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Disclosures



Objectives: 
• Discuss types of toxicology testing modalities 

• Discuss role of toxicology results in clinical decision making

• Discuss challenges with toxicology tests

3



Objectives: 
• Describe common toxicology testing modalities (presumptive vs 

confirmatory) and specimen types used in MOUD care.

• Interpret results in clinical context and identify when confirmatory 
testing is indicated.

• Apply patient-centered, equity-informed practices: communicate 
results without stigma, use transparent policies/consent, and 
recognize higher-stakes contexts.
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What does a toxicology test tell you?
Toxicology tests measure if a particular medication or substance is in the 
patient’s sample (urine, blood, saliva, etc.) at a specific point in time.

Toxicology tests CANNOT:
• Prove that a substance hasn’t been taken
• Identify every substance that may have been recently taken
• Detect if the patient is intoxicated
• Rule out or diagnosis a Substance Use Disorder
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Components of clinical decision making
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Clinical Decision

Physical 
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Drug 
testing 
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Test results are only one 
component of decision 
making



Types of samples used for toxicology screening
• Urine

• Blood

• Sweat

• Oral fluid

• Hair

Each sample type has its own limitations and benefits; consult with a 
clinical pathologist or toxicologist to determine the best testing for 
your needs
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Two Categories of Toxicology Testing:
Presumptive vs Confirmatory

Presumptive (POC / Immunoassay) Confirmatory (GC-MS / LC-MS)*

Screening only (presumptive result) Definitive identification (drug-specific)

Fast; typically lower cost Slower; typically higher cost

Class-based; cross-reactivity risk Higher analytic specificity

False +/− possible Verify unexpected / high-stakes results

Best for: routine monitoring / initial signal Best for: confirmation before acting

When to order confirmatory testing (send-out)
Unexpected positive or negative given reported use / expected meds
High-stakes decisions (MOUD plan change, safety, pregnancy, legal/forensic)
Suspected assay interference (OTC/Rx cross-reactivity)
Suspected panel limits (substance not captured on standard screen)

Practice point: Presumptive starts interpretation; confirmatory verifies before acting on surprises.



Windows of detection
o Depends on substance, type of specimen (urine, blood, hair, etc.), 

o Urine
o Heroin: 1-2 days
o Fentanyl: 2-4 days ***metabolite may be present for much longer
o Cocaine: 2-4 days (low use), 10-22 days (heavy use)
o Marijuana:1-3 days (low use), up to 30 days (heavy use)
o Benzodiazepines: 1-3 days (short acting), up to 6 weeks (long acting)
o Methamphetamines: 1-2 days

Detection windows vary by dose, frequency, metabolism, and assay cutoff; use local lab 
guidance.
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Test interpretation
o Consistent results
o The test is positive for a medication or substance that the patient confirms 

taking

 Further testing for that drug not indicated

o Inconsistent results
o The test is negative for medication or substance(s) that the patient has taken 

recently (within window of detection)
o The test is positive for a medication or substance(s) that the patient denies 

taking recently

 Further testing indicated (if urine, send out same sample)
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POC (presumptive) test challenges
o Lots of substances trigger a “false positive” for Methamphetamines 

or amphetamines 
o Over the counter sold/allergy or heartburn meds
o Some antidepressants (Prozac, Wellbutrin)

o Some  benzodiazepines may not be detected unless they are at high 
levels
o Clonazepam (Klonopin), Lorazepam (Ativan)

o Some opioids will not be detected with a general opioid (morphine 
screen), they require specific tests
o Buprenorphine, Methadone, Oxycodone, Fentanyl
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MOUD Interpretation Pearls: Buprenorphine
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o Buprenorphine testing basics
o Many assays/labs report buprenorphine and norbuprenorphine (metabolite)
o Presence generally supports recent exposure, but levels vary widely

o Why levels can vary (without wrongdoing)
o Time since last dose, hydration, metabolism, hepatic function, dosing pattern
o Lab method/cutoffs differ across sites

o When to pause and clarify
o “Negative” when patient reports taking it → confirm timing, panel type, and request confirmatory
o “Unexpected pattern” (e.g., parent present with little metabolite) → don’t accuse; consider timing, 

lab method, and consult lab/toxicology if needed

Practice point: Use tox to support adherence conversations, not to “catch” patients.



Responding to results
o Tests provide information to guide treatment
o Results are consistent (expected) or (inconsistent)unexpected with the rest 

of the clinical picture
o Avoid stigmatizing language
o Testing is not performed to “catch” the patient.
o Do not refer to results as pass/fail or clean/dirty. 

o Understand that patients may have a lot of anxiety about their potential 
test results and may not feel comfortable talking about their recent drug 
use.

o Consistent compassionate, nonjudgmental and health-oriented approach 
will help to develop therapeutic alliance with the patient over time.
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Inconsistent (unexpected) Results Workflow
Pause + clarify the “why” “This result doesn’t match what we expected—let’s figure out what it might mean.”

Check timing + context
Last use/exposure window (including PRN meds)
Missed doses / delayed dosing / recent restart
OTC meds, prescribed meds, supplements (cross-reactivity risk)

Assess sample validity Dilution/hydration, collection timing, temp/creatinine (if available)
Lab cutoffs and panel limits (what the test doesn’t detect)

Verify before changing the 
plan

Order confirmatory testing (GC/LC-MS) for unexpected positives/negatives
Consider repeat test if timing/collection likely explains mismatch

Do a brief safety + support 
check

Overdose risk, withdrawal, cravings, polysubstance use, housing/transport barriers
Offer harm-reduction resources and targeted supports

Document + agree on next 
steps

Record: interpretation uncertainties, confirmatory plan, follow-up interval
Keep language non-punitive; avoid “clean/dirty” framing



Toxicology testing in different contexts
Question
Is the individual violating their parole?
Did the individual drive while intoxicated?

Was the employee intoxicated?
Is the employer financially responsible for the worker’s injury?

Has the patient recently used these specific substances (drugs or 
medications)?
Which clinical approach is most likely to help the patient?

15

Context



Testing Frequency
What research is showing
o Routine or high-frequency testing has limited evidence for improving outcomes
o Excessive testing can:
o Increase stigma and mistrust
oReduce retention in care
oReinforce power differentials

Current best-practice direction
o Use testing purposefully, not automatically
o Match frequency to clinical context:
oEarly treatment / safety concerns: may test more often
oStable patients: reduce frequency
oPatient request or clinical question: test collaboratively
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Ask yourself:
What decision will this test help me make?
Will it change the plan of care?



Inequity in toxicology testing
o Studies have demonstrated racial inequity in toxicology screening 

across different sectors of the population:
o Older cancer patients (Enzinger et al, 2023)
o Children and adolescents (Herrera et al 2024)
o Pregnant people (Jarlenski et al, 2023, Olaniyan et al, 2023)  
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Language That Builds Trust (Not Punishment)

Introducing testing “We use tox testing like other labs—to guide safe care, not to punish.”

Setting expectations “Results help us tailor support. If something looks off, we’ll talk and double-
check.”

Unexpected result “This doesn’t match what we expected—help me understand timing, meds, and 
anything that could affect the test.”

Confirmatory 
testing

“This initial screen can be wrong sometimes. Let’s send a confirmatory test 
before we make any changes.”

Shared plan “Based on this, here’s what I recommend today, and here’s what would change 
the plan.”

Documentation 
framing

Use neutral terms: “consistent/inconsistent with reported use,” avoid 
“clean/dirty.”



Toxicology screening for pregnant and parenting 
individuals 

o Can lead to pregnancy criminalization
o Can lead to reports to child protective services and subsequent 

family separation
o Informed consent is often overlooked
o For pregnant and parenting people we know that having a 

substance use disorder is only one of many other factors in 
determining child safety
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Current Drug Supply “Gotchas”
What standard panels may miss—and why it matters
o Not everything shows up on standard panels
o Some substances/adulterants may require expanded or specific testing

o Clinical implication
o A “negative” result ≠ no exposure; a “positive” result ≠ impairment today

o Pair tox with harm reduction
o Overdose prevention counseling, naloxone, safer use education, and symptom-based 

assessment

o When to consider expanded testing
o High suspicion based on presentation, local trends, or unexpected clinical course

Practice point: Treat tox as one data source alongside history, exam, and safety 
assessment.
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Considerations 
o Changes in treatment structure and access during the COVID 

pandemic has led to new discussions about the utility of toxicology 
tests

o There is no consensus about how to act on results
o Toxicology tests are not a substitute for verbal, interactive 

questioning and screening of patients about their substance use. 
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Strategies
o Create a clear policy  that is routinely reviewed to ensure that the policy 

is being applied consistently and appropriately
o Ensure policies that delineate criteria for testing do not directly or 

indirectly target marginalized populations
o Be aware of the sensitivity and specificity of the tests used at your facility 
o Be familiar with the current laws and regulations for your county and 

state
o Remember that EVERY patient must be able to give informed consent
o Every patient has a right to withhold consent and coercive language 

should not be used
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Key Takeaways
o Toxicology testing is one data source—interpret alongside history, exam, and function
o Presumptive (immunoassay/POC) results are screening only; confirm unexpected/high-

stakes findings with GC/LC-MS
o Detection windows and cutoffs vary—avoid overconfidence; timing + assay limits 

explain many “inconsistencies”
o When results don’t fit: pause, clarify context, assess specimen validity, confirm, then 

plan follow-up
o Use results to increase support and safety, not to punish—avoid “clean/dirty” framing
o Make testing transparent, consistent, and equity-centered (consent, clear policy, avoid 

bias-driven frequency)
o Pair testing with harm-reduction and patient goals; document shared next steps 

clearly
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