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Urine Toxicology Test of the Pregnant Patient 

 

Purpose: 

1. To evaluate maternal urine for the substances below* in order to: 

a. Evaluate the efficacy of recovery treatment for patients with substance use disorder**. 

b. Detect recent ingestion of a potentially harmful substance for purposes of patient safety 

and education.  

2. To minimize bias, discrimination, and punitive use of urine toxicology testing in caring for 

patients and families.  

* Substances evaluated include amphetamines, barbiturates, cocaine, opiates, benzodiazepines, 

buprenorphine, oxycodone, methadone, and fentanyl. THC is excluded from the institutional urine 

toxicology-testing panel because of its legal status in Massachusetts and its prolonged clearance, making 

timing of use difficult to discern.  

** Includes patients who self-identify with substance use disorder, are prescribed medication for treatment 

of SUD (methadone, buprenorphine, naltrexone), or are receiving clinical treatment for SUD (care in 

RESPECT, residential treatment, 12-step program etc).  

While data exist to support urine drug testing of the patient with known substance use disorder to monitor 

treatment and support recovery, little data exists to support the role of urine drug testing in the pregnant 

patient without a diagnosis of substance use disorder. Concurrently, multiple studies have demonstrated 

maternal/fetal harm from urine drug testing including deterrence from prenatal care and racial bias in 

testing2–6. False positive results have been reported with commonly used medications such as labetalol7,8, 

and despite strong recommendations from American College of Obstetricians and Gynecologists (ACOG) 

and Society for Maternal-Fetal Medicine (SMFM) to obtain informed consent for any urine toxicology 

testing, studies suggest that this is infrequently performed1,9. Verbal screening with a validated tool is the 

recommended approach to diagnose substance use disorder among pregnant patients.1 

 

Policy Statement: 

1. The recommendation for a urine toxicology test including the indication, the patient’s right to 

refuse, and the consequences of a positive test should be communicated to the patient and a 

written consent form reviewed and signed by patient and the Obstetric Care Provider (CNM or 

MD)1. See Appendix A – consent form. 

2. Urine toxicology testing should not be used to identify a pregnant person with substance use 

disorder.  

3. A written consent must be obtained from the patient during their pregnancy to perform a urine 

toxicology test see Appendix A: Consent for Urine Toxicology Testing in Pregnancy.  A copy of 

the consent will be filed in the patient’s medical record.  At each subsequent request for a 

toxicology test, the presence of the consent must be reviewed by the LIP and a verbal consent 

obtained from the patient to confirm that the written consent is still valid.  

4. The Obstetric LIP will place an order for a urine toxicology test with the relevant indication (see 

Application section below).  
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5. Supervised voids are not recommended.  

6. All presumed positive tests for fentanyl will be automatically sent to an outside reference lab for 

confirmatory testing. Cross reactivity with labetalol leading to false positives7 and fat 

sequestration leading to impaired clearance in pregnancy may compromise result interpretation.   

7. Presumed positive tests will be communicated by the ordering LIP to the covering LIP and the 

covering social worker per the algorithm in Appendix B – algorithm for communicating 

presumed positive toxicology results. 

 

Application: 

Universal verbal screening is recommended on presentation to L&D triage or admission to L&D.  

 

Urine toxicology is indicated in the following scenarios*, **: 

1. Pregnant or postpartum patient with a known substance use disorder***. 

2. On patient request. 

*All urine specimens, when possible, should be collected on presentation to L&D triage, or on admission to 

the Labor and Delivery Unit. If a patient has a urine specimen collected after hospitalization or delivery, the 

patient’s MAR should be reviewed by the ordering MD or CNM and a note made about substances given to 

the patient in-hospital which may lead to a positive toxicology test (i.e. fentanyl in the patient’s epidural).  

**Repeat toxicology is not routinely recommended when a patient with or without a known substance use 

disorder leaves the floor. If the patient’s medical team, in conjunction with Social Work, NICU, or 

Pediatrics providers, feel that a repeat urine toxicology test may affect management for the birthing 

person/neonatal dyad, then the recommendation for a repeat test along with its rationale should be 

discussed with the patient by the MD or CNM and written consent again obtained. 

*** Includes patients who self-identify with substance use disorder, are prescribed medication for treatment 

of SUD (methadone, buprenorphine, naltrexone), or are receiving clinical treatment for SUD (care in 

RESPECT, residential treatment, 12-step program etc). 

Of note, providers should consider preemptive treatment with naloxone for any pregnant or postpartum 

patient who is unconscious or unresponsive without clear etiology. A urine drug test in this setting is not 

recommended, as it may delay care without changing management.   

 

Exceptions: 

We do not recommend urine toxicology testing for the indications of preterm labor, abruption or limited 

or no prenatal care.  

 

Definitions: 

Term Definition 

Verbal screening  This is a screen with a validated tool.  It is the recommended approach to 

diagnose substance use disorder among pregnant patients1. 

Toxicology testing The laboratory test to evaluate the presence of certain substances.  

 

Procedure:  

1. Review the Consent for Urine Toxicology in Pregnancy (see Appendix A) with the patient during 

their pregnancy and have the patient sign if they agree to consent.  

a. At subsequent visits, if a toxicology specimen is recommended, review the previously 

obtained written consent with the patient and obtain a verbal consent to collect a 

toxicology specimen.  

2. If the patient agrees to and signs the consent, collect the specimen.  
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a. All urine specimens, when possible, should be collected on presentation to Labor and 

Delivery (L&D) triage, or on admission to the L&D unit.  

b. If a patient has a urine specimen collected after hospitalization or delivery, the patient’s 

MAR should be reviewed by the ordering LIP and a note made about substances given to 

the patient in-hospital which may lead to a positive toxicology test (e.g. fentanyl in the 

patient’s epidural).  

3. Refer to Appendix B: Algorithm for Communicating Presumed Positive Toxicology results for 

communicating positive results to the patient.  

 

Responsibility: 
OB LIP, RN, LPN, CNA, Social Worker 

 

Attachments: 
Appendix A: Consent for Urine Toxicology in Pregnancy 

Appendix B: Algorithm for Communicating Presumed Positive Toxicology Results 

Appendix C: Commonly Prescribed Medications in OB that may Result in False Positives 

Appendix D:  Patient Education on Inadvertent Fentanyl Exposure 

 

Forms: 
# 1000827 Consent for Urine Toxicology in Pregnancy (rev. 06/23) 

 

Other Related Policies/Protocols/Guidelines: 
16.02.090 - Breastfeeding in the Setting of Prenatal Substance Use Guidelines 
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Commonly prescribed medications in OB that may result in false positives* 

 Amphetamine/ 

Methamphetamine 

Benzodiazepine Barbiturate Methadone Fentanyl Buprenorphine 

Aripiprazole X      

Bactrim      X 

Bupropion X      

Chlorpromazine X   X   

Decongestants (e.g. 

pseudoephredrine) 

X      

Diphenhydramine    X   

Doxylamine    X   

Esmolol X      

Fioricet/Fiorinal   X    

Fluoroquinolones 

(e.g. levofloxacin) 

X     X 

Hydroxychloroquine      X 

Labetalol X    X  

Loperamide     X  

Methyldopa X      

Metformin X      

Mexiletine X      

Promethazine X      

Propafenone    X  X 

Quetiapine           (≥ 

125 mg) 

   X   

Ranitidine X      

Risperidone     X  

Sertraline  

(>150 mg) 

 X     

Thioridazine    X   

Trazadone X      

Verapamil    X   

*This is not a comprehensive list. False positivity rates are influenced by many variables including but not limited to 

immunoassay sensitivity and specificity, medication concentrations, acute versus chronic medication use, and patient 

specific factors among many others* 
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Fentanyl moving through the street market has increasingly been found in other drugs like meth, cocaine and 

counterfeit or “pressed” pills. This can lead to overdose or death from an overdose in someone who has never used 

opioids before.  

 

If you do not use opioids but use cocaine, meth, benzos or non-prescription pills (i.e. any pills not directly from a 

pharmacy), these are some important ways you can reduce your risk: 

 

 Avoid using pills that you have not received directly from the pharmacy (including benzos, Adderall or 

Vyvanse, and opioids like Percocet, OxyContin or Vicodin ) 

 Assume that there is a risk of overdose no matter what drug you are using  

 Consider use of fentanyl test strips (to test the drugs you plan to use to see if they contain fentanyl)  

 Try to avoid using alone  

 If you must use alone:  

o Have someone check on you regularly  

o Call Never Use Alone Hotline @ 800-484-3731 and an operator will stay on the line with you 

while you use to ensure you are safe 

 Download the Brave App to connect to someone while you use or the Canary App that you can set to 

alert someone if you do not respond to a phone alarm within a couple minutes 

 Always carry naloxone and make sure that family or friends you trust know where it is located and know 

how to use it  

 


