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Learning Objectives
• Understand the prevalence of substance use disorders in pregnancy
• Identify appropriate screening tools for use in pregnant women
• Describe the role of SBIRT in clinical practice
• Discuss available treatment modalities available to pregnant women with 

substance use disorders



Conflict of Interest Disclosure Statement 

I have no financial relationships with any commercial interest related to the 
content of this activity.



Case 1

• A 21 year old female presents to the ED reporting symptoms of 
hyperemesis. She reports her mother told her to try marijuana 
to aid with nausea and it has been helpful.  She would like to 
know what you think.



Case 2
• A 26 year old female at 32 weeks gestation presents for 

her initial prenatal visit.  On review of medications you 
note she is prescribed Methadone.  

• How do you counsel her regarding use of opioids in 
pregnancy?

• How do you counsel her regarding the risks of neonatal 
abstinence syndrome?

• Do you advise her to continue the Methadone or discontinue?



Drug Use in Pregnancy

• Nicotene
• Alcohol
• Benzodiazepines
• Marijuana
• Stimulants
• Cocaine
• Opioids
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Past Month Substance Use among Pregnant Women
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Marijuana Use among Women by Pregnancy Status
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Daily or Almost Daily Marijuana Use among Women by Pregnancy Status



Current 
Marijuana 
Laws

https://www.governing.com/gov-
data/safety-justice/state-marijuana-
laws-map-medical-recreational.html



INCREASED 
POTENCY



Concerns with MJ use in pregnancy
• Marijuana may be associated with fetal growth 

restriction, preterm delivery, fetal death in utero (Metz 
2018, Stickrath 2019)

• Marijuana may be associated with neurocognitive 
developmental delay and may increase risk of 
hyperactivity and poor cognitive function in children with 
in-utero marijuana exposure (Metz TD, Stickrath EH, 
2015)

• Current recommendations are women NOT breastfeed if 
using marijuana









• 2012 U.S. health care providers wrote 259 million opioid 
prescriptions for pain  2X 1998 – enough for every adult in 
U.S. to have a month supply.1

• Rate of admission to substance use disorder treatment 
programs for OUD quadrupled between 2002 and 2012.2

• Rates of death associated with opioid analgesics rose 
nearly 400% between 2000 and 2014.3

1. CDC Opioid painkiller prescribing at:  https://www.cdc.gov/vitalsigns/opioid-prescribing
2. SAMHSA Drug Abuse Warning Network 2011 at: https://www.samhsa.gov/data
3. National Center for Health Statistics Factsheet at: https://www.cdc.gov/nchs 





www.theoakstreatment.com



www.cdc.gov/reproductivehealth/opioid-use-disorder-pregnancy/index.html



Diagnostic Criteria



Addiction
• Compulsive behavior despite negative consequences. 

• Behavior is reinforcing, or rewarding.

• Loss of control in limiting intake.



DSM-5 Criteria
A problematic pattern of opioid use leading to clinically significant impairment or distress is 
manifested by two or more of the following within a 12-month period:
● Opioids are often taken in larger amounts or over a longer period than was 

intended.
● A persistent desire or unsuccessful efforts to cut down or control opioid use.
● A great deal of time is spent in activities necessary to obtain the opioid, use the 

opioid, or recover from its effects.
● Craving, or a strong desire or urge to use opioids.
● Recurrent opioid use resulting in a failure to fulfill major role obligations at work,  

school, or home.
● Continued opioid use despite having persistent or recurrent social or interpersonal     

problems caused or exacerbated by the effects of opioids.



DSM-5 Criteria
● Important social, occupational, or recreational activities are given up or reduced                

because of opioid use.
● Recurrent opioid use in situations in which it is physically hazardous.
● Continued opioid use despite knowledge of having a persistent or recurrent 

physical or psychological problem that is likely to have been caused or  
exacerbated by the substance.

● Tolerance*
● Withdrawal*

* Experiencing these symptoms while taking opioids solely under appropriate  
medical supervision is an exception to (does not meet) these criteria for OUD.



Screening



Screening Pregnant Women for Substance  Use

• Substance use disorders affect women across all racial and 
ethnic groups and all socioeconomic groups, and affect women 
in rural, urban, and suburban populations therefore universal 
screening (for licit and illicit substance use) is recommended.

• Selective screening based on “risk factors” perpetuates  
discrimination and misses most women with problematic use.



ACOG Screening Guidelines
• Screening for substance use should be part of comprehensive obstetric care and 

should be done at the first prenatal visit in partnership with pregnant woman. 
Screening based only on factors, such as poor adherence to prenatal care or prior 
adverse pregnancy outcome, can lead to missed cases, and may add to 
stereotyping and stigma. 

• Early universal screening, brief intervention (such as engaging the patient in a 
short conversation, providing feedback and advice), and referral for treatment 
(SBIRT) of pregnant women with opioid use disorder improve maternal and infant 
outcomes.
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Source: ACOG. Opioid Use and Opioid Use Disorder in Pregnancy. Opinion No. 711. ACOG Committee Opinion on Obstetric 
Practice & the American Society of Addiction Medicine. Replace Opinion No. 524, May 2012. Published August 2017.



SBIRT
Screening, Brief Intervention, and Referral to Treatment

• Screening - a health care professional assesses a patient for 
risky substance use behaviors using standardized screening 
tools.  Screening can occur in any health care setting.

• Brief Intervention - a health care professional engages a 
patient showing risky substance use behaviors in short 
conversation, providing feedback and advice.

• Referral to Treatment - a health care professional provides a 
referral to brief therapy or additional treatment to patients who 
screen in need of additional services.

• This approach improves maternal and infant outcomes.

http://www.integration.samhsa.gov/clinical-practice/SBIRT



Screening Instruments

• No single best screening instrument to identify pregnant  
women with substance use disorders.

• Self-administered or part of the patient interview.
• Developed for or validated in pregnant women:

• 4P’s Plus (Chasnoff, 1999)

• NIDA Quick Screen

• CRAFFT (Chang, 2011) (women 26 years or younger)



The 4 P’s
1. Have you ever used drugs or alcohol during pregnancy?
2. Have you had a problem with drugs or alcohol in the past?
3. Does your partner have a problem with drugs or alcohol?
4. Do you consider one of your parents to be an addict or  

alcoholic?

***5 P’s
5.  Do any of your peers have problems with drugs or 
alcohol?



NIDA Quick Screen

Screen Your Patients
• Step 1. Ask patient about past year drug use—the NIDA Quick Screen
• Step 2. Begin the NIDA- Modified ASSIST
• Step 3. Determine risk level

Conduct a Brief Intervention 
• Step 4. Advise, Assess, Assist and Arrange







CRAFFT
Substance Abuse Screen for Adolescents and Young Adults



Screening: Urine Drug Screen?

• Do not use as sole assessment of substance use/use disorder (ACOG,
2012).

• Short detection window (substance dependent)
• Might not capture binge or intermittent use
• Rarely detects alcohol
• Doesn’t capture prescription opioids (without confirmation testing)

• Useful adjunct primarily for individuals in treatment.
• Ethical issues –patient needs to give consent prior to  specimen

collection.



Why Screen?

• Early Identification is Key:
• Allows for early intervention and treatment that minimizes potential harms to the 

mother and her pregnancy
• Maximizes motivation for change during pregnancy

WHAT DO I DO AS A PROVIDER WHEN I IDENTIFY A 
PREGNANT WOMAN WITH A SUD?



We are here to help!
833-951-0296



Florida Behavioral Health IMPACT

• Along with provider support, FL BH IMPACT benefits our patients
• Reduced likelihood that behavioral health concerns go undetected

• Enhanced efficiency in evidence-based treatment provision
• Pharmacologic
• Non-pharmacologic

• Increased opportunity for evidence-based treatments  better care outcomes for 
mom and baby



Treatment



American Society of Addiction Medicine(ASAM)
National Practice Guideline (May 2015)

• Pregnant women who are physically dependent on  opioids 
should receive treatment using agonist  medications rather 
than withdrawal management or  abstinence as these 
approaches may pose a risk to  the fetus.

• Furthermore, withdrawal management has been  found 
to be inferior in effectiveness over  pharmacotherapy 
with opioid agonists and  increases the risk of relapse 
without fetal or  maternal benefit.



Opioid Assisted Treatment (OAT)
Goal

• Administer methadone in doses sufficient to 
prevent withdrawal and reduce/ eliminate 
cravings.

40



Opioid Assisted Treatment (OAD)
• Methadone maintenance dramatically reduces illicit opioid use, 

criminal behavior, risky sexual practices, and the transmission 
of HIV.

• People in methadone programs have 30 percent the mortality 
rate of opioid users who are not in treatment programs.



Opioid Assisted Treatment (OAD)
• Treatment of choice for opiate-dependent pregnant 

women. 
• Reduces fluctuations in maternal opioid levels, which 

reduces stress on the fetus.
• Reduces drug-seeking behaviors.
• Illicitly purchased heroin is adulterated with other 

compounds that may be harmful to the fetus.
• Enhances the ability of the woman to participate in 

prenatal care and addiction treatment.
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Treatment
What about Medically Supervised Withdrawal?

• Done slowly due to concerns related to withdrawal symptoms and 
concerns related to cravings.

• Consider doing this on an inpatient basis.
• Abrupt discontinuation of opioids in pregnancy not recommended.

• Preterm labor
• Fetal distress
• Fetal demise
• Withdrawal
• High relapse rates



Co-Occurring Substance Use Disorders and 
Mental Illness
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Mental Illness and Substance Use Disorders in America 
among Women (>18 y.o.)
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Co-Occurring Issues: Substance Use and Mental Illness among 
Adult Women
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Substance Use Disorder (SUD) is Associated with Suicidal 
Thoughts, Plans, and Attempts among Adult Women >18 y.o.
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For Addicted Women, the Year After Childbirth Is the 
Deadliest 

• Sleep deprivation, dramatic hormonal shifts and the day-to-day realities of caring for an infant 
create enormous stress for all women, but especially for those who are struggling to stay in 
recovery from drug use. 

• Most medical protocols and social safety net programs are set up to shift attention away from 
the mother after delivery and focus exclusively on the new baby.

• For many women, access to medical care and social supports evaporates after a baby is born. 
• Growing evidence suggests that women should receive continuous medical attention during 

what is now called the “fourth trimester” — a period lasting at least a year after childbirth. Even 
for women without an opioid addiction, the likelihood of severe depression soars. Research 
indicates that nearly 15 percent of all mothers suffer postpartum depression. For minority 
women and those living in poverty, the rate can more than double.

• In 2018, the American College of Obstetricians and Gynecologists issued new medical 
guidelines for postpartum care, saying that ongoing attention rather than a single encounter 
with a medical professional is urgently needed to “reduce severe maternal morbidity and 
mortality.”

Stateline Article August 14, 2018 By: Christine Vestal Pew Charitable Trusts 



Florida Pregnancy-Associated Mortality 
Review (PAMR) Message to Providers
• Opioid Use Disorder (OUD) is a life-threatening chronic condition 

and is dangerous to pregnant and postpartum women.
• The rate of Florida women with OUD identified at delivery admission 

quadrupled from .5 per 1000 deliveries in 1996, to 6.6 in 2014.
• Use of illicit opioid and related drugs is now increasing as 

prescription opioids are becoming more restricted.
• Drug-related deaths are the leading cause of death to mothers 

during pregnancy or within one year afterwards in 2017, accounting 
for 1 in 4 of these deaths in Florida. 

• There are now as many maternal drug-related deaths as deaths due to 
traditional causes of maternal mortality. 

• 75% of maternal drug-related deaths occur after the baby is born and the 
mother has been discharged.

PAMR March 2020



Caring for Moms Improves Neonatal Outcomes

Family Planning support
• Over 80% of pregnancies are unintended.
• Fewer than 10% of women use highly-effective contraception (i.e. LARC).

Support for co-occurring psychiatric disorders
• 65-73% of women suffer from anxiety and depression.
• 45% of women screen positive for postpartum depression.

Support for parenting
• Many women lack knowledge about basic infant care.
• 64% believed they would spoil their newborn by holding them when they

cried.
Holbrook A, 2012; Chapman SL, 2013; Benningfield MM, 2012; Velez ML, 2004; Terplan, 2015; Heil, 2011



Multi-disciplinary long-term follow up:

Multi-disciplinary long-
term follow up:

Medicine
obstetric 
pediatric 
family
addiction medicine

Social Work
Complementary 
Medicine Approaches

http:// www. healthrecovery.org/maternal-opioid-use/



PAMR Message to Providers

• A plan of safe care should be developed during prenatal care 
with input from all involved including prenatal care providers, 
community support services, and medication-assisted treatment 
providers.

PAMR, March 2020



Role of the Healthcare Provider
• Ensure that medications are appropriately indicated (opioid, benzodiazepine, 

marijuana)
• Discuss the risks and benefits of medication use and review treatment goals with 

the patient at the outset
• Take a thorough history of substance use and access the Prescription Drug 

Monitoring Program (PDMP)
• Before initiating medication therapy in reproductive age women discuss family 

planning and how long-term use might affect care during a                                         
future pregnancy 

• Access appropriate expertise in tapering opioids or benzodiazepines
• Offer Medically Assisted Treatment (MAT) with buprenorphine or methadone
• Arrange for delivery at facility equipped to monitor, evaluate for, and treat NAS



What Can We Do Now?
• Screen pregnant women for substance use disorders
• Remember SBIRT
• Keep telemedicine/telehealth in place including use of telephone where 

audio/visual is not possible and pay for these services at same rate as 
face-to-face—no reduction in reimbursement because it is telemedicine

• Continue and expand as possible technical assistance and training to 
behavioral health providers—clinicians and peers



Florida Behavioral Health IMPACT

• Innovative program for enhancing behavioral 
health treatment strategies & workflow.

• Trainings related to perinatal mental health & substance use

• Enhanced access to community resources

• Robust referral network

• Psychiatric consultation for pharmacologic questions

Free 
of 

Cost



Interested in more information?
• Real-Time Access #: 833-951-0296

• Kay Roussos-Ross, MD
• Kroussos@ufl.edu

• Heather Flynn, PhD
• Heather.Flynn@med.fsu.edu

• Amandla Shabaka-Haynes, MD
• Amandla.Shabaka-Haynes@med.fsu.edu



Statewide Resource:
FPQC- Florida Perinatal Quality Collaborative
https://health.usf.edu/publichealth/chiles/fpqc/MORE
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