past year was pain relievers. Pain re-
lievers include codeine, methadone, me-
peridine hydrochloride, hydrocodone bi-
tartrate, and oxycodone.

It was shown that those youths and
young adults who used prescription-type
drugs non-medically in the past year had
a higher rate of other illicit drug use in
the past year as well. Sixty-three percent
of youths and young adults who had pre-
scription-type drugs non-medically in the
past year had also used marijuana in the
past year compared with 17% of youths
and young adults who had not used pre-
scription-type drugs non-medically in the
past year. Lynskey et al (2) demonstrat-
ed significant associations between ear-
ly cannabis use and later drug use and
abuse/dependence.  According to the
Drug Abuse Warning Network (DAWN)
(9), the incidence of emergency depart-
ment (ED) visits related to narcotic anal-
gesic abuse has been increasing in the US
and since the mid-1990s, and more than
doubled between 1994 and 2001. In 2001,
there were an estimated 90,232 ED visits
related to narcotic analgesic abuse,a 117%
increase since 1994.

Manchikanti et al (16) in a random-
ized clinical evaluation showed a prev-
alence of opioid abuse in intervention-
al pain management practice settings as
24% with frequent abuse in 12% of the
patients. Polatin et al (17) showed cur-
rent substance abuse of 19% and life-
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time prevalence of 36% in chronic low
back pain. Chabal et al (18) showed that
34% of the chronic pain patients met
one abuse criteria and 27.6% of the pa-
tients met three or more of the abuse cri-
teria. Many of the patients who are abus-
ing prescription drugs may also abuse il-
licit drugs. Multiple means suggested
to avoid or monitor abuse in patients in
the treatment include: 1) one prescrib-
ing doctor and one designated pharmacy,
2) urine/serum drug screening when re-
quested, 3) no early refills and no medi-
cations called in, 4) if medications are lost
or stolen, then a police report could be re-
quired before considering additional pre-
scriptions, and 5) finally, discontinuation
of drug therapy for violation of a docu-
mented doctor/patient agreement result-
ing from abuse of the drugs. Thus, the
question arises; should urine/serum drug
screening be performed on all the patients
randomly or on only the patients with
abuse patterns? It is not known at the
present time the prevalence of illicit drug
usage in patients receiving controlled sub-
stances in interventional pain manage-
ment settings or for that matter, in any
setting. Further, it is also not known if il-
licit drug abuse exists in patients adherent
to their controlled substance agreements
and who seem not to be abusing the drugs
by means available other than urine/drug
testing.

Based on the present evidence, ad-
herence to the controlled substance agree-
ment, a clean report on doctor shopping,
or not obtaining prescriptions outside the
agreement, patients are considered as not
requiring urine/drug testing. This group
of patients is presumed not to abuse ei-
ther illicit or licit drugs. It is expected
that abuse of illicit drugs in this group
of population will be absent or extremely
low. Thus, we have accepted that if a pa-
tient presents with appropriate history, no
signs of abuse on history and physical ex-
amination, shows improvement in func-
tional status, does not escalate the dosage,
and no evidence of prescription abuse
or doctor shopping is detected, it is not
necessary to perform urine/drug testing.
However, some authors claim that all pa-
tients should undergo random urine/drug
testing irrespective of their prescription
usage pattern (19-21).

This evaluation was undertaken to
test the prevalence of illicit drug abuse in
patients without abuse of controlled sub-
stances by means of urine testing. This

randomized clinical trial evaluated the us-
age of illicit drugs in 100 patients without
known controlled substance abuse.

MEeTHODS

One hundred patients undergoing
interventional pain management but also
receiving controlled substances, including
opioids, were randomly selected for evalu-
ation of illicit drug use by means of urine
drug testing. A total of 250 patients iden-
tified without history of drug abuse as
evaluated by history, physical examina-
tion, doctor shopping, prescription sub-
stance abuse, escalation of dosage, and
appropriate response to controlled sub-
stance usage (stable without dependency)
were included in the allocation. Patients
were divided into 5 batches of 50, twenty
patients were randomly selected by com-
puter allocation in each group. Each pa-
tient was provided with a serial number.
All patients had a prior controlled sub-
stance agreement, and were willing to par-
ticipate in the study. The evaluation was
randomized. Urine drug testing was per-
formed in 100 patients. The person ob-
taining the consent, and the person per-
forming the testing were different. The
results were blinded to the evaluating au-
thor, statistician, the patient, and the oth-
er members of the study.

All the tests were performed at the
practice location utilizing the Rapid Drug
Screen™ (American Biomedia Corpora-
tion, Kinderhook, New York). Rapid Drug
Screen is a one-step, lateral flow immuno-
assay for the simultaneous detection of up
to 9 abused drugs by urine analysis. Each
analysis occupies a separate channel in a
test cord. This is intended for use in the
qualitative detection of the various drugs.
Rapid Drug Screen is a competitive im-
munoassay utilizing highly specific re-
actions between antibodies and antigens
for the simultaneous detection of cocaine,
opiates, amphetamines, cannabinoids,
barbiturates, benzodiazepines, metham-
phetamine, phencyclidine, and tricyclic
antidepressants in urine. The testing was
performed to detect the four most com-
monly abused drugs, namely marijua-
na, cocaine, methamphetamine, and am-
phetamine.

Fresh urine specimens with suffi-
cient volume in the cup were evaluated.
Based on the temperature strip attached
to the bottom of the specimen cup, for
fresh urine specimens, a reading between
90° to 100° F (32-38°C) was considered a
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viable sample. The protocol also included
that there should be a sufficient amount
of urine to test in the container within the
specified blue area on the cup label. If the
urine was below the blue area on the cup
or above or below the blue area on the
card, the results were considered as invalid
and were not utilized in the study. False-
positives for methamphetamine were ex-
cluded by positive history of drugs result-
ing in false-positive results.

Data were collected using a preprint-
ed format without patient identification.
Following the collection of the data, all
the patients negative for illicit drug usage
were included in Group I. Group II con-
sisted of all the patients with abuse of one
or more drugs.

ResuLts

One hundred patients were included
in the study, derived randomly from 250
patients undergoing interventional pain
management. All the patients participat-
ed in the study. All specimens were col-
lected and were able to be tested for the
presence or absence of 4 drugs. All the re-
sults were valid and were double-blinded.

Table 1 shows the prevalence of illic-
it drug abuse in patients without history
of controlled substance abuse. The results
showed that 13 patients tested positive
for marijuana or tetrahydrocannabinol
(THC). Three patients tested positive for
cocaine. Three patients tested false-posi-
tive for methamphetamine. None of the
patients tested positive for amphetamine.
Thus, a total of 16 patients tested positive
for illicit drugs. There was only one pa-
tient who tested positive for both mari-
juana and cocaine.

Table 1. Illicit drug abuse in patients
without history of prescription drug

abuse
Drug Prevalence
(n=100)

Tetrahydrocannabinol 13
(THC) marijuana

Cocaine 3
Methamphetamine o
Amphetamine s}
Total Abuse 16
Combined THC and Cocaine 1

Discussion

This randomized, double-blind,
clinical evaluation showed an unexpect-
ed prevalence of 16% use of illicit drugs
in patients considered as non-abusers of
prescription controlled substances. How-
ever, the major prevalence was for mari-
juana with 13%. Amphetamine, meth-
amphetamine, cocaine, and combination
of more than one drug was seen in only
0%-3% of the patients. This study estab-
lished illicit drug usage among patients
without abuse of prescription controlled
substances to be frequent for marijuana in
interventional pain management settings.

Among all the illicit drugs, marijua-
na is the most widely abused and readily
available illicit drug in the United States,
with an estimated 11.5 million current us-
ers (22). Atleast one-third of the US pop-
ulation has used marijuana some time in
their lives. The drug is considered a “gate-
way” to the world of illicit drug abuse.
Various reasons attributed to its wide-
spread use are relaxed public perception
of the harm, popularization by the me-
dia and by groups advocating legalization,
and the trend of smoking of marijuana-
filled cigars known as “blunts.” The Drug
Enforcement Administration (DEA) (22)
believes that the internet also contrib-
utes to marijuana’s popularity. Websites
exist that provide informal and links ex-
tolling the virtues of marijuana. These
sites provide forums for user group dis-
cussion, post documents and messag-
es for public discussions and advocate
the legal sale of marijuana. Several web-
sites advertising the sale of marijuana and
providing instructions on home growth
have also been identified (22). Lynskey
et al (2) showed that associations between
early cannabis use and later drug use and
abuse/dependence may arise from the ef-
fects of the peer and social context with-
in which cannabis is used and obtained.
Stein (23) found that Americans want
marijuana to be illegal, but not really en-
forced. A TIME/CNN poll in 2002 found
that 34% of Americans want it to be to-
tally legalized, the proportion of Ameri-
cans doubling since 1986 (23). Further,
80% think marijuana for medical purpos-
es is acceptable, whereas 72% think people
caught with it for recreational use should
be fined, not jailed (23). Eight states allow
medical marijuana, and a handful of states
have reduced the sentences for pot smok-
ers to almost nothing. It is also viewed by

the laypublic to be associated with the be-
lief that health risk from occasional use of
marijuana is mild and it might ease cer-
tain ills (24). In particular, early access
to and use of cannabis may reduce per-
ceived barriers against the use of other
illegal drugs and provide access to these
drugs. Thus, patients may be using mar-
ijuana along with prescription controlled
substances. Lynskey et al (2) showed that
the association with early cannabis use
was causal. However, the mechanisms by
which this association arises remains un-
clear. Pharmacological mechanisms and
hypotheses assume that exposure to can-
nabis induces subtle biochemical changes
that encourage drug-taking behavior (25).
This hypothesis is supported to some ex-
tent by findings of similarities between
THC and heroin on the opioid receptor
mechanism (26). Further, chronic treat-
ment with THC also induces cross toler-
ance to amphetamine (26) and opioids
in rats (26, 27). Other proposed mech-
anisms include initial experiences with
marijuana, which are frequently rated as
pleasurable (28), may encourage contin-
ued use of marijuana and also broader
experimentation. Seemingly safe early ex-
periences with marijuana may reduce the
perceived risk of, and therefore barriers
to, the use of other drugs and experience
with and subsequent access to marijua-
na use may provide individuals with ac-
cess to other drugs as they come into con-
tact with drug dealers (29) or prescription
controlled substances. NHSDA of 2001
(1) reported a significant decline in per-
ception of risk of marijuana and increased
perception of easy availability.

According to the 2000 Domestic
Cannabis Eradication/Suppression Pro-
gram (DCE/SP) statistics, the five lead-
ing states for indoor growing activity were
California, Florida, Oregon, Washington
and Wisconsin. However, DCE/SP sta-
tistics also indicate that the major out-
door growing states in 2000 were Califor-
nia, Hawaii, Kentucky, and Tennessee. All
these states accounted for approximately
three quarters of the total of eradicated
outdoor cultivated plants. The DEA also
reports that prices for commercial-grade
marijuana have remained relatively sta-
ble over the past decade ranging from ap-
proximately $400 to $1,000 per pound in
the US southwest border areas to between
$700 to $2,000 per pound in the midwest
and northeastern United States (22). In
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contrast, prices of cocaine and heroin
ranged from $12,000 to $35,000 per ki-
logram and $50,000 to $200,000 per ki-
logram in most metropolitan areas in the
United States respectively.

Nationwide research in marijuana
popularity is also seen in patients receiv-
ing prescription controlled substances in
interventional pain management settings.
This is based to a great extent on the rea-
sons described by the DEA with its per-
ception of low harm, popularization by
media, advocacy for legalization, indoor
and outdoor growing of marijuana with
ease, and finally, the internet-based activ-
ities. Many Americans also perceive that
marijuana is an innocent drug, which is
commonly used and basically portrays a
phenomenon that it is not an illicit drug.
For example, as the vast majority of those
who use marijuana do not experience any
legal consequences of their use, such use
may act to diminish the strength of legal
sanctions against the use of all drugs (2).
The fact that legalization is being consid-
ered seriously and there are various web
sources describing its indoor and outdoor
growing, also supports public perception.
It has been described that experience
with and subsequent access to marijua-
na use may provide individuals to access
to other drugs as they come into contact
with drug dealers (29, 30). This argument
provided a strong impetus for the Neth-
erlands to effectively decriminalize mari-
juana use in an attempt to separate it from
the hard drug market. It has been claimed
that this strategy may have been partially
successful as rates of cocaine use among
those who have used marijuana are low-
er in the Netherlands than in the United
States (31).

Numerous consequences of marijua-
na use include frequent respiratory infec-
tions, impaired memory and learning, in-
creased heart rate, anxiety, panic attacks,
tolerance and physical dependence (32,
33); impairment of infant motor devel-
opment with use of marijuana during the
first month of breast-feeding (34); symp-
toms of chronic tobacco smoking, in-
cluding daily cough and phlegm, chronic
bronchitis symptoms, frequent chest cold
and abnormal functioning of lung tis-
sues in chronic marijuana smokers (35);
and impaired skills related to attention,
memory and learning in people who use
marijuana heavily, even after discontinu-
ation of its use for at least 24 hours (35).
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Marijuana is usually smoked as a cigarette
(called a joint) or in a pipe or bong. Fur-
ther, it has been shown that early initia-
tion of marijuana use is a significant risk
factor for other drug use and drug-relat-
ed problems. In 1999, there were 222,000
marijuana-related admissions to publicly
funded substance abuse treatment pro-
grams in the United States, representing
14% of all such treatment admissions (5).
Thus, the increases in treatment seeking
have been paralleled by heightened con-
cerns about the long-term consequenc-
es of chronic marijuana use (36, 37) and
recognition of the need for treatment and
other interventions to ameliorate the ef-
fects of drug dependence, which is best
characterized as a chronic, recurrent con-
dition (38). Early marijuana use with in-
creased risk for escalation to other drug
use and drug dependence continues to
be a major focus of concern (2). Stage
theory posits that there is an invariant
sequence in initiation and use of drugs,
with use of marijuana preceding the use
of “hard” drugs such as cocaine and her-
oin (39-42). This theory has been highly
influential in drug policy debates and has
provided a major rationale for sustaining
prohibition against marijuana (43), as it is
assumed that delaying or preventing ear-
ly marijuana may reduce risks of other il-
licit drug use (2). Thus, many studies us-
ing various types of analyses have report-
ed that early initiation to marijuana re-
mains a significant risk factor for both the
use of other drugs and experiencing drug-
related problems (44-48). In 2001, 11.9%
of the past year marijuana users used the
substance on 300 or more days in the past
12 months. This translates to 2.5 million
persons using marijuana on a daily or al-
most daily basis over a 12-month period
(1). Among the past month users, about
a third (32% or 3.9 million persons) used
marijuana more than 20 days in the past
month (1).

Cocaine is available as white crys-
talline powder or crack or rock cocaine.
Powdered cocaine is generally snorted or
dissolved in water and injected where as
crack cocaine is usually smoked (49). Co-
caine is the second most commonly used
illicit drug in the United States. About
10% of Americans over the age of 12 have
tried cocaine at least once in their lifetime,
about 2% have tried crack and nearly 1%
is currently using cocaine (49-51). Co-
caine is powerfully addictive (52). Smok-

ing crack can cause severe chest pains with
lung trauma and bleeding (53). The mix-
ing of cocaine and alcohol increases the
rate of sudden death (53) and cocaine-re-
lated deaths are often a result of cardiac
arrest or seizures followed by respiratory
arrest (54). In 2001, an estimated 1.7 mil-
lion (0.7%) of Americans age 12 or older
were current cocaine users and an addi-
tional 460,000 (0.2%) were current crack
users.

Methamphetamine and amphet-
amine are also known as meth, poor
man’s cocaine, crystal meth, ice, glass, etc.
Methamphetamines and amphetamines
are used by injection, snorting, smoking,
or oral ingestion (55). During 2000, 4% of
the US population reported trying meth-
amphetamine at least once in their life-
time (56). The abuse of methamphet-
amine and amphetamines is considered
to be concentrated in the western, south-
western and midwestern United States.
Methamphetamine and amphetamines
cost from $3,500 to $21,000 per pound.
Retail prices range from $400 to $3,000
per ounce. Numerous consequences of
methamphetamine and amphetamine use
include addiction, psychotic behavior, and
brain damage (57); withdrawal symptoms
including depression, anxiety, fatigue,
paranoia, aggression, and intensive crav-
ings (57), violent behavior, anxiety, con-
fusion, insomnia, auditory hallucinations,
mood disturbance, delusions, and para-
noia with chronic use (58), and damage
to the brain similar to Alzheimer’s disease,
stroke, and epilepsy (58).

Thus, it appears that marijuana
is less toxic and most commonly used
with the general acceptance of the pub-
lic. However, it is an illicit drug and also
is associated with significant consequenc-
es. In contrast, cocaine which is seen in
only 3% of the patients in this particular
group, are associated with serious conse-
quences. Thus, it appears that it may be
necessary to randomly monitor patients
who are thought to be without any illicit
drug usage, however, only for marijuana.
Random evaluation for marijuana is less
expensive and more affordable. If medi-
cal community believes marijuana is not a
hardcore drug like cocaine and if its use in
combination with controlled substances is
safe, monitoring may not be needed.

Random drug testing may be per-
formed in many ways. Rapid drug screen-
ing is performed easily and inexpensively.
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Rapid drug screening utilizes competitive
immunoassay utilizing highly specific re-
actions between antibodies and antigens
for the simultaneous detection of multi-
ple substances. It is a one-step immuno-
assay. The test device consists of a mem-
brane strip with an immobilized drug
conjugate. Quality control is provided for
these testings. Limitations for this proce-
dure include that it is only a preliminary
qualitative test result. However, for fur-
ther evaluation, a more specific alternate
quantitative analytical method to obtain
a confirmed analytical result should be
used. Further screening, if performed,
should be by DS-9 test (drug screen-9),
which may be performed either by the
enzyme-multiplied immunoassay tech-
nique (EMIT) assay or the fluorescent po-
larization immunoassay (FPIA). Qualita-
tive detection of the drugs by rapid drug
screen are for amphetamines 1,000 ng/
mL, cocaine 300 ng/mL, marijuana or
cannabinoids 50 ng/mL as recommend-
ed screening cut-off concentrations by the
Substance Abuse Mental Health Services
Administration (SAMHSA).

CONCLUSION

The study showed that there is signifi-
cant use of illicit drugs an in interventional
pain management setting, with 13% attrib-
uted to marijuana and 3% to cocaine in pa-
tients who are considered as non-abusers
of prescription controlled substances with
controlled substance agreements. Howev-
er, amphetamines were found in 0% of the
patients and combined use of cocaine and
marijuana was found in only one patient.
Therefore, patients considered to be non-
abusers of controlled substances may rea-
sonably be randomly tested for marijuana
by an inexpensive qualitative testing.

ACKNOWLEDGMENTS

The authors wish to thank Ton-
ie Hatton, Karla Hall, RN, BSN, Jennifer
Martin, RN, Lisa Isbell, RN, Marla Nei-
hoff and Lori Caldwell for their assistance
in completion of this study and prepara-
tion of this manuscript.

Author Affiliation:
Laxmaiah Manchikanti, MD
Medical Director

Pain Management Center of
Paducah

2831 Lone Oak Road
Paducah, KY 42003

E-mail drm@apex.net.

Vidyasagar Pampati, MSc
Statistician

Pain Management Center of
Paducah

2831 Lone Oak Road

Paducah, KY 42003

E-mail: Sagar@thepainmd.com

Kim S. Damron, RN
Clinical Coordinator

Pain Management Center of
Paducah

2831 Lone Oak Road
Paducah, KY 42003

Carla D. Beyer, RN, BSN
Clinical Coordinator

Pain Management Center of
Paducah

2831 Lone Oak Road
Paducah, KY 42003

Renee C. Barnhill, RN, BSN
Clinical Coordinator

Pain Management Center of
Paducah

2831 Lone Oak Road
Paducah, KY 42003

REFERENCES

1.

2001 National Household Survey on Drug
Abuse (NHSDA). DHHS Publication No.
(SMA) 02-3758. Rockville, MD: Depart-
ment of Health and Human Services; Sub-
stance Abuse and Mental Health Services
Administration, 2002.

Lynskey MT, Heath AC, Bucholz KK et al.
Escalation of drug use in early-onset can-
nabis users vs co-twin controls. JAMA
2003; 289: 427-433.

Bachman )G, Johnston LD, O’Malley PM.
Explaining recent increases in students’
marijuana use: Impacts of perceived risks
and disapproval, 1976 through 1996. Am J
Public Health 1998; 88:887-892.

Reid A, Lynskey MT, Copeland J. Canna-
bis use among Australian youth. Aust N Z
] Public Health 2000; 24:596-602.
Substance Abuse and Mental Health Ser-
vices Administration. The DASIS Re-
port: Marijuana treatment admissions in-

10.

11.

12.

13.

14.

15.

16.

17.

18.

crease: 1993-1999. Available at: http://
www.samhsa.gov/oas/2k2/MJtx.pdf.
Sloboda Z. Drug abuse patterns in the
United States. /EWG June 1999; 89-107.
Epidemiologic Trends in Drug Abuse Ad-
vance Report. Community Epidemiology
Work Group. National Institutes of Health.
National Institute on Drug Abuse. CEWG
Publications, Rockville, Maryland; June
2001.

US National Household Survey On Drug
Abuse Main Findings 1998. Department
of Health and Human Services; Substance
Abuse and Mental Health Services Admin-
istration, DHHS Publication No. (SMA) oo-
3381. Rockville le, Maryland;2000.

The D.A.W.N. Report. Office of Applied
Studies, Substance Abuse and Mental
Health Services Administration (SAMH-
SA); Jan 2003.

Simoni-Wastila L, Tompkins C. Balancing
diversion control and medical necessity:
The case of prescription drugs with abuse
potential. Substance Use & Misuse 2001;
36:1275-1296.

Epidemiologic Trends in Drug Abuse.
Community Epidemiology Work Group. In
Proceedings of the Community National
Institute on Drug Abuse, Volume 1, Rock-
ville, Maryland, Dec 2001, 2002.

Batten HL, Prottas JM, Horgan CM et al.
Drug Services Research Survey. Phase Il
Final Report. Submitted to the National In-
stitute on Drug Abuse. Institute for Health
Policy, Brandeis University, Waltham, MA
February, 1993.

Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA). National
Household Survey on Drug Abuse: Popu-
lation Estimates 1995. Substance Abuse
and Mental Health Services Administra-
tion. US Department of Health and Hu-
man Services, June 1996.

Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA). Nation-
al Household Survey on Drug Abuse: Sub-
stance Abuse and Mental Health Services
Administration. US Department of Health
and Human Services, Main Findings 1994.
DHHS Pub. No (SMA) 963085, September
1996.

The NHSDA Report. Nonmedical Use of
Prescription-Type Drugs among Youths
and Young Adults. Office of Applied Stud-
ies, Substance Abuse and Mental Health
Services Administration (SAMHSA), Jan
2003.

Manchikanti L, Pampati V, Damron K et al.
Prevalence of opioid abuse in interven-
tional pain medicine practice settings: A
randomized clinical evaluation. Pain Phy-
sician 2001; 4:358-365.

Polatin PB, Kinney RK, Gatchel R} et al.
Psychiatric illness and chronic low back
pain: The mind and the spine — which
goes first? Spine 1993; 18:66-71.

Chabal C, Erjavec MK, Jacobson L et al.
Prescription opiate abuse in chronic pain

Pain Physician Vol. 6, No. 2, 2003



178

Manchikanti et al e Illicit Drug use without Controlled Substance Abuse

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

patients: Clinical criteria, incidence, and
predictors. ClinJ Pain 1997; 13:150-155.
Atluri S, Sudarshan G. A screening tool to
determine the risk of prescription opioid
abuse among patients with chronic non-
malignant pain. Pain Physician 2002; 5:
447-448.

Kentucky Board of Medical Licensure.
Model guidelines for the use of controlled
substances in pain treatment. / Ky Med
ASSOC 2001; 99:291-2944.

Manchikanti L, Brown K, Singh V. Nation-
al All Schedules Prescription Electronic Re-
porting Act NASPER: Balancing substance
abuse and medical necessity in interven-
tional pain management. Pain Physician
2002; 5:294-319.

Drug trafficking in the United States.
Available at: http://www.usdoj.gov/dea/
concern/drug_trafficking.html.

Stein J. The new politics of pot. TIME; Nov
4, 2002; 56-61.

Cloud J. Is pot good for you? TIME, Nov 4,
2002; 62-66.

Nahas G. Keep Off the Grass. Middlebury,
Vt: Paul Eriksson: 1990.

Lamarque S, Taghouzti K, Simon H. Chron-
ic treatment with A°-tetrahydrocannabinol
enhances the locomotor response to am-
phetamine and heroin: Implications for
vulnerability to drug addiction. Neuro-
pharmacology 2001; 41:118-129.

Cadoni C, Pisanu A, Solinas M et al. Be-
havioural sensitization after repeated ex-
posure to A%-tetrahydrocannabinol and
cross-sensitization with morphine. Psy-
chopharmacology 2001; 158:259-266.
Fergusson DM, Lynskey MT, Horwood LJ.
Patterns of cannabis use among 13-14
year old New Zealanders. N ZMed ] 1993;
106:247-250.

Cohen H. Multiple drug use considered in
the light of the stepping-stone hypothesis.
Int ] Addict 1972; 7:27-55.

Ellickson PL, Hayes RD, Bell RM. Stepping
through the drug use sequence: Longitu-
dinal scalogram analysis of initiation and

Pain Physician Vol. 6, No. 2, 2003

31.

32.

33.

34.

35.

36.

37-

38.

39.

40.

41.

42.

43.

44,

regular use. J Abnorm Psychol 1992; 101:
441-451.

MacCoun R, Reuter P. Evaluating alter-
native cannabis regimes. Br / Psychiatry
2001; 178:123-128.

National Institute on Drug Abuse, Marijua-
na Infofax, October 2001.

Office of National Drug Control Policy, Drug
Descriptions: Marijuana, May 2002.
National Institute on Drug Abuse, Marijua-
na Infofax, October 2001.

Office of National Drug Control Poli-
cy, Drug Descriptions: Marijuana, May
2002.

Hall W, Solowij N. Adverse effects of can-
nabis. Lancet 1998; 352:1611-1616.
Solowij N, Stephens RS, Roffman RA et al.
Cognitive functioning of long-term heavy
cannabis users seeking treatment. JAMA
2002; 287:1123-1131.

McLellan AT, Lewis DC, O’Brien CP et al.
Drug dependence, a chronic medical ill-
ness: Implications for treatment, insur-
ance, and outcomes evaluation. JAMA
2000; 284:1689-1695.

Substance Abuse and Mental Health Services
Administration. The DASIS Report: Treatment
referral sources for adolescent marijuana us-
ers. Available at: http://www.samhsa.gov/
oas/2k2/YouthMJtx/.pdf.

Kandel DB. Stages in adolescent involvement
indrug use. Science 1975; 190:912-914.
Kandel DB, Faust R. Sequences and stages
in patterns of adolescent drug use. Arch
en Psychiatry 1975; 32:923-932.

Kandel DB, Yamaguchi K, Chen K. Stages
of progression in drug involvement from
adolescence to adulthood: Further evi-
dence for the gateway theory. J Stud Alco-
hol1992; 53:447-457.

MacCoun R. In what sense (if any) is
marijuana a gateway drug? FAS Drug
Policy Analysis Bulletin, 1998; Issue
4. Available at: ttp://www.fas.drugs/
issue4.htm#gateway.

Yamaguchi K, Kandel DB. Patterns of drug
use from adolescence to young adult-

45.

46.

47.

48.

49.

50.

51.

52,

53.

54.

55.

56.

57.

58.

hood, IlI: predictors of progression. Am
] Public Health 1984; 74:673-681.
Fergusson DM, Horwood LJ. Early onset
cannabis use and psychosocial adjust-
ment in young adults. Addiction 1997; 92:
279-296.

Fergusson DM, Horwood LJ. Does can-
nabis use encourage other forms of illicit
drug use? Addiction 2000; 95:505-520.
Grant BF, Dawson DA. Age of onset of drug
use and its association with DSM-IV drug
abuse and dependence; results from the
National Longitudinal Alcohol Epidemio-
logic Survey. / Subst Abuse 1998; 10:163-
173.

Kosterman R, Hawkins JD, Guo | et al. The
dynamics of alcohol and marijuana initia-
tion: Patterns and predictors of first use in
adolescence. AmJ Public Health 2000; 90:
360-366.

National Institute on Drug Abuse, Infofax:
Crack and Cocaine, October 2001.

Drug Enforcement Administration, Drug
Descriptions: Cocaine.

Substance Abuse and Mental Health Ser-
vices Administration, Summary of Find-
ings from 2000 National Household Sur-
vey on Drug Abuse, September 2001.
Office of National Drug Control Policy,
Drug Facts: Cocaine, May 2002.

National Institute on Drug Abuse, Infofax:
Crack and Cocaine, October 2001.

Office of National Drug Control Policy,
Drug Facts: Cocaine, May 2002.

Drug Enforcement Administration. The
Forms of Methamphetamine, April 2002.
Substance Abuse and Mental Health Ser-
vices Administration, Summary of Find-
ings from 2000 National Household Sur-
vey on Drug Abuse, September 2001.
Office of National Drug Control Policy,
Drug Facts: Methamphetamine, May
2002.

National Institute on Drug Abuse, Meth-
amphetamine:  Abuse and Addiction,
April 1998. What are the Effects of Meth-



