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Abstract 

Background Preventing progression to moderate or severe opioid use disorder (OUD) among people who exhibit 
risky opioid use behavior that does not meet criteria for treatment with opioid agonists or antagonists (subthresh‑
old OUD) is poorly understood. The Subthreshold Opioid Use Disorder Prevention (STOP) Trial is designed to study 
the efficacy of a collaborative care intervention to reduce risky opioid use and to prevent progression to moderate 
or severe OUD in adult primary care patients with subthreshold OUD.

Methods The STOP trial is a cluster randomized controlled trial, randomized at the PCP level, conducted in 5 dis‑
tinct geographic sites. STOP tests the efficacy of the STOP intervention in comparison to enhanced usual care (EUC) 
in adult primary care patients with risky opioid use that does not meet criteria for moderate‑severe OUD. The STOP 
intervention consists of (1) a practice‑embedded nurse care manager (NCM) who provides patient participant 
education and supports primary care providers (PCPs) in engaging and monitoring patient‑participants; (2) brief 
advice, delivered to patient participants by their PCP and/or prerecorded video message, about health risks of opioid 
misuse; and (3) up to 6 sessions of telephone health coaching to motivate and support behavior change. EUC consists 
of primary care treatment as usual, plus printed overdose prevention educational materials and an educational video 
on cancer screening. The primary outcome measure is self‑reported number of days of risky (illicit or nonmedi‑
cal) opioid use over 180 days, assessed monthly via text message using items from the Addiction Severity Index 
and the Current Opioid Misuse Measure. Secondary outcomes assess other substance use, mental health, quality 
of life, and healthcare utilization as well as PCP prescribing and monitoring behaviors. A mixed effects negative bino‑
mial model with a log link will be fit to estimate the difference in means between treatment and control groups using 
an intent‑to‑treat population.

Discussion Given a growing interest in interventions for the management of patients with risky opioid use, 
and the need for primary care‑based interventions, this study potentially offers a blueprint for a feasible and effective 
approach to improving outcomes in this population.

Trial Registration: Clinicaltrials.gov, identifier NCT04218201, January 6, 2020.

*Correspondence:
Jane M. Liebschutz
liebschutzjm@upmc.edu
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13722-023-00424-8&domain=pdf
http://orcid.org/0000-0003-3492-1521


Page 2 of 17Liebschutz et al. Addiction Science & Clinical Practice           (2023) 18:70 

Keywords Risky Opioid Use, Primary Care, Collaborative Care, Cluster‑Randomized controlled trial, Substance use 
disorder, Prevention, Opioid use disorder

Introduction
Responses to the opioid crisis have focused on decreas-
ing opioid prescribing, reducing fatal overdoses, and 
increasing access to medications for opioid use disorder 
(OUD). Little attention has been paid to preventing the 
progression to moderate or severe OUD among people 
who exhibit risky opioid use behavior, which includes 
nonmedical use of prescribed opioids or any use of illicit 
opioids. Subthreshold OUD consists of risky opioid use 
(e.g. taking illicit opioid or nonmedical use of prescrip-
tion opioid) that does not meet the threshold for treat-
ment with opioid agonists or antagonists (e.g. moderate 
or severe OUD as defined by DSM-V criteria of 4 or more 
criteria) [1]. Patients with subthreshold OUD may expe-
rience few symptoms or consequences of their opioid 
use and rarely seek addiction treatment services [2, 3], 
but they are frequently encountered in primary care 
settings where they receive routine medical care and, 
in some cases, prescription opioids for pain manage-
ment. Although prevalence in primary care settings var-
ies based on the patient population, 4.7% of all adults are 
estimated to have risky opioid use, [4], and prevalence is 
much higher (21–29%) among those receiving prescribed 
opioids [5–7]. Primary care clinics are optimally posi-
tioned to identify and provide early intervention for indi-
viduals with risky opioid use because they are the largest 
prescribers of opioid analgesics [8], and they are often 
the only point of health care contact for individuals with 
illicit opioid use that has not yet progressed to OUD. Yet 
there has been almost no research on interventions to 
reduce the potential harms of opioid use or halt the pro-
gression to OUD among primary care patients with sub-
threshold opioid use [9].

Most prior approaches to reducing subthreshold drug 
use in general medical settings have relied on single-
contact brief interventions [10–13], delivered using 
‘screening, brief intervention, and referral to treat-
ment (SBIRT)’ models. In randomized clinical trials, 
these single-contact brief interventions have had mixed 
results for reducing drug use, with most studies show-
ing no difference compared to no intervention. Those 
that were positive showed small reductions and were 
limited by having short-term follow-up [13–17]. A 
pilot study by Bohnert and colleagues in an Emergency 
Department (ED) setting utilized a 30-min therapist 
delivered motivational interview and found decreased 
self-reported opioid use and misuse in individuals at 
risk for overdose [15]. With a slightly more intensive 

but still limited intervention, Gelberg and colleagues 
conducted the Quit Using Drugs Intervention Trial 
(QUIT) which tested brief advice by the primary care 
provider (PCP) and video doctor, with 2 sessions of 
motivational counseling by a telephone health coach in 
primary care clinics for individuals with any moderate-
risk illicit drug use. In two trials, the QUIT intervention 
reduced self-reported drug use by 33%-44% compared 
to usual care [16, 17].

Collaborative care is an established approach for 
improving mental health conditions in primary care 
patients, [18–20] and could potentially be an effective 
approach for subthreshold opioid use. Formal collabo-
rative care models include population management, 
patient-centered team-based care, evidence based 
treatment, measurement based care and accountability 
[18–20]. Collaborative care is grounded in the Chronic 
Care Model (CCM) for chronic disease management, 
[21–24] which seeks to improve patient outcomes 
through integrative systems changes, including organi-
zational support, clinical information systems, delivery 
system redesign, decision support, patient self-man-
agement support, and community resources. Collabo-
rative care teams typically consist of a PCP working 
with a care manager who maintains a clinical registry to 
proactively track and manage care delivery [24]. Prior 
interventions for substance use have included elements 
of formal collaborative care, such as interdisciplinary 
team-based care, as exemplified in the Massachusetts 
nurse-care model [25]. TOPCARE (Transforming Opi-
oid Prescribing in Primary Care) and TEACH (Teach-
ing Effective Analgesia in Clinics for HIV) were cluster 
randomized trials that employed a nurse care manager 
using population management tools, academic detail-
ing, and web-based decision support. While these trials 
improved PCP delivery of guideline concordant opi-
oid prescribing practices for patients receiving chronic 
opioids for pain in primary care and HIV care, respec-
tively,[26–28] they did not examine patient outcomes.

The Sub-Threshold Opioid Use Disorder Prevention 
(STOP) Trial is designed to study the efficacy of ele-
ments of a collaborative care intervention to reduce 
risky opioid use and to prevent progression to moderate 
or severe OUD in adult primary care patients with risky 
opioid use. The STOP intervention augments previ-
ously tested care models by combining PCP brief advice 
and telephone health coaching along with a nurse care 
manager working with the PCP. The STOP intervention 
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thus combines patient-facing and provider-facing com-
ponents. The purpose of this report is to describe the 
STOP trial protocol.

Methods
Objectives and hypotheses
The primary objective (Aim 1) is to determine the effi-
cacy of the STOP collaborative care intervention, in com-
parison to enhanced usual care (EUC), for reducing risky 
opioid use in adult primary care patients. Risky opioid 
use is defined as nonmedical use of prescribed opioids 
(e.g. more than prescribed or non-prescribed opioids) or 
any use of illicit opioids. We hypothesize that patient par-
ticipants with PCPs assigned to the STOP intervention, 
relative to patient participants with PCPs assigned to 
EUC, will have fewer days of risky opioid use, measured 
at 6 months post-baseline (primary outcome), and at 3-, 
9-, and 12-months post-baseline (secondary outcomes).

Secondary objectives capture patient participant (Aim 
2) and provider participant-level outcomes (Aim 3). We 
hypothesize that patient participants with PCPs assigned 
to the STOP intervention, in comparison to those with 
providers assigned to EUC, will have improved meas-
ures of other substance use, quality of life, mental health 
symptoms and no worsening of pain severity. For PCPs 
in the study (provider participants), we hypothesize that 
providers assigned to the STOP intervention, in com-
parison to those assigned to EUC, will adopt improved 
treatment practices that include safe prescribing of con-
trolled substance and increased monitoring for patients 
with subthreshold OUD. Specific secondary outcomes 
are detailed below and in the Additional file 1.

Overview of trial design
The STOP trial is a cluster randomized controlled trial 
that tests the efficacy of the STOP intervention to reduce 
opioid use and overdose risk, and to prevent progression 
of OUD in adult patients with risky opioid use over the 
course of 12  months, as compared to EUC. It is being 
conducted within the NIDA Clinical Trials Network, as 
part of the NIH Helping to End Addiction Long-term 
(HEAL) Initiative.[29] Five geographically distinct study 
sites, each having one or more participating primary care 
clinics, are participating. PCPs are randomized, strati-
fied by site, in a 1:1 ratio to either the STOP intervention 
or control EUC condition. In the case of one site where 
multiple PCPs practice as a team (i.e., share patient care 
among multiple PCPs in the team), the team of PCPs 
together counts as a single cluster for randomization. 
Patients who are eligible and enroll receive the interven-
tion according to the assignment of their PCP. EUC con-
sists of primary care treatment as usual, plus receipt of 
printed educational materials addressing opioid-related 

overdose prevention and an educational video on cancer 
screening.

The STOP intervention is a collaborative care model 
consisting of (1) a practice-embedded nurse care man-
ager (NCM) who provides patient participant educa-
tion and supports the PCP in engaging and monitoring 
patients who have risky opioid use; (2) brief advice deliv-
ered to patient participants by their PCP and/or prere-
corded video message from a study investigator (LG) 
about health risks of opioid misuse; and (3) at least 2 
sessions, and up to 6 sessions, of telephone health coach-
ing to motivate and support behavior change amongst 
patient participants.

Prior to enrollment, patients are informed that their 
PCP is participating in a “healthy living study” and are 
blinded to both the study condition of their PCP and the 
focus of the study (risky opioid use). After enrollment 
it is possible that they may be able to deduce their PCP’s 
assignment, but this information will not be volunteered 
by clinical or research staff. To assess the success of the 
blind, patient participants will be asked at their last study 
visit what they considered to be the goal of the research. 
Patient participants are assessed through multiple modali-
ties, including monthly brief surveys sent via text message 
and email, structured questionnaires delivered over the 
phone and via a web-based portal at baseline and quarterly 
for 12 months, and urine drug screens at baseline, 6 and 
12 months. PCP prescribing and monitoring behaviors are 
assessed from the electronic health record (EHR) as well as 
self-administered questionnaires regarding attitudes and 
behaviors on opioid prescribing. An independent com-
mercial Institutional Review Board (IRB) approved the 
study, and all sites ceded to this central IRB Fig. 1.

Conceptual model
The STOP collaborative care intervention integrates 
patient- and provider-facing interventions and is informed 
by Social Ecological Frameworks for health promo-
tion [30], and the opioid use literature. As depicted in 
Fig.  2, subthreshold OUD is influenced by multiple fac-
tors, including (1) patient-level individual factors such as 
social determinants of health and mental health disorders; 
(2) interpersonal factors such as use of opioids by family/
friends; (3) clinic organizational factors such as utilization 
of clinical information systems to enhance communication 
and efficiency; and (4) community factors such as avail-
ability of community resources and other neighborhood 
characteristics. While STOP does not directly intervene 
on all the factors that impact a patient’s risky opioid use, 
it is designed to address each level of the social ecological 
framework. Additional file 1: Appendix Table S1 maps the 
STOP intervention components to the Social Ecological 
Framework’s four levels of influence. Addressing each of 
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these multiple systems of influence is expected to support 
individuals with subthreshold OUD to reduce their risky 
opioid use behaviors, which can in turn reduce the risk 
of escalation to moderate-severe OUD and opioid-related 
events, such as overdose and death.

Trial registration
Prior to recruitment, the trial was registered at clinical-
trials.gov, identifier NCT04218201.

INTERVENTION

Brief Advice and Video Doctor
Nurse Care Manager
Introduc�on to Telephone Health 
Coach
Educa�onal Materials

EUC

Educa�onal Materials
Video on cancer
screening

Baseline Assessments (Urine Drug Screen)

Monthly Healthy Living Survey
Months 1-12

3-month assessment

Telephone health coaching (2
sessions) 2 and 4 weeks a�er
Baseline

Par�cipants can receive addi�onal
telephone health coaching weekly 

for 4 weeks. (4 sessions)

PCP randomiza�on into EUC or STOP Interven�on

All adult pa�ents (≥18 y.o.) of par�cipa�ng PCPs

Prescreening. All pa�ents complete the ‘healthy living survey’ including the TAPSa Tool. Pa�ents who are
prescribed chronic opioids also complete the COMMb. If prescreen eligible, addi�onal ques�ons are 

administered on current substance use and readiness to change.

If eligible, the RC/RA obtains consent for Study Enrollment (online or in-person)

Screening for study eligibility – RC/RA administers CIDIc opioid items and verifies inclusion/exclusion criteria

6-month assessment + Urine Drug Screen

9-month assessment

12-month assessment + Urine Drug Screen

a Tobacco, Alcohol, Prescrip�on medica�on, and other Substance Screening TAPS) 7

b Current Opioid Misuse Measure (COMM)28,29

c World Mental Health Composite Interna�onal Diagnos�c Interview (CIDI)30

Fig. 1 Basic Study Schema
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Site selection
The study team distributed a call for applications to be a 
clinical site for the trial to the NIDA Clinical Trials Net-
work, which comprises 16 geographically distinct nodes, 
each of which is affiliated with one or more large aca-
demic centers and multiple clinical sites. Eligible sites 
were expected to have approximately 7–30 PCPs who 
would be eligible to participate, capacity to provide refer-
rals to opioid treatment program(s), an electronic health 
record, a clinical champion willing to work with the study 
team to facilitate study clinical activities, and space for 
a nurse care manager. Participating sites could not have 
an existing collaborative care model dedicated to manag-
ing patients receiving opioid prescriptions. Although not 
required, additional desirable characteristics included 
location in a region with higher-than-average prevalence 
of opioid use, capacity to provide in-office buprenorphine 
treatment, ethnic/racial diversity, and space in or near 
the clinic for research activities.

The study team conducted site visits with potential 
clinics from June to September 2019 and the sites were 
finalized in November 2019.

Clinical champion
Each site has a Clinical Champion, (4 sites had one, 1 
site had two) who is a physician, or in one case a clinical 

psychologist, actively practicing in the study clinics. The 
role of the Clinical Champion is to help recruit PCPs and 
serve as a resource for the nurse care manager as well as 
PCPs randomized to the STOP intervention.

PCP eligibility
Eligible PCPs are licensed medical professionals (MD, 
DO, NP, PA) who have a total weekly patient volume of 
approximately 40 or more adult patients during a typical 
week and provide care to approximately 4 or more adult 
patients receiving chronic opioid therapy and/or with 
risky opioid use. Chronic opioid therapy is defined as 
having at least three opioid prescriptions, at least 21 days 
apart, in the past six months, with EHR documenta-
tion of active opioid prescription within 60 days prior to 
screening. The PCPs must be willing to be randomized 
to either study condition. They are excluded if they are 
medical residents or have definite plans to resign from 
the clinic in the subsequent 24  months or change their 
schedule in the next 24 months such that they would no 
longer meet the inclusion criteria for patient volume, per 
PCP self-report.

PCP recruitment
The Site PI and/or Clinical Champion work with clinic 
staff to identify potentially eligible PCPs who they 
approach to assess their interest in participating. Inter-
ested PCPs complete a screening survey to assess eli-
gibility and if eligible, research staff conduct informed 
consent and the PCP completes a baseline survey (see 
below, study measures). The Clinical Champion delivers 
orientation to the PCPs randomized to the STOP inter-
vention (see below, training).

Patient eligibility
Patient eligibility criteria include (1) PCP is enrolled in 
the study. (2) Age ≥ 18 at time of prescreening. (3) Pro-
ficient in written and spoken English, as determined 
by self-report and research staff. (4) Access to phone 
that can receive text messages. (5) Access to a phone 
that could receive text messages and to the internet (via 
smartphone, tablet, computer). (6) Sufficient contact 
information (minimum of 1 reliable locator). (7) Abil-
ity to provide informed consent. (8) Risky opioid use, 
defined as a Tobacco, Alcohol, Prescription medication, 
and other Substance Screening TAPS [7] score ≥ 1 for 
illicit opioid (heroin or fentanyl) use and/or nonmedi-
cal prescription opioid use, and/or a positive response 
(> Never) to Current Opioid Misuse Measure (COMM)
[32, 33] items indicating taking more opioid medication 
than prescribed or opioid medications that belonged to 
someone else, on any of the following three items: (Item 
9) In the PAST 30 DAYS, how often have you needed to 

Fig. 2 Social Ecological Framework of Risky Opioid Use



Page 6 of 17Liebschutz et al. Addiction Science & Clinical Practice           (2023) 18:70 

take pain medications belonging to someone else?; (Item 
14) In the PAST 30 DAYS, how often have you had to 
take more of your medication than prescribed?; (Item 
15) In the PAST 30 DAYS, how often have you borrowed 
pain medication from someone else?

Exclusion criteria include: (1) Moderate-severe opi-
oid use defined as meeting 4 or more DSM-5 criteria for 
OUD at screening, as assessed by research staff adminis-
tering the World Mental Health Composite International 
Diagnostic Interview (CIDI) modified for DSM-5 criteria 
(removing legal problems and adding craving) [34]. (2) 
Receiving medication for OUD or engaged in an opioid 
treatment program in the past 30  days from screening 
date. (3) Receiving opioids for end-of-life care. (4) Preg-
nancy, as determined by self-report. (5) Currently in 
jail, prison, other overnight facility as required by court 
of law, or have pending legal action. (6) Definite plans 
to leave the area or clinic practice within 12 months. (7) 
Other factors that may cause harm or increase risk to 
participant.

Patient recruitment
Research staff (research coordinator (RC) or research 
assistant (RA)) prescreen patients of participating PCPs 
for eligibility. Although the study was initially conceived 
as primarily conducting prescreening in clinic waiting 
rooms, with the COVID pandemic related restrictions, 
procedures were adapted to offer prescreening in multi-
ple ways, with a reliance on remote methods. Procedures 
include mailing letters to patients, sending messages to 
patients through email and/or patient portals, texting 
and calling patients, posting flyers in clinical areas, and 
clinical staff referrals. When possible, research staff may 
also conduct in-person waiting room prescreening.

Patient prescreening for eligibility
The prescreen is conducted via a self-administered web-
based “Healthy Living Survey”, which includes questions 
about general health behavior (exercise, diet) as well as 
substance use. The purpose of including general health 
questions is to partially mask the opioid focus of the 
study for potential participants. For all patients, the pre-
screening survey includes the TAPS Tool [7]. For patients 
who report receiving an opioid medication prescription 
in the previous 6 months, the prescreening tool addition-
ally includes the COMM [32, 33].

To protect anonymity, prescreening forms do not 
include identifying information for those who are ineli-
gible. If a patient prescreens eligible, they are asked to 
create a unique ‘study ID’ and leave their contact infor-
mation for the research staff to reach them. Patients 
who do not qualify for the study have no further study 
interaction.

Screening and enrollment
The RC or RA contacts individuals who have prescreened 
eligible to conduct further ascertainment of eligibility 
and to administer informed consent. To conduct the eli-
gibility screen, the RC/RA administers the CIDI opioid 
items and completes a checklist of inclusion and exclu-
sion criteria. The RC/RA obtains written informed con-
sent from eligible and interested individuals.

Individuals who are ineligible on screening due to 
moderate to severe OUD or receipt of MOUD will 
receive from the RC/RA information about overdose pre-
vention, a list of community and/or clinic resources for 
OUD treatment, contact information for a social worker 
or behavioral health staff member at the clinic, an ineli-
gible patient letter patients can provide to their PCP (for 
moderate to severe OUD patients only); and the RC/RA 
will suggest that patients speak with their PCP. They are 
not informed why they were ineligible.

Study treatment arms
The two study arms include Enhanced Usual Care (EUC) 
and the STOP intervention. The interventions do not 
interfere with usual care received by patient partici-
pants and could include referral to treatment for OUD 
if patient participants in either arm of the study should 
develop moderate-severe OUD during the study. Of note, 
patients in the study could be receiving prescription opi-
oids from any provider, including the PCP but also non-
PCP prescribers.

Enhanced usual care (EUC)
In the EUC arm, PCPs conduct primary care as usual, 
without the support of the NCM or health coach, and 
they are not made aware that their patient is enrolled in 
the trial. The enhancement occurs at the time of the ini-
tial baseline visit when patient participants view a short 
video and receive written materials on cancer screen-
ing and educational materials on opioid-related over-
dose prevention, including how to obtain a naloxone kit. 
The justification for the EUC is that current practice in 
primary care generally does not include routine opioid 
safety measures, including overdose prevention infor-
mation or naloxone acquisition. The use of the cancer 
screening video and handouts are to enhance blinding of 
the study purpose and serve as an attention control.

STOP intervention
The STOP intervention consists of three key components: 
Brief advice delivered by the PCP and/or a brief video 
doctor on opioid use, two to six sessions of telephone 
health coaching, and 12  months of nurse care manage-
ment. Each component was included in prior clinical tri-
als conducted in primary care settings that were effective 
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in decreasing drug use [16, 17] or for increasing guide-
line-adherent opioid prescribing [27, 28, 35]. The STOP 
intervention combines them. Intervention participants 
also receive educational materials on opioid-related over-
dose prevention given to EUC participants. See Table 1.

I. Brief Advice
After a patient participant enrolls, the RA/RC informs 
the patient’s PCP and provides the PCP with a printed 
‘Summary to the Clinician’ that explains the patient par-
ticipant’s prescreening results (TAPS and, if applicable, 
COMM) and a script that guides the PCP in providing 
brief advice on reducing risky opioid use. The scripts are 
adapted from those used in the QUIT trial [16, 17] and 
are available in two versions—one for patients misusing 
illicit opioids and the other for patients misusing pre-
scribed opioids. See Additional file for copies of scripts.

For patient participants with an upcoming scheduled 
primary care visit at the time of enrollment, PCPs are 
asked to give brief advice at the time of the visit. If the 
participant does not have a scheduled primary care visit, 
the PCPs are asked to call the patient to deliver the brief 
advice within 10 business days. Afterwards, PCPs fill out 

an intervention checklist about the advice given (or not 
given).

All patient participants are asked by research staff to 
watch a ‘Video Doctor’ recording during the baseline 
study visit to supplement any brief advice that is deliv-
ered by the PCP, as utilized in the QUIT trials [16, 17]. 
The 5-min video features a 3-min clip from a study inves-
tigator (LG) delivering the same brief advice script that is 
given to the PCP, as well as videos of the health coaches 
and local nurse care manager introducing themselves and 
their roles.

II. Telephone health coach
The Telephone Health Coaches (hereafter referred to as 
Coaches) deliver a series of individual health coaching 
sessions. The coaches are not affiliated with the clinics 
but provide a national phone bank available to patients 
of any of the study clinics. This allows patients to discuss 
clinic related barriers they face and to discuss issues that 
they do not want recorded in their EHR. The Coaches 
utilize elements of Motivational Interviewing (MI) and 
Cognitive Behavioral Therapy (CBT) to improve patient 
participant motivation and self-efficacy to change health 
behavior and behavioral outcomes [36–38]. Health 
coaches may be social workers, counselors, or individuals 

Table 1 Summary of Intervention Provider Roles and Timing of Patient Contacts

Team member PCP NCM Telephone Health Coach

Role and responsibilities • Brief advice
• Discusses opioid use in context of over‑
all health

• Health education
• Risk reduction counseling
• Overdose prevention and naloxone 
provision
• Self‑management skills
• Education on non‑pharmacologic pain 
management
• Referrals and support for pain, mental 
health, SUD treatment, other services
• Healthcare and resource navigation
• Supports engagement in primary care
• Uses motivational enhancement 
strategies to engage patients in SUD 
treatment when indicated
• Monitoring opioid prescribing 
and risks, when applicable

2 initial coaching sessions
• Offers support
• Evidence‑based counseling (MI) 
to enhance motivation for substance 
use behavior change
• Risk reduction counseling
• Suggests strategies for overcoming 
barriers to behavior change
• Encourages engagement w/ primary 
care and behavioral health provid‑
ers and study nurse care manager 
in the clinic
• Encourages utilization of community 
and/or on‑line resources to support 
behavior change
4 enhanced coaching sessions:
• Evidence‑based CBT focused on sub‑
stance use behavior change
• Additional CBT to address other 
patient concerns (Pain, Depression, 
Anxiety)

Timing of patient contacts 1.Baseline visit or within 10 business 
days
2.Readdress in follow‑up primary care 
visits

1.Baseline visit
2.12 months of ongoing monitor‑
ing and engagement in conjunction 
with PCP. Meets on an approximately 
monthly basis for patients prescribed 
chronic opioids and as needed for all 
patients

1.Initial health coaching: Week 2 
and Week 4 (approximately) follow‑
ing baseline visit
2.Enhanced coaching: For individuals 
who may benefit from further inter‑
vention: Weeks 7,8,9,10 (approxi‑
mately)

Location Clinic, video visit, or telephone visit Clinic (contacts are in‑person ± by 
telephone)

Telephone and/or video
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with other professional training that qualifies them to 
deliver the STOP counseling intervention.

All patient participants in the STOP arm are offered 
the two initial health coaching sessions with or without 
video, based on patient participant preference, at approx-
imately 2- and 4-weeks post-baseline. See Table  1 for 
content of coaching sessions.

Enhanced coaching (Step 2):
Patient participants who may benefit from additional 

coaching following the Step 1 sessions are offered up to 
4 additional sessions with the same Coach. These ses-
sions ideally start within two weeks of the patient par-
ticipant’s referral into Step 2 and occur once a week for 
four consecutive weeks. Enhanced coaching may be rec-
ommended by the NCM or PCP, or offered at the discre-
tion of the Coach, based on patient preference as well as 
clinical criteria which may include ongoing or escalating 
nonmedical or illicit opioid use, overdose risk behavior, 
symptoms of OUD, overdose episodes, and/or conse-
quences of opioid and other substance use. Enhanced 
coaching is offered by the Coach at the time of the second 
Step 1 session, and patients are free to decline. (Table 1).

III. Nurse care manager
The Nurse Care Manager (NCM) works closely with the 
intervention PCP to assess, educate, and manage patient 
participants with risky opioid use. Details of the NCM 
intervention are outlined in Table 1. Patient participants 
are asked to schedule an initial visit with the NCM as 
soon as possible following study enrollment. The NCM 
continues working with patients in the STOP condition 
throughout their 12  months of study participation. Fol-
lowing the initial visit with the NCM, the frequency of 
visits depends on patient participant needs. Throughout 
the health coaching period, the Coaches and NCMs meet 
weekly to discuss their patients and strategize how to 
effectively work with the entire care team to support the 
patient.

Training
Each of the professionals involved in the intervention 
receives specific training prior to patient recruitment.

The Clinical Champions receive training conducted by 
two primary care physicians with expertise substance use 
(LG and Lead Investigator JM). The primary goal of the 
training is to prepare Champions to educate and provide 
guidance to their PCP colleagues. The training orients 
them to the study and covers the Summary to the Clini-
cian, delivery of brief advice, management and monitor-
ing of patients receiving prescription opioids, identifying, 
and assessing OUD, treatment of OUD, and overdose 
prevention.

PCP participants randomized to the intervention 
receive a 20–30-min training delivered by the site Clini-
cal Champion. This training includes practicing delivery 
of brief advice, understanding the Summary to the Clini-
cian, documentation on the intervention checklist, and 
collaboration with the NCM. PCP participants in the 
EUC condition only receive an introduction to the study 
during the Clinical Champion’s initial presentation to the 
clinic.

Health Coaches undergo initial training and then par-
ticipate in a weekly virtual Learning Community (as in 
the QUIT trials [16, 17]) for ongoing technical support, 
mutual problem solving, supervision, and to maintain 
fidelity of the intervention. Some of the training sessions 
occur jointly and some are role specific. Study train-
ers include a PhD clinical psychologist (TL) and a phy-
sician expert in health coaching for risky substance use 
(LG). Training is delivered virtually over a 6-day period 
and is focused on the content and procedures involved in 
behavior change coaching, with special focus on building 
competence in motivational interviewing and cognitive 
behavioral therapy techniques. Coaches and NCMs learn 
techniques to refer patient participants to local resources 
as well as to assess suicidality. After formal training, the 
health coaches conduct mock sessions, which are audio 
recorded and coded for fidelity by the trainers.

NCMs undergo 10  h of didactic training over the 
course of 5  days, and an additional 4–8  h of interactive 
workshop training prior to the start of their participation 
in the study. These sessions are led by two experienced 
nurse care managers and the study Lead Investigator 
(DB, CA, JL), all of whom participated in prior trials 
using NCM for opioid prescribing. Throughout the study, 
these trainers facilitate a weekly hour-long group meet-
ing of the NCMs to offer technical support.

PCP participant compensation
Provider participants receive compensation in the form 
of debit cards or gift cards for completing surveys ($25 
per survey, total of $50).

Patient participant compensation
Patient participants receive compensation in the form of 
debit cards or gift cards for completing study activities 
including surveys, urine drug screening, and updating 
contact information (total possible $670 for full partici-
pation). Intervention patients also get $3 per telephone 
health coaching to offset the cost of data usage on mobile 
phones (maximum $18) but are not otherwise compen-
sated for participation in any aspect of the intervention. 
A subsample of intervention patients who undergo quali-
tative interviews to assess the intervention experience 
receive a further $50.
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Study assessments
Sources of data
Assessments and times of their administration are 
listed in Table  2. Outcome data are collected from 

patient participants via self-administered surveys, RA/
RC-administered surveys, and urine toxicology tests. 
Self-administered assessments were selected whenever 
possible, to increase feasibility and limit social desirability 

Table 2 Aims, Outcomes and Measures

BPI = Brief Pain Inventory

CIDI = Composite International Diagnostic Interview

PDSQ = Psychiatric Diagnostic Screening Questionnaire

PHQ = Patient Health Questionnaire

PROMIS = Patient-Reported Outcomes Measurement Information System

PSS = Patient Safety Screener (PSS)

TLFB = Timeline Follow Back
a Because each site has different regulations on naloxone distribution, this would encompass either directly supplying naloxone or referring patient to place to obtain 
naloxone

Outcome Instrument Time of administration

Aim 1: Determine efficacy of STOP as compared to EUC for reducing risky opioid use

 Risky Opioid Use Healthy Living Survey Baseline, monthly

Timeline Follow‑Back [76] 3 m, 6 m

Urine Toxicology Screen Baseline, 6 m, 12 m

Aim 2: Examine the impact of STOP on important patient‑level outcomes

 Substance Use

  Binge alcohol use, benzodiazepine use, stimulant use, other drug 
use

Healthy Living Survey Baseline, monthly

Urine Toxicology Screen Baseline, 6 m, 12 m

  Tobacco E‑cigarette and vaping Baseline, 6 m, 12 m

  Marijuana use Healthy Living Survey Baseline, monthly

Marijuana Use assessment [77] Baseline, 12 m

  Prescription opioid misuse behaviors among individuals with pre‑
scribed opioids

Current Opioid Misuse Measure (COMM) [32] Baseline, 6 m, 12 m

  Incidence of Moderate‑Severe OUD CIDI [34] Baseline, 6 m, 12 m

  Overdose risk behavior Non‑fatal overdose questionnaire [47] Baseline, 6 m, 12 m

Other outcomes

 Alcohol and drug use disorder PDSQ [42, 43, 78] Baseline, 6 m, 12 m

 Pain symptoms and functioning BPI – short form [79] Baseline, 3 m, 6 m, 9 m, 12 m

 Depression and Suicide PHQ‑8 [80], PSS [81, 82] Baseline, 6 m, 12 m

 Anxiety PROMIS anxiety short form [41] Baseline, 6 m, 12 m

 Sleep Quality PROMIS sleep 4a [83] Baseline, 6 m, 12 m

 Health Related Quality of Life SF‑12 measure [84] Baseline, 6 m, 12 m

 Health Care Utilization Patient reported ED visits and hospitalizations Baseline, 6 m, 12 m

Aim 3: Characterize the impact of STOP on primary care provider behaviors

 Rates of opioid prescribing, including high dose Chart Abstraction 12 m

 Rates of Benzodiazepine prescribing Chart Abstraction 12 m

 Receipt of naloxone  kita Chart Abstraction 12 m

Nurse Care Manager checklist Cumulative 12 months

 Monitoring for patients prescribed opioids Chart Abstraction 12 m

Other outcomes

 Organizational context in readiness to change ORCA Context Items [85] Baseline

 Experience with assessment and treatment of pain, COT management Modified TOPCARE survey [26] Baseline, 12 m

 Substance use and misuse in patients: knowledge and attitudes Modified ASIP survey [86] Baseline, 12 m

 Experience with management of risky opioid use, OUD, overdose 
prevention, X‑waiver

Modified TOPCARE survey [26] Baseline, 12 m

 Feedback on intervention (intervention PCPs only) QUIT [16, 17] 12 m
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bias. Data from PCP participants are collected via self-
administered surveys, and through audit of the electronic 
health record. In addition, a research staff member con-
ducts qualitative interviews by telephone with a conveni-
ence sample of patient participants between three and six 
months of study participation, with distribution across 
sites.

Patient participants are administered the “Healthy Liv-
ing Survey” at baseline and monthly via email/text with a 

computerized link to questions quantifying use of opioids 
and non-opioid substances, and prescription opioid mis-
use. Questions on diet, exercise, and stress are included 
to blind the study participants as to the study focus.

Primary Outcome: Days of Risky Opioid Use.
The primary outcome measure is self-reported number 

of days of risky opioid use in the past 180 days, assessed 
at 6  months after the baseline visit using single item 
questions based on the Addiction Severity Index [39, 40] 
and the COMM [32, 33] via the “Healthy Living Survey” 
(See Text box below). Participants are asked to specify 
the number of days of illicit opioid use and of nonmedi-
cal use of prescribed opioids in the past 30  days (range 
is 0–30  days). Illicit opioid use includes use of heroin 
or fentanyl. Nonmedical opioid use includes using pre-
scribed opioids more frequently or at higher doses than 
instructed on the prescription (e.g., taking 2 tablets when 
the prescription indicates a dose of 1 tablet), or tak-
ing pharmaceutical opioids that were not prescribed to 
them. The extent of overlap between these different types 
of risky opioid use is also measured, when applicable. 
The measure is calculated as the sum of all days of use 
reported on the assessments of past 30-day drug use for 
the first 6 months (i.e., the sum of days of use from the 
measures collected on day 30, day 60, day 90, day 120, 
day 150, and day 180 minus the overlap). For example, if 

a participant reports nonmedical opioid use on 10 days, 
illicit opioid use on 12  days, and there were 4  days on 
which they used both nonmedical and illicit opioids, 
then the total number of days of risky use are calculated 
as 10 + 12–4 = 18.Days of risky opioid use are assessed at 
the prescreen eligibility survey and every 30 days for the 
12 months of study participation. The assessment is self-
administered using a computerized form delivered using 
a text message or email 

link to a monthly Healthy Living survey.

Secondary outcomes
Substance Use: The Healthy Living Survey includes other 
items on opioid and other substance use for secondary 
analyses. Substances queried using additional questions 
based on the Addiction Severity Index [39, 40] include 
the number of alcohol heavy drinking days (4 + drinks/
day for women, 5 + drinks/day for men), and days of non-
medical use of benzodiazepines or prescription stimu-
lants,, illicit stimulant (cocaine or methamphetamine), 
marijuana, and other drugs. Additional items adapted 
from the COMM [32, 33] include: “During the PAST 30 
DAYS, on how many days did you borrow pain medi-
cation from someone else?” and “During the PAST 30 
DAYS, on how many days did you use your pain medi-
cation for symptoms other than for pain (e.g., to help 
you sleep, improve your mood, or relieve stress)?”. Days 
of non-opioid substance use is measured using the same 
approach as days of risky opioid use, with one question 
asking about number of days of use of each substance 
type in the past 30  days, but without questions about 
overlapping days of use.

Other sources of data on substance use include qualita-
tive urine drug screens to verify self-reported drug use at 
baseline, 6, and 12 months. The urine drug screen meas-
ures opioids, oxycodone, fentanyl, barbiturates, benzo-
diazepines, cocaine, amphetamine, methamphetamine, 

Survey items assessing the primary outcome measures, based on items from the 
Addic�on Severity Index32,33 and the COMM24,25

“During these 30 days, on how many days did you use heroin or fentanyl?”

For pa�ents with a current opioid prescrip�on, 

a) “During these 30 DAYS, on how many days did you need to take pain medica�ons 
belonging to someone else?”  

b) “During these 30 DAYS, on how many days did you have to take more of your 
medica�on than prescribed?”



Page 11 of 17Liebschutz et al. Addiction Science & Clinical Practice           (2023) 18:70  

marijuana, methadone, buprenorphine, phencyclidine 
and ecstasy. Additionally, the RC/RA administers an 
assessment of risky opioid use via Timeline Follow-Back 
method at 90 and 180 days. This assessment will measure 
days of risky opioid use should the monthly assessments 
yield low response rates. The Psychiatric Diagnostic 
Screening Questionnaire (PDSQ) [41], is a brief self-
administered instrument to assess DSM-IV alcohol and 
drug use disorders. The PDSQ was chosen as the only val-
idated self-administered tool for DUD and AUD and was 
validated in more than 3000 patients in both medical and 
mental health outpatient settings [39, 42, 43]. Because it 
does not distinguish which substance meets criteria for 
DUD, the CIDI is administered by the RA/RC for OUD at 
baseline, 6, and 12 months. Overdose risk is assessed by 
the Overdose Risk Behavior Questionnaire, [15, 44–46] 
and past month overdose experience is assessed through 
a single question used in prior research.[47].

For non-substance use measures, see Table 2.
Primary care provider outcomes focused on improv-

ing guideline-concordant practices with respect to 
patients with risky opioid use, including prescribing 
lower doses of opioids, avoiding concomitant benzodiaz-
epines, increased monitoring and higher visit frequency. 
Provider-level outcomes are measured through chart 
abstraction in the Electronic Health Record, including 
opioid prescriptions (< 50 Morphine Milligram Equiva-
lent (MME), 50–90 MME and =  > 90 MME), benzodiaz-
epine prescriptions, naloxone prescriptions, number of 
urine drug screens ordered and completed, new diagno-
ses of OUD, and number of scheduled primary care visits 
per patient participant.

Other outcomes
Other measures will be collected to assess exploratory 
outcomes, to characterize domains from our conceptual 
model, and may be used to adjust models of primary and 
secondary outcomes. See Table 2 for details.

Qualitative interviews of up to 30 participants in 
the intervention condition after 3  months will explore 
how they engaged with the different components of the 
intervention (NCM, Health Coach, PCP brief advice). 
Qualitative interviews are guided by the social ecologi-
cal framework [48] to examine barriers and facilitators 
to reducing opioid use and intervention engagement 
related to patient characteristics, social networks, the 
community, and the health care system. Interviews will 
be audio-recorded, transcribed, and analyzed using the-
matic analysis techniques [49].

Study assessments are estimated to require one to two 
hours at baseline and 3, 6,9 and 12 months. The Monthly 
health living survey takes participants approximately 
15 min.

Fidelity measures
To evaluate fidelity to the STOP intervention model, each 
person (PCP, NCM, Health Coach) completes measures 
about interventions delivered. For the PCP, this includes a 
checklist reporting what elements of the brief advice they 
delivered, and the time required. The NCMs document 
delivery of the intervention including number of inter-
actions, type of interactions (e.g., text, phone, in-person 
visit), and the duration and content of those interactions. 
Health coaches complete and session content checklist at 
the conclusion of each session. In addition all coaching 
calls are recorded (when patient participant gives per-
mission) and coded by a trained, independent rater for 
use of motivational interviewing and cognitive behavio-
ral therapy, using the Motivational Interviewing Treat-
ment Integrity (MITI) Scale 4.1 [50, 51] and following the 
strategy of Haddock and colleagues to integrate elements 
of CBT into the fidelity monitoring [51]. All sessions are 
recorded for the first three months of the study to verify 
that Health Coaches are achieving consistent delivery of 
the intervention. Afterwards, a random 10% of the ses-
sions are evaluated for adherence to the intervention.

At the end of study participation, the last survey that 
all patient participants complete is an assessment of what 
they think the study was targeting (opioids, diet, exercise, 
etc.).

Analysis
A mixed effects negative binomial model with a log link 
will be fit to estimate the difference in mean number of 
days of risky opioid use in the past 6  months between 
treatment and control groups. The model will include 
random PCP intercepts to account for within-PCP corre-
lation of participant response values, fixed site effects to 
account for within-site correlation of responses, a fixed 
treatment effect, and the baseline value of the response 
variable (days of use within 30 days prior to the baseline 
assessment timepoint), which may improve precision. 
Letting  Yjk denote the response variable of a participant 
in site j with PCP k, treatment denote a binary treatment 
indicator variable, and baseline denote the baseline value 
of the outcome variable, the formula for the log-trans-
formed expectation of  Yjk is below:

where αj is the fixed effect for site j and γk is the random 
intercept for PCP k. We assume the PCP random inter-
cepts are normally distributed with mean zero and stand-
ard deviation σγ. The negative binomial model allows for 
potential overdispersion of the response variable and is 

log
[

E
(

Yjk

)]

= β0 + β1 · · · treatment

+ β2 · · · baseline + αj + γk
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more flexible than a Poisson distribution which would 
require the mean to be equal to the variance. If 2 or more 
PCPs are randomized as a single cluster because they 
practice as a team, they will be analyzed as a single clus-
ter. The primary hypothesis will be evaluated by testing 
whether the treatment effect, β1, is different from zero. 
This is equivalent to testing whether the control mean is 
different from the intervention mean.

The primary analysis will be performed on the Inten-
tion-to-Treat (ITT) principle, analyzing patient par-
ticipants according to their randomization assignment 
regardless of potential exposure to the opposite assign-
ment. The primary analysis will use multiple imputa-
tions to account for missingness of the primary outcome 
variable. The imputation model will incorporate informa-
tion on days of risky use from the timeline follow back 
surveys. Further details of the imputation model will be 
specified in the Statistical Analysis Plan, which will be 
finalized prior to the primary analysis is performed. A 
secondary analysis will be performed on the Per Proto-
col (PP) population. This population will exclude patient 
participants who had appointments with PCPs in the 
opposite treatment arm. The primary outcome will be 
evaluated using a two-sided test with a type I error rate 
of 5%.

Secondary analyses of the primary outcome include 
the model used in the primary analysis adjusted for indi-
vidual-level covariates which may be associated with the 
response.

Analyses of secondary outcomes
A secondary analysis will fit the same model to the 180-
day outcome measured at the 12-month timepoint to 
assess durability. Further secondary analyses will explore 
temporal patterns of number of days of risky opioid use. 
In addition, a mixed effects negative binomial model will 
be fit including treatment by time interactions for each 
timepoint. The model will include participant random 
intercepts to account for correlation in responses arising 
from multiple observations for each patient participant.

Analyses for Aim 2 secondary outcomes will be ana-
lyzed with mixed effects regression models with treat-
ment by time interactions (analogous to those described 
above for the primary outcome) or generalized linear 
models with generalized estimating equations (GEE) to 
account for correlation of responses will be fit. Similar 
regression models will be fit for the Aim 3 objectives, but 
these will use provider participant rather than patient 
participant as the unit of observation.

Sample size estimation/Statistical Power
Power was calculated based on simulations exploring 
four possible scenarios to consider different time trends 
of the intervention effect as well as a possible assess-
ment impact in the control group. Assessment impact 
means that the regular recording of opioid use in the 
monthly assessments causes self-awareness which leads 
to behavior modifications [52, 53]. The four scenarios are 
depicted in Additional file  1: Appendix Figure S1. This 
figure shows the mean values of risky opioid use days 
(within the past 90 days) assumed in each arm at 0, 3, and 
6 months. The mean in the control arm is expected to be 
between 10 and 20, and 20 was selected for simulations 
because it is the most conservative (i.e., gives the lowest 
power), assuming that the additive effect size does not 
change as the control group mean changes. Scenario 1 
has a 6-day constant difference between groups at both 
time points; in scenario 2 the intervention effect wanes 
to a 5-day difference during months 4–6. Scenarios 3 and 
4 are the same as 1 and 2, but with assessment impact 
operationalized by decreasing the mean by an additional 
1 day per 90 days in each arm. For more detailed statisti-
cal information, see Additional file 1.

The original protocol planned to enroll 60 PCP clusters 
with approximately 8 patient participants per PCP cluster 
for a total of 480 patient participants. The results of the 
simulations showed power for all 4 scenarios with 60 PCP 
clusters and 8 patient participants per PCP cluster to be 
at least 95%. During the trial, patient recruitment chal-
lenges led to a re-evaluation of whether sufficient power 
could be maintained with a reduced sample size, given 
that the study had been very highly powered. Therefore, 
we re-ran the power simulations and showed that that 
the following two conditions were all four scenarios had 
adequately power (89–99%) for the following two sample 
sizes: 1) 60 PCP clusters with 5 patients per PCP clus-
ter for a total of 300 patient participants and 2) 50 PCP 
clusters with 4 patients per PCP cluster for a total of 200 
patient participants, with power for all 4 scenarios for 
both conditions in the range of 89% to 99%.

Based on these results and the observation that the 
study had not yet been able to identify eligible patients 
for 30–40% of enrolled PCPs, the study was modified 
to plan for enrollment of approximately 100 PCPs from 
a total of 5 sites, which should leave approximately 60 
PCP clusters with patients enrolled into the study (noting 
that only 1 site practices in teams). Based on prior stud-
ies of general population prevalence of opioid misuse of 
3.9–6.6% [7, 17] and estimates of misuse of 30% among 
patients prescribed opioids, we estimated that each PCP 
cluster would have approximately 6–7 eligible patients 
of whom 75% will be enrolled into the study, averaging 
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5 patient participants per enrolled PCP cluster. This 
equates to 300 patient participants participating in the 
study (60 PCP clusters with 5 patient participants per 
cluster). Based on this work, the target sample size was 
reduced to 300 participants following review by the Data 
and Safety Monitoring Board.

Trial status and protocol version
The study protocol was developed prior to the COVID-
19 pandemic and received IRB approval in January 2020. 
The pilot study, scheduled to run at one site in spring 
2020 and the main study, scheduled to start in September 
2020, were greatly impacted by the COVID 19 pandemic, 
pushing all timelines back and requiring major adjust-
ments to many aspects of the study protocol, especially 
the recruitment methods. Study recruitment of PCPs 
began in January 2021. Patient recruitment began in 
March 2021. Patient recruitment will be completed April 
30, 2023. This manuscript was based upon Protocol Ver-
sion 7.0.

Data safety and monitoring board
The NIDA CTN DSMB affiliated with this trial is respon-
sible for conducting periodic reviews of accumulating 
safety, trial performance, and outcome data.

Discussion
This paper describes the design and protocol of one of 
the first multi-site randomized controlled trials to exam-
ine interventions for adults presenting in primary care 
settings with subthreshold opioid use disorder [9]. It 
addresses an important gap in the literature: most trials 
addressing risky and potentially harmful opioid use have 
focused on either patients who already have moderate to 
severe opioid use disorder, or on prescribing opioids for 
pain. In contrast, our study focuses on individuals who 
have only risky opioid use behaviors and are currently 
experiencing few if any consequences to their health or 
functioning resulting from opioid use, but who nonethe-
less may be at risk for opioid-related harms, including to 
the development of moderate or severe OUD.

Little is currently known about the trajectories of indi-
viduals who have subthreshold OUD, including how 
likely, and within what timeframe, they may develop a 
more severe OUD or experience opioid-related overdose 
or other serious negative health impacts. OUD preven-
tion efforts have focused on regulatory efforts and pub-
lished guidelines about prescribing opioid analgesics, 
particularly by primary care physicians [54, 55]. There 
is increasing concern that curbing prescribing could be 
contributing to the opioid crisis when opioid tapers are 
not accompanied by interventions that actively engage 
patients and providers in preventing the development of 

OUD, treat underlying pain, and provide access to effec-
tive treatment and overdose prevention strategies for 
individuals who already have a moderate-severe OUD 
[56–58].

In its 2020 recommendation to screen adult primary 
care patients for drug use, the US Preventive Services 
Task Force (USPSTF) noted critical gaps in the evidence 
for interventions to reduce drug use, risk behaviors, and 
negative health consequences. In particular, evidence was 
noted to be lacking for treatment interventions among 
non-treatment seeking patients who are identified via 
screening.[59–61] Although it is limited specifically to 
patients with subthreshold OUD, our study will contrib-
ute to filling this evidence gap, and may inform future 
studies of primary care interventions for other types of 
drug use.

The STOP collaborative care model brings together 
intervention components that individually improved 
outcomes in opioid prescribing and substance use but 
have not previously been tested in combination or with a 
focus on subthreshold OUD. Collaborative care has been 
shown to improve patient outcomes and increase qual-
ity of care for a variety of conditions, including alcohol 
use disorder and depression [21, 27, 62–65]. The small 
number of studies that have previously examined col-
laborative care interventions for drug use did not show 
significant changes in opioid use [21, 66]. However, these 
trials enrolled a different treatment population, compris-
ing individuals with moderate-severe SUD rather than 
subthreshold OUD. Patients with subthreshold OUD, 
who are the focus of our trial, have less severe symptoms 
and different treatment needs, requiring less emphasis 
on medications for OUD treatment and more focus on 
motivating behavior change, medical care coordination, 
and self-management. A feature of the STOP collabora-
tive care intervention, which was designed to address 
these needs, is the addition of an off-site telephone health 
coach providing support and counseling using techniques 
from motivational interviewing and cognitive behavioral 
therapy. The Health Coach has the potential to engage 
patients in setting goals for behavior change, while the 
ongoing support of the nurse care manager and PCP can 
enable them to access treatment and other resources that 
are needed to execute and sustain reductions in risky opi-
oid use.

The intervention is designed to be integrated into reg-
ular primary care practice in clinical settings with col-
laborative care teams, which are increasingly common 
in primary care practices, but generally focus on mental 
health rather than substance use. The telephone health 
coach is also scalable in that a single health coach can 
service multiple sites. A strength of the STOP interven-
tion model is that it avoids over-burdening the PCP and 
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makes use of existing resources. Apart from the brief 
advice, the case management and health coaching do not 
require direct PCP involvement and can offload some of 
the work that generally falls to the PCP. Many primary 
care practices have allied health resources to assist with 
chronic care management, (for example, diabetes edu-
cators) that could be trained in providing case manage-
ment and support for these high-risk patients. Telephone 
health coaching is commonly available through health 
insurance plans or large health systems. Health insur-
ance companies could contract with national experts who 
do short term coaching telephonically who also collabo-
rate with the affiliated clinical nursing resources. Should 
our trial have positive findings, there is thus potential 
for adapting and integrating the STOP intervention into 
existing team-based primary care models.

A notable aspect of the study design is the use of 
monthly self-administered assessments of opioid misuse, 
which can avoid recall bias and offers multiple opportu-
nities for data collection. The strategy of inviting patient 
participants by text message or email to complete brief 
self-administered assessments that can be completed 
on their phone or computer has similarities to ecologi-
cal momentary assessment (EMA) approaches, which 
often achieve high rates of completion. One of the long-
est duration EMA studies in the literature was an alco-
hol study that used weekly assessments collected by text 
message for 25  weeks and found that 82% of partici-
pants completed all 25 of the assessments [67]. In prior 
systematic reviews, allowing surveys to be completed 
using e-mail and text messages typically results in higher 
response rates [68, 69]. By easing barriers to their com-
pletion we thus anticipate having a high participation 
rate. While there is biological verification with a urine 
drug screen, this verification captures a short window of 
substance use, and is used as an exploratory measure.

Limitations
Limitations include the challenges in identifying indi-
viduals meeting the eligibility criteria and in quantifying 
low level risky opioid use. Risky opioid use and OUD are 
not well captured in electronic health records ,[70] and so 
we rely on screening delivered as part of the research to 
identify eligible participants. Changes in patient receipt 
of prescription opioids may be limited as the interven-
tion takes place in primary care settings, but the con-
trolled substance may be prescribed elsewhere. The use 
of prescribed opioids, including those from outside pro-
viders, is only measured if patients report using them 
nonmedically.

The primary outcome of days of risky opioid use 
for this trial comes from validated tools but itself has 
not been validated. Existing opioid-specific screening 

tools can predict likelihood of opioid misuse but do not 
quantify or identify risky opioid use. 16 To overcome 
this limitation, the study team used items from the vali-
dated COMM assessment that relate to specific opioid 
consumption behaviors (taking more than prescribed 
or taking medication that belonged to/was borrowed 
from someone else). These measures were then quanti-
fied for the primary outcome. However, these measures 
still require the participant to distinguish nonmedical 
from medically indicated use to accurately respond to 
these questions. For example, if a patient has an opioid 
prescribed to treat severe pain but then takes it to help 
with their sleep or for mood elevation, they may not per-
ceive it as taking a medication not as prescribed (since 
they have not exceeded the intended daily dose), even 
though this would be considered nonmedical use of their 
medication. Furthermore, the stigma of nonmedical use 
and fear of having their opioid medications discontinued 
may reduce reporting of misuse behaviors [71–73]. A key 
feature of addiction is an element of impaired self-aware-
ness, including cognitive distortions around potential 
misuse of substances.[74, 75] Therefore, the study may 
not have the sensitivity and specific for detecting and 
confirming risky opioid use based on the underlying need 
for self-identification.

The study design relies on frequent self-reported 
assessments of substance use to assess the primary out-
come. Assessment itself has been observed to motivate 
change in trials of early intervention approaches for risky 
alcohol use, [52, 53] and this could occur in our study 
population. Our RCT design minimizes the possibility 
of this as the control condition (EUC) receives identical 
assessments as the intervention group, the participants 
are blinded to the focus on opioids by including ques-
tions on other health behaviors, and planned statistical 
analyses account for assessment reactivity. Furthermore, 
we rely on confidential self-administered assessments to 
minimize social desirability bias in reporting.

Conclusion
The Subthreshold Opioid Use Disorder Prevention Trial 
(STOP) is a cluster randomized trial that draws on suc-
cessful interventions combining nurse care management 
and telephone health coaching with primary care to 
intervene with patients experiencing subthreshold OUD. 
Given the growing interest in interventions for manag-
ing patients with risky opioid use, and the need for pri-
mary care-based interventions, this study could offer 
a blueprint for a feasible and effective approach in this 
population.



Page 15 of 17Liebschutz et al. Addiction Science & Clinical Practice           (2023) 18:70  

Abbreviations
BPI  Brief Pain Inventory
CBT  Cognitive Behavioral Therapy
CCM  Chronic Care Model
COMM  Current Opioid Misuse Measure
CIDI  Composite International Diagnostic Interview
EUC  Enhanced Usual Care
HEAL  Helping to End Addiction Long‑term
MI  Motivational Interviewing
MITI  Motivational Interviewing Treatment Integrity
MME  Morphine Milligram Equivalent
MOUD  Medications for Opioid Use Disorder
NCM  Nurse Care Manager
OUD  Opioid Use Disorder
PCP  Primary Care Provider
PDSQ  Psychiatric Diagnostic Screening Questionnaire
PHQ  Patient Health Questionnaire
PROMIS  Patient‑Reported Outcomes Measurement Information System
PSS  Patient Safety Screener
QUIT  Quit Using Drugs Intervention Trial
RC  Research Coordinator
RA  Research Assistant
RCT   Randomized Controlled Trial
SBIRT  Screening, Brief Intervention and Referral to Treatment
STOP  Sub‑Threshold Opioid Use Disorder Prevention
TAPS  Tobacco, Alcohol, Prescription Medication, and other Substance 

Screening
TEACH  Teaching Effective Analgesia in Clinics for HIV
TLFB  Timeline Follow Back
TOPCARE  Transforming Opioid Prescribing in Primary Care

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13722‑ 023‑ 00424‑8.

Additional file 1: Table S1. Mapping of the STOP Intervention Compo‑
nents to the Social Ecological Framework’s Four Levels of Influence. 

Acknowledgements
We thank all the site research teams, clinical staff, and most importantly the 
study participants for their effort and time. We thank the Protocol Develop‑
ment Committee and Data Safety Monitoring Board for their support and 
counsel. Thanks to Alison Michalowski for her work in developing the training 
protocol.

Author contributions
JML: conceptualization, methodology, investigation, resources, writing‑ origi‑
nal draft, review and editing, visualization, supervision, project administration, 
funding acquisition. GAS: conceptualization, methodology, investigation, 
resources, writing‑ review and editing, visualization, supervision, project 
administration. RS: methodology, investigation, resources, writing‑ review and 
editing, visualization, supervision, project administration. NA: methodology, 
investigation, resources, writing‑ review and editing, visualization, supervision, 
project administration. LG: conceptualization, methodology, investigation, 
writing‑ review and editing, project administration. TIL: conceptualization, 
methodology, investigation, writing‑ review and editing, project administra‑
tion. AMB: methodology, investigation, writing‑ review and editing, project 
administration. CMC: methodology, writing‑ review and editing,. KEL: concep‑
tualization, methodology writing‑ review and editing. DB: methodology, writ‑
ing‑ review and editing, supervision. CA: methodology, writing‑ review and 
editing, supervision. JM: methodology, software, validation, formal analysis, 
investigation, resources, writing‑ review and editing, supervision. GEP: meth‑
odology, software, validation, formal analysis, investigation, resources, writing‑ 
review and editing, supervision. AC: methodology, software, validation, formal 
analysis, investigation, resources, writing‑ review and editing, supervision. LR; 
methodology, investigation, resources, writing‑ review and editing, supervi‑
sion. EMJ: methodology, investigation, resources, writing‑ review and editing, 
supervision. MMK: methodology, investigation, resources, software, validation, 

formal analysis, writing‑ review and editing, supervision. LTW: methodology, 
writing‑ review and editing. JMcNeely: conceptualization, methodology, 
investigation, resources, writing‑ original draft, review and editing, visualiza‑
tion, supervision, project administration, funding acquisition.

Funding
The study is supported by the National Institutes of Health HEAL Initiative and 
the National Institute on Drug Abuse (NIDA) Center for Clinical Trials Network 
(CTN) grant for CTN 0101 as well as the following awards to CTN Sites by NIDA: 
Appalachian Node (UG1DA049436), New York Node (UG1DA013035), Western 
States Node (UG1DA015815), Mid Southern (Node UG1DA040317) and South‑
ern California Node (UG1DA049435). The Emmes Clinical Coordinating Center 
was funded by Contract No. 75N95020D00012 for August 2020 to August 
2025 and Contract No. HHSN271201500065C for August 2015 to August 2020. 
Amanda Bunting, PhD was supported by AHRQ T32 HS026120. The Emmes 
Data and Statistics Center was funded by Contract No. 75N95019D00013. The 
funders has no direct role in the conduct of the trial other than the participa‑
tion of the Scientific Officer (Dr. Subramamiam) consistent with the role within 
NIDA clinical trials network.

Availability of data and materials
This study will comply with the NIH Data Sharing Policy and Implementation 
Guidance (https:// grants. nih. gov/ grants/ policy/ data_ shari ng/ data_ shari ng_ 
guida nce. htm) and (for HEAL‑funded studies) the HEAL Public Access and 
Data Sharing Policy (https:// www. nih. gov/ resea rch‑ train ing/ medic al‑ resea 
rch‑ initi atives/ heal‑ initi ative/ resea rch/ heal‑ public‑ access‑ data‑ shari ng‑ policy). 
Primary data for this study will be available to the public in the NIDA data 
repository, per NIDA CTN policy. For more details on data sharing please visit 
https:// datas hare. nida. nih. gov/.

Declarations

Ethics approval and consent to participate
The study was approved by the Biomedical Research Alliance of New York 
(BRANY). Each site’s own institutional review board ceded to the single IRB.

Consent for publication
All authors have reviewed the manuscript and have given consent for publica‑
tion. The NIDA Clinical Trials Network publication committee has approved the 
manuscript.

Competing interests
“This manuscript reflects the views of the authors and may not reflect the 
opinions, views, and official policy or position of the U.S. Department of 
Health and Human Services or any of its affiliated institutions or agencies.” Dr. 
Subramaniam was substantially involved in this project, consistent with her 
role as Scientific Officer. She has no conflicts to report. Dr. Jane Liebschutz is a 
consultant for Biomotivate, Inc.

Author details
1 Division of General Internal Medicine, Center for Research On Health Care, 
University of Pittsburgh, 200 Lothrop Street, Suite 933W, Pittsburgh, PA 15213, 
USA. 2 National Institute On Drug Abuse, Bethesda, MD, USA. 3 The Emmes 
Company, LLC, Rockville, MD, USA. 4 Department of Population Health, NYU 
Grossman School of Medicine, New York, NY, USA. 5 David Geffen School 
of Medicine at UCLA, UCLA Fielding School of Public Health, Los Angeles, CA, 
USA. 6 Department of Psychiatry, Oregon Health & Science University, Portland, 
OR, USA. 7 Section of General Internal Medicine, Boston Medical Center, Boston 
University Chobanian & Avedisian School of Medicine, Boston, MA, USA. 
8 School of Public Health, Boston University, Boston, MA, USA. 9 Emory Univer‑
sity School of Medicine, Atlanta, GA, USA. 10 Biostatistics Research Branch, NIH/
NIAID, Rockville, MD, USA. 11 Department of Psychiatry and Behavioral Sciences, 
Duke University School of Medicine, Durham, NC, USA. 

Received: 13 April 2023   Accepted: 30 October 2023

https://doi.org/10.1186/s13722-023-00424-8
https://doi.org/10.1186/s13722-023-00424-8
https://grants.nih.gov/grants/policy/data_sharing/data_sharing_guidance.htm
https://grants.nih.gov/grants/policy/data_sharing/data_sharing_guidance.htm
https://www.nih.gov/research-training/medical-research-initiatives/heal-initiative/research/heal-public-access-data-sharing-policy
https://www.nih.gov/research-training/medical-research-initiatives/heal-initiative/research/heal-public-access-data-sharing-policy
https://datashare.nida.nih.gov/


Page 16 of 17Liebschutz et al. Addiction Science & Clinical Practice           (2023) 18:70 

References
 1. DSM Library [Internet]. [cited 2023 Mar 14]. Diagnostic and Statistical 

Manual of Mental Disorders. Available from: https://dsm.psychiatryonline.
org/doi/book/https:// doi. org/ 10. 1176/ appi. books. 97808 90425 787.

 2. Ahrnsbrak R, Bose J, Hedden SL, Lipari RN, Park‑Lee E. Key Substance Use 
and Mental Health Indicators in the United States: Results from the 2016 
National Survey on Drug Use and Health. 2016.

 3. Jones CW, Christman Z, Smith CM, Safferman MR, Salzman M, Baston 
K, et al. Comparison between buprenorphine provider availability and 
opioid deaths among US counties. J Subst Abuse Treat. 2018;93:19–25.

 4. Han B, Compton WM, Blanco C, Crane E, Lee J, Jones CM. Prescription 
opioid use, misuse, and use disorders in U.S. Adults: 2015 national survey 
on drug use and health. Ann Intern Med. 2017;167(5):293.

 5. Vowles KE, McEntee ML, Julnes PS, Frohe T, Ney JP, van der Goes DN. 
Rates of opioid misuse, abuse, and addiction in chronic pain: a systematic 
review and data synthesis. Pain. 2015;156(4):569–76.

 6. Wu LT, McNeely J, Subramaniam GA, Brady KT, Sharma G, VanVeld‑
huisen P, et al. DSM‑5 substance use disorders among adult primary 
care patients: results from a multisite study. Drug Alcohol Depend. 
2017;1(179):42–6.

 7. McNeely J, Wu LT, Subramaniam G, Sharma G, Cathers LA, Svikis D, et al. 
Performance of the tobacco, alcohol, prescription medication, and other 
substance use (TAPS) tool for substance use screening in primary care 
patients. Ann Intern Med. 2016;165(10):690–9.

 8. Axeen S, Seabury SA, Menchine M. Emergency department contribution 
to the prescription opioid epidemic. Ann Emerg Med. 2018;71(6):659‑667.
e3.

 9. McLellan AT, Koob GF, Volkow ND. Preaddiction‑a missing concept for 
treating substance use disorders. JAMA Psychiat. 2022;79(8):749–51.

 10. Hingson R, Compton WM. Screening and brief intervention and referral to 
treatment for drug use in primary care: back to the drawing board. JAMA. 
2014;312(5):488–9.

 11. Roy‑Byrne P, Bumgardner K, Krupski A, Dunn C, Ries R, Donovan D, et al. 
Brief intervention for problem drug use in safety‑net primary care set‑
tings: a randomized clinical trial. JAMA. 2014;312(5):492–501.

 12. Saitz R, Palfai TPA, Cheng DM, Alford DP, Bernstein JA, Lloyd‑Travaglini CA, 
et al. Screening and brief intervention for drug use in primary care: the 
ASPIRE randomized clinical trial. JAMA. 2014;312(5):502–13.

 13. Saitz R. Screening and brief intervention for unhealthy drug use: little or 
no efficacy. Front Psychiatry. 2014. https:// doi. org/ 10. 3389/ fpsyt. 2014. 
00121.

 14. Blow FC, Walton MA, Bohnert ASB, Ignacio RV, Chermack S, Cunningham 
RM, et al. A randomized controlled trial of brief interventions to reduce 
drug use among adults in a low‑income urban emergency depart‑
ment: the Healthi ER You study: drug BIs among adults in an. Addiction. 
2017;112(8):1395–405.

 15. Bohnert ASB, Bonar EE, Cunningham R, Greenwald MK, Thomas L, Cher‑
mack S, et al. A pilot randomized clinical trial of an intervention to reduce 
overdose risk behaviors among emergency department patients at risk 
for prescription opioid overdose. Drug Alcohol Depend. 2016;163:40–7.

 16. Gelberg L, Andersen RM, Rico MW, Vahidi M, Natera Rey G, Shoptaw S, 
et al. A pilot replication of QUIT, a randomized controlled trial of a brief 
intervention for reducing risky drug use, among Latino primary care 
patients. Drug Alcohol Depend. 2017;1(179):433–40.

 17. Gelberg L, Andersen RM, Afifi AA, Leake BD, Arangua L, Vahidi M, et al. 
Project QUIT (Quit Using Drugs Intervention Trial): a randomized con‑
trolled trial of a primary care‑based multi‑component brief intervention 
to reduce risky drug use. Addict Abingdon Engl. 2015;110(11):1777–90.

 18. Gilbody S, Bower P, Fletcher J, Richards D, Sutton AJ. Collaborative care 
for depression: a cumulative meta‑analysis and review of longer‑term 
outcomes. Arch Intern Med. 2006;166(21):2314–21.

 19. Katon WJ, Lin EHB, Von Korff M, Ciechanowski P, Ludman EJ, Young B, 
et al. Collaborative care for patients with depression and chronic illnesses. 
N Engl J Med. 2010;363(27):2611–20.

 20. Archer J, Bower P, Gilbody S, Lovell K, Richards D, Gask L, et al. Collabora‑
tive care for depression and anxiety problems. Cochrane Database Syst 
Rev. 2012. https:// doi. org/ 10. 1002/ 14651 858. CD006 525. pub2/ full.

 21. Watkins KE, Ober AJ, Lamp K, Lind M, Setodji C, Osilla KC, et al. Collabora‑
tive care for opioid and alcohol use disorders in primary care: the SUM‑
MIT randomized clinical trial. JAMA Intern Med. 2017;177(10):1480–8.

 22. Alford DP, LaBelle CT, Kretsch N, Bergeron A, Winter M, Botticelli 
M, et al. Collaborative care of opioid‑addicted patients in primary 
care using buprenorphine: five‑year experience. Arch Intern Med. 
2011;171(5):425–31.

 23. Katon W, Russo J, Lin EHB, Schmittdiel J, Ciechanowski P, Ludman E, et al. 
Cost‑effectiveness of a multicondition collaborative care intervention: a 
randomized controlled trial. Arch Gen Psychiatry. 2012;69(5):506–14.

 24. Bodenheimer T, Wagner EH, Grumbach K. Improving primary care for 
patients with chronic illness. JAMA. 2002;288(14):1775–9.

 25. LaBelle CT, Han SC, Bergeron A, Samet JH. Office‑Based opioid treatment 
with buprenorphine (OBOT‑B): statewide implementation of the mas‑
sachusetts collaborative care model in community health centers. J Subst 
Abuse Treat. 2016;60:6–13.

 26. Lasser KE, Shanahan C, Parker V, Beers D, Xuan Z, Heymann O, et al. A mul‑
ticomponent intervention to improve primary care provider adherence 
to chronic opioid therapy guidelines and reduce opioid misuse: a cluster 
randomized controlled trial protocol. J Subst Abuse Treat. 2016;60:101–9.

 27. Liebschutz JM, Xuan Z, Shanahan CW, LaRochelle M, Keosaian J, Beers 
D, et al. Improving adherence to long‑term opioid therapy guidelines to 
reduce opioid misuse in primary care: a cluster‑randomized clinical trial. 
JAMA Intern Med. 2017;177(9):1265–72.

 28. Samet JH, Tsui JI, Cheng DM, Liebschutz JM, Lira MC, Walley AY, et al. 
Improving the delivery of chronic opioid therapy among people living 
with human immunodeficiency virus: a cluster randomized clinical trial. 
Clin Infect Dis. 2021;73(7):e2052–8.

 29. Collins FS, Koroshetz WJ, Volkow ND. Helping to end addiction over the 
long‑term. JAMA. 2018;320(2):129–30.

 30. Stokols D. Translating social ecological theory into guidelines for com‑
munity health promotion. Am J Health Promot AJHP. 1996;10(4):282–98.

 31. National Institute on Drug Abuse. National Institute on Drug Abuse. ‑‑ 
[cited 2023 Apr 10]. Clinical Trials Network (CTN). Available from: http:// 
nida. nih. gov/ about‑ nida/ organ izati on/ cctn/ clini cal‑ trials‑ netwo rk‑ ctn.

 32. Butler SF, Budman SH, Fanciullo GJ, Jamison RN. Cross validation of the 
current opioid misuse measure to monitor chronic pain patients on 
opioid therapy. Clin J Pain. 2010;26(9):770–6.

 33. Meltzer EC, Rybin D, Saitz R, Samet JH, Schwartz SL, Butler SF, et al. 
Identifying prescription opioid use disorder in primary care: diagnostic 
characteristics of the current opioid misuse measure (COMM). Pain. 
2011;152(2):397–402.

 34. Kessler RC, Üstün TB. The world mental health (WMH) survey ini‑
tiative version of the world health organization (WHO) Composite 
international diagnostic interview (CIDI). Int J Methods Psychiatr Res. 
2004;13(2):93–121.

 35. Lira MC, Tsui JI, Liebschutz JM, Colasanti J, Root C, Cheng DM, et al. Study 
protocol for the targeting effective analgesia in clinics for HIV (TEACH) 
study – a cluster randomized controlled trial and parallel cohort to 
increase guideline concordant care for long‑term opioid therapy among 
people living with HIV. HIV Res Clin Pract. 2019;20(2):48–63.

 36. Simon GE, VonKorff M, Rutter C, Wagner E. Randomised trial of monitor‑
ing, feedback, and management of care by telephone to improve treat‑
ment of depression in primary care. BMJ. 2000;320(7234):550–4.

 37. Whitlock EP, Orleans CT, Pender N, Allan J. Evaluating primary care behav‑
ioral counseling interventions: an evidence‑based approach. Am J Prev 
Med. 2002;22(4):267–84.

 38. Curry SJ, McBride C, Grothaus LC, Louie D, Wagner EH. A randomized trial 
of self‑help materials, personalized feedback, and telephone counseling 
with nonvolunteer smokers. J Consult Clin Psychol. 1995;63(6):1005–14.

 39. Leonhard C, Mulvey K, Gastfriend DR, Shwartz M. The addiction severity 
index: a field study of internal consistency and validity. J Subst Abuse 
Treat. 2000;18(2):129–35.

 40. Rosen CS, Henson BR, Finney JW, Moos RH. Consistency of self‑admin‑
istered and interview‑based addiction severity index composite scores. 
Addict Abingdon Engl. 2000;95(3):419–25.

 41. Schalet BD, Pilkonis PA, Yu L, Dodds N, Johnston KL, Yount S, et al. Clinical 
validity of PROMIS Depression, anxiety, and anger across diverse clinical 
samples. J Clin Epidemiol. 2016;73:119–27.

 42. Zimmerman M, Mattia JI. A self‑report scale to help make psychiatric 
diagnoses: the psychiatric diagnostic screening questionnaire. Arch Gen 
Psychiatry. 2001;58(8):787–94.

 43. Zimmerman M. The Psychiatric Diagnostic Screening Questionnaire 
Manual. Los Angeles (CA): Western Psychological Services; 2002.

https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.3389/fpsyt.2014.00121
https://doi.org/10.3389/fpsyt.2014.00121
https://doi.org/10.1002/14651858.CD006525.pub2/full
http://nida.nih.gov/about-nida/organization/cctn/clinical-trials-network-ctn
http://nida.nih.gov/about-nida/organization/cctn/clinical-trials-network-ctn


Page 17 of 17Liebschutz et al. Addiction Science & Clinical Practice           (2023) 18:70  

 44. Banta‑Green CJ, Coffin PO, Merrill JO, Sears JM, Dunn C, Floyd AS, et al. 
Impacts of an opioid overdose prevention intervention delivered 
subsequent to acute care. Inj Prev J Int Soc Child Adolesc Inj Prev. 
2019;25(3):191–8.

 45. Coffin PO, Santos GM, Matheson T, Behar E, Rowe C, Rubin T, et al. Behav‑
ioral intervention to reduce opioid overdose among high‑risk persons 
with opioid use disorder: a pilot randomized controlled trial. PLoS ONE. 
2017;12(10): e0183354.

 46. Pouget ER, Bennett AS, Elliott L, Wolfson‑Stofko B, Almeñana R, Britton 
PC, et al. Development of an opioid‑related overdose risk behavior scale 
(ORBS). Subst Abuse. 2017;38(3):239–44.

 47. Bohnert ASB, Walton MA, Cunningham RM, Ilgen MA, Barry K, Chermack 
ST, et al. Overdose and adverse drug event experiences among adult 
patients in the emergency department. Addict Behav. 2018;86:66–72.

 48. Bronfenbrenner U. Toward an experimental ecology of human develop‑
ment. Am Psychol. 1977;32:513–31.

 49. Boyatzis RE, Transforming qualitative information: Thematic analysis and 
code development. Thousand Oaks, CA, US: Sage Publications, Inc,. xvi, 
184 p. Transforming qualitative information: Thematic analysis and code 
development; 1998.

 50. Moyers TB, Rowell LN, Manuel JK, Ernst D, Houck JM. The motivational 
interviewing treatment integrity code (MITI 4): rationale, preliminary reli‑
ability and validity. J Subst Abuse Treat. 2016;65:36–42.

 51. Haddock G, Beardmore R, Earnshaw P, Fitzsimmons M, Nothard S, Butler 
R, et al. Assessing fidelity to integrated motivational interviewing and 
CBT therapy for psychosis and substance use: the MI‑CBT fidelity scale 
(MI‑CTS). J Ment Health Abingdon Engl. 2012;21(1):38–48.

 52. McCambridge J, Kypri K, McElduff P. Regression to the mean and alcohol 
consumption: a cohort study exploring implications for the interpreta‑
tion of change in control groups in brief intervention trials. Drug Alcohol 
Depend. 2014;1(135):156–9.

 53. McCambridge J, Kypri K. Can simply answering research questions 
change behaviour? Systematic review and meta analyses of brief alcohol 
intervention trials. PLoS ONE. 2011;6(10): e23748.

 54. Dowell D, Haegerich TM, Chou R. CDC guideline for prescribing opioids 
for chronic pain—United States, 2016. JAMA. 2016;315(15):1624–45.

 55. Bohnert ASB, Guy GP, Losby JL. Opioid prescribing in the united states 
before and after the centers for disease control and prevention’s 2016 
opioid guideline. Ann Intern. 2018. https:// doi. org/ 10. 7326/ M18‑ 1243.

 56. Agnoli A, Xing G, Tancredi DJ, Magnan E, Jerant A, Fenton JJ. Association 
of dose tapering with overdose or mental health crisis among patients 
prescribed long‑term opioids. JAMA. 2021;326(5):411–9.

 57. Fenton JJ, Magnan E, Tseregounis IE, Xing G, Agnoli AL, Tancredi DJ. Long‑
term risk of overdose or mental health crisis after opioid dose tapering. 
JAMA Netw Open. 2022;5(6): e2216726.

 58. Larochelle MR, Lodi S, Yan S, Clothier BA, Goldsmith ES, Bohnert ASB. 
Comparative effectiveness of opioid tapering or abrupt discontinuation 
vs no dosage change for opioid overdose or suicide for patients receiving 
stable long‑term opioid therapy. JAMA Netw Open. 2022;5(8): e2226523.

 59. Patnode CD, Perdue LA, Rushkin M, Dana T, Blazina I, Bougatsos C, 
et al. Screening for unhealthy drug use: updated evidence report and 
systematic review for the US preventive services task force. JAMA. 
2020;323(22):2310–28.

 60. Bradley KA, Lapham GT, Lee AK. Screening for drug use in primary care: 
practical implications of the new USPSTF recommendation. JAMA Intern 
Med. 2020;180(8):1050–1.

 61. Saitz R. Screening for unhealthy drug use: neither an unreasonable idea 
nor an evidence‑based practice. JAMA. 2020;323(22):2263–5.

 62. Katon W, Guico‑Pabia CJ. Improving quality of depression care using 
organized systems of care: a review of the literature. Prim Care Compan‑
ion CNS Disord. 2011. https:// doi. org/ 10. 4088/ PCC. 10r01 019blu.

 63. McGregor M, Lin EHB, Katon WJ. TEAMcare: an integrated multicondition 
collaborative care program for chronic illnesses and depression. J Ambu‑
latory Care Manage. 2011;34(2):152–62.

 64. Oslin DW, Lynch KG, Maisto SA, Lantinga LJ, McKay JR, Possemato K, et al. 
A randomized clinical trial of alcohol care management delivered in 
department of veterans affairs primary care clinics versus specialty addic‑
tion treatment. J Gen Intern Med. 2014;29(1):162–8.

 65. Bradley KA, Bobb JF, Ludman EJ, Chavez LJ, Saxon AJ, Merrill JO, et al. 
Alcohol‑related nurse care management in primary care: a randomized 
clinical trial. JAMA Intern Med. 2018;178(5):613–21.

 66. Saitz R, Cheng DM, Winter M, Kim TW, Meli SM, Allensworth‑Davies D, 
et al. Chronic care management for dependence on alcohol and other 
drugs: the AHEAD randomized trial. JAMA. 2013;310(11):1156–67.

 67. Voogt C, Kuntsche E, Kleinjan M, Poelen E, Engels R. Using ecological 
momentary assessment to test the effectiveness of a web‑based brief 
alcohol intervention over time among heavy‑drinking students: rand‑
omized controlled trial. J Med Internet Res. 2014;16(1): e5.

 68. Bosnjak M, Neubarth W. Prenotification in web‑based access panel sur‑
veys: the influence of mobile text messaging versus E‑mail on response 
rates and sample composition. Soc Sci Comput Rev. 2007;26(2):213–23.

 69. Fan W, Yan Z. Factors affecting response rates of the web survey: a sys‑
tematic review. Comput Hum Behav. 2010;26(2):132–9.

 70. Boudreau DM, Lapham G, Johnson EA, Bobb JF, Matthews AG, McCor‑
mack J, et al. Documented opioid use disorder and its treatment in 
primary care patients across six U.S. health systems. J Subst Abuse Treat. 
2020;112:41–8.

 71. Merrill JO, Rhodes LA, Deyo RA, Marlatt GA, Bradley KA. Mutual mistrust in 
the medical care of drug users. J Gen Intern Med. 2002;17(5):327–33.

 72. Spear SE, Shedlin M, Gilberti B, Fiellin M, McNeely J. Feasibility and 
acceptability of an audio computer‑assisted self‑interview version of the 
alcohol, smoking, and substance involvement screening test (ASSIST) in 
primary care patients. Subst Abuse. 2016;37(2):299–305.

 73. McNeely J, Kumar PC, Rieckmann T, Sedlander E, Farkas S, Chollak C, et al. 
Barriers and facilitators affecting the implementation of substance use 
screening in primary care clinics: a qualitative study of patients, providers, 
and staff. Addict Sci Clin Pract. 2018;13(1):8.

 74. Pickard H. Denial in addiction. Mind Lang. 2016;31(3):277–99.
 75. Goldstein RZ, Volkow ND. Dysfunction of the prefrontal cortex in addic‑

tion: neuroimaging findings and clinical implications. Nat Rev Neurosci. 
2011;12(11):652–69.

 76. Sobell LC, Sobell MB. Timeline Follow‑Back. In: Litten RZ, Allen JP, editors. 
Measuring Alcohol Consumption: Psychosocial and Biochemical Meth‑
ods. Totowa, NJ: Humana Press; 2023. p. 41–72.

 77. Hefner K, Budney, AJ, McClure, E, Lindblad, R, Moran, L, Lapham, G. NIDA 
CTN Cannabis Use Measure. 2019.

 78. Zimmerman M, Mattia JI. The psychiatric diagnostic screening 
questionnaire: development, reliability and validity. Compr Psychiatry. 
2001;42(3):175–89.

 79. Keller S, Bann CM, Dodd SL, Schein J, Mendoza TR, Cleeland CS. Validity of 
the brief pain inventory for use in documenting the outcomes of patients 
with noncancer pain. Clin J Pain. 2004;20(5):309.

 80. Kroenke K, Strine TW, Spitzer RL, Williams JBW, Berry JT, Mokdad AH. The 
PHQ‑8 as a measure of current depression in the general population. J 
Affect Disord. 2009;114(1–3):163–73.

 81. Boudreaux ED, Jaques ML, Brady KM, Matson A, Allen MH. The patient 
safety screener: validation of a brief suicide risk screener for emergency 
department settings. Arch Suicide Res. 2015;19(2):151–60.

 82. Boudreaux ED, Jaques ML, Brady KM, Matson A, Allen MH. The patient 
safety screener: validation of a brief suicide risk screener for emergency 
department settings. Arch Suicide Res. 2017;21(1):52–61.

 83. Yu L, Buysse DJ, Germain A, Moul DE, Stover A, Dodds NE, et al. Develop‑
ment of short forms from the PROMIS™ sleep disturbance and sleep‑
related impairment item banks. Behav Sleep Med. 2012;10(1):6–24.

 84. Ware JE, Kosinski M, Keller SD. A 12‑item short‑form health survey: 
construction of scales and preliminary tests of reliability and validity. Med 
Care. 1996;34(3):220–33.

 85. Helfrich CD, Li YF, Sharp ND, Sales AE. Organizational readiness to change 
assessment (ORCA): development of an instrument based on the 
promoting action on research in health services (PARIHS) framework. 
Implement Sci. 2009;4(1):38.

 86. Saitz R, Horton NJ, Sullivan LM, Moskowitz MA, Samet JH. Addressing 
alcohol problems in primary care: a cluster randomized, controlled trial 
of a systems intervention. The screening and intervention in primary care 
(SIP) study. Ann Intern Med. 2003;138(5):372–82.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.7326/M18-1243
https://doi.org/10.4088/PCC.10r01019blu

	Subthreshold opioid use disorder prevention (STOP) trial: a cluster randomized clinical trial: study design and methods
	Abstract 
	Background 
	Methods 
	Discussion 

	Introduction
	Methods
	Objectives and hypotheses
	Overview of trial design
	Conceptual model
	Trial registration
	Site selection
	Clinical champion
	PCP eligibility
	PCP recruitment
	Patient eligibility
	Patient recruitment
	Patient prescreening for eligibility
	Screening and enrollment
	Study treatment arms
	Enhanced usual care (EUC)
	STOP intervention
	I. Brief Advice
	II. Telephone health coach
	III. Nurse care manager
	Training

	PCP participant compensation
	Patient participant compensation
	Study assessments
	Sources of data

	Secondary outcomes
	Other outcomes
	Fidelity measures
	Analysis
	Analyses of secondary outcomes
	Sample size estimationStatistical Power
	Trial status and protocol version
	Data safety and monitoring board

	Discussion
	Limitations
	Conclusion
	Anchor 42
	Acknowledgements
	References


