
Case Discussion for July 20, 2017 
 
Patient is a 45-year old married woman who has been on methadone maintenance treatment for her opioid use 
disorder for over four years.  She is now dosing at 90mg.  She has been on level 3 in the recent past, but was 
moved to level 1 ( only Sunday take home) after she was found  on NC CSRS to have filled a few opioid 
prescriptions that she didn’t mention to her opioid treatment program. She denied any misuse of these 
medications, but she did fill them several days apart, from 2 different physicians. She was livid about losing her 
levels and downplayed her actions which lead to the decision for reduce her take home level. She only 
acknowledges she could have communicated better with her OTP providers. 
 
She had a positive for alcohol in a UDS about 2 years ago, denied drinking, and was referred to her primary care 
physician to be checked for diabetes. She did have an ETG positive at that time. She did indeed have diabetes, 
and was started on medication. She had no further positives for alcohol until several weeks ago. She denied 
drinking, and said her blood sugar was once again out of control. 
 
We checked an ETG which was positive at 1100. 
 
This patient has a history of two DUIs for alcohol, and had a breathalyzer installed in her car for a couple of 
years. She now says she has not drunk any alcohol since 2014. 
 
She was questioned closely about any products she consumed which may contain alcohol, such as mouthwash, 
cough syrup, cooking sherry, etc. She denies using any of these products. She does not use hand sanitizer very 
often. She lives with her husband, but he has been described by this patient as an alcoholic, and cannot be used 
as a collateral source of information. 
 
Given this patient’s vehement denial regarding alcohol use, I called the lab toxicologist to inquire further about 
the possibility of a false positive ETG. The lab expert said it would be “highly unlikely.” She said the level of 
alcohol in the urine drug screens was low-ish, and consistent with alcohol that has been consumed. Plus, the 
ETG is high enough to remove doubts about false positives from household products. 
 
This patient is angry and demands her take home levels be returned. Her counselor sides with her, and 
advocates for return of the levels, feeling the ETG was a false positive. The patient is threatening to file a 
complaint with someone if I cannot “work out” the situation. 
 
Labs should always be considered in a clinical context. I tend to believe her when she says she is not drinking, 
but on the other hand, she did demonstrate some instability 2-3 months ago when she filled prescriptions 
without informing us. Plus, she does have a history of alcohol use disorder. 
 
I feel like I’m being pushed by both patient and counselor to ignore the positive ETG, which angers me, possibly 
making me less likely to decide in favor of granting take homes. 
 
For now, I have decided to keep her at level 1, start daily breathalyzers at the OTP, and wait for her next UDS 
with ETG. 
 
 
 
Questions: 

1. Is there any other way to know for sure if she drank or not? 
2. Do you feel ETGs are dependable, or prone to false positives? 
3. Have you ever been pressured by patients to ignore data in order to maintain take home levels? 
4. Have you ever been pressured by counselors/program managers/program owners to make decisions 

contrary to your medical judgment? 


