Addiction Medicine Update
DrugTesting

IVAN WOLFSON, MD 2018 NATIONAL HEALTH CARE FOR

Providence Community Health Centers THE HOMELESS CONFERENCE
lvan_wolfson@brown.edu

May 16,2018



ASAM
= APPROPRIATE USE ASAM

~ OF DRUG TESTING ConsensusStat
In Clinical Addiction Medicine - Aprll 5’ 2017

https://
guid

% ASAM psian secienyof



URINE SAMPLE
hy does It have NEED TO
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Urine Drug Testing en Family Medicine
Residency Practice

AUnexpectedresultsin 626 ofinitial tests
A45%o0f the screens weraegative forprescribedopioids
A39%were missing benzodiazepines

A20% ofthe unexpected results hasedicationsnot prescribed at
their clinic

AAfter 9 months 50 fewerpatients (L3%) orchronicopioid registry

Ad h d@zgerience indicatethat strongpolicies for periodic urinerugs
screeningare beneficial indecreasing chroniopioid prescribingand
In improvingprovider confidenceandsatisfaction inmanaging these
medicinesb €

J Addict Med Volume 11, Number 3, May/June 2017



Big Picture

ADrug testing is only a tool. Must be used appropriately

(therapeutical

y)

ATo understand the technologies used (immunoassay, GC/MS) is to

understand fa

sgositives and false negatives

AUsual benzo screen misses lorazepam and clonazepam!
AOpiate screen only detects hergimorphine, codeinejydrocodone

ASpecific screenseeded to detecbxycodonemethadone,
buprenorphineandfentanyl

ATesting should be a regular part of treatment (like checking PMP)
AVery fewof the recommendationsire evidencebased




Appropriate Use of Drug TestiBgecifics

AOverview of the Consensus Statement, highlighting a few areas
ABiological Matrices (urine vs oratcX U

APresumptive vs Definitive testing

ATechnology of tests: Immunoassay vs GC/MS, LC/MS
ACommon False NegatvdslsePositives

AMetabolites

AWindows of Detection

ARecommended areas of further research



ASAM Consensus Statement

A Part 1: Principles of Drug Testing in Addiction Treatment
A Part 2: Process of Drug Testing in Addiction Treatment
A Part 3: Additional Key Elements of a Testing Program

A Part 4: Biological Matrices

A Part 5: Settings

A Part 6: Special Populations

(J Addict Med 2017;11: 16B873)



1.Principle®f Drug Testing in Addiction Treatment

AClinical Value

AWhat it can doCorroboratept seltreport; Presence or absence of a drug
w/in a period oftime

AClinical Use

ATherapeutic Tool

A Explore denial

A Provide motivation, reinforcement of abstinence

A Educate patients about therapeutic purpose of drug testing
AAssessment

A2 K| 0 Add: TelDanything about patterns of use

A Presence of a drug is not evidence to make dx of SUD (ex: ciffeine

AMonitoring

A Should not be the only method to show adherence or disg
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Regular Alcohdlrine Screening: A Survey Study

Ad Crie, the main function of regular alcohol urine screerfing 0 2 Y &

A75% Accomplishmy therapeuticobjectives regarding alcohol

A53% Prevent relapse

A42% Remind myself that | am in treatment becausalmohol

A40% Showto professionals that | do natrink

A40% Havecloser contact witlprofessionals/to feebetter
cared of

A36% Showto my family that | do not drink
A0.8% Complywith a legal requirement

J Addict Med Volume 11, Number 4, July/August 2017



2.Proces®sf Drug Testing in Addictidmeatment

AChoosing a Test
AClinical Necessity and Value
AldentifyingSubstances of Interest
AMatrix Advantages and Disadvantages
APresumptiveand Definitive Tests
ACost

ARespondingo TestResults
AMeaningfultherapeuticresponse to resultgosandneg(not clean/dirty)
ANon-confrontational
Almmediate abstinence may not be a realistic goal early in treatment
AConsider all relevant factors when making a clinical decision



.Process of Drug Testing in Addiction Tree

Responding to Test Results
AUnclear Test Results

t Scheduling

est Frequency
Patient acuity/severity, level of care

om Testing




Part 3. Additional Key Elements of a Tedtrogram

ADocumentation and Confidentiality

APractitioner Education and Expertise
AKnowledge and Proficiency
ALanguage and Attitude
A Positivehegvs clean/dirty
A Positive attitude. Ambivalence among staff can be a barrier
ATest Facilities and Devices
APoint of Care Tests
AChoosing a Laboratory



Part 4. Biological Matrices

AUrine

AMostwell-established for presumptive and POC testing
AAlsq most prone to tampering

AOral Fluid

A Appropriate when done properly
ADevice that facilitates saliva collection preferred to expectoration

ANeed to be aware of things that can cause a false negative
A Chewing on the collector
A Less than 5 minutes of collection time
A Having eaten w/in 15 minutes of test (some say w/in 60 minutes)
A Having taken drug w/in 2 hours (oral, inhaled)



Part 4. Biological Matrices

ABlood

A Only for Emergency Departments

ABreath

A No statements about the appropriateness of breath testing were endorsed by the
expert panel.

AHair
A Hair testing in addiction treatment can detect lotegm patterns of use. Routine use
of hair testing is not appropriate for addiction treatment.
ASweat

A There is insufficient evidence to support the use of sweat testing in addiction
treatment. More research is needed before sweat testing can be recommended over
urine testing in clinical settings.



Part 5: Settings

AOutpatientServices (Level of Care 1.0) and IOP/PHP (2.0
AMore frequent, random, days after weekends, holidays, paydstysssors

AResidential/Inpatien{3.0) and Medically Managed Inpatient (4.0
Almportantto maintain a drugree therapeutic environment in res treatment
A After return from a pass

AOpioid Treatment Services
A Detectingsubstances that could complicate patigesponse
AMonitoring adherence
AMonitoring possible diversion

ATesting Scheduling

A Specific to setting and stage of treatment



Part 6: Specidopulations

Adolescents
A Selfreporting
A Home kits not recommended (interpretation, parecttild relationship)
A AdolescentConsent
A AdolescentConfidentiality

gjnant Patients
general, we are undescreening and undetreating
1sequences and Confidentiality
eissues r/t reporting, legal consequences, child protective se

ecovery
hould continue for a minimum of five years for r

lonals




Presumptive vs. Definitive Tests

APresumptive Tests generally less accurate but faster results

AOften referred to as
APreliminary
A Qualitative
Almmunoassay
APoint of care (POC)
AScreen

AThe names above may or may not be correct



definitive Tests

Definitive Tests generally more accurate but slower results

ften referred to as
Confirmatory
antitative
omatography/masspectrometry (GC/MS, LC/MS)
ed

ory




Presumptive Testing

Almmunoassaycan be point of care or laboratory

AUse antibodies to bind with specific drug, metabolite or class of drugs
(e.g. opiates, benzos, fentanyl stixp®

AA positive result indicates thaomethingin the sample reacted with
the antibody

AFalsepositive rates vary (cocaine very low, amphetamine very high)

AMay or may not need a definitive test
Alf patient admits use, often not necessary



When to Perform Definitive Testing

Alf patient disputes findings of presumptive test
Alf provider wants to know which opioid or benzo a patient used

Alf presumptive test was negative for substance provider suspects
patient might be using

ANegative benzo screen fpt prescribed clonazepam

Alf results will inform a decision that has major clinical or-sbnical
Implications (legal issues)




Jefinitive Testing

hromatography/Mass Spectrometry
AGas Chromatography (GC/MS)
Iquid Chromatography (LC/MS)

Gold Standard
gerprint
1igh specificity and sensitivity
no falsepositives.




Jrug testingl_evels

n general, cannot draw conclusions based on absolute drug le
ent drug level and its metabolites levels vary widely

1ing can be said is for sure is thath abstinence, lev




Falsenegative testing

ABoth types of test can have faleegatives.

AAll tests have a cutoff value. If drug tested is present below that level,
It IS reported as a negative result.

AGenerally, cutoff values are lower for GC/MS than immunoassays, but
not always. Even with lower cutoffs, can still have a level that is lower
than the cutoff

AFalsenegative due to falsification (substitution, dilution, alteration)



Falsenegative Immunoassdoy design

AVery important: some immunoassays do not detect certain drugs
within their class.

ABenzodiazepine assay DOES NOT detect lorazepam or clonazepam!

ANVHAT!?

A(occasionally, usually at higher doses, clonazepam may passe
benzo assay)



Falsenegative Immunoassdoy design

AdhLIAl 0Sé AYYdzy2l aalé 2yfeé RSUSOUa
semtsynthetic opioids:

AHeroin, morphine, codeine, hydrocodone

AAIl the rest needspecifiammunoassays:
AOxycodonepxymorphone methadone, buprenorphine, fentanyl

A(occaﬁionally, usually at higher doses, oxycodone may qenssmiate
assay

ALess of an issue than in the past, but still happens (need to know what your
lab tests for)



-—3>» Known metabolites
_-— Pattern observed in patients receiving chronic opiate therapy
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———» KNOWN METABOLITES

LORAZEPAM

(Ativan)

DIAZEPAM
(valium)

FLUNITRAZEPAM
(Rohypnol)

&

7-AMINO
FLUNITRAZEPAM

Oxazepam and Nordiazepam are the primary metabolites of many benzodiazepines.

Many Benzodiazepines occur as glucuronide conjugates in urine.




Metabolites

Almportant to know
ASome immunoassays test for both parent and metabolite (cocaine)

ASome do not (methadone). Patient on a low dose may be negative for
MTD but positive for metabolite (appropriate)

APatient with positive buprenorphine but no metabolite may not be
taking medication



CLINICAL SCIENCE LABORATORY, INC.

51 Francis Ave., Mansfield, Mass. 02048 Tel: (508) 3395-6106 Fax: (508) 339-3540
Louis P. Amoruso, Ph.D. Stanley G. Elfbaum, Ph.D., D.A.B.C.C.
Order Date: 04/07/18 Specimen Date: 04/06/18 PATIENT
Patient Id:

Client: D.H.-PROVIDENCE - 178
Doctor:

DOB:

Accession: 455141

Test Normal Abnormal Reference Range
BENZODIAZEPINES, URINE NOT DETECTED NG/ML CUTOFF: 300
COCAINE/METAB, URINE NOT DETECTED NG/ML CUTOFF: 150
FENTANYL, URINE NOT DETECTED NG/ML CUTOFF: 2
METHADONE, URINE PRESENT NG/ML CUTOFF: 100
OPIATES, URINE NOT DETECTED NG/ML CUTOFF: 300

OXYCODONE, URINE NOT DETECTED NG/ML CUTOFF: 100




CLINICAL SCIENCE LABORATORY, INC.

51 Francis Ave., Mansfield, Mass. 02048 Tel: (508) 3395-6106 Fax: (508) 339-3540
Louis P. Amoruso, Ph.D. Stanley G. Elfbaum, Ph.D., D.A.B.C.C.
Order Date: 02/15/18 Specimen Date: 02/15/18 PATIENT
Patient Id:
Client: D.H.-PROVIDENCE - 178 DOB:

Doctor:
Accession: 91293

Test Normal Abnormal Reference Range
BENZODIAZEPINES, SALIVA NOT DETECTED NG/ML CUTOFF: 5
COCAINE/METAB., SALIVA PRESENT NG/ML CUTOFF: 5
METHADONE, SALIVA PRESENT NG/ML CUTOFF: 10
OPIATES, SALIVA NOT DETECTED NG/ML CUTOFF: 10
OXYCODONE, SALIVA NOT DETECTED NG/ML CUTOFF: 10

FENTANYL, SALIVA NOT DETECTED NG/ML CUTOFF: 2







