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A 24-year-old woman in her 2nd pregnancy presents
for care. Standard screening questions prompt her to disclose illicit use of the opioid buprenorphine, which she
obtained in the community to avoid heroin use. Her ultrasound reveals a 32-week gestation; patient is referred to
our combined substance use treatment and obstetrics
clinic where medically supervised prescription buprenorphine is initiated, as part of medication-assisted treatment for opioid use disorder in pregnancy. She volunteers
that she did not seek care sooner due to fear of judgment
and apprehension that she will lose her children due to her
substance use. Our integrated team of clinical and behavioral health providers, familiar with these intertwined clinical and social dynamics, is briefed. A behavioral health
clinician and a neonatal abstinence syndrome educator
from the local hospital system see the patient together
and discuss the hospital processes that will occur with
admission for active labor. The patient continues prenatal care and medication-assisted treatment checks and
meets providers from the nearby family health center who
can continue medication-assisted treatment after postpartum discharge.
Maintaining the mother-infant dyad, when safe, should
be the goal of perinatal substance use treatment. These
interactions with multiple clinical and community supports provide opportunities for engagement with both
obstetrics and substance use services. Building trusting
relationships will assist the patient in the transitions of
care common to substance use in pregnancy and ensure
continued support through the immediate postpartum
months (often called the 4th trimester). Opioid/substance use disorders are present in your waiting room. Are
you prepared to screen, intervene, refer, or treat affected
patients?
Substance use during pregnancy increased 127% from
1998 through 2011 [1]. Increases have been particularly
dramatic in the south, with a 38% increase in opioid use
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disorder admissions, and national opioid prescription
rates that are highest for southern women of reproductive
age [2, 3]. This is attributed to disproportionate opioid
overprescribing and less access to medication-assisted
therapy [2, 4], which is considered the gold standard
in pregnancy [5]. While substance use treatment and
obstetrics have each been traditionally siloed, effective
approaches combine woman-centered, trauma-informed
perinatal care. Comprehensive treatment is effective in
improving outcomes, reducing maternal and infant morbidity, and maintaining family cohesion [6, 7]. Sadly, due
to a paucity of obstetrics and substance use providers, and
overall healthcare obstacles, treatment access remains
limited in North Carolina [2, 4].
Starting hard conversations is key to successful
engagement. Universal screening tools are available [5].
To improve outcomes, include universal screening as part
of routine prenatal and postpartum intake. Even brief
screening provides opportunities for patients struggling
with opioid use disorder (including those who may not
match stereotypes) to communicate more openly. In our
experience, most patients affected by opioid use disorder
disclose use honestly when asked in a non-judgmental
fashion.
In some parts of the state, opioid use disorder treatment services are well-developed and include comprehensive perinatal programs. In others, services are more
limited. Identify a resource expert within your practice
to establish and maintain a list of local prescribers and
behavioral health addiction medicine specialists. This is
an opportunity to facilitate community engagement while
building a multidisciplinary team. Our patient advisory
board has been extremely helpful in identifying resources
and needs. As a result, our integrated team includes:
obstetric buprenorphine prescribers; behavioral health
providers; community resources for legal, housing, and
inpatient opioid use disorder treatment; perinatal case
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management (eg, Community Care of Western North
Carolina; HeadStart); and other referrals. We will add
transportation, childcare, peer support, and residential
services in the future.
Perinatal opioid use disorder is a condition that affects
two patients at once, with inextricably linked outcomes.
Ensuring superior clinical and social care for the mother
through the immediate postpartum period improves
short- and long-term health outcomes for both patients.
Transition points such as hospitalization for delivery, discharge home with the newborn, and insurance coverage
after delivery (which often expires), are stressful for all
involved. Unwelcome judgment is common in new environments; early introduction of wraparound services and
warm handoffs is paramount. The ability to discuss potential child protective services involvement and provide
anticipatory guidance before a baby is born or a newborn
is acutely removed is invaluable, as it provides grounding
and support in a tense situation. Likewise, partnering with
local treatment programs and community agencies that
support women in recovery has been integral to providing a perinatal safety net. Our family medicine residency
program offers medication-assisted treatment, enabling
postpartum patients to have an introduction to their
embedded behavioral health and addiction specialist for
ongoing care beyond the 4th trimester. Their children can
be seen at the same clinic, facilitating further dyadic care
and support.
Your perinatal patients need and deserve universal
substance use screening, referral, and treatment, but likely
lack access. You can probably do more than you think. Even
if you can’t do it all, resources are available [8]. Meeting
patients where they are is a great first step.
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