
P hysicians have been forced to weigh professional risk in se- 
lecting a treatment modality when treating patients for 
chronic pain for fear of civil, administrative, orworse, mim- 

inal liability. Urinary drug testing is becoming the cheapest in- 
suranceJor liability protection in clinical practice. The Federa- 
tion of State Medical Boards'(FSMI3) adopted a policy for pre- 
scribing conm1Ied substances stressing the critical importance 
in documenting, evaluating, and monitoring controlled sub- 
stances in the management of pain patients. This is consistent 
with the guideline set forth by federal agencies including the 
Drug Enforcement Agency (DEA). Part of this policy - dealing 
with the implementation of monitoring drug compliance - is 
the regular use of UDT. 

Clinically, the benefits of uDT are multiple. These indude re- 
ducing the risk for toxicity in patients vulnerable to adverse drug 
effects, avoidance of mcdico-legal problems, detecting patient 
non-compliance, reducing the risk of therapeutic failure, and 
avoiding or detecting drug-drug interaction. Additionally, UDT 
enhances the physician's ability to use drugs effectively and min- 
imizes treatment costs. 

Unfortunately, physicians have utilized UDTas a means of dis- 
charging patients from their practice. Urine drug testing should 
not be primarily used as a tool for protecting the doctor's li- 
cense or the pain clinic, but to enhance patient care. It has to 
be emphasized that the use of UDT is never intended to be puni- 
tive. It is a disservice to the medical profession for a patient to 
be discharged on the basis of a positive UDT. The presence of 
illicit substance in the urine indicates that the patient has a prob- 
lem and therefore needs help and guidance from the clinician. 
Instead of discharging the patient from the practice, the patient- 
should be offered help in the form of consultation and treat- 
ment with an addiction medicine specialist, psychiatrist or clin- 

ical psychologist specializing'in the management of addiction, 
as well as enrollment in a recovery program. The patient should 
be managed by other means since there are a multitude of op- 
tions available to mat chronic pain without necessarily using 
chronic opioid therapy. 

The use of long term opioid therapy for chronic pain is now 
accepted as standard medical practice in patients with moder- 
ate to severe pain who failed to,,r~spond to more conservative 
therapy. Unfortunately, patient self-reporting of drug compli- 
ance is frequently unreliable and it becomes necessary to use 
"external" sources of information on patient drug use includ- 
ing pharmacy profiling, review of medical records, interview 
with family members, the use of some form of prescription mon- 
itoring program, and - more accurately - detecting the pres- 
ence of drugs in the patient's system using a variety of speci- 
men such as saliva, blood, hair, and urine. 

Urine is the standard body fluid tested for drug screening be; 
cause it is readily available, it is easily collected, and it is easily 
handled by laboratory and office personnel. Urinary drug test- 
ing has been preferred over serum sampling because the peri- 
od of detection of a particular drug in the urine is increased, 
while drugs and their corresponding metabolites may only be 
detectable in the serum for a short period of time. Urinary drug 
testing(UI3T) is also less expensive and non-invasive compared 
to serum testing. 

It has to be emphasized that the result of urine toxicology 
for the purpose of detecting patients who may be diverdng, 
supplementing or abusing the prescribed drugs and ocher i t  
licit substances are protected by the physician-patient conf- 
dentidicy rule and the result of the test cannot be disseminat- 
ed to other interested parties without the expressed consent of 
the patient. 
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