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OBJECTIVES

Define addiction and describe the current epidemiology of substance use disorder
among women

Describe how comprehensive treatment can help families achieve recovery and
long term health

Outline best use of opioid use disorder pharmacotherapies in the context of the
mother child dyad

Define neonatal abstinence syndrome and identify at least one factor that affects
its course

Recognize the unique biopsychosocial needs of pregnant and postpartum women
and how support systems can meet them



SUBSTANCE USE AND THE OPIOID CRISIS
DISPROPORTIONATELY HARM WOMEN
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National prevalence of opioid use disorder per 1,000 delivery hospitalizations —
National Inpatient Sample (NIS), Healthcare Cost and Utilization Project (HCUP),
United States, 1999-2014
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3 Waves of the Rise in Opioid Overdose Deaths
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THE OPIOID
CRISIS:

A TRIPLE
WAVE
EPIDEMIC

Thanks to Dan Cicarrone



Journal of Substance Abuse Treatment 87 (2018) 79-85

Contents lists available at ScienceDirect

Journal of Substance Abuse Treatment

Gender differences in trends for heroin use and nonmedical prescription :?_
opioid use, 2007-2014 —
Jeanne C. Marsh *, Keunhye Park, Yu-An Lin, Cliff Bersamira
Heroin use increasing faster among Use of prescription opioids decreasing
women than men more slowly among women than men
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Che {Daﬁl]ington Post A new divide in American death

Change in mortality rate, urban vs. rural

White women and men in small cities and rural areas are dying at much higher rates than in 1290, while whites in the largest
cities and their suburbs have steady or declining death rates.
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Source; Washington Post analysis of Centers for Disease Controf and Prevention mortality data

Since 2010, prescription opioid overdose deaths have
it funswestingtnpscomyst naiona2016/04/10/-— fncreased 237 % for men & 4009% for women (CDC)

new-divide-in-american-
death/2noredirect=on&utm_term=.78455ea00933
Adverse consequence = overdose



MATERNAL MORTALITY
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Maternal mortality rate (deaths/100000 births)

Time (y)

Maternal mortality in the past and its relevance to developing countries today
Am J Clin Nutr. 2000;72(1):241S-2468S. doi:10.1093/ajcn/72.1.241S
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Maternal Deaths From Suicide and Overdose -
in Colorado, 2004-2012

Benzodiazepines
Cocaine/metabolites

Torri D. Metz, mp, ms, Polina Rovner, Mp, M. Camille Hoffman, mp, Mse, Amanda A. Allshouse, Ms, Sedatives/hypnotics
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ADDICTION IS A CHRONIC DISEASE OF THE BRAIN



SUBSTANCE USE VS. SUBSTANCE USE DISORDER

Past year substance use among women, 2016 National Survey of Drug Use and Health

_ Any past year use Past year use disorder

lllicit drugs 21,454,672 (15%) 2,904,354 (2%)
lllicit drugs other than cannabis 11,142,423 (8%) 1,914,400 (1.4%)
Opioids Prescription opioid: 50,572,462 (36%) 986,627 (0.71%)
Heroin: 335,326 (0.24%)
Alcohol 86,735,490 (62%) 5,805,559 (4.2%)

*Weighted prevalence /%
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Addiction: A quin-Cen’rered Condition
| Whose Symptoms are Behaviors |

Salient feature: Continued use despite
adverse consequences

G2 — D
Neuroadaptation

A chronic, relapsing disease characterized by
compulsive drug seeking and use despite harmful
consequences as well as neurochemical and
molecular changes in the brain (NIDA)




DOPAMINE AND THE HIJACKED BRAIN
HYP OTH ES IS Dopamine Pathways

Frontal
cortex

Striatum

Substantia

/ nigra

Functions

* Reward (motivation)

*Pleasure, euphoria | Bgo 7

* Motor function Nucleus N\ N
(fine-tuning) accumbens ' MPPOCampUs

* Compulsion

: Raphe nucleus
*Perseveration P




Functionally...
Dopamine D2 Receptors are Decreased by Addiction

DA D2 Receptor Availability

Control Addicted

NIDA
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DEFINITION OF ADDICTION

“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. Addiction is characterized by
inability to consistently abstain, impairment in behavioral control, craving,
diminished recognition of significant problems with one’s behaviors and
interpersonal relationships, and a dysfunctional emotional response. Like
other chronic diseases, addiction often involves cycles of relapse and
remission. Without treatment or engagement in recovery activities,
addiction is progressive and can result in disability or premature death.”



WHY DO SOME PEOPLE BECOME ADDICTED AND

NOT OTHERS? Biology/Genes ﬁW

Y™

| Braimm Mechanisms
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Addiction




ADDICTION IS A CHRONIC DISEASE THAT
EXTENDS INTO PREGNANCY LIKE MANY OTHERS
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What happens when women who use drugs

Alcohol

get pregnant?

Cigarettes

B Not Pregnant B First Trimester W Second Trimester ~ W Third Trimester

National Survey Drug Use and Health 2013/2014 Past Month Use Data

Illicit



All pregnant women are motivated to
maximize their health and that of
their baby-to-be

Pregnant women who can’t quit or cut back —
They likely have a substance use disorder

Continued use in pregnancy is pathognomonic for addiction



MANY RISK FACTORS FOR ADDICTION ARE

COMMON AMONG WOMEN inlyCinne P ——

™

Psychiatric co-morbidities

* > 60% women with addiction have a mental
health disorder (PTSD, depression, etc.) ‘ B e L o o e
Trauma M

*50-90% with history of childhood physical or Addiction
sexuadl abuse

Violence

* 60-80% past year intimate partner violence

Low social support
* 67% with parents with substance use histories



ADDICTION IS A CHRONIC DISEASE IN NEED OF
LONG TERM TREATMENT BUT FEW RECEIVE IT



Any past-year specialty substance use disorder treatment among people with past-year
substance use disorders

10% W 2005-07 ™ 2008-10 2011-13 = 2014
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Creedon Health Aff (Millwood) 2016



SUBSTANCE USE DISORDER TREATMENT NEED AND
RECEIPT AMONG WOMEN, 2007-2014 NSDUH
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Treatment Gap

% did not receve treament Adjusted odds ratio
[:] Low [85% or less] ref

[T Moderate [85%-90%] 0.93 (0.87,1.00)
B High [96% or greater]  1.10 (1.03, 1.18)

Greater for Women



Barriers encountered receiving past year substance use disorder treatment
‘ among those with current need: 2015-2017 NSDUH

Total Women Men P
34.2% (32.5, 36.0) |65.8% (32.5, 36.0) |<.0001

Couldn’t afford/ no insurance; 4.2% (3.4,5.0) 5go, (4.0,7.1) 3.5% (2.6, 4.3)
insurance didn’t cover cost ’ ’ 0.0074
No transportation; didn’t have 1.8% (1.4,2.3) 3 90, (2.1, 4.4) 1.1% (0.7, 1.5)
time ’ ’ <.0001
Desired treatment not offered; 1.6% (1.1,2.1) 5 30, (1.3, 3.3) 1.2% (0.5, 1.8)
no openings in program ’ ’ 0.0521
Not ready to stop use; 6.9% (59.7.8)  8.1% (6.1, 10.1) 6.2% (6.1, 7.3)
negative opinion of treatment, 0.0829

didn’t feel need for treatment,
could handle problem without
program;

didn’t think treatment would
help

Felt treatment would have 2.0% (1.6,2.5) 9299, (1.9, 4.0) 1.6% (1.0, 2.2)
negative effect on job; ’ ’ 0.0461

didn’t want others to find out

DHE Loy el (o) oo d 2.5% (1.8,3.1)  3.9% (2.5, 5.3) 1.7% (1.1, 2.3)
Other ’ ’ 0.0007



EVIDENCE BASED TREATMENT FOR SUBSTANCE
USE DISORDER



Components of Comprehensive Drug Abuse Treatment

CHiLD CARE
SERVICES

FAMILY VOCATIONAL
SERVICES SERVICES
INTAKE

PROCESSING/
ASSESSMENT

HousING /
TRANSPORTATION
SERVICES

MENTAL HEALTH

SuBSTANCE USE SERVICES
MONITORING

BEHAVIORAL
THERAPY AND
COUNSELING

TREATMENT PLAN

CLINICAL SELF-HELP/PEER
AND CASE

FINANCIAL MANAGEMENT SUPPORT GROUPS MEDICAL
SERVICES SERVICES

PHARMACOTHERAPY

CONTINUING
CARE

LEGAL EDucATIONAL
SERVICES SERVICES

HIV/AIDS
SERVICES

The best treatment programs pronde a combination of therapies NIDA: Principles of Drug
and other services lo meel the needs of the individual patient. Addiction Treatment



OPIOID USE DISORDER (OUD)
SAMHSA CLINICAL GUIDE RECOMMENDATIONS

* Collaborative approach to treatment

CLINICAL GUIDANCE FOR
TREATING PREGNANT AND
PARENTING WOMEN WITH

OPIOID USE DISORDER AND
THEIR INFANTS

* Medically supervised withdrawal is not recommended
during pregnancy

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

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

https://store.samhsa.gov/product/SMA18-5054



COMPREHENSIVE RECOVERY CARE DURING
PREGNANCY

Behavioral

counseling, Prenatal
psychiatry, Care
social work,

etc.

Medication
assisted
treatment

Comprehensive co-located service delivery



TREATING ADDICTION LEADS TO MATERNAL-CHILD
OUTCOMES SIMILAR TO WOMEN WITHOUT ADDICTION

MANAGEMENT OF PREGNANT DRUG-DEPENDENT WOMEN

LOW BIRTH No
Loretta P. Finne§an. WEIGHT Prenatal Prenatal
Department of Pediatrics Care
Thomas Jefferson University CCI re

Philadelphia, Pennsylvania 19107

No drug use 14% 19%
140 Annals New York Academy of Sciences

TasLe 2

OBSTETRICAL COMPLICATIONS IN 367 DRUG-DEPENDENT WOMEN
AND 215 Contrors; FamiLy CeENTER PROGRAM, 1969-1976

19% 48%

Obstetrical LBW

No.of Average no. ot Complications Incidence Pre-eclampsia
Groups Patients Prenatal Visits % o P
A 65 0 36.9 41.7 9.2
B 109 1.9 32.1 35.5 2.8
G 193 8.2 33.7 19.7 4.7
D 93 0 323 19.4 8.6
F 122 9.2 320 13.9 8.2

Finnegan New York Acad Sci 1978



Matern Child Health J (2017) 21:893-902
DOI 10.1007/s10995016-2190-y

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® -
Hermik Babakhanlou-Chase* - Taletha M. Derrington® - Hafsatou Diop® -
Stephen R. Evans’ - Judith Bernstein®

_ No Addiction Treated Addiction Untreated Addiction

Preterm Birth 8.7% 10.1%
Low Birthweight 5.5% 7.8%
Fetal Death 0.4% 0.5%
Neonatal Mortality 0.4% 0.4%

Post Neonatal Mortality 0.05% 0.03%



OPIOID USE DISORDER (OUD)
SAMHSA CLINICAL GUIDE RECOMMENDATIONS

* Collaborative approach to treatment

* Medically supervised withdrawal is not recommended .
. REATING PR NANT AND
during pregnancy DPION USE DISORDER ANC

* Buprenorphine and methadone are the safest

medications for managing OUD during pregnancy

* Transitioning from methadone to buprenorphine or from £
buprenorphine to methadone during pregnancy is not
recommended

https://store.samhsa.gov/product/SMA18-5054



WHO GUIDELINES (2014)

“Pregnant women dependent on opioids should be encouraged to use opioid
maintenance treatment whenever available rather than to attempt opioid
detoxification. Opioid maintenance treatment in this context refers to either
methadone maintenance freatment or buprenorphine maintenance treatment.”

= Medication followed by no medication treatment frequently have high
attrition and a rapid returns to illicit opioid use

® Maintenance medication facilitates treatment retention and reduces substance
use compared to no medication

= Biggest concern with pharmacotherapy during pregnancy is the potential for
neonatal abstinence syndrome (NAS) — a treatable condition




2018 SYSTEMATIC REVIEW: TERPLAN ET AL.

“Evidence does not support detoxification as a recommended
freatment intervention as a result of low detoxification completion
rates, high rates of relapse, and limited data regarding the effect of
detoxification on maternal and neonatal outcomes beyond delivery”

Detoxification leads to:
* High disease recurrence (17% to 96%- average 48%)

* No reduction in NAS with detoxification relative to pharmacotherapy

* Increases risk of maternal substance use and poor treatment engagement and
does not improve newborn health

* Treatment of chronic maternal disease, including opioid use disorder, should be
directed toward optimal long-term outcomes

Terplan M, Laird HJ, Hand DJ, Wright TE, Premkumar A, Martin CE, Meyer MC, Jones HE, Krans EE. Opioid
Detoxification During Pregnancy: A Systematic Review. Obstet Gynecol. 2018 May;131(5):803-814.



OPIOID USE DISORDER (OUD)
SAMHSA CLINICAL GUIDE RECOMMENDATIONS

* Collaborative approach to treatment

* Medically supervised withdrawal is not recommended

during pregnancy

Buprenorphine and methadone are the safest

medications for managing OUD during pregnancy

Transitioning from methadone to buprenorphine or from

buprenorphine to methadone during pregnancy isnot | I @ @ eeducySuALS-505a

recommended



PHARMACOTHERAPY FOR OPI10ID USE DISORDER

Opioid Receptor Activation

Medication
E&Iltl?]g%nist)
ethaaone
Methadone
Buprenorphine <
(Subutex /Suboxone) g
Lo B o Partial Agonist
~ (Buprenorphine
f
Naltrexone (Vivitrol) / |
Antagonist
L 7 A . (Naloxone)
Log Dose




TREATMENT & PHARMACOTHERAPY TREAT THE
BRAIN DISEASE OF ADDICTION

Basic Research Medication

Why Can’t Addicts Just Quit? - P
Opiate agonists stabilize brain Agonist Therapy

Non-Addicted Brain Addicted Brain functionin RErGiaddit
& h

CB1 KO mice have decreased

responses to multiple drugs of abuse CB1 Antagonists

Smokers who are poor nicotine Inhibitors of
metabolizers smoke less metabolizing enzymes

Because Addiction Changes Brain Circuits

—- Stress triggers relapse in animal models

of addiction and CRF antagonists CRF Antagonists
interfere with the response to stress
NIDA




Misuse

Physiologic~! \‘ Maladaptive

behavior

Platform for recovery



THE GOAL OF TREATMENT IS RECOVERY NOT
MORE TREATMENT



SAMHSA's

WORKING DEFINITION OF

RECOVERY
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RECOVERY LEADS TO RETURN OF NORMAL BRAIN STRUCTURE

AND FUNCTION

DAT Recovery

with prolonged

abstinence from
methamphetamine

Volkow et al., J. Neuroscience, 2001.

[C-11]d-threo-methylphenidate

793

Normal Control

(b

Methamphetamine Abuser
(1 month detoxification)

3

Methamphetamine Abuser
(24 months detoxification)



RECOVERY CAN BE ACHIEVED WITH THE USE OF

MEDICATIONS

Percent

70

60 -

50 -

40
30
20

10

62.4

41.5

26.4
13.2
09 1.7
rrrrrrh S SN . . ! -
Very Poor Poor Neither Poor Good

nor Good

—

214
17.9

Very Good

How would you rate your quality of life?

B Out of Treatment (n=106) BIn Treatment (n= 173)

HHS Public Access

_ /gé Author manuscript

J Psychoactive Drugs. Author manuscript; available in PMC 2015 May 08.

Published in final edited form as:
J Psychoactive Drugs. 2015 ; 47(2): 149-157. doi:10.1080/02791072.2015.1014948.

Changes in Quality of Life following Buprenorphine Treatment:
Relationship with Treatment Retention and lllicit Opioid Use
Shannon Gwin Mitchell, Ph.D.2, Jan Gryczynski, Ph.D.?, Robert P. Schwartz, M.D.¢, C.

Patrick Myers, M.A.¢, Kevin E. O’Grady, Ph.D.!, Yngvild K. Olsen, M.D.9, and Jerome H.
Jaffe, M.D.¢
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THERE ARE MANY PATHWAYS TO RECOVERY

Beyond Abstinence: Changes in Indices of Quality of Life

National Recovery Survey (N=25,229)

Contents lists available at ScienceDirect

Drug and Alcohol Dependence

journal homepage: www.olsovier. com/locate/drugaledep

Full length article

Prevalence and pathways of recovery from drug and alcohol problems in the @
United States population: Implications for practice, research, and policy

John F. Kelly™', Brandon Bergman®, Bettina B. Hoeppner”, Corrie Vilsaint”, William L. White'

CrossMark

with Time in Recovery in a Nationally Representative
Sample of U.S. Adults

John F. Kelly ([, M. Claire Greene, and Brandon G. Bergman
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TREATMENT WORKS BUT MOST INDIVIDUALS WITH
ADDICTION DON'T RECEIVE ANY FORMAL TREATMENT

Treatment Gap

Use of pain relievers or heroin in the past month 2012

5,197,000 total users surveyed

- ZMOAOIM™

Figure 7.A
Individuals with Select Medical Conditions
Who Receive Treatment

7.2 73.2 712
I 1 0 .9
Hypertension® Diabetes® Major Addiction®
Depression® (excluding

Nicotine*)

" Ages 18 and older; Ostchega, Y., Yoon, S.S., Hughes, J. & Louis, T.
(2008).

2 All ages; Centers for Disease Control and Prevention. (2011).

¥ Ages 12 and older; CASA Columbia analysis of The National Survey
on Drug Use and Health (NSDUH), 2010

* Due to data limitations.




Comprehensive treatment and

pharmacotherapy are rare and

unavailable for most pregnant
women with addiction

Nationally pregnant women are
not receiving priority services

for substance use disorder

Pregnant
Women
with
addiction

Any
Treatment

Integrated
Care




NEONATAL ABSTINENCE SYNDROME (NAS/NOWS)



PEDIATRICS

OFFICIAL JOURNAL OF THE AMERICAN ACADEMY OF PEDIATRICS

“Neonatal abstinence syndrome includes a combination of
physiologic and neurobehavioral signs that include such things
as sweating, irritability, increased muscle tone and activity,
feeding problems, diarrhea, and seizures. Infants with neonatal
abstinence syndrome often require prolonged hospitalization
and treatment with medication”

Behnke 2013 & Hudak 2012



SALIENT MATERNAL CATEGORIES RELATED TO
OPIOID EXPOSURE/NAS

Women using opioid analgesics for a medical condition(s) who do not have a
substance use disorder

Women receiving pharmacotherapy for the treatment of an opioid use disorder

Women with an (unrecognized) untreated opioid use disorder

(Borrowed from the National Center of Substance Abuse and Child Welfare)



PREDICTING NAS COURSE
IS DIFFICULT

Prenatal exposure to drugs + other risk factors

Physiologic and/or behavioral dysregulation

=/

\

N\

Autonomic control |

Table 1

Maternal, infant, and/or environmental factors that can alter infant neonatal abstinence

syndrome expression

Maternal Factors

Illicit substance use:
heroin, cocaine,
marijuana

In general, polysubstance exposure alters NAS expression by
increasing its severity, or causes neurobehavioral signs
consistent with a withdrawal phenomenon. '’

Licit substance
use/misuse: oxycodone,
benzodiazepines,
gabapentin, nicotine

Oxycodone and benzodiazepines increase NAS expression.'' '?
Gabapentin produces an atypical NAS display.'*
Cigarette smoking can increase NAS severity.'>'®

Licit medications:
psychotropics, OUD
treatment medications
(eg, methadone,
buprenorphine)

Psychotropic exposure can alter or increase NAS display.'’

OUD treatment medications can predispose the exposed infant
to NAS, but benefits associated with maternal comprehensive
treatment that includes medications for OUD are paramount
for the dyad.

Genetics/epigenetics

Infants with particular genotypes (SNPs) at the OPRM1 and
COMT gene sites had less severe NAS expression.'®

Hypermethylation at the same sites was associated with more
severe NAS, consistent with gene silencing.'”

Breastfeeding

Can reduce NAS severity.”’

Infant factors

Sex

Male infants have been reported to have more severe NAS
expression.” ' #?

Gestational age

Preterm infants have less severe expression of NAS (notably, NAS
measurement tools were designed for term infants. As such,
NAS may not be adequately assessed in preterm infants).”*

Motor and tone control Sensory processing
= !
‘ |
v | |
CNS Gl Respiratory Autonomic
Hyperirritability Dysfunction symptoms Instability

Fetal programming

The fetus adapts to an unfavorable intrauterine environment by
altering ANS set points. These changes can be adaptive in
utero and maladaptive ex utero and may be expressed as
NAS.?? Alterations from these changes may not be evident
until the affected neurosystem matures, potentially later in
life.”

Environmental factors

Jansson & Patrick. Pediatr Clin N Am 66 (2019) 353-367

Physical environment

NICU care can exacerbate NAS severity, while maternal rooming-
in can reduce NAS severity.”>?®

Caregiver (parent or
medical staff) handling
and communication

Misinterpretation of or inappropriate responses to infant cues
or insensitive handling can exacerbate NAS expression.”’




FAMILY EDUCATION ON NAS

* No long term effects of NAS for infants

* Moms CAN take steps to improve her & her infant’s health:
* Breastfeeding!
* Smoking cessation
* Decrease benzodiazepine, gabapentin use
* Maternal-infant bonding (e.g., rooming in, skin-to-skin)

* Other non-pharmacological treatments (e.g., quiet environment, swaddling, waterbeds)

NTINGWO »

OID USE DISORD

* Reducing dose of pharmacotherapy does NOT reduce incidence or severity
* Dose should be maximized to suppress withdrawal, cravings and maintain recovery



NAS IS NOT ADDICTION

* Newborns can’t be “born addicted”

* NAS is withdrawal — due to physical dependence

* Physical dependence is not addiction

* Addiction is brain illness whose visible signs are behaviors

* Newborn do not have the life duration or experience to meet the
addiction definition

* Addiction is chronic disease — chronic illness can’t be present at
birth

Jones & Fielder, Preventive Medicine, 2015.



THE FOURTH TRIMESTER



SUBSTANCE USE RECURRENCE OCCURS OFTEN
POSTPARTUM
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Figure 1. Relative proportion of substance-using women who abstained during and after pregnancy.
Ebrahim AJOG 2003



MANY WOMEN ARE LOST TO ADDICTION CARE

Initial n = 187
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Medication assisted treatment discontinuation in pregnant and

postpartum women with opioid use disorder

Christine Wilder®"*, Daniel Lewis?, Theresa Winhusen*
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TIMING OF
MATERNAL DEATHS
POSTPARTUM

COLORADO MMR DUE TO OVERDOSE =
5/100000
(42% PRESCRIPTION OPI0IDS)

>50% did not attend
postpartum visit

Only 6 had documented
freatment

Metz, Obstetrics & Gynecology 2016



Fatal and Nonfatal Overdose Among
Pregnant and Postpartum Women
in Massachusetts

Davida M. Schiff, mp, mSe, Timothy Nielsen, mpH, Mishka Terplan, mp, mrH, Malena Hood, mpH,
Dana Bernson, mpH, Hafsatou Diop, mp, mrH, Monica Bharel, mp, mpH, Timothy E. Wilens, mp,
Marc LaRochelle, mp, mPH, Alexander Y. Walley, mp, msc, and Thomas Land, PhD
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CONTINUOUS COMPASSIONATE

CARE IS KEY

use disorder
treatment

Mood &
physiologic
changes,
poor sleep

Newborn care,
breastfeeding,
bonding

Focus of
Cultural medical care
norms of shifts from
the ‘ideal mom + OB
mother’ to baby +
pediatrics

Loss of Shift of
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financial system’ to
stress ‘agencies’



SOLUTIONS



SOLUTION #1: FACILITATE EARLY LINKAGE TO
TREATMENT



FIGURE 1
Risk pyramid for assessment of substance use during pregnancy

Wright AJOG 2016



SCREENING INVOLVES A CONVERSATION, NOT A TEST

« Urine toxicology
screening and
confirmatory testing

* Itis not a parenting test Mﬂ””“

« Toxicology tests for
drugs are not sufficient
for a diagnosis of a
substance use disorder

« Patient consent
required before
specimen collection

 Having a substance

_ _ Toxicology screens are not a substitute
use disorder is only

one of many other for verbal, interactive questioning and
factors in determining screening of patients about their drug
child safety and alcohol use.

https://www.asam.org/resources/guidelines-and-consensus-documents/drug-testing
http://www.ezkeycup.com/iCup-Drug-Screen-8-p/i-dud-187-013.htm



‘ DEPRESSION AND SUBSTANCE USE DISORDER
TREATMENT RECEIPT, 2007-2014 NSDUH
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We really do have a solution to
the opioid epidemic — and one
state is showing it works

Virginia shows how Medicaid can help end the opioid crisis.
By German Lopez | @germanriopez | german.lopez@vox.com | May 10, 2018, 6:00am EDT

Photagraphs by Jufia Rendleman [ Charts by Christina Animashaun

Fawn Riccluti, 33, plays with
her son Aiden, 5, in the yard of
her home outside of
Richmend, Virginia.



SOLUTION #2: FIGHT STIGMA, DISCRIMINATION
AND PREJUDICE
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A parent's heroin addiction, a newborn's death sentence

No bystander
could be more
innocent. No
damage so
helplessly
collateral.

o Tweet || 24

Photo Gallery

 of his life was spent in St. Joe's neonatal intensive care unit,



Crack Babaes:
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-though
the child was at severe risk of pulmonary arrest. The
hospital’s explanation: “Because [the mother} . 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-
vear-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.



THE POWER OF WORDS TO HURT OR HEAL
Stomotiing Words  PefersdWorts

Addict, Abuser, Junkie

User

Abuse

Clean, Dirty
Habit or Drug Habit

Replacement or Substitution
Therapy

Person in active addiction, person with a substance
misuse disorder, person experiencing an alcohol /drug problem, patient

person who misuses alcohol /
Drugs or person engaged in risky use of substances

Misuse, harmful use, inappropriate use,
hazardous use, problem use, risky use

Negative, positive, substance-free

Substance misuse disorder, alcohol and drug
disorder, alcohol and drug disease, active addiction

Treatment, medication-assisted treatment,
medication

The Rhetoric of Recovery Advocacy: An Essay On the Power of Language W.L. White; E.A Salsitz, MD., Addiction Medicine vocabulary; Substance Use Disorders: A Guide to the Use of Language
Prepared by TASC, Inc. Center for Substance Abuse Treatment (CSAT), Substance Abuse and Mental Health Services Administration (SAMHSA), part of the U.S. Department of Health and Human

Services (DHHS), rev. 4.12.04



SOLUTION #3: ADVOCATE FOR COMPASSIONATE
CARE FOR FAMILIES WITH ADDICTION
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Hold#
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= PATIENT

w cou NCIL ON PATIENT SAFETY S A F ETY
@'N WOMEN'S HEALTH
. safe health care for every woman . - B U N D LE

Every provider/clinical setting/health system
m Ensure that all patients with OUD are enrolled in a woman-centered OUD
treatment program.

e Establish communication with OUD treatment providers and obtain consents
for sharing patient information.

e Assist in linking to local resources (e.g. peer navigator programs, narcotics
anonymous (NA), support groups) that support recovery.

m Incorporate family planning, breastfeeding, pain management and infant care
counseling, education and resources into prenatal, intrapartum and postpartum
clinical pathways.

e Provide breastfeeding and lactation support for all postpartum women on
pharmacotherapy.

® Provide immediate postpartum contraceptive options (e.g. long acting
reversible contraception (LARC)) prior to hospital discharge.

m Ensure coordination among providers during pregnancy, postpartum and the
inter-conception period.

o Provide referrals to providers (e.g. social workers, psychiatry, and infectious
disease) for identified co-morbid conditions.

e Identify a lead provider responsible for care coordination, specify the duration
of coordination and assure a “warm handoff” with any change in the lead
provider.

o Develop a communication strategy to facilitate coordination among the
obstetric provider, OUD treatment provider, health system clinical staff (i.e.
inpatient maternity staff, social services) and child welfare services.

m Engage child welfare services in developing safe care protocols tailored to the
patient and family’s OUD treatment and resource needs.
e Ensure priority access to quality home visiting services for families affected by

SUDs.




TAKE HOME POINTS

Addiction is a brain disease with behavioral symptoms that require long term treatment like other chronic conditions.

Opioid and other substance use disorders (SUDs) are common among women across the lifespan including during pregnancy.
Behavioral and medical treatments are effective to treat substance use disorders and improve outcomes in multiple dimensions.

In pregnancy, pharmacotherapy is recommended to treat OUD as it improves maternal and neonatal outcomes.

Neonatal abstinence syndrome (NAS), or opioid withdrawal of the neonate, is a temporary, treatable condition.

Medical and psychosocial co-morbidities are common with SUDs and are best addressed with comprehensive, compassionate care.

There are many pathways to recovery, and families in recovery can achieve long term health of mothers and their children.



1-800-QUIT-NOW

We can help you draw the line.

Medication-Assisted
Treatment Tool

Caitlin.Martin@VCUhealth.org

Clinical resources for health care
practitioners to use in medication-
assisted treatment (MAT) for
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Did you know...
Your smoking impacts others in ways
beyond their health.

quitSTART -
Quit Smoking

ICF International

12+

7 actions
recommended to help you q

It's ok if you're not reac
yourself next time yol
smoke a cigarette. |
minutes or skip it. Thinl
a quit ¢

My Favorite Cards

@ Handling Craving

A
°°Q$ Dealing with Slip

@ Help with Feeling

View All Favor



