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Abstract

Background. Because an increase of patients who
misuse opioids has been identified in our cancer
clinical setting through urine drug testing (UDT)
and the Screener and Opioid Assessment for
Patient’s with Pain–Short Form (SOAPP-SF), we
conducted this retrospective cohort study to iden-
tify patient characteristics that are associated with
UDT that indicates noncompliance.

Methods. Over a two-year period, 167 of 8,727
patients (2.4%) seen in the pain clinic and who
underwent UDT were evaluated to determine com-
pliance with prescribed opioid regimens.
Descriptive clinical and demographic data were col-
lected, and group differences based on compliance
with opioid therapy were evaluated.

Results. Fifty-eight percent of the patients were
noncompliant with their prescribed opioid therapy.
Noncompliant patients were younger than compli-
ant patients, with a median age of 46 vs 49 years
(P 5 0.0408). Noncompliant patients were more

likely to have higher morphine equivalent daily
doses; however, the difference was not statistically
significant. Patients with a history of alcohol
(ETOH) (P 5 0.0332), illicit drug use (P 5 0.1014),
and smoking (P 5 0.4184) were more likely noncom-
pliant. Univariate regression analysis showed that a
history of ETOH use (P 5 0.034), a history of anxiety
(P 5 0.027), younger age (P 5 0.07), and a SOAPP-SF
score of 4 or higher (P 5 0.05) were associated with
an abnormal UDT.

Conclusions. History of ETOH use, anxiety, high
SOAPP-SF score, and younger age were associated
with UDT that indicates noncompliance. Given the
very small percentage of UDT testing, it is quite
likely that a significant number of patients who did
not undergo UDT were also nonadherent with treat-
ment recommendations.

Key Words. Cancer Pain; Opioids; Urine Drug
Testing; Opioid Compliance; Opioid Misuse

Introduction

The incidence of opioid misuse has reached epidemic
proportions, and the US Centers for Disease Control
and Prevention (CDC) Task Force has put forth guide-
lines for the primary care physicians prescribing opioids
for chronic pain “outside of active cancer treatment, pal-
liative care, and end-of-life care” [1,2]. There is a grow-
ing awareness that patients with active cancer and
patients undergoing end-of life care may also misuse
opioids [3–7]. The incidence of opioid addiction and
misuse in the cancer population is not well studied and
continues to be underreported [8], but one can estimate
that it may not be much different than age-matched
members of the population.

Younger age (less than 35 years), psychiatric
comorbidities (anxiety, depression, psychosocial stres-
sors, chemical coping) [9,10], history of smoking, per-
sonal and/or family history of substance abuse, history
of physical or sexual abuse, history of opioid use, and
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MEDD greater than 120 mg put chronic pain patients at
a higher risk for opioid misuse [11–16]. There is conflict-
ing evidence on opioid misuse difference among men
and women [17]. The extent to which the risk factors
generalize to cancer patients with pain is unclear.
Eighty-six percent of all cancers diagnosed in the
United States are in patients over the age of 50 years
[18], and this may shift the age that puts these patients
at risk for noncompliance with opioid therapy. Patients
with cancer have a high incidence of anxiety and de-
pression, which puts them at a higher risk for opioid
misuse [19]. Chemical coping remains underdiagnosed
and is as high as 18% in advanced cancer patients
[20]. Undiagnosed and untreated symptom burden can
also lead to chemical coping and use of opioids to allay
these symptoms [20,21]. Higher incidence of illegal drug
use was seen in patients with advanced cancer and
patients with alcoholism and smoking history [22,23].
Bruera et al. [24] elaborate on factors that place individ-
uals with cancer at risk for overtreatment with opioids;
these include long-term survival, comorbid mental health
conditions, and preexisting substance use disorders, as
well as limited or no financial resource. These authors
also discuss pseudo-addiction, psychiatric conditions,
substance use disorder, criminal intent, and inability to
follow treatment plan as potential reasons for aberrant
drug-taking behaviors [24]. Current oncologic therapies
have improved cancer cure rates and prolonged life ex-
pectancy in most cancer types, which may also
lengthen exposure to opioids and increase opioid mis-
use behaviors [25].

An increasing number of patients who misuse opioids
have been identified in the oncologic setting through
“universal precautions” including urine drug testing
(UDT) and the use of other risk assessment tools
including the Screener and Opioid Assessment for
Patient’s with Pain–Short Form (SOAPP-SF), Opioid
Risk Tool (ORT), and Screener for Opioid Assessment in
Pain Patients–Revised (SOAPP-R) [5,26–28]. Evidence
suggests that no single tool by itself—physician assess-
ment, prescription monitoring programs, screening
tools, or urine drug testing—is dependable enough to
assess the risk of opioid abuse or misuse [10,13,29,30].
UDT is still considered the “gold standard” test to iden-
tify opioid misuse as it allows for detection of drugs with
good sensitivity and specificity and ease of performance
[31]. There have not been established guidelines on
standard of care for the administration of this test, and
there has been an overall misuse in the chronic pain
population for financial gain, as well as regulatory con-
cerns for malpractice [12,13,31–33]. With the awareness
of the misuse of opioids and associated deaths, recent
CDC recommendations are to get UDT on all patients
with chronic pain outside of active cancer treatment,
palliative care, and end-of-life care initiated on opioid
therapy and at least yearly thereafter, or earlier as indi-
cated [1]. Despite concerns for opioid misuse in the on-
cology setting, UDT and other tools continue to be
relatively underutilized [4,7,27,34]. Available weak evi-
dence suggests that there is a relatively high incidence

of opioid misuse in oncology patients [4,27,28]. In a pre-
vious study done by the authors, 149 of the 522 (29%)
consecutive cancer pain patients that had completed
the SOAPP-SF had a score of 4 or higher and were
considered at risk for noncompliance with their opioid
therapy [5]. There are no guidelines available on risk
management strategies for patients with active cancer
on opioid therapy, and UDT and “pain contracts” are
not standard practice in the oncology setting. The re-
search question we sought to address in this study is
what patient characteristics are associated with UDT in-
dicating noncompliance. By addressing this question,
we will identify patient characteristics that can prompt
physicians to get UDT.

Methods

This study was approved by the University of Texas MD
Anderson Cancer Center Institutional Review Board and
granted a waiver of patient written consent. Charts of
patients seen in the Cancer Pain Center from January
1, 2009, to December 31, 2011, were reviewed. A total
of 211 unique patients who had UDT and had com-
pleted the SOAPP-SF questionnaire were identified.
Information on pain scores based on Brief Pain
Inventory (BPI), symptom burden scores using the
Edmonton Symptom Assessment Scale (ESAS), and
morphine equivalency daily dose (MEDD) was collected
at three time points: initial visit, first follow-up visit, and
second follow-up visit to the clinic. A Health Insurance
Portability and Accountability Act–compliant database
was created for this study.

UDT

UDT is considered a “gold standard” test for ascertain-
ing compliance with opioid therapy. One of the primary
reasons is that urinary tests allow for the presence or
absence of certain drugs used in the pain patients to be
evaluated with good specificity and sensitivity, ease of
administration, and low cost. Drugs and their metabo-
lites tend to stay for a longer period of time in the urine,
allowing for a lengthier detection time than serum
[31,35]. In our study, a urine sample (around 30 mL)
was collected in the clinic. Initial immunoassay gave a
qualitative analysis, followed by confirmatory gas
chromatography–mass spectroscopy of positive results
performed in the laboratory.

SOAPP-SF

The SOAPP version 1.0 is a 14-item self-report ques-
tionnaire designed to predict aberrant medication-
related behaviors among chronic pain patients [36]. In
order to reduce the time burden on patients, an abbre-
viated short form version of the SOAPP was used in this
study (SOAPP-SF). Although there is a slight reduction
in sensitivity and specificity in the five-item SOAPP-SF,
the five-item version retains most of the predictive valid-
ity of the standard SOAPP version. The five questions
address the following: 1) mood swings, 2) nicotine
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dependence, 3) noncompliance with prescribed medi-
cations, 4) history of illegal drug use, and 5) history of
legal problems. A score of 4 or more is considered posi-
tive and indicative of high risk for opioid misuse, with a
sensitivity of 0.86 and specificity of 0.67. There is a
33% chance of being false positive with a high SOAPP-
SF score [37].

BPI

The BPI asks patients to rate the severity of their pain at
its worst and at its least for the preceding week, and at
the time the questionnaire is being administered. Each
item is rated on an 11-point scale, where 0 is “no pain”
and 10 is “pain as bad as you can imagine.” The BPI is
the most widely used instrument for assessing cancer
pain, is psychometrically sound, and has demonstrated
validity for cancer pain assessment [38].

ESAS

The ESAS is a nine-item self-report visual analog scale
originally developed for use in assessing the symptoms
of patients receiving palliative care [39]. Each of nine
symptoms assessed by the ESAS (fatigue, nausea, de-
pression, anxiety, drowsiness, mental clarity, shortness
of breath, poor appetite, and insomnia) is rated on an
11-point scale, with 0 being “none” and 10 being
“worst.” In addition, the overall sense of well-being was
assessed also using an 11-point scale, with 0 being
“best” and 10 being “worst.” The scale has demon-
strated validity in cancer populations, as evidenced by
appropriate correlations with other measures of pain
and distress. Moreover, the scale has been found to
have good test-retest reliability and good internal
consistency.

Sample

A total of 8,727 unique patients were seen in the pain
management clinic during the study period. The data in-
cluded 520 patient encounters collected from 211
patients who had UDT and completed the SOAPP-F
questionnaire (Figure 1). Patients were included in the
study even if they had UDT at consult because they
were getting opioids from their oncologists within the in-
stitute and were referred to us due to poor pain control
or compliance issues with their existing regimen. Thirty-
five patients with missing information as well as incon-
clusive UDT (i.e., patient report of not taking short-
acting opioid, unable to distinguish between marijuana
and marinol, UDT not done for prescribed opioid) were
excluded from the analysis. We also excluded nine
patients without a cancer diagnosis. Hence, the sample
was comprised of 167 patients with complete data.

Data Collection

Demographic data, including age, gender, employment
status, and cancer diagnosis, were collected at the time
of initial consult on all identified patients from the

medical databases. Patient medical records were also
reviewed for cancer disease status, treatment status,
smoking status, history of alcohol (ETOH) and/or illicit
drug use, psychiatric diagnosis, and other comorbidities.
UDT was reviewed, and compliance with opioid therapy
was evaluated by the principal investigator. UDT was
defined as abnormal when it was positive for
nonprescribed opioid or illicit substance, or negative for
prescribed opioid. SOAPP-SF scores were collected
from clinic records at initial consultation. The patient-
reported pain scores were collected at all three study
time points (first visit, first follow-up visit, and second
follow-up visit). Fatigue, anxiety, depression, drowsiness,
difficulty thinking clearly, nausea, feeling of well-being,
shortness of breath, and insomnia scores were obtained
from the ESAS at all three study time points. Lastly,
MEDDs were also calculated at all three time points.

Statistical Analysis

Frequencies and percentages are reported for categori-
cal variables. Summary statistics such as number of
nonmissing observations, mean, median, standard
deviation, minimum, and maximum are provided for con-
tinuous data. The chi-square test and Fisher’s exact test
were used to evaluate the association between categori-
cal variables. Wilcoxon’s rank sum test was used to
compare the distributions of continuous variables be-
tween study groups (i.e., compliance vs noncompliance
as determined by UDT). Univariate logistic regression
analysis was performed to look at compliance status for
the following covariates: age, gender, pain scores,
SOAPP-SF total score, MEDD, smoking, alcohol, illegal
drug use, anxiety, and depression. Odds ratios and 95%
confidence intervals were provided. Receiver operating
characteristic (ROC) curves were used to assess discrim-
ination of a fitted logistic model and the accuracy of pre-
diction. The area under the ROC curve (AUC) was
reported to summarize the discrimination ability of a
model. Mean and standard error plots over time for each
of the pain and symptom scores were provided by
SOAPP-SF-based risk level and compliance status.
Repeated measure models were fitted to assess the as-
sociation between symptom scores and compliance sta-
tus with SOAPP-SF score level over different time points.
All tests were two-sided. P values of less than 0.05 were
considered statistically significant. All analyses were con-
ducted using SAS 9.4 (SAS, Cary, NC, USA) software.

Results

Two hundred and eleven of the 8,727 patients (2.4%)
seen in the pain management clinic during the study pe-
riod had UDT. One hundred and sixty-seven patients
with complete data were included in the analysis. Forty-
four patients (26%) had UDT at initial consult, and 123
patients (74%) at subsequent visits. Based on UDT
results, 97 (58%) patients were noncompliant and 70
(42%) were compliant. Patient demographic and clinical
characteristics (race, gender, employment status, dis-
ease status) were not statistically significantly different
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between the compliant and noncompliant patients.
Patients were stratified into two groups based on their
oncologic care at the time of the UDT. They were classi-
fied as active disease if they were getting oncologic
therapy including chemotherapy, surgery, and/or radia-
tion; and no evidence of disease or stable if they had
no disease or indolent disease but were not receiving
oncologic treatment. Noncompliant patients were youn-
ger than compliant patients, with a median age of 46 vs
59 years (P¼0.0408) (Table 1). Fifty-six percent of the
patients with active cancer and 64% of the patients with
indolent or no evidence of disease were noncompliant
with their prescribed opioid therapy. The difference was
not statistically significant (P¼ 0.3117).

Employment status was available only in 108 patients,
of which 70 (65%) were unemployed or disabled.
Patients currently smoking or with a history of smoking
or ETOH or illicit drug use were more likely noncompli-
ant, though a statistically significant difference was seen
in ETOH users only (P¼ 0.033). Noncompliant patients
were more likely to have higher MEDD; however, the dif-
ference was not statistically significant (average daily
dose ¼ 124 vs 114, P¼ 0.629). The pain and symptom
scores were collected at baseline, the first follow-up
visit, and the second follow-up visit. The distributions of
pain and symptom scores were not statistically signifi-
cantly different (P values> 0.05) between compliant and
noncompliant patients at each time point. A
Unicovariate logistic regression analysis was done to
look at variables that seemed to have a potential rele-
vance to noncompliance with prescribed opioid therapy.
Patients with a history or current use of ETOH (odds ra-
tio [OR]¼1.96, 95% confidence interval [CI] of
OR¼ 1.05–3.67, P¼ 0.034) and a SOAPP-SF score of
4 or higher (OR¼ 1.96, 95% CI of OR¼ 1.03–3.73,
P¼ 0.041) had a statistically significant association with
abnormal UDT. Younger patients (P¼ 0.079) and
patients who had a higher anxiety score at baseline
(P¼ 0.099) showed a marginally statistically significant

association with abnormal UDT (Table 2). A majority of
the patients (60%) were positive for marijuana that was
not prescribed to them. Thirty-seven percent had
opioids on the UDT that were not prescribed to them,
and 16% were negative for prescribed opioids. Twenty-
two percent were positive for other illicit drugs including
amphetamines (not prescribed) and cocaine, and one
patient was positive for benzodiazepines that he
obtained from a family member (Table 2). The AUC was
reported to summarize the discrimination ability of a
model. All predictor variables showed decent discrimi-
nating ability, with all values over 0.50 (Table 3).

A total of 108 (65%) patients had a SOAPP-SF score of
4 or higher and were in the moderate- to high-risk
group for opioid noncompliance, and 59 (35%) patients
were in the low-risk group. Patients who had a high
SOAPP-SF score (� 4) were more likely noncompliant
as compared with patients who had a low SOAPP-SF
score (< 4; 63.9% vs 47.5%, P¼ 0.0397) (Table 1). The
higher initial total SOAPP-SF scores and Question #4
(the item probing illegal drug use on the SOAPP-SF
scores: “How often have you used illegal drugs in the
past five years?”) as continuous data were statistically
significantly associated with noncompliance (P val-
ues< 0.05) (Table 4). Pain and symptom scores over
time in the high- vs low-risk groups based on SOAPP-
SF were analyzed using repeated measures models.
The higher SOAPP-SF score (�4) was significantly asso-
ciated with higher symptom burden (P values< 0.05). A
score of 4 or higher was significantly associated with in-
creased symptom scores on fatigue, anxiety, depres-
sion, difficulty thinking clearly, insomnia, and feeling of
well-being, shortness of breath, and poor appetite (P
values< 0.05).

Discussion

The results from this retrospective cohort indicate that a
very small number of patients seen at our pain

Patients seen in a pain clinic 
over a 2-year period

(N = 8,727)

UDT done
(N = 211, 2.4%)

UDT not done
(N = 8,516, 97.6%)

Complete data, used
for analysis
(N = 167)

Incomplete data and/or no cancer, 
not used for analysis

(N = 44)

Figure 1 Flowchart of the screening methods. UDT ¼ urine drug testing.
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management clinic had UDT, 211 out of 8,727 (2.4%)
during the study period. This is consistent with other
studies in oncology practices [4,5,34]. This is in contrast
to what is seen in the chronic pain clinics; as high as

19% of patients in a national cohort of US veterans
seen in pain clinics had UDT [40]. In spite of various
guidelines on getting UDT [41,42], chronic pain practi-
ces have misused the application of UDT for financial
gains, and some have been influenced by medical licen-
sure boards and other governmental agencies [31].
Morasco et al. [40] looked at predictive factors that led
physicians to get UDT when initiating chronic opioid
therapy. They found that patient-level factors that pre-
dicted increased likelihood of getting UDT included male
gender, black race, divorced/separated marital status,
higher pain intensity, comorbid substance use disorder,
post-traumatic stress disorder, bipolar disorder or
schizophrenia, and a higher baseline opioid dose [40]. It
is currently recommended that all patients with chronic
pain get UDT prior to prescribing opioid therapy as well
as at least yearly thereafter, and as clinically indicated
by the health care provider [1]. There are no clear
guidelines for the oncology setting, and UDT and pain
agreements are not routine, but given the growing
awareness of opioid misuse in the cancer patients
[3,4,6,27,28], it would be prudent to apply similar guide-
lines. UDT is a great tool to identify patient compliance
to prescribed therapy; an initial rapid immunoassay will
give a qualitative analysis, and a quantitative analysis
will give a confirmation. There are some pitfalls to this
simple test as well; there are discrepancies in the inter-
pretation of the test based on training. Understanding
the cutoff points determined by a particular laboratory,
the pharmacogenetics, the pharmacodynamics, and the
pharmacokinetic properties of the opioid is necessary
[43,44]. Thirty-five patients with missing information as
well as inconclusive UDT (i.e., patient report of not tak-
ing short-acting opioid, unable to distinguish between
marijuana vs marinol, UDT not done for prescribed opi-
oid) had to be excluded from the analysis in our study.

A majority (58%) of this cohort was noncompliant with
their prescribed opioid therapy. Patients who were

Table 1 Demographic and treatment status

Variable Level

Total (N¼ 167)

No. (%)

Compliant

(N¼ 70) No. (%)

Noncompliant

(N¼ 97) No. (%) P*

Age (mean 6 SD) 167 49 6 12 46 6 12 0.0408

Gender F 73 (44) 32 (44) 41 (56) 0.6578

M 94 (56) 38 (40) 56 (60)

Race White 125 (75) 54 (43) 71 (57) 0.7889

Black 23 (19) 9 (39) 14 (61)

Hispanic 17 (10) 6 (35) 11 (65)

Asian 1 (0.6) 1 (100) 0

Other 1 (0.6) 0 1 (100)

Employment Status Employed 38 (35) 19 (50) 19 (50) 0.4764

Unemployed 70 (65) 30 (43) 40 (57)

Disease status Active 122 (73) 54 (44) 68 (56) 0.3117

No evidence of disease 45 (27) 16 (36) 29 (64)

C ¼ current use; H ¼ history of use.

*P values were based on chi-square or Fisher’s exact test.

Table 2 UDT results

Variable

No. of

patients Percent

Positive for marijuana 58 59.8

Positive for not-prescribed opioids 36 37.1

Negative for prescribed opioids 16 16.5

Positive for other illicit substances 22 22.7

UDT ¼ urine drug testing.

Table 3 Univariate logistic regression analysis

Parameter OR 95% CI of OR P AUC

Age 0.976 0.951 1.003 0.079 0.5937

Gender 1.15 0.619 2.136 0.658 0.5172

SOAPP-SF

total score � 4

1.1 0.999 1.212 0.052 0.5771

Smoking 1.381 0.631 3.022 0.42 0.5247

ETOH 1.964 1.052 3.668 0.034 0.5835

Illegal drug 1.69 0.9 3.172 0.102 0.5652

Pain score 1.013 0.862 1.19 0.877 0.5106

Anxiety 1.096 0.983 1.222 0.099 0.5805

Depression 1.052 0.944 1.173 0.36 0.5546

AUC ¼ area under the receiver operating characteristic curve;

CI ¼ confidence interval; OR ¼ odds ratio; SOAPP-SF ¼
Screener and Opioid Assessment for Patient’s with Pain–

Short Form.
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noncompliant were younger (46 6 12 years), though
older than what is considered the at-risk age (older than
35 years) in the chronic pain population; this can be par-
tially explained by the higher incidence of cancer in the
elderly population [45]. Psychiatric comorbidities [9,10],
history of opioid use, history of smoking, personal and/
or family history of substance abuse, and history of
physical or sexual abuse have shown to put chronic
pain patients at risk for opioid misuse. The
noncompliant patients in this cohort had a higher anxi-
ety level and history or current use of ETOH. History of
smoking and illicit drug use were seen more commonly
in the noncompliant patients, although this was not sta-
tistically significant. History of physical and sexual abuse
was not available on all patients in this cohort.

Almost 60% of the noncompliant patients were positive
for THC, which is currently illegal in Texas. There contin-
ues to be an ongoing debate on the use of “medical
marijuana,” and currently a total of 28 states, the District
of Columbia, Guam, and Puerto Rico have legalized it in
some form [46]. With increased access to marijuana,
it has become common for patients on chronic opioid
therapy to use concurrent marijuana. Pain, nausea or
lack of appetite, and weight stabilization are some of
the indications for use of medical cannabis in the oncol-
ogy setting, and available evidence is inconclusive for
the use of cannabinoids over traditional anti-emetics
[47]. There is a dearth of high-quality studies to support
the use of cannabinoids for cancer pain [48]. Medical
cannabis has potential adverse effects, such as acute
impairment of memory, coordination, and judgment, a
concern with concurrent chronic opioid therapy. There
is scant literature on the benefits and risks, including
cognitive changes associated with concurrent use of
opioids and marijuana [49]. Physicians cannot dismiss
the concern for potential interactions of cannabis with
other parallel pharmacotherapy. Until further evidence-
based research on the medical use of cannabis is avail-
able, clinicians must use current evidence and expert

opinion to guide their practices in states where cannabis
is legal [50]. Almost 44% of patients were positive for
opioids not prescribed to them or negative for pre-
scribed opioids; 22% were positive for amphetamines or
benzodiazepines (one patient) not prescribed to them,
or cocaine.

There are several screening tools for prediction and
identification of aberrant drug-related behavior, and
there is weak evidence for their accuracy [30]. None of
the available tools have been validated in the oncology
setting. Sixty-five percent of the patients had a SOAPP-
SF score of 4 or higher and were in the moderate- to
high-risk group for opioid misuse. The higher initial total
SOAPP-SF scores and Question #4 (the item probing il-
legal drug use on the SOAPP-SF scores: “How often
have you used illegal drugs in the past five years?”) as
continuous data were statistically significantly associated
with noncompliance (P values<0.05). This raises the
question as to whether a physician and/or psychologist
probing for illicit drug use is a sufficient screening tool
by itself.

Cancer pain is a biopsychosocial experience, with sig-
nificant contributions coming from sensory, emotional,
and cognitive components. In the case of patients with
pain from cancer, there is a greater effort expended and
leniency to help a patient become more compliant to
appropriate use of pain medications. Opioid therapy is
but one modality in the context of other concurrent mul-
tidisciplinary treatment approaches, each targeting spe-
cific aspects of the overall pain experience. Safe and
effective opioid therapy should be based upon rational
clinical decision-making and practice, consistent with
established evidence-based strategies, grounded in
practical ethical principles, all aimed at optimal patient
outcomes and quality of life. The ethical pain physician
should adhere to professional behaviors including altru-
ism, accountability, excellence, duty, respect, honor,
and integrity [51]. Likewise, patient responsibilities

Table 4 Association between compliance status and SOAPP-SF

Variable Compliance_2 No. Mean 6 SD, median (min–max) P (Wilcoxon)

SOAPP-SF score Q 1 No 97 1.98 6 1.29, 2 (0–4) 0.0631

Yes 69 1.59 6 1.12, 2 (0–4) .

SOAPP-SF score Q 2 No 97 1.4 6 1.62, 1 (0–4) 0.7060

Yes 67 1.37 6 1.62, 0 (0–4) .

SOAPP-SF score Q 3 No 95 0.94 6 1.16, 1 (0–4) 0.3604

Yes 69 0.8 6 1.13, 0 (0–4) .

SOAPP-SF score Q 4 No 96 0.91 6 1.16, 0 (0–4) 0.0036

Yes 70 0.49 6 1.03, 0 (0–4) .

SOAPP-SF score Q 5 No 96 0.47 6 0.75, 0 (0–4) 0.7126

Yes 68 0.49 6 0.87, 0 (0–4) .

SOAPP-SF total score No 97 5.66 6 3.22, 5 (0–16) 0.0403

Yes 70 4.63 6 3.46, 4.5 (0–14) .

Q ¼ question; SOAPP-SF ¼ Screener and Opioid Assessment for Patient’s with Pain–Short Form.
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include adherence to the agreed-upon plan of care,
compliance with treatments as prescribed, regular trans-
parent communication of treatment effects and side
effects, and reporting therapeutic benefits or unintended
consequences of therapy. Patients should be account-
able for their responsibilities in their care.

We are faced with the ethical dilemma of denying
opioids for patients with active cancer and ongoing opi-
oid misuse. It is optimal to treat the pain and addiction
as well psychiatric comorbidities and chemical coping
concurrently in this population. Ethical opioid therapy
management should include multidisciplinary evaluation,
appropriate patient selection, risk management using
stratification tools (ORT, SOAPP, SOPP-SF, etc.), initial
and follow-up toxicology screening, review of the state
electronic prescription monitoring program, patient edu-
cation, informed consent for opioid therapy along with a
treatment agreement, opioid trial period with exit strat-
egy, and follow-up assessments at appropriate intervals.
Ongoing opioid treatment necessitates regular follow-up
visits for patient reassessment, indicated toxicology and
e-PMP data review, side effect management, indicated
dosage adjustments, and adjuvant agents. Good clinical
practice, as well as legal and regulatory requirements,
mandate complete documentation of care, including the
above parameters along with evolving treatment plans
based on patient outcomes [6,24,52,53]. Cohen and
Jangro [52] describe a rational six-step approach to eth-
ical decision-making for opioid treatment that includes
the patient’s narrative history with contextual and collat-
eral facts, relevant pain pathophysiology, individual and
collaborative goals of care, and outcomes-based reas-
sessment to adjust goals and treatment plans [52].

Limitations

This is a retrospective cohort study with a relatively
small sample size. UDT was performed at the discretion
of the physician based on their concern for opioid mis-
use in this small sample of patients.

Conclusions

A very small proportion (2.4%) of patients seen in the
pain clinic and prescribed chronic opioid therapy had
UDT. A majority (58%) of the patients in this retrospec-
tive cohort of cancer patients were noncompliant with
their prescribed opioid therapy. Noncompliant patients
were younger, more anxious, had a history of or were
current users of ETOH, and used higher doses of
opioids. SOAPP-SF total score and the response to the
item probing illegal drug use were statistically signifi-
cantly correlated with opioid misuse based on UDT.
Given the very small percentage of UDT completed, it is
quite likely that a significant number of patients who did
not undergo UDT were also nonadherent with treatment
recommendations. More research is needed to deter-
mine in more detail the overall frequency of inappropri-
ate opioid use among this population.
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