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Urine Drug Testing in a Family Medicine 
Residency Practice 
ÅUnexpected results in 62% of initial tests 

Å45% of the screens were negative for prescribed opioids 

Å39% were missing benzodiazepines 

Å20% of the unexpected results had medications not prescribed at 
their clinic 

ÅAfter 9 months, 50 fewer patients (13%) on chronic opioid registry. 

ÅάhǳǊ experience indicates that strong policies for periodic urine drugs 
screening are beneficial in decreasing chronic opioid prescribing and 
in improving provider confidence and satisfaction in managing these 
medicinesΦέ 

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



Big Picture 

ÅDrug testing is only a tool. Must be used appropriately 
(therapeutically) 

ÅTo understand the technologies used (immunoassay, GC/MS) is to 
understand false-positives and false negatives 

ÅUsual benzo screen misses lorazepam and clonazepam! 

ÅOpiate screen only detects heroin, morphine, codeine, hydrocodone 

ÅSpecific screens needed to detect oxycodone, methadone, 
buprenorphine and fentanyl 

ÅTesting should be a regular part of treatment (like checking PMP) 

ÅVery few of the recommendations are evidence-based 

 

 

 

 



Appropriate Use of Drug Testing-Specifics  

ÅOverview of the Consensus Statement, highlighting a few areas 

ÅBiological Matrices (urine vs oral, etcΧύ 

ÅPresumptive vs Definitive testing 

ÅTechnology of tests:  Immunoassay vs GC/MS, LC/MS 

ÅCommon False Negatves, False Positives  

ÅMetabolites 

ÅWindows of Detection 

ÅRecommended areas of further research 



ASAM Consensus Statement 

Å Part 1: Principles of Drug Testing in Addiction Treatment 

 

Å Part 2: Process of Drug Testing in Addiction Treatment 

 

Å Part 3: Additional Key Elements of a Testing Program 

 

Å Part 4: Biological Matrices 

 

Å Part 5: Settings 

 

Å Part 6: Special Populations 

 
(J Addict Med 2017;11: 163ς173) 



1.Principles of Drug Testing in Addiction Treatment 

ÅClinical Value 
ÅWhat it can do: Corroborate pt self-report; Presence or absence of a drug 

w/in a period of time 

ÅClinical Use  
ÅTherapeutic Tool  
ÅExplore denial  
ÅProvide motivation, reinforcement of abstinence  
ÅEducate patients about therapeutic purpose of drug testing  

ÅAssessment  
Å²Ƙŀǘ ƛǘ ŎŀƴΩǘ do: Tell anything about patterns of use  
ÅPresence of a drug is not evidence to make dx of SUD (ex: caffeine) 

ÅMonitoring 
ÅShould not be the only method to show adherence or drug use 

 
 

 

 

 



tŀǘƛŜƴǘǎΩ YƴƻǿƭŜŘƎŜ ŀƴŘ !ǘǘƛǘǳŘŜǎ ¢ƻǿŀǊŘǎ 
Regular Alcohol Urine Screening: A Survey Study 

Åά¢ƻ me, the main function of regular alcohol urine screening ƛǎ ǘƻΥέ 

Å75%  Accomplish my therapeutic objectives regarding alcohol 

Å53%  Prevent relapse 

Å42%  Remind myself that I am in treatment because of alcohol 

Å40%  Show to professionals that I do not drink 

Å40%  Have closer contact with professionals/to feel better  
  cared of 

Å36%  Show to my family that I do not drink  

Å0.8%  Comply with a legal requirement  

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



2.Process of Drug Testing in Addiction Treatment 

ÅChoosing a Test  
ÅClinical Necessity and Value  
ÅIdentifying Substances of Interest  
ÅMatrix Advantages and Disadvantages 
ÅPresumptive and Definitive Tests 
ÅCost  

ÅResponding to Test Results 
ÅMeaningful therapeutic response to results, pos and neg (not clean/dirty) 
ÅNon-confrontational  
ÅImmediate abstinence may not be a realistic goal early in treatment  
ÅConsider all relevant factors when making a clinical decision  

 

 



2.Process of Drug Testing in Addiction Treatment 

ÅResponding to Test Results 
ÅUnclear Test Results 

ÅTest Scheduling 
ÅTest Frequency 
ÅPatient acuity/severity, level of care 

ÅRandom Testing  

 



Part 3: Additional Key Elements of a Testing Program 

ÅDocumentation and Confidentiality  

ÅPractitioner Education and Expertise  
ÅKnowledge and Proficiency  

ÅLanguage and Attitude  
ÅPositive/neg vs clean/dirty  

ÅPositive attitude. Ambivalence among staff can be a barrier  

ÅTest Facilities and Devices  
ÅPoint of Care Tests  

ÅChoosing a Laboratory  



Part 4: Biological Matrices 

ÅUrine  
ÅMost well-established for presumptive and POC testing 

ÅAlso, most prone to tampering 

ÅOral Fluid 
ÅAppropriate when done properly 

ÅDevice that facilitates saliva collection preferred to expectoration 

ÅNeed to be aware of things that can cause a false negative 
ÅChewing on the collector 

ÅLess than 5 minutes of collection time 

ÅHaving eaten w/in 15 minutes of test (some say w/in 60 minutes) 

ÅHaving taken drug w/in 2 hours (oral, inhaled) 

 



Part 4: Biological Matrices 

ÅBlood  
ÅOnly for Emergency Departments 

ÅBreath  
ÅNo statements about the appropriateness of breath testing were endorsed by the 

expert panel.  

ÅHair  
ÅHair testing in addiction treatment can detect long-term patterns of use. Routine use 

of hair testing is not appropriate for addiction treatment.   

ÅSweat  
ÅThere 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 

ÅOutpatient Services (Level of Care 1.0) and IOP/PHP (2.0) 
ÅMore frequent, random, days after weekends, holidays, paydays, stressors 

ÅResidential/Inpatient (3.0) and Medically Managed Inpatient (4.0) 
ÅImportant to maintain a drug-free therapeutic environment in res treatment  
ÅAfter return from a pass 

ÅOpioid Treatment Services  
ÅDetecting substances that could complicate patient response 
ÅMonitoring adherence  
ÅMonitoring possible diversion  

ÅTesting Scheduling  
ÅSpecific to setting and stage of treatment  

 
 

 



Part 6: Special Populations 

ÅAdolescents  
ÅSelf-reporting 
ÅHome kits not recommended (interpretation, parent-child relationship) 
ÅAdolescent Consent 
ÅAdolescent Confidentiality 

ÅPregnant Patients  
ÅIn general, we are under-screening and under-treating 
ÅConsequences and Confidentiality 
ÅUnique issues r/t reporting, legal consequences, child protective services 

ÅPeople in Recovery 
ÅDrug testing should continue for a minimum of five years for most patients in stable 

recovery 

ÅHealth and other Professionals   
 



Presumptive vs. Definitive Tests 

ÅPresumptive Tests generally less accurate but faster results 

ÅOften referred to as 
ÅPreliminary 

ÅQualitative 

ÅImmunoassay 

ÅPoint of care (POC) 

ÅScreen 

ÅThe names above may or may not be correct 



Definitive Tests 

ÅDefinitive Tests generally more accurate but slower results 

ÅOften referred to as 
ÅConfirmatory 

ÅQuantitative 

ÅChromatography/mass-spectrometry (GC/MS, LC/MS) 

ÅLab-based 

ÅConfirmatory 

 



Presumptive Testing 

ÅImmunoassay-can be point of care or laboratory 

ÅUse antibodies to bind with specific drug, metabolite or class of drugs 
(e.g. opiates, benzos, fentanyl stripsΧύ 

ÅA positive result indicates that something in the sample reacted with 
the antibody 

ÅFalse-positive rates vary (cocaine very low, amphetamine very high) 

ÅMay or may not need a definitive test 
ÅIf patient admits use, often not necessary 



When to Perform Definitive Testing 

ÅIf patient disputes findings of presumptive test 

ÅIf provider wants to know which opioid or benzo a patient used 

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

ÅNegative benzo screen for pt prescribed clonazepam 

ÅIf results will inform a decision that has major clinical or non-clinical 
implications (legal issues) 



Definitive Testing 

ÅChromatography/Mass Spectrometry 
ÅGas Chromatography (GC/MS) 

ÅLiquid Chromatography (LC/MS) 

ÅThe Gold Standard 
ÅFingerprint 

ÅVery high specificity and sensitivity 

ÅVirtually no false-positives.  



Drug testing-Levels 

ÅIn general, cannot draw conclusions based on absolute drug levels 

 

ÅParent drug level and its metabolites levels vary widely 

 

ÅOnly thing can be said is for sure is that with abstinence, level will fall 
over time 



False-negative testing 

ÅBoth types of test can have false-negatives. 

ÅAll tests have a cutoff value. If drug tested is present below that level, 
it is reported as a negative result.  

ÅGenerally, 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 

ÅFalse-negative due to falsification (substitution, dilution, alteration) 



False-negative immunoassay by design 

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

 

ÅBenzodiazepine assay DOES NOT detect lorazepam or clonazepam! 

ÅWHAT!? 

 
Å(occasionally, usually at higher doses, clonazepam may cause pos 

benzo assay) 

 



False-negative immunoassay by design 

ÅάhǇƛŀǘŜέ ƛƳƳǳƴƻŀǎǎŀȅ ƻƴƭȅ ŘŜǘŜŎǘǎ ƴŀǘǳǊŀƭƭȅ ƻŎŎǳǊǊƛƴƎ ƻǇƛƻƛŘǎ ŀƴŘ ǘǿƻ 
semi-synthetic opioids: 
ÅHeroin, morphine, codeine, hydrocodone 

 
ÅAll the rest needs specific immunoassays: 
ÅOxycodone, oxymorphone, methadone, buprenorphine, fentanyl 
Å(occasionally, usually at higher doses, oxycodone may cause pos opiate 

assay) 
 
ÅLess of an issue than in the past, but still happens (need to know what your 

lab tests for) 



Metabolism 

ÅOpioids 

ÅImportant to know 

ÅBonus: 6-MAM 

 



Metabolism 

ÅBenzodiazepines 



Metabolites 

ÅImportant to know 

ÅSome immunoassays test for both parent and metabolite (cocaine) 

 

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

 

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








