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Objectives

1. Barriers to care and stigma of substance use in pregnancy will be
examined.

2. Participants will learn best practice strategies for caring for individuals
who are pregnant and entering into/maintaining recovery with MAT
including inductions, dosing, supportive meds, NAS counseling, newborn and
maternal postpartum considerations.

2. Participants will explore the integrated model of care for prenatal care and
MAT in OBGYN clinic settings.
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Morphinism

By the late 19th century,
two-thirds of those battling
opioid addiction were likely
middle to upper class white
women who were initially
prescribed the drugs for
menstrual and other
gynecologic issues.
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Gender differences of substance use

Women... /\

Progress to physical dependence more quickly than men.

More often have co-occurring mental health diagnoses: depression,
anxiety, PTSD d

History of physical and emotional abuse: ? 7
e more than 50% of women with SUD experience intimate B

partner violence. -
® 55%-99% report a history of trauma, with abuse commonly

occurring in childhood.

Chronic Pain comorbidities more common in women than in men



Why is this important to know?

Using a gender-informed,
biopsychosocial approach to
treatment which includes
therapies that target
emotional processes (ie:
cognitive behavioral therapy),
may be more effective for
supporting women in their
recovery.




When Addiction and Pregnancy Meet




Surge
in babies
addicted

to drugs

Prescription abuse
on nse across USA
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Opioid use disorder
(OUD) rose more than
4x among pregnant
women from 1999 to 2014.
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National prevalence of opioid use disorder per 1,000 delivery
hospitalizations — National Inpatient Sample (NIS),t Healthcare Cost and
Utilization Project (HCUP), United States, 1999—2014 (MMWR, 8/2018)

Cases per 1,000 delivery hospitalizations
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PREGNANCY AND
SUBSTANCE USE:

A HARM REDUCTION
TOOLKIT

NATIONAL

NARM REDUCTION > K A ey of Pecinarial
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Examples

Needle/syringe exchange
programs

Condoms

Good Samaritan Laws
Drug checking services
Medicaid expansion

OUD treatment in pregnancy

0 ?arles Mackay/HRI




Goals of Harm Reduction in Pregnancy

* Increase engagement in prenatal services and addiction treatment

e Increase referrals to other health and social services

e Reduce substance use and improve overall health

e Reduce health care costs

¢ Improve health outcomes for pregnant people

* Increase the number of babies discharged home with their mothers following birth

e Encourage breastfeeding, improve early attachment/early childhood development



Harm Reduction: Fetal
Neonatal Outcomes

| NoAddiction
Preterm Birth 8.7%
Low Birthweight 5.5%
Fetal Death 0.4%
Neonatal Mortality 0.4%
Post Neonatal Mortality 0.05%

Treated Addiction Untreated Addiction
10.1% 19.0%
7.8% 18.0
0.5% 0.8%
0.4% 1.2%

0.03% 0.1%




ACOG recommends that Unive rsal Screening

screening consist of a mutual
dialogue between clinician and
patient and be performed in
partnership with the woman
with the use of validated
screening tools, with her
consent, and screening should
be applied equally to all people,
regardless of their age, race,
ethnicity, or socioeconomic
status.

SBIRT




Example 4Ps

/ / e L | : —

Parents Did either of your parents have any problems with drugs or alcohol? I:I No D Yes
Does your partner have any problem with drugs or alcohol? D No I:] Yes

Partner Have you ever felt out of control or helpless? [] No [] Yes
Does your partner threaten to hurt or punish you? |:| No |:] Yes
Have you ever drunk beer/wine/liquor? [] No [] vYes

Past Have you ever felt down, depressed or hopeless? D No E] Yes
Have you lost interest in things that used to be fun to you? D No D Yes
Lnn:[jhihrz\(l)v?r:rg\ ?:;Z: ()J/(Zil; rknr::)v'v) you were pregnant, how much tobacco did you use, including cigarettes D NonG D Any
In the month before you knew you were pregnant, how much wine/beer/liquor did you drink? D None [:] Any

Pregnancy

In the month before you knew you were pregnant, how much marijuana did you use ?

O

None D Any

Would you like to become pregnant again in the next year? D No I:] Yes E] | don't know I:] Ok either way I



« American College of Obstetricians and Gynecologists
(ACOG) and the Substance Abuse and Mental Health
Services Administration (SAMHSA), the World Health
Organization recommend that pregnant women with

. s . . ith h
Reco mmen d | ng opioid addiction be treated with methadone or

MAT in

buprenorphine.

p regn a ncy * Obstetric care providers have an opportunity to
provide a medical home for patients during pregnancy
which will

* Increase access
* Decrease stigma “We don’t do that here...”




Case Study: Amber




Amber is a 27 yo G4 P3 at 15 weeks EGA New Prenatal Visit

Screened positive for heroin use x 3 years 3 times a day

“Quit heroin and ETOH about two weeks ago on her own. Does admit to some cravings.
States that she smokes heroin--not injecting. Not specifically interested in treatment, but
did seem interested when | asked her if she had considered Subutex to reduce her
cravings and risk of relapse. She declined behavioral health visit today. Declines urine
drug screen today.”

Plan: “Encouraged her to seek treatment. Note to her PCP regarding her interest in

Subutex treatment. Brochure on treatment options provided”



Return prenatal appt 1 month later (19 weeks)

e “Has decided not to join treatment program - believe she can quit on her own.

Reports last drug use last week.”

o “Expressed approval and admiration for decision to quit heroin. Discussed d/t
history of substance use during pregnancy, OCS would be called following
delivery of baby and it would be in her best interest for her to join a treatment
program and establish a record of regular treatment and negative urine drug

screens. She states she plans to join treatment program.”



(VA

Positives

Addresses the issue

Seems supportive

Encourages treatment program
Anticipatory Guidance (OCS)

Missed Opportunities

More inquiry
o What are some barriers for her?
m Childcare
s Work
m [ransportation
m Depression
m Fear
Offered Behavioral Health or
Community Resource Specialist
Made a plan for short-interval follow up
either in person or by phone
Explain the benefit of MAT on the
pregnancy and newborn
Debunking the Urban Myths



What would you do???

Amber met with her PCP that next week for
Suboxone and was given a handout about the
outpatient treatment program. She did not call the
program.



One month later...

e Presents to OB Triage at 24 weeks over the

weekend after a fall.

e “How is recovery for you going? Doing it on
our own can be really hard.” “Have you

heard about Suboxone that helps prevent

think? | think it might work well for you.”

M‘ 4
.\

people from getting sick?” “What do you };

“We could even start it in OBGYN clinic

tomorrow.”



Motivators Barriers

Readiness to stop using e FEAR of loss of custody

Concern for the baby's health e Not wanting to be away from

Concern about custody of the baby or children/partner/work

other children e Stigma or privacy

Wanting to escape violent environments e Lack of childcare

or homelessness e lLack of transportation

Seeking structure e “Urban Myths” (losing custody of baby,

Eligible for insurance worse withdrawals for baby)



Treatment Options ;_ = =
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MAT Induction in the clinic setting

® Amber is open to the plan to start MAT in
the office the next day

e Risks, benefits and alternatives reviewed.

® NAS reviewed and visit with neonatal
practitioner offered

e Understands that behavioral health

programs are encouraged and may increase

the success rate but is not mandatory.



After Day 1

Inductions

Days 2 and 3

e Follow-up by phone or visit each day
of induction until the maintenance
dose is established

e After maintenance dose is established,
have an office visit in 5-7 days

e Dose adjustments potentially occur
during all 3 phases of treatment, but
are far less common after induction.

e Once daily dosing vs BID/TID



Support Medications in Pregnancy

e Diphenhydramine . Trazadone
e Hydroxyzine

: ° Ambien
e Antidepressants
Diarrhea: ° Hydroxyzine
e Loperamide Muscle/Joint Pain/Headaches:
Nausea/Vomiting: e Acetaminophen
e Ondansetron

e Maxalt

e Promethazine
e Magnesium

Naloxone(Narcan®)



Home Inductions

Once you’re ready, follow these instructions to start on the medication:

Day 1 Day 2
4-16 mg of buprenorphine 4-16 mg of buprenorphine

Dosing depends on how early on the first day you start o Bicat pecple Tesl batter the

Most people feel better the first day after 8-12 mg second day using 4-16 mg of
buprenorphine.

e If you wake up on day 2 and feel

Step 1 Step 2 Step 3 fine, take the same dose you
Take Wait Still feel sick? Wait Stibl Wait took on day 1
1" dose 1 hour total Take 2™ dose 2 hours uncomfortable? 2 hours e If you wake up on day 2 feeling
Take 3™ dose withdrawal, take the same dose
[ e — you took on day 1, plus an
a 4 a additional e mgup to o
mg mg mg moximum of 16 mg/day.

e If you feel withdrawal symptoms
more than 2 hours after your

e Put the strip under your
initial dose, you can take an

tongue. Do NOT swallow. ® Most people feel better

o Keep it there until fully 'aff:er l(wr.) doses orthsdmz. ' = oo e « Stop after this dose. additional 4 mg every 2 hours up
2 - eeling more withdrawa e Take the lose on to o moximum of 16 mg/day.
| ) /) Q. v
dissolved (about 15 min.), Ptons s the 1% ; « Do NOT exceed 16 mg on

Day 1. e Repeat your total day 2 dose
each day until your next follow-
up appointment

then wait for 45 minutes.
e Do NOT eat, drink or talk
at this time.

dose, you will likely feel
better after the 2™ dose.

Do NOT mix buprenorphine with alcohol, benzodiazepines — such as Xanax, Ativan or Valium — or other sedatives.

If you develop worsening symptoms while starting buprenorphine before your next scheduled outpatient

appointment, contact your providerteam




DAY ONE:

WAIT at least 12 hours since using heroin or pain pills
WAIT at least 48 hours since using methadone

Before taking Suboxone, you need to feel lousy from your withdrawal symptoms. Very lousy.

You should have at least 3 of the following feelings:

Twitching, tremors, shaking
Joint and bone aches

Chills or sweating Runny nose, tears in eyes

Anxious or irritable Stomach cramps, nausea, vomiting,
Goose bumps/goose pimples diarrhea

Very restless, can’t sit still

g @ \" @
'j Y ) '\:

Wait as long as you can. The worse you feel when you begin the medication, the better it will make you
feel and the more satisfied you will be with the whole experience.

Heavy yawning
Enlarged pupils

FIRST DOSE: 4 mg of Suboxone under the tongue.

Keep it there. If you swallow the films, they will not
work. The medication is best absorbed through the
thin skin on the bottom of your tongue.




Case continued

Enrolled in Nurse Family Partnership Program

Works with community resource specialist who

helps with housing and transportation options.

Meets with Registered Dietician for nutrition
counseling

Meets with Behavioral Health and Integrated
Psychiatrist for depression and SSRI
management

All of her UDS are positive for
Buprenorphin/Naloxone and negative for

heroin

loa: ion DesiComments.com

Has a spontaneous vaginal birth, baby boy
weighing 8 Lbs 13 0z, no complications. Stayed in
hospital 4 days postpartum for observation of
neonatal abstinence syndrome. OCS met with
Amber and partner and baby is discharged home
with parents.



Neonatal Abstinence Syndrome

e Most common substances: Symptoms:
o Amphetamines o Difficulty sleeping and feeding
o Buprenorphine Irritabilitv. loud pitch
o Codeine o lrritability, loud pitch cry
o Heroin o Tremors
o Oxycodone o Diarrhea, vomiting
o Hydrocodone
o Morphine
o Methadone Eat, Sleep, Console Approach:
e Additional substances: o Monitors how the baby is
o Alcohol functioning, utilizing pharmacologic
o Barbituates treatment as last resort.
Z El?cnozggéazepmes o Keeps baby and mother together
o Some SSRIs o Decreases need for NICU care

% OCS Reporting



The 4th Trimester - Postpartum

e (ritical Period

o Newborn care, breastfeeding,
maternal/infant bonding

o Mood changes, sleep disturbances,
physiologic changes, Cultural norms,“ the
ideal mother” in conflict with what it is like
to have a newborn

o State Insurance expansion

e Neglected Period
o Care shifts from frequent to infrequent
o From Mom-focused to Baby-focused
o Continuity of Care: Addiction Provider?
PCP




Postpartum

Most vulnerable time for relapse,
overdose, and death is 7 -12
months pp.

By 6 months postpartum, over half
of people on MAT during pregnancy
will discontinue MAT.

Recommendations for postpartum
dosing/tapering, very close
monitoring during any dose
changes
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THE OTHER SIDE OF
MOTHERHOOD

ek e Lack of access to MAT
) (transportation, childcare,
insurance)
» Psychiatric comorbidities
e Discontinuation of medical
IEEEEEER care/support

 Pressures of parenting
e No longer pregnant



Integrating Care

Champions

Administrative/Management support

Addiction Medicine Specialist mentor
Support Staff

Behavioral Health

Lab services

Community Resources/Local Treatment Centers

Partners: Nurse Family Partnerships (Nutagsiivik), Parent as Teachers, WIC
Pharmacist

Flexibility!



What can we do?

® Increase the number of prenatal care providers comfortable with MAT!
o Address provider reluctance
o Myth busting/education
o Provide mentor programs

e Better access to treatment programs

® More information and education for people who become pregnant who struggle
with addiction

e \Warm handoffs to primary care providers for continued care
® Be an advocate for individuals, families, providers, health care systems

e Engage People with Lived Experiences






