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Scope of the Problem

Perinatal illicit drug use and in utero exposure to illicit drugs
have been significant public health issues affecting reproductive-
age women and children because of the associated medical,
social, psychological, and legal consequences. The Substance
Abuse and Mental Health Services Administration reported that,
among pregnant women aged 15 to 44 years, 4% reported using
illicit drugs in the past month in 2005-2006 and 11.8% reported
current alcohol use.'’ While these figures represent a reduction
from 5.5% and 18.8%, respectively in 1995, and from 4.3% for
substance use in 2002-2003 with alcohol use showing a slight
increase from 9.8% in that year, users still represent a significant
proportion of pregnant women.!>3! Considering 4169000 live
births occurred in 2006-2007 in the USA, the data suggest
that approximately 180 000 women might have used illicit drugs
with or without alcohol, and that a similar number of newborns
might have been exposed to illicit drugs during pregnancy.l?!
Other studies conducted at urban teaching hospitals have found
maternal illicit drug use during pregnancy to range from 9% to
45% of all births.[*=7! Perinatal illicit drug use and in utero illicit
drug exposure in rural populations have received less attention
than in urban populations. However, the few studies performed
in rural communities, namely in Utah and Missouri, have shown a
prevalence of up to 7.8% of all pregnancies.[8°!

Consequences

It is well known that many pregnant women stop using or at least
reduce their use of illicit drugs once they become aware of their
pregnancy.'”! The rate of abstinence may be as high as 94% by
the end of pregnancy but, if substance abuse treatment is not
accomplished during pregnancy, a number of women who have
stopped using illicit drugs or reduced their use during pregnancy
will relapse shortly after delivery and the rate of abstinence will go
down to 24% as reported by Bauer et al.l”? We know that drug use is
strongly associated with poor physical and mental health and with
social and economic difficulty.l"" It is also well known that illicit
drug exposure may affect the fetus in many ways. Fetal growth
may be retarded, and there are strong correlations with low birth
weight, microcephaly, and short stature even after controlling
for confounding factors; gestation may be shortened leading to
prematurity that has its own inherent problems; brain cells may
be damaged leading to developmental, behavioral, and learning
problems; and there may be some associations with congenital
gastrointestinal, urogenital, and cardiac malformations.>'2-18!

However, in utero exposure is not the sole determinant of the
outcome for offspring. Several studies reported that there is
a significant association between parental illicit drug use and
child abuse and neglect. With no intervention, newborns born to
illicit drug-using parents, surrounded with an unfavorable social
environment, will grow up to become infants and children who
will often fall victim to further drug exposure, child abuse and
neglect, and mental and behavioral problems [1213/19-28]

Impact of Intervention

Timely and comprehensive intervention with a public-health
approach, on the other hand, can have a significant impact. If
pregnant women are offered services early during pregnancy,
the rate of prematurity, low birth weight, neonatal intensive
care unit admissions, hospital costs, foster care placement,
and maternal mental health problems have all been shown to
decrease.l'02327-291 California passed a law in 1991 requiring all
58 counties to develop protocols for identifying and intervening
in cases of perinatal illicit drug use and exposure (albeit with
no enforcement). Despite a lack of enforcement in at least
two counties, child abuse reports declined after a protocol was
implemented voluntarily.?®! Management of in utero exposure to
illicit drugs should in no way result in legal consequences for the
mother. That approach has proven to have been a devastating
deterrent to pregnant women'’s use of health services with
subsequent worsening medical outcomes for both the mothers
and offspring.2-32! If everything else fails, however, utilizing the
child protection services both to protect the child and provide the
needed services to the mother after delivery should be considered
as a useful last resort.3%33

Cost/Benefit and Risk/Benefit

The 1999 National Household Survey on Drug Abuse reported
that one-third of the total adult population admitted to the use
of illicit drugs; a quarter of these individuals identified cocaine
as their drug of choice. The National Institute on Drug Abuse
reported in a national pregnancy and health survey in 1996, that
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it was estimated that approximately 45 000 infants are born each
year after having been exposed to illicit substances, especially
cocaine, in utero.’) However, literature-based estimation suggests
this number may be upwards of 150 000/year.!) The United States
General Accounting Office estimates that the median hospital
cost for taking care of drug-affected infants ranges from $1100 to
$8450 per child more than that for non-exposed infants.** Drug
treatment services for women, on the other hand, produced net
reductions in medical expenditures of $4644 per mother-infant
pair.3°l Several other studies showed that timely intervention
during pregnancy is cost effective by reducing the cost of addiction
and alcoholism both to the society and the individual since it
improves the outcome both for the pregnant women and their
infants by improving social, medical and legal life trajectory for
both parties.[27-2935-38]

Implications for Medical Practice

Intervention may include programs to improve parenting skills,
maternal and paternal drug and mental health treatment, home
assistance, medical, developmental, and behavioral treatment
services for the infant, and social services involvement to
support the family without criminal prosecution.[?9333% |t is,
then, reasonable to expect that reduced parental drug use, in
combination with post-natal interventions, may result in less
chaotic lifestyles, improved care-giving, reduced numbers of child
protective services interventions and foster care placements, and
decreased maternal depression, hence improved outcomes for
children as well.>?7] Because of this, obstetricians, pediatricians,
and family practice physicians have a responsibility to implement
a collaborative intervention program at each birthing hospital.

Need for Screening/Testing

The provision of services to initiate intervention depends on
the recognition of drug-using pregnant women and exposed
infants. With this in mind, states and hospitals have used a
variety of approaches to deal with the problem of drug abuse
among pregnant women. Many states have left the screening,
testing and reporting decisions to the healthcare provider's
discretion. California and Virginia passed laws mandating that
hospitals develop structured perinatal illicit drug-use screening
protocols.?64% Many states have passed laws regarding the
mandated reporting of anewborn exposed toillicitdrugs following
llinois and California.3%4°=42 However, the establishment of
services early during pregnancy has been left to the discretion
of hospitals and departments of public health. Despite these
limitations, there are several reportsin the literature indicating that
implementation of either hospital-based or statewide policies does
encourage health professionals to engage in efforts to recognize
and provide services to this population.[23:29.4043]

Type of Screening

Perinatal illicit drug screening is an invaluable tool in the recog-
nition of illicit drug-using pregnant women and exposed infants.
Maternal interviews should be taken into careful consideration in
assessing any risks for perinatal illicit drug use. The design of the
interview instrument reportedly makes a big difference in obtain-
ing self-disclosure of substance abuse from pregnant women.!'% If

a pregnant woman discloses substance abuse and accepts referral
for substance abuse treatment, maternal drug testing may not be
critical to establish the diagnosis. However, with maternal consent,
future testing may be helpful to sustain abstinence. When there
are risk factors, but the pregnant woman denies substance use
and refuses service referral, maternal urine testing may be helpful.
Consent should invariably be obtained to test the mother.

There are many studies reinforcing the observation that the
maternal interview alone can not be relied upon, at least to
determine which infants need assessment for perinatal illicit drug
exposure.##4-46] Especially in cases where recognized risk factors
are present, neonatal meconium and urine testing may yield more
objective information.!7/18:39,4446]

Intesting, urineisthe test of choice forthe motherand both urine
and meconium should be used to test the newborn. Meconium
starts forming at 12— 14 weeks of gestation. Thus a meconium test
provides information on exposure during the last two trimesters
of pregnancy. Urine tests, on the other hand, provide information
on exposure ranging from the last several days to the last week of
pregnancy. Ten milliliters of urine would be adequate for testing. If
submission to the lab is to be delayed it should be kept refrigerated
until testing. Between 2 g and 5 g of meconium is necessary for
testing. It may be refrigerated up to 48 hours after collection until
the required amount is collected. Every institution should have
a procedure for documentation according to their policies and
procedures in handling all specimens obtained for the purpose of
newborn toxicology testing.

Need for Policy Development

The recognition of risk factors outlined by a structured protocol
may help healthcare providers in their decision-making as to
who should be tested and provided with services as early in
the process of pregnancy as possible.'%1318-2528] |n yrban,
inner city and teaching hospital settings, perinatal illicit drug
exposure has been recognized for a long time and many of these
institutions have individually developed protocols for detection
and intervention.*>4”! However, this is not necessarily true for
rural areas, smaller towns, and private hospitals. Many states have
not adopted any statewide regulation or legislation, either.[4®!
In the absence of a statewide perinatal illicit drug-screening
policy, birthing hospitals may or may not develop structured
protocols. Even if they do, these protocols are likely to vary greatly
from hospital to hospital and region to region, with regard to
comprehensiveness and effectiveness.'>443! The advantages of
establishing a statewide perinatal illicit drug-screening protocol
to establish a uniform standard of care, on the other hand, are
clear as it has been shown to affect physician response and
detection rates positively.1233040431 Stryctured protocols may help
staff recognize women at risk of substance abuse in a way that is
free of biases and may also improve staff-patient communication
and rapport-building to improve patients’ compliance. In addition,
for those pregnant women who decline any support, structured
protocols may be used to identify infants who are at risk
of drug exposure based on maternal history. Such protocols
increase the likelihood that timely meconium and urine tests
may be done, which may then prompt follow-up treatment
offers and referrals for subsequent interventions both for the
infant and the mother. For a sample state wide policy refer to
Appendix 1.14
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Controversies Regarding Policy Development

The controversy related to comprehensive institutionalized pro-
grams for diagnosing perinatal illicit drug use/exposure by testing
the newborn stems from concerns about maternal rights to privacy
and staff biases related to risk recognition, testing, and reporting.
Some of this concern comes from the fact that some states have
approached perinatalillicit drug exposure from a criminal perspec-
tive rather than a public health perspective, which stigmatized and
targeted poor minority women. This approach also damaged the
efforts to help pregnant women addicted toillicit drugs across the
nation.3-33] Secondly, most states recognize perinatal illicit drug
exposure of newborns as a form of child abuse and neglect. Based
on these child protection laws, mandatory reporters must report a
newborn testing positive to child protective services. This is easily
perceived by the public as automatically criminalizing the mother,
even in instances where the mother is protected by law against
prosecution. There are, in fact, a wide range of state statutory
policies regarding suspected cases of exposed newborns. In order
to report to child protective services, some require observation
of withdrawal in addition to testing positive (Utah, Colorado); for
some, positive toxicology results suffice regardless of the new-
born’s clinical presentation (lllinois, Minnesota, lowa); some may
not even recognize it as a child-abuse category (New Hampshire),
whereas some may require the reporting of even fetal alcohol
syndrome (Utah, lllinois).’” Because of all these controversies,
medical staff should work hard to develop policies so that their
clients (pregnant women) understand the good intentions of the
staff in trying to help them help themselves. Lastly, state laws
should also be amended so that any remote possibility of crim-
inalizing perinatal illicit drug use can be eliminated across the
country. This approach coupled with education of judicial staff on
the risks of such criminalization will improve the effect of medical
staff's efforts in achieving higher rates of drug use disclosure from
pregnant women, consent for testing and evaluation, and finally
treatment.

Risk Assessment Tool

The literature review indicates that numerous risk factors are
associated with perinatal illicit drug use or in utero illicit drug
exposure. Risk factors reported vary from study to study depend-
ing on the size of the population, duration of the study, and
regional differences (rural versus urban settings). However, some
characteristics such as domestic violence, poor prenatal care, ma-
ternal untreated mental health problems, maternal alcohol and
tobacco use during pregnancy, maternal syphilis, gonorrhea, hep-
atitis B or C, HIV infection, acute unexplained maternal high blood
pressure, stroke, abruptio placenta, unexplained prematurity, un-
explained inutero growth retardation including microcephaly,
neonatal withdrawal symptoms, and gastrointestinal and geni-
tourinary congenital anomalies are shared by many large-scale
studies and policy statements as representing indicators for at risk
status,157/17,18,23,27,29,30,33,40,42,44,51]

One major controversy regarding testing newborns comes from
staff bias in assessing at-risk status. There are several studies
reporting that poor, minority women and their infants are tested
and reported to state agencies including law enforcement more
often.’9-34 Short of universal screening of newborns, the use
of a risk-assessment tool arising from evidence-based objective
studies may be the only approach to prevent newborns from

ethnic and minority groups from being disproportionately tested
andreported to child protective services. Lastly, with regard tolegal
and rights to privacy concerns, one cannot emphasize enough the
importance of making sure that no woman will be reported to law
enforcement and prosecuted due to perinatal illicit drug use. For
a sample risk assessment tool refer to Appendix 2.14%!
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Appendix 1: lowa Statewide Perinatal lllicit
Drug-Screening and Intervention Protocol!*°!

Scope of the problem

The National Survey on Drug Use and Health (NSDUH) reports
that in 2002 and 2003, 4.3% of pregnant women aged 15 to
44 had used illicit drugs including opiates, marijuana, cocaine,
hallucinogens, inhalants, tranquilizers, stimulants, and sedatives
in the past month. Also 4.1% reported binge alcohol use and 18%
reported smoking cigarettes."! The rate of drug use for pregnant
teenagers was approximately 15%.1%) The NSDUH data also suggest
that women increased their substance use during the year after
giving birth.

lllicit substance use/abuse (and legal substance use/abuse
including alcohol and tobacco) may affect a pregnant woman's

health, the course of her pregnancy, and the development of
her fetus. Fetal effects of illicit substances include teratogenesis,
intrauterine growth retardation, prematurity, low birth weight,
birth complications, central nervous system damage. Exposed
newborns are at risk for neonatal abstinence effects and
developmental and behavioral abnormalities.

Increasing rates of substance abuse during pregnancy translate
into higher numbers of drug-exposed infants. In 2004 and 2005
DHS confirmed in utero drug exposure on 549 and 306 newborns,
respectively, in lowa.” However, this number is lower than the
expected 1500-1750 newborns based on ~37 000 infants being
delivered in lowa annually. This discrepancy is mainly due to
poor screening/testing practices. The unrecognized infants are
discharged to their homes where mothers are likely to continue
to use/abuse illegal substances. These infants continue to be
exposed to illegal substances and the associated chaotic life style,
health degradation, violence, child abuse and neglect, and family
dysfunction.

Research shows that intervention works. Treatment for sub-
stance abuse during pregnancy is significantly more effective than
atothertimesinawoman’s life. Treatment also has a positive affect
on fetal outcome (fewer intensive care admissions due to greater
gestational age and birth weight).”! Early recognition, early inter-
vention, timely entry into treatment, and a sustained, long-term
treatment regimen minimize the fetal impacts of perinatal mater-
nalillicitdrug use and improve awoman'’s prognosis for successful,
ongoing recovery from addiction. A screening and intervention
protocol developed by a panel of experts from across lowa will
help medical care providers to make objective decisions regarding
their screening/testing/intervention practices for substance abuse
in women during pregnancy and for their offspring.[’.%

Purpose

e Develop a community practice guideline for perinatal illicit
substance-use screening and testing.

e Identify illicit substance using patients during pregnancy and
their exposed infants.

e Provide a screening tool to identify the patients and infants at
risk for use and exposure.

e Provide guidelines for referral and intervention both for the
mother and the infant.

e Increase secondary and tertiary prevention efforts to reduce
pregnancy-related illicit drug use/abuse.

The sole goal of identification is to provide early access to
assessment and treatment for the mother/infant dyads without
application of punitive measures. Identification efforts should
start at the first prenatal visit. Screening for maternal substance
abuse must begin with a thorough but non-judgmental and
compassionate interview. History taking should include questions
about the pregnant woman'’s and her immediate family members’
use of prescribed and un-prescribed drugs, tobacco, and alcohol.
Consent for testing

Specific consent should be sought from the pregnant woman to
perform urine toxicology testing if any risk factor is recognized
via risk assessment form. Urine testing history including testing
offer dates, maternal responses (consented versus declined), test
dates, results, positive-testing drug(s) should be documented in
the chart. Any concerning result should be shared with the hospital
social worker and the pediatric team.
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Maternal consent is not needed to test a newborn as long as
one or more of the risk indicators related to maternal and infant
history or presentation are present, if the risk factors equate to
the conditions stated in lowa law - that is ‘if a health practitioner
discoversina child physical or behavioral symptoms of the effect of
exposure to cocaine, heroin, amphetamine, methamphetamine,
or other illegal drugs including marijuana, or combination or
derivatives that were not prescribed by a health practitioner or
if the health practitioner has determined through examination
of the natural mother of the child that the child was exposed
in-utero." However, the mother should be informed of the decision
to test the newborn. Urine/meconium testing with testing dates
and results should be documented in the chart.

Risk assessment in prenatal clinic, labor and delivery and
neonatal units

This tool consists of two assessments: one to assess the risk status
of the pregnant/delivering woman, the other of the infant.

e Prenatal clinic/delivery room risk assessment form. Prenatal clinic
and labor and delivery staff will fill out this form. This risk
assessment should take place at the first encounter with the
pregnant woman and at delivery. At other encounters the staff
should document that the pregnant woman continues to be
abstinent.

e Neonatalrisk assessment form. This form will be filled out by the
newborn staff who will also review the above listed form and
maternal drug testing results.

e Labor and delivery staff should share the maternal risk
assessmentand testing results with the medical team providing
care to the newborn. If prenatal care and delivery take place
at different hospitals, the delivery hospital should request
maternal consent to obtain the prenatal records from where
prenatal care was obtained.

e Each hospital is encouraged to either adopt these forms as
in their attached form or develop a system to incorporate
the risk assessment forms into the prenatal/neonatal records.
Prenatal clinic/labor and delivery staff, hospital substance
abuse management team, hospital social worker(s), psychiatry
staff, and pediatric team should review these forms in their
assessment of their client (infant and/or the mother).

Test specimens

e Urine: 10 ml urine; if submission to the lab is to be delayed it
should be kept refrigerated until testing.

e Meconium:5 gof meconium is necessary. It may be refrigerated
up to 48 hours after collection.

e Urine is the test of choice for the mother; both urine and
meconium should be used to test the newborn.

e Every institution should have a procedure for documentation
according to its policies and procedures in handling all
specimens obtained for the purpose of newborn toxicology
testing.

Institutional response to addiction in prenatal clinic/labor and
delivery unit

Hospitals are recommended to establish an in-house team to re-
spond to the needs of pregnant women using illicit drugs. This
team may include staff from prenatal clinic, newborn unit, hos-
pital social services, hospital/community chemical dependency
unit/agency, and psychiatry department. Staff becoming aware

of substance abuse or positive test results should have this team
or the hospital social worker involved to improve the referral
process for treatment at any time during pregnancy. Information
on referral centers for substance abuse treatment can be found
at www.idph/state.ia.us under Bureau of Substance Abuse/Online
Resources/Licensed Substance Abuse Treatment Programs.

Notification guidelines

Any staff becoming aware of an infant testing positive for illicit
substances as defined in lowa code is required by law to file a
report with DHS for ‘presence of illegal drugs’. Any staff becoming
aware of maternal substance abuse, positive test result and/or
multiplicity of risk indicators for perinatal illicit substance exposure
should have the hospital social worker get involved to assess for a
need to file a report for ‘Denial of critical care’ with DHS for child
protection.

Appendix 2: Perinatal lllicit Substance Expo-
sure Risk Assessment Tool*[4°!

A. Obstetrics Clinic and Labor and Delivery Unit

»Risk Factors Related to Current Pregnancy

Maternal urine drug screen positive . . .. .......... Yes No
Maternal report of illicitdruguse. . .. ............. Yes No
No prenatal care or late prenatal care (>16 weeks

gestation) . . ... ... ... Yes No
Poor prenatal care (<4 prenatal visits) . ............ Yes No
Abruptioplacenta .. ......... ... .. .. ... ..... Yes No
Unexplained prematuredelivery . . . .. ............ Yes No
Unanticipated out-of—hospital delivery .. .......... Yes No
Unexplained discrepancy between delivery/prenatal

care facilities (hospital hopping) . .............. Yes No
Presented at hospital in second stage of labor . . . . . . .. Yes No
Precipitous labor (<3 hours) . . .. ................ Yes No
Unexplained episode of acute hypertension

(>140/90mMmHQ) . . ... .. . Yes No
Unexplained seizures, stroke, or myocardial

infarction . ... ... ... Yes No
Tobacco/Alcohol use or prescription drug (i.e. Vicodin,

Oxycotin)abuse . .. ... ... .. .. .. .. .. ... .. .. Yes No
Physical attributes suggesting illicit drug use such as IV

track marks, visible tooth decay, sores on

face,arms,orlegs . . ......... ... .. .. .. ... .. Yes No
Altered mental status suggesting influence/withdrawal

fromillicitdrugs . .. ... ... .. .. .. Yes No
Unexplained stillbirth . . . ... ........... ... .... Yes No

»Risk Factors Related to Maternal Medical History
Unexplained Hepatitis B or C, syphilis, or HIV within the last

BYRAIS Yes No
Untreated maternal depression or major psychiatric

illness withinthe last3years . . . ............... Yes No
Ever used illegal drugs during any pregnancy . ....... Yes No
Ever delivered an infant who tested positive for illicit

drugs . ... Yes No

»Risk Factors Related to Maternal Social History

History of illicit drug use by mother or partner within the
last3years. . . ... . ... Yes No

History of illicit drug rehabilitation by mother or partner
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withinthelast3years ... ...... ... .. .. ....... Yes No
History of domestic violence by partner within the last
3YRAIS it Yes No

History of child abuse, neglect, or court ordered placement of
children outsideofhome . . .. ................ Yes No

Physician/CNM/Nurse Signature Date

This risk assessment should take place at the first encounter
with the pregnant woman and at delivery. At other encounters
the staff should document thatthe pregnantwoman continues
to be abstinent. If any of the above questions is answered with
a YES, please do the following:

e Request informed consent from the mother to order urine
screening for illicit drugs

e Contact the unit social worker to initiate detailed psychosocial
assessment

e Request Chemical Dependency Services consult if the social
worker and the physician believe it is warranted

e Request Psychiatry consult if mental health problems recog-
nized

e Communicate the risk status with Newborn Nursery or NICU
staff verbally (for L&D staff)

e Attach copy of this form to Labor and Delivery Form and send
to the Newborn Nursery or NICU along with the baby

B.Newborn Nursery/NICU (please review maternal risk assess-
ment from L&D unit)

» Risk Factors Related to Newborn Assessment

Maternal risk factor(s) present. . . ... ............. Yes No
Mother was tested during this pregnancy or labor
forillicitdrugs . . . . ... .. .. .. .. ... .. .... Yes No

Mother tested positive for illicit drugs during

thispregnancy ......................... Yes No
Gestation <37 weeks from unexplained

pretermdelivery .. ... ... ... .. .. Yes No
Unexplained birth weight less than 10™ percentile for

gestationalage . .. ........ ... ... ... Yes No
Unexplained head circumference less than 10t percentile

forgestationalage . . . .......... .. .. .. .. .. Yes No
Unexplained seizures, stroke, or brain infarction . . . . . .. Yes No

Unexplained symptoms that may suggest drug
withdrawal/intoxication: high pitched cry, irritability,
hypertonia, lethargy, disorganized sleep, sneezing,
hiccoughs, drooling, diarrhea, feeding problems, or
respiratorydistress. . . ... ... L. Yes No

Unexplained congential malformations involving
genitourinary tract, abdominal wall, or gastrointestinal
SYSteMS . . . Yes No

Physician/Nurse Practitioner Signature Date

»Staff should order meconium and urine screening tests for
illicitdrugsiftheansweris Yes to one or more questionsunder
the Risk Assessment Tool parts A or B.

*Tool developed by task force of statewide perinatal experts in
collaboration with the lowa Perinatal Care Program.
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