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Addiction (ASAM definition)  
 “Addiction is a primary, chronic disease of brain 

reward, motivation, memory and related circuitry. 
Dysfunction in these circuits leads to characteristic 
biological, psychological, social and spiritual 
manifestations. This is reflected in an individual 
pathologically pursuing reward and/or relief by 
substance use and other behaviors.” 

Presenter
Presentation Notes
The world health organization, in conjunction with most well-respected medical organizations, views substance dependence as a brain disease. It is important to remember that the disease drives the behaviors you associate with opioid dependence, not the other way around. So why is addiction and opioid use such a large issue in pregnancy? First, a look at the epidemiology of opioid use.



Illicit Drug Use 

http://www.samhsa.gov/data/sites/default/files/NSDUHresultsPDFWHTML2013/Web/NSDUHresults2013.pdf 
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Presentation Notes
2013 NSDUHMost use between age 16-35, with peak in early 20’s – overlapping with peak reproductive timeframe 



Medication Misuse 

Presenter
Presentation Notes
Separate from illicit drugs, “nonmedical use of prescription opioids” also was shown to be highest in 18-25, across metropolitan, urbanized, and rural populations. 



Opioid Prescriptions 

https://www.cdc.gov/media/releases/2015/p0122-pregnancy-opioids.html 

Presenter
Presentation Notes
Finally, this graph shows opioid prescriptions in women ages 15-44 – demonstrating … 



Drug Use in Pregnancy 
 4.4% pregnant women SELF-reported using illicit 

substances 
 Marijuana most common 
 1% “nonmedical” prescription opioids, 0.1% heroin 

 
 2.6% unexpected opioids on urine screen  

 

Substance Abuse and Mental Health Services Administration. Results from the 2010 National Survey of Drug use and Health: 
summary of national findings. NSDUH Series H-41., HHS publication No. (SMA) 11-4658 
Azadi et al. Universal screening for substance abuse at the time of parturition. Am J Obstet Gynecol 2008; 198x30-2 
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Presentation Notes
In the 2010 National Survey on drug use and health, 4.4% of pregnant women reported using illicit substances (not including prescribed opiates)In comparison, preeclampsia is diagnosed in 2-8% of US pregnancies. 



Increasing Use/Complications 

Rural and Urban Differences in Neonatal Abstinence Syndrome and Maternal Opioid Use, 2004 to 2013. Villapiano 
NL et al, JAMA Pediatr, 2017;171(2):194-196 
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Presentation Notes
I’m sure many of you have seen similar graphs, demonstrating a significant overall increase in both maternal opioid use AND NAS – with a steeper rate of increase in rural areas. 



Pregnant Women and Addiction 
 Pregnant women with substance 

use disorders are more likely to 
have: 
 Family history of addiction or 

mental health problems 
 Friends, family, and intimate 

partners with addiction 
 Poverty, homelessness, food 

insecurity, limited transportation 
 Domestic violence 
 Psychosocial chaos 



Health Consequences 
 Women with substance dependence may suffer from: 

 Mental health co-morbidities (2x population risk) 
 Untreated medical problems 
 Infectious complications 
 Injuries or acquired medical problems 

Presenter
Presentation Notes
Women with substance dependence can suffer from numerous medical complications. There can be increased risk of mental health problems (Anxiety, depression, PTSD, bipolar disorder), untreated medical problems (such as HTN, diabetes, liver disease, poor dentition), Infectious complications (HIV, Hepatitis, STI’s, and bacterial infections), and injuries or acquired medical problems (such as DVT, fall injuries, collisions, and assaults).The increased prevalence of comorbid conditions in this population makes it especially important to provide high-quality medical care in pregnancy, and the impacts you can have for mother and baby make it a rewarding investment. 



Barriers to Quality Care 
 Shared goals: safe pregnancy and healthy baby 

 
 Barriers to care: 

 Poor past experiences with the medical system 
 Limited resources  
 Limited family or community support 
 Fear of judgment or legal consequence 
 Healthcare provider bias 
 Healthcare provider lack of knowledge/understanding 

 

Presenter
Presentation Notes
Stepping back, it is important to remember the goals that you share with your patients: a safe pregnancy and a healthy baby. Women suffering from opioid dependence experience a number of barriers to obtaining quality medical care in pregnancy: Identifying pregnant women with substance dependence and being mindful of these obstacles can go a long way towards improving their prenatal care and ultimate outcome. 



Screening 
 CARING and NONJUDGEMENTAL approach is key 
 Normalize process of asking about substance use 
 Model your approach:  

Presenter
Presentation Notes
Obviously all of us are screening our patients in one way or another, typically using a preprinted questionnaire at the first prenatal visit. However, many women do not disclose their substance use right away, and it is worthwhile to spend some time screening in a more individual way. The key to screening for any substance use disorder is to use a caring and nonjudgemental approach. It’s also important to normalize the process so that the patient doesn’t feel “picked on”. Before you jump right in to talking about highly stigmatized behaviors, consider discussing smoking. The way you handle this discussion models your approach and allows the woman to evaluate YOU as a provider before she is asked to disclose more sensitive information. IF this conversation feels safe and respectful to the patient, she is much more likely to answer the next questions honestly. 



Screening 
 ALL patients should be screened verbally 
 What about the urine?  

 Consider universal screening? 
 Consent? Required.  
 False + and false – occur: 

 Confirm unexpected with GC/MS  
 Many undetected substances 

 Legal requirement to report?  
 None (in WA)!  

Substance Abuse in Pregnancy: Guidelines for Screening and Management . Washington State Department of Health, 2015 

Presenter
Presentation Notes
All women should be informed about planned medical testing, the nature and purpose of the test, and how results will guide management, including possible benefits or consequences of the test. Drug testing is based on specific criteria and medical indicators, not open-ended criteria such as “clinical suspicion” that invite discriminatory testing. • If the woman refuses testing, maternal testing should not be performed. However, testing of the newborn may still occur if medically necessary or if newborn or maternal risk indicators are present. (Collect urine first THEN talk about it, or you won’t get your urine dip either!)Note institutional protocols/state laws are differentConsent? YesFalse positives  GCMS confirmationPresent late to carePoor adherence to appointments                                   or medicationsPoor weight gainSedation, intoxication, or withdrawalErratic behaviorPhysical signs of use (track marks, abscesses, etc)Unexpected positive serology (HIV, hepatitis)



Screening: Four P’s 

Parents 

Partner 

Past 

Present 

Presenter
Presentation Notes
Then, as you move into specific questions about drugs and alcohol, consider using the “4P’s approach”: Parents, partner, past, and present. 



Signs/symptoms 
 Present late to care 
 Poor adherence to appointments                                   

or medications 
 Poor weight gain 
 Sedation, intoxication, or withdrawal 
 Erratic behavior 
 Physical signs of use (track marks, abscesses, etc) 
 Unexpected positive serology (HIV, hepatitis) 

Presenter
Presentation Notes
There are many signs and symptoms that may suggest substance dependence. I put this slide AFTER screening on purpose, because it is important to screen everyone – but these are some things that may heighten your suspicion. 



Opiate Withdrawal 
 Sweating/chills 
 Anxiety/Irritability/Restlessness 
 Nausea/Vomiting/Diarrhea 
 Lacrimation/Rhinorrhea 
 Myalgias/Arthralgias 
 Yawning 
 Tremor 

 



 
Jessica 
 Jessica is a 22 year old G5P1031 at 38w with PROM 

 PMHx: opioid dependence, endometriosis, anemia 
 Meds: methadone 145 mg, PNV 
 Soc: denies EtOH, daily e-cigarette  
 FamHx: father – alcoholism, mother – 

methamphetamine abuse and bipolar disorder 
 Prenatal care: late to care, irregular visits, did not 

disclose methadone to OB provider 
 



 

    Is my baby OK?  
 
Will my pain be controlled?  
 
              Will CPS take my baby?  
 
Will they BELIEVE me?  



The mother is more 
scared than you are.  

Presenter
Presentation Notes
She’s desperate to hear that her baby is ok, that she hasn’t hurt her baby, and she wants a good outcome. 



WILL the baby be ok?  
 OB complications?  

 possible with most substances, risk reduced with 
stabilization on maintenance treatment  

 Birth defects? 
 Well-proven with alcohol, not consistently shown for 

other substances (mixed/weak data) 
 Developmental problems?  

 Well-proven with alcohol, mixed data without 
consistent pattern with other substances  

 Growing up in a using household is CONSISTENTLY 
shown to impact cognitive and emotional function 



CPS reporting 
 Hospitals are encouraged to report all positive toxicology 

screens (mother or infant) to Child Protective Services. 
Reporting of this information, in and of itself, is not an 
allegation of abuse or neglect. The health care team acts as 
advocate for mother and newborn.  

 If there exists reasonable cause to believe leaving a 
newborn in the custody of the child’s parent or parents 
would place the child in danger of imminent harm, a 
hospital may choose to place an administrative hold on the 
newborn and notify Child Protective Services per 
RCW.26.44.056.  

Substance Abuse in Pregnancy: Guidelines for Screening and Management . Washington State Department of Health, 2015 



 

                     Is this fetus safe?  
 Will the baby be safe at home?  
  
  Am I being manipulated? Lied to? 
 
How can she do this to her baby?  
 
     Why can’t she just stop? 
 



You want to make sure your 
patient(s) are safe and have a 

good outcome.  



Opioids and Pregnancy 
 Fetal dependence develops alongside maternal 

dependence  
 Cycles of intoxication and withdrawal affect fetus 
 Risks of withdrawal are greatest in the 1st and 3rd 

trimesters 
 Potential fetal effects: 

 Miscarriage  
 IUGR 
 Placental abruption 
 Preterm delivery 
 Fetal demise 

 http://www.ncbi.nlm.nih.gov/books/NBK26113 

Presenter
Presentation Notes
In pregnancy, fetal dependence develops alongside maternal dependence, so the cycles of intoxication and withdrawal certainly affect the fetus. The risks related to withdrawal are greatest in the 1st and 3rd trimesters, and include: miscarriage, IUGR, placental abruption, preterm labor, and even fetal demise. Debate about effects once infant is born – generally opioid exposure is not felt to cause birth defects or cognitive effects. Risk of future addiction derived from genetics and early life environment rather than neonatal dependence. POOR HEALTH BEHAVIORS + CYCLICAL WITHDRAWALFetal withdrawal: increased movement, meconium, bradycardia 



Opioids and Pregnancy 
 Chronic opioid abuse often results in amenorrhea or 

irregular cycles 
 Pregnancy symptoms may be mistaken for symptoms 

of withdrawal 
 Unintended pregnancy is common early in opioid 

substitution treatment 

Presenter
Presentation Notes
I would like to turn our attention to the class of substances that we both know the most about AND have the most resources to treat: opiate dependence.Unexpected pregnancy is not uncommon in opioid dependent women. Chronic opioid abuse can result in amenorrhea and irregularl menstrual cycles. In addition, some of the symptoms of pregnancy are similar to the symptoms of opioid withdrawal, leading some women to attempt to self-medicate rather than consider that they may be pregnant. Pregnancy is relatively common early in opioid substitution treatment (such as treatment at a methadone clinic). This is thought to be due to a combination of the gradual normalization of endocrine function as patients become more stable and lack of attention to birth control and other medical care during early treatment because they are focused on becoming stable on their new medication. 



Treatment Options 
 Stabilization on long-acting opioid minimizes risks to 

fetus AND reduces substance use in pregnancy 
 Methadone 
 Buprenorphine 
 

 Compared with heroin: 
 Improved growth 
 Reduced fetal mortality 
 More likely to remain with mother 
 Higher dose, better growth 

Presenter
Presentation Notes
Given the fetal effects described previously, stabilization on a long acting opioid is the preferred medical treatment. Prevent complications, improve adherence to care, reduce criminal activity. Improved birthweight, reduced preterm delivery, NASAddiction (1997) 92(11) 1571-1579The relationship between maternal use of heroin and infant birth weightHulske GE, Milne EBoth of these medications are only allowed to be provided for addiction treatment by specially licensed providers – methadone clinic or Suboxone waivered physician, so typically patients must be referred out for stabilization. This referral process also enables your patient to get connected with psychosocial treatment options that are very important to the long term recovery process. Even if you are a Suboxone provider, induction in these patients is typically done in the hospital for improved monitoring during the process. Detox NOT recommended; if patient refuses maintainence medication, medically supervised withdrawal best undertaken in 2nd trimester under care of perinatal addiction specialist In addition to medical treatment, psychosocial treatment or “rehab” can be an important component of care and can be delivered in inpatient, outpatient, or mixed settings as appropriate for each individual. JAMA 1976 Mar 15; 235(11)1121-4Narcotic Dependence in Pregnancy. Mathadone maintenance compared to street drugsStimmel B, Adamsons KKandall SR et al 1977, 1976



Why not just detox?  
 Fetal risks 

 Multiple small studies  no fetal deaths  
 Variable definition of “term delivery”  
 Increased fetal deaths in women leaving AMA 

 Maternal relapse  
 Relapse rates 17-96% (average 48%) 
 101 attempted  42 completed  24 adequate f/u  1 

abstinent at time of delivery  
 Neonatal outcomes?  

 Bulk of data shows no change in NAS % 
Medically Assisted Withdrawal (Detoxification): Considering the Mother-Infant Dyad. Jones HE et al J Addict 
Med 2017 Jan 11 
Is opiate detoxification unsafe in pregnancy? Luty et al. J Subst Abuse Treat 2003 Jun;24(4):363-7 

Presenter
Presentation Notes
NO STUDY HAS EXAMINED POSTPARTUM PERIOD 



Methadone/Buprenorphine details 
 Methadone 

 Full opioid, “substitutes” for other short-acting opioids 
 Daily dosing through licensed clinics 
 Average 80-120 mg (wide range) 

 Buprenorphine 
 Partial agonist opioid, “substitutes” for other opioids 

AND partially blocks their effects 
 Prescriptions through DEA-waivered physicians 
 Average 8-16 mg (range 2-24 mg) 



Methadone/Bup Outcomes 
 Improved birth weight 
 Reduced preterm birth 
 Reduced illicit drug use (and associated complication) 
 Neonatal Abstinence Syndrome  

 
“The dilemma of methadone maintenance in 
pregnancy is that opiate addiction is a real 
problem that we can neither wish nor will 

away.”  
(Jim Walsh MD) 



MOTHER Study 

http://www.drugabuse.gov/news-events/nida-notes/2012/07/buprenorphine-during-pregnancy-reduces-neonate-distress 
Jones, H.E., et al. Neonatal abstinence syndrome after methadone or buprenorphine exposure. New England Journal of Medicine 
363(24):2320–2331, 2010. 

 

Presenter
Presentation Notes
One major question is which OST medication is most appropriate for a given patient. The “maternal opioid treatment human experimental research” or MOTHER trial looked at this question, particularly from the standpoint of fetal outcomes. This trial demonstrated that infants of buprenorphine-treated mothers experience fewer days of NAS treatment, shorter hospital stays overall, and lower total morphine doses. However, a significantly greater proportion of women dropped out of the buprenorphine group compared with the methadone cohort. Given the lower retention rate in the bup group and the greater structure provided by methadone clinic treatment, it is important to assess nonmedical factors in making a treatment determination. 



Pregnancy is a time of 
increased motivation AND 

increased access to 
resources for change  



Treatment Options 
 Long-term residential (~6 mos) 
 Short-term residential (“rehab”, ~14-28 days) 
 Outpatient treatment (“outpatient”, IOP) 
 1:1 counseling 
 Groups (AA, NA, SMART, Celebrate Recovery) 

 

Presenter
Presentation Notes
TREATMENT (non-medication)Think about “geographic cure” as well



Get (Inpatient) Help!  
 Acute withdrawal or physiologic dependence?  

 Swedish Addiction Recovery Services (Seattle) 
 All substances, all gestational ages 
 (206) 781-6048 

 HarborCrest (Grays Harbor/Aberdeen) 
 All substances, through 32 weeks gestation  
 (360) 537-6258 

 EvergreenHealth (Monroe) 
 All substances, through ~34 weeks gestation  
 (360) 794-1405 

 MultiCare Pregnancy START Program – inpatient unit 
anticipated opening in 2018!  
 All substances, all gestational ages  
 Care coordinated with outpatient program 

Presenter
Presentation Notes
Given the complexities of selecting and starting appropriate treatment and the challenges in treatment planning, it is appropriate to refer your patient out for this phase of care EVEN if you plan to ultimately provide their obstetrical care. Several local facilities exist that provide chemical dependency services to pregnant women, and DSHS covers these services. Of these facilities, only Swedish Addiction Recovery Services has a unit exclusive to pregnant patients requiring inpatient treatment. For pregnant patients that are already stable on maintenance medications, consider referring to an OB clinic familiar with pregnant women with substance dependence. Locally, the OB Outreach Clinic at S CH provides a unique model for caring for these high-risk women. 



Pregnancy START Clinic 
 Stabilization, Treatment, and Recovery Training 

 Prenatal care and coordination with specialty svcs 
 Medication management (buprenorphine) 
 FP/OB physicians with Addiction Medicine expertise 

 Training site for residents and fellows – able to act as continuity 
advocate for patients  

 Social work, collaboration with community programs 
 

Walk-in access; Wednesdays 1:30-4:30  
1322 3rd St SE #240, Puyallup WA 98372 
(253) 697-1414 phone, (253) 697-1439 fax 





 

   The baby’s here! What do we do now?  
 
She says she’s in pain… but she’s on so 
much medication already…  
 
Is it safe to let her breastfeed?  
 



Pain Management 
 Methadone/buprenorphine maintenance does not 

prevent or reduce pain 
 Some evidence for HYPERALGESIA 

 
 Additional opioids tend to be less effective (especially 

with buprenorphine) 
 

 Epidural/spinal and local anesthesia work normally 



Pain Management 
 Maintenance medication:  

 Continue methadone or buprenorphine on schedule 
 Consider split dosing for safety/efficacy 

 
 Pain control 

 Maximize non-opioid analgesia (schedule 
acetaminophen or NSAID rather than prn) 

 Additional opioids: same duration, increased dose, use 
high-affinity agent (hydromorphone or fentanyl) if 
necessary 

Presenter
Presentation Notes
Before I finish up, I want to share a few pearls about the management of opioid dependent women during labor and delivery. First, the OST medication ONLY treats opioid dependence and does not provide pain control. In women who you expect to treat with high doses of opiates or multiple sedating medications, consider splitting their daily dose so that you can hold part of the dose in case of oversedation. To manage acute pain, first maximize non opioid medications. If opioids are required, plan to treat for the same DURATION as you would any other patient but expect to use higher doses. “If the patient is awake and alert, the dose is not too high”It is reasonable to obtain UDS in order to guide care of the neonate after delivery; likewise, consider obtaining a mec tox for a more complete understanding of peripartum drug exposure. Additionionally, it is important to remember that Child Protective Services is involved in one way or another with almost all of these deliveries. They exist to help ensure that the infant has a safe situation to return home to, and they provide resources to help mothers remain sober and successfully parent. CPS is typically notified for any delivery of a patient with a history of chemical dependency, but their direct involvement varies by situation. 



Pain Management (opioids) 
 VERY HIGH DOSES may be needed to control pain 

adequately 
 Managing both opioid tolerance AND significant fear of 

under-treatment  
 Aggressive early treatment reduces overall opioid 

requirement 
 
 

“if the patient is breathing well, it is not too much”  



 
 Shouldn’t I avoid giving opiates 

to an opiate addict?  
 

Will I make their addiction  
 worse or cause relapse?  



Pain Management and Addiction 
 Addiction is already established by the time of 

hospitalization 
 Treatment of pain during hospitalization will not 

CAUSE or WORSEN addiction 
 Undertreatment of pain may in fact increase risk of 

relapse!  



Breastfeeding 
 Levels typically decrease rapidly after cessation of use 

 Generally safe after <3-7 days 
 Predict future risk from past and current behavior 

 In treatment? On medication? CPS recommendation? 
 Breastfeeding and NAS: 

 Low methadone or buprenorphine in breastmilk 
 Improved NAS scores 
 Improved maternal-fetal bonding 

 
 
 

Presenter
Presentation Notes
Amount of methadone in breastmilk <1% NAS treatment dose J Human Lactation 2004; 20; 62Methadone Maintenance and Lactation: A Review of the Literature and Current Managment GuidelinesJansson LM, Velez MLow bup bioavailability so likely even lower, no evidence of harm, no serum levels reported



Postpartum Issues 
 Collaboration with outpatient providers is CRITICAL 

 Pain medication taper requires close followup 
 Methadone clinics closed Sundays/holidays  

 Infant will remain in-house for 4 days minimum and 
likely weeks 

 Family/friends may not be aware of addiction 
 “my baby has to stay for monitoring because of a 

medication prescribed by my doctor”  



Social Services 
 Coordinate with social work to develop a safe discharge 

plan 
 Housing/child care 
 Transportation 
 WIC 

 Child Protective Services 
 Discuss in advance 

Presenter
Presentation Notes
Communicate your recommendations to the team



Take-home points 
 Addiction is a brain disease 
 Substance dependence in 

pregnancy is common 
 Comprehensive treatment 

including methadone or 
buprenorphine (for opioid 
dependence) is recommended 

 Aggressive pain management is 
often required postoperatively 

 Help is available! 
 START Program! 
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Presentation Notes
http://www.cyberlawcentre.org/unlocking-ip/blog/labels/catherine.html
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