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Abstract
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Introduction: Some important drugs in medicine may lead to misuse and addictions in susceptible patients. This usually attributed 
to their effects is stimulating some pleasure in the brain. Most common examples include opioid. Opioid use disorder (OUD) involves 
misuse of prescribed opioid, use of diverted opioid, or the use of illegally obtained heroin. It is typically a chronic relapsing illness and 
is associated with high risk of morbidity and mortality.

Aim of Work: This topic sheds light on the epidemiology, prevention, identification, and management of prescription drug misuse in 
general with focusing on opioid misuse and addiction.

Methodology: A comprehensive and systematic search was conducted regarding prescription drug misuse and disorders. PubMed 
search engine (http://www.ncbi.nlm.nih.gov/) and Google Scholar search engine (https://scholar.google.com) were the mainly used 
database.

Conclusion: Risk factors for misuse of prescribed opioid include a prior history of substance use disorder, younger age among other 
demographic characteristic, patient with severe pain and concomitant mental disorders. Prevention of prescribed drug misuse is the 
clinician responsibility in the first place. Principal strategies could be followed including optimizing alternative treatments, patient 
risk assessment, establishing clear treatment plan; and limiting dose and early refills. Direct and frequent follow-up with patients 
on opioids is recommended to monitor for and document benefits and harms of treatment. Urine drug testing provides objective 
about prescribed medication regular take and identify the use of non-prescribed substances. One specific method of management of 
opioid misuse or use disorder in patient with chronic pain is the use of opioid agonists. The mechanism of these agent is to alleviate 
withdrawal symptoms and block the acute effects of other opioids.
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Introduction

Some important drugs in medicine may lead to misuse and addictions in susceptible patients. This usually attributed to their effects is 
stimulating some pleasure in the brain. Most common examples include opioid, benzodiazepines, other sedatives, and stimulants. Opioids 
as an analgesic medication that is known to cause central nervous system depression as well as euphoria. Opioid use disorder (OUD) in-
volves misuse of prescribed opioid, use of diverted opioid, or the use of illegally obtained heroin. It is typically a chronic relapsing illness 
and is associated with high risk of morbidity and mortality. In the fifth edition of Diagnostic and Statistical Manual of Mental Disorders 
(DSM-1), the condition named opioid use disorder constitutes opioid abuse and opioid dependence in the previous edition [1]. 

Despite all efforts and regulation, prescription drug misuse is a continuing issue. An important role to prevent, identify and manage 
this problem is on physicians who prescribe these medications.

This topic reviews the epidemiology, prevention, identification, and management of prescription drug misuse in general with focusing 
on opioid misuse and addiction.

Methodology

A comprehensive and systematic search was conducted regarding prescription drug misuse and disorders, management, prevention, 
opioids misuse with chronic pain. PubMed search engine (http://www.ncbi.nlm.nih.gov/) and Google Scholar search engine (https://
scholar.google.com) were the mainly used database. All relevant available and accessible articles of all types were reviewed and included. 
The terms used in search were: controlled substance, drug misuse, substance use disorder, opioid addiction, management of opioid use 
disorder.

Terminology and epidemiology

Some drugs carry a high risk for misuse, addiction, and illegal sale. Hence the name “controlled substance” was given in the United 
State. The aim is to regulate when and how they can be prescribed. Drug misuse means the using of any drugs in any manner and purpose 
other than that for which it was prescribed. Drugs misuse includes overuse, use it for pleasure, and diversion. Misuse is almost always 
present in substance use disorder but it is not enough criterion by its own. Non-medical use of drugs was previously used by the National 
Survey on Drug Use and Health (NSDUH) to imply a similar meaning, however, the term “misuse” was chosen instead since 2015 [2].

Drug use disorder is drug misuse meeting DSM-5 criteria of substance use disorder. This could be mild, moderate, or severe [1].

Misuse of prescription drugs is ongoing and even increasing issue due to greater prescribing of the incriminated medication for thera-
peutic purposes. This is particularly true of opioid analgesics for patients with chronic pain which was highly prescribed in the last decade 
[3-5]. In 2016, it is estimated that opioids prescriptions, and misuse by adolescent, have declined [6,7]. However, it was estimated that 
3,800,000 adolescents and adults had misused pain medication in one month [8]. Most misusers of opioids obtain it from a relative or 
friend rather than a prescriber, however, it was suggested that users of prescribed opioid are at highest risk of overdose compared with 
other resources [9]. Interestingly, about 13 - 25 percent of the controlled prescription medication were prescribed by 1 percent of pre-
scribers [10]. 

Risk factors, clinical manifestations and complications

Risk factors for misuse of prescribed opioid include a prior history of substance use disorder, younger age among other demographic 
characteristic, patient with severe pain, and concomitant mental disorders [11]. However, the association is not robust and consistently 
demonstrated.
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Patients with opioid use disorder may appear normal in opioid withdrawal with no indication of opioid misuse. However, acutely in-
toxicated patients may present by slurred speech, appear sedated with miosis (pinpoint pupil) and a fresh injection sites may be seen by 
physical examination. The duration of acute intoxication depends upon the half-life of the drug and patient’s tolerance to opioids. Patients 
with chronic use who have developed tolerance may show no acute effects after regular dose used by that patient. These patients are usu-
ally seen for other problem and opioid withdrawal symptoms appear with hospitalization. Patients with severe opioid use disorder could 
appear in a very poor general health. Patients with a mild or moderate disorder may not appear to be in overtly poor health. 

Opioid use disorder may appear as a complication or directly related condition as infection. Contaminated drugs and inadequately 
sterile technique could cause both localized (as cellulitis, abscess) and systemic infections (as endocarditis, osteomyelitis); increasing 
incidence of hospitalization related to infections was seen since 2000 [12-14]. Patients with opioid use disorder who share needles are at 
higher risk of blood-borne pathogen as HIV, hepatitis B, and hepatitis C viruses as well as systemic bacterial infections as pneumonia and 
tuberculosis. Hepatitis C virus infection may also occur with non-injectable use of heroin [15,16].

Opioid affects gastrointestinal function and decrease motility. This usually manifest as constipation, however, other manifestation 
bloating, early satiety, and pain could be seen. Patients occasionally develop moderate to severe abdominal pain, a syndrome that is oc-
casionally called narcotic bowel syndrome.

Prolonged use of opioid or opioid agonists may result in increased sensitivity to pain (hyperalgesia). The symptoms can be severe and 
chronic or recurring. Medically supervised withdrawal is proved to markedly alleviate the pain.

Accident is another health consequence of opioid use disorder. Data have shown that heroin user have higher rates of motor vehicle 
collisions than the general population [17]. Nevertheless, driver under the effect of opioid have significantly increased rates of all-cause 
mortality [18].

Another rare consequence of opioid use disorder is opioid amnestic syndrome. About 19 cases have been identified in the United 
States and Canada. The condition characterizes by acute onset amnesia with bilateral hippocampal ischemia by MRI [19]. It is suggested 
that all these cases were related to fentanyl (synthetic opioid) use [20,21]. Diagnosis of such case could be challenging and require specific 
testing for fentanyl in patients with evidence of opioid use and use of MRI in the first week of amnesia after overdose.

Prevention

Prevention of prescribed drug misuse is the clinician responsibility in the first place. To achieve this, principal strategies could be fol-
lowed including optimizing alternative treatments, patient risk assessment, establishing clear treatment plan; and limiting dose and early 
refills.

The first rule in prevention is using alternative medication whenever they are safe and effective, hence, minimizing controlled sub-
stances prescription as possible. Clinical indications for prescribing controlled substances such as pain have evidenced-based manage-
ment option that can replace or complement the use of opioid. Behavioral management, non-pharmacologic treatment with self-manage-
ment strategies, physical therapy, as well as non-controlled pharmacotherapy, are effective methods to reduce controlled substance need. 

The decision to choose controlled substance as opioid is recommended by guidelines to be initiated strictly when the benefits out-
weigh the risk [22,23]. Contraindications to treatment with opioid as controlled substance include patients with current untreated sub-
stance use disorder, psychiatric illness with poor control, and irregular follow-up [22]. Predicting the likelihood of benefit versus harm of 
controlled substance prescribing is difficult and scant data are available. Many attempts and tools were developed to predict the risk of 
misuse without significant impact on practice [24-26]. It is of a great help in assessing the risk of misuse to collect data about the patients 
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from patients themselves (reported data), providers, and objective sources. Patient-reported data should include substance use history 
and mental health history as well as family and social history. The clinician should look in physical examination for any signs of substance 
use as track marks. Additional data could be obtained from medical records, previous or current healthcare providers, state prescription 
monitoring program if available, and conduct drug testing. The physician judgment, after making the risk profile of patients, directs the 
decision whether to prescribe opioid and how strict the monitoring should be.

Clinician’s role to establish a clear plan requires a thorough discussion of the risks, benefits, and alternative options with the patient 
before starting a controlled substance [23]. Clinicians should also explain to the patient the importance of follow-up and the strategies 
to detect any sings of drug misuse; including the definition of misuse and drug use disorder, the time when these drugs should be dis-
continued, and the possible need for substance use disorder treatment. Written informed consents, agreements on terms of treatment, 
or treatment plans can be useful tool to document agreement between patients and physicians. Despite the lack of strong evidence on 
the effectiveness of treatment agreement in reducing the misuse or drug use disorders [27] most experts believe in its importance in in 
documenting shared decision-making, treatment goal-setting, informed consent, and defining the monitoring plan [22].

One suggested approach to minimize controlled drug misuse include limiting the dose and number of prescriptions. The strongest evi-
dence of this strategies is for opioid prescribing. Studies have consistently shown the association between higher daily opioid doses and 
greater numbers of prescriptions per month and the higher risk of overdose death [28-30]. Accordingly, it is recommended by the center 
for disease control and prevention (CDC) that clinicians should avoid increasing the dose of prescribed opioids beyond 90 morphine mil-
ligram equivalents per day. The daily dose should be limited to the lowest effective dose with attempt to reduce the dose to lowest level 
by which the symptoms are tolerable. Other ways to limit the prescribed amount to maintain a calculated schedule with explaining to the 
patients that early refills will not be provided.

Management

After prescribing the controlled substance, it is physicians responsibility to closely monitor patients for signs of misuse [22,23,31]. 
Experts recommend a “universal precautions” framework that includes establishing a clear relationship with the patient and thorough 
documentation of medical and physical history and examination [22,32].

Direct and frequent follow-up with patients on opioids is recommended to monitor for and document benefits and harms of treatment. 
There is no consensus on how frequent the visit should occur, however, at least one visit every three months or less is recommended in 
higher risk circumstances [23]. During the follow up of patient with chronic pain on opioid, physician should focus on risks and benefits 
assessment, the “Five A’s” provides a useful framework: Analgesia; Activities of daily living; Addiction; Adverse effects; Adherence to the 
plan.

During the follow-up, Physical examination plays essential role in providing details about misuse, evidence of intoxication, withdrawal, 
signs of drug injection or intranasal use. Sometimes family member involvement could aid clear history about a patient’s function and use 
of the medications.

Drug testing is great tools to test for misuse in susceptible individuals. Urine drug testing provides objective about prescribed medica-
tion regular take and identify the use of non-prescribed substances [22,33-36]. It is worth to mention that there is no enough evidence 
to support the role of regular urine test in reducing opioid misuse [27]. However, regular urine testing is better than clinician assessment 
alone [34]. In one study, 60 percent of patients whose were assessed by their clinician as not at risk of misuse showed positive urine tests 
of an illicit drug use or the absence of a prescribed medication [37]. Urine is the most commonly used methods due to longer window of 
detection compared with blood and oral fluid. Oral fluid testing is susceptible to false negatives results especially among smokers. Clini-
cians should bear in mind the accuracy of different test misinterpretation of results is common and could negatively affect patient care 
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[38-40]. Random drug testing is also an effective tool to reveal substance use; regular blood testing, on the other hand, could not detect 
secretive use of substance.

Many initiatives have emerged as a response to epidemic of lethal opioid overdoses in the United States and aimed to educate clini-
cians about appropriate opioid use and prescribing practices [41-43]. In one case, dissemination of a practice guideline to reduce opioid 
prescribing by emergency clinicians has resulted in 12 percent reduction in prescriptions per month [44]. The used guideline encouraged 
emergency clinicians to review patients’ recent prescription history; prescribe limited quantity when necessary; refer for further evalua-
tion, treatment, and monitoring; and provide education about opioid risks and limited benefits.

Physician should plan in advance the way to deal with drug misuse if developed. In this approach, full and clear discussion and agree-
ment with the patients should take place. Prescription drug misuse may range from mild single episode to severe form of illegal drug 
source. The clinician’s response should be proportional to the severity and the pattern of the behaviors. As an example, a response to 
a single minor deviation from the patient’s treatment agreement may be to provide counseling and intensify monitoring; a response to 
more severe or persistent misuse may be to discontinue controlled substances.

One specific method of management of opioid misuse or use disorder in patient with chronic pain is the use of opioid agonists. The 
mechanism of these agent is to alleviate withdrawal symptoms and block the acute effects of other opioids. Adequate dose of opioid ago-
nist help patient with use disorder to return to a productive lifestyle and engage in pro-social behaviors. As the patient is stabilized on an 
appropriate dose, machines and car operation is possible without significant impairment [45].

 Methadone and buprenorphine are well-studied type of opioids agonist. Patients on these drugs are physically dependent, however, 
the pattern of behaviors associated with addiction to heroin, illicit fentanyl, or pharmaceutical opioids are not present [1,46]. Successful 
management with opioid agonist may entail prolonged period of use up to many years, fewer percent of patients could be tapered off suc-
cessfully in a shorter period. Candidates for tapering attempt include patients with interest in tapering without illicit drug use and have 
good psychosocial stability and supports. After a thorough discussion, patient may elect to discontinue agonist medication by very slow 
tapering over several months to years. 

Conclusion

Some important drugs in medicine may lead to misuse and addictions in susceptible patients. This usually attributed to their effects is 
stimulating some pleasure in the brain. Most common examples include opioid. Opioid use disorder (OUD) involves misuse of prescribed 
opioid, use of diverted opioid, or the use of illegally obtained heroin. It is typically a chronic relapsing illness and is associated with high 
risk of morbidity and mortality. Risk factors for misuse of prescribed opioid include a prior history of substance use disorder, younger 
age among other demographic characteristic, patient with severe pain, and concomitant mental disorders. Prevention of prescribed drug 
misuse is the clinician responsibility in the first place. Principal strategies could be followed including optimizing alternative treatments, 
patient risk assessment, establishing clear treatment plan; and limiting dose and early refills. Direct and frequent follow-up with patients 
on opioids is recommended to monitor for and document benefits and harms of treatment. Urine drug testing provides objective about 
prescribed medication regular take and identify the use of non-prescribed substances. One specific method of management of opioid 
misuse or use disorder in patient with chronic pain is the use of opioid agonists. The mechanism of these agent is to alleviate withdrawal 
symptoms and block the acute effects of other opioids.

Bibliography

1. American Psychiatric Association. “Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5)”. American Psychi-
atric Association, Arlington, VA (2013).

2. Substance Abuse and Mental Health Services Administration. Results from the 2011 National Survey on Drug Use and Health: Sum-
mary of National Findings, in NSDUH Series H-44, HHS 2012. Rockville, MD (2012).

https://www.psychiatry.org/psychiatrists/practice/dsm
https://www.psychiatry.org/psychiatrists/practice/dsm
https://www.samhsa.gov/data/sites/default/files/NSDUHmhfr2011/NSDUHmhfr2011.pdf
https://www.samhsa.gov/data/sites/default/files/NSDUHmhfr2011/NSDUHmhfr2011.pdf


Citation: Salem Mohamed Barabie., et al. “Overview of Prescribed Opioids Misuse and Addiction in Susceptible Individuals”. EC 
Microbiology 16.1 (2020): 01-08.

06

Overview of Prescribed Opioids Misuse and Addiction in Susceptible Individuals

3. Castle L., et al. “Trends in medication treatment for ADHD”. Journal of Attention Disorders 10 (2007): 335.

4. Kuehn BM. “Opioid prescriptions soar: increase in legitimate use as well as abuse”. JAMA 297 (2007): 249.

5. Bachhuber MA., et al. “Increasing Benzodiazepine Prescriptions and Overdose Mortality in the United States, 1996-2013”. American 
Journal of Public Health 106 (2016): 686.

6. Von Korff M., et al. “The Impact of Opioid Risk Reduction Initiatives on High-Dose Opioid Prescribing for Patients on Chronic Opioid 
Therapy”. The Journal of Pain 17 (2016): 101.

7. McCabe SE., et al. “Trends in Medical and Nonmedical Use of Prescription Opioids Among US Adolescents”. Pediatrics (2017): 1976-
2015.

8. 2015 National Survey on Drug Use and Health: Detailed Tables. Substance Abuse and Mental Health Administration, Rockville, MD 
(2016).

9. Jones CM., et al. “Sources of prescription opioid pain relievers by frequency of past-year nonmedical use United States, 2008-2011”. 
JAMA Internal Medicine 174 (2014): 802.

10. Paulozzi LJ., et al. “Controlled Substance Prescribing Patterns--Prescription Behavior Surveillance System, Eight States, 2013”. MMWR 
Surveillance Summaries 64 (2015): 1.

11. Kaye AD., et al. “Prescription Opioid Abuse in Chronic Pain: An Updated Review of Opioid Abuse Predictors and Strategies to Curb 
Opioid Abuse: Part 1”. Pain Physician 20 (2017): S93.

12. Ronan MV and Herzig SJ. “Hospitalizations Related to Opioid Abuse/Dependence And Associated Serious Infections Increased Sharp-
ly, 2002-12”. Health Affairs 35 (2016): 832.

13. Zibbell JE., et al. “Increases in Acute Hepatitis C Virus Infection Related to a Growing Opioid Epidemic and Associated Injection Drug 
Use, United States, 2004 to 2014”. American Journal of Public Health 108 (2018): 175.

14. Conrad C., et al. “Community Outbreak of HIV Infection Linked to Injection Drug Use of Oxymorphone--Indiana, 2015”. Morbidity and 
Mortality Weekly Report 64 (2015): 443.

15. Tortu S., et al. “Sharing of noninjection drug-use implements as a risk factor for hepatitis C”. Substance Use and Misuse 39 (2004): 211.

16. McMahon JM and Tortu S. “A potential hidden source of hepatitis C infection among noninjecting drug users”. Journal of Psychoactive 
Drugs 35 (2003): 455.

17. Reece AS. “Experience of road and other trauma by the opiate dependent patient: a survey report”. Substance Abuse Treatment, Pre-
vention and Policy 3 (2008): 10.

18. Skurtveit S., et al. “Increased mortality among previously apprehended drunken and drugged drivers”. Drug and Alcohol Dependence 
68 (2002): 143.

19. Taylor RG., et al. “Opioid-associated amnestic syndrome observed with fentanyl patch use”. Canadian Medical Association Journal 191 
(2019): E337.

20. Barash JA., et al. “Cluster of an Unusual Amnestic Syndrome - Massachusetts, 2012-2016”. Morbidity and Mortality Weekly Report 66 
(2017): 76.

https://www.researchgate.net/publication/6378771_Trends_in_Medication_Treatment_for_ADHD
https://www.researchgate.net/publication/6574611_Opioid_prescriptions_soar_Increase_in_legitimate_use_as_well_as_abuse
https://www.ncbi.nlm.nih.gov/pubmed/26890165
https://www.ncbi.nlm.nih.gov/pubmed/26890165
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4698093/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4698093/
https://pediatrics.aappublications.org/content/139/4/e20162387
https://pediatrics.aappublications.org/content/139/4/e20162387
https://www.samhsa.gov/data/sites/default/files/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015.pdf
https://www.samhsa.gov/data/sites/default/files/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015.pdf
https://www.ncbi.nlm.nih.gov/pubmed/24589763
https://www.ncbi.nlm.nih.gov/pubmed/24589763
https://www.researchgate.net/publication/282871099_Controlled_Substance_Prescribing_Patterns_-_Prescription_Behavior_Surveillance_System_Eight_States_2013
https://www.researchgate.net/publication/282871099_Controlled_Substance_Prescribing_Patterns_-_Prescription_Behavior_Surveillance_System_Eight_States_2013
https://www.ncbi.nlm.nih.gov/pubmed/28226334
https://www.ncbi.nlm.nih.gov/pubmed/28226334
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1424
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1424
https://www.ncbi.nlm.nih.gov/pubmed/29267061
https://www.ncbi.nlm.nih.gov/pubmed/29267061
https://www.medscape.com/viewarticle/844101
https://www.medscape.com/viewarticle/844101
https://www.ncbi.nlm.nih.gov/pubmed/15061559
https://www.ncbi.nlm.nih.gov/pubmed/14986874
https://www.ncbi.nlm.nih.gov/pubmed/14986874
https://www.researchgate.net/publication/5397677_Experience_of_Road_and_other_Trauma_by_the_Opiate_Dependent_Patient_a_Survey_Report
https://www.researchgate.net/publication/5397677_Experience_of_Road_and_other_Trauma_by_the_Opiate_Dependent_Patient_a_Survey_Report
https://www.ncbi.nlm.nih.gov/pubmed/12234643
https://www.ncbi.nlm.nih.gov/pubmed/12234643
https://www.ncbi.nlm.nih.gov/pubmed/30910881
https://www.ncbi.nlm.nih.gov/pubmed/30910881
https://www.cdc.gov/mmwr/volumes/66/wr/mm6603a2.htm
https://www.cdc.gov/mmwr/volumes/66/wr/mm6603a2.htm


Citation: Salem Mohamed Barabie., et al. “Overview of Prescribed Opioids Misuse and Addiction in Susceptible Individuals”. EC 
Microbiology 16.1 (2020): 01-08.

07

Overview of Prescribed Opioids Misuse and Addiction in Susceptible Individuals

21. Barash JA., et al. “Acute Amnestic Syndrome Associated with Fentanyl Overdose”. The New England Journal of Medicine 378 (2018): 
1157.

22. Chou R., et al. “Clinical guidelines for the use of chronic opioid therapy in chronic noncancer pain”. Journal of Pain 10 (2009): 113.

23. Dowell D., et al. “CDC Guideline for Prescribing Opioids for Chronic Pain - United States, 2016”. MMWR Recommendations and Reports 
65 (2016): 1.

24. Butler SF., et al. “Validation of a screener and opioid assessment measure for patients with chronic pain”. Pain 112 (2004): 65.

25. Compton PA., et al. “Introduction of a self-report version of the Prescription Drug Use Questionnaire and relationship to medication 
agreement noncompliance”. Journal of Pain and Symptom Management 36 (2008): 383.

26. Webster LR and Webster RM. “Predicting aberrant behaviors in opioid-treated patients: preliminary validation of the Opioid Risk 
Tool”. Pain Medicine 6 (2005): 432.

27. Starrels JL., et al. “Systematic review: treatment agreements and urine drug testing to reduce opioid misuse in patients with chronic 
pain”. Annals of Internal Medicine 152 (2010): 712.

28. Dunn KM., et al. “Opioid prescriptions for chronic pain and overdose: a cohort study”. Annals of Internal Medicine 152 (2010): 85.

29. Bohnert AS., et al. “Association between opioid prescribing patterns and opioid overdose-related deaths”. JAMA 305 (2011): 1315.

30. Paulozzi LJ., et al. “A history of being prescribed controlled substances and risk of drug overdose death”. Pain Medicine 13 (2012): 87.

31. Federation of State Medical Boards. “Model Policy on the Use of Opioid Analgesics in the Treatment of Chronic Pain” (2013).

32. Federation of State Medical Boards. “Model policy for the use of controlled substances for the treatment of pain”. (2004).

33. Fishbain DA., et al. “Validity of self-reported drug use in chronic pain patients”. The Clinical Journal of Pain 15 (1999): 184.

34. Katz NP., et al. “Behavioral monitoring and urine toxicology testing in patients receiving long-term opioid therapy”. Anesthesia and 
Analgesia 97 (2003): 1097.

35. Schuckman H., et al. “A validation of self-reported substance use with biochemical testing among patients presenting to the emer-
gency department seeking treatment for backache, headache, and toothache”. Substance Use and Misuse 43 (2008): 589.

36. Robinson-Papp J., et al. “Problematic prescription opioid use in an HIV-infected cohort: the importance of universal toxicology test-
ing”. Journal of Acquired Immune Deficiency Syndromes 61 (2012): 187.

37. Bronstein KPS., et al. “Can clinicians accurately predict which patients are misusing their medications?” American Pain Society 30th 
Annual Scientific Meeting Austin, TX (2011).

38. Reisfield GM., et al. “Urine drug test interpretation: what do physicians know?”. Journal of Opioid Management 3 (2007): 80.

39. Reisfield GM., et al. “Family physicians’ proficiency in urine drug test interpretation”. Journal of Opioid Management 3 (2007): 333.

40. Starrels JL., et al. “They don’t know what they don’t know: internal medicine residents’ knowledge and confidence in urine drug test 
interpretation for patients with chronic pain”. Journal of General Internal Medicine 27 (2012): 1521.

41. Dowell D., et al. “CDC Guideline for Prescribing Opioids for Chronic Pain--United States 2016”. JAMA 315 (2016): 1624.

https://www.nejm.org/doi/full/10.1056/NEJMc1716355
https://www.nejm.org/doi/full/10.1056/NEJMc1716355
https://www.ncbi.nlm.nih.gov/pubmed/19187889
https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm
https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm
https://www.ncbi.nlm.nih.gov/pubmed/15494186
https://www.ncbi.nlm.nih.gov/pubmed/18508231
https://www.ncbi.nlm.nih.gov/pubmed/18508231
https://www.ncbi.nlm.nih.gov/pubmed/16336480
https://www.ncbi.nlm.nih.gov/pubmed/16336480
https://www.ncbi.nlm.nih.gov/pubmed/20513829
https://www.ncbi.nlm.nih.gov/pubmed/20513829
https://www.ncbi.nlm.nih.gov/pubmed/20083827
https://www.ncbi.nlm.nih.gov/pubmed/21467284
https://www.ncbi.nlm.nih.gov/pubmed/22026451
https://www.azdo.gov/Files/FSMBPainMgmt.pdf
https://dprfiles.delaware.gov/medicalpractice/Model_Policy_Treatment_Pain.pdf
https://www.ncbi.nlm.nih.gov/pubmed/10524471
https://www.ncbi.nlm.nih.gov/pubmed/14500164
https://www.ncbi.nlm.nih.gov/pubmed/14500164
https://www.ncbi.nlm.nih.gov/pubmed/18393078
https://www.ncbi.nlm.nih.gov/pubmed/18393078
https://www.ncbi.nlm.nih.gov/pubmed/22820804
https://www.ncbi.nlm.nih.gov/pubmed/22820804
https://www.jpain.org/article/S1526-5900(11)00060-5/pdf
https://www.jpain.org/article/S1526-5900(11)00060-5/pdf
https://www.ncbi.nlm.nih.gov/pubmed/17520987
https://www.researchgate.net/publication/5560788_Family_physicians'_proficiency_in_urine_drug_test_interpretation
https://www.ncbi.nlm.nih.gov/pubmed/22815062
https://www.ncbi.nlm.nih.gov/pubmed/22815062
https://jamanetwork.com/journals/jama/fullarticle/2503508


Citation: Salem Mohamed Barabie., et al. “Overview of Prescribed Opioids Misuse and Addiction in Susceptible Individuals”. EC 
Microbiology 16.1 (2020): 01-08.

08

Overview of Prescribed Opioids Misuse and Addiction in Susceptible Individuals

42. Reid DBC., et al. “Mandatory Prescription Limits and Opioid Utilization Following Orthopaedic Surgery”. The Journal of Bone and Joint 
Surgery. American Volume 101 (2019): e43.

43. del Portal DA., et al. “Impact of an Opioid Prescribing Guideline in the Acute Care Setting”. The Journal of Emergency Medicine 50 
(2016): 21.

44. Weiner SG., et al. “The Effect of Opioid Prescribing Guidelines on Prescriptions by Emergency Physicians in Ohio”. Annals of Emer-
gency Medicine 70 (2017): 799.

45. Hauri-Bionda R., et al. “[Driving fitness/driving capacity of patients treated with methadone]”. Schweizerische medizinische Wochen-
schrift 128 (1998): 1538.

46. Strain EC., et al. “Methadone dose and treatment outcome”. Drug and Alcohol Dependence 33 (1993): 105.

Volume 16 Issue 1 January 2020
©All rights reserved by Salem Mohamed Barabie., et al.

https://www.ncbi.nlm.nih.gov/pubmed/31094987
https://www.ncbi.nlm.nih.gov/pubmed/31094987
https://www.ncbi.nlm.nih.gov/pubmed/26281819
https://www.ncbi.nlm.nih.gov/pubmed/26281819
https://www.sciencedirect.com/science/article/abs/pii/S0196064417303530
https://www.sciencedirect.com/science/article/abs/pii/S0196064417303530
https://www.ncbi.nlm.nih.gov/pubmed/9816613
https://www.ncbi.nlm.nih.gov/pubmed/9816613
https://www.ncbi.nlm.nih.gov/pubmed/8261875

	_GoBack

