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When first initiating the program, clinic staff generate a list of all
patients prescribed opioids. Prescribing clinician then reviews the
list and determines individual eligibility for the program.

It is recommended all patients prescribed opioids for chronic
non-cancer pain be included in the program (2). Patients who are
palliative and/or have cancer would typically be excluded.
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Risk level is estimated by the prescribing clinician. While validated
risk stratification tools may be considered, they are not required
(2). This risk level subsequently guides frequency of urine drug
testing, with higher risk patients being subjected to more frequent
testing (2).
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The designated non-medical clinic staff member is notified of the
patient’s estimated risk level, and the master list is then updated.
A computer randomly selects patients from this master list to
provide a urine drug test, at a rate corresponding to the estimated

risk.

Patients are then phoned and booked for a urine drug test
appointment at the clinic (within 36 hours if possible).

If a sample is not obtained from the patient then the
administrator keeps the patient on a “recall” list until the sample is
provided.

If, despite repeated attempts, patient continues to not provide a
sample (repeated no-shows, cancellations, failures to answer the
phone or return calls, etc.) then the prescribing clinician is

notified of this failure to provide a sample.
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Urine sample is collected at the clinic and the immunoassay result
(“presumptive” testing) is obtained immediately.
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Presumptive testing results are interpreted in the office
immediately by the START-IT tool (Figure 2).

The tool collects relevant information about prescribed
medication(s) and last dose, non-prescribed medication(s) and last
dose, and presumptive testing results. It then interprets that
information, within the limits of the test, and generates a
clinically-relevant report explaining what the results mean.

The tool also automatically generates a recommendation about
sending for “confirmatory” testing with Liquid
Chromatography-Mass Spectrometry, based on the level of
discordance between the presumptive testing result and what the
patient self-reports. Confirmatory testing results typically take 1-2

weeks
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The prescribing clinician then takes action based on any new
information that informs the patient's risk: urine drug testing
results (presumptive and/or confirmatory testing), failure to
provide a sample, and/or behavioural/clinical observations.

The magnitude of the physician action should be in proportion to
the level of concern, as guided by the Risk Ladder (Figure 1). Note
that it is the overall clinical stability that dictates how to move on
the ladder, and urine drug test results are just one indicator.
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