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Maternal urine toxicology and the
role of explicit/implicit bias in
decision-making
Best Practice No. 3

Outpatient, Labor and Delivery, and Screening, Assessment and Level of Care
Determination

Overview
Understanding toxicology testing and its limitations is important for providing
optimal care to women who use substances during pregnancy. Universal
screening via a validated verbal screening tool (see Best Practice #1) should not
be confused with urine or blood toxicology, which historically has been applied
inconsistently and has often resulted in a system of race and class-based testing. 
Thus, toxicology testing should be carefully applied with the intention of
improving clinical decision-making, such as informing the pain management
approach during the intrapartum period and improving efforts to link the mother
with appropriate services and treatment. 

Providers and staff should be educated on how explicit or implicit bias may
impact their decision to perform biological toxicology testing on a pregnant or
laboring woman. 

Why we are recommending this best practice
Toxicology testing has a necessary role in the care of women who use substances
during pregnancy. The results are useful to encourage dialogue with the patient
and can be needed for clinical decision making. However, the results can also
have devastating consequences for the mother and baby when used
inappropriately by other agencies and can result in punitive consequences.
Furthermore, toxicology results are easily misinterpreted by those who are
unfamiliar with the nature and limitations of testing. Limitations of testing
include, but are not limited to, the following:

Many substances may not be detected (false negatives), including synthetic
opioids and designer drugs
Risk of false positives 
Need for confirmatory testing for any positive toxicology result
Testing does not provide information on severity or duration of use
Testing can only assess for current or recent use
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Even if results are negative, sporadic use is not ruled out

The evidence suggests that hospital staff are more likely to perceive black
women as being at higher risk of using drugs, even though white women have
similar rates of illicit drug use. Black women are therefore more likely to be
tested, and more likely than white women to face punitive consequences such as
having their children placed in protective care.

Even objective medical criteria for determining who should have toxicology
testing may be subject to inadvertent bias. For example, “inadequate prenatal
care” is a common, and often necessary, criterion for toxicology testing. If this
criterion is used as a prompt for toxicology, providers and nurses must
understand that a variety of factors other than substance use may influence
whether a woman can remain in care, including lack of insurance, inability to take
time off of work, and lack of culturally appropriate care. All these factors are
more likely to impact poor women and women of color. 

Strategies for Implementation
A positive urine toxicology does not equal a substance use disorder any
more than a negative result rules it out.

Ensure policies that delineate criteria for toxicology testing do not directly
or indirectly target low income women and women of color.

Behaviors (e.g. signs of acute intoxication) are more important as prompts
for toxicology screening than selective indicators of risk.

Each institution should be aware of the sensitivity and specificity of the tests
they are using. 

Everyone should be familiar with the current laws and regulations for their
county and state. Each institution should have a clear policy regarding what
constitutes grounds for reporting to Child Protective Services (CPS) and
should ensure that all staff members who work with pregnant women are
educated on this policy. 
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Every patient must be able to give informed consent. Informed consent
requires a clear explanation of why testing is necessary, the benefits of
testing, and risks of testing including the potential legal, criminal, or child
welfare consequences. If the provider or nurse is unable or unwilling to
thoroughly explain the typical course of events after a positive drug test at
their facility, a reasonably prudent patient would not have sufficient
information to make an informed decision. Additional talking points are
included in the Resources section of this Best Practice.

Every patient has a right to withhold consent and coercive language should
not be used. 

Multiple biological substances can be used for toxicology testing, including
urine, saliva, blood, hair, and meconium. Urine is often used to test
pregnant women as the filtering action of the kidneys allows detection of
smaller quantities for a longer period than blood.

Toxicology tests generally fall into two types: screening tests and
confirmatory tests.

It is essential to confirm unexpected results from toxicology screening tests.
If the result of the screening test matches an expected result, it is usually
not necessary to obtain confirmatory testing. Examples of unexpected
results might include:

A patient tests positive for a substance that she denies taking
A patient tests negative for a substance that is prescribed, and she
indicates she is taking regularly

Toxicology testing does not provide information on how recently someone
used a substance or the quantity they used. Toxicology screening tests are
qualitative and only indicate the presence/absence of a substance.
Confirmatory testing often does report a quantitative level, but this should
not be used to infer how much a woman is using a substance. Many factors
are involved, and any value over the cutoff level should be a qualitative
positive unless evaluated by a medical review officer.

Urine drug toxicology on admission to the hospital need to be monitored
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for timing of the sample related to administration of intrapartum pain
medications. Fentanyl can lead to false positive opioid results. Ephedrine
and vasopressin can lead to false positive amphetamine.

For an excellent review of drug screening immunoassays for clinicians to
become proficient in understanding and interpretation of results, please see
Nelson ZJ et al. They also provide a full description of false positives and
false negatives.

Toxicology Screening vs. Confirmatory Testing

Resources
1. Maternity Drug Policies by State.

2. Toxicology FAQs.
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