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Drug Testing in Substance Use Disorder Treatment:

  It Generally Doesn’t Help. 
  It Does Hurt.
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Learning Objectives

1. Describe the chronology of drug testing and how it was integrated early on 
into standard care for substance use disorders.

2. Explore the impact of drug testing on patients through their direct accounts.

3. Compare the evidence for patient-centered harms and benefits of drug 
testing.

4. Evaluate principles of harm reduction and low-threshold care and their 
compatibility with routine drug testing as currently recommended and 
required. 
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Cowardice asks the question, ‘Is it safe?’ 

Expediency asks the question, ‘Is it politic?’ 

Vanity asks the question, ‘Is it popular?’ 

But Conscience asks the question, ‘Is it right?’

5Remaining Awake Through a Great Revolution , Sermon delivered on Passion Sunday, Mar. 31, 1968, in: The Essential Writings and Speeches of Martin Luther King, Jr. , p. 
268.

Martin Luther King, Jr.
March 31, 1968



ἀσκεῖν περὶ τὰ νοσήματα δύο, ὠφελεῖν ἢ μὴ βλάπτειν. 

Practice two things in your dealings with disease: 

either help or 
do not harm the patient.

 

6
Hippocrates, & Adams, F. (1849). The Genuine Works of Hippocrates Volume 1 . 
https://www.google.com/books/edition/The_Genuine_Works_of_Hippocrates/OqAEAAAAQAAJ?hl=en&gbpv=1

Hippocrates, 
Epidemics 1.11



“You can’t say that you’re a program that provides choice to 
people and then take the choice away from them. You can’t, 
and if we are truly a program that says ‘other drug use is not 
an issue in terms of your methadone,’ then we must follow 
that through. 

Let’s not just say it and be full of s---. Let’s not call ourselves 
harm reduction and then be abstinence-based thinking. It 
doesn’t make sense.” 

Staff member, Program C

7
Strike, C., & Rufo, C. (2010). Embarrassing, degrading, or beneficial: Patient and staff perspectives on urine drug testing in methadone maintenance treatment. Journal of 
Substance Use, 15(5), 303–312. https://doi.org/10.3109/14659890903431603
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Drug�Testing�in�
Substance�Use�
Disorder�Treatment:

THE�
WHY�
AND�THE�
HOW�
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Thought Experiment

You have a loved one who needs care with methadone or buprenorphine.

They have the choice of two sites for either medication.

Site A has an intensive drug testing program and does this testing with each visit.

Site B deliberately does not emphasize testing and does just enough to meet 
regulatory requirements (8 times per year for an OTP; state requirements for 
buprenorphine (there is no federal testing requirement for buprenorphine)

The programs are otherwise the same.

Which one do you recommend to your loved one?

10



Platonic Ideal: Diffusion of Medical Interventions
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Leeches
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Bed Rest for Myocardial Infarction

Implementation at ScaleYear Z

X Year Y
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Aducanumab

XYear Z

Small-Scale Use 
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Phase 1-3 Trials & 
Approval
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Direct-Acting Antivirals for HCV

Implementation at Scale: 
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Bleeding Time

Implementation at ScaleYear Z
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Drug Testing in SUD Treatment
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History of and Rationale 
for Drug Testing
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The newly founded West Berlin Institute 
for Forensic and Social Medicine is 
responsible for carrying out all checks on 
addicts and people suspected of being 
addicted throughout West Berlin.

As a result, the toxicology department of 
the institute is faced with the task of 
carrying out up to 20-25 chemical tests of 
urine samples at a time. 

The very frequent urine tests of a large 
number of persons suspected of 
addiction made it necessary to use rapid 
methods for the chemical examination 
of urine for narcotic substances.
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Arnold W. Control of drug addicts by morphine determination in urine. Dtsch 
Gesundheitsw. 1952;7(30):946-950. https://www.ncbi.nlm.nih.gov/pubmed/12988748. 17

1952
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Überwachung

1. monitor
2. supervise
3. observe
4. closely observe
5. police
6. control
7. surveil 

Die Überwachung von Rauschgiftsüchtigen durch den 
Morphinnachweis im Urin

18
Google Translate: Uberwachung. https://translate.google.com/?sl=auto&tl=en&text=%C3%9Cberwachung&op=translate. Accessed February 18, 2024.
https://en.langenscheidt.com/german-english/ueberwachung



The war, with its material and psychological stresses, paved the way for many weak-
willed persons to addiction to drugs by way of the black market in drugs. The 
reorganization of our social life,  combined with the large-scale measures taken by our 
government in the field of public health care, has succeeded in reducing the alarmingly 
high number of addicts. 

The chemical, qualitative, and quantitative detection of addictive substances, 
especially morphine, in order to discover addictions is a problem that many chemists 
and physicians have already worked on and which has so far only been partially 
solved.

19

Arnold W. Control of drug addicts by 
morphine determination in urine. Dtsch 
Gesundheitsw. 1952;7(30):946-950. 
https://www.ncbi.nlm.nih.gov/pubmed/1298
8748.



What conditions must such testing meet in order to ensure flawless 
clinical-chemical monitoring and transfer of drug addicts? Above all, 
there are three properties that such a procedure must possess:

1. Specificity [Limited False Positives]

2. Time-saving analysis process [Fast]

3. Simplicity [Easy]

In the course of ongoing urine testing for morphine, it was found that, 
despite flawless reagents and the most accurate analytical work, 
a positive morphine result also occurred in cases where morphine intake 
was certainly excluded.

20Arnold W. Control of drug addicts by morphine determination in urine. Dtsch Gesundheitsw. 1952;7(30):946-950. https://www.ncbi.nlm.nih.gov/pubmed/12988748.



In the early 1960s, California and New York adopted a mandated 
treatment system using commitment by the courts to an enforced 
term of treatment. 

In California, the Civil Addict Program was administered by a 
separate authority within the criminal justice system using a large 
facility at Corona for the inpatient phase. 

Under the supervision of a specially chartered parole authority, 
the patient was closely supervised (through urine testing) after 
release. Failure to remain drug-free resulted in a return to the 
correctional facility for further treatment.

196X
W

21
Institute of Medicine (US) Committee for the Substance Abuse Coverage Study, Gerstein, D. R., & Harwood, H. J. (1992). Federal Leadership in Building the National 
Drug Treatment System . National Academies Press (US). https://www.ncbi.nlm.nih.gov/books/NBK234758/



1966

1968
22Oral History of Substance Abuse Research: Interview with Dr. Jerome Jaffe.
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1971
W H

Nixon R. Remarks About an Intensified Program for Drug Abuse Prevention and Control. 
June 1971.



Operation Golden Flow: Vietnam, 1971

Operation Golden Flow. VET Tv. Published February 22, 2021. Accessed September 2, 2023. https://www.veterantv.com/dictionary/operation-golden-flow/
27
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Confirmatory Test

1971
H

Screening Test
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In the American Journal of Public Health in 
1972, Colonel Stewart L. Baker argues how 
the urine testing in Vietnam has direct 
“implications for a methadone program.”

“President Nixon called, on June 17 of [1971], 
for a national counter-offensive on drug 
abuse, a problem he termed public enemy 
number one. 

He emphasized informally to Department of 
Defense officials that the military services 
must not discharge drug dependent 
servicemen into our already crime-ridden 
streets, still influenced by drug-hunger, 
without signal efforts at rehabilitation.” 



30

As of October 15, 1971, the Army had the capability of analyzing 7,500 samples 
per day in Vietnam.

Further, it is necessary to have both screening techniques (FRAT, TLC) and a 
verification technique (GLC) because of the statistical probabilities implicit in all 
large-scale screening programs. This still requires that the diagnosis of drug-users 
must be made by physicians, to protect the 14 men in 1,000 who may be falsely 
identified under this test sequence in even optimal operations.

We should, perhaps, repeat this point: diagnosis must be made by a physician, not 
a machine. Laboratory analysis is never perfect, and there is always a chance for 
human or machine error. A lab test must always be interpreted in terms of the 
whole man; this is even more true when a positive diagnosis has such potential 
legal and social implications as is true in the area of drug abuse.

Baker SL Jr. U.S. Army heroin abuse identification program in Vietnam: implications for a methadone program. Am J Public Health. 1972;62(6):857-860. 
doi:10.2105/ajph.62.6.857



I read with great interest the article by Dr. Lewis Thomas (N Engl J Med 
286:531–533, 1972) in which he eloquently stated the practical problems of 
coping with heroin addiction. Dr. Lewis makes a strong plea for large-scale 
methadone use as a “plug in the dike” until a better drug comes along. 
Unfortunately, methadone is also an addictive drug, and people taking this 
medicine run the risk of being so maintained for the rest of their lives.

The therapy of heroin addiction must be accompanied by greater scientific 
standards concerning the true incidence of addiction. At present, the best 
laboratory indicator of a program’s results is detection of urinary morphine. 
As physicians, we monitor the therapy of diabetes mellitus with the aid of 
blood glucose levels and the detection of urinary glucose. Why not enforce 
something similar for the heroin addiction treatment centers? The insistence 
on routine sensitive urinary morphine detection is possible technically and 
feasible economically.

1972
W H
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Criteria for arriving at a schedule 
include:

All urine samples must be collected 
under supervision.

Unless urine testing is to be done daily, 
sampling must be truly random. 

Utilizing these criteria and statistical 
methods, it can be shown that random 
sampling 1 day in 5 allows the 
calculation of results within 95% 
confidence limits. 

1972
W H

32G. G. (1972). Testing for drug use: why, when, and what for. International Pharmacopsychiatry, 7, 178–198. https://doi.org/10.1159/000468034



The advantages of testing for drugs include:

1. The ability to monitor illicit drug taking in a 
treatment and rehabilitation program. This 
allows some measurement of the success of 
the program. 

2. Monitor whether or not patient is taking 
medication (e. g., methadone). Testing data 
is very useful from medico-legal point of 
view.

3. The ritual of leaving a urine sample keeps 
the user in touch with a particular program. 
Positive urines then become a source for 
confrontation and group or individual 
therapy—negative ones a chance for verbal 
reward. The more rapid and reliable tests 
are a definite aid in diagnosis as well as 
treatment procedures.

4. Provide basis for a bond between patient 
and counselors and patient and physician.

The disadvantages of testing for drugs are:

1. Routine analyses are expensive and time 
consuming.

2. Results can be incorrect, thereby creating 
morale and/or behavioral problems.

3. Positive results tell only that the drug had 
been ingested or administered just prior to 
testing. The test tells nothing about 
whether or not the patient has either an 
acute or chronic problem.

4. Test results tell nothing about the clinical 
picture.

33

DeAngelis, G. G. (1972). Testing for drug use: why, when, and what for. 
International Pharmacopsychiatry, 7, 178–198. 
https://doi.org/10.1159/000468034



Harms from Testing

34
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https://www.youtube.com/watch?v=aM9Ap
qxiiug&embeds_referring_euri=https%3A%2F
%2Fwww.statnews.com%2F&source_ve_path
=OTY3MTQ&feature=emb_imp_woyt 

https://www.youtube.com/watch?v=aM9Apqxiiug&embeds_referring_euri=https%3A%2F%2Fwww.statnews.com%2F&source_ve_path=OTY3MTQ&feature=emb_imp_woyt


36
https://www.statnews.com/2024/03/12/methadone-clinics-rigid-rules-
opioid-addiction-recovery/ 
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I don’t like somebody looking at me, or behind me . . . it’s not a very pleasant 
experience for anybody. Actually, I think it’s undignified, and I feel it’s wrong . . . 

It’s degrading having to take a urine sample. 

It’s [being on tape] an invasion of privacy. 

A few times I couldn’t go knowing that they [the cameras] were there but ran the 
water, stuck my hand in it . . . sat there waiting, walked out, went to the [water 
cooler] thing, filled it up . . . forcing down eight cups real fast and walking around . . . 
and you’ll go within ten minutes or so. 

39Strike, C., & Rufo, C. (2010). Embarrassing, degrading, or beneficial: Patient and staff perspectives on urine drug testing in methadone maintenance treatment. 
Journal of Substance Use , 15(5), 303–312. https://doi.org/10.3109/14659890903431603



So they were doing urine samples and I didn’t like it. It was a lot of pressure. Some 
people can’t go to the washroom, and you sit here for three hours and it’s ridiculous. 

The camera was at the side of the toilet . . . so that they could get like a direct shot, 
and that was really weird . . . I found it was making it really hard to piss, so the only 
way I could piss was to sit down, turn off the lights and sit there for like 15 minutes 
relaxing. 

During interviews, several patient and staff participants expressed a belief that urine 
drug testing reinforced a stigmatized identity as a ‘lying, untrustworthy junky’:

I haven’t  used, and I’ve been going to meetings, I’ve been polite, I’ve been a human 
being instead of a no-good with no place to stay drug addict. 

. . . to come and call me a liar saying that I did this and this and this, and then justify 
that by telling me that it’s in my nature as an addict to lie, and then to deny my lie . . 40



Rule and Policy Violations
Several patients also described situations in which they were informed that they had 
violated rules or policy, which led to discontinuation. 

“They told me, you know you're not supposed to be drinking. They gave me a couple 
opportunities and it wasn't like I was drinking a lot. I was, honest to God, I was on the 
golf course over the course of the summer four or five times and I think I had two or 
three White Claws [alcoholic beverage].” This patient had previously benefited 
substantially from buprenorphine and described struggling mightily with cravings and 
withdrawal after the imposed discontinuation.

Another participant, who described a long history of alcohol use, explained that his 
clinician wanted him to stop drinking entirely, “their clinical policy is...you shouldn't 
drink when you take it [buprenorphine].” Rather than cease drinking alcohol entirely, he 
cut down, “I was honest with them... like please let me have a sip of alcohol. You 
know?” Nonetheless, the clinician stopped prescribing buprenorphine. 41

Wyse, J. J., Eckhardt, A., Waller, D., Gordon, A. J., Shull, S., Lovejoy, T. I., Mackey, K., & Morasco, B. J. (2024). Patients’ Perspectives on Discontinuing Buprenorphine for the 
Treatment of Opioid Use Disorder. Journal of Addiction Medicine . https://doi.org/10.1097/ADM.0000000000001292
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Liberating Methadone 2023
https://med.nyu.edu/depar
tments-
institutes/population-
health/divisions-sections-
centers/epidemiology/cent
er-opioid-epidemiology-
policy/events 

https://nyulangone.zoom.us/rec/play/u8XQN19wolYTPowvM_CrY0LzLwtiuAQKQnyQQDm9PusoLUgkvGMoU_Xum9q-wI9HGEhugm2GdP55RDBE.x83p7mB0B1j5OxhL?canPlayFromShare=true&from=share_recording_detail&continueMode=true&componentName=rec-play&originRequestUrl=https%3A%2F%2Fnyulangone.zoom.us%2Frec%2Fshare%2FD_tlpbFwTumCfMG3648MXrzePNKwifVvKI98CwT-WzsNVHKwQNw0IcJ1WtimEND4.9oOvF5Nql4jFLajq%3Fmc_cid%3Dea4cd941c1%26mc_eid%3D12f1c38ef2


Staff

We’re not collecting  urine from them because that’s not what we’re about.  We don’t 
want this programme to be about peeing in a bottle; we want people to be able to tell us 
this is what I’m using. 

The urine samples, I think it’s totally dehumanizing for someone to go and pee and 
they’re watched …  not to mention the fact that yes, let’s try and build a relationship 
based on trust and respect when I’m watching you pee, right? It just seemed ludicrous … 

You can’t say that you’re a program that provides choice to people and then take the 
choice away from them. You can’t, and if we are truly a program that says “other drug 
use is not an issue in terms of your methadone,” then we must follow that through. Let’s 
not just say it and be full of s---. Let’s not call ourselves harm reduction and then be 
abstinence-based thinking. It doesn’t make sense. 

43Strike, C., & Rufo, C. (2010). Embarrassing, degrading, or beneficial: Patient and staff perspectives on urine drug testing in methadone maintenance treatment. Journal of Substance Use , 15(5), 303–312. https://doi.org/10.3109/14659890903431603
Strike, C., Millson, M., Hopkins, S., & Smith, C. (2013). What is low threshold methadone maintenance treatment? The International Journal on Drug Policy , 24(6), e51–e56. https://doi.org/10.1016/j.drugpo.2013.05.005



But at Arud Centre for Addiction Medicine, a leading Swiss clinic, all patients in need 
of addiction care are given instant access to weeks’ worth of medication. They are not 
required to participate in counseling, or subjected to drug tests, or punished if they 
relapse and use illicit substances. It is a strategy that many American methadone 
clinics warn would result in disaster—but that European experts say is the continent’s 
key to success. 

“We have access to a very broad population because it’s so easy to access our 
treatment center,” Philip Bruggmann, a Swiss doctor and Arud’s head of internal 
medicine, told STAT during a recent visit to the clinic’s headquarters in central Zurich. 
“This wouldn’t be possible in a system which is very restrictive, where people are 
getting kicked out of the program or disappearing because they can’t comply with the 
regulations and rules. I think we would lose a lot of patients. They would die.”
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Facher, L. (2024, March 26). Switzerland had a drug overdose crisis. Then it made methadone easy to get . STAT. https://www.statnews.com/2024/03/26/opioid-addiction-methadone-treatment-switzerland-europe/
Chiu, K., Pandya, S., Sharma, M., Hooimeyer, A., de Souza, A., & Sud, A. (2024). An international comparative policy analysis of opioid use disorder treatment in primary care across nine high-income jurisdictions. Health Policy , 141, 
104993. https://doi.org/10.1016/j.healthpol.2024.104993
Frank, D., , Ph.D. (2021). “That’s No Longer Tolerated”: Policing Patients’ Use of Non-opioid Substances in Methadone Maintenance Treatment. Journal of Psychoactive Drugs , 53(1), 10–17. 
https://doi.org/10.1080/02791072.2020.1824046
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“Afterwards, I asked my friend and a 
few other people about how they get 
drug tested. One person said that 
they had been on methadone for 
seven years, and another ten. Both 
had only been drug tested once, when 
they first started on methadone.

This experience was unrecognizable to 
me. I was “randomly” drug tested 
every single Thursday for the entire 
year of 2021. Even though I had years 
of drug tests showing methadone-
only preceding that year.”

“December 13 was my pickup day at the clinic. It also ended up being my last day there. 
Because even though methadone has been life-changing for me, I can no longer abide the cruelty 
with which this medication is dispensed. So I made a conscious decision to walk out, and take my 
chances with trying to finish tapering off opioids with drugs I buy on the illicit market. I’m done 
trading my dignity for safety.” Russell D. To a US methadone recipient, visiting Australia was shocking. Filter. Published December 20, 2022. 

Accessed September 1, 2023. https://filtermag.org/methadone-clinic-australia-pharmacy/



The Methadone Manifesto

Many clinics institute monitored weekly drug testing, despite federal regulation 
calling for drug screening only eight times per year.  A number of clinics own their 
testing labs, so they simply bill  themselves for the excessive drug tests and labor. 
Toxicology screening and analysis represent a substantial expense associated with 
MAT, and its elimination would dramatically reduce overall treatment cost. 

It frequently falls on the patient to contest a false positive, revealing massive 
oversight on the part of the clinic. 

Finally, observed drug testing is humiliating, as people are often observed during 
urine testing by staff and other clients. Observed specimen collection may also re-
traumatize patients who have experienced physical and psychological trauma.

46The Methadone Manifesto [Long Version] . (2024). https://sway.cloud.microsoft/UjvQx4ZNnXAYxhe7?ref=Link&mc_cid=9754583648&mc_eid=51fa67f051



47Schulte, F., & Lucas, E. (2017, November 6). Liquid Gold: Pain Doctors Soak Up Profits By Screening Urine For Drugs. KFF Health News. 
https://kffhealthnews.org/news/liquid-gold-pain-doctors-soak-up-profits-by-screening-urine-for-drugs/
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http://abcnews.go.com/
US/video/pennsylvania-
mom-settles-poppy-
seed-bagel-drug-test-
19572219



Jim Jenkins: He was in the final phase of the 
program. He was just three months short of 
graduation. And he was called in for a 
random urine screen, which they do 
regularly in the program.

Charlie McCullough: I went in there and I took the drug test. She said that it came up 
positive for methamphetamine.

Ira Glass: She, the drug counselor, not Judge Williams.

Charlie Mccullough: I knew I wasn't messing around. So I told her that wasn't right. They 
let me take another drug test.

Jim Jenkins: So she took another sample and gave him another test.

Ira Glass: And we should say this was just like, 20 minutes after the first test.

Jim Jenkins: Within 20 minutes. Exactly. And it came out negative. 49http://www.thisamericanlife.org/radio-
archives/episode/430/very-tough-love
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The specter of the opioid epidemic has shadowed life in California for nearly three decades, and opioid deaths in the state are rising 
precipitously. Physicians have long advocated the use of life-saving opioid medications methadone and buprenorphine to treat addiction. Despite 
methadone’s proven effectiveness, access to the drug has been blocked across the health care system – and California is among the most 
restrictive states in the nation. This week, new federal regulations take effect that could expand access to methadone treatment. STAT addiction 
reporter Lev Facher examined access to these medications in a recent investigation titled “The War on Recovery.” We’ll talk about what this shift 
at the national level means for addiction treatment in California. And we’ll hear from you: Has access to methadone had an impact on your life or 
recovery?

Guests:
Lev�Facher,�addiction�reporter,�STAT�News
Leslie�Suen,�physician�and�researcher,�University�of�California�San�Francisco
Jordan�Scott,�disabled�drug�user�in�recovery;�organizing�coordinator,�Pennsylvania�Harm�Reduction�network

This listener writes, since 
buprenorphine can be federally 
subsidized, mine with Medicare, I'm 
tested regularly for a marijuana 
use.  I would be cut off 
immediately in the case of a 
positive result, despite the fact 
marijuana would be helpful for me.

April 3, 2024

http://drive.google.com/file/d/184TbuG1VprYEg20hrJHNXfVdqpKIiBoW/view
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Clinician Proficiency

Conclusions: Physicians who employ UDT to monitor patients receiving chronic 
opioid therapy are not proficient in test interpretation. This study highlights the 
need for improved physician education; it is imperative for physicians to work 
closely with certified laboratory professionals when ordering and interpreting 
these tests. (Reisfeld, 2007)

The greatest defect of immunoassays is their lack of specificity. Very few anti-sera 
exist that are specific for a single compound, although some have been prepared 
with very high specificity where cost was no object. Hence one should confirm all 
positive results by some other procedure if specificity is  important. (Sunshine, 
1975)
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Reisfield, G. M., Bertholf, R., Barkin, R. L., Webb, F., & Wilson, G. (2007). Urine drug test interpretation: what do physicians know? Journal of Opioid Management , 3(2), 80–86. https://doi.org/10.5055/jom.2007.0044
Moeller, K. E., Kissack, J. C., Atayee, R. S., & Lee, K. C. (2017). Clinical Interpretation of Urine Drug Tests: What Clinicians Need to Know About Urine Drug Screens. Mayo Clinic Proceedings. Mayo Clinic , 92(5), 774–796. 
https://doi.org/10.1016/j.mayocp.2016.12.007
Suzuki, J., Garayalde, S., Dodoo, M., & Rodriguez, C. (2018). Psychiatry residents’ and fellows' confidence and knowledge in interpreting urine drug testing results related to opioids. Substance Abuse: Official Publication of the Association for Medical 
Education and Research in Substance Abuse , 39(4), 518–521. https://doi.org/10.1080/08897077.2018.1469105
Sunshine, I., & Jatlow, P. I. (1975-1985). Methodology for analytical toxicology 1 . CRC Press. https://search.worldcat.org/title/1253991
Eskridge, K. D., & Guthrie, S. K. (1997). Clinical issues associated with urine testing of substances of abuse. Pharmacotherapy , 17(3), 497–510. https://www.ncbi.nlm.nih.gov/pubmed/9165553



Clinician Proficiency

Immunoassays have many weaknesses that can result in false-positive and false-
negative results. Understanding how to interpret urine immunoassays (e.g., 
cutoff values, detection times, and false-positive results) is vital when ordering. 
All positive results on immunoassays need confirmatory testing (e.g., gas 
chromatography/mass spectrometry). (Moeller, 2017)

Psychiatry residents and fellows infrequently receive training in UDT 
interpretation, score poorly on the knowledge test, and their confidence in UDT 
interpretation does not reflect their knowledge. (Suzuki, 2018)
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Moeller, K. E., Kissack, J. C., Atayee, R. S., & Lee, K. C. (2017). Clinical Interpretation of Urine Drug Tests: What Clinicians Need to Know About Urine Drug Screens. Mayo Clinic Proceedings. Mayo Clinic , 92(5), 774–796. 
https://doi.org/10.1016/j.mayocp.2016.12.007
Suzuki, J., Garayalde, S., Dodoo, M., & Rodriguez, C. (2018). Psychiatry residents’ and fellows' confidence and knowledge in interpreting urine drug testing results related to opioids. Substance Abuse: Official Publication of the Association for Medical 
Education and Research in Substance Abuse , 39(4), 518–521. https://doi.org/10.1080/08897077.2018.1469105
Sunshine, I., & Jatlow, P. I. (1975-1985). Methodology for analytical toxicology 1 . CRC Press. https://search.worldcat.org/title/1253991
Eskridge, K. D., & Guthrie, S. K. (1997). Clinical issues associated with urine testing of substances of abuse. Pharmacotherapy , 17(3), 497–510. https://www.ncbi.nlm.nih.gov/pubmed/9165553



Clinician Proficiency

Urine drug screen (UDS) immunoassays are a quick and inexpensive method for 
determining the presence of drugs of abuse. Many cross-reactivities exist with 
other analytes, potentially causing a false-positive result in an initial drug screen. 
(Saitman, 2014)

The antibody-based enzymatic immunoassays used for qualitative analysis of 
urine have significant drawbacks that clinicians are often not aware of. Recent 
literature suggests that there is a lack of understanding of the shortcomings of 
these assays by clinicians who are ordering and/or interpreting them. (Nelson, 
2016)
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Sunshine, I., & Jatlow, P. I. (1975-1985). Methodology for analytical toxicology 1 . CRC Press. https://search.worldcat.org/title/1253991
Eskridge, K. D., & Guthrie, S. K. (1997). Clinical issues associated with urine testing of substances of abuse. Pharmacotherapy , 17(3), 497–510. https://www.ncbi.nlm.nih.gov/pubmed/9165553



Clinician Proficiency

The traditional opioid immunoassay, more appropriately called the opiate 
immunoassay, may be the most controversial and least specific and sensitive urine 
drug screen available today. (Nelson, 2016)

Erroneous provider interpretation of UDT results, infrequent documentation of 
interpretation, lack of communication of results to patients, and prescription refills 
despite inaccurate interpretations are common. Expert assistance with urine 
toxicology interpretations may be needed to improve provider accuracy when 
interpreting toxicology results. (Chua, 2020)
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Nagpal, G., Heiman, H., & Haymond, S. (2017). 
Interpretation of Urine Drug Screens: Metabolites 
and Impurities. JAMA: The Journal of the American 
Medical Association, 318(17), 1704–1705. 
https://doi.org/10.1001/jama.2017.10910



From the Front Lines

A 40-year-old woman with a history of polysubstance use presented to a methadone 
clinic with opioid use disorder and housing instability. The patient, who reported 
injecting intermittent cocaine and 2 to 3g of what she believed to be fentanyl per day, 
was initiated on methadone therapy. 

Results of a urine drug screen (UDS) on her presentation day were positive for 
fentanyls and confirmed by liquid chromatography–mass spectrometry (parent 
fentanyl = 20.0 ng/mL, metabolite norfentanyl = 337.0 ng/mL). 

On day 23, results of her UDS and confirmatory testing were again positive for 
fentanyls, although no parent fentanyl was detected on confirmation, and the 
norfentanyl metabolite concentration (0.7 ng/mL) was barely above the detection 
threshold (0.5 ng/mL). 

57Weiss, S. T., Chinn, M., & Veach, L. (2021). Reconsidering Reliance on Confirmatory Drug Testing in a Patient With Repeated Positive Urine Drug Screen Results: A Teachable 
Moment. JAMA Internal Medicine , 181(12), 1637–1638. https://doi.org/10.1001/jamainternmed.2021.6215 



This result was misinterpreted as the patient having relapsed, and she was 
discharged from clinic-associated housing despite her disavowal of new fentanyl 
use. Results of UDS on days 30 and 45 were negative for fentanyls. The patient 
struggled to maintain sobriety owing to her housing instability and subsequently 
relapsed, testing positive for fentanyls by UDS on day 51.

Severe psychosocial repercussions to patients due to clinicians misinterpreting 
drug testing results can include loss of employment or housing, revocation of 
parole or probation, loss of child custody, and dismissal from a medical practice. 

58
Weiss, S. T., Chinn, M., & Veach, L. (2021). Reconsidering Reliance on Confirmatory Drug Testing in a Patient With Repeated Positive Urine Drug Screen Results: A Teachable 
Moment. JAMA Internal Medicine , 181(12), 1637–1638. https://doi.org/10.1001/jamainternmed.2021.6215 



Fig. 1. Directed acyclic graph (DAG) for the hypothesized relationship between urine drug screening (UDS) modality and long-term retention in treatment. 
Minimum sufficient adjustment sets tested were a) clinic philosophy and clinic resources* or b) additional services, clinic philosophy, and UDS frequency. Figure 
created using DAGitty (Textor et al., 2016) * indicates primary model used in fractional logit regression modeling. (Michener, 2024)
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https://www.sciencedirect.com/science/article/pii/S0376871623013054?via=ihub#bib51


Although there are mandates for UDT testing among methadone enrollees, there 
are no national mandates for UDT testing in buprenorphine enrollees.

[S]ome providers may deemphasize UDT during MOUD  treatment because UDT 
results are unlikely to yield new information for stable patients and because UDT 
results can have poor sensitivity and specificity. While false negatives may lead 
providers to believe that patients are not adhering to treatment, false positives 
could halt treatment or impact parole or child welfare cases.
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Hammerslag, L., Talbert, J., Donohue, J. M., Sharbaugh, M., Ahrens, K., Allen, L., Austin, A. E., Gordon, A. J., Jarlenski, M., Kim, J. Y., Mohamoud, S., Tang, L., Burns, 
M., & Writing committee for MODRN. (2023). Urine drug testing among Medicaid enrollees initiating buprenorphine treatment for opioid use disorder within 9 
MODRN states. Drug and Alcohol Dependence , 250, 110875. https://doi.org/10.1016/j.drugalcdep.2023.110875
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“Together, the 
requirements discussed in 
this Article form a thicket 
of particularized regulatory 
requirements that 
healthcare practitioners 
and patients must endure 
to provide or receive 
treatment.” 

62J. Stanley, L., & Dooling, B. C. E. (2022). Methadone’s Regulatory Thicket . https://doi.org/10.2139/ssrn.4189693



Review of Evidence
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Robert L. DuPont, MD, president of the Institute for Behavior and 
Health and the first director of the National Institute on Drug 
Abuse (NIDA) in the 1970s, eschews subtlety when discussing his 
views on the importance of drug testing to addiction treatment 
services. 

“Drug testing is the technology of addiction medicine,” says 
DuPont. He adds, “It is vastly underutilized, both in terms of 
prevention and treatment.”

64Testing is `the technology of addiction` . (2014, March 7). https://www.hmpgloballearningnetwork.com/site/behavioral/article/testing-technology-addiction
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66“drug testing” and “substance use disorders” and “randomized controlled trials” = 0



67
“drug testing” and “substance use disorders” and “randomized controlled trials” or 
“review” or “systematic review” = 11 [none relevant]



Results [2014]: 

Eight studies met the inclusion criteria: one randomized clinical trial, two quasi-
randomized studies, one cohort, and four cross-sectional studies. The 
methodological quality was judged to be poor, with the exception of the randomized 
clinical trial (fair quality). The value of UDS in managing patients was not clearly 
indicated in these studies. 

Conclusions: 

Few studies, with poor quality, have assessed the value of UDS in managing 
patients using psychoactive substances; though with insufficiency to demonstrate 
the interest of carrying out UDS. Therefore, pragmatic intervention studies are 
necessary.
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Dupouy, J. (2015). Comment améliorer la prise en charge ambulatoire des patients dépendants aux opiacés ? : approche pharmacoépidémiologique de l’intérêt des tests urinaires de 
dépistage des substances psychoactives  [Toulouse 3]. http://www.theses.fr/2015TOU30001
Dupouy, J., Mémier, V., Catala, H., Lavit, M., Oustric, S., & Lapeyre-Mestre, M. (2014). Does urine drug abuse screening help for managing patients? A systematic review. 
Drug and Alcohol Dependence , 136, 11–20. https://doi.org/10.1016/j.drugalcdep.2013.12.009



Results [2019]: 

Of the 60 potentially eligible articles reviewed, only one three-arm randomized 
open-label trial, comparing weekly and monthly UDS testing with take-home OAT 
doses, met our inclusion criteria.
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screening and health outcomes of persons on opioid agonist therapy. The International Journal on Drug Policy , 64, 30–33. https://doi.org/10.1016/j.drugpo.2018.08.006
Kolla, B. P., Callizo, G. L., & Schneekloth, T. D. (2019). Utility of Urine Drug Testing in Outpatient Addiction Evaluations. Journal of Addiction Medicine , 13(3), 188–192. 
https://doi.org/10.1097/ADM.0000000000000477
Hammerslag L, Talbert J, Donohue JM, et al. Urine drug testing among Medicaid enrollees initiating buprenorphine treatment for opioid use disorder within 9 MODRN states. Drug 
Alcohol Depend. 2023;250:110875.
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Urine testing for drugs of abuse is a two-step process. In the first step, screening 
assays  are used to identify presumably positive specimens. Common screening tests 
are radioimmunoassays, enzyme immunoassays, fluorescence polarization 
immunoassay, and thin layer chromatography. Since they may be subject to cross-
reactivity, once a possible positive sample has been identified by a preliminary test, a 
second more specific methodology, gas chromatography with mass spectrometry, is 
done to confirm the results.  

Knowledge of the pharmacology and pharmacokinetics of abused drugs affects 
selection and interpretation of test results. 
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Treatment recommendations and diagnoses were altered after review of drug 
testing results in 1 patient (0.5%). However, in the remainder, all patients were 
already diagnosed with a severe substance use disorder and had received 
recommendations to initiate residential/outpatient substance use treatment.

Conclusions: Among patients completing urine drug testing during outpatient 
substance use disorder evaluation positive screens alerted providers to 
undisclosed persistent substance use and potential withdrawal in 8% of the 
cohort and resulted in a change in diagnoses and/or treatment in 1 patient.
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● Urine drug screening (UDS) practices are variable in US opioid treatment 
providers.

● Random and observed UDS practices may be stigmatizing for methadone clients.

● High use of random and observed UDS is associated with lower treatment 
retention.
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Results 

All five manufacturing lots cross-reacted with fentanyl and eleven fentanyl analogs. 
Diphenhydramine, lidocaine, MDMA, and methamphetamine were found to cause 
false positives with the strips. There was notable lot-to-lot variability in the 
sensitivity of the strips for fentanyl, fentanyl analogs, and known interferences.
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With no clear guidance regarding the specific number of drug tests to  be 
performed per year in the outpatient setting, testing rates are likely to  be  
determined by local practice patterns, provider discretion, and a variety of 
patient-specific factors. Tennessee, for example, recommends a minimum number  
of drug tests per year depending on a patient's treatment duration, requiring at 
least twelve random tests during the first year of OUD treatment. (TDH, 2020; 
TDH, 2021).

Our Canadian guideline and policy scan found that UDS frequency 
recommendations vary greatly among Provinces for persons receiving opioid 
agonist therapy for opioid use disorder.
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A quality-of-life outcome attained consensus at the concept stage. However, in 
rounds 2 and 3 the consensus shifted downwards to 48 and 50%, respectively. 
After discussion with the research group, it was decided to remove it.

A urine toxicology measure had a similar rating profile, scoring 84% in round 1, but 
falling to 50 and 41% in rounds 3 and 4, respectively, so the group determined 
that the initial high rankings merited inclusion of an ObsRO (observer-reported) 
measure in the COS (core outcome set).

Proposed Metric

After a specified start date to end-point or specified period of enrollment in 
MOUD or MOUD-PSI: the patient is defined as a ‘treatment responder’ if, in the 
past 21 days, they provide at least two urine drug screening tests in different 
weeks that are negative for opioids [2022]
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Fig. 1. Sagittal and axial images of significant brain voxels in the task > rest contrast. Two clusters were observed in the 
salmon central nervous system. One cluster was observed in the medial brain cavity and another was observed in the 
upper spinal column.
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“Drug history taking is one procedure which is subject to a great deal of 
abuse by the patient, the physician and in some cases the staff of a 
hospital or clinic. It has been demonstrated that judgements of heroin use 
made on the basis of interview data were inaccurate 70.6% of the time 
when compared to urinalyses of the same patient.”



pre-test probability

post-test probability
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81Urine Drug Testing (Unexpected Results) Algorithm . (2023, May). https://arupconsult.com/algorithm/urine-drug-testing-unexpected-results
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People stay in treatment that meets them where they are … 

The more effective clinics were characterised by prescribing higher doses of 
methadone, having a treatment goal of successful ongoing maintenance rather 
than abstinence, and having better quality counselling, more medical services, 
better staff-patient relationships, low staff turnover rates, and better management. 

Conclusions: A substantial proportion of OAT patients in our sample reported 
dissatisfaction with their OAT, and more than half were exposed to fentanyl. We 
also found that those who were dissatisfied with their OAT were more  likely to be 
exposed to fentanyl. These findings demonstrate the importance of optimizing 
OAT satisfaction in the context of the ongoing opioid overdose crisis.

Principle 1. Treatment should be available, accessible, attractive, and appropriate.
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… And are harmed when they are not in treatment.

In 1976, an OTP in Bakersfield, CA closed. Only 11 of 99 patients were able to 
transfer to another OTP due to travel distance. Fifty-four percent of the 
terminated clients became re-addicted to heroin, and the arrest and incarceration 
rates were approximately double that for the comparison sample. 

Continued fentanyl use and relapse are common in this cohort of methadone 
patients; however, many patients succeeded in achieving prolonged sustained 
remission. Further, no deaths occurred in this cohort while patients were retained 
on MMT. This study is further evidence that MMT is protective against mortality 
despite a potentially higher relapse rate in this cohort. Even if MMT is able to 
increase tolerance and prevent overdose deaths, our findings do not rule out the 
possibility that MMT may be insufficient to completely extinguish illicit opioid use 
in a fentanyl-endemic area. 
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115(108031), 108031. https://doi.org/10.1016/j.jsat.2020.108031



[2010] 

Today, in the light of revised treatment objectives—improving the health and 
social status of patients ranging above reaching abstinence—harm reduction is 
considered an ally rather than an opponent of treatment. Accordingly, the 
treatment system must be an integrated system that enables abstinence and 
harm reduction services to work together, in order to provide a continuum of 
care, including:  

● Easily accessible low-threshold services that meet the immediate needs of 
continuing drug users

● Clear processes for motivating users to move away from drug-dependent 
lifestyles 

● Clear processes for referring users into structured treatment programmes 
that promote stabilization or abstinence

85Uchtenhagen, A. A. (2010). Ethical perspectives in caring for people living with addictions: The European experience. International Review of Psychiatry , 22(3), 274–280. 
https://doi.org/10.3109/09540261.2010.482097
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Reflections on Testing during COVID-19
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Guidelines
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U.S. Guidelines
1. TIP 1: State Methadone Treatment Guidelines. (1993). CSAT.

2. Institute of Medicine (US) Committee on Federal Regulation of Methadone Treatment, Rettig, R. A., & 
Yarmolinsky, A. (1995). Treatment Standards and Optimal Treatment. National Academies Press (US). 
https://www.ncbi.nlm.nih.gov/books/NBK232109/

3. Public policy statement on drug testing as a component of addiction treatment and monitoring programs and 
in other clinical settings. (2003). Journal of Addictive Diseases, 22(3), 114–119. 
https://www.ncbi.nlm.nih.gov/pubmed/14621351

4. Center for Substance Abuse Treatment. (2004). Clinical Guidelines for the Use of Buprenorphine in the Treatment 
of Opioid Addiction. Substance Abuse and Mental Health Services Administration (US). 
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Opioid Treatment Programs. Substance Abuse and Mental Health Services Administration (US). 
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6. TAP 32: Clinical Drug Testing in Primary Care. (2012). https://store.samhsa.gov/product/tap-32-clinical-drug-
testing-primary-care/sma12-4668
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U.S. Guidelines
7. Drug Testing: A White Paper of the American Society of Addiction Medicine (ASAM). (2013). American Society of 

Addiction Medicine.

8. Federal Guidelines for Opioid Treatment Programs. (2015). SAMHSA. https://store.samhsa.gov/product/federal-
guidelines-opioid-treatment-programs/pep15-fedguideotp

9. The ASAM appropriate use of drug testing consensus document. (2017). American Society of Addiction Medicine. 
https://www.asam.org/quality-care/clinical-guidelines/drug-testing

10. Ethical Use of Drug Testing in the Practice of Addiction Medicine. (2019). American Society of Addiction 
Medicine. 

11. Substance Abuse and Mental Health Services Administration. (2021, July). TIP 63: Medications for Opioid Use 
Disorders – Full Document. https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-
Full-Document/PEP21-02-01-002

12. Stolbach, A., Connors, N., Nelson, L., & Kulig, K. (2022). ACMT Position Statement: Interpretation of Urine 
Opiate and Opioid Tests. Journal of Medical Toxicology: Official Journal of the American College of Medical 
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“Two  factors have led to the 
widespread use of urinalysis for 
drugs: technical developments in 
testing methods and the 
growing demand for drug 
testing.” 

Missing:

Improved outcomes for patients 
as a reason for testing. 

[NIDA, 1986]

Urine Testing for Drugs of Abuse. NIDA Monograph; 
1986.
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The consensus panel recommends that initial and ongoing drug 
screening should be used to detect or confirm the recent use 
of drugs (e.g., alcohol,  benzodiazepines, barbiturates), which 
could complicate patient management. Urine screening is the 
most commonly used and generally most cost-effective  
testing method.
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42 CFR § 8.12(f) (6).  Drug abuse testing services.  OTPs must provide adequate 
testing or analysis for drugs of abuse, including at least eight random drug abuse 
tests per year, per patient, in maintenance treatment, in accordance with generally 
accepted clinical practice.  For patients in short-term detoxification treatment, the 
OTP shall perform at least one initial drug abuse test.  For patients receiving long-
term detoxification treatment, the program shall perform initial and monthly random 
tests on each patient.

Clinical drug testing is used for the purposes of diagnosis, monitoring, and evaluating 
progress in  treatment and the promotion of long-term recovery.  Through drug 
testing, patients’ use of specific drugs as well as the absence of prescribed 
medications, which may be an indication of diversion, can be identified.  After the 
patient’s initial drug test at admission, clinicians should determine the frequency of 
toxicological testing by evaluating the clinical appropriateness in relation to the 
patient’s stage of treatment.  All maintenance patients must receive a minimum of  
eight toxicology tests per year. 92Federal Guidelines for Opioid Treatment Programs . (2015). SAMHSA. 

https://store.samhsa.gov/product/federal-guidelines-opioid-treatment-programs/pep15-fedguideotp



OTPs often perform onsite point of collection (POC) tests using sensitive and 
automated immunoassay (IA) technologies that screen urine or oral fluid samples for a 
relatively narrow range of drug classes (e.g. amphetamines, barbiturates, 
benzodiazepines, opioids) and a limited number of specific drugs.  POC tests such as 
IAs have a place in clinical decision making, but  are not by themselves adequate to 
satisfy the regulatory requirements for drug use testing services.

Laboratory testing affords the opportunity to obtain confirmation testing such as gas 
chromatography-mass spectrometry (GC-MS) or liquid chromatography-mass 
spectrometry (LC-MS) or tandem mass-spectrometry (LC-MS/MS.) This should form 
part of the OTP’s established  procedures for addressing potentially false positive and 
false negative urine or other toxicology test results as described in Chapter 9 in TIP 43.

Urine or other toxicological specimens are collected in a therapeutic context that 
suggests trust and respect and minimizes falsification. Reliance on direct observation is 
neither necessary nor  appropriate for all patients.
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All maintenance patients must receive a minimum of eight toxicology tests per year.  
The results of toxicological tests are an essential component in making decisions 
regarding take-home medication privileges; however, treatment decisions 
should not be based solely on toxicology screening results. Although testing panels 
typically include opioids (including prescription opioid analgesic compounds), 
benzodiazepines, barbiturates, cocaine, marijuana, methadone (and its metabolites),  
buprenorphine, amphetamines, and alcohol, they are not limited to these substances.  
Clinicians should determine the drug-testing regimen by analyzing community drug-
use patterns and individual medical indications. It is strongly recommended that 
benzodiazepines, barbiturates, and alcohol (using the ethyl glucuronide test) be 
included in drug screening and testing panels. Alcohol is the most widely used mood-
altering substance in the United States, and benzodiazepines and barbiturates are 
often prescribed for detoxification and chronic seizure disorders.  Detection of 
benzodiazepines, barbiturates, or alcohol is important in ongoing assessment, 
treatment planning, and medication management. 94



Goals of the Treatment Engagement Stage:

Establish a treatment contract with the counselor that specifies treatment goals, client responsibilities 
(e.g., attend group sessions, remain abstinent, submit urine samples), and the counselor’s efforts to 
help clients meet treatment goals and responsibilities.

Testing in the IOT program is designed to deter clients from using substances, not to punish or induce 
shame and guilt.

Case Presentation

When told that his initial urine came back positive for marijuana, Tom acknowledges that he smoked a 
joint with friends last weekend. To deter further use of illicit substances, he must now submit 
observed urine samples frequently and randomly.

The reasons and circumstances for Tom’s  use of marijuana—as well as alcohol—will be explored in the 
group. The program has a policy of total abstinence from all mood-altering drugs, and clients are 
expected to report any use of prescription or other substances before they are discovered by urine  
toxicology studies.

Under ideal conditions, the consensus panel believes that collection should occur not less than once a 
week or more frequently than every 3 days in the first weeks of treatment. (TIP 47)

95Center for Substance Abuse Treatment. (2006). TIP 47: Substance Abuse: Clinical Issues in Intensive Outpatient Treatment . Substance Abuse and Mental Health Services Administration (US). 
https://www.ncbi.nlm.nih.gov/books/NBK64092/



96Substance Abuse and Mental Health Services Administration. (2021, July). TIP 63: Medications for Opioid Use Disorders – Full Document . 
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP21-02-01-002 



Testing at the Crossroads
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ACOG, 2017

Routine urine drug screening is controversial. ACOG recommends testing be performed only with 
the patient’s consent and a positive test not be a deterrent to care, a disqualifier for coverage 
under publicly-funded programs, or the sole factor in determining family separation.

Urine drug testing has also been used to detect or confirm suspected substance use, but should 
be performed only with the patient’s consent and in compliance with state laws. Pregnant women 
should be informed of the potential ramifications of a positive test result, including any  
mandatory reporting  requirements. Routine urine drug  screening is controversial for several 
reasons. A positive drug test result is not in itself diagnostic of opioid use disorder or its severity.  
Urine drug testing only assesses for current or recent substance use;  therefore, a negative test 
does not rule out sporadic substance use. Also, urine toxicology testing may not detect many 
substances, including synthetic opioids, some benzodiazepines, and designer drugs. 

False-positive test results can occur with immunoassay testing and legal consequences can be 
devastating to the patient and  her family. Health care providers should be aware of their 
laboratory’s test characteristics and request  that confirmatory testing with mass spectrometry 
and liquid or gas chromatography be performed as appropriate. 
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Substance Use Disorder in Pregnancy . (n.d.). Retrieved March 21, 2024, from https://www.acog.org/advocacy/policy-priorities/substance-use-disorder-in-pregnancy
Committee on Obstetric Practice. (2017). Committee opinion no. 711: Opioid use and opioid use disorder in pregnancy. Obstetrics and Gynecology , 130(2), e81–e94. 
https://doi.org/10.1097/AOG.0000000000002235
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April 2, 2024

Hospitals within the Mass General Brigham system will 
no longer report suspected abuse or neglect to state 
child welfare officials solely because a baby is born 
exposed to drugs, targeting a practice hospital leaders 
say has long stoked fear in women in recovery from 
addiction.

The new policy, which Mass General Brigham is 
unveiling this week, is one in a series of changes coming 
to Massachusetts’ largest health care system, including 
at Brigham and Women’s Hospital, Massachusetts 
General Hospital, and six other hospitals that have labor 
and delivery units in Massachusetts and New 
Hampshire.

The hospitals will now require written consent for 
toxicology testing of any expecting mother or infant in 
most cases. Going forward, the hospitals will also limit 
such testing to cases where the results “will change the 
medical management” of the pregnant mother or her 
baby.
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For patients with take-home privileges no testing schedule can effectively 
detect either skipped doses or use of illicit drugs. Consequently, whether for 
patients attending clinic daily or for patients with take-home privileges, some 
programs, as measured by urine test results, may actually be less successful 
than they appear to be. (Goldstein, 2003)

The bottom line conclusion is that the Goldstein/Brown article points out a 
flaw in the concept of randomization in eight drug tests per year and OTPs 
need to understand that eight tests are the floor, not the ceiling. (Perrino, 
2003)
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The European Court of Human Rights (ECHR)  has considered, concerning Article 8 
European Convention on Human Rights, that a forced medical intervention, even if 
minor, such as urine testing on a detainee, is an interference in the right to respect 
of private life.

They cannot be justified on the patient’s consent because the latter is not given 
free[ly], the patient being given no alternative but to consent to OAT as a package. 

Testing during treatment is usually performed to check whether the person in 
therapy is consuming non-prescribed opioids alongside their OAT. The underlying 
reason rests on the idea that OAT aims to replace or ‘substitute’ a street drug  
(notably heroin) by using a similar substance (methadone or buprenorphine).  This 
fact is an outdated and erroneous understanding of OAT.  Since abstinence should 
no longer be the ultimate  goal of OAT,  urine tests to ascertain abstinence become 
irrelevant and even counterproductive.

105



However, no evidence suggests any benefit of urine testing in this context. In short,  
no proof exists that those regularly tested stay longer in treatment, become 
abstinent faster or have better health outcomes.

In this regard,  an imposed urine test can be understood as an implicit threat that, 
should the result  be positive, the person in treatment may incur negative 
consequences such as excluding or interrupting OAT.  Such an approach is not in the  
interest of the person, that of their family or wider society.  Therefore, it appears 
unethical to impose urine tests on a vulnerable population that is particularly likely 
to disengage from healthcare.
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Observed urine collection is traumatizing  for some patients, and coercing them to endure the process as 
a condition to receive medication is a form of abuse. I am further alarmed by the laissez-faire acceptance 
among many colleagues that these mechanisms have a place in treating addiction.

Throughout my career, I have witnessed innumerable instances of patients expelled from buprenorphine 
treatment based solely on urine drug testing results. Multiple publications have since validated that  
frequent reflexive urine drug testing does not improve patient outcomes and rarely influences medication 
management decisions. Yet, the multi-panel urine drug test remains a sacred cow in our profession.

Consider eliminating reflexive urine testing as the centerpiece of office-based buprenorphine 
treatment. Recognize that observed urine collection is potentially traumatizing and unlikely to improve 
outcomes or  influence medication management decisions. 

Lepley, J. (2023). President’s message. Journal of Addictive Diseases , 41(4), 263–265. https://doi.org/10.1080/10550887.2023.2237394’
Lepley, J. (2023). The X-Waiver and the Culture of Addiction Medicine. Journal of Lancaster General Hospital , 18(3). https://www.jlgh.org/Past-Issues/Volume-18-Issue-3/Lepley_XWaiver.aspx



International Testing Guidelines

1. Switzerland
2. France
3. Portugal
4. Australia
5. Canada

Clinicians could consider urine drug testing as part of the management of patients with OUD 
(weak recommendation, no RCT evidence)

1. WHO
2. ACOG
3. Jon Lepley, AOAAM President

Against Testing (or Not a Consideration)
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Historically, the politics around addiction have devalued its medical treatment, 
resulting in common paternalistic and moralistic treatment methods that would be 
unconventional anywhere else in medical care.

The ethics of medicine and public health, however, call for upholding the individual 
patient-clinician relationship, informed consent, and addressing social determinants 
of health.

Addiction affects behaviors and decision-making, but does not make individuals with 
addiction wholly incapable of making decisions about their treatment. Nevertheless, 
coercive strategies that consist of legal, formal, and informal “social controls” aimed 
at causing a person to take a prescribed action through the use of force or threats, 
rely on an assumption that addiction undermines individuals’ autonomy and 
capability to make well-reasoned decisions.
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Research is often based on how individuals are referred to or monitored in  
treatment, and rarely includes how these coercive strategies are perceived or 
experienced, whether they affect individuals’ motivation, interest, and intent to 
pursue and engage in treatment, and the impact on long-term outcomes in 
addiction treatment and population health.

Renewed efforts will  be required to identify effective performance measures in 
addiction treatment, to ensure measures are patient-centered, accurately reflect 
positive patient outcomes and cost-effective care, and anticipate and mitigate 
potential adverse and unintended consequences.

111



Recommendations

Governments at all levels implement multifaceted strategies to foster high-quality,  
evidence-based, ethical addiction treatment that is accessible to all who need it.

Governments ensure any such national or state-level quality or performance 
measures for addiction treatment outcomes are patient-centered and align with 
addiction as a chronic disease, remission as a treatment goal, and recovery as an 
ongoing process, and refrain from using as the desired or measured outcome,  
“completion of treatment” or cessation of professional services.

Government strategies to foster ethical addiction treatment. (2024). American Society 
of Addiction Medicine. 
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Clinicians (including myself) may be tempted to believe: “I’m not like those other 
places. I use testing in non-punitive way that helps my patients.”

● This may be the case

● But we do not have evidence it is true

● Policy cannot be based on each clinician thinking they are not doing harm       
(cf. Fundamental Attribution Error)

○ As a comparison, I may think I could be careful with a hand grenade; this 
may be true

○ But we still do not allow hand grenades to be owned by everyone

● There is a simple remedy: ask each patient what they would prefer regarding 
testing and act accordingly
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Greenwood, J. (2018, July 24). How Would 
People Behave in Milgram’s Experiment Today?  
Behavioral Scientist. 
https://behavioralscientist.org/how-would-
people-behave-in-milgrams-experiment-
today/

Milgram Experiment, 1961
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Drug testing in 
substance use 
disorder treatment is 
on the wrong side of 
history 

during an 
unprecedented, 
ongoing epidemic of 
non-communicable 
lethality 
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— Testing was designed and implemented to: 

● Enforce abstinence 

● Control and monitor populations

— Testing does not derive from any empirical studies 
demonstrating benefit to the individual patient 

— Testing is outdated and antithetical to low-threshold care, 
generating unresolvable internal inconsistencies

— Because it is coercive and can jeopardize life-saving treatment, 
testing is ethically questionable

Final Takeaways & Summary [1]
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— If diversion was testing’s primary concern, we would all be:

● Default testing with oral fluid (not urine)

● Testing with GC/MS

● Testing only for methadone or buprenorphine

— An ethical way to proceed would be to ask patients if they  
would like to be tested. 

● If so, use oral fluid GC/MS to limit false positives. 

● If not, do not test. 
119

Final Takeaways & Summary [2]
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