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Learning Objectives

A Contextualize current evidence regarding substance use and substance use disorder during
pregnancy: effects on pregnancy and fetus, developmental/behavioral/cognitive outcomes.

A Describe best practices for screening for substance use and toxicology testing during
pregnancy, at time of delivery, and toxicology testing of the newborn.

A Delineate the requirements of CAPTA/CARA, how they intersect with optimal clinical care for
birthing people and newborns with prenatal substance exposure, evaluate the impact of
Connecticut os dwual noti fication/rep-celattd ng s
advocacy for families affected by substance use in NY.

A Contextualize breastfeeding decision-making for birthing people with substance use, and
discuss the role of breastfeeding as a possible adjuvant treatment support for birthing people
with substance use disorder in remission
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INVOVLVEMENT to lack of internet access
EVIDENCE TO
No toxicology testing on newborn requestedd SUBSTANTIATE| CPS requested toxicology testiog newborn
CLAIMS OF HARM
INSTITUTIONALIZ
Mom is White AND PERSONALLY Mom is Black
MEDIATED RACIS




Which Is most concerning?

CANNABIS ALCOHOL CIGARETTE SMOKING
STRENGTH OF EVIDENCE: WEAK  STRENGTH OF EVIDENCE: STRON( STRENGTH OF EVIDENCE: STRONG
Prenatal effects: Prenatal effects Prenatal effects
A Weak evidence for possible fetal growth A Strong evidence for adverse pregnancy A Strong evidence for adverse pregnancy
restriction, possible effects on outcomes, fetal growth restriction, structural outcomes, fetal growth restriction, structura
neurodevelopment problems, neuromuscular problems, problems, increased risk for SIDS, potentia
potentially lifelong psychiatric and life-long neurocognitive effects

A Many unanswered research questions,

recommendations tentative neurocognitive effects up to and including

premature death A Evidence base and recommendations well

established

Postnatal effects A Evidence base and recommendations well

A Possible higher risk of use of cannabis and €stablished

alcohol as adults Postnatal effects
A Risks related to parental impaired judgemelgjt

Postnatal effects
A Increased risk of SIDS

A Increased risk of ear infections, lung
infections, asthma and chronic lung disease
A Potentially significant psychological impacts illergies
alcohol use disorder involved

Highly variable poshatal effects

A Risks related to parental impaired judgement




Alf we screened and tested with the intent of finding those things that
were most concerning for the viability and positive outcome of the
pregnancy and the health of the infant that may be born of the
pregnancy, we would be primarily evaluating focotine andalcohol

m etabol |tes ] AAP Technical Report 2013 Prenatal Substance Abuse: &mbitongTerm Effects on the Exposed Fetus




Ad a gepofts of substance use are most likely to be valid when
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Hilario et al. Denial of urinalysi®nfirmed opioid sue in prescription opioid dependend8ubstAbuse Trea2015 48:8590.

ACorrelation 9698% of selfeported cigarette smoking with
biochemical detection

Baheiraeizet al. Association of setéported passive smoking pregnantwomerwith cotinine level of maternal urine and
umbilical cord blood at deliveryraediatricand Perinatal Epidemiology. (2011) 26, 7076.




Which Is most concerning?

CANNABIS ALCOHOL CIGARETTE SMOKING POVERTY
STRENGTH OF EVIDENCE: WEAK STRENGTH OF EVIDENCE: STRON STRENGTH OF EVIDENCE: STROI STRENGTH OF EVIDENCE: STRONG
Prenatal effects: Prenatal effects Prenatal effects Prenatal effects
A Weak evidence for possible fetal A Strong evidence for adverse A Strong evidence for adverse A Strong evidence for adverse
growth restriction, possible effects on pregnancy outcomes, fetal growth pregnancy outcomes, fetal growth pregnancy outcomes, fetal growth
neurodevelopment restriction, structural problems, restriction, structural problems, restriction, potentially lifedlong
neuromuscular problems, potentially increased risk for SIDS, potentially-life neurocognitive effects up to and
A Many unanswered research life-long psychiatric and long neurocognitive effects including premature death
questions, recommendations neurocognitive effects up to and . .
tentative A Evidence base and recommendatioP®stnatal effects

including premature death well established

POStnatal effeCtS A Evidence base and recommendations A Potentially Significant psyChOIOQical

A Possible higher risk of use of cannabigVe!l established Postnatal effects impacts

and alcohol as adults Postnatal effects A Increased risk of SIDS A Increased risks of accidents includin

. : . : : . accidental death
A Risks related to parental impaired A Highly variable posnatal effects A Increased risk of ear infections, lung

judgement infections, asthma and chronic lungA Increased risk of illness including
A Potentially significant psychological disease, allergies asthma and lung infections
impacts if alcohol use disorder : "
involved A Increased risk of neurocognitive
effects including unfulfilled potential
A Risks related to parental impaired educational and vocational
judgement achievement

Aber et al. THE EFFECTS OF POVERTY ON CHILD HEALTH AND DEVELOPMENT. Annu. Rev. Public Health. 1997. 18:463i 83



Stress during pregnancy

Indirect effects

Direct effects

Compromised
posteatal care

Adverse heth Developmental

Ahered fetal
; Prysiclogical

dysreguiation

geveiopment

Coussondread ME. Effects of prenatal stress on
pregnancy and human development: mechanisms
and pathwaysObstetMed. 2013 Jun;6(2):537.doi:
10.1177/1753495X1247375Epub2013 May 3.
PMID: 27757157, PMCID: PMC5052760.

Understanding Pregnancy Signals and Infant
Development (UPSIDE) cohort

First paper: Associations between
neighborhood stress and maternal sex steroi
hormones in pregnancy

GhdzNJ FAYRAY3a &adzZa3as
exposure to neighborhood disorder is
associated with higher levels of
testosterone across pregnancy,
particularly among mothers carrying male
fetuses. Our findings are relevant to
perinatal outcomes given evidence linking
sex steroid dysregulation and pregnancy
complications, adverse birth outcomes,
and adverse longerm child health
2 dzi O2YSa v
Hansel, Megan & Murphy, Hannah & Brunner, Jessica & Wa
Christina & Miller, Richard & O'Connor, Thomas & Barrett,
Emily & Riverd\Ufiez Zorimar (2023). Associations between
neighborhood stress and maternal sex steroid hormones in

pregnancy. BMC Pregnancy and Childbirth. 23.
10.1186/s12884€23-060430.



Article | Published: 15 November 2023

The effects of experience of discrimination and

acculturation during pregnancy on the developing
offspring brain

Marisa N. Spann E, Kiarra Alleyne, Cristi Fig. 3: Associations prenatal experiences of discrimination and offspring amygdala

Bang, Victoria Oyeneye, Rebecca Kiflom, €onnectivity.
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Prevention related to preterm delivery

Alnadequate prenatal care is associated with preterm delivery and
adverse outcomes

Gadson A, Akpovi E, Mehta PK. Exploring the social determinants of racial/ethnic disparities in prenatal care utilization and maternal outcome. Semin
Perinatol. 2017;41(5):3081 317. PubMed doi: 10.1053/j.semperi.2017.04.008

Fryer K, Munoz MC, Rahangdale L, Stuebe AM. Multiparous Black and Latinx women face more barriers to prenatal care than white women. J Racial
Ethn Health Disparities. 2021;8(1):80i 87. PubMed doi: 10.1007/s40615-020-00759-x

Salm Ward TC, Mazul M, Ngui EM, Bridgewater FD, HarleyAE. ilYyear n t o go | asto: perceptions of pre
American women with limited incomes. Matern Child Health J. 2013;17(10):1753i 1759. PubMed doi: 10.1007/
$10995-012-1194-5

AEnvironmental racism, microplastic exposurd, associated with
preterm delivery

T H E L ! N C E —l— ARTICLES | VOLUME 8, ISSUE 2, E74-E85, FEBRUARY 2024 % Download Full Issue

Prenatal phthalate exposure and adverse birth outcomes in the USA: a
P | an eta ry H ca lt h prospective analysis of births and estimates of attributable burden and
costs

ESS RELEASE | CHEMICALS & POLLUTION ACTION

Plastic pollution is an

environmental injustice to
Prof Leonardo Trasande, MD 2 [ « Morgan E Nelson, MS « Prof Akram Alshawabkeh, PhD « VUInerable communitie = NE

Prof Emily S Barrett, PhD « Jessie P Buckley, PhD « Prof Dana Dabelea, MD « etal. Show all authors « Show footngtes report

e Published: February, 2024 « DOI: https://doi.org/10.1016/S2542-5196(23)00270-X e




Psychological Risk

Cumulative
Psychosocial
Adversity Index

(Evans 2013) CBCL

Prematurity Dysregulation
and Neonatal

Complications

Cumulative , _
Trajectories

Prenatal Substance
Across Ages

Exposure
(Carta et al,, 2001;
Humeniuk et al.,
2008)

Birth GA Group: CBCL-DP »180:

*  Ext/Very Preterm <32
wks
*  Mod/late Preterm =

Anxiety/Depression+
Attention + Aggression
Other Syndrome Scores:

32-36 wks
*  Term > 37 wks
LOS = proxy for neonatal
iliness > GA week Median

Emotional Reactivity, Soclal
Withdrawal
Sleep Problems
Somatic Complaints

CBCL Outcomes at 18-72 mos
Psychosocial and Neonatal Risk Factors Associated with Behavioral
Dysregulation Trajectories from 18 through 72 Months of Age Among

ECHO Study Children

Presenting Author: Julie A. Hofheimer, PhD (she/her/hers) — University of North
Carolina at Chapel Hill School of Medicine

lilicit

Opioias Substances

Nicotine Alcohol Marijuana

Maternal and Newborn Characteristics




Conclusions

After matching on additional risk factors, infants with prenatal opioid
exposure were not at higher risk for for developmental, cognitive, and
behavioral problems outcomes compared to unexposed children

+ Additional analyses are planned to examine the influence of opioid type, dosage,
and duration as well as the effect of opioid replacement therapy

* Evaluation for more subtle deficits/difficulties should be assessed through formal
testing and/or parental surveys

Q
SOPAS

§%4 KAISER PERMANENTE. FDA Contract 75F40119C10101 Pediatric Academic Societles

Prenatal Opioid Exposure and the Risk of Developmental Delay,
Cognitive, Behavioral, and Motor Disorders

Presenting Author: Michael Kuzniewicz, MD MPH (he/him/his) — Kaiser Permanente
Northen California

Over half (52%) of infants exposed to in-utero opioids, regardless of NAS

diagnosis, were 22 standard deviations below the mean for all 6 domains
of the BDIST. ( Table 2)

Neurodevelopment Qutcomes of In Utero Opioid Exposed Infants
Enrolled in Early Intervention

Presenting Author: Marissa Reilly, MS (she/her/hers) — Tufts University School of
Madicina




Prenatal Opioid Exposure and the Risk of Developmental Delay,
Cognitive, Behavioral, and Motor Disorders

Presenting Author: Michael Kuzniewicz, MD MPH (he/him/his) — Kaiser Permanente
Northen California




genetic factors
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nicotine
and/or
alcohol use

epigenetic factors

environmental factors

S

systemic racism

AAP Technical Report 2013 Prenatal Substance Abuse: &haitongTerm Effects on the Exposed Fe



AThe physiologic impact of maternal substance use on the fetus is
highly variable.

AWhat may be most harmful to fetuses about many substances is
their legal status and context of use, leading to barriers in
communication and access to prenatal care, social stress, stigma,
poverty, incarceration, etc.

Beyond a simple cause and effect relationship: Exploring thetknng outcomes of children prenatally exposed to opioids anteotsubstance
EkaterinaBurduli HendréeE Jones
In Press, Corrected Proof, Available online 7 December 2024

ANeuropsychiatric effects due to preatal exposure are highly
mitigated by positive parenting interventions postnatally.

Infant and Child Development. The role of mother's prenatal substance use disorder and early parenting on child so@al atcgpiibol age
Volume30Jssue3May/June 2021



https://onlinelibrary.wiley.com/toc/15227219/2021/30/3
https://onlinelibrary.wiley.com/toc/15227219/2021/30/3
https://www.sciencedirect.com/science/article/pii/S0146000524001459
https://www.sciencedirect.com/science/article/pii/S0146000524001459
https://www.sciencedirect.com/science/article/pii/S0146000524001459
https://www.sciencedirect.com/science/article/pii/S0146000524001459

Implications

AGoal is to support people maximally during pregnancy
APrenatal care
A Social support, connect with appropriately matched services
AMental health support, disorder identification and treatment

ASubstance use/use disorder identification with universal validated screening
guestionnaires
ASubstance use/use disorder treatment
A Alcohol use cessation, tobacco use cessation, medications for opioid use distzder,

AMitigation of stressors, including experiences of discrimination
APreparation for parenting
Aldentification of and mitigation of barriers to dyads remaining together after

d e I |Ve ry Caitlin E. MartinTawanyAlmeida, Bhushan Thakkar & Tiffany Kimbrough (2022) Postpartum and

addiction recovery of women in opioid use disorder treatment: A qualitative study, Substance AbL
43:1, 389396, DOI: 10.1080/08897077.2021.1944954

NYU Review of Law & Social Change 2019 The Harm of Child Removal Shanta Trivedi

Micalwl T 2 1ty 5SGGfFFFI CNIyYy]l 9RGIFNRAT ¢KS t &
From HistoryPediatricsJuly 2021; 148 (1).




Reduce Prenatal Maternal Stress to Improve Pregnancy and Birth
Outcomes: Recommendations for U.S. Policy

MarciLobelandHeidiPreis
Policy Insights from the Behavioral and Brain Sciences

Volumel2, Issuel
https://doi.org/10.1177/23727322241302417

Admproving prenatal screening requires the expertise of scientists to
develop and validate tools and procedures, and healthcare

professionals to implement them.

Ad. SGUSNI OGN AYAYISES RAGSNEATFAOI UA;
prenatal care workforce requires commitment from medical training
programs and healthcare systems.
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Screen early and often

AiFor women with early prenatal screening
decrease of
A any self-reported substance use by 72%,
A marijuana by 57%,
A all opiates by 40%, and
A benzodiazepine use by 76% when rescreened at the end of their pregnancy.

A For those with initial screening in their second trimester, there was a smaller
decrease in
A any self-reported substance use by 44%,
A marijuana by 36%,
A all opiates by 20%, and
A benzodiazepine use by 50% when rescreened at the end of their pregnancy.

AWe even found a much smaller decrease when screened in their third trimester in

A any substance by 6%,
A marijuana by 9%,
A all opiates by 0%, and

Abenzodi azepine use by 15% when rescreened at

Improved Maternal and Infant Outcomes
with Serial, Self-Reported Early Prenatal
Substance Use Screening

Published: 27 April 2021




Future directions

AScreening nobirthing parent for substance use?

Ornoy et al The developmental outcome of children born to heroin-dependent mothers, raised at
home or adopted. Child Abuse Negl. 1996



Program and Policy Challenges—Opioids

Caring for Families Impacted by Opioid Use:
A Qualitative Analysis of Integrated Program
Designs

A(Apfw( PEDIATRICS

What’s New:

A growing number of programs provide integrated medical and behavioral care to families
impacted by opioid use disorder. Successful programs prioritized care coordination, removing
barriers to integrating medical and behavioral services, and balancing child safety concerns while

maintaining parental trust.

Schiff DM, Partridge S, Gummadi NH, GragtiRacS, Costello E, Wachman EM, Jones HE, Greenfield SF, Taveras EM, Bernstein J
for Families Impacted by Opioid Use: A Qualitative Analysis of Integrated Program Desggifediatr 2022 Jareb;22(1):128.36. doi:
10.1016/j.acap.2021.04.01&pub2021 Apr 24. PMID: 33901729; PMCID: PMC8542059.
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What iIs CAPTA/CARA?

AThe Child Abuse Prevention and Treatment Act, as updated by
the Comprehensive Addiction and Recovery Act of 2016 requires
each state to develop a protocol for and produce annual reports
to the federal government detailing

ACl) the numbers of newborns daffect
pregnancy,

A(2) that CPS systems are notified of delivery of such newborns,
A(3) that these newborns have Family Care Plans, and
A(4) what is in these plans.

https:// www.acf.hhs.gofsites/default/files/documentstl/pil702.pdf



Children and Youth Services Review 99 (2019) 343-354

Contents lists available at ScienceDirect cHL —
Children and Youth Services Review ReVIEW

journal homepage: www.elsevier.com/locate/childyouth

Planning for safe care or widening the net?: A review and analysis of 51 g

Check for

states’ CAPTA policies addressing substance-exposed infants i

Margaret H. Lloyd™", Stephanie Luczak®, Samantha Lew®

# University of Connecticut School of Social Work, USA
b Connecticut Children's Medical Center, USA

Gl AIKEAIKG A

Ane analyze statéevel consistency with 2016 federal child welfare legislation addressing prenatal substance exposur
Ane find only two states in full compliance.

Aviany states now mandate reporting all positive infant drug screens to CPS regardless of safety concerns.

ABS RA&OdzAa&a 2dz2NJ FAYRAyYy3Ia Ay (KS O2yGSEG 2F GKS aySi



Range of responses by state

Connecticut®

e Adrug test on a pregnant or birthing person is NOT required by law.
o |f screening indicates the need for a drug test, providers should ask for

and get informed consent prior to drug testing a pregnant or birthing

person.
e Adrugtest on a newbornis NOT required by law.
e A positive drug test or indication that a newborn is substance-affected

does NOT trigger a mandatory report.
o Providers must make a CAPTA notification through an online portal for

any newborn known to be exposed to substances during pregnancy. If
there are no safety concerns, this information is anonymized and does

23
NOT equate to a DCF referral.™
i WHAT YOU NEED TO KNOW FOR PROVIDERS
how Prenatal Drug Exposure:
e CAPTA Reporting
””””” Requirements for
Medical Professionals

Note: This resource is up to date as of February 2024.
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Research Report (@ Full Access

Association between punitive policies and neonatal
abstinence syndrome among Medicaid-insured infants in
complex policy environments

Laura J. Faherty )% Sara Heins, Ashley M. Kranz, Stephen W. Patrick, Bradley D. Stein

First published: 07 June 2021 | https://doi.org/10.1111/add.15602 | Citations: 7

3 Un t hi s st u-thsurediffantslia 89istates] wek found that
punitive policies were not associated with reduced odds of NAS either
I n the short or | ong ter m. j

3 The complexity of state pol.
Increased over time, with the number of states with

both treatment -supportive and potentially treatment -
deterring policies I ncreasincg
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CAPTA Notification Portal

Connecticut State

-~/ Department of Children and Families

Reporter's Information

All the asterisk (*) fields are required!

Reporter's Email * Secondary Email (For distribution purposes)

sostfeldjohns@gmail.com sharon.ostfeld-johns@yale.edu

Reporter's Name *

Sharon Ml Ostfeld-Johns

Reporter's Role *

Physician v

Reporting Hospital *

Yale New Haven Hospital 4

Reporter's Phone *

6072802114

Reporter's Race * (Please check all that apply)
() American Indian or Alaskan Native () Black/African American
W White (] Asian

() Native Hawaiian/other Pacific Islander

Reporter's Ethnicity (Please check maximum of 2)

(] cuban () Dominican Republic () Mexican /Chicano (] Other Spanish OR (J Puerto Rican
/Mexican American Hispanic



NO, BUT CPS CONCERNS EXIST

BUIII3N |BUOISSRIBUOD) ZZ0T

Non identfyng Famiy Data Gptured
Zipcode of where nawbom will reside

OLD
CAPTA internal
work flow
diagram
(not for R —
dissemination) :

Thowse responses
will trigger
elighblity for 4 CPS
Repornt

Mother's face
Mother's Ethacity
Mowborn's Race
Newborn's Ethnc Ry

Yes

:
E

e submatwd anine

Misze of Prescribed OTC Mediations

Presca®ed Denzodkaoe pnes
Other flegal/Unprescribed Sutetances

,-'5 :

Presoribed Opates
Mon Prascabed Opates

Sgeening Data Captured:

*  Waschild tested for substances
*  What type of test was parformed

POGC Data Captured:

ident fiad or services meferred




CURRENT

CAPTA REPORTER FLOW

ReporterData Captured:

. Email

. Name

" _— Has newborn been

. Role ; Is this t'l‘ef' n:;al gAPTA YES—P exposed in utero to

¢ Hospital Name notifications substances?

. Phone #

*  Race/Ethnicity

NO
v
‘ ‘ CAPTA Initial ‘ ‘
Reference #
! YES
Non Identifying Family Data Captured:
These responses
. Zip code of where newborn will reside will trigger
. Mnther/Birthing Person’s Age eligibility for a CPS
¢ Mother/Birthing Person’s Race Is there a concern that Report
*  Mother/Birthing Person’s Ethnicity - Mother/Birthing person’s
. Newborn’s Race substance use is impacting
. Newborn’s Ethnicity parental functioning?
YES

A 4

Which substances has the newborn
been exposed to:

Alcohol

Cocaine
Benzodiazepines
Cannabis
Buprenorphine
Methadone —
PCP

Opiates

Fentanyl

Xylazine

Methamphetamine

Other Prescribed Medications
Other lllegal Substances

NO

Are there suspicions of
abuse or neglect?

NO

Did a family present with a
completed Family Care
Plan?

NO—

Hospital required to complete Family Care
Plan

A 4

NO, BUT CPS CONCERNS EXIST

DCF Report
submitted online

FCP Data Captured:

Information provided, services identified or
services referred

CAPTA Notification
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ANonpunitive response

APrlorltlze supportive response to substancgeduring pregnancyig
GSELI2adzNB¢ @da || RSUSNNWAYIFUGAZ2Y 2

AMaximal support prior to and separate from investigation

Al SLIENIOGA2Y 2F /1te! ay2ZuATAOL U
FTNRY 5/ C GNBLRZ2NIUE OAYODBSauAIl A
substance use without concerns for harm or neglect

A
2
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ANot necessarily clinically apparent during the newborn hospital stay

AEvidence shows disparities in determination of NAS/NOWS diagnosis

AWithdrawal symptoms are highly dependent on parental response to infant
and presence with infant thus dependent on parental presesice

AWould want resources provided to families even with infant with no
a I LILJ NB Y U gie cauas¥lindiiharivi éeduation re: cannabis use and
breastfeedingetc)

ALT &2dz OK22aS GSELRadaNBE G2¢ (K.
notification/reporting system



Optimal clinical care Legal intent

AScreen for substance use during Aldentify substance use during
pregnancy pregnancy

AMatch with appropriate services ADevelop Family Care Plan
during pregnancy

AVerify appropriate services in plac® gang anonymized information to
during newborn hospital stay state during newborn hospital stay

AFamilies go home together AFamilies go home together



The Family Care Plan
from CT CAPTA Notification Portal

Information provided, services identified or services referred * (Please check all that apply)

() 12 Step Group

() Birth to Three

(] Breastfeeding

() Childcare

() Co-parenting

(] Depression during/after pregnancy
(] Developmental Milestones

() Financial Assistance

() Food Insecurity

() Home Visiting

() Housing Assistance

() Identified Pediatrician

() Immunizations

() Infant Car Seat Safety

() Medication Assisted Treatment
() Mental Health -Parent

() Mental Health-Early Childhood
() Nutrition

() Oral Health Care

() Parenting Groups

() Prenatal Health Care

(L) Recovery Supports

() Safe Sleep Plan

()] Second Hand Smoke

(L) SNAP Benefits

() Substance Use Counseling
() Transportation

() wic

() Other (specify)



SE P I - c Substance Exposed Pregnancy
Initiative of Connecticut

This plan is for you and your information will not be shared with any agencies or organizations.

START A FAMILY CARE PLAN

If you are pregnant and using substances, a Family Care Plan (FCP) is a
helpful tool that outlines various supports that you have in place to support
the health and wellbeing of your baby, yourself, and your family.

Create a Plan:

An FCP can include services such as medical care, reproductive care, financial For Myself N
and housing assistance, WIC, home visiting, parenting groups, substance use
recovery supports, and other resources that you are engaged with or would
like to engage with.

For Someone Else =

In CT, any pregnant individual who is using prescribed/non prescribed substances (including Have an Account? Sign In
cannabis) during pregnancy should have an FCP completed before birth and available to Prefer to Make Your Plan Offline? Download PDF

reference at the hospital after birth. You have the option of creating an FCP on your own or
you may choose to work with a trusted support of your choice, such as a family member, a

Watch on & YouTube

friend, or a community/health professional.

https:// www.sepict.ordgindividualsand-families/whatis-a-family-care-plan/
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ASomething that leads to DCF referral



Family Care Plan should continue to support
the wholefamily after delivery

ARise in late postpartum mortality

Acontinue to screen for substance use and need for intensified support/engagern
In the late postpartum period (42d1yr)

Future directions

AFamily Care Plans fall pregnant patients

APassage of CAPTA reauthorization: current language makes dual
notification/reporting system a federal mandate

Lloyd Sieger et al. The 2021 reauthorization of CAPTA & letting public health lead. N Engl J Med. 2021



Now ESC!



An Initiative to Improve the

Quality of Care of Infants With
Neonatal Abstinence Syndrome

Matthew R. Grossman, MD,2 Adam K. Berkwitt, MD,2 Rachel R. Osborn, MD,? Yaqing Xu, MS,?
Denise A. Esserman, PhD,? Eugene D. Shapiro, MD,2¢ Matthew J. Bizzarro, MD?

PEDIATRICS Volume 139, number 6, June 2017
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Standardize
nonpharmad
care

Novel approach to
assessment on

Inpatient unit

owering
saging

AAttempts to implement ESC without a focus on the message

Ny ou

are the best treat ment f

keystone in newborn care, have not shown the same benefits.

Ryan K, Moyer AlaitM, Yan K, Dasgupta audekk, Cabacungan E. Correlating Scores but Contrasting Outcomes for Eat Sleep Console Versus Modified Finreggdiatr-R8si Apr;11(4):35857. doi:

10.1542/hpeds.202M03665.Epub2021 Mar 2. PMID: 33653727.

ADecreased parental presence is associated with higher rates of
pharmacologic treatment in infants treated with ESC.

Amin A FrazieM, Thompson S, Patel A. Assessing the Eat, Sleep, Console model for neonatal abstinence syndrome management at @&regdioeateefPerinatol 2023 Jul;43(7):91822. doi:
10.1038/s4137023016669. Epub2023 Apr 25. PMID: 37185367; PMCID: PMC10127154.




Hospitalization for neonatal opioid
withdrawal syndrome

Non-pharmacologic Care Plan X ESC Goals X

* Providing an Empowering Message

o It is essential to discuss the importance of family involvement in e Can the Infant Eat?

roviding continuous non-pharmacologic interventions for their infants .
P J P J o Breastfeed well OR take approximately 1 oz

o "You are the best treatment for your child" i '
formula in 30 mins

+« Components of Non-Pharmacologic Care Plan

o Low Stimulation Environment * Can the Infant SIEEP?

= Low lights, quiet environment o Uninterrupted sleep in between feeds or episodes
o Feeding on Demand of inconsolability

= Assess for cues of hunger, may cluster feed

¢« Can the Infant be Consoled in 10 Mins?

o When infant cries, can s/he be consoled
implementing non-pharmacologic interventions

o 68S's
= Swaddle, sway, suck, sideways, shhhh, skin-skin contact

= Coach families on these tools



ORIGINAL ARTICLE

Eat, Sleep, Console Approach or Usual Care for Neonatal Opioid Withdrawal

Leslie W. Young, M.D., Songthip T. Ounpraseuth, Ph.D., Stephanie L. Merhar, M.D., Zhuopei Hu, M.S., Alan E. Simon, M.D., Andrew A. Bremer, M.D., Ph.D., Jeannette Y.
Lee, Ph.D., Abhik Das, Ph.D., Margaret M. Crawford, B.S., Rachel G. Greenberg, M.D., P. Brian Smith, M.D., Brenda B. Poindexter, M.D., et al., for the ACT NOW

Collaborative®

din this multicenter, steppeavedge, clusterrandomized, controlled

trial, we found that the use of the Eat, Sleep, Console care approach
decreased the time until infants with opioid withdrawal were medically
ready for hospital discharge by a mean of 6.7 days, as compared with
usual care. The use of the approach also decreased the proportion of
Infants who received pharmacologic treatment by 32.5 percentage

points, without increasing specified adverse safety outcomes through 3
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Drug testing in support of the diagnosis of
neonatal abstinence syndrome: The current

situation
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nNTo be quite clear, newborn toxicology t
obtained from the infant as a surrogate for information collected from the birthing
person. o

nNGiven the current | evel of evidence and the I nequil
testing, ordering them
A in a universal fashion is not recommended.
A when there is no known substance exposure and no symptoms of NOWS is not recommended.
A when there is already knowledge of prenatal opioid exposure has no benefit related to NOWS care,
and likely harms.

Toxicology tests should be sent only when the result would
A clarify a suspected diagnosis of NOWS or
A change clinical management of NOWS; this is rare.

To fulfill this clinical need, the only appropriate test is urine toxicology. Long window of detection methods
(umbilical cord, meconium) have no role in the diagnosis or clinical management of NOWS.

These tests should be sent only when attempts to obtain information from higher quality sources (parental
report, toxicology testing of the birthing person) |

Pre-natal and post-natal screening and testing in neonatal
abstinence syndrome

Sharon Ostfeld-Johns



Hospital Pediatrics:

RESEARCH ARTICLE | MARCH 10 2025
“Like a Hot Potato”: Breakdown of Clinician-Parent
Communication About Newborn Toxicology Testing &

Gina Liu, MSc &% ; Brianna ). Wright, BA; Leah N. Schwartz, MD, MSc; Ellis J. Yeo, BA; Sarah N. Bernstein, MD;
Sharon Ostfeld-Johns, MD; Davida M. Schiff, MD, MSc

JFrom both sets of I nterviews, we identified 4 the
A (1) lack of communication about the benefits and risks  of newborn toxicology testing led to
confusion and misperceptions about the purpose of testing among parents,

A (2)fear of damaging the clinician -parent relationship and discomfort discussing potential Child
Protective Services involvement impacted clinician communication around testing,

A (3) both clinicians and parents expressed a desire for more transparent communication  around
newborn toxicology testing, and

A (4) participants suggested structured consent conversations and improved coordination
across prenatal and perinatal care teams . j



Our Newborn Toxicology Testing Protocol
development process:

ol

AConversations begah
Aldeas percolating within Pediatric Hospital Medicine Section
ASupport from Section Chief
ASupport from head of Child Abuse Section
ASupport from medical director of Newborn Nursery
AConversations with OB team
ASupport from SW leadership
ATrainee involvement
ASupport from Addiction Medicine colleagues




New connections

AConnections made with workers and researchers at DCF to generate
data about CAPTA referrals

AUse of tests as substantiation of claim of harm

AMutual deference
A Usually ordered when requested by SW or DCF (or expectation of this)
A Per discussions with DCF, they thought they were ordered for medical purposes

ANow: working on future projects and research, involved in state level
policy groups




The newborn
toxicology
pathway

Pathway context The following algorithm provides guidance on which newborns may

Related Pathways

Reviewed: 9/16/2024

benefit from toxicology screening and obtaining consent to screen

Newbarn with known prenatal substance exposure
(i.e. by self report or toxicology testing of the
birthing person)?

+ Newborn toxicelogy has NO role in the setting of in
utero cannabis exposure

NO L YES
!

Social Work consult should be placed in the setting of

known (or suspected) substance exposure in
Develops signs or symptoms pregnancy

— No — z
of newborn withdrawal?

+ CAPTA/CARA Newborn Notification Portal must be
| filled out during the newborn hospital stay for any
newborn with known prenatal substance exposure

YES
Online notification form is generally done by Social
4 l ‘Work and/or Nursing
Family Care Plan must be decumented or created
No toxicology Take a substance use history during newborn hospital stay, but inability to do so
testing indicated from the birthing personand €\ is not an indication for a DCF referral

N— vES — controlled with maximal non-

follow NOWS care pathway

DGF referral must be made within 12 hours of delivery
if there is a concern for harm or neglect

Substance exposure alone during pregnancy does
not constitute “cancern for harm or neglect”

Withdrawal symptoms well l

pharmacologic interventions
as per the ESC protocol? Information available regarding
substance use (substance, Use  ——— YES

Ui ""Er | disorder, treatment, services,
lteal g <l NO toxicology testing if indicated)?
| Newborn toxicology
Consider newborn toxicology to det NO testing not indicated

medications for treating newborn withdrawal i as is redundant
symptoms and/or to preclude other diagnostic testing

omed oo cbained fom i \ ves Expectation that neonatal

+ Informed consent must be obtained from the parents =| e
(er medical decisionmaker) for any newborn toxicology - -
testing prior to ordering or obtaining a sample fram i utero expoours?

« If newborn toxicology is indicated but consent is not
provided, SW should be informed

* If consent is not provided, but the testing is deemed Unsure
necessary o preserve the healihlife of the newborn +
(including situations where testing would avoid other
potentially invasive diagnostics), it should be
performed regardless

Take a substance use history from
the birthing person

Adequate history

Adequate history unable to be

obtained abtsined
No testing Gonsider newborn toxicology to determine if longer
indicated observation period or NOWS Pathway is needed
+ Informed consent must be obtained from the parents
IF anyone (o medical decision maker) for any newborn toxicology
requests testng testing prior to ordering or obtaining a sample

+ If newborn toxicology is indicated but consent is not
provided, SW should be informed

+ If consent is not provided, but the testing is deemed
necessary to preserve the health/life of the newborn
(including situations where testing would avoid other
potentially invasive diagnostics), it should be
performed regardless

If another care partner (RN, SW, DCF worker, consultant)
requests newbarn toxicology that does not meet an

if anyone
requests testing

indication outlined above, discuss with the attending and
take the opportunity to educate the requester on updated
protocol



Pathway context

Related Pathways

*+ Substance Use in Pregnancy and. Newb
. " b

Immediate Post
Health
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Reviewed: 9/16/2024

The foll

ing algorithm pi

guidance on which newborns may
benefit from toxicology screening and obtaining consent to screen

!

+ Neonatal Opioid Withdrawal IS
Syndrome: Pediatric Inpatient

with p

substance exposure

(i.e. by self report or toxicology testing of the

birthing person)?

* Newborn toxicology has NO role in the setting of in
utero cannabis exposure

NO-JLYES

Develops signs or symptoms ‘

of newborn withdrawal?

YES

+ !

No toxi
testing il

icology
ndicated

Take a substance use history
from the birthing person and
follow NOWS care pathway

Withdrawal symptoms well
controlled with maximal non-

kY’E.."'i—

phar inter

as per the ESC protocol?

If anyone —
requests testing |

NO

+

3

Social Work consult should be placed in the setting of
K (or p in

dardl a1ihet

pregnancy

Consider newborn toxicology to determine appropriate
medications for treating newborn withdrawal
symptoms and/or to preclude other di tic testi

* Informed consent must be obtained from the parents
(or medical decisionmaker) for any newbaorn toxicology
testing prior to ordering or obtaining a sample

« |f newborn toxicology is indicated but consent is not
provided, SW should be informed

« |f consent is not provided, but the testing is deemed
necessary to preserve the health/life of the newborn
(including situations where testing would avoid other
potentially invasive diagnostics), it should be
performed regardless

. vES

+ CAPTA/CARA Newborn Notification Portal must be
filled out during the newborn hospital stay for any
newborn with known prenatal substance exposure

= Online notification form is generally done by Social
Work and/or Nursing

= Family Care Plan must be documented or created
during newborn hospital stay, but inability to do so
is not an indication for a DCF referral

+ DCF referral must be made within 12 hours of delivery
if there is a concern for harm or neglect

© Substance exposure alone during pregnancy does
not constitute "concern for harm or neglect”

Information available regarding
use (subst; , use
disorder, treatment, services,
toxicology if indicated)?

!

SuDstance Lse NSOy Questions x

NOTES

o Pocple who arw cregnant may not tell clmcians about! substance use Decauns of fear of punitve
responses

o Takking 8 substance use Nstory is an OpEOMUNTY 10 De & COMPASSIoNate Rstans and trusted O Darmner.
WICH Can held DGO engage with treatmeet 8nd SUDSON Services

o Use the Pam mauction prncgie of uncondeonal postive regard. When you harve uncondinonal postive
MegEd 1or SCrMmeore

o YOU resdect I right 15 muiee IMOornant Secihins ADOUT they DOy ad e Death
& You want wihat 5 best for tham

* You beleve that hey e competent and capabie of choOsng what Is fight lor them based on ther
UG Cheumslanced

¢ You trust thew actons are mosivated Dy & deas 30 be the Cast parers they can De

Conader ouestona such aa

* Do you Pave any mecical protiema?

o Ase Mare &y Mertal hoalh tvobiorms such

* B8 Cepression Of Aruety Seordors in the lamiy?

¢ Do you or aryone n your home pmoke 7

* Do you or aryons n your home drink alcohor?

o Do you Of Bryone n your home use Orugs?

o Balore you knew yOou wire Dregnant, hom would you describe your Use of slcohel?
o Aftar you keww Of your pregnancy. how woukd you descrte your use of aicohol?

o Samo B8 ALV reDoated reQanrding NDECCO. PAESCRPLON MECAtONS with AIenon 10 Opwnds and
ecialive ByDAchics, Marfuana, Cocane, meSamphetaming, and heron or fersanmd”

1
NO

Newborn toxicology
testing not indicated
as is redundant

Expectation that )
withdrawal symptoms may result

from in utero exposure?

Unsure

+

Take a substance use history from
the birthing person

If anyone
requests testing




1

Consider newborn toxicology to determine appropriate
medications for treating newborn withdrawal
symptoms and/or to preclude other diagnostic testing

* Informed consent must be obtained from the parents
(or medical decisionmaker) for any newborn toxicology
testing prior to ordering or abtaining a sample

= If newborn toxicology is indicated but consent is not
provided, SW should be informed

* If consent is not provided, but the testing is deemed
necessary to preserve the health/life of the newborn
(including situations where testing would aveid other
potentially invasive diagnostics), it should be
performed regardless

. YES —

I MNewborn toxicology
NO testing not indicated
i as is redundant

Expectation that neonatal
withdrawal symptoms may result
from in utero exposure?

Unsure

+

Take a substance use history from

the birthing person

A

(

Adequate history

obtained

l

No testing
indicated

If anyone

requests testng

-

)

Adequate history
unable to be
obtained

|

Consider newborn toxicology to determine if longer
observation period or NOWS Pathway is needed

* |nformed consent must be obtained from the parents
(or medical decision maker) for any newborn toxicology
testing prior to ordering or obtaining a sample

-

If newborn toxicology is indicated but consent is not
provided, SW should be informed

If consent is not provided, but the testing is deemed
necessary to preserve the health/life of the newborn
(including situations where testing would avoid other
potentially invasive diagnostics), it should be
performed regardless

If another care partner (RN, SW, DCF worker, consultant)

-

reguests newborn toxicology that does not meet an
indication outlined above, discuss with the attending and N

Ty

If anyone
requests testing

take the opportunity to educate the requester on updated

protocol



ol

Research guestions

AWithin our health system, prior to an objective protocol, what
were the rates of toxicology testing in newborns, and were there
differences in the rate of testing in different groups?

ARace (NHB, NHW, HL, Other)
Alnsurance (Medicaid, private insurance)
Alncome

AWhat were the differences in the rates of positivity of testing?

AWhat were the differences in what the tests were positive for
(e.g. cannabis only, MOUD medications only, etc)?



Research guestions

AWere we making unnecessary/low yield DCF referrals?

AWhen we put in place an objective clinically-directed testing
protocol, did we change testing patterns, disparities, and
downstream outcomes?




Figure 3A: Prntervention tests ordered and performed with results, by race

WNH | BNH H/L
% of newborns 55.5% | 15.5% | 19.8%
delivered
% of tests ordered 43.1% | 32.7% | 22.8%
% of population tested | 2.5% |6.7% | 3.6%
Relative rate of testing | 0.8 2.1 1.1
compared to average
(14 oy (3.2%)
Odds ratio ref. 2.84 1.5
(p<0.001) | (p<0.001)
155" % of tests ordered in | 61.0% | 30.3% | 44.3%
\ this group that were
N\ positive

N\

Forthcoming/accepted publication:

OstfeldJohns S, Aragona E, Carey GB, Hart L, Loyal J. Newborn Toxicology Testing Nc
Indicated: A novel approach to prioritize clinical utility, reduce unnecessary testing and
eliminate biadNEJM CatalysR025.

Newborn urine drug screen testing rates and positivity rates by-edlaricity in the preintervention period. *186 patients werremoved due to missing race
ethnicity date. Abbreviations: UDS, urine drug screen



Figure 3BPreintervention tests ordered and performed with results, by insurance

Commercial | Medicaid

% of newborns 64.0% 36.0%
delivered

% of tests ordered 7.7% 92.3%
% of population | 0.4% 8.2%
tested

All newborns :
Relative rate of 0.1 2.6
(n = 14,660)*
-m testing compared

to average (3.2%)

Odds ratio ref. 23.17
(p<0.001)
% of tests ordered 48.9% 25.0%

in this group that
were positive

’

Forthcoming/accepted publication:

OstfeldJohns S, Aragona E, Carey GB, Hart L, Loyal J. Newborn Toxicology Testing Not Indicated: A novel approactctmigabtitiligy, reduce unnecessary testing and eliminate BIESM
Catalyst2025.

Newborn urine drug screen testing rates and positivity rates by insurance in thatpreention period. *160 patients were reoved due to missing insurance date
or non-commercial or Medicaid insurance. Abbreviations: UDS, urine drug screen




Figure 3CPreintervention tests results, by race

WNH BNH H/L

% of tests | 10.6% 41.3% 21.3%
ordered in
this group
that were
~_ Posiive positive for

A\ Ove o cannabis
only

Xah| 5 [54.9% 10.9% 44. 7%
MNewborns tested on Iy

(n = 469)
X2 0KSN34.4% 47.8% 34.0%

annabis anl

Why
- Non-Hispan
C

Forthcoming/accepted publication:

OstfeldJohns S, Aragona E, Carey GB, Hart L, Loyal J. Newborn Toxicology Testing Not |
novel approach to prioritize clinical utility, reduce unnecessary testing and eliminat®l Bid
Catalyst2025.

Newborn urine drug screen testing results (positive vs. negative among those tested and by drug category among tho3dtasiteethnicity in the pre
intervention period. OUD only denotes a UDS positive only for medications for the treatment of opiate use disorder. Qitesy dBY$ with multiple substances or
with a substance other than cannabis or medications for OUD. Abbreviations: OUD, opiate use disorder.



Figure 3D: Prntervention tests results, by insurance

Commercial | Medicaid
% of tests 18.9% 33.3%
ordered in
this group
that were
positive for
Newsorns tested cannabis only]
Xah; 5 143.4% 22.2%
oun oy \ X2 0 KSNJ37.7% 44.4%

Forthcoming/accepted publication:
OstfeldJohns S, Aragona E, Carey GB, Hart L, Loyal J. Newborn Toxicology Testing Not Indicated: A novel approackclimipgoritility, reduce unnecessary testing and eliminate BiEIM

Catalyst2025.

Newborn urine drug screen testing results (positive vs. negative among those tested and by drug category among tho$dnasisireance in the préntervention
period. OUD only denotes a UDS positive only for medications for the treatment of opiate use disorder. Other denotes wDIBpleteubstances or with a
substance other than cannabis or medications for OUD. Abbreviations: OUD, opiate use disorder.



Control chart

5.0% -
Toxicology removed

4.5% - )

Coalition building | | from nursing ESC
4.0% and conversations| | order set

begin .
o Protocol goes live

on hospital

3.0% - .

h Intranet
2.5% - :

Protocol goes live
as Agile Pathway
1.5% - ' ' ! in Epic

1.0% - i
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0.5% -
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Forthcoming/accepted publication: HA29 - 10riefz2
OstfeldJohns S, Aragona E, Carey GB, Hart L, Loyal J. Newborn Toxicology Testing Not Indicated: A novel approach to
clinical utility, reduce unnecessary testing and eliminate biedM Catalysf025.



Rate of Utox Obtained for Newborns
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Control chart by race
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Race/Ethnicity

Rate of Utox Obtained for Newborns By Race

.Black
15.0%
x Other
S& ¢
DT g5 10.0%
w— 9 9
o C
o © 2
]
= 5.0%
@ O a XL Vo a 3 AR
0.0% bl Vb e VN L o ) WA e PAY. NS — . — . " ) ) A A O A A

10/1/18 4/1/19 10/1/19 4/1/20 10/1/20 4/1/21 10/1/21 4/1/22 10/1/22 4/1/23 10/1/23 4/1/24 10/1/24 4/1/25 10/1/25 4/1/26

Forthcoming/accepted publication:
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Insurance

Rate of Utox Obtained for Newborns By Insurance BCBS
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Forthcoming/accepted publication:
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DCF referrals (in all newborns)
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Forthcoming/accepted publication: Time

OstfeldJohns S, Aragona E, Carey GB, Hart L, Loyal J. Newborn Toxicology Testing Not Indicated: A novel approach to
clinical utility, reduce unnecessary testing and eliminate biedM Catalysf025.



Balancing measures

AWe tracked 3@day hospital readmissions for NAS or NOWS
ANo cases of newborns readmitted with uncontrolled withdrawal symptoms

occurred, either in the preor postintervention periods.
A fSQa OKAfR LINPOGSOUAZY GSFY 02\

5

risk factors including prenatal substance use

ANo cases of child maltreatment related to previously unknown (i.e. a missed
diagnosis during the newborn hospital stay/retrospectively recognized)
prenatal substance use were identified during theqoepostintervention
periods.

Forthcoming/accepted publication:
OstfeldJohns S, Aragona E, Carey GB, Hart L, Loyal J. Newborn Toxicology Testing Not Indicated: A novel approach to
clinical utility, reduce unnecessary testing and eliminate biedM Catalysf025.



Key takeaways for newborn tox testing

A Newborn toxicology testing In the setting of prenatal substance exposure Is usually
not necessary to provide optimal clinical care

A When it is clinically indicated, urine toxicology testing provides actionable clinical
Information

A Informed consent should be obtained before ordering newborn toxicology testing in
the vast majority of circumstances

A Implementing an objective protocol for toxicology test ordering resulted in
significantly decreased rates of testing across all groups and differences between
groups became minimal

A In enacting a practice guideline with these key messages, we did not see safety eve
occur as a result




Bl

Future clinical practice/research direction. ;

ASingle question screener by pediatricians during newborn hospital
stay
ANo current national guidance on history taking by pediatrician
ANo clinical consensus on best practice

AStandard language for parents of infants with prenatal substance
exposure regarding potential clinical effects
ADispel myths, equip to educate others (family, frierets)
AMotivate for positive effect of parenting



ABreastfeeding is a human right

Joint statement by the UN Special Rapporteurs on the Right to Food, Right to Health, the Working Group on Discrimimetidvicagean in law and in
practice, and the Committee on the Rights of the Child in support of increased efforts to promote, support and proteeteedingt (2016)

FeldmanWinter L, Van TVaradiD, Adams AC, Kural B, and RaUwECJ. Academy of Breastfeeding Medicine Position Statement: Breastfeeding As ¢
Human Right. BREASTFEEDING MEDICINE Volume 17, Number 8, 2022
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A Meta-Analysis of Breastfeeding Effects for
Infants With Neonatal Abstinence Syndrome

Std. mean
Breastfeeding Nonbreastfeeding difference

IV, random,

Severity of NAS symptoms
Liu et al. (2015) . . . 57.1% -0.26[-0.65,0.12]
McQueen et al. (2011) . . . 9.7% -0511[-1.44,042]
O'Connor et al. (2013) . : . 332% -0.22[-0.72,0.29]
Total (95% Cl} 100.0% -0.27 [-0.56, 0.02]
A . . . . 27 . 0.58, 0.0
Favara et 155 . -0.33[-0.44, -0.22]
Welle-Strand et al. (2013) 286 . . . -0.85[-1.28, -042]
Total (95% Cl} -0.43 [-0.68, -0.17]
Hetero ]

with NAS
Abdel-Latif et al. (2006) . 17.1% -0.32[-0.61, -0.03]
Favara et al. (2019) 205 75 20.1% -0.17 [-0.28, -0.06]
Isemann et al. (2011) 27 24 66 157% -0.09[-0.45,0.27]
MacVicar et al. (2018) 108 67 . 3 27% -231[-3.94, -068]
O'Connor et al. (2013) 7.08 4.39 . . 20 126%  0.12[-0.38,062]
Short et al. (2016) 12 7 . 5 1968 205% -0.19[-0.26, -0.12]
Wachman et al. (2013) 1568 43 38 : . 48 113% -247[-3.04,-191]
]

Total (95% Cl) 2261 3518 100.0% -0.47[-0.75,-0.18
Heterogeneity. Tau? = 0.10; Chi® = 70.54, df=6 ( p < .00001); £ =91%
gl effect: /= =_00)

Chu,LiangliangMcGrath, Jacqueline MQiaq JianhongBrownell, ElizabetiRecto, PamelaCleveland, Lisa MLopez, EmmeGelfond JonathanCrawford
Allison;McGlothenBell, KellyA MetaAnalysis of Breastfeeding Effects for Infants With Neonatal Abstinence Syndrome. Nursing Research47a%1 %
2022. | DOI: 10.1097/NNR.0000000000000555



Why Is breastfeeding so good?

AMechanisms
A Skinto-skin time
ABonding
AMilk-related factors
AMedication in milk

Chu,LiangliangMcGrath, Jacqueline MQiaq JianhongBrownell, ElizabetiRecto, Pamelaleveland, Lisa MLopez, Emme&Gelfond JonathanCrawford,
Allison;McGlothenBell, KellyA MetaAnalysis of Breastfeeding Effects for Infants With Neonatal Abstinence Syndrome. Nursing ResearchdAa%1 125
2022. | DOI: 10.1097/NNR.0000000000000555
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A & ¥others with OUDs experienced significant shame and guilt for having exposed their infants to
2LIA2ARAX

AXGKS LI NIAOALIyOa 0StASOSR UKIFG GKSANI KdzYly YA
helped alleviate their feelings of shame and guilt

A XNB&aSFNOKXadza3Isada GKIFIG oNBFAaOGFSSRAY3I YIeé& NBRA
no studies have explored what this means to the mother and what possible impact this might have on h
recovery.

A We found that women regardebreastfeeding as a facilitator in their recovery

A Theywanted to do what was best for their infantand this required them to remain in treatment and
FoadlrAy FTNRY (0KS dzaS 2F AffAOAG &adzmaidl yoOSaodé

McGlothenY { = / £t S@Stf I yR [aX DAff {[ ® aL Feedi2
Decisions of Mothers Receiving Medicatassisted Treatment for an Opioid Use Disorder
Journal of Human Lactation. 2018;34(3):5388. do0i:10.1177/0890334417745521




Consider:

AThe benefits of breastfeeding as adjuvanttreatment for OUD are
underexplored

AEmpowering messages to use:
Ad  2dzNJ YAf ] A& GKS 0Sad OKAyYy3 FT2NJ &2
Aa2S 1y2¢ GKFO oON 0§ FSSRAY3I KSf LA o



TABLE 3. GENERAL RECOMMENDATIONS
FOR BREASTFEEDING AMONG INDIVIDUALS WHO USE

ACADEMY OF SUBSTANCES OR WITH SUBSTANCE USE DISORDERS

Level of  Strength of

Recommendation evidence recommendation
Those who have SUD or use 2 B
substances during pregnancy
TABLE 5. SUMMARY OF BREASTFEEDING R or the postpartum period ER TREATMENTS
should engage in

multidisciplinary prenatal

and postpartum substance Str eng th Of

SUD treatment Recc  use care. recommendation
Individuals \-vho discontinue 2 B

Methadone Compatible with breast g;ntlﬁfzcgggyS“bStance use A

Buprenorphine (SL) Compatible with breasti hospitalization can be A

supported in breastfeeding
initiation with appropriate
follow-up.
Targeted perinatal dyadic 2 B
lactation care such as
prenatal education, inpatient
and postpartum lactation
support, and ongoing
multidisciplinary SUD
treatment can facilitate
breastfeeding continuation.
Individual programs and 3 C
institutions should establish
breastfeeding guidelines to
mitigate bias, facilitate
consistency across
providers, and empower
individuals with SUD. Volums 18, Nomber 10, 2023
© Mary Ann Liebert, Inc.
DOI: 10.1089/bfm.2023.29256.abm




TABLE 4. SUMMARY OF BREASTFEEDING RECOMMENDATIONS FOR NONPRESCRIBED SUBSTANCE USE

Maternal monitoring/potential

A“ Qmmendd QU] nidauy moun 8. no/nNOien d ndarm ndadri =

Opioids
Breastfeeding should be avoided during

Sedation, respiratory depression, Sedation, decreased responsiveness Pumping/expressing milk should be

the use of nonprescribed opioids. withdrawal, and associated to infant, rare reports of delayed recommended in cases of recent use if
Level of Evidence: 2 feeding difficulties lactogenesis future abstinence is supported. Consider a
Strength of Recommendation: B relapse plan and other supportive

measures.

Sedation, respiratory depression, Sedation, decreased responsiveness Individuals prescribed benzodiazepines for

withdrawal, inadequate weight to infant the treatment of benzodiazepine use

gain disorder or for anxiety disorders may
safely breastfeed.

Breastfeeding should be avoided during
the use of nonprescribed sedative-
hypnotics

Level of Evidence: 3

Strength of Recommendation: C

Stimulants
Breastfeeding should be avoided during
the use of nonprescribed stimulants.
Level of Evidence: 3

Gastrointestinal and Reduced breast milk production May accumulate in greater quantities in
cardiorespiratory symptoms, breast milk than maternal serum.
hypothermia, irritability, tremors Individuals prescribed stimulants for the

Breastteeding should be avoided Drowsiness, changes in sleep and Decreased breast milk production There is no accumulation of alcohol in breast
moderate-to-high alcohol consumption. eating behaviors, possible impact milk due to alcohol’s zero-order
Occasional intake of more modest on long-term neurodevelopment pharmacokinetic profile.
amounts of alcohol during lactation and
waiting 2 hours per drink consumed to
resume breastfeeding is likely safe.

Level of Evidence: 1

Strength of Recommendation: A

breastieeding 1S recommended, bu Altered 1eeding and sleep breast milk 1S 1esS nutritional, econd-hand SmokKe exXposure 1S associated

individuals should be counseled and decreased milk production with an increased risk for upper respiratory
supported to reduce or stop the use of infections, allergies, and SUID in the
nicotine products while breastfeeding. infants.

Little data are available for vaping products.

Level of Evidence: 1

Cannabis

We encourage cessation and/or reduction  Possible neurodevelopmental Changes in breast milk composition For individuals who continue to use cannabis
of cannabis use during lactation. effects and decrease in duration of and wish to breastfeed, we recommend a
Level of Evidence: 2 breastfeeding shared decision-making process to discuss

MEDICINE
r 10, 2023
, Inc.
DOI: 10.1089/bftm.2023.29256.abm

the risks and benefits. BREASTFEED

Strength of Recommendation: B

ADHD, attention deficit hyperactivity disorder; SUID, sudden unexpected infant death.



When opioid use has persisted during pregnb-..

ADuring the newborn hospital stay:

Aazzvsy K2 RAEO2YyUAYydzS y2YyLINBAONROSR adzmad
K2 a& LJ)\qu)\IIu)\z)/ Oy 0SS &dzZLIL2NISR Ay oNBI ali

Ada20KSNER Y20A0F0SR (2 0 NmdsdiledstiistRncesukezandials LJ2 N
have positive toxicology testing at delivery should be supported in expressing milk to
establish milk production. The decision of whether to give expressed milk to the infant and
when to start breastfeeding should be made using a muIt|d|SC|pI|nary approach involving the
patient and clinicians of both the paregit Yy T y i Re& I R ®E

AAfter discharge

A df a breastfeeding mother returns to nonprescribed substance use in the postpartum
period, a similar approach of expressing milk and dlscardlng milk and consultation with a

~
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Clinical Perspective

Safely Supporting the Establishment of
Breastfeeding in the Setting of Fentanyl Use
Before the Birth Hospitalization

Sharon Ostfeld-Johns, Mp, 1BcLC, Davida Schiff, Mp, ms., Dominika Seidman, MD, MAsS,
Marcela C. Smid, Mp, Ms, and Vania Rudolf, MD, MPH

Ostfeld-Johns SSchiff D, Seidman D, Smid MC, Rudolf V. Safely Supporting the Establishment of Breastfeeding in the Se
Fentanyl Use Before the Birth Hospitalizati@fstetGynecol. 2026 Mar 12loi: 10.1097/A0G.00000000000062&pubahead

of print. PMID: 41818755.



Key Recommendations

72 hours after last use, the amount of fentanyl in breastmilk is likely safe for the newl
YR GKS LI NByiQa RSOAAAZY (2 ONBIFAOTFSS
hospitalization in the context of parental treatment for substance use disorder.

With maximal support from the treatment team, early breastfeeding can form positive
bonds for life and has the potential to optimize parenting -®élfcacy and support
substance use cessation.

Toxicology testing prior to initiation of breastfeeding, to evaluate for the presence of
stimulants which would make breastfeeding unsafe, may be considesagticylarly in
areas of ceuse or areas where neprescribed opioid supplies are often contaminated.
We donot recommend urine toxicology testing be required to be negative for fentanyl
prior to breastfeeding.

We recommend developing contingency plans with patients during pregnancy or the
hospitalization to be prepared for possible return to use of illicit substances while

breastfeeding (see Contingency Plan Box). These conversations can promote trust tf
providers want to increase recovery supports, rather than penalize periods of return t
use, allowing patients to utilize harm reduction and access care early in a potential re




Contingency plan for potential return to substance use:’

1. Pre-planning:
&. ldentify and communicate with an alternata caregivar ebout potential need for child cara
b. Identify heslth cere team member to communicate with releted to bregstfeading dacision-making in the satting of
potential return to usa (e g. primary care provider, addiction medicine spacialist, obatetrician, pediatrician) and
community IBCLC resourcas
€. Enaure safe sleap guidance provided and indepandent sleep space identified for child
d. Emsure pump is available in the home
&. Enaure formula, bottles, and nipples are aveilabla in the home
f. Congider providing a lock box 80 thet any substences are out of the reach of toddlersicrawlers
g. Enaure discharge from newborn hospital atay with maloxone nesal spray end discuss indications for use and aafety
of usa in infantz/babies/newborns

2. In the case of return to use:
&. Ensure altarmmete caragiver for child/children, pauza direct bresstfeading and/or feading expressed milk
b. If breastfeading parent previously bedsharing with child, recommeand adherence to s=&fe sleap guidanca including
separate sleeping space
c. Provide formula to caregivers of child, following appropriate formula mizing for child's sge and nutritional needs
d. Contact heslth care team mamber previcusly identified to discuss plan for exprezsed braast milk (e.g. pump to
maintaim supply v& pump to wean supply) and IBCLC for plan implamentation and folloe wup recommeandations
&. Pump milk according to plen & discard milk for at leest 72 h after last use, consider toxicology testing prior to
resuming direct breastfeading andfor providing pumped milk to child to assess for presence of stimulants (see
manuacript]
f. Clear aubstamca from any child-accessible surfaces and furniture {including wiping surfaces, trash iz secure, etc)
&nd make use of lock box g8 neaedad
g. Utilize naloxona nasal spray on any infant who presents with altered mental stetus with a concern for exposure to
opioids®™***
h. Intensify suppornt of the postparum parson with wrap-around sarvices. Scraen for common triggera of returm to usa
{postpartum depression, intirmate partner viclence, lack of sleap, challenges gatting to methadone clinic in the
context of child cara).
i. Eacalate relapse prevention supporta (increasad home visits, enrollment in intensive outpatient progremming,

endfor residential treatmeant].
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ABreastfeeding is a human right and can be safely supported



Learning Objectives

A Contextualize current evidence regarding substance use and substance use disorder during
pregnancy: effects on pregnancy and fetus, developmental/behavioral/cognitive outcomes.

A Describe best practices for screening for substance use and toxicology testing during
pregnancy, at time of delivery, and toxicology testing of the newborn.

A Delineate the requirements of CAPTA/CARA, how they intersect with optimal clinical care for
birthing people and newborns with prenatal substance exposure, evaluate the impact of
Connecticut os dwual noti fication/rep-celattd ng s
advocacy for families affected by substance use in CT.

A Contextualize breastfeeding decision-making for birthing people with substance use, and
discuss the role of breastfeeding as a possible adjuvant treatment support for birthing people
with substance use disorder in remission




Thank you!

Asharon.ostfeldiohns@yale.edu







