
Corporate Medical Policy 

Urine Drug Testing 

Description of Procedure or Service 

This policy addresses the use of urine drug testing (UDT) in outpatient and treatment settings. This 

policy does not apply to drug testing in an emergency department or in acute inpatient medical setting. 

This policy does not apply to chronic cancer pain or end of life comfort care. 

Drug testing is performed to detect the presence of prescription medications and illegal substances 

within the urine.  This is done for the purpose of medical treatment. 

Definitions within this policy: 

Presumptive/Qualitative testing: used to determine the presence or absence of drugs or drug classes. 

Results may be negative, positive or numeric. 

Definitive/Quantitative testing: used to identify specific medications, illicit drugs or metabolites which 

are absent or present. 

Validity testing: does not test drugs or classes, but verifies pH, specific gravity, etc. to validate the 

integrity of the specimen. 

Benefits Application 

This medical policy relates only to the services or supplies described herein. Please refer to the 

Member’s Benefit Booklet for availability of benefits. 

Policy Statement 

GEHA will provide coverage for drug testing in pain management and substance use disorder treatment 

when it is considered to be medically necessary because the medical criteria below are met. 

GEHA administratively allows 16 combined drug tests (including qualitative and quantitative) per year 

(Effective 1/1/2021) 

When treatment for Urine Drug Testing is covered 

Drug testing for pain management performed for the purpose of monitoring substance use disorder 

treatment may be considered medically necessary when the documentation requirements are met. 

Presumptive (Qualitative) Urine Drug Testing (UDT) 

GEHA considers Qualitative UDT medically necessary when the following criteria are met: 

A. Member entrance into a pain management program or substance abuse recovery program or
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B. To verify compliance for someone receiving treatment for either: 

1. Chronic pain with prescription opioid or other potentially abused medications; or 

2.  Opioid addiction or substance abuse or 

C. Clinical evaluation suggests use of non-prescribed medications or illegal substances  

and 

D. Providers may only perform and report one presumptive UDT per patient DOS. 

Definitive (Quantitative) UDT Testing (UDT) 

GEHA considers Quantitative (definitive) UDT medically necessary when the following criteria are met:  

A. The qualitative test was negative for prescribed medications, positive for a non-prescribed 

prescription drug with abuse potential, or positive for an illegal drug and 

B. The specific quantitative test(s) ordered are supported by documentation specifying the 

rationale for each quantitative test ordered; and 

C. Clinical documentation reflects how the results of the test(s) will be used to guide clinical care 

and 

D. Providers may only perform and report one definitive UDT per patient DOS. 

When treatment for Urine Drug Testing is not covered 

A. Routine or standing orders of drug tests as these are not individualized to the member’s history 

or clinical presentation. 

B. Definitive/Quantitative UDT is used instead of presumptive/qualitative UDT testing  

C. Testing ordered by third parties, including but not limited to, schools, court, athletic program or 

employers; or requested by a provider for the sole purpose of meeting the requirements of a 

third party. 

D. Validity testing is not considered medically necessary when performed alone. 

Policy Guidelines 

In 2018, The American Association for Clinical Chemistry (AACC) released practical guidelines for using 

laboratory drug tests to combat opioid addiction and overdose.  Based on level II evidence, baseline 

drug testing should be performed prior to initiation of acute or chronic controlled substance therapy. In 

addition, random drug testing should be performed at a minimum of one to two times a year for low-

risk patients (based on history of past substance abuse/addiction, aberrant behaviors, and opioid risk 

screening criteria), with increasing frequency for higher-risk patients prescribed controlled substances.  

More frequent laboratory testing is recommended for patients with a personal or family history of 

substance abuse, mental illness, evidence of aberrant behavior, or other high-risk characteristics. Urine 

testing is recommended for the detection of relevant over-the-counter medications, prescribed and 

non-prescribed drugs, and illicit substances in pain management patients. Qualitative definitive tests 

should be used over immunoassays since they are more effective at identifying relevant over-the-

counter medications, prescribed and non-prescribed drugs, and illicit substances in pain management 

patients.  Quantitative definitive urine testing is not more useful at detecting outcomes in pain 

management patients compared to qualitative definitive urine testing. Furthermore, quantitative 
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definitive urine testing should not be used to evaluate dosage of administered drug or adherence to 

prescribed dosage regimen. However, quantitative urine definitive testing is recommended to identify 

variant drug metabolism, detect pharmaceutical impurities, or metabolism through minor routes. 

Quantitative results may also be useful in complex cases to determine the use of multiple opioids, 

confirm spiked samples, and/or rule out other sources of exposure. Identification of aberrant drug-

taking behavior through specimen validity testing is supplemental to other tools at detecting outcomes 

in pain management patients. Multiple tools, including specimen validity testing, should be used as a 

component of urine drug testing to more reliably identify use of relevant over-the-counter medications, 

prescribed and non-prescribed drugs, and illicit substances in pain management patients. 

The CDC launched guidelines for prescribing and monitoring Opioids for chronic pain (2016) with the 

intent to improve communication between providers and patients about the risks and benefits of opioid 

therapy for chronic pain, improve the safety and effectiveness of pain treatment, and reduce the risks 

associated with long-term opioid therapy, including opioid use disorder and overdose. 

The CDC recommends when prescribing opioids for chronic pain, providers should use urine drug testing 

before starting opioid therapy and consider urine drug testing at least annually to assess for prescribed 

medications as well as other controlled prescription drugs and illicit drugs. 

The Centers for Medicare and Medicaid (2016) released guidelines for physician documentation: Urine 

drug screenings must be ordered by the physician who is treating the beneficiary, that is, the physician 

and other eligible professionals who furnishes a consultation or treats a beneficiary for a specific 

medical problem and who uses the results in the management of the beneficiary’s specific medical 

problem. Tests not ordered by the physician who is treating the beneficiary are not reasonable and 

necessary. All diagnostic laboratory tests must be ordered for the treatment of the individual patient. 

Criteria to establish medical necessity for drug testing must be based on patient-specific elements 

identified during the clinical assessment and documented by the clinician in the patient’s medical 

record. Tests used for routine screening of patients without regard to their individual need are not 

considered medically necessary.  

The American Society of Addiction Medicine (ASAM) published a public policy statement on the ethical 

use of drug testing in the practice of addiction medicine (2019). The statement included the following 

recommendations: 

• Drug testing is recommended as a therapeutic tool in evidence-based addiction treatment. 

• Drug testing should be used only when clinically necessary. 

• Presumptive testing should be a routine part of initial and ongoing patient assessment. 

• Definitive testing may be used when the results will alter the care plan. 

• It is inappropriate to order definitive testing for all analytes in every drug test conducted on a patient. 

• Clinicians should ensure that drug test results remain confidential. 
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• Clinicians ordering drug tests should be aware of the costs of different testing methods and the 

financial burden that the patient and society may incur. 

• If clinicians responsible for making clinical decisions based on drug test results do not have training in 

toxicology, collaboration should occur with a toxicologist or an individual with Medical Review Officer 

certification. 

• It is unethical to provide or receive incentives for the use of drug testing independent of a clinical 

rationale. 

Physician documentation 

 History and Physical including documentation of medical need for UDT 

 Physician order 

 

Prior authorization is not required for 16 UDTs or less. Medical necessity review is needed beyond 16 

tests per calendar year.  

Background 

Evidence demonstrates that approximately one third of chronic pain patients do not use prescribed 

opiates as directed.  In addition to these findings, it is also noted that chronic pain patients taking opioid 

prescriptions often inaccurately report nonadherence to the prescribed medications and use of illicit 

drugs (VA/DoD, 2017). 

A report by Jarvis et. al. (2017) concluded that drug testing should be a routine part of initial and 

ongoing patient assessment of recent substance use in all addiction treatment settings. Drug test results 

should be not be used as the sole determinant when making patient care decisions; instead, they should 

be used in conjunction with patients’ substance use self-reports, treatment history, psychosocial 

assessment, and physical examination. Drug testing should be included at intake to assist in a patient's 

initial assessment and treatment planning and as a routine part of ongoing assessment for substance 

use that could complicate treatment response and patient management. Test selections should be 

individualized based a patient's drug of choice, prescribed medications, and drugs commonly used in the 

patient's geographic location and peer group. Treatment setting factors such as opportunity for 

substance use, the need to maintain a drug-free therapeutic environment, ensuring adherence with 

prescribed medications and monitoring for possible diversion also play a role in test selection. 

Frequency of testing should be dictated by patient acuity and level of care and tests’ detection 

capabilities and windows of detection. 

In 2016, Brennan et al. conducted a study over a period of 4 years involving 141 facilities.  The study 

provides an example of how healthcare system-wide progress in implementation of opioid-therapy 

guideline recommendations can be longitudinally assessed and then related to subsequent opioid-

prescribed patient health and safety outcomes. 

There are various strategies for monitoring pain management and substance use disorder treatment.  

Many are multifaceted and require patient contracts for treatment.  The contracts will monitor patient 
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compliance to suggested treatment.  Urine drug testing (UDT) can be used as a method of monitoring 

patient adherence to established treatment regimens. Patient behaviors may also be monitored and 

defined within the contract (ACOEM, 2017).  Tools are often used to guide behavior assessment.  The 

Opioid Risk Tool (ORT) is a brief, self-report screening tool designed for use with adult patients in 

primary care settings to assess risk for opioid abuse among individuals prescribed opioids for treatment 

of chronic pain. Patients categorized as high-risk are at increased likelihood of future abusive drug-

related behavior. The ORT can be administered and scored in less than 1 minute and has been validated 

in both male and female patients, but not in non-pain populations (Opioid Risk Tool, 2018).  

Aberrant behaviors such as multiple lost prescriptions, obtaining prescriptions for other practitioners, 

requests for early refills, request for dose escalation and displaying behaviors of acute intoxication may 

change the course of treatment. 

Urine drug testing (UDT) can help in the complicated process of monitoring patient adherence to 

prescribed treatment.  The drug screening may be more frequent in the early stabilization phase and 

decrease in the maintenance phase. 

Urine drug testing (UDT) consists of immunoassay testing and gas or liquid chromatography/mass 

spectrometry.  Immunoassay testing is used to identify general drug classes and are reported in a 

qualitative manner.  This is often referred to as qualitative or presumptive testing.  Immunoassay testing 

generally has a rapid turnaround time.  Confirmatory testing requires gas or liquid 

chromatography/mass spectrometry.  This test can confirm the presence of specific drugs within the 

urine.  This test requires a longer result feedback time, often several days. 

Routine or reflex immunoassay (IA) presumptive or definitive UDT. (Example: testing without 

consideration for specific patient risk factors or without consideration for whether testing is required for 

clinical decision making).  Reflex testing for IA presumptive positives may only be performed by 

laboratories other than physician office labs or treatment facility testing service.   Providers in these 

settings are expected to determine the medical necessity for definitive testing for a presumptive 

positive result and document the necessity in the medical record.  An IA presumptive positive does not 

necessarily support the medical necessity for definitive testing (Gourlay, 2010). 

Urine sample tampering can be assessed by using validity testing.  This is often performed when the 

suspicion of inaccurate urine testing results are evident.  This testing process evaluates the sample 

characteristics such as dilution, urine temperature, creatinine and specific gravity.  

Definitive testing should be ordered only after the results of preliminary testing have been reviewed and 

when appropriate, discussed with the patient and the results of the discussion were not sufficient to 

answer the clinical concerns that would make definitive testing unnecessary.    

Quantitative testing has 2 primary purposes: 

1. To support a patient’s ongoing use or discontinuation of a specific drug, OR 

2. To confirm the screening result identifying the analyte causing a positive reaction or to ensure that 

the patient is truly negative for a drug. 
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Regulatory Status 

CLIA Certification requirement  

Facilities and private providers who perform laboratory testing on human specimens for health 

assessment or the diagnosis, prevention, or treatment of disease are regulated under the Clinical 

Laboratory Improvement Amendments of 1988 (CLIA). Therefore, any provider who performs laboratory 

testing, including urine drug tests, must possess a valid a CLIA certificate for the type of testing 

performed. 

 

The following codes are for reference only and do not determine benefit coverage.  Applicable codes 

may include but are not limited to: 

 

Presumptive/Qualitative Urinary Drug Testing CPT codes 

80305 Drug test(s), presumptive, any number of drug classes, any number of devices or 

procedures; capable of being read by direct optical observation only (eg, utilizing 

immunoassay [dipsticks, cups, cards, or cartridges]) includes sample validation 

when performed, per date of service 

80306 Drug test(s), presumptive, any number of drug classes, any number of devices or 

procedures; read by instrument assisted direct optical observation (utilizing 

immunoassay [eg, dipsticks, cups, cards, or cartridges]), includes sample 

validation when performed, per date of service 

80307 Drug test(s), presumptive, any number of drug classes, any number of devices or 

procedures; by instrument chemistry analyzers (eg, utilizing immunoassay [eg, 

EIA, ELISA, EMIT, FPIA, IA, KIMS, RIA]), chromatography (eg, GC, HPLC), and mass 

spectrometry either with or without chromatography, (eg, DART, DESI, GC-MS, 

GC-MS/MS, LC-MS, LC-MS/MS, LDTD, MALDI, TOF) includes sample validation 

when performed, per date of service 

 

 

 

Definitive/Quantitative Urinary Drug Testing CPT codes 

G0480 Drug test(s), definitive, utilizing (1) drug identification methods able to identify 

individual drugs and distinguish between structural isomers (but not necessarily 

stereoisomers), including, but not limited to GC/MS (any type, single or tandem) 

and LC/MS (any type, single or tandem and excluding immunoassays (e.g., IA, EIA, 

ELISA, EMIT, FPIA) and enzymatic methods (e.g., alcohol dehydrogenase)) (2) 

stable isotope or other universally recognized internal standards in all samples 
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(e.g., to control for matrix effects, interferences and variations in signal strength), 

and (3) method or drug-specific calibration and matrix-matched quality control 

material (e.g., to control for instrument variations and mass spectral drift); 

qualitative or quantitative, all sources, includes specimen validity testing, per day, 

1-7 drug class(es), including metabolite(s) if performed

G0481 Drug test(s), definitive, utilizing (1) drug identification methods able to identify 

individual drugs and distinguish between structural isomers (but not necessarily 

stereoisomers), including, but not limited to GC/MS (any type, single or tandem) 

and LC/MS (any type, single or tandem and excluding immunoassays (e.g., IA, EIA, 

ELISA, EMIT, FPIA) and enzymatic methods (e.g., alcohol dehydrogenase)), (2) 

stable isotope or other universally recognized internal standards in all samples 

(e.g., to control for matrix effects, interferences and variations in signal strength), 

and (3) method or drug-specific calibration and matrix-matched quality control 

material (e.g., to control for instrument variations and mass spectral drift); 

qualitative or quantitative, all sources, includes specimen validity testing, per day, 

8-14 drug class(es), including metabolite(s) if performed

G0482 Drug test(s), definitive, utilizing (1) drug identification methods able to identify 

individual drugs and distinguish between structural isomers (but not necessarily 

stereoisomers), including, but not limited to GC/MS (any type, single or tandem) 

and LC/MS (any type, single or tandem and excluding immunoassays (e.g., IA, EIA, 

ELISA, EMIT, FPIA) and enzymatic methods (e.g., alcohol dehydrogenase)), (2) 

stable isotope or other universally recognized internal standards in all samples 

(e.g., to control for matrix effects, interferences and variations in signal strength), 

and (3) method or drug-specific calibration and matrix-matched quality control 

material (e.g., to control for instrument variations and mass spectral drift); 

qualitative or quantitative, all sources, includes specimen validity testing, per day; 

15-21 drug class(es), including metabolite(s) if performed

G0483 Drug test(s), definitive, utilizing (1) drug identification methods able to identify 

individual drugs and distinguish between structural isomers (but not necessarily 

stereoisomers), including, but not limited to GC/MS (any type, single or tandem) 

and LC/MS (any type, single or tandem and excluding immunoassays (e.g., IA, EIA, 

ELISA, EMIT, FPIA) and enzymatic methods (e.g., alcohol dehydrogenase)), (2) 

stable isotope or other universally recognized internal standards in all samples 

(e.g., to control for matrix effects, interferences and variations in signal strength), 

and (3) method or drug-specific calibration and matrix-matched quality control 

material (e.g., to control for instrument variations and mass spectral drift); 

qualitative or quantitative, all sources, includes specimen validity testing, per day; 

22 or more drug class(es), including metabolite(s) if performed 

H0003 Alcohol and/or drug screening; laboratory analysis for presence of alcohol and/or 

drugs 
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