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Case Study
• You are a family doctor practicing in your
local RAAM clinic
• Larissa presents to clinic about 5 minutes
before closing time
• Reports about “Five months” pregnant
• Has been injecting “heroin” for last 6
months, prior to that she was getting
dilaudid from her family doctor
• What do you do?

Tip #1: Do not panic. Start Opioid Agonist Therapy!
• Cochrane review of RCTs with pregnant
opioid-addicted women
• 4 trials methadone vs buprenorphine, one
trial methadone vs morphine
• MOTHER study (double blind /double dummy
control trial methadone vs. buprenorphine)
• All three drugs similar in:
• Maternal reduction of opioid use and
treatment retention
• Decreased prematurity and increased
birth weights
• Starting criteria and dosing regimen SAME as
outside of pregnancy

Methadone

Buprenorphine

Treatment
Retention

Decreased
length and
severity of
NAS

Minozzi S et al, 2013
Jones, 2011

Tip #2: Buprenorphine/Naloxone – Safe?
• Multiple studies have shown no difference between Bup/NLX and Bup alone in terms
of efficacy
• Health Canada REMOVED the stipulation to switch to BUP alone in the monograph
• Recall: Naloxone almost NO bioavailability when taken sublingually/orally
• Patients that are stable on buprenorphine/naloxone should be maintained on this
product until a discussion can be had with the patient
• **The vast majority of providers are NOT switching patients to the monoproduct

Back to the Case
• The patient returns a week later having
been stabilized on BUP/NLX 16 mg
• She hasn’t used IV opioids in the last 3
days
• She wonders if she should taper now that
she’s stable?

Tip #3: DO NOT TAPER - Unless there is no other way to engage
• Benefits:
• Tapering (and or detox) during pregnancy will
prevent complications of acute withdrawal
• Tapering will also minimize or prevent
Neonatal Abstinence Syndrome (NAS)
• Disadvantages
• RELAPSE
• Fatal and non-fatal overdose rate
• All OAT patients did better in terms of:
• Fewer + UDS at delivery
• Days in treatment
• Attended more OB appts
• MMT from outset had best outcomes (era pre-BUP)
Jones, 2008

Back to the Case
• Larissa comes to your RAAM office after
missing 4 days of BUP/NLX
• She’s about 32 weeks gestation
• She’s vomiting, shaking and has cold
sweats. She thinks she has food poisoning.
She doesn’t think she’s had any bleeding
and she can feel baby moving.
• She reports feeling cramping
• What do you do?

Tip #4: Opioid Withdrawal = Obstetrical Emergency. Treat ASAP!!!
• Get opioids into the patient ASAP
• If talking to a provider with no experience/no
access to BUP/NLX/methadone:
• Morphine 20 mg IM, then 10 mg PO q15min
until out of withdrawal (max 4 doses). Then
morphine 10-20 mg po q2h PRN until can be
seen by an OAT provider
• If on methadone or BUP/NLX, consider adding
back their previous standing dose (if < 3 days
since last dose and have missed doses)
• Typical regiments for TPTL are unlikely to be of
benefit in preventing labour
• DON’T SEND TO THE LABOUR UNIT UNLESS
OPIOIDS ASAP ARE PART OF THE PLAN

Back to the Case:
• Larissa is stabilized on 16 mg of
buprenorphine/naloxone
• She is getting withdrawal before she
takes her observed dose at 0900 daily
• She doesn’t want to increase her
dose as she doesn’t want her baby to
be born “addicted”

Tip #5: Opioid dose will INCREASE and does NOT impact NAS risk
•
•
•
•
•
•
•
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T1 to T2: Dose increases
T2 to T3: Split dosing (+ inc)
3 decades of research shows
an inconsistent relationship
between maternal
methadone dose and NAS
severity
(Pond, 1985; Swift, 1989;
Jarvis, 1999; Wolff, 2004;
Selligman, 2010)

SUPPORT THE DOSE THAT PREVENTS WITHDRAWAL & CRAVINGS

Tip #6: Talk about NAS frequently and facilitate referral
• Start discussing NAS early at 24 weeks
(viability)
• Recommend antenatal consultation with
paediatrics in third trimester (28-32
weeks) re: NAS
• Reinforce NAS is treatable condition
(morphine) and babe is very comfortable
once treated
• Woman and her family play an important
role in soothing child/kangaroo care
• Children exposed to methadone or
buprenorphine as part of an opioid
maintenance treatment program do not
show any long-term developmental
issues associated with in utero exposure
to methadone/buprenorphine

Tip #7: Advocate for epidural and avoid previous drug of abuse
• Patient’s long acting opioids should be
administered as taken as an outpatient
• Epidural/Spinal should be standard of care
• Consider referring for anaesthesia consult
at 28-32 weeks
• Note – common to put opioids in epidural now
– take care in interpreting UDS
• Post-partum pain control:
• Acetaminophen
• NSAIDs
• Opioids should NOT be required for vaginal
delivery
• PO opioids required post-caesarian section
after first 24h

Tip #8: Breast Feeding Should Be Encouraged
Methadone
• Women on MMT should be encouraged
to BF (Wong et al, 2011; ACOG
Committee Opinion 2012, Jansson 2009)
• Breast feeding may reduce NAS severity
& length of stay
• Concentration in breast milk varies
significantly and is based on maternal
weight-adjusted dose (therefore, dose at
face-value is not correlated with amount
in breast milk) (LACTMED)
(Jansson,2007; Jansson, 2010)

Buprenorphine
• Fewer studies/info re: buprenorphine
and BF’ing
• What we do know: Low levels in breast
milk, poor bioavailability, low
concentration in newborn serum/urine
(ACOG, 2012; US, 2004; Jones 2012)
• Naloxone has poor oral bioavailability so
likely little transferred to breast milk

More about breast-feeding …
• Women on opioids should take care not to stop breast feeding abruptly as the
neonate may go through withdrawal
• Women who are breast-feeding and starting opioid maintenance therapy would need
to have their child closely monitored for opioid toxicity since the child may not have
tolerance
• This scenario is highly unlikely (but we do not routinely ask women if they are
breast feeding prior to initiating methadone/buprenorphine)
• The only absolute contra-indication to breast-feeding is HIV
• And I would argue ongoing substance use given the RF for HIV acquisition
• ACOG and AAP indicate that Hep C is not a barrier to breast feeding as long as
woman is appropriately counseled of remote risk

Tip #9: Test and Counsel around the Harms of THC
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Tip #10: Counsel and Provide Contraceptive Options
•
•
•
•

Counsel women re: decreased fertility/not infertility
Harm-reduction strategies with free condoms available in your office
Starting OAT in non-pregnant patients will IMPROVE fertility
Provide support/counseling for long-acting reversible contraception (LARCs):
• Daily OCPs can be challenging for women to remember: however, some
pharmacies will dispense with methadone/BUP/NLX!!
• Depo-provera is often a low-cost option that women will accept

• The benefits of contraception with the disadvantages of mood abnormalities has to be
balanced

• IUD/IUS considered first-line contraception by ACOG regardless of parity/age
• Think of post-placental IUD/IUS (within 20 mins of placenta) if that is an option
with your obstetrical colleagues

Substance Use in Pregnancy (SUP)
Program at St. Michael’s Hospital

Who are we?
• A “one-stop” shop providing patient-centered addiction AND obstetrical care to
women with current or past history of addictions in the same visit
• Medical care provided by physicians with expertise in BOTH addiction medicine &
maternity care
• Specialized social work support
• Addictions counseling
• Incentives (transportation, food) for attending appointments
• Linkage to community resources

The Clinic
•
•
•
•

Drop-in appointments & assessments between 1-4 every Wednesday afternoon
Referral from a physician is not required
Run out of family health team so doesn’t have the stigma of a methadone clinic
Social work and addiction counseling available

The Physicians
• Family physicians
• Low risk obstetrics with privileges
at SMH
• Fellowship trained in addiction
medicine
• Diplomate of the American Board
of Addiction Medicine
• Active researchers
• Continue care for mum & babe
after delivery

Dr. Suzanne
Turner

Dr. Maya
Nader

What does a visit with SUP physician look like?
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What does a clinic visit look like?

- Child Protection
Liaising
- Linking to trauma
resources
- Passport program
- Tuck Shop

- Perinatal
psychiatry
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Patient’s are
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WEEKLY

Psychiatric
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Prenatal
Visit

- Individual
counseling
- Group
therapy
- Links to
inpatient
rehab

- Ultrasounds
- High risk OB/MFM
- Hospital admissions

A Note About Addiction Medicine
• ALL addictions accommodated
• Opioids, cannabis, alcohol, amphetamines, cocaine, MDMA, GHB, etc
• Novel treatments for alcohol and cannabis addictions employed
• Methadone exemptions for both pain and addiction
• Admission to hospital for medication titration, detoxification is possible
• Training site for CAMH addiction fellows and elective fellows from: toxicology,
psychiatry, OB/GYN

Sample Medical Care Plan
LABOUR PLAN:
- notify family practice obstetrics on call re:admission
- patient should receive early epidural as soon as diagnosis of labour has been made
- SEND STAT HIV, HEP C, HEP B, VDRL and GC/CHLAMYDIA testing, viral load
- NRT 7mg patch
HIV RISK FACTORS:
- Patient has ongoing risk factors for HIV: Unclear substance use history with minimal
obstetrical care
- SEND STAT HIV Ab and viral load
- if mum presents in labour, consider starting intrapartum AZT for mum
- FOLLOW-up with lab about results HIV testing (should be available within 4h of ordering)
- consult peds as baby will either require single or triple therapy

Sample Medical Care Plan
METHADONE:
- 35 mg once daily
- inform Dr. Turner/Nadar of admission so she can order methadone in hospital
CONTRACEPTION
- Patient is consented to post-partum IUD
- there is a mirena IUD in the call room
- pls place within 20 mins of placenta if meets inclusion criteria (not ruptured > 18h, no PPH, no maternal temp)
- if doesn't meet criteria, consider Depo-provera
PEDS CARE:
- baby requires single vs. triple HIV tx as above (as per peds)
- Hep B vaccine (first dose in hospital)
- HIV prophylaxis as above
- babe must be admitted a minimum of 5 days for NAS scoring as per protocol for methadone exposure
- follow-up with Dr Turner/Nadar for ongoing pediatric care post-discharge
• a

Woman-Centered Care for SUP
• A central philosophic tenet is the belief in a continuum of drug use treatment
options, from complete abstinence at one end to harm reduction at the other
• Women are counselled to make choices that will work in their life situations
• The woman is supported in her recovery process to achieve her own goal
• Harm reduction focuses beyond the drug use to decreasing harm in other
areas of their lives

Woman-Centered Care for SUP
• “Falling off the wagon” or slips in recovery are seen as learning opportunities
and normalized as part of the transition process
• The openness and acceptance of the providers encourages the pregnant
woman to disclose continued substance use rather than to hide it because of
fear of reprisals
• Respecting choices and offering support represent basic strategies in a
woman-centered model of care
• Women are encouraged to report to social services themselves, increasing
their sense of control and power

Goals:
A “one-stop” shop providing patient-centered addiction AND obstetrical care to
women with current or past history of addictions in the same visit
Our goal would be that all patients that have substance use would be offered
combined care in the SUP clinic
REFERRALS:
Attn: Substance Use in Pregnancy Program or Dr. Turner
Fax: 416 864 6035 or Email: Turnersu@smh.ca
Walk-in Wednesdays 1-4 PM, 410 Sherbourne, 1st floor

