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Declarations
• Nil relevant to this presentation

Overview of presentation
•
•
•
•
•

Reflect on the life journey which can lead some women on a path to
substance use disorders
Discuss some of the maternal, fetal, obstetric and social
consequences of substance use in pregnancy and beyond
Share case vignettes of deaths linked to substance use from
MBBRACE reports highlighting poor or fragmented care from
medical, obstetric, mental health or addiction services
Emphasize the need for perinatal mental health and addiction
services to have shared skills and integrated pathways of care
Share resources which can help in the identification and
management of SUDs in pregnancy

Key points
•
•
•
•
•
•
•
•

Addiction is not a life choice and for some may be a chronic relapsing
disorder
Inverse care law
Mental health disorders/trauma/domestic violence often precede SUDs
Worse outcomes associated with social deprivation
Engagement can be problematic with women with substance use
disorders
Communication across the health care system is key- no surprisesknow who to contact
Plan for care during hospital and postnatal period for service uses with an
opioid use disorders around 30 weeks
OFFER LONG ACTING REVERSIBLE CONTRACEPTIVE (LARC)
BEFORE DISCHARGE FROM POSTNATAL WARD

An update on substance use disorders (SUDs)
• Substance use disorders now the preferred term (DSM5) - avoid “substance misuse” or “substance abuse”
• Forthcoming NICE guidance on FASD will emphasise
importance of screening for alcohol use throughout
pregnancy
• Barriers between mental health and substance use
services need to replaced with “no wrong door” and
“everyone’s business” approach.

Causes of death between 6 months and one year after pregnancy 2016-2018
MBBRACE
2020

SUBSTANCE USE AND MATERNAL DEATHS ( Dr Margaret Oates OBE
Foreword to Henshaw et al. Modern Management of Perinatal Psychiatric
Disorders 2017)

“Ten per cent of all maternal deaths occurred in
substance misusers, and approximately half of all
psychiatric deaths. Substance misuse was associated
with avoiding antenatal care, high rates of the removal
of the infant into the care of local authorities and the
subsequent absence of both psychiatric and maternity
care for the mother. Very few of these women had had
specialist care from drug addiction services during
their pregnancies

SUDs - core skills for mental health
professionals, midwives and obstetricians

– Screening for substance use disorder using validated tools
– Be competent to deliver brief intervention and/or refer to
treatment services
– Be aware of the medical, obstetric, fetal, psychiatric and social
problems which may be linked to SUDs.
– Have an agreed pathway within each service or Trust on the
care of a service user with a history of substance use in
pregnancy

How are alcohol or other substance use
disorders viewed by some psychiatrists?

• “Not a mental illness”
• “A life style choice”
• Usually excluded from mental health
services unless they have a coexisting mental disorder which meets
their entry criteria.

“This report does not
cover the care of
pregnant women
with alcohol and
substance misuse”.
College Report CR197 (revision of CR88)
July 2015
Approved by: Policy Committee,
November 2014
Due for revision: 2019

“if harmful or dependent drug or
alcohol use is identified in
pregnancy or the postnatal period,
the woman should be referred to a
specialist drug/alcohol service for
advice and treatment.”
Source: NHS Perinatal Mental Health Care Pathways
(2018)

Mental disorders, Mental illness and Severe Mental illness (SMI)
ICD-10 recommends using the term “disorder throughout their classification so as
to avoid even greater problems inherent in the use of terms such as “disease” and
“illness”
(ICD-10 Classification of Mental and Behavioural Disorder WHO 1992:page 5)
Diagnostic and Statistical Manual of Mental Disorders DSM-5 is the “authoritative
guide to the diagnosis of mental disorders”. American Psychiatric Association
(2013)
NEITHER CLASSIFICATION SYSTEM USES THE TERM MENTAL ILLNESS YET
THIS TERM IS USED IN EVERYDAY PRACTICE AND CAN BE USED TO
SEPARATE SUDs FROM OTHER MENTAL DISORDERS

PHE Guidance on co-occurring mental health and alcohol/drug
use (2018)
•

•

•

“Evidence, presented below, tells us that people with cooccurring conditions are often unable to access the care they
need. It is not uncommon for mental health services to exclude
people because of co-occurring alcohol/drug use, a particular
problem for those diagnosed with serious mental illness, who
may also be excluded from alcohol and drug services due to
the severity of their mental illness”.
“This is everyone’s job - meeting co-occurring alcohol/drug
and mental health needs should be core business for both
alcohol, drug and mental health services, supported by wider
health and social care services”
Better care for people with co-occurring mental health and alcohol and drug use conditions Public Health
England (2018)
https://www.gov.uk/government/publications/people-with-co-occurring-conditions-commission-and-provide-services

MBBRACE-UK Saving Lives, Improving Mothers’ Care
Dec 2018

• “Mental health services should work to
minimise barriers to care for women in
pregnancy and the postnatal period,
recognising the need for lowered
thresholds and direct access for maternity
and primary care professionals.”

World Health Organization
Mental and behavioural disorders due to
psychoactive substance use F10 - F19
•
•
•
•
•
•
•
•
•
•

F10. – Mental and behavioural disorders due to use of alcohol
F11. – Mental and behavioural disorders due to use of opioids
F12. – Mental and behavioural disorders due to use of cannabinoids
F13. – Mental and behavioural disorders due to use of sedative hypnotics
F14. – Mental and behavioural disorders due to use of cocaine
F15. – Mental and behavioural disorders due to use of other stimulants,
including caffeine
F16. – Mental and behavioural disorders due to use of hallucinogens
F17. – Mental and behavioural disorders due to use of tobacco
F18. – Mental and behavioural disorders due to use of volatile solvents
F19. – Mental and behavioural disorders due to multiple drug use and use of
otherpsychoactive substances

ICD 10 criteria for alcohol or
drug dependence F10-F19

Three or more of the following have been present together at
some time during the previous year: (a) a strong desire or sense of compulsion to take the
substance;
(b) difficulties in controlling substance-taking behaviour
(c) a physiological withdrawal state
(d) evidence of tolerance
(e) progressive neglect of alternative pleasures or
interests because of psychoactive substance use
(f) persisting with substance use despite harmful
consequences

Forthcoming changes from ICD-10 to ICD-11
(2022)
• ICD-10 contains 10 separates categories of personality
disorder
• ICD-11 (Jan 2022) - major revision of personality section
• ICD-11 includes complex post-traumatic stress
disorder (PTSD) - a new disorder that describes the
more complex reactions that are typical of individuals
exposed to chronic trauma and abuse.

DSM-5 Substance Use Disorders
• Substance Use Disorders

– Clinical features described for 10 classes of drugs
– Rated mild, moderate or severe based on number of
symptom criteria endorsed
– Terms “dependence” and “addiction” no longer used

• Substance- Induced Disorders

– Includes intoxication, withdrawal, and substance-induced
mental disorder (e.g. substance-induced depressive
disorder or psychotic disorder
– Last less than I month

Addiction Science | National Institute on Drug Abuse
(NIDA)

About Addiction Science
“Many people don't understand why or how other people
become addicted to drugs. They may mistakenly think that
those who use drugs lack moral principles or willpower and
that they could stop their drug use simply by choosing to.”
“Drugs change the brain in ways that make quitting hard,
even for those who want to.”

How does diagnosis influence the likelihood of
mother being supported to care for her baby during
later stages pregnancy?
a) Mental disorder e.g. bipolar disorder or
moderate/severe depression
• All efforts made to keep mother and baby together safely until
mother recovered

b) Mental disorder -substance use
• Focus on child protection care proceeding without opportunity for
mother to be given time to recover and care for her baby

How can using alcohol or drugs seem to help at least
in the short term?

• Temporary escape from grief , emotional pain,
depression intolerable circumstances
• Emotional numbing if being abused or
exploited
• To relieve symptoms of alcohol or drug
withdrawal once dependence has been
established
•
Relieve physical pain

Risk factors for addictive disorders in women
• Lack of attachment to carers
• Adverse childhood experiences (ACEs) including
being through care system
• Mental health problems
• Repeated exposure to trauma
• Loss of children
• Feeling trapped in abusive relationship
• Feeling worthless, used and beyond help

Substance use in pregnancy - co-existing
disorders
PHYSICAL
HEALTH

MENTAL
HEALTH

& ADDICTIVE
DISORDERS

PREGNANCY
DISEASES &
DISORDERS

SOCIAL
INEQUALITIES

Diagnosis?

• A 30 year old woman at 34 weeks gestation is

brought to ED following sudden onset of severe
chest and back pain which is described as tearing
in nature. She has been vomiting, is sweating and
feels faint.
• Her partner advises she had been using cocaine
and has a history of hypertension

»AORTIC DISSECTION

Case vignette (adapted from case vignette
JAMA 1987; 258 (18): 2530)
• “You are asked to see a 25 year old women who is 14
weeks pregnant in her first pregnancy. She has recently
been diagnosed with severe hyperemesis gravidarum
but has been brought to the ED because of confusion.
She is not able to give you much of a history. On
examination she is noted to have nystagmus on lateral
gaze and ataxic gait. Do you want to give her a specific
treatment?”

Clinical features and treatment of known or
suspected Wernicke’s Encephalopathy
•
•
•
•
•

Neurological condition due to acute thiamine deficiency
Presents with confusion, ataxic gait, ocular abnormalities
Most commonly occurs following acute alcohol withdrawal but also
seen in hyperemesis gravidarum
May result in death or long term memory problems
Treat with high doses of PABRINEX®
– Two pairs of intravenous Amps I and 2 three times a day for 5 days. If
improving continue one pair of Amps I and 2 iv daily until no further
improvement
– Given slowly in 50 –100ml of 0.9% NaCl over 20-30 minutes

Consequences of maternal alcohol or
other substance use disorders
•
•
•
•

Maternal
Fetal
Obstetric
Social

Health and social care issues in women with SUDs
–
–
–
–
–
–
–
–

Mental disorders
Poor diet
Poor dentition
Poverty
Domestic violence
Child care issues
Criminal Justice issues
Housing problems/ socially
excluded
– Typically long term smoker
of cigarettes

•
•
•
•
•
•
•
•
•

Overdose/death
Poor physical health
Hepatitis C (not routinely
tested in pregnancy)
Hepatitis B & HIV
Withdrawal symptoms
Typically unplanned pregnancy
Typically irregular or no use
of contraceptives
If IV drug user poor venous
access and h/o DVT
Partner may also use drugs

Factors influencing consequences of maternal
drug use on the developing fetus
•
•
•
•
•
•
•

amount and number of all drugs
used, including nicotine or alcohol
extent of prenatal care
exposure to violence in the
environment
socioeconomic conditions
maternal nutrition
other health conditions
exposure to sexually transmitted
diseases

•
•
•

parenting styles
quality of care during early
childhood
continued parental drug use

Source NIDA (2016)
https://www.drugabuse.gov/publications/rese
arch-reports/cocaine/what-are-effectsmaternal-cocaine-use

Drugs which may be associated with SUDs
Sedatives

Alcohol
Benzodiazepines & Z-drugs
Opioids
Pregabalin & Gabapentin
Cannabis
Antihistamines
Antipsychotics

Stimulants

Nicotine
Cocaine
Amphetamines
Modafinil
Mephedrone

Other drugs with euphoric, hallucinogenic or dissociative
properties Ecstasy, LSD, GHB/GHL, Synthetic Cannabis “Spice”
Ketamine
PRESCRIPTION DRUG AND OVER THE COUNTER MEDICATION
IS PREVALENT AND OFTEN OVERLOOKED

Polydrug use is the norm, not the exception

USE

KEY POINTS
Do not advise abruptly stopping any of these substances if
evidence of dependent use (seek advice or refer to addiction
service):–
–
–
–

•

Alcohol
Benzodiazepines
Opioids
Pregabalin / Gabapentin

Safety of pregabalin in pregnancy is not clear and best avoided
– also has abuse potential
– Increases risk of death when used with opioids

Potential consequences of substance use in pregnancy
on the fetus, neonate and beyond
•
•
•
•

Intrauterine growth retardation
Low birth rate
Premature delivery
Perinatal morbidity and
mortality
• Sudden Infant Death (SIDS) or
cot death
• Blood borne viruses

AND IN SOME CASES
• Neonatal Abstinence
Syndrome, most commonly
due to maternal opioid use
• Increased risk of parental
separation and entering the
care system
• Bain injury
• Developmental or behavioural
disorders in later life

Four CMOs’ guidance on alcohol use for females who
are pregnant are planning a pregnancy

• “If you are pregnant or planning a pregnancy,
the safest approach is not to drink alcohol at
all, to keep risks to your baby to a minimum.”
• “The risk of harm to the baby is likely to be
low if a woman has drunk only small amounts
of alcohol before she knew she was pregnant
or during pregnancy.”
UK Chief Medical Officers’ Alcohol Guidelines Review 2016

ACOG COMMITTEE OPINION (2017): Opioid
use and opioid use disorder in pregnancy
• Screen for substance use disorders
• Minimise opioid use for chronic pain
• Maintain on an opioid substitute treatment (methadone
or buprenorphine) if addicted to opioids during
pregnancy
• Breast feed if stable
• Monitor fetal growth and for neonatal withdrawal
• Integrate care with addiction services ( and other health
and social care professionals)
• Access to contraceptive care
Opioid use and opioid use disorder in pregnancy. Committee Opinion No. 711 American College of
Obstetricians and Gynaecologists. Obstet Gynaecol 2017, 130:e81-94

Summary- care issues for women with history of heroin
use and maintained on an opioid substitute treatment
•
•
•
•
•
•
•
•

Poor venous access
May have Hep C ( not screened antenatally)
May have h/o DVT due to injecting in femoral vein
May have undiagnosed cardiac disease
Pain relief - buprenorphine blocks effects of other opioids
Addiction Service will maintain on OST (methadone or buprenorphine
medications - avoid supplying methadone or buprenorphine from hospital
on discharge
Clear plan in relation to care of newborn – avoid naloxone
Pre – birth meeting to plan care during delivery and post-natal period

Summary of pharmacological treatment options for
drug use in pregnancy

• Alcohol
If dependent assisted
withdrawal in hospital
• Benzodiazepines
Assisted withdrawal in
community or hospital to lowest dose possible
• Opioids
Stabilise on long acting opioids
(methadone or buprenorphine usually in hospital)
• Pregabalin or gabapentin
Assisted
withdrawal in community or hospital

Pregnancy and complex social factors:
a model for service provision for
pregnant women with complex social
factors
NICE Clinical guideline
[CG110]Published date: 22 September
2010 update 2019
https://www.nice.org.uk/guidance/cg
110

Service organisation and delivery (NICE 2010 update
2019)

• Jointly developing care plans across
agencies
• Including information about opiate
replacement therapy in care plans
• Co-locating services
• Offering women information about the
services provided by other agencies.

Pregnancy and complex social factors: a model for service provision for pregnant
women with complex social factors Clinical guideline [CG110] Published date: September
2010 Pathway update 2019

Service organisation and delivery (NICE 2010, update
2019)
• Integrating care from different services
• Ensuring that the attitudes of staff do not prevent women
from using services
• Addressing women's fears about the involvement of
children's services and potential removal of their child,
by providing information tailored to their needs
• Addressing women's feelings of guilt about their misuse
of substances and the potential effects on their baby.
Pregnancy and complex social factors: a model for service provision for pregnant women with complex
social factors Clinical guideline [CG110] Published date: September 2010 Pathway update 2019

Overcome barriers to care and track progress (NICE 2010,
update 2019)

• Progress is tracked through the relevant
agencies involved in her care
• Notes from the different agencies involved in her
care are combined into a single document
• There is a coordinated care plan.
Pregnancy and complex social factors: a model for service provision for pregnant
women with complex social factors Clinical guideline [CG110] Published date:
September 2010 Pathway update 2019

Information and support
•

•
•

Offer the woman a named midwife or doctor who has specialist
knowledge of, and experience in, the care of women who
misuse substances, and provide a direct-line telephone number
for the named midwife or doctor.
The first time a woman who misuses substances discloses that
she is pregnant, offer her referral to an appropriate substance
misuse programme.
The named midwife or doctor should tell the woman about
relevant additional services (such as drug and alcohol misuse
support services)

Pregnancy and complex social factors: a model for service provision for pregnant
women with complex social factors Clinical guideline [CG110] Published date:
September 2010 Pathway update 2019

Conclusions
• Perinatal psychiatric services are now
being funded and rolled out
• Unmet needs of women with substance
use disorder in pregnancy and perinatal
period have been largely ignored and
must be addressed

MBBRACE-UK Saving
Lives, Improving
Mother’s Care
November 2018
https://www.npeu.ox.ac.uk/mbrr
ace-uk/presentations/savinglives-improving-mothers-care

“Maternal suicide is the fifth most
common cause of women’s deaths
during pregnancy and its immediate
aftermath, but is the leading cause of
death over the first year after
pregnancy.
MBRRACE-UK: Mothers and Babies: Reducing Risk through
Audits and Confidential Enquiries across the UK, 1st November
2018

“There appears to have been a shift in
the pattern of diagnoses among the
women who died by suicide.
A significant proportion had evidence of
longstanding emotional instability,
characterised by early life adversity,
multiple social disadvantage, chaotic
patterns of engagement and, not
infrequently, co-morbid substance
misuse.” (Page 51)
MBRRACE-UK 2018

• “vulnerability is most often
represented by the trio of
domestic abuse, mental health
problems and drug and alcohol
problems
• “There is often a cycle of families
with intergenerational problems”
MBRRACE-UK: Mothers and Babies: Reducing Risk through Audits
and Confidential Enquiries across the UK, 1st November 2018

”Specifically, it highlights yet again that a
number of women died by suicide after a
pregnancy or postnatal loss, or after
removal of their infant into care. For some
women, pre-existing mental health conditions
were exacerbated when their child was
removed, and it is essential that care for the
mother increases rather than decreases in
these circumstances. On too many
occasions the mother was forgotten once
services were appropriately reassured that
her child was safe.”
MBRRACE-UK: Mothers and Babies: Reducing Risk
through Audits and Confidential Enquiries across the UK,
1st November 2018 (Foreword)

 71 women had died by suicide during
pregnancy or up to one year after pregnancy in
2014-16 in the UK and Ireland.
 During the same period there were 43 women
whose deaths were related to drug and alcohol
misuse
 “14 women were murdered, all by partner or a
former partner, 10 of whom died during
pregnancy or up to six weeks after pregnancy”
MBRRACE-UK: Mothers and Babies: Reducing Risk through Audits
and Confidential Enquiries across the UK, 1st November 2018

Case vignettes from MBBRACE
Confidential Inquiries into deaths of
women with alcohol and/or drug
problems during in pregnancy or
within one year of delivery

• “After a woman with known substance
dependence had surgical management of an
ectopic pregnancy no risk assessment for
VTE (venous thromboembolism) was carried
out. When she presented with shortness of
breath and tachycardia the focus was on
concern about possible withdrawal symptoms
though the cause of her symptoms was
the pulmonary embolism from which she
died.”
MBRRACE-UK: Mothers and Babies: Reducing Risk through Audits
and Confidential Enquiries across the UK, 1st November 2018 (page
36)

“A woman with known drug and alcohol
dependence presented to the Emergency
Department with abdominal pain and vomiting a
few months after giving birth. She was found
to have severe hypokalaemia, but was
discharged with oral potassium
supplements and oral antiemetics. She
collapsed and died shortly after discharge.
Her death was thought to be due to a cardiac
arrhythmia in relation to metabolic disturbance,
secondary to vomiting due to alcohol and drug
withdrawal”. (page 65) (MBRRACE-UK: 2018)

Why Mothers die 1997-1999 Chapter 11 Page 173-175.

“This young, pregnant, heroin dependant
woman committed suicide by hanging. This
took place on a significant public holiday,
shortly after she was discharged from
prison. On the day of her discharge, to an
empty house and without any apparent
support, she phoned her friends to say she
was intending to kill herself and did so, by
violent means, the following day.”

“A woman in her 30s died within a few days of the birth of her
child. She had significant polysubstance misuse and her older
children were in care. She had a history of overdosing. In
pregnancy, she was seen by a prison psychiatrist and was
followed up regularly. She repeatedly mentioned thoughts of selfharm, often linked to ongoing child protection procedures, but
said that being pregnant was why she did not act on these
thoughts. She last had contact with prison mental health services
several days before she gave birth. She believed she would be
able to remain in hospital with her baby after she gave birth until
her baby was removed into care. However, she was moved back
to prison without her baby but encouraged to visit daily and to
express. Equipment for expressing was not always available to
her in prison.

On the day she died, she was informed that she could no
longer visit her baby, but could express milk. She had no
contact with prison psychiatric services in the postnatal
period” . (page 56). (MBRRACE-UK: 2018)

“A woman with a long history of
depression and alcohol misuse died a
few weeks after the removal of her
children into care. Her antidepressants had
been discontinued by her GP in the first
trimester and she had subsequently selfharmed during pregnancy. In the postnatal
period, her behaviour was erratic, with
excessive alcohol use. There was little
communication between her GP and health
visitor concerning her risk at the time of child
removal” (page 50). (MBRRACE-UK: 2018)

“A woman with complex problems including
an emotionally unstable personality
disorder, diabetes, a gastric band and
chronic pain became pregnant despite an
implant. She was delivered early because
of intrauterine growth retardation and
discharged home with a large supply of
tramadol for pain relief. A few days after
giving birth she died and at postmortem
was found to have a fatal level of tramadol
and other drugs in her blood.” (page 67)
(MBRRACE-UK: 2018)

Why Mothers die 1997-1999 Chapter 11 Page 173-175

• “A multiparous married woman died from
an apparently accidental overdose of
heroin in the third trimester of her
pregnancy. She was known to have a
long history of intravenous heroin use and
arrangements had been made during
pregnancy to access the substance
misuse services and to transfer to
methadone maintenance programme.
However she failed to attend.”

Identification and management of
alcohol and other substance use
in pregnancy

Screening for alcohol or other substance use in
pregnancy
• Develop rapport
• Non- judgemental approach
• Use open- ended question
• Seek permission to discuss substance use
• Emphasise this is standard practice
• Be confident that you how to give advice and who to
refer to if indicated
• Use screening tools and structured approach

Alcohol smoking and other substance use in the perinatal
period Clare Wilson, Emily Finch, Catherine Kerr, Judy Shakespeare
British Medical Journal
BMJ 2020;369:m1627
http://dx.doi.org/10.1136/bmj.m1627

Brief screening tools for alcohol use
• AUDIT (10 items
• AUDIT –C ( first 3 items of AUDIT)
• TWEAK and T–ACE (pregnancy specific, included in
antenatal screening tools in Scotland
– Delivering an ABI: Process, screening tools and guidance
notes. Alcohol brief interventions Antenatal professional
pack. © NHS Health Scotland 2017
http://www.healthscotland.scot/media/1281/antenatalcribsheet_jan2017_english.pdf
•

Using the AUDIT and AUDIT-C
•

The Alcohol Use Disorders Identification Test (AUDIT) (WHO)
– a 10-item screening tool to assess alcohol consumption, drinking
behaviors, and alcohol-related problems. (Scored 0 - 40)
– AUDIT score ≥20 suggest dependence on alcohol

•

The AUDIT-C Test is the first three questions of the 10-item
AUDIT. (Scored 0 - 12)
– Preferred on grounds of brevity as initial screening tool
– AUDIT- C score 11-12 suggest dependence on alcohol

Alcohol use disorders identification test (AUDIT)
•
•
•
•
•
•

10 questions
Based on 1 standard drink = 10 grams pure alcohol
UK 1 unit of alcohol = 8gm pure alcohol
Australia & N. Zealand = 10 grams pure alcohol
USA 1 standard drink = 14 grams of alcohol
Canada 1 standard drink = 13.6 grams pure alcohol

How to calculate units of alcohol
 Units calculated as:-

Volume (ml) × Alcohol by Volume %
1000
½ pint of beer 3.5 % AbV = 1 unit
1 NI measure of spirits 40% AbV (35 mls) = 1.5 units
1 English measure spirits 40% AbV (25mls) = 1 unit
1 glass of wine 125 mls (12% AbV) 1.5 units
1 litre of spirits (40% AbV) 40 units
Consuming 15 units on a daily basis likely to result in physical
dependence

Measuring units of alcohol
• NHS Alcohol units - Alcohol support
https://www.nhs.uk/live-well/alcohol-support/calculatingalcohol-units/
• Alcohol Change Alcohol Calculator
https://alcoholchange.org.uk/alcohol-facts/interactivetools/unit-calculator

42% of Midwives
were aware of the 4
CMOs guidance
(2016) to avoid
alcohol if pregnant
or planning to get
pregnant
ALCOHOL GUIDELINES FOR PREGNANT
WOMEN: BARRIERS AND ENABLERS FOR
MIDWIVES TO DELIVER ADVICE (2019)
Institute Alcohol Studies
https://www.ias.org.uk/uploads/pdf/IAS%20report
s/rp37092019.pdf

This tool was not intended for use in pregnancy

Western Australia Health AUDIT-C Learning Guide (2016)

Reibel T and Giglia R.
(2016) WA Health AUDIT-C
Learning Guide. Telethon
Kids Institute, University of
Western Australia, under
contract with the WA
Department of Health;
2016
wa-health-audit-c-learningguide-2016-webversion.pdf
(fasdhub.org.au

Stratifying risk of alcohol harm to women using AUDIT-C
score ( Western Australia AUDIT-C Learning Guide: 2016)
Low risk of harm to women Medium risk of harm to
(total score 0-3)
women (total score 4-7)

High risk of harm to
women (total score 8+)

a)

a)

b)
c)

Discuss score and provide
feedback for low risk drinking
Assess by providing alcohol
harm reduction resources
Offer to arrange a follow up
session if needed

a)
b)
c)
d)

Discuss score and provide
feedback for risky drinking
Discuss positives and negatives
of taking action
Assess by providing alcohol
harm prevention and reduction
resources
Offer to arrange referral and
follow-up session if needed

Discuss score and provide
feedback for high risk drinking

WARNING : People who score in
the high risk range (8+) should not
be told to stop drinking alcohol or
cut down without seeing a doctor
b)
c)
d)
e)

Discuss positives and
negatives of taking action
Provide contact information
for alcohol and other drug
services, ADS and a doctor
Assist by providing alcohol
harm reduction and reduction
resources
Offer to arrange referral and a
follow – up session

Stratifying risk of alcohol harm to the fetus
using AUDIT-C score ( Western Australia AUDIT-C Learning
Guide: 2016)

Total AUDIT-C score:-

0 = no risk of fetal harm
1-4 = risk of fetal harm
5+ = higher risk of fetal harm

Stages of Change Model
Permanent exit
Relapse Precontemplation
Maintenance
Contemplation

Action
Preparation

Interactive exchange using motivational
enhancement
• How important is it for you to reduce your
drinking?
• If you decided to reduce your drinking, how
confident are you that you would succeed?
• What might be the not so good things about
reducing your drinking?
• What might be the good things about
reducing your drinking?

The 5 As approach to delivering brief interventions
to stopping or reducing smoking

ASK (current smoking status)
ASSESS (readiness to change)
ADVISE (cut down or abstinence)
ASSIST ( tailored to not ready, unsure, ready
or recent quitter
• ARRANGE (follow-up)
•
•
•
•

(Source: Guidelines for the Management of Substance Use During Pregnancy Birth and
the Postnatal Period New South Wales Ministry of Health Australia 2014)

FRAMES - six essential elements in delivering brief
interventions
• Feedback - provides feedback on the client’s risk for
alcohol problems
• Responsibility - the individual is responsible for change
• Advice - advises reduction or gives explicit direction to
change
• Menu - provides a variety of options for change
• Empathy - emphasises a warm, reflective and
understanding approach
• Self-efficacy - encourages optimism about changing

behaviour

Use a decisional balance sheet to assist
changing behaviour
Costs
To carry on as I am now
Emotional
Work
Relationships/ family
Money
Social Life
Health
Legal issues

To stop or reduce my
drinking
Emotional
Work
Relationships/ family
Money
Social Life
Health
Legal issues

Benefits

Drinking diary
Day/
date

Place

Time/who
with

No.of units
drunk and
quantity and
type

Describe how you felt before,
during and after drinking

Money
spent

Sunday
Monday
Tuesday
Wednesday
Thursda
y
Friday
Saturday
Total (units)

Total

“Man up, drinks down” (Australia)

P
R
E
G
N
A
N
C
Y

Features of alcohol dependence
 A compulsive need to drink and a loss of control over
the amount consumed in one sitting.
 Suffering from withdrawal symptoms like sweating,
tremors and nausea – and then drinking alcohol to make
these symptoms stop.
 Developing a tolerance to alcohol
 Realising that your professional and personal
relationships are suffering because of alcohol, but not
being able to stop.

Assessment tools to assess the nature and severity of
alcohol misuse
•
•
•
•
•

AUDIT for identification and as a routine outcome measure in
adapted form AUDIT-O
Severity of Dependence Questionnaire (SADQ) or Leeds
Dependence Questionnaire (LDQ)for severity of dependence
Alcohol Problems Questionnaire (APQ) for the nature and
extent of the problems arising from alcohol misuse.
Clinical Institute Withdrawal Assessment of Alcohol Scale,
revised (CIWA-Ar) for severity of withdrawal
GMAS (Glasgow Modified Alcohol Withdrawal Scale)

Alcohol-use disorders:

diagnosis, assessment and
management of harmful drinking
and alcohol dependence
Implementing NICE guidance
2nd. Edition - August 2011
NICE clinical guideline 115

Alcohol use disorders: NICE 115 – guidance on inpatient or
residential treatment for assisted alcohol withdrawal

Medical complications of alcohol use disorders (1)
•
•
•
•
•
•
•

Cardiovascular disease
Cerebrovascular disease
Hypertension
Cancers
Liver cirrhosis
Alcoholic hepatitis
Gastritis

• Brain injury
• Wernicke- Korsakoff
syndrome
• Myopathy
• Peripheral neuropathy
• Pancreatitis
• Withdrawal syndrome
and Delirium Tremens
• Seizures

Medical complications of alcohol use disorders (2)

• Coma and death due
to acute intoxication
• Hypoglycaemia
• Hypothermia
• ↓Na+ ↓K+ ↓Mg++

• Mallory-Weiss
syndrome
• Foetal Alcohol
syndrome

CIWA-Ar

Clinical Institute Withdrawal
Assessment
for Alcohol -Revised(CIWAAr)
0-9: absent or minimal
withdrawal
10-15: mild withdrawal
16 – 20: moderate withdrawal
20-67: severe withdrawal

GMAS

Score 0:
Repeat
score in 2 hours
Discontinued after
scoring 0 on 4
consecutive occasions,
except if less than 48hrs
after last drink.
1-3:
Indicates mild
withdrawal
4-6:
Indicates
moderate withdrawal
7-10: Indicates severe
withdrawal

Alcohol
use in
pregnancy

Risks of drinking heavily during
pregnancy
• ↑ risk of premature labour
• make your baby more prone to illness in infancy and
in childhood, and also as an adult
• cause fetal alcohol spectrum disorder (FASD) or
fetal alcohol syndrome (FAS).
• The more you drink, the more your baby’s growth
will be affected and the less healthy your baby will
be.
Alcohol and Pregnancy - Royal College of Obstetricians and
Gynaecologists. Published in February 2015 (Reviewed in January 2018)

Alcohol and calories
• 1 gram of alcohol contains 7 calories
similar to pure fat
• Average bottle of wine contains 600
calories
• Four pints of average strength lager
contains 640 calories .

Management of acute alcohol withdrawal in pregnancy

• “Hospitalization is recommended, especially if substance use
•
•

•

disorder is associated or in high risk women”
Use CIWA-Ar to monitor alcohol withdrawal
Use Benzodiazepines at the lowest dose for the shortest duration:,
chlordiazepoxide or diazepam first line early pregnancy – caution
with clonazepam and lorazepam due to higher malformation
risks.preferentially oxazepam (short half-life)
Relapse prevention medication not recommended or
contraindicated ( acamprosate, naltrexone, disulfiram)

Source; Thibaut F, Chagraoui A, Buckley L. (2018) WFSBP and IAWMH Guidelines for he
treatment of alcohol use disorders in pregnant women World Journal of Biological
Psychiatry
htps://www.wfsbp.org/fileadmin/user_upload/WFSBP_and_IAWMH_Guidelines_for_the_treatment_of_
alcohol_use_disorders_in_pregnant_women.pdf

Fetal Alcohol Spectrum
Disorders (FASD)

Scottish
Intercollegiate
Guidelines Network
SIGN 156

Children and young
people exposed
prenatally to
alcohol- a national
clinical guideline
January 2019
https://www.sign.ac.uk/assets/sign
156.pdf

Children and young people exposed prenatally
to alcohol (SIGN 2019)

“Fetal alcohol spectrum disorder FASD in
the UK 32.4 per 1,000 (95% CI 20.0 to 49.0)
making neurodevelopmental disorder related
to prenatal alcohol exposure (PAE) one of
the commonest preventable causes of
impairment”.

Global prevalence of alcohol use during
pregnancy and fetal alcohol syndrome
•

10% of women in the general population consume alcohol during
pregnancy globally with highest rates in Europe
– one in 67 women delivered a child with FAS
– estimated ratio FAS TO FASD is 1:8 or 1:9 .
– about 15 of every 10 000 live births worldwide

• UK and Ireland both in top 5 countries in the world
Source: Popova S, Lange S, Probst C, Gmel G et al (2017) Estimation of national, regional, and
global prevalence of alcohol use during pregnancy and fetal alcohol syndrome: a systematic review
and meta-analysis Lancet Glob Health

NICE Fetal alcohol spectrum disorder
In development [GID-QS10139] Expected publication date: TBC
https://www.nice.org.uk/guidance/indevelopment/gid-qs10139/documents

Quality statements
•

Statement 1 Pregnant women are given advice not to drink alcohol
during pregnancy at their first contact appointment.

•

Statement 2 Pregnant women have information on their alcohol
consumption recorded throughout their pregnancy.

•

Statement 3 Children and young people with physical, developmental or
behavioural difficulties and probable prenatal alcohol exposure are
referred for assessment.

NICE Fetal alcohol spectrum disorder
In development [GID-QS10139] Expected publication date: TBC
https://www.nice.org.uk/guidance/indevelopment/gid-qs10139/documents

• Statement 4 Children and young people with confirmed
prenatal alcohol exposure or all 3 facial features associated
with prenatal alcohol exposure have a neurodevelopmental
assessment if there are clinical concerns.
• Statement 5 Children and young people with a diagnosis of
fetal alcohol spectrum disorder (FASD) have a management
plan to address their needs.

REDUCING UNPLANNED
PREGNANCIES
“Would you like to get
pregnant in the next
year?”

https://www.rcm.org.uk/news-views-and-analysis/news/new-guidance-onreproductive-health-and-pregnancy

FRSH Guideline Contraception After Pregnancy (2017).
Faculty of Sexual & Reproductive Healthcare (FSRH)
• “Maternity service
providers should
ensure that all women
after pregnancy have
access to the full range
of contraceptives,
including the most
effective LARC
methods, to start
immediately after
childbirth”.

RCOG Better for
women 2019
https://www.rcog.
org.uk/globalasse
ts/documents/ne
ws/campaignsandopinions/betterfor-women/betterfor-women-fullreport.pdf

Recommendation 6: Post-pregnancy contraception
should be a key part of the maternity pathway (RCOG
Better for Women 2019)

“NHS England, NHS Scotland, NHS Wales and Health
and Social Care Northern Ireland must embed
immediate post-pregnancy contraception
maternity pathways and support for all women.
Until 100% implementation has been achieved, clear
referral pathways into general practice or sexual and
reproductive healthcare clinics should be provided. All
midwives and allied professions should be trained to
provide this important aspect of this holistic maternity
pathway and reproductive care.”

NICOTINE

Smoking in pregnancy
Smoking increases the risk of:
• miscarriage – 25%
• stillbirth – 40%
• death of new born (cot death)– 40%
• low birth weight – 300%
• premature birth – 200%
• premature rupture of the membranes –
300%
• foetal malformation (cleft lip, palate) –
30%
• placental abruption – 240%
• placenta praevia – 300%
(41-51)

NATIONAL CENTRE SMOKING
CESSATON AND TRAINING 2016

Treatment of heroin or other
opioid use disorders in
pregnancy

Drug misuse and dependence –
UK guidelines on clinical
management DH 2017

Provides clinical guidelines on
drug treatment and standard of
care for clinicians prescribing
opioid substitute treatments
(i.e. methadone and
buprenorphine)

https://assets.publishing.service.gov.u
k/government/uploads/system/uploads
/attachment_data/file/673978/clinical_g
uidelines_2017.pdf

Substance Abuse and
Mental Health Services
Administration. Clinical
Guidance for Treating
Pregnant and Parenting
Women With Opioid Use
Disorder and Their Infants.
HHS Publication No. (SMA)
18-5054. Rockville, MD:
Substance Abuse and
Mental Health Services
Administration, 2018.
https://store.samhsa.gov/system/files/
sma18-5054.pdf

Establishing a diagnosis of opioid dependence
syndrome
 History
 withdrawal symptoms, loss of control,
 continuing use despite negative consequences
 rapid reinstatement following abstinent
 Examination
 Evidence of intravenous drug misuse, valvular heart disease,
damage to peripheral or femoral veins, past history of DVT.
 Urine or saliva drug screen results
 If possible OBTAIN history from significant others or other health
professionals

People Who Inject Drugs- potential medical
complications
• Infections - Abscesses, cellulitis, endocarditis,
septicemia
• DVT, pulmonary embolus (femoral vein used by
injectors after peripheral veins are no longer patent)
• Venous access difficult in an emergency
• Blood-borne infections (Hep B, Hep C , HIV)- Must test
for Hepatitis C as not part of routine screening
• Increased risk of overdose /death especially if loss of
tolerance following abstinence or polydrug use
• Pain management problematic

Signs of acute opiate withdrawal
(UK Clinical Guidelines 2017)

Urine drug screening
• Help confirms what drugs are being used before
prescribing an opioid or a gabapentenoids
• Helps monitor progress and may flag up unexpected
drug use such as pregabalin or gabapentin
• Does not need to be directly supervised but check
temperature ph, specific gravity to reduce risk of
unreliable sample.
• Should be regarded as standard practice when
prescribing drug with abuse potential

ACOG COMMITTEE OPINION (2017): Opioid
use and opioid use disorder in pregnancy
• Screen for substance use disorders
• Minimise opioid use for chronic pain
• Maintain on an opioid substitute treatment (methadone
or buprenorphine) if addicted to opioids during
pregnancy
• Breast feed if stable
• Monitor fetal growth and for neonatal withdrawal
• Integrate care with addiction services ( and other health
and social care professionals)
• Access to contraceptive care
Opioid use and opioid use disorder in pregnancy. Committee Opinion No. 711 American College of
Obstetricians and Gynaecologists. Obstet Gynaecol 2017, 130:e81-94

Principles of treatment for addiction to heroin
or other opioids
•

•

•
•

Detoxification possible in hospital or community but:– Relapse rated are high (ACOG)
– ↑ risk of overdose post detox due to rapid loss of tolerance
Best option generally initiation and stabilisation on to an opioid
substitute treatment (OST)
– Methadone (preferred in pregnancy if not already on an OST)
– Buprenorphine
OSTs are initially dispensed and supervised in a community pharmacy
6 days a week with take home doses depending on stability
Diversion and safe storage of OSTs are a major safety concern

Methadone
• A full opiods agonist
• Dose induction and
titration requires
some expertise
• Drug interactions
can be problematic
• Risk of QTc
prolongation

• Prescribe as liquid
as tablets can be
crushed and
injected
• Single daily dosing
for OST but needs
to be given in split
doses for analgesia
• Significant cause of
drug related deaths

Setting for induction on to Methadone
• Best initiated on to methadone as an inpatient if
available
– Admit to Addiction Unit and no complications for
pregnancy , otherwise admit to ante-natal unit with
in-reach from Addiction Services (some flexibility)
– May also be dependent on benzodiazepines, alcohol
, nicotine, cannabis or other drugs
– Exclude liver disease - check screened for Hepatitis
C as well as Hepatitis B and HIV

Multidisciplinary Pre-birth meeting around 30 weeks
• Aims to clarify the care plan for delivery and post-natal
period
–
–
–
–
–
–
–
–

Obstetrician, Hospital and Community midwives
Anaesthetist if anaesthetic or pain control issues
Hospital and Community Social Workers
Paediatrician or Senior Nursing Staff from Neonatal Unit
Health Visitor
General Practitioner
Patient and partner
Child protection meetings to be held separately

Management of patients who are maintained on Methadone or
Buprenorphine during labour and post natal period (1)

• Should have delivery plan in place
• Must link with prescribing service and dispensing
pharmacist
– Confirm dose and day last dispensed
– If missed 3 consecutive days seek advice from
addiction services
• Pain relief
• Possible drug use in hospital

Management of patients who are maintained on
Methadone or Buprenorphine during labour and
post natal period (2)

• Arrange discharge medication with community
prescriber
• Child care issues addressed and planned pre –birth
• Increased risk of BBVs and needle stick injuries
• Risk of overdose on the ward
• Avoid discharges at weekend
• Monitor mental health
• Review by Addictions Service or Liaison Practitioner
prior to discharge

Buprenorphine – prescribed as an opioid substitute
treatment
•
•
•
•
•
•

Usually prescribed as a sublingual preparation
Risk of misuse reduced by combining buprenorphine with
naloxone (Suboxone™) - not to be prescribed in pregnancy
Also available as Espranor™ which is placed on the tongue
Also available as an subcutaneous injection given on a
weekly or monthly basis Buvidal™
Pain relief can be an issue due to partial opioid agonist
properties
Buprenorphine has potential to be diverted, snorted or
injected

Fetal complications of opioid use
•
•
•
•
•
•
•

Neonatal Abstinence Syndrome
Intrauterine growth retardation
Neonatal death
Prematurity
Stillbirth
HIV/ AIDS
Hepatitis B or C

Naloxone
• Patients at risk of an opioid overdose should
have been issued with a Naloxone kit to be
injected in the event of an opioid overdose
• Do not give naloxone to a newborn if
mother has been maintained on opioids
unless on advice of a paediatrician

Marijuana Use During Pregnancy and Breastfeeding

• “concerns regarding both short-term growth and
long term neurodevelopmental and behavioral
consequences of prenatal exposure to marijuana.
• avoid marijuana use in pregnancy and if
breastfeeding
• “may be subject to child welfare investigations”

Ryan SA, Ammerman SD, O’Connor ME, AAP COMMITTEE ON SUBSTANCE USE AND
PREVENTION, AAP SECTION ON BREASTFEEDING. Marijuana Use During Pregnancy
and Breastfeeding: Implications for Neonatal and Childhood Outcomes. Pediatrics.
2018;142(3):e20181889

Cocaine
• high risk to mother and developing fetus
• neurodevelopmental issues including impaired preterm
birth
• seizures
• CVA
• cardiac disease
• placental problems including placental abruption
• impaired fetal growth,
• congenital malformations, stillbirth, and SIDS (sudden
infant death syndrome)

Summary- care issues for women with history of heroin
use and maintained on an opioid substitute treatment
•
•
•
•
•
•
•
•
•

Poor venous access
May have Hep C ( not screened antenatally)
May have h/o DVT due to injecting in femoral vein
May have undiagnosed cardiac disease
Risk of drug use in hospital
Pain relief - buprenorphine blocks effects of other opioids
Link with Addictions about medications - do not dispense methadone or
buprenorphine on discharge
Clear plan in relation to care of newborn – avoid naloxone
Pre – birth meeting to plan care during delivery and post-natal period

Neonatal Opioid Abstinence Syndrome
•
•
•
•
•
•
•
•

Wakefulness
Irritability
Tremulousness
Hyperactivity
High pitched cry
Diarrhoea
Hypertonus
Diaphoresis

•
•
•
•
•

Respiratory distress
Rhinorrhoea
Apnoea
Yawning
Weight loss or lack of
weight gain
• Alkalosis (respiratory)
• Lacrimation
• Disorganised suck

Neonatal Opioid Abstinence Syndrome

• Treatment
– Swaddling “Hugs before drugs”
– Monitor using Finnegan or Liverpool
Neonatal Drug Withdrawal Chart
– Use sedatives in milder cases
– Use morphine sulphate in more severe cases

Other potential clinical issues in the newborn
• Hepatitis B immunisation may be required
• If mother Hepatitis C positive requires specialist
review at 3/12 and 12/12 to determine if child is
infected with Hepatitis C
• HIV infection
• Low birth weight and prematurity may lead to
hypoglycaemia, hypocalcaemia, intracranial
haemorrhage, hyperbilirubinaemia, nutritional
problems

Neonatal benzodiazepine withdrawal syndrome

• ‘Floppy infant syndrome’: hypotonia, sucking
•
•
•
•

difficulties, hypothermia, or impaired
temperature control.
Tremor
Irritability
Hyperactivity
Cyanosis

Matthew Grossman: Reconsidering the Standard Approach
to Neonatal Abstinence Syndrome October 2018
California Health Care Foundation
https://www.youtube.com/watch?v=8NDXFla_4Ks

Recommendations
•

•
•
•

Each Trust should have at least one specialist midwife to
support training in screening for alcohol or other substance
use in pregnancy to other midwives, deliver brief interventions
and liaise with addictions service in more complex cases.
Perinatal addiction services must be linked to the perinatal
mental health pathway within each Trust.
Immediate post-pregnancy contraception available in all
maternity units
Integration of services not silos of care

SPECIALIST MENTAL
HEALTH MIDWIVES
What they do and why
they matter RCM
(2013)
https://www.rcm.org.uk/media/2
370/specialist-mental-healthmidwives-what-they-do-andwhy-they-matter.pdf

Centre for Disease Control (CDC)

https://www.youtube.com/watch?v=w8f6zJdVbv8#action=share

Hidden Harm

ADFAM - resources for families
affected by drugs and alcohol

Medications in Drug Treatment: Tackling the Risks to
Children ADFAM 2014
“120,000 children live with a parent
currently engaged in drug treatment.”
In 2003-13, there were 20 Serious Case
Reviews where Opioid Substitute Drugs
were ingested by a child
 19 DEATHS DUE TO METHADONE IN
VERY YOUNG CHILDREN.
 IN 5 CASES PARENTS GAVE
METHADONE TO THE CHILD

Store
medications
“up and
away and
out of sight”
preferably
locked away

MBBRACE case vignette - Poor
psychiatric care
“A woman with emotionally unstable personality
disorder and a history of drug misuse visited her
GP some weeks after birth expressing suicidal
thoughts.
She was referred urgently to the community
mental health team, who assessed her but did not
accept her for treatment because she said she
was drinking. They discharged her. One month
later she died from an overdose”. (page 66)
(MBRRACE-UK: 2018)

“FRAMES”
•
•
•
•
•
•
•

- a brief intervention for alcohol or other drug use “

F Feedback—Compare the patient’s risk behavior with nonrisk
behavior patterns. She may not be aware that what she considers
normal is risky.
R Responsibility—Stress that it is her responsibility to make the
change.
A Advice—Give direct advice (not insistence) to change the
behavior.
M Menu—Identify “risk situations” and offer options for coping.
E Empathy—Use a style of interaction that is understanding and
involved.
S Self-efficacy—Elicit and reinforce self-motivating statements such
as “I am confident that I can stop drinking.” Help the patient to
develop strategies, implement them, and commit to change.
Source: Bien T, Miller W, Tonigan J. Brief interventions for alcohol
problems: a review. Addiction 1993;88:315-336.

American College of Obstetricians and
Gynecologists
Tools and Videos for Providers
Explore tools and videos that can help as you treat
FASDs in your practice
https://www.acog.org/programs/fasd/tools-and-videos-forproviders

American College of Obstetricians and Gynaecologists
Substance use in pregnancy

• https://www.acog.org/clinical/search#q=su
bstance%20use%20during%20pregnancy
&sort=relevancy

NIH National Institute of Drug Abuse
What are the effects of maternal cocaine use?
• Babies born to mothers who use cocaine during
pregnancy are often
• prematurely delivered,
• have low birth weights
• and smaller head circumferences, and are shorter in
length than babies born to mothers who do not use
cocaine
• Developmental problems
• https://www.drugabuse.gov/publications/researchreports/cocaine/what-are-effects-maternal-cocaine-use

Centers for Disease Control and Prevention
Fetal Alcohol Spectrum
Collaborative for Alcohol-Free Pregnancy
Partnering for Practice Change
• https://nccd.cdc.gov/FASD/

A single-question screening test for drug use
in primary care

“How many times in the past year have
you used an illegal drug or used a
prescription medication for non-medical
reasons?”
Source: Instrument Smith PC, Schmidt SM, Allensworth-Davies D, Saitz R. A
single-question screening test for drug use in primary care. Arch Intern Med.
2010 Jul 12; 170 (13) 1155–60.

Screening tool for drug use - The Alcohol, Smoking
and Substance Involvement Screening Test (ASSIST)

• Comprehensive but too long as an
initial screening tool
WHO ASSIST Working Group. The Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST): development, reliability and feasibility. Addiction. 2002
Sep; 97 (9): 1183–94.

http://www.who.int/substance_abuse/activities/assist/ en/index.html

References
• A comprehensive guideline for screening pregnant
women for substances of abuse has been developed by
the Vermont Child Health Improvement Program and is
available at:
https://www.med.uvm.edu/VCHIP/downloads/VCHIP_1%20TREAT
MENT_VT_GUIDELINES.pdf

Alcohol smoking and other substance use in the perinatal
period Clare Wilson, Emily Finch, Catherine Kerr, Judy Shakespeare
British Medical Journal
BMJ 2020;369:m1627
http://dx.doi.org/10.1136/bmj.m1627

Raising the issue of substance use in
pregnancy Wilson et al (2020)
• Ask permission—“Is it OK if I ask you some
questions about substance use that can affect
pregnancy?”
• Use third person—“Health professionals are
encouraged to ask all women in pregnancy
about substance use. Is it OK if we explore
this?”

Questions to consider asking about substance use
during pregnancy or in women planning a pregnancy
Wilson et al (2020)

• Assess types and amounts of substances
– “What are you taking?
– How do you use it and how often?
– Are you using anything else?
– How much are you spending?”
– “Is your partner or anybody else in the family
also using substances?”

Questions to consider asking about
substance use during pregnancy or in women
planning a pregnancy (Wilson et al 2020)

• “What is your understanding of the impact
of the substance use on you and your
baby during pregnancy?”
• “Are you booked with maternity services
and receiving antenatal care?”

Questions to consider asking about substance use
during pregnancy or in women planning a pregnancy

• “Have you been referred to any other
services such as a specialist addictions
service?
• What are those services currently providing?”
• “Who is supporting you during pregnancy
and after birth?”
• “Would you like to breastfeed?”
Wilson C, Finch E , Kerr C, Shakespeare J (2020) Alcohol, smoking, and other substance use
in the perinatal period Claire A Wilson, 1 , 2 Emily Finch, 2 Catherine Kerr, Judy S BMJ
2020;369:m1627
doi: 10.1136/bmj.m1627

5Ps Prenatal Substance Abuse Screen for Alcohol, Drugs and Tobacco
Did any of your parents have a problem with using alcohol or drugs?
Do any of your friends (peers) have problems with drug or alcohol use?
Does your partner have a problem with drug or alcohol use?
In the past have you had difficulty in your life due to alcohol or other drugs,
including prescription medications?
Present: In the past month, how often did you drink beer, wine, wine cooler
or liquor or use any kind of drug? (How many times a day, week or month.)
How much did you smoke before you knew you were pregnant?
(any positive response is a positive screen)

From the Massachusetts Institute of Health and Recovery
http://www.nnepqin.org/wpcontent/uploads/2017/08/ToolkitOUD_2_3_NNEPQIN_Guideline_for_Screening_for_Use_of_Alcohol_
Tobacco_and_Drugs_of_Abuse_in_Pregnancy_03.14.pdf
NNEPQIN Northern New England Perinatal Quality Improvement Network
NNEPQIN Guideline for Screening for Use of Alcohol, Tobacco and Drugs of Abuse in Pregnancy
•
March 2014

Center for Disease Control for Disease Control
and Infection)

• Collection of resources on substance use
in pregnancy can be accessed at:https://www.cdc.gov/reproductivehealth/maternalinfanthealth/substanceabuse/substance-abuse-during-pregnancy.htm#opioids

WHO (2014) Guidelines for the identification and
management of substance use and substance use
disorders in pregnancy
Available at:https://www.who.int/publications/i/item/9789241548731

Australian Guidelines
to Reduce Health
Risks from Drinking
Alcohol- National
Health and Medical
Research Council
2020

(contains good review on
risks associated with
alcohol use in pregnancy)

https://www.health.gov.au/news/
australian-alcohol-guidelinesrevised

