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to improve a child’s life course trajectory. This 
often leads to referrals to child protective ser-
vices and law enforcement in order to facilitate 
safety and services for children and families. 
Detection of an illicit drug or nonprescribed 
pharmaceutical should lead to a safety assess-
ment but does not by itself indicate parental 

drug use or the need for out-of-home care.
Medical providers frequently perform drug 

testing when there is concern for drug expo-
sure, such as in children with altered men-
tal status, suspected ingestion, or suicide 
attempt. Testing is also often sought for chil-
dren found in drug-endangered environments 
and should be considered in children with con-
cerns for child physical abuse.8 Drug testing of 
adolescents requested by caregivers should 
not be pursued without the youth’s knowledge 
and consent.9 Many institutions address drug 
testing in their general policies on consent, 
although institutional policies vary. 

Available drug tests vary significantly in 
detection thresholds, automatic/reflexive con-
firmation of positive results, range of drugs 
detected, and substrates tested (eg, urine, hair, 
blood). Ideally, pediatric drug tests should uti-
lize an easily available substrate, be highly sen-
sitive, include a broad range of drugs, and have 
reflexive confirmation of any positive results.7,9 

an adverse childhood experience that can lead 
to short- and long-term health consequences, 
such as diabetes, hypertension, heart disease, 
liver disease, cancer, and stroke.6 These chil-
dren are also at increased risk of child mal-
treatment and have higher rates of mental and 
behavioral disorders.4 Substance abuse is also 

often associated with additional adverse child-
hood experiences (eg, caregiver with a mental 
health disorder, domestic violence) that lead to 
accumulation of risks.7 Children in these homes 
can even have drugs in their systems but are 
not easily identified. Screening for drug endan-
germent needs to include children who are 
identified as at-risk, but no national consensus 
currently exists on when and how pediatric 
drug testing should be performed.

In early 2019, Wisconsin medical providers 
specializing in child maltreatment convened 
to develop a consensus statement regarding 
this issue. Consensus was reached in regard 
to overarching principles, indications for test-
ing, preferred biologic substrates, scope of 
drugs included in the test, and limits to testing. 
Overall, the purpose of pediatric drug testing 
should be to promote the health, safety, and 
well-being of children. Detection of a drug-
exposed child provides a window of opportu-
nity in which medical providers can advocate 

Substance abuse in the United States 
is a public health crisis. The opioid 
epidemic claims more than 130 lives 

every day.1 Marijuana is becoming increasingly 
available as more and more states legalize it. 
Methamphetamine use in Wisconsin increased 
462% between 2010 and 2017.2 And in 2018, 
Wisconsin was ranked as the worst state in the 
country for excessive drinking.3 

But what is less obvious from the headlines 
is the impact this crisis is having on children. 
One in 8 children in the United States lives in a 
household with a parent with alcohol and other 
drug abuse (AODA) issues.4 In 2016, approxi-
mately half of all human drug exposures 
reported to US Poison Centers involved chil-
dren less than 6 years of age.5 Medical provid-
ers in Wisconsin are seeing drug-endangered 
children regularly, whether or not they know it.

In addition to the direct risk of harm, hav-
ing a parent with a substance use disorder is 
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Detection of a drug-exposed child provides 
a window of opportunity in which medical providers 

can advocate to improve a child’s life course trajectory. 
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Any lab utilized should be CLIA certified. In 
Wisconsin, the substrate used varies based on 
current best evidence, local environment (eg, 
proximity of medical care), nuances of multidis-
ciplinary relationships, and clinical judgment. 

Urine testing is well-standardized and stud-
ied and is the most common sample used for 
drug testing in primary care.9 It can detect sys-
temic exposure typically within the last 3 days. 
Hair testing can detect but not differentiate 
environmental and/or systemic exposure that 
occurred within the past 3 months. Due to its 
long window of detection, hair testing is not 
clinically useful for the child with signs of acute 
intoxication.9 Attempts to time the exposure by 
using hair segmentation should be avoided.10 
Results of hair testing also can be affected by 
hair structure, growth rate, melanin content, 
hygiene, and cosmetic treatments and must be 
interpreted carefully to prevent misuse in child 
protection cases.10,11 Qualitative and quantita-
tive blood testing should be considered if a 
child is symptomatic and time of exposure is 
known as it may help estimate the amount of 
drug a child was exposed to.9

Rapid urine drug screens commonly used in 
emergency departments (ED) should be used 
only to guide medical treatment in an altered 
child but are not forensically defensible. Many 
EDs use urine drug screens developed for 
adults, most of which detect drugs of abuse 
at workplace thresholds. Thus, false negatives 
can occur when a drug of abuse is present 
but below the workplace limit of detection. 
However, in young children, any level of expo-
sure may signal a threat to their health and 
safety. In addition, many drugs may be missed 
with these screens, including nonprescribed 
pharmaceuticals and synthetics (eg, fentanyl). 
Without confirmation, there is also a possibil-
ity of a false positive, which can have serious 
implications for children and families.7 In such 
cases, a more comprehensive urine screen 
also should be performed.

Any positive result must be interpreted in the 
context of the evaluation, investigation, and lim-
itations of the test. Although a comprehensive 
review is beyond the scope of this commen-
tary, there are several specific examples that 
should be noted due to their relative frequency 
in clinical practice and potential for harm:

•	 If possible, urine testing should be per-
formed immediately after removal from a 
drug-endangered environment, as a posi-
tive result after placement in a new envi-
ronment may represent exposure in either 
setting.

•	 A positive result on hair testing in children 
up to 12 months of age may represent in 
utero drug exposure.10

•	 A positive result for methamphetamine 
should lead to consideration of which iso-
mer is present, as the l-isomer can be found 
in over-the-counter nasal preparations and 
other prescription medications unlike the 
d-isomer, which can only result from expo-
sure to 3 substances (ie, prescription meth-
amphetamine [Desoxyn], benzphetamine 
[Didrex], or street drugs).12

•	 A negative result does not rule out exposure 
as a child may be exposed to a substance 
not on the testing panel or the substance 
may be present at a level too low to be 
detected or outside the window of detection.

•	 Safety decisions should not rely on retest-
ing unless there is a new concern, as a pos-
itive result may indicate the initial or ongo-
ing exposure and a negative result may 
indicate no ongoing exposure or missed 
detection.13

Once identified, any child with concern for  
drug-endangerment should be tested for drugs 
followed by an urgent medical evaluation, ide-
ally within 48 hours. Given their increased risk 
of physical, developmental, academic, and 
emotional consequences, enhanced periodic-
ity and mental health are also important con-
siderations in drug-endangered children.14

The opioid epidemic, legalization of mari-
juana, the presence of widely prescribed psy-
choactive substances and other factors will 
guarantee that drug endangerment of children 
will continue long into the future. As health 
care providers, we have a duty to develop best 
practices regarding drug testing of children 
that are based on scientific evidence.
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