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Lifecourse

The typical woman spends five years pregnant, postpartum or trying to get pregnant and 30 years trying to
avoid pregnancy.

FIRST
PREGNANCY
25 pRet
MARRIAGE
FIRST 1 INTEND NO MORE
MENARCHE INTERCOURSE FIRSTBIRTH  CHILDREN MENOPAUSE
126 74 26.0 309 51.3
10 15 20 25 30 3H 40 45 50 55

Median age at which event occurs®

Note *Age by which half of women have experienced event.
Source Reference 6.

Guttmacher Institute . Next Steps for America’s Family Planning Program



Crack Babaies:
The Worst
Threat Is
Mom Herself

By Douglas J. Besharov

AST WEEK in this city, Greater Southeast Cam-
munity Hospital released a 7-week-old baby to
her homeless, drug-addicted mother even-th
the child was at severe risk of pulmonary arrest. The
h ital” 1 ion: “Because [the mmother]} . de-
manded that the baby be released.”

The hospital provided the mother with an apnea mon-

itor to warn her if the baby stopped breathing while
asleep, and trained her in CPR. But on the very first
night, the mother went out drinking and left the child at
a friend's house—without the monitor. Within seven
hours, the baby was dead. Like Dooney Waters, the 6-
year-old living in his mother’s drug den, whose shock-
ing story was reported in The Washington Post last
week, this child was all but abandoned by the author-
ities.

Washington Post 1989

EXCLUSIVE: A Look Inside the CIA

(
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Kids

«Their mothers used
“drugs, and now it’s
the children who suffer

Ehe New Hlork Times

Schools Trying to Cope With 'Crack
Babies'

f ©® v = # »

By Priscilla van Tassel

Jan. 5, 1992

JANE STEIN, a 29-year veteran of elementary school teaching, is
seeing a different breed of pupils in her kindergarten class these
days at the Joyce Kilmer School in Trenton.

"Their attention span is much shorter," she said. "It's very difficult
for them to sit still for a long period of time. I guess you'd call it
itchiness. They plain can't pay attention.”

“The kids are coming to us damaged.”



Black Feminists Lead

Reproductive Justice Values:

(1) The right to not have a child,
(2) the right to have a child, and
(3) the right to parent children
in safe and healthy
environments

(Loretta Ross 2017)




Why would a pregnant

person use drugs?
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Not everyone who uses drugs becomes
addicted

Tobaceo (32%)

Development of Addiction Involves Multiple Factors

Inhalants (4%)

Psychedelic drugs (5%) Estimated

Herain (23%)
proportion of

N Biology/Genes «(ummmmml)y Environment
alcohol, tobaceo,

and ofther drug
users who
have become
Anzlgesics (9%) drug dependent
. ‘ Alcohal (15%)
Anviolytics, v

Stimulants other than
sedatives, and

cocaine (11%)
hypnatic drugs (2%)

Camnatis 05%) Bram Mechanisms

Figure 2 Estimated proportion of alcohol, tobacco, and other drug users who have
developed clinical syndromes of drug dependence as defined according fo
the American Psychiatric i 's D ic and Statistical Manual

of Mental Disorders, Third Edition, Revised. The data were obtained from Addiction
the National Comorbidity Survey, 1990-1992_ d Cl 0

SOURCE: Adapted from Anthony et al. 1084




Definition:

Addiction is a treatable, chronic medical disease involving complex interactions among brain
circuits, genetics, the environment, and an individual’s life experiences. People with

addiction use substances or engage in behaviors that become compulsive and often continue
despite harmful consequences.

Prevention efforts and treatment approaches for addiction are generally as successful as those
for other chronic diseases.

Adopted by the ASAM Board of Directors September 15, 2019




DSM-5 Substance Use Disorders

1. Tolerance? 6. Craving/Compulsion

2. Withd 2 ; '
'thdrawa Use Despite Negative Consequences

Loss of Control 7. Role failure, work, home, school

Addiction: A Brain-cent.ere-d Condition Whose
Visible Symptoms are Behaviors

5. Increased time spent 11. Physical or psychological harm
obtaining, using or

recovering *Mild (2-3), moderate (4-5), severe (=6)
2Not valid if opioid taken as prescribed

APA. (2013). Diagnostic and statistical manual of mental disorders (sth ed.)



Drug Dependence, a Chronic Medical lliness
Implications for Treatment, Insurance,
and Outcomes Evaluation

A. Thomas McLellan, PhD
David C. Lewis, MD

Charles I O'Brien, MD, PhD
Herbert D. Kleber, MD

ANY EXPENSIVE AND DIS-

Thee"meldmgdcpeodemonsoddsysmhshdpeds&npehm
erally held view that drug d
health problem. In turn, medlnl ch m md ue
lacking. Wemmnedwuemhltug(lmlwlngdw)mmﬂs
a chronic medical iliness. A
tability, cuology(;eneuc

'I ). th ‘7 'gy.and

turbing social
can be traced directly 10
drug dependence. Re-
cent studies'™ estimated that drug de-
pendence costs the United States ap-
proximately $67 billion annually in
crime, lost work productivity, foster
care, and other social problems.* These
expensive effects of drugs on all social
systems have been important in shap-
ing the public view that drug depen-
dence is primarily a social problem that
requires interdiction and law enforce-
ment rather than a health problem that
requires prevention and treatment.
This view is apparently shared by
many physictans. Few medical schools
or residency programs have an ad-
equate required course in addiction.
Most physicians fail 1o screen for alco-
hol or drug dependence during rou-
tine examinations.” Many health pro-
fessionals view such screening efforts
as awaste of time. A survey* of general
practice physicians and nurses indi-
cated that most believed no available
medical or health care interventions
would be “appropriate or effective in
treating addiction.” In fact, 40% to 60%
of patients treated for alcohol or other
drug dependence return 10 active sub-
stance use within a year lollowing treat-

©2000 American Medical Association. All rights reserved.

and relapse) of drug vs type

bl 2 diab mellltus. by and asthma. Gonetk Mdhbmty per-

sonal choice, and | factors are comp ly the eti-

oloymdcoumohlolm ders. Drug depend: P ‘ sig-
nificant and lasting changes in brain ch and fi Eff

medications are available for treating nlcoum. alcohol and ophh depen-
dence but not or

andnhpaulumslnﬂmmsmﬂlmm Drug dependence gen-
«dlyhnbom&nhdulfhmmawﬁtﬂms.mmmswm

Addiction as Chronic Disease:
Treatment Works

Percentage of Patients Who Relapse

that long-term care

d moni-

toring produce lnﬁngbemﬁts. depmdemshwldbelnsund treated,
and evaluated like other d\mk illnesses.

JAMA 2000:284:7689+1695

www Jama com

ment discharge.™ One implication is
that these disappointing results con-
firm the suspicion that drug depen-
dence is not a medical illness and thus
is not significantly affected by health
care interventions. Another possibil-
ny s that current treatment \(r.\lfgk\
and outcome expectations view drug
dependence as a curable, acute condi-
von. If drug dependence is more like a
chronic iliness, the appropriate stan-
dards for treatment and outcome ex-
pectations would be found among other
chronic illnesses.

To explore this possibility, we un-
dertook a literature review comparing
drug dependence with 3 chronic ill-
nesses: type 2 diabetes mellitus, hyper-
tension, and asthma. These examples

were selected because they have been
well studied and are widely believed to
have effective treatments, although they
are not yet curable. Our review searched
all English-language medical and health
journals in MEDLINE from 1980 to the
present using the following key words:
heritability, pathophysiology, diagno-
sis, course, treatment, compliance, ad-

Author Afillations: The Treatment Research ivitle

(Repented) JAMA, October 4, 2000—Vol 284, No. 13 1689
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Recovery is the
Goal of
Treatment

More than abstinence

Strengths /

Building a life of integrity
Connection to others
Purpose

Serenity

Fully compatible with the use
of medications

Responsibility

SAMHSA's

WORKING DEFINITION OF

RECOVERY

Holistic
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What happens when people who
use drugs get pregnant?

Alcohol Cigarettes Illicit

B Not Pregnant M First Trimester M Second Trimester ™ Third Trimester



The Pregnancy Box



CLINICAL GUIDANCE FOR
TREATING PREGNANT AND
PARENTING WOMEN WITH
OPIOID USE DISORDER AND
THEIR INFANTS

Outline

1) Assessment (Screening and Testing)

2) Treatment
3) The 4t Trimester

4) Stigma and Discrimination
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Presumptive Drug Tests: Poor Quality Information

TABLE 3. Summary of Agents Contributing to Positive Results by Immunoassay*

Substance tested Potential agents causing Substance tested Potential agents causing
via immunoassay false-positive result via immunoassay falsc-positive result
Alcohol® Short-chain alcohols Cannabinoids'*** Dronabinol
(eg, isopropyl alcohol) Efavirenz .
Amphctamines? ® Amantadine Hemp-containing foods
Benzphctamine NSAIDs
Bupropion :mwu pump inhibitors
orpromazine olmetin
g:kn ARG Cocainc® ¥ Coca lcaf tca
L I Topical anesthetics containing cocaine
D&"‘?‘“". Opioids. opiates. and De
p— heroin™ <2< Diphenhydraminc®
Dextroamphetamine Heroin
Ephedrinc Opiates (codeine, hydromorphone,
Fenproporex hydrocodone, morphine)
Isometheptene Poppy sceds
Labeiol Quinolo
ones
MDMA Rifampin
Mecthamphetamine Verapamil and metabolites®
I-Methamphetamine (Vick's inhaler)® Phencyclidine' 24 % Dextromethorphan
Methylphenidate Dtphmhydnmmc
Phentermine Doxylamine
Phenylephrine u;“'"?“’"‘!‘
Phenylpropanolamine K 5 SR
Promethazine -~
. Meperidine
Pscudocphedrine Mesoridazine
m:ﬂ Thioridazine
. nc Tramadol
Sclegiline O-d hyl
Thioridazine Tricyclic antidey nw Carb pi 5
Trazodone Cycl i
Trimethobenzamide Cypwhcpudinc‘
Trimipraminc rxphmnydu?iné
Benzodiazepines's©2 Oxaprozin Hydroxyzine
Sertraline Quetiapine

Moeller KE, Mayo Clinic Proc, 2008

TABLE 2. uwarmmdmucmao

Detected in Urine
Drug Time

Alcohol 7-12h
Amphetamine 48h

Mcthamphetamine 48h
Barbiturate

Short-acting (cg, pentobarbital) 24h

Long-acting (cg. phenobarbital) 3wk
Benzodiazepine

Short-acting (cg, lorazcpam) 3d

Long-acting (cg, diazcpam) 30d
Cocaine metabolites 2-4d
Marijuana

Singlc usc 3d

Moderate use (4 times/wk) 5-7d

Daily use 10-15d

Long-term heavy smoker >30d
Opioids

Codcine 48h

Heroin (morphine) 48h

Hydromorphone 2-4d

Mcthadone 3d

Morphine 48-72h

Oxycodone 244d

Propoxyphene 6-48 h
Phencyclidine 8d

Data from references 7 through 12.




False Positive, True Positive, and the Potential for
Misinterpretation

SREASTFEEDING MEDIGHE

oama 11 s 1, 2016 Correspondence

& Vhry Ann Lot 1
DOL 10.1086/btm 2015.0173

Maternal Epidural Fentanyl Administered
for Labor Analgesia Is Found
in Neonatal Urine 24 Hours After Birth

Albert Moore, Aly el-Bahrawy, Roupen Hatzakorzian, and Wiliam Li-P-Shan

Dear Editor: dernonstrates that fentanyl can persist in the neonate for at keast
24 hours after delivery. at amounts that may have clinical efects.
The mininwm effective analgesic level of fentany | in plasma for
ahlts is 063 ng/ml.* Although the comesponding level is un-
Known in neonates, a ke 1 ng/nl. has necessitaed pro-
longed intubation in neonates.* The urinry concentration scems
0 have some corelation with fentany! dosage and levels
Although fentany is transferred in breasmilk. it s virta
ally undetectable in colostrum 10 Kours after it has heen given
mcmlly In addition, femtanyl’s limited oral bioavail
o bl o sty o ot Sty s
rom placcatal transfer and po through breastmilk. Although

ENTANYL 1S AN OO
il o o malpeni. 4 Kong sty s S
wsed. there are roports of it intericring with breastfccding
success. We could find no information on whether fentanyl
would be found in a nconaie more than 24 hours afer delivery

and so decided to present

‘The patient gave consent. and the research ethics board gave
approval for this sudy. A 3-year-old. 39-week gravida | para
0 woman presented in spontancous labor. She was 162¢m tall,
weighed 7Skg. was healthy, ok no medication other than

vitamins, and had cnjoyed an uncyentful pregnancy

She requested and received an epidural a1 4:45 h the day of her
sieivie. Tho bt e s v el
ot and adoquatc smlgess s povidd wing
infused 006% bupivacaine with 2 jg/ml. fentanyl 3t I()mll
hour with a paticat-conolled S-ml. demand bolus &
lockout time of 10 minutes. Throughout her labor the patient
recerved wx extra boluses of this solution

A 3.780-g baby boy was bom at 14:08h, with Apgar scores
;"": J'::;'TWI I’;"']:’:":m"‘ ':"‘":':“')lw::"":‘_';:: istered thiough an epidural o less han 12 hours wil remain
birth, with the patient receiving |40ml. epidural so- in the mother and m‘n;:r.lc\m t2l hu‘n alfter cessation of
N 80 of et oo 1 o35 ey e the cpidural infusion. The clinical implications of this should

by be further invetigaicd

e had seueed the. Widirom vages of neonsts et

feeding,” or more severe problems may have occurred if the
paticnt had required higher fentanyl doscs. Adequate initia-
tion is essential for the continued success of breastfeeding.
and itis possible that the presence of nconatal fer -All,\l\,nuld
interfere in the smportant firs days of life

In conclasion. we provide evidence that fentanyl admin

where she was assessed by us the next day. At that time e
had sed no medications for pain. FPa—
The baby-dependent items on the LATCH score were as-
ching sl md sl suaoving wars
samples were collected from the
et 1400k, Al the same tirm 8 cless rpunge was
placed in a new diaper. which provided a neonatal urine
sample that was collected at 17:00h. The samples were sent
1o 8 tovicology Isboratory, where it was determined that the
matemal urinary fentanyl level was 20ng/mL, whereas the 3 .
nconatal level was 24 ng/ml. .u...«.., of fentany] in neomses, Anesth Anolg 1986:65
Although it is known that epidurally adminisiered feneamyl 337332
crosses the placenta i is thought that this leas 10 cinially 4. Gourlay G, Kowalski SR, Plumener JL. et al. Featany bood
unimportant levels in the neoaste.” The messured halflife of  concentration-snalgesc respomse relaionsip in the (rcatment
fentanyl adminisicred idravcnously to infanis | day orlessof 98¢ of postoperative pain. Anesth Anal. 198867.329-337.
is highly variable and ranges from 75 o 441 minutcs.’ making 5. Van Nimmen NF. Pocts KL. Menten 3. t al. Fentany] trans-
the duration it woukd remain in the neonate wnclear. Our case he

1. Beilin Y. Bodian CA. Weiscr J. et al. Effect of labor epidural
analgesia with and without fentanyl on infant beeast-feeding
A prospective. randomized. double-blind study. Anesthe
iology 2005:103:1211-1217.

€1, Berkowitz J, et al. Putient

ol dose

Depariment of Anesihesia, Royal Victoria Hosital, Mostreal, Quebec, Canada
40
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Fentanyl in the labor epidural impacts the
results of intrapartum and postpartum
maternal and neonatal toxicology tests
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Background

A positive urine fentanyl toxicology test may have considerable consequences for
peripartum individuals, yet the extent to which fentanyl administration in a labor
epidural may lead to such a positive test is poorly characterized.

ARTICLE

Rates of Fentanyl Positivity in Neonatal Urine
Following Maternal Analgesia During Labor
and Delivery

Natasha Novikov,*® Stacy E.F. Melanson,*® Jaime R. Ransohoff,*< and Athena K. Petrides®®"

Background: Fentanyl is commonly given as an analgesic during labor and delivery. The extent of transplacental
drug transfer and fetal exposure is not well studied. We analyzed the ip between neonatal

results and various peripartum factors.

Methods: A total of 96 neonates with urine toxicology screening between January 2017 and September 2018
were included in the study. Medical record review was used to obtain maternal, neonatal, and anesthesia parame-
ters. A subset of 9 specimens were further tested for levels of fentanyl and norfentanyl by liquid chromatography-
tandem mass spectrometry.

Results: In 29% (n = 24) of cases associated with fentanyl-containing labor analgesia, neonatal toxicology screens
were positive for the presence of fentanyl. Positive test results strongly correlated with the cumulative dose and
duration of labor analgesia (P < 0.001). The odds of positive neonatal fentanyl screen results increased 4-fold for
every 5 hours of maternal exposure to labor analgesia. Importantly, however, neonatal outcomes for infants with

positive urine
Conclusions: Our study establishes that maternal fentanyl analgesia i strongly associated with positive neona-
tal urine fentanyl screens of y y

IMPACT STATEMENT

The information presented in this manuscript informs practitioners on the strong correlation between
cumulative fentanyl dosage and a positive neonatal fentanyl screen. This manuscript also highlights the low
impact of apparent transplacental fentany transfer on short-term neonatal outcomes. This information will
benefit practitioners, their patients, and their patients’ offspring through informed use and interpretation
of laboratory tests.

“Department of Pathology, Brigham and I, Boston, |
‘and Womens Hospital, Boston, MA.

Boston, MA “Department of Medicine, Brigham

author at: Depar . Brigham and Women's Hospital 75 Frands St Boston, MA 02115, Fax 617-
731-4872; e-mail apetrides@bwh harvard edu.

Receved September 3, 2013; accepted November 15, 2019.

DOI: 10.1093jaimyjfaa027

© 2020,
For permissions, please emat: journals permissions@oup.com
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Drug Tests: Poor
Quality Information
that is Misinterpreted

30

25

20 4

15 4

Percent of participants

o L ML
a 1 2 3 4 ] & v
Number of correct responses

W Orders UDT O Does not arder UDT

APPENDIX. URINE DRUG TESTING (UDT) QUESTIONNAIRE: KNOWLEDGE QUESTIONS*

1. In & patient prescribed Tylenol #3 (codeine and acetaminophen), one would reasonably expect which
of the lollowing to be detected in the urine:

a codeine
b. dihydrocodeine
¢ morphine

d  all of the above
e. aandconly

. In a patient prescribed MS Contin (morphine), one would reasonably expect which of the following
to be detected in the urine:
a. codeine

b dihydrocodeine
¢  morphine
d allaf the above
e aandconly
3. In a patient using heroin, one would be likely 1o detect which of the following in the urine.
a.  heroin
b.  hydromorphone
¢  morphine

d  all of the above
e aandconly

4. A patient on OxyContin (oxycodone) therapy is administered a random urine drug test. He natifies you that he ate a
large lemon poppy seed muffin for break fast. What substances might reasonably be detected in the urine?

a axyeodone

b.  codeine

¢ morphine

d.  allof the above
e aand conly

5. A patient on chronic opioid therapy tests positive for cannabis on a random urine drug screen. She explains that her
hushand sometimes smokes pot in their bedroom. s this a plausible explanation for the test findings?

a  yes

b. no

6. Which of the following are plausible explanations for a negative urine opiate drug screen in a patient on chronic
opioid therapy

a Fatient ran out of opioid early and has not used any in a few days.
b Patientis a “fast metabolizer.”

¢.  Drugscreen does not detect that particular opioid.

d. abandc

& a and ¢ only

7. A patient on chronic Dilaudid (hydromorphone) therapy tests negative for opioids ona urine drug screen.
he patient claims 1o be using the medicine as prescribed. The mast appropriate next step would be to:

subject this urine to a different type of test

b readminister 2 urine drug screen at the next visit
c taper and discontinue opioid therapy
d refer the patient 1o a detoxification/rehabilitation program

e notify law enforcement

* Correct responses are bolded.

Figure Z.

86 Jourmal of Opicid Management 3.2 % Mardy/April 2007




CAPTA/CARA and Drug Testing

* |Is a Positive Drug Test The
Same as Being “Affected” by
substance exposure?

* Does CAPTA Require * CAPTAIs It clear that a
Maternal Testing at Delivery? demonstrable health impact
* Does CAPTA Require Testing beyond a positive test is
needed

Newborns for Drug Exposure?



Screening vs.
Testing
Professional

Society
Recommendations

Universal Screening:
Recommended (ACOG, ASAM, SMFM, AAP, SAMHSA,
CDQ)

“ Voluntary (ACOG, SAMHSA, CDC)

Not Recommended - Not an appropriate
measurement of addiction (ACOG, ASAM, SAMHSA)

AAP: positive test = exposure, NOT indication of
health or ill-health, not injury or harm, not
mentioned in discharge criteria

ASAM: Definitive testing required “when the results
of inform decisions with major clinical or non-clinical
implications for the patient”

“ Consent required (ACOG, ASAM, SMFM, SAMHSA)

’

o



Substance Use Disorder: Original Research

Accuracy of Three Screening Tools for
Prenatal Substance Use

Vidoria H. Coleman-Cowger, P>, Emmanuel A. Oga, Mp, wpH, Erica N. Peters, mo,
Kathleen E. Trocin, mrsi, Bartosz Koszowski, marmd), 0, and Katrina Mark, s

OBJECTIVE To compare and evaluate the accuracy of three
screening tooks in identifying illidt drug wse and presaription
drug misuse among a diverse sample of pregnant women.
METHODS: This prospective  cross-sectional  study
enrolled a comsecutive sample of 500 pregnant women,

ified by ¥ g care in two prenatal
(Muf&phlﬁlmgw lmmlu»uy

reference testing, and 453 underwent test-retest analy-
sis. For the 4P's Plus, sensitivity < 90.2% (845, 93.8), and
spedficity < 29.6% (244 352. For the NIDA Quick
Screen-ASSIST, sensitivity < 79.7% (71.2, 84.2), and specif-
icity~828% (781, 87.1. For the SURP.P
sensitivity <92.4% (876, 95.8) and specificity - 21.8%
(174, 272). Test-retest reliability (phi corrdlation co-

2017 to January 2018, All p. ipants were
three index tests: 4Ps Plus, NIDA W(k sm-m»»sm

fficients) was 0.84, 0.77, and 0.79 for the 4/s Plus, NIDA
Quick Screen-ASSIST and the SURP-P, respectively. For

dified M(M A
Screening Test), and NSUVP Mmrl}w Risk
Pofile-Pr

all ng tools, there were differences in validity indi-
ces by age and race, but no differences by trimester.

ORIGINAL RESEARCH

Prenatal Practice Staff Perceptions of Three Substance Use
Screening Tools for Pregnant Women

Kathleen E. Trocin, MPH, Nicole 1. Weinstein, MSW, Emmanuel A. Oga, MD, MPH,
Katrina S. Mark, MD, and Victoria H. Coleman-Cowger, PhD

Objective: There is 2 need 1 1dentify an acepable and comprehen
sive substance une screning ol for pregnant women in the United
States. This qualitative study sought o better undertand pronatal
practice staff perceptions of theee exinting swubstance Ui wweenog
W00l for e among pregnant women i an outpatient practice sfting
Methods: i ght focus groups with 40 total partioparts were conducted
with chmical and admmstrative staff of 2 diverse Maryland prenatal
practices 10 determine the acceptability and webility of 3 subtance use
took (4P's Plu NIDA Modifiad Akobd Smok

tests (wrine and
line visit. To asy|
screening tool
later by teleph
spedficity, posf
value and test
were stratified o" 0 0

wos o] 1S it OK if |

completed thy

As

ask you some quest

ubstance use during pregnancy is linked 0 negative

heakh outcomes for both the mother and baby (Chang
et al, 2017 NIDA, 2017). Despite these cffecs, many
pregnant women in the United States use substances (Center
for Behaviors! Health Suatistics and Quality ot al., 2016)
Acconding 1o data from the 2016 National Survey on Drug
Use and Health, 20% of pregnant women aged 15 1o 44 years
sclf reparted use of illicit drugs, tobacco products, or alcohol
in the past month.

soldonin b

K permission
ions about smoking, alcohol and

other drugs?” [

Fom the Batsdie Mevwnal hattute and the Unsorn sy of Maryland Madsal
Sthool Bobrmore Menyiand

T waerdh rponind in hs artich was mpportnd by the Nationd butitnte on
Deg Abe of th Navonal Institien of Hulth wnde Awend Newbe
ROIDAGI1I28 (P1- Coloman-Coeger). The content s wiely the wopons ibility
of e anthors and does ot reprewnt the offcial viaes of the National Institntes
o Health.

Fad asthor hets omflrmad wnpliows with the fjoumd’s wguirenmts for
EE L

CGomaponding anthor: Videria H. Colewan Comge, PAD, T Emwas
Grperation, 401 N Wedingten Svaet, 7th Floor, Rododi, MD 20850
sl veis vt A v -

J e th issue 10 the United States, with increas-
ing illicit drug use observed among pregnant women
from 2015 o 2017.' According to the 2016 National
Survey on Drug Use and Health, self-reported past-
month illicit drug use (inclusive of nonmedical use of
prescription drugs) is 14.3% among pregnant adoles-
cents ages 15-17 years, 10.1% among pregnant young
adults (18-25 years), and 5.6% among pregnant adults
(2644 years).? These rates vary by trimester, with
substance use typically decreasing over the course of
pregnancy.” Substance use during pregnancy may
lead to multiple health and social problems for both
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mother and child, including miscarriage, stillbirth,
low birth weight, prematurity, physical malforma-
tions, and neurologic damage.*

The American College of Obstetricians and
Gynecologists strongly recommends substance use
screening for pregnant women,” and a 2012 expent
panel convened by the Centers for Disease Control

OBSTEIRICS & GYNECOLOGY

subance use screening and provides evidence that the 4P Plus may
be 3 preferred wreening wol for standanded use i prenatal care

Key Worde pregnancy, prenatal wbstance use, qualitative research,
wreenog
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Services Task Force (U ‘P\ﬂ ). there is no screening tool for
illicit drug use or prescription drug misuse that has been
recommended for use with pregnant women (USPSTF, 2008;
World Health Organization (WHO), 2014; ACC
There is a need to compare existing substance wse
screening tools o determine which & more accurate in
identifying substance use among pregnant women in the
United States, considered acceptable among ther providers,
and is casily integrated into prenatal care 10 increase substance
g among this pop The ¢ portion

nl this uuh that compares and valadates the accuracy of the
3 screening tols when compared with biclogic testing s
detatled clsewhere (Coleman-Cowger ot al, 2018), The 3
screening Wols utilized in this study—4P’s Plus, NIDA Quick
ScroeNIDA-Modified Akohol, Smoking and Substance
Involvement Screening Test (ASSIST), and Substance Use
Risk Profile-Pregnancy scale (SURP-P) (Table 1)—were
chosen because they are bricf and are the only ones listed
by the WHO to have been validated (though the ASSIST had
not been validated with a pregnant population; our quantta
tive study did this with results reported in Oga ct al., in press
clsewhere) and allow screening of multiple substances
(Chasnoff et al, 2005 Humemuk et al, 2008: Yonkers
ot al, 2010; World Health Organization [WHO), 2014), This
study is intended to be a qualitative companion to the

1




The role of screening, brief intervention, and

referral to treatment in the perinatal period

Tricia E. Wright, MD, MS; Mishka Terplan, MD, MPH; Steven J. Ondersma, PhI; Cheryl Boyce, PhI)

Kimberly Yonkers, My Grace Chang, MD, MPI; Andreea A. Creanga, MD PhD
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Summary: Assessment (Screening and Testing)

* Screening w validated instrument recommended

* Drug testing not recommended — false-positive/false-negative
results, presumptive vs definitive testing, consent required, and not
assessment of use disorder

* Drug testing = not a parenting test
 Safety assessments = more than drug test result

1 1
1 1
! Toxicology screens are not a substitute for |
. verbal, interactive questioning and screening i
i of patients about their drug and alcohol use. :
|

1 1

______________________________________
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“Gold Standard” is Integration: Comprehensive co-located service delivery



MANAGEMENT OF PREGNANT DRUG-DEPENDENT WOMEN

Loretta P, Finnegan

Department of Pediatrics
Thomas Jefferson University
Philadelphia, Pennsylvania 19107

INTRODUCTION

Although many r ions have been It for of the
pregnant woman on drugs, they vary greatly concerning the specific mode of
management during pregnancy, and moreover, the management of the newborn
infant. Several options have been described and recommended: 1. Methadone
maintenance;'” 2. Low-dose methadone maintenance;'** 3. Slow detoxification
using methadone substitution and later withdrawal;"'* 4. Acute detoxification;"?
5. Merely supporting the woman prenatally without attempting to alter the addic-
tion pattern,'* and 6. Drug-free programs. '™

Although admission to a hade i program requires imitial
hospitalization for substitution of the heroin habit by methadone, the patient can
be stabilized on a daily controlled dose of drug. Advantages include: 1. Better
participation in prenatal care; 2. Shorter hospital stay for the newborn; 3. Improved
attention by the mother to her health care needs and those of her child; 4. The
creation of a more stable social environment for both the mother and the
infant, and 5. The ability to-follow these mothers and infants on a long-term
basis in order to evaluate outcome.'*

In contrast, if the patient is merely encouraged to come for prenatal care
and permitted to continue her heroin habit through the usual channels, good
results cannot be expected. Prenatal care tends to be spotty and erratic since the
patient is primarily motivated to the time-consuming activity of supporting her
habit. The outcome for the newborn with erratic prenatal care generally involves
a high incidence of low birth weight and infant morbidity.

Acute detoxification without the use of any other supportive agents is not
acceptable to the drug-dependent woman nor is it without medical complications
to her infant. The fetus may undergo simultaneous withdrawal and suffer con-
siderable distress. The result may be intrautérine fetal death or the birth of an infant
who has a severe meconium aspiration syndrome.

If onc decides to detoxify the pregnant woman by giving her large doses of
tranquilizers or methadone and then slowly withdrawing the substitute medication,
this may be uncomfortable for the pregnant woman as well as hazardous to
the unborn fetus. It may also reguire prolonged hospital stays. Withdrawal from
methadone is generally more difficult than that of heroin and is particularly
hazardous in the first and third trimesters. In the first trimester, abortion may
ensuc, and in the last trimester, the onset of premature labor with the birth of a low
weight infant is common."

The objective of this report will be to describe what has recently proven to be
an acceptable approach for the management of pregnant, substance-abusing
women, an approach which not only meets their addictive problems but also
addresses their overwhelming social, psychological and medical needs
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Untreated OUD — No PNC
Methadone — No PNC
Methadone - + PNC

No SUD — No PNC

No SUD - + PNC

Obstetrical

Complications

36.9%

32.1%

33.7%

32.3%

32.0%

47.7%

35.5%

19.7%

19.4%
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Core Principle of PNC:

The Prevalence and Impact of Substance Use Disorder
and Treatment on Maternal Obstetric Experiences and Birth
Outcomes Among Singleton Deliveries in Massachusetts

Milton Kotelchuck' - Erika R. Cheng” - Candice Belanoff® - Howard J. Cabral® - Opt|m|ze maternal health V|a

Hermik Babakhanlou-Chase® - Taletha M. Derrington® - Hafsatou Diop® -

Stephen R. Evans’ Judith Bernsten’ chronic disease management

_ No Addiction Treated Addiction Untreated Addiction

Preterm Birth 8.7% 10.1% 19.0%
Low Birthweight 5.5% 7.8% 18.0
Fetal Death 0.4% 0.5% 0.8%
Neonatal Mortality 0.4% 0.4% 1.2%
Post Neonatal 0.05% 0.03% 0.1%

[\ [P A [ .



Heroin Addiction—A Metabolic Disease

Vincent P. Dole, MD, and Marte E. Nyswander, MD), New York

THE METHADONE Maintenance Re-
search Program'?® began three years ago
with pharmacological studies conducted on
the metabolic ward of the Rockefeller Uni-
versity Hospital, Only six addict patients
were treated during the first yvear, but the
results of this work were sufficiently impres.-
sive to justify a trial of maintenance treat-
ment of heroin addicts admitted to open
medical wards of general hospitals in the
city.

Methadone therapy was started in low
dosage (10 to 20 mg/day in divided por-
tions) and increased slowly over a period of
four to six weeks to avoid narcotic effects.
After the patients had reached the stabiliza-
tion level (80 to 120 mg/day) it was possi-
ble to maintain them with a single, daily,
oral ration, without further increase in dose.
At the end of the six weeks of hospitaliza-
tion the patients were discharged to outpa-
tient clinics where they received their daily

Addiction: From Reward
Seeking to Relief Seeking

*High'

“ —
Steaight
\
\
\

Functional slele
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Fig l.—Diagrammatic summary of functional
state of typical "mainline” lieroin user. Arrotes show
the repetitive injection of licroin in uncertain dose,
usually 10 to 30 mg but sometimes much more.
Note that addict is hardly ever in a state of normal
function (“straight™).
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Fig 2—Stabilization of patient in state of nor-
mal function by blockade treatment. A single, daily,
oral dose of methadone prevents him from fecling
symptoms  of abstinence  (“sick™) or cuphoria
(“high™), cven if he takes a shot of heroin, Not-
ted line inddicates course if methadone is omitted.




Goal of MOUD

* Mu Opioid Receptor Action:

* Decrease or eliminate cravings * Improved engagement in
e Control physiological withdrawal behavioral care

e P t euphoria from use of
o * Decrease HIV/HCV

other mu agonists
* Psychosocial improvement
(employment etc)

* Prevent overdose and overdose
death



CLINICAL GUIDANCE FOR
TREATING PREGNANT AND
PARENTING WOMEN WITH
OPIOID USE DISORDER AND
THEIR INFANTS

SAMHSA Clinical Guide
Recommendations

* Medically supervised withdrawal is not
recommended during pregnancy

* Buprenorphine and methadone are the safest
medications for managing OUD during
pregnancy

e Transitioning from methadone to
buprenorphine or from buprenorphine to
methadone during pregnancy is not
recommended




Most People Receive no Treatment in Pregnancy

Table 3
Past year substance use disorder treatment receipt among reproductive age women in need of treatment.
Substance use disorder diagnosis Total® Not pregnant nor Pregnant’ Parenting P values’
parenting
1st trimester 2nd trimester 3rd trimester
Any past year substance use disorder  9.3% (8.4-10.2) 8.8% (7.7-9.8) 12.8% (8.7-16.9) 9.9% (8.5-11.4) 0.063
treatment need® 12.5% (7.3-17.7) 9.4% (4.7-14.0) 18.7% 0.246
(5.5-32.0)
Alcohol use disorder 7.4% (6.6-8.3) 6.8% (5.9-7.7) 11.8% (7.2-16.5) 8.2% (6.6-9.9) 0.021
11.7% (5.8-17.6) 9.0% (3.3-14.7) 16.2% 0.505
(2.6-29.9)
Mlicit drug use disorder’ 17.1% (15.5-18.7) 17.0% (14.8-19.2) 21.8% (13.9-29.6) 16.5% (13.7-19.3) 0.439
26.0% (15.1-36.8) 13.2% 29.2% 0.187
Opioid use disorder” 23.6% (18.9-28.2) 31.1% (27.0-35.1) 34.7% (20.7-48.7) 23.6% (18.9-28.2) 0.033
54.2% (30.2-78.1) 20.0% 31.1% 0.152

(3.5-36.5)

(0.0-63.7)

Martin, 2020, DAD




Racial Inequities in Medications for OUD

Table 2. Adjusted and Unadjusted Odds Ratlos for Use of Medication and Type of Medication ortmel ot betanes A Tessenent 121 (20211 100454
for Pregnant Women With Opioid Use Disorder : ) I
Odds ratio (95% C1) Pseudo-R? Contents liste available at ScicnceDirect
Model without
Variable Unadjusted Adjusted” Full model  race/ethnicity Journal of Substance Abuse Treatment
Any treatment use 0.09 0.06 y
Medication vs no medication F1.SEVIER journal homeapage: www.elsevier.com/locate/jsat
White non-Hispanic 1 [Reference] 1 [Reference]
Black non-Hispanic 0.39(0.30-0.51)  0.37(0.28-0.49) )
Hispanic 0.44(0.36-0.53) 0.42(0.35-0.52) Racial inequity in methadone dose at delivery in pregnant women with =2
Consistency of treatment use 0.09 0.06 opioid use disorder
e Emily W. Rosenthal *', Vanessa L. Short”, Yuri Cruz°, Cecily Barber”, Jason K. Baxter”,
White non-Hispanic 1 [Reference] 1 [Reference] Diane J. Abatemarco °, Amanda R. Roman °, Dennis J. Hand >
Black non-Hispanic 0.26(0.18-0.37) 0.24(0.17-0.35) * Deparoment of Obseerrics & Oynecolagy, Boaton Medical Censer, 85 B Cancord St, Boxton, MA 02118, United Steses of Amrica
Hispanic 0.36(0.28-0.46) 0.34 (0.27-0.44) m:{mfm‘ K‘;ﬁ?:;;r:’,;‘:’f‘;“uim&:ﬁ;?““ of Amsrica
Consistent vs inconsistent treatment use * Deparoment of Paychiazy & Human Behaviar, Thamas Jefferson Universicy, 1235 Locust S¢ Swize 401, Philadelphia. PA 19107, United Seates of America
White non-Hispanic 1 [Reference] 1 [Reference]
Black non-Hispanic 0.44(0.30-066) 0.44(0.30-0.65)
Hispanic 0.65(0.50-0.85) 0.64(0.48-0.83)
Type of medication 0.12 0.09
White non-Hispanic 1 [Reference] 1 [Reference]
Black non-Hispanic 0.53(0.36-0.79)  0.60 (0.40-0.90) MEthadone Dose 144.9 7.5 129.8
Hispanic 0.68 (0.52-0.90) 0.77(0.58-1.01)
Buprenorphine vs none
White non-Hispanic 1 [Reference] 1 [Reference]
Black non-Hispanic 0.27(0.19-0.39)  0.28 (0.19-0.40)
Hispanic 0.36(0.28-0.45)  0.37(0.29-0.47)

JAMA Network Open. 2020:3(5)-2205734. doi101001/ jamanetworkopen 2020 5734



Comprehensive
treatment and
medication are rare and
unavailable for most
pregnant people with
SUD

Pregnant
People
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1) Most people quit or cut back substance use
in pregnancy

2) Those that don’t, likely have a use disorder

3) People with addiction need and benefit
Treatment from treatment

Summa ry 4) But most people don’t receive any

treatment, because treatment doesn't always
exist and what exists may not be welcoming

or safe, especially for pregnant or parenting ,

people
s

o




Be Prepared. Get Naloxone. Save A Life.

High affinity for opioid receptor

Reverses Overdose -
Nonscheduled, non-addictive, no more "e’ oA

potential for abuse

Only works if person has opioids in We need
system

Safe for pets, children, people who are
pregnant .... Anyone

Program sponsored by:

Temporary effect, wears off 20-90
. Missouri Opioid State
minutes @ rargeted Response

No limit to amount used Lo
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A Kotha et al. / Contraception 99 (2019) 36-41 39
Contraception 99 (2019) 36-41
Contents lists available at ScienceDirect g Total patients
. s -
Contraception § g
R e -
I.SEY ji Ih 5 .el ier. 1 N
ELSEVI jolicnalihomepagezww:e esvisizcomilcoets/oon E Prenatal LARC intent No prenatal LARC intent
275 (34.8%) 516 (65.2%)
Original research article
Prenatal intent and postpartum receipt of long-acting reversible L)) 8
. PO 3 . . . %’-
contraception among women receiving medication-assisted treatment B t =
for opioid use disorder -§ 2 No documented method 159 (57.8%) No documented method 263 (51.0%)
. ) b e - g E Short Acting Method 95 (34.5%) Short Acting Method 182 {35.3%)
MUpama Kotha ,Be‘e’ltn?e A. Chen .lam;’en Lewis €, Shannon Dunn °, g o Barrier Method 21(7.6%) Barrier Method 19 (3.7%)
Katherine P. Himes *°, Elizabeth E. Krans *** b Sterilization 0(0.0%) sterilization 52 (10.1%)
* Dep: of Obstetrics, logy & ive Sciences, University of Pittsburgh, 300 Halket Street, Pittsburgh, PA 15260 é
® Magee-Womens Research Institute, 204 Craft Avenue, Pittsburgh, PA 15213
© Department of Obstetrics and Gynecology, Saint Francs Hospital and Medical Center, 114 Woodland St., Hartford, CT 06105
ARTICLE INFO ABSTRACT E 8
Article history: Background: Many women with opioid use disorder (OUD) do not use highly effective postpartum contraception E .§
Received 20 April 2018 such as long-acting reversible contraception (LARC). We evaluated factors associated with prenatal intent and ,E =
Received in revised form 20 july 2018 postpartum receipt of LARC among women receiving medication-assisted treatment (MAT) for OUD.
Accepted S August 2018 Study design: This was a retrospective cohort study of 791 pregnant women with OUD on MAT who delivered at E- g X -
oS an aademicinstitution without i i LARC services between 2009 and 2012. LARC intent was E < Attended Did not attend Attended Did not attend
op”':;'us; i defined as a documented plan for postpartum LARC during pregnancy and LARC receipt was defined as documen- X 124 (45.1%) 151 (54.9%) 113 (21.9%) 403 (78.1%)
Pre o tation of LARC placement by 8 weeks postpartum, We organized contraceptive methods into five categories:
Postpartum contraception LARC, female sterilization, short-acting methods, barrier methods and no documented method. Multivariable lo-
Long-acting reversible contraception gistic regression identified characteristics predictive of prenatal LARC intent and postpartum LARC receipt.
Results: Among 791 pregnant women with OUD on MAT, 275 (34.8%) intended to use postpartum LARC and only q‘
237 (29.9%) attended the postpartum visit. Among 275 women with prenatal LARC intent, 124 (45.1%) attended c =
their postpartum visit and 50 (18.2%) received a postpartum LARC. Prenatal contraceptive counseling (OR667; ® 9
95% C13.21, 13.89) was positively associated with LARC intent. Conversely, older age (OR 0.95; 95% C1 0.91, 0.98) z S
and private practice provider (OR 0.48; 95% Cl 0.32, 0.72) were negatively associated with LARC intent. Although g E
parity was not predictive of LARC intent, primiparous patients ((1049; 95% (1026,097) were less likely to re- g g
ceive postpartum LARC
Conclusions: Discrepancies exist between prenatal intent and postpartum receipt of LARC among pregnant a g LARC 50 (40.3%) LARC . 0 (O%)
women with OUD on MAT. Immediate postpartum LARC services may reduce LARC access barriers. E Short Acting Method 38 (30.6%) Short Acting Method 74 (65.5%)
Implications: B::git;h prenatal fﬁfgfﬁ_‘ in ::ins LARC, most prl;g:(\gm women with £UD zn MAT did not receive € Barrier Method 10 (8.1%) Barrier Method 10 (8.8%)
postpartum . The provision of immediate postpartum services may reduce barriers to postpartum P P
LARC receipt such as poor attendance at the postpartum visit 8 Sterilization 0(0%) Sterilization 13 (11.5%)
© 2018 Elsevier Inc. Al rights reserved. No documented method 26 (21.0%) No documented method 16 (14.2%)
OUD = opioid use disorder; MAT = medication-assisted treatment
Fig. 1. Dx d prenatal and ive plans among pregnant women with OUD on MAT, n=791. OUD, opicid use disorder; MAT, medication-assisted treatment.




Colorado
LARC

Experiment

TAKING THE
UNIN

OUT OF PREGNANCY:

COLORADO’S SUCCESS WITH
LONG-ACTING REVERSIBLE
CONTRACEPTION

FIGURE 4:
CUMULATIVE NUMBER OF LARC INSERTIONS IN TITLE X CLINICS, COLORADO, FY 2009-FY 2015
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The 41 Trimester:
Maternal Mortality
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PERIOPERATIVE MEDICINE Research Article

Maternal Opioid Drug Use during Pregnancy and

o - Its I t on Perinatal Morbidity, Mortality, and the Costs of
Opioid Abuse and Dependence during Preghancy Midﬁglaéa::'me:ﬁtaunitegrsét'g L Ll i

Temporal Trends and Obstetrical Outcomes

; . - Valerie E. Whiteman,' Jason L. Salemi,” Mulubrhan F. Mogos,’
Ayumi Maeda, M.D., Brian T. Bateman, M.D., M.Sc., Caitlin R. Clancy, B.A., Mary Ashley Cain,' Muktar H. Aliyu," and Hamisu M. Salihu*

Andreea A. Creanga, M.D., Ph.D., Lisa R. Leffert, M.D.

Table 2. Associations between Opioid Abuse or Dependence during Pregnancy and Obstetrical Outcomes: United States, 2007-2011

Delivery Hospitalizations with Delivery Hospitalizations without TabLE 2: Rates* of selected clinical outcomes by opioid use status am.l odds ratios and 95% confidence intervals for the association between
Opioid Abuse or Dependence Opioid Abuse or Dependence opioid use and each outcome among pregnancy-related discharges, NIS, 1998-2009.
Muitivariable Odds
n (%) n (%) Ratio"* (95% Cl) Outcomes Rate* of outcome OR (95% CI)
Opioid users  Nonopioid users Model 1° Model 2° Model 3

Total 60,994 20,456,485 Maternal
E‘m gg :ggi; 12;; :ggﬁ ;: ::'Ee)u_-' Threatened preterm labor 30.1 23 1.36 (1.24-1.49) 1.34 (1.22-1.47) 1.32 (1.19-1.45)
Intrauterine growth restriction 4,157 (6.8) 431,082 (2.1) 27 (2.4-2.9) Early onset delivery 124.0 65.2 2.03 (1.88-2.20) 192 (1.77-2.07) 172 (1.59-1.85)
Placental abruption 2,315(3.8) 215,057 (1.1) 24 (214-28) PROM 385 354 1.10 (1.00-1.20) 112 (1.03-1.23) 1.06 (0.98-1.16)
Length of stay >7 days 1,837 (3.0) 235,738(1.2) 22(2.0-25) Wound infection 70 5.0 1.41 (1.18-1.68) 1.19 (1.00-1.42) 1.17 (0.98-1.40)
Preterm 10,538 (17.3) 1,506,941 (7.4) 2.1 (2.0-23) Acute renal failure 21 05 410 (3.11-5.41) 278(209-372)  2.84(211-3.84)
?'lgoxdrammos 2;22 {gg; Zx:;g Ezg :; g;:g; Postpartum depression’ M7 21 1204 (10.83-13.40)  2.09(1.79-2.44) 175 (1.49-2.05)

TN V20042, i 2 ; 5 Hospital stav 35 davss 1334 229 S00(4Jec00)  483(a]0-cgo) 400 (34474
ek reri1 2 124,0070.9 50310 Inﬂ ital maternal mortality 08 0.1 5.89 (3.74-9.28) 3.63 (2.32-5.68) 3.69 (2.32-5.87)
Premature rupture of membranes 3,499 (5.7) 778,157 (3.8) 14 (1.3-16) l_ P ) : : o el AR ASRE-SS
Cesarean delivery 22,130 (36.3) 6,768,679 (33.1) 12(1.4-13) [T

Severs preeclampeia or eclampeia 722(12) 280,668 (1.4) 0.8(0.7-09) Poor fetal growth 359 159 231(2.10-255) 221(200-244)  L61(146-177)
Anesthesia complications 20(0.03) 3,123 (0.02) 2.1(0.8-5.3) Stillbirth 10.0 6.3 1.60 (1.39-1.83) 1.41(1.23-1.62) 1.32 (1.15-1.51)
Cerebrovascular complications 37 (0.06) 5,079 (0.02) 2.0(0.9-44)

Sepsis 273(0.4) 79,169 (0.4) 13(1.0-1.7)

Postpartum hemorrhage 1,866 (3.1) 589,811 (2.9) 1.1(0.9-1.2)




Opioids: Original Research

Fatal and Nonfatal Overdose Among
Pregnant and Postpartum Women

in Massachusetts OBSTETRICS & GYNECOLOGY

Davida M. Schiff, Mp, MSc, Timothy Nielsen, mpH, Mishka Terplan, mMp, MPH, Malena Hood, MPH,
Dana Bernson, MPH, Hafsatou Diop, MD, MPH, Monica Bharel, Mp, MPH, Timothy E. Wilens, MD,
Mare LaRochelle, Mp, mpH, Alexander Y. Walley, Mp, MSe, and Thomas Land, PhD

Table 2. Opioid Overdose Rates Among Pregnant and Parenting Women With Fvidence of Opioid Use
Disorder in the Year Before Delivery (n=4,154)

QD Events Not Receiving

Period Relative to 0D Events While Receiving

Delivery All OD Events Pharmacotherapy Pharmacotherapy
Overall 7.99 (7.01-9.06) 4.43 (3.28-5.86) 10.04 (8.67-11.56)"
Year before delivery— 9.72 (6.91-13.29) 3.74 (1.02-9.57) 11.89 (8.28-16.54)
conception
Trimester (weeks of
gestation)
1st (0~12) 8.88 (6.04-12.61) 4.79 (1.56-11.18) 10.63 (6.94-15.58)
2nd (13-28) 3.23 (1.81-5.32) 1.20 (0.154.35) 4.35(2.32-7.44)
3rd (29 or greater) 3.32 (1.59-6.10)" 4.08 (1.32-9.51) 2.80 (0.91-6.53)
Pastpartum (mo)
0-3 7.41 (4.92-10.71) 3.17 (1.03-7.41) 10.44 (6.62-15.67)
4-6 6.89 (4.50-10.10) 1.31 (0.16-4.74)* 10.67 (6.84-15.88)*
7-9 122 (8.93-16.28)" 6.74 (3.23-12.40) 15.75 (11.03-21.80)
10-12 12.35 (9.07-16.42)" 10.84 (6.20-17.60) 13.3 (9.04-18.88)

0D, opioid overdose.

Data are rate/100,000 |wrmn-ridy€ (95% CI).

* Denotes statistically significant difference between overdose rates among women receiving pharmacotherapy vé women not receiving
phamacotherapy.

* Denotes statistically significant difference between overall overdose rates during third trimester and 7-12 months postpartum.
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Prevalence of Maternal Hepatitis C Virus
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Fig. 2. Maternal hepatitis C virus infection rates in Ohio by county for 2006 (A) and 2015 (B).
Rossi. Maternal HCV Trends in Ohio. Obstet Gynecol 2018.
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Abstract

Objectives To evaluate Hepatitis C virus (HCV) knowledge
(OUD). Methods From May through November 2015, a one-
women with OUD to assess their knowledge and awareness
vention strategies, (c) hepatotoxic risk reduction and (d) peri
Chi square and Fisher’s exact tests were used to compare der
pants who were HCV positive and negative. Results Of 179
the survey. Of these. 153 (90.5%) reported at least one risk
38 (44.7%) of HCV positive women were diagnosed with H
was evaluated, 114 (66.7%) responded that sharing eating ut
vaccine to prevent HCV and 56 (32.7%) did not identify inti
HCV positive women, 61 (71.8%) associated breastfeeding w
identify the importance of pediatric follow-up for HCV-expa
transmission as “likely” or “very likely.” Conclusions for Pr
population of pregnant women with OUD. Healthcare provi
counseling during pregnancy.
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Screening and evaluation of hepatitis C virus infection in pregnant women on opioid
maintenance therapy: A retrospective cohort study

Elizabeth E. Krans, MD, MSc™®, Susan L. Zickmund, PhD%, Vinod K. Rustgi, MD, Seo Young Park, PhD®,
Shannon L. Dunn, BS®, and Eleanor B. Schwarz, MD, MS®

“Department of Obstetrics, Gynecology and Reproductive Sciences, University of Pittsburgh School of Medicine, Pittsburgh, Pennsylvania, USA;
®Magee-Womens Research Institute, Pittshurgh, Pennsylvania, USA; “Center for Health Equity Research and Promaotion, Veteran's Administration
(VA) Pittsburgh Healthcare System, Pittsburgh, Pennsylvania, USA; “Department of Medicine, University of Pittsburgh School of Medicine,
Pittsburgh, Pennsylvania, USA; “Department of General Internal Medicine, University of Pittsburgh School of Medicine, Pittsburgh, Pennsylvania,
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ABSTRACT

Background: The purpose of this study was to describe the delivery of prenatal care services to women with
opioid use disorder (OUD) on opioid maintenance therapy at high risk for hepatitis C virus (HQV) infection.
Methods: We conducted a retros pective cohort evaluation of 791 pregnant women with OUD from 2009 to
2012, HCV screening was defined as documentation of (a) an anti-HCV antibody test or (b) a provider
discussion regarding a known HCV diagnosis during pregnancy. Multivariate logistic regression was used
to identify predictors of HCV screening during pregnancy. Results Among 791 pregnant women with OUD,
611 (77.2%) were screened for HCV infection and 369/611 (60.4%) were HCV positive. In multivariable
analysis, patients who were married (odds ratio [OR] = 052; 95% confidence interval [CI] = 0.29, 0.91),
used buprenorphine (OR = 045; 95% Cl = 0.28, 0.71), and were cared for by private practice providers (OR
= 029; 95% Cl = 0.19, 0.45) were significantly less likely to be screened. In contrast, patients who used
benzodiazepines (OR = 1.72; 95% (O = 1.02, 2.92), intravenous (V) opioids (OR = 6.15; 95% O = 3.96,
9.56), had legal problems (OR = 2.23; 95% Cl = 1.12, 445), had children not in their custody (OR = 1.81;
95% Cl = 1.01, 3.24), and who had a partner with substance abuse history (OR = 2.38; 95% Cl = 1.23, 459)
were significantly more likely to be screened. Of 369 HOV-positive patients, a new diagnosis of HCV was
made during pregnancy for 108 (29.3%) patients. Only 94 (255%) had HCV viral load testing, 61 (16.5%)
had HCV genotype testing, and 38 (10.4%) received an immunization for hepatitis A. Although 285 (77.2%)
patients were referred to hepatology, only 71 (24.9%) attended the consultation. Finally, only & (1.6%)
patients received HCV treatment 1 year following delivery. Conclusions: Prenatal care approaches to HOV
infection remain inconsistent, and the majority of patients diagnosed with HOV infection during
pregnancy do not receive treatment after delivery.

KEYWORDS

Hepatitis C virus; opioid
dependence; pregnancy;
prenatal care saeening




Stigma and

We are
the Drug

People Who Use Drugs Policy

Stigma is defined as the experience of being “deeply
discredited” or marked due o one’s “undesired
differentness.” To be stigmatized is to be heid in
contempt, shunned of rendered socially invisible
because of a socially disapproved status

Stigma and Drugs
Mumcmmdlmemw
the stigma

associated with aicohol and other drug
problems. Now:aamycmn:mum

Msubsunceoem

For people who use drugs, of are recovering from
problematic drug use, stigma can be a barrier 10 a

dscrimination, even in the absence of any negative
consequences associated with their drug use. This
maniests in a vanety of ways, including denial of
employment or housing.  People with substance
misuse issues are less likely 10 be offered help than
are people with a mental liness or physical disability >

According to research, the majority of healthcare

hold negative. views of
peootemwelr.lmqs Stigma is a major factor
Individuals from seeking and

Alliance.

ilegal powdered or ‘hard’ drugs, such as cocaine. And
people who inhale or snort their drug of choice may
have prejudice against people who inject a drug

What Can Be Done To Fight Stigma?

Know the facts. The majority of people who ever try
any drug do not use them problematically and do not
deveiop a physical dependence ® People who struggie
with drug dependence. however. should be afforded
the same aignity, respect and Support as a person who
struggles with any difficult issue

The public’s perception of the “deadliest” and “most
addictive” drugs are often not based on scientific
evidence. You can help end stigma by leaming the
facts about drugs, drug use and evidence-based drug
treatment and sharing the information with others.

Language matters. The way we talk about drugs and
the people who use them can create or uphold stigma
Words like ‘crackhead,” Junkie’ and ‘piihead’
dehumanize a person who may be struggiing with
addiction. Focus on the whole person, not a behavior.

Instead of ‘addict’, refer 1o a ‘person addicted 1o drugs.*

1. Comgan, P W._ Watson. A C.. & Wik, #_ £ (3008, Blame, shame and

preventing

addiction treatment® and from utilizing harm reduction
services such as syringe access programs. In a vicious
cycle, the social exclusion created by stigma can
increase the need for a vanety of services.

Even among people who use drugs, stigma toward
other people who use drugs can be common. People
‘who use a socially acceptabie, legal drug. such as
alcohol, may have negative prejudices against people
Wwho use llegal drugs. such as manjuana. People who
use Wlegal so-called ‘soft drugs’ such as marjuana
may have negative prejudices against people who use

rotogy. 202, 23248
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nyc@drugpolicy.org | 212.613.8020 voice | 212.613.8021 fax

Stigma and
Discrimination

* Stigma: the experience of being
“deeply discredited” or marked due to
one’s “undesired differentness.” To be
stigmatized is to be held in contempt,
shunned or rendered socially invisible
because of a socially disapproved status.




Birth is not Safe for People who use Drugs

Discrimination is a Patient Safety Issue

“Equating a positive toxicology test with
child abuse or neglect is scientifically
inaccurate and inappropriate, and can

lead to an unnecessarily punitive
approach, which harms clinician-patient
trust and persons’ engagement with
healthcare services.”

ASAM Public Policy Statement on
Substance Use and Substance Use
Disorder Among Pregnant and
Postpartum People, 10, 2022

“The laws, regulations, and policies that
require health care practitioners and
human service workers to respond to

substance use and substance use
disorder in a primarily punitive way,
require health care providers to function
as agents of law enforcement.”

ACOG, Opposition to Criminalization of
Individuals During Pregnancy and the
Postpartum Period: Statement of Policy,
11, 2020




Pregnancy and Addiction: Mutual Mistrust

Provider Patient
 Mistrust (often) misplaced » Mistrust warranted by people who

- Rooted in discrimination and experience oppression
prejudice  Legitimate: historic memory and

- Consequences of misplaced trust everyday discrimination
are minor « Consequences of misplaced trust are

severe



Use Language That:

Addictionary®

Addictionary®

If we want addiction destigmatized,
we need a language that's unified.

The words we use matter. Caution needs to be taken,

especially when the disorders concerned are heavily
stigmatized as substance use disorders are.

ABCDEFGHI JKLMNOPQRSTUVWIXY Z

https://www.recoveryanswers.org/addiction-ary/

1. Respects the worth and dignity of all
persons — “People-first language”

2. Focuses on the medical nature of SUD
and treatment

3. Promotes the recovery process
4. Avoids perpetuating negative

stereotypes and biases through use of
slang and idioms



Resisting Stigma and Discrimination By Speaking

* What is the most important thing to you about

treatment or recovery?
. . o ?
Trust-Building What do you know about methadone?
through clinical * Do you have any fears or concerns from

discussion previous treatment experiences?
* What do you need to feel safe?
* What are you looking for in a provider?
 How do you feel your care is going so far?



Center on the Dyad

“There is no such thing as a baby ... If
you set out to describe a baby, you will
find you are describing a baby and
someone. A baby can not exist alone,
but is essentially part of a relationship”

(D.W. Winnicott 1966)




Table III. Foundational principles for the clinical
definition of opioid withdrawal in the neonate

1.

2.

Substance use disorder is a disease requiring compassionate, ethical,

equitable, and evidence-based care.

The maternal-neonate dyad is the appropriate subject of care; this
definition is intended to identify clinical and supportive care needs of the

dyad; shared interests should be prioritized.

. Adiagnosis of NAS or NOWS does not imply harm, nor should it be used to
assess child social welfare risk or status. It should not be used to prosecute
or punish the mother or as evidence to remove a neonate from parental

custody.

Environmental factors, family influences, and social structures strongly

influence neonatal outcome and should be recognized.

THE JOURNAL OF PEDIATRICS * www.jpeds.com ORIGINAL

n ARTICLES

§éndardizing the Clinical Definition of Opioid Withdrawal in the Neonate
Shahla M. Jilani, MD' *, Hendree E. Jones, PhD" * Matthew Grossman, MD", Lauren M. Jansson, MD”,

Mishka Terplan, MD, MPH®, Laura J. Faherty, MD, MPH, MSHP"*, Dmitry Khodyakow, PhD, MA',
Stephen W. Patrick, MD, MPH, MS”, and Jonathan M. Davis, MD'"

Objective To standardize the clinical definition of opioid withdrawal in neonates to address challenges in clinical
care, quality improvement, research, and public policy for this patient population.

Study design Between October and December 2020, we conducted 2 modified-Delphi panels using ExpertLens,
a virtual platform for performing iterative expert engagement panels. Twenty clinical experts specializing in care for
the substance-exposed mother-neonate dyad explored the necessity of key evidence-based clinical elements in
defining opioid withdrawal in the neonate leading to a diagnosis of neonatal abstinence syndrome (NAS)/neonatal
opioid withdrawal syndrome (NOWS). Expert consensus was assessed using descriptive statistics, the RAND/
UCLA Appropriateness Method, and thematic analysis of participants’ comments.

Results Expert panels concluded the following were required for diagnosis: in uterc exposure (known by history,
not necessarily by toxicology testing) to opioids with or without the presence of other psychotropic substances, and
the presence of at least two of the most common clinical signs characteristic of withdrawal (excessive crying, frag-
mented sleep, tremors, increased muscle tone, gastrointestinal dysfunction).

Conclusions Results indicate that both a known history of in utero cpioid exposure and a distinct set of with-
drawal signs are necessary to standardize a definition of neonatal withdrawal. Implementation of a standardized




Focus on Medicine and Public Health as Practice



Conclusion: Do Less Harm

* Evidence-Based: Grounded in Science
* Harms of illicit substances exaggerated; Effects of licit substances minimized
* Overstate the importance of intrauterine exposure; Neglect the role of the care-
giving environment
* Person-Centered: Ethical and Grounded in Human Rights

* Reproductive Health as a Human Right - Right to determine whether and when to
become pregnant, and right to raise children in safe and sustainable environments

* Support autonomy and maternal subjectivity in decision making surrounding
pregnancy

* Remain attuned to the unique demands we place on pregnant and parenting
people, their bodies and their minds



Thank you,
Qu e St I O n S ? C Substance Use Warmline

Peer-to-Peer Consultation and Decision Support
10 am - 6 pm EST Monday - Friday
855-300-3595

Free and confidential consultation for clinicians from the Clinician Consultation Center
at San Francisco General Hospital focusing on substance use in primary care

Mishka Terplan
@Do_Less _Harm
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