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Foreword

“Notevery story has a happy ending, ... but the discoveries oi science, the teachings oi the heart,
and the revelations of the soul all assure us that no human being is ever beyond redemption. The
possibility of renewal exists so long as liie exists. How to support that possibility in others and in
ourselvesis the ultimate question.”

— Gabor Maté In the Realm oi Hungry Ghosts: Close Encounters with Addiction

Combining the knowledge and experience of expert clinicians with western scientific research of how the parent
is the medicine for newborns experiencing opioid withdrawal, Me and My Baby helps to answer the question of
support that Gabor Mate poses for us.

Itis my honour to write a foreword for Me and My Baby. | am Co-lead, along with Dr Matt Hicks, of NASCENT the
Neonatal Abstinence Mother Baby Improvement project, an Alberta Innovates PRIHS (Partnership for Research
and Innovation in the Health System) funded study. We are supporting implementation of a rooming-in model of
care for families experiencing perinatal substance use in 8 post partum units across Alberta with the funding. | can
see firsthand how the content of Me and My Baby is crucial information for all staff who are doing the hard work of
implementing this model of care as they navigate an inflexible system, support and lift up stigmatized individuals
and advocate for them and their infants.

Itis a must for all those providing care and support for persons experiencing perinatal substance use as well as
for those leading the change in models of care. The information contained in Me and My Baby tackles myths and
provides the most recent scientific evidence so needed as we address the challenges of addiction in the twenty
first century. We are privileged to have in Alberta a team of dedicated professionals whose experience, expertise,
knowledge and passion are evident in the writing and content of Me and My Baby. Reading this book not only
provides essential knowledge and understanding it demonstrates the way to walk forward with families on a
hopeful path.

Deborah McNeil BSc, MN, PhD, RN
Adjunct Associate Professor, University of Calgary
Scientific Director, Alberta Health Services
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Note to Reader

Thank you for taking the time in joining us as we gain an understanding of how to attend to the health and well-
being of pregnant people and families impacted by perinatal substance use. This is a revised second edition of

a booklet titled Me and My Baby that was originally written in 2017. The authors that came together to support
the writing of this revised document represent a variety of health disciplines and different specialty areas, such as
Addictions and Mental Health, Women'’s Health, Child Health, and Pain Management, each carrying a wealth of
knowledge and expertise.

“Our work takes place on historical and contemporary Indigenous lands, including the territories of Treaty 6, Treaty
7 & Treaty 8 and the homeland of the Métis Nation within Alberta and 8 Metis Settlements. We also acknowledge
the many Indigenous communities that have been forged in urban centres across Alberta.”

The overall intent of the booklet is to provide information and increase awareness of the complexities of perinatal
substance use. The intended audience is healthcare providers and community partners. This booklet is unique in
Alberta, in terms of its compilation of relevant subject matter, and in bringing together experts from across the
province to provide a complementary, balanced holistic lens to hope, health and healing.

Language

There are two distinctions of note in this work, both relating to use of language. The first distinction relates

to gender inclusivity. The second distinction of note relates to use of language around breastfeeding and
chestfeeding. In both instances, we reference the well said work of others to address these matters of diversity,
equity and inclusion.

Gender Inclusivity: “This [booklet] is intended to honour and celebrate the strengths of all ... people who experience
pregnancy, child birth and motherhood. While the words ‘mother’, ‘women’ and ‘parent’ are used throughout this
[booklet], they are used in recognition of the fact that discussion of perinatal health and wellness apply to cisgender
females as well as trans women, non-binary people, and those who identify as Two Spirit/[Queer]. It is important to
acknowledge that the experience of being a mother is not defined by a person’s biology. Although there is currently
very limited perinatal data available on the health and wellness of non-binary and transgender populations, these
distinctions are important as a person’s gender identity can shape their experiences, their social determinants of
health, and their access to services”.i

i Source: Alberta Health Services. Indigenous Health. No date. Available: https://insite.albertahealthservices.ca/ihp/Page27529.aspx

ii Source: First Nations Health Authority. British Columbia Office of the Provincial Health Officer. Sacred and Strong: Upholding our
Matriarchal Roles. The health and wellness journeys of BC First Nations Women and Girls. Author; 2021 Page 11. Retrieved from
https://www.fnha.ca/Documents/FNHA-PHO-Sacred-and-Strong.pdf
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Breastfeeding and Chestfeeding: “There are many terms used to describe infant feeding, including but not

limited to breastfeeding, chestfeeding, nursing, and infant feeding. Throughout this content we'll be using the

term ‘breastfeeding’ but are in no way denoting that this is the ‘correct’ term to use as everyone’s experience and
vocabulary varies. We encourage folks to find the words that make them feel safe and comfortable in relating to the
topic at hand”.ii

“Chestfeeding is a term used by some parents who identify as transmasculine and non-binary to describe how
they feed and nurture their children from their bodies. A person who uses the term chestfeeding may, or may not,
have had any surgery on their breast tissue. Other words that may be used are: ‘nursing’, ‘feeding’, ‘breastfeeding.’
Language changes over time so it is important that we pay attention to these changes. [We express] support

for parents of all gender identities and family structures by using a variety of terms in our publications. We also
continue to use the words ‘mother’ and ‘breastfeeding’ that reflect our history and the majority of people we
support. Those words will never be erased. We are adding more chairs to our table, not taking any away”."

ili Source: Gender Confirmation Center. ‘Chestfeeding’; Before we start. Author; 2023. Retrieved from https://www.
genderconfirmation.com/blog/chestfeeding/
iv Source: La Leche League. What is chestfeeding? Author; October 2023. Retrieved from https:/www.lllc.ca/chestfeeding
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Introduction

Welcome to the Second Edition of Me and My Baby!
This book represents the shared knowledge and
expertise of over 25 practitioners with decades of
cumulative experience. It builds upon the excellent
work and advocacy that has been demonstrated in
programs across Canada over the last two decades.

Working with families and pregnant individuals in the
area of substance use disorders during pregnancy
and caring for parent-infant dyads following delivery
requires compassion, dedication, empathy, cultural
sensitivity, a commitment to trauma informed care,

a comprehensive understanding of substance use
disorders and neonatal abstinence syndrome, and

a drive to do what is best. This book embraces the
overarching theme of fostering hope and provides an
overview of how to walk with families in “living in a
preferred future in the present.”

Key to working with families and individuals impacted
by substance use is understanding and implementing
an approach to care that embraces diversity, is
inclusive, and is seen as culturally safe by our patients.
Cultural Safety requires an understanding of the social
determinants of health, our colonizing history and
intergenerational trauma, and a deep commitment to
best practices in equity, diversity and inclusion and the
principles of truth and reconciliation.

Perinatal substance use is increasingly common

in Canada. Providing care in this area requires an
awareness of the lived experience of individual families
for whom we provide care and an understanding of
the epidemiology of this growing crisis. Currently, illicit
opioid use is associated with high rates of death from

the toxic drug supply and high rates of apprehension
for infants born prenatally exposed. There are
evidenced-based practices related to substance use
in pregnancy and postnatal supports of parent-infant
dyads that can change this paradigm.

Key to addressing this crisis is an approach that
embraces the principles of harm reduction, which is
evidence-based, client-centred, and strength-focussed.
Care is provided in a non-judgemental manner, focused
on skill development and minimizing harms associated
with substance use. Individuals are supported in
making safer and healthier choices. The ideal of
walking with families on a hopeful path is in keeping
with concepts key to a harm reduction approach.

A commitment to trauma informed care is also key in
understanding how we may walk with families and has
become central to patient-integrated care in Canada.
It encourages care team members to recognize that
trauma is common in our communities and influences
an individual’'s engagement and interactions with the
health system. We must strive to not re-traumatize
the families that we work with in providing their care.
Recognizing and understanding intergenerational
trauma, adverse child experiences, and their impact
on physical and mental health is particularly important
in our work with Indigenous partners, families, and
communities.

Central to working with pregnant individuals who are
substance involved is considering initiation of opioid
agonist therapy (OAT) as an evidence-based stabilizing
strategy. Abstinence-based care is not recommended

v Tomm, K. Recent developments in therapeutic conversation. Part 2: Reflexive questioning. 2007. Lecture Series. Padua, Italy.
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during pregnancy as it carries with it substantial risk

to the pregnant person and the fetus. Pregnancy is a
time in life in which a person is most likely to consider
making health choices for a hopeful future and initiation
on OAT is a crucial step in preparing for in-hospital
care, intact mother-infant dyads at discharge, and long-
term stabilization in the community. An understanding
of OAT medications and strategies used during
pregnancy is required by all members of the care team
so we can use a shared language and understand best
practices.

Untreated or undertreated pain is an issue for patients
with a history of substance use. This is no different for
postpartum patients. Inadequate pain management
often relates to dynamics between the patient and care
team but can also relate to patient fear and choice. In
addition, knowledge gaps, biases, and misconceptions
in care team members can lead to under recognition
and under treatment of pain in our patients. There are
clear guidelines for managing postoperative painin

all patients and care team members must be aware

of these. There is no high-quality evidence that post-
operative pain medication use triggers a recurrence of
a substance use disorder. In fact, undertreating pain

is more likely to cause relapse. Clear communication
with patients is required to understand their potential
concerns related to post-operative opioid use so care
team members can provide appropriate information
and create a care plan that minimizes pain.

Diagnosis and recognition of Neonatal Abstinence
Syndrome (NAS), or Neonatal Opioid Withdrawal
Syndrome (NOWS), has been increasing in Canada
over the last 15 years. There are tremendous family,
health system, and societal costs associated with
prolonged Neonatal Intensive Care Unit stays and high
rates of child apprehension. In Canada, in the last two
decades, several programs have developed a rooming-

D,

in approach to care for NAS/NOWS that has seen
decreased NICU length of stay and decreased rates of
child apprehension. This approach sees the parent as
medicine in treating infant withdrawal. Most recently,
a rooming-in approach that includes assessment

and intervention aspects focused on three key infant
functional tasks, Eat, Sleep, Console (ESC), was
developed. There is now high-quality evidence from a
multi-centre randomized controlled trial demonstrating
that rooming-in with ESC is associated with improved
outcomes.

The majority of holistic care that a family receives
during pregnancy and following delivery is in the
community. However, the time in hospital is crucial

for working with families to optimize supports for a
successful transition home. Care team members in the
hospital and community settings must be aware of

the programs and pathways for connecting with key
individuals in each setting. A multi and interdisciplinary
approach is needed to support and meet the holistic
needs of the family. Care team members must also be
aware of recommendations related to safety and best
practice in caring for infants who experienced NAS and
their families. A collaborative and transparent approach
between families, community agencies, public health,
medical, nursing, social work, and Children’s Services
can optimistically lead to more positive outcomes for
mothers and children.

We acknowledge, honour, and have the deepest
respectior the families we provide care (o

and ior members oi the broad care team who
commit to doing what is best for iniants, parents,
families, and our communities. Thank you ior
joining us in walking a hopeiul path.
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Health is influenced by people’s circumstances,

with differences in social determinants resulting

in inequalities across multiple health and social
indicators.! 2345 Globally people from unique and
diverse populations, such as social groupings excluded
by the dominant majority by ethnicity, gender, age,
sexual orientation, disability, geography, income, and
education, experience dissimilar health outcomes

in their determinants of health, access to care, and
receipt of high-quality care.}34°67 89 These inequities
are primarily due to unequal power relationships,
unfair distribution of the social determinants of health,
marginalization, biases, unexamined privilege, and
institutional racism.” 810

Canadian Indigenous populations experience greater
marginalization and have worse perinatal health
outcomes than the Canadian general population.!?

12 Health inequities experienced by Indigenous
persons in the perinatal period include higher rates of
maternal mortality, low birthweight babies, preterm
births, perinatal death, infant mortality and lower
breastfeeding rates.? '3 '* Further, pregnant Indigenous
persons in Canada are more likely to experience
younger maternal age, substance use, weight gain,
diabetes, depression, and vitamin deficiencies.'* By
2021 the Canadian non-Indigenous infant mortality
rate was 4.4 deaths per 1,000 births; however, the
Indigenous infant mortality rate was more than twice
that, at 9.2 deaths per 1,000 births.*® This gap is likely
underreported because there are often deficiencies

in quality of the data collected and variation in the
way data are collected, which are further complicated
by the lack of ethnicity identifiers on birth and death
registrations.'?

A scoping review by Bacciaglia et al. is one of the
most recent comprehensive qualitative analyses of
Indigenous maternal health and health services in the
Canadian context.'! In their thematic analysis of 89
articles that met inclusion criteria, they identified six
key themes: health disparities; provision of services;
education, resources and quality of care; spatial
context; informal support; and organization of care.

e Health disparities included tendency to gain
more weight during pregnancy and higher risk
for gestational diabetes. The incorporation of
Indigenous foods during pregnancy has been

‘

associated with improved nutrition and promotion
of cultural values, however, gaining access to safe
locally harvested foods presented challenges.

Provision of services was experienced
positively when there was flexibility, such as in
walk-in appointments, and location of services

in geographically remote locations, for instance
maternal care group chat and community support
groups. However, to many the health care system
was perceived as rigid and inflexible, and often
riddled with shame and blame.

Providing education and resources for Indigenous
pregnant persons improved their health and
increased engagement in health management when
done with their full participation and consultation,
and in ways that incorporated language that did not
place blame.

“Spatial context is a broad theme that includes
the influences and impacts of history, culture, and
surrounding physical and spiritual environments on
beliefs, behaviours, and ideologies.”**P® Substance
use is related to many factors including stress,
context, isolation, general health, age, genetics,
resilience, cultural discrimination, experiences with
violence, access to maternal health care, social
policy, and poverty.

Informal support, on one hand, showed the
positive impact of social support, and how social
networks support resilience, promote feelings of
connectedness with the community, and reduce
experiences of stress. On the other hand, Indigenous
persons who gained beyond the recommended
weight during pregnancy shared that while they
understood that certain foods should be avoided
during pregnancy, it was hard to do so because their
social environment (friends and family) continued to
engage in unhealthy habits.

Organization of care identified that there were
jurisdictions of care, as well as the federal, provincial,
and territorial boundaries associated with the
delivery of health services. This proved challenging
in gaining access to information and funding to
provide care.



https://data.oecd.org/healthstat/infant-mortality-rates.htm
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Impact oi Colonization

The effects of colonization, including racism, continue
to negatively impact Indigenous persons who find
health services unwelcoming, with a lack of education,
knowledge and understanding of Indigenous culture
and the origins of Indigenous trauma by health
providers as barriers to care.'® 7 Experiences of
trauma change the DNA in our bodies and take
several generations of wellness to heal.’® Deep seated
history has resulted in transgenerational medical
mistrust in seeking support.’® 2° 21 The very places
where support and aid are sought have at times been
re-traumatizing, such as a historically grounded fear
of biased attention to Indigenous families within the
child protective system.?® Fear of biased consequences
not only inhibits Indigenous families from living and
raising their children in a way that they see as best,
but also is an engagement obstacle for many young
Indigenous families who need support with parenting
but are afraid to reveal vulnerability in mental health
or in parenting.?’ Indigenous men'’s sense of security
through the loss of their roles within the family

and their community has also been impacted by
colonization: “What’s my job now?”; “Who am | in the
family to this child?”; “What’s my place in looking after

you, and in looking after everyone who matters to
you?”ZO p.481

Colonization has impacted Indigenous families in
other ways. For example, birthing has moved from
home communities to institutions that have eroded
traditional knowledge and resources.®*!?? Postcolonial
ideas of individual patient-centred care introduce a
possible tension with traditional knowledge and the
family/community healing role. For example, clinicians
are expected to engage shared decision making that
considers their identity and subjectivity, yet they are
trained to apply evidence-based knowledge adhering
to standardized protocols, implicitly considered as
having a universal value, which provokes tensions and
distress.?®

Part of bridging these contrasting knowledges is
remaining sensitive and assumption-free by checking
with Indigenous persons during each care encounter.?°
In other words, clinicians cannot assume that all will
have the same experience and connection to traditional
cultural ways.?° Allyship between patients and
providers is based on awareness of the marginalized
patient’s unique set of circumstances and their ability
and concerns for engaging in treatment.'®* Rousseau
explains that clinicians must create a space that is ‘safe
enough’, that means having the “capacity to [recognize]
and acknowledge discomfort, taking a culturally
humble stance and having an open dialogue on what
contributes to trust and common engagement, rather
than aiming to eliminate distrust and resistance ...
distrust and resistance should be expected, tolerated
and worked with as part of protective strategies

in the face of layered histories of oppression and
[marginalization]”.23»-588




Cultural Safety

Cultural Safety has been described as a recognized
approach to improving the provision of healthcare

to ethnic minority groups with the aim of reducing
health disparities.” ®° Culturally Safe healthcare
focuses on balancing the power between provider
and patient.’® The concept of Cultural Safety
becomes a tool to acknowledge the multiple levels

of direct, covert and structural oppression that may
interfere with care. Such collective construction of
entitlement and the subsequent awareness of power
imbalances may serve to prevent individualized
clinical interpretation of perceived avoidance, anger
and distrust that may be resistance strategies to
survive ongoing discrimination.?®> When there are
entrenched health disparities, discrimination, racisms
and healthcare access issues, Cultural Safety looks
to how professionals, professions and institutions
conduct themselves.?* Therefore, health system
avoidance cannot be seen as merely due to the actions
of individuals assumed as ‘noncompliant’.?*

The concept Cultural Safety originated in the 1980s
and was further developed by Dr. Irihapeti Ramsden
and fellow nursing colleagues in Australia for birthing
care of marginalized women,?® 26 stemming from their
beliefs that “the health care system is affected by the
dominant culture and society of more powerful groups,
planned with only their needs in mind”.?” Since then,
this construct has been extended to consider how
people in underserved groups experience broader
forms of healthcare beyond these birthing studies.*®
In Cultural Safety the concept of personal culture “...

is used in its broadest sense to apply to any person

or group of people who may differ from the [health
provider] because of socio-economic status, age,
gender, sexual orientation, ethnic origin, migrant/
refugee status, religious belief, or disability”.25 114
Culture is multifaceted; it is the beliefs, values, ways of
making sense of the world that people inherit, as well
as the daily social practices of individuals and small
groups and the enactment of shared life experiences
through processes of social interaction.®

Culture plays a big part in how patients view certain
therapies and is not a one size fits all endeavor.*
Culture also shapes how a person thinks about notions
of iliness, suffering and wellbeing as well as how a
person makes sense of themselves as the patient,

the health provider, and the relationship between the
two.”? It provides people with the assumed responses
to questions such as “Is what | am experiencing an
‘illness’?” “Who, if anyone, should | turn to for help if

| think of myself as ill?”.? Individuals are dependent
when they must rely on other individuals for any of
their basic needs, such as when accessing healthcare.?®
Along that same thinking, a person has power over
another whenever they can provide or withhold any

of these needs.?® Self-awareness calls upon health
providers to question their own biases, attitudes,
assumptions, stereotypes and prejudices that may be
contributing to these power differences and a lower
quality of healthcare for some patients.*°

Provider behaviors have an immediate impact on all
patients, especially marginalized patients who may
have experienced negative encounters in health and
social systems.*? In this context of chronic mistrust,
patients may withhold information due to fear that
they will be judged negatively by providers, or they
may opt out of care entirely delaying lifesaving
treatment.’® Tangible examples of culturally safe
practice include demonstrating commitment to
building trust and relationships by spending time with
people, relinquishing control, having an awareness
of Indigenous history, being humble and honest and
ensuring promises are kept, and participating in
activities that involve reciprocity.?®

However, working towards Cultural Safety should

not be viewed as an intervention solely at the level

of the health provider.'° Healthcare organizations
influence health provider bias through the structure

of the healthcare environment, including factors

such as governance, accountability for equity,
workforce diversity, guidelines and policies, training
and workplace stressors.° Interconnected, at times
dysfunctional, levels of structural, systemic, and service




delivery in the mainstream healthcare system for
Indigenous persons in Canada requires transformation
thatincludes these same delivery levels.!? 3!
Strengthening traditional healthcare practices at
these healthcare delivery levels can lead to better
maternal health outcomes for at least three reasons: a
better use of local resources owned by communities;
healthcare actions consider the culture of people and
the environmental characteristics of the area they
reside; and an increased level of Cultural Safety in
obstetric care.® Drawing from examples in Canada and
around the world, if maternity services are to improve
maternal and neonatal survival rates, perinatal care
providers must genuinely partner with local pregnant
persons inclusive of their cultural beliefs, and provide
locally based primary maternity care.35611 32 Pregnant
people will then be more likely to attend maternity care
services, and benefit from feeling culturally safe and
culturally respected within their spiritual traditions of
birth supported by the reduction of risk provided by
informed and respectful medicalized care.3?

Over time, many interchangeable terms have been
used, such as cultural awareness, cultural sensitivity,
and cultural competence.® However, these terms are
problematic and confusing for various reasons. For
example, cultural competence is often defined within
an individually focused framework. This term is limited
when it focuses on acquiring knowledge, skills and
attitudes through learning the cultural customs of
various ethnic groups and is flawed in believing that
competence can be gained in another’s culture. 10 3334 3%
Competence also suggests a static measurable object,
such that once held, it is never lost.? Another problem
with the term cultural competence is that individual-
level focused positionings perpetuate a process of
“othering”, that identifies those that are thought to

be different from oneself or the dominant culture.*®
The consequences for persons who experience
othering include alienation, marginalization, decreased
opportunities, internalized oppression, and exclusion.3¢
Rather, the concept of Cultural Safety actively seeks

to unmask other-focused approaches and practices,
underscoring the importance that it is an ongoing

and reflective process.'® 3" Without internal reflection,
the risk for personal biases and assumptions lead

to culturally unsafe practices and harmful patient
outcomes.* Cultural Safety considers how professionals
and health systems treat and respond to differences in
the ways of thinking that a person uses to make sense
of the world and their place in it, defined by ethnicity,
age, sexuality, class, ability, gender, gender identity,
privilege, status, experience, and context, since culture
influences clinical relationships and impacts clinical
decision-making.®?*

Cultural Safety allows one to feel secure physically,
spiritually, socially, and emotionally. [t means one’s
identity and past experiences are considered and
involves behaviors that recognize, respect, and foster
the unique cultural identity of a person and safely
meet their needs.* There are 3 core tenets to Cultural
Safety:3®

1. The first core tenet is understanding the history
and context of Indigenous and minority persons
and acknowledging that colonization is the original
cause of inequities.

2. The second core tenet involves health providers
having self-awareness toward patients,
positionality, and power imbalances.

3. The third core tenet establishes that the patient
decides whether the care they receive is culturally
safe.

In culturally safe environments, health providers are the
‘outsiders’ that impact patient health, rather than the
patient being considered as the ‘outsider’ that needs

an accommodation.3® Care provision is safe when
patients have no feelings of inferiority or alienation and
are not being deprived of health care,?® as defined by
the patient and their communities, and as measured
through progress towards achieving health equity.”®
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“Its primary goal
was to provide

the best possible
individualized care.
Thereiore, under
Cultural Saiety, I
understand that no
matter whata person
is like, in terms oi
sexual orientation,
occupation,and
socioeconomic
status, is saie in this

environment.”?>

A Way Forward

A baby is an opportunity for new hope and healing and may be a bridge to building
culturally safe and respectful engagement, such as with Indigenous persons.?’ The
baby has the power to influence intergenerational trauma patterns and plays a
potential role in healing families; people may experience connections that were not
there before, as well as possibilities for a different future and a belief that change is
possible.?? It is with this understanding of the importance of family that healing can
begin and becomes a place for reframing care.

“Even when there’s trauma, current or transgenerational, ... ‘the family
might have been partofi the problem, but they also hold the solution,...
frame our questions to the iamily in a way that shows they are the resource
the baby needs. We resist the idea that ‘doing assessments on this little one’
is better than helping the family periorm their own reilection about the
baby’s needs, using their iorgotten expertise.™r-432

This understanding reinforces the need to reorientate practices away from a
‘problem-based approach’ of Indigenous health and wellbeing to one that focuses on
strengths, capacity and resilience.*°

The literature is replete with global examples of how to engage in culturally safe
care with Indigenous and ethnic minority families, such as accurate identification
and documentation of Indigenous persons,?® engaging the family as interpreters

to close the conversation gap in overcoming perceived communication barriers,®
group pregnancy care,*r Women’s Circles,*? and employing community-based
cultural support workers for antenatal care.?! 4 Other examples of culturally safe
engagement include giving pregnant persons choice about where birthing will occur
and how to embed traditional belief systems,3? 44 % traditional family involvement in
birthing even if occurring away from the home,*® and good communication, sharing,
showing love, and holding space in the intensive care environment for improved
neonatal outcomes.*” Together these examples show that culture and tradition are
not absolute and static where individuals have no agency and provide insight into
what Kaphle refers to as “conciliation by some women between traditional and
medical knowledge”3?P177 and opens a space for “negotiation ... between the cultural
and medical paradigms without compromising local cultural values and spiritual
beliefs” 32 1178
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SUBSTANCE USE DISORDERS

in Pregnancy




In Canada, substance use disorders continue to be a global issue. Approximately 21.6% of the population (6
million) will meet the criteria for addiction in their lifetime, with alcohol and cannabis identified as the top two
favored substances.*® Opioid related deaths and other harms have also been increasing in numbers over recent
years, rising particularly during the Covid-19 pandemic.*® In 2019, the average number of opioid toxicity deaths
per day was 10, which increased to a peak of 22 in 2021.%° During the first year of the pandemic, there was a 95%
increase in apparent opioid toxicity deaths with a total of 7, 224 deaths (April 2020 — March 2021), compared to
the year before with 3, 711 deaths (April 2019 — March 2020).5° Deaths have continued to rise, with 88% of all
accidental apparent opioid toxicity deaths occurring in British Columbia, Alberta, or Ontario.*® For both males and
females, most of the accidental apparent opioid toxicity deaths were among individuals aged 20 to 59 years.>®
Based on current national data from 2023, analyses show there has been no significant decrease in trend and rates
remain high.°

During this global, growing crisis, the rates of opioid use in pregnancy have paralleled the rapidly
growing opioid related morbidity and mortality.5* Prescription opioid use during pregnancy
is reaching concerning levels, in part due to the widespread increase in the number of
opioid prescriptions dispensed to all Canadians early in the 21st century.*® 5253 |t also
increased significantly during the Covid-19 pandemic with 12.8% of individuals self-
reporting prescription opioid use.> Lien et al. noted that fentanyl use specifically
increased dramatically for pregnant persons.®® The use of fentanyl in pregnancy
is concerning not only because of the well-known risks of variable opiate dosing
during pregnancy but, even more so, due to the increasingly toxic supply which
often includes stronger opiate analogs, benzodiazepines, stimulants and a variety
of other adulterants.>®

According to Muhuri et al., on behalf of the American Federal Agency: Substance
Abuse and Mental Health Services Administration (SAMHSA), the strongest risk
factor for use of illicit opiates is pre-existing prescription opioid dependence.®’
Pregnant persons with preexisting opioid use disorder are especially vulnerable.
They not only have to access specialized care, but they have additional stressors
as well.>* %8 %2 | ower level of education or socioeconomic status, trauma, generalized
anxiety, or other mental health disorders are also significantly associated with opioid
use during pregnancy.®® ¢! 62 Although the use of prescription opiates has decreased
dramatically with public information campaigns, there has been a concomitant increase in the
use of illegally produced drugs such as fentanyl.®?

The social response to substance use during pregnancy varies. In some US states pregnant persons testing positive
for drug use are punished through incarceration and have a high chance of having their children removed from

their care.®* ®° In Canada, these controversial criminalization laws dictating incarceration have not been explored; a
pregnant person cannot be mandated by a court order to attend addiction treatment.®® Further, tendencies towards
apprehension of children of substance-using pregnant patients are changing as substance use disorders are fast
becoming recognized as an iliness reaching pandemic proportions.®” 68 ¢ 70 71 The care of pregnant persons with
substance use benefits from a multidisciplinary approach based in harm reduction, trauma-informed care for the
entire family.”? Focusing more on inclusivity and support is essential to maintain the integrity of the child-parent
dyad.”?

1




SECTION 03

WHAT IS HARM REDUCTION

in Pregnancy?




“It’s an engagement philosophy that helps
supporta population oi individuals that have
beenimpacted by systems.”

— Dr.Mishka Terplan"

Harm Reduction is an evidence-based, client-centered
approach that seeks to reduce the health and social
harms associated with addiction and substance

use, without necessarily requiring people who use
substances from abstaining or stopping.”® Included

in the harm reduction approach to substance use

is a series of programs, services, and practices. ltis
essential, when using a harm reduction approach,
that people who use substances are provided with a
choice of how they will minimize harms, through non-
judgmental, non-coercive strategies to enhance skills
and knowledge to live safer and healthier lives.”*

Harm Reduction practice in pregnancy includes
strategies that will improve the health of pregnant
people and subsequently improve the health of their
baby. When service providers remove the stigma that
abstinence is required to receive care, a welcoming
environment that is safe and judgment free is created.
Conscious, intentional, and strength-based language
conversely results in validation that facilitates
autonomy and choice.”® Meeting the individual where
they are at, and prioritizing actions based on the
client’s identified needs, demonstrates acceptance of
the person, as they are. As helping professionals, it is
important for service providers to remember that they
are not experts of the patient’s life, rather patients are
experts in their own lives. Pregnant people must be
supported and treated as though they are capable of
making the best decisions for themselves and their
baby.

‘

Abstaining from all recreational substance use during
pregnancy and breastfeeding is the safest option.
Some people may not be able to, or may not want

to, achieve abstinence from substance use during
pregnancy.’® For these individuals, harm reduction
strategies can be employed to reduce the risk
associated with substance use and promote health,
worth, and dignity. Specific strategies include reducing
the frequency of substance use, switching to a safer
form of use (e.g., oral vs. injection), planning ways

to stay safe before using substances (including not
using alone, access to naloxone, and use of fentanyl
test strips), and reducing the risk of skin bacterial and
bloodborne infections if injecting substances by using
sterilized injection supplies.”®

Key components of harm reduction programs should
focus on improving nutrition, decreasing smoking,
decreasing alcohol and drug use, encouraging
breastfeeding, promoting dental health, encouraging
physical activity, encouraging early and continuing
prenatal care, and promoting social and community
support.”’

vi Mullins K. #13 what to expect: Managing opioid use disorder in pregnancy with Dr. Terplan. The Curbsiders - An Internal Medicine
Podcast. 2023 July 13. Retrieved from https://thecurbsiders.com/addiction-medicine-podcast/13-what-to-expect-managing-

opioid-use-disorder-in-pregnancy-with-dr-terplan
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Harm Reduction Approach and Strategies

“Harm reduction we will take you as you are without judgment, without
prejudice and without the label oi a disease to define you.”
- Dr.Mishka Terplan'®

Taking a harm reduction approach means respecting the pregnant person’s right to autonomy and providing
support based on readiness. It also acknowledges their ability to make changes and assisting them in working
towards their goals. When working with equity deserving pregnant people with complex needs, it is difficult to
focus on substance use in isolation. Addressing their core needs, including food, stability, safety, and sustainable
housing are critical to provide optimal care. Progress made in any key area will ultimately contribute to improved
health outcomes for both the individual and their baby.

A key strategy when working with pregnant people who use substances includes being comfortable enough to
listen and courageous enough to hold space to allow the individual to explore their hopes, goals, and needs. The
pregnant person can do their best when a safe space is provided, and a connection is established to allow them to
come as they are. This will help support the development of a greater level of trust, rapport, and engagement.

Itis recommended that people who are pregnant with opioid use disorder be initiated on medication to manage
their opioid dependency.”® Medications for Opioid Use Disorders (OUD) during pregnancy are associated with
improved pregnancy, birth, and infant outcomes, including reductions in overdose, preterm birth, and low
birthweight compared with people with OUD who did not take these medications during pregnancy.”®

Harm reduction recognizes that relapse is an expected part of the recovery process, and every client needs
education and tools for safer substance use. The clients may identify their primary goal as abstinence, safer use,
reduced use, or something unrelated to use. The measurement of success is any positive change identified by the
individual.”® (Figure 1)

vii Source: Terplan M. No date.
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SAFETY

Q\‘ Seeking pregnancy care shouldn’t be dangerous. Talking openly about
. substance use should be part of everyone’s routine care.

AUTONOMY

Q We should respect each other’s ability to make informed healthcare decisions
" that reflect our priorities and preferences.

SHARED DECISION-MAKING

Providers should work with patients to explore all their options- then they
should support their goals.

INFORMED CONSENT

If we're going to give informed consent we need to talk about what we're
being asked to do and why. If we don’t have the power to say no, it's not
consent.

Parents and babies need each other. It's unethical to drug test without consent
or to collect evidence that can be used to cause harm.
ASK: Is the test medically necessary?

Figure 1. Pregnancy and Substance Use: A Harm Reduction Toolkit. Academy of Perinatal Harm
Reduction: October 2022. Retrieved from https://www.perinatalharmreduction.org/_files/ugd
f31cc3_9399e9efc1784311b454492bfd192d04.pdf. Used with permission.
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“Harm reduction
could be summarized
broadly as meeting
someone where they
are at but not leaving
them where you iound
them.”

—Dr.Sarah Wakeman''i

The Benetits of Harm Reduction in Pregnancy

Safer and reduced substance use is known to improve the nutrition of both the
mother and baby, as well as result in less preterm births and fewer low birth weight
babies.?’ 81 82 These improved pregnancy outcomes translate to shorter birth
hospitalizations and higher rates of babies going home with their mothers.8? 83 84
Harm reduction in pregnancy may also positively impact breastfeeding, maternal
attachment, and enhance the early development of the baby.83 84 8586

Ultimately, the goal of health and social support is to have the babies remain in the
care of their birth parent or other family if it is safe to do so. Therefore, for improved
harm reduction programming to occur, health and social services must interact to
create an atmosphere that is both safe and that the mothers are willing to attend.
This includes comprehensive and accessible programs addressing violence and
sexual assault prevention, addiction services, support for Residential School
survivors and sexually transmitted infection prevention and management.8587 88 89

Many women avoid seeking care when pregnant while using substances because
they fear that Child Protective Services will apprehend their babies.®® However, it is
suggested that if the mother has health and social supports in place to help her care
for her baby and aid in managing her substance use disorder, there is a decreased
likelihood of apprehension.®? 92

viii Dr. Sarah Wakeman, Medical Director for the Mass General Hospital Substance Use Disorder Initiative and an Assistant Professor
of Medicine at Harvard Medical School. Twitter.
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TRAUMA

Iniormed Care




Trauma is an “event,” series of events, or a set of
circumstances experienced as physically or emotionally
harmful or life threatening. These experiences can

have lasting adverse effects on functioning and mental,
physical, social, emotional, or spiritual well-being.®3
Traumatic events may include sexual assault, physical
assault, neglect, significant iliness and/or accident.®

% The individual may be the subject of the trauma,

a witness to the trauma, or experience the effects

of the trauma inflicted on another significant person
sometime in the past (defined as intergenerational
trauma). Trauma can also occur to groups and
communities, such as through colonization or systemic
racism.®® Trauma can have significant impacts on
individuals and communities, impacting their physical
and mental health, development, relationships, and
behaviour.®’

Being trauma-informed is a not a recipe or set of
specific instructions, but an approach that underpins
systems and interpersonal interactions.®3° Service
providers should be knowledgeable about traumatic
experiences their clients may have experienced and
recognize the impact trauma can have on their lives,
including their choices and behaviours. This knowledge
and understanding must inform all aspects of the
services provided.®® %0 A trauma-informed approach
supports the understanding that behaviours, such as
problematic substance use, are a means of coping with
previous distressing events or trauma.'® |deally, the
mindset and practice of caregivers shift from being
negative and/or judgmental (e.g., blaming the victim)
to being accepting and supportive. In other words,
“Disorders become responses, and symptoms become
adaptations”.101 P20

Women with mental health and substance use
disorders often report previously having been

subject to physical or sexual abuse, demonstrating

a relationship between trauma and substance use.®®
Problematic substance use is common in individuals
with a trauma history as a coping mechanism to numb
and avoid feelings and emotional pain and suffering.®®
Individuals that experience problematic substance use
report having co-existing mental health conditions,
such as depression, anxiety, panic disorder or Post
Traumatic Stress Disorder (PTSD).102 103

Traumatic experiences in childhood, also known as
adverse childhood events (ACEs), significantly impact
an individual’s physical and mental health throughout
the remainder of their life.1% 195 ACEs include different
forms of abuse such as psychological, physical, and
sexual, as well as emotional and physical neglect.1%
When threatened, individuals who have experienced
ACEs prepare to respond through the life-saving
fight or flight response. Continuous activation of this
mechanism can have a “wear and tear effect”.106 »13
Also, the number of ACEs an individual experiences is
not only associated with risk for premature death,*%”
but also is directly correlated with the likelihood of
substance abuse later in life: a child who experiences
five or more ACEs is seven to ten times more likely to
report problematic drug use.*%®

Recognizing that women with substance use
disorders have a high likelihood of a history of trauma
and responding in trauma informed ways is key,

as is supporting healthy parent/child relationships

as a means of preventing ACEs in their children.

‘



Research has clearly demonstrated that individuals
who have experienced trauma are at an elevated risk
of re-traumatization in healthcare and social service
settings.?® This can be the result of a lack of knowledge
about trauma, its impacts, and manifestations.

When systems respond poorly to people who have
experienced trauma, it can lead them to feel further
marginalized and unsupported by services aimed at
helping them.

Trauma Informed Care involves recognizing the
significant impact that trauma has and coming to an
understanding of the effects it has on individuals,
families and sometimes communities. Practical trauma-
informed approaches for service providers include: 939°

Emphasizing safety and trustworthiness

e Ensuring the clients served feel physically and
psychologically safe in the environment and
interactions

e Being non-judgmental and compassionate

e Acknowledging and attending to the immediate
needs of their patients/clients to establish a helpful,
trusting relationship Promoting the expression of
emotions/feeling without fear of judgement

e Creating safe spaces for story-telling and
compassionate listening

e Conducting interactions and decision-making with
transparency

Being Strength-Based

Recognizing the strengths and resiliency of their
patients/clients

Providing opportunities to build on skills and set
goals

Offering Opportunities for Choice,
Collaboration, and Control

Providing clarity around roles and boundaries
Explaining confidentiality and ensuring informed
consent

Consistently providing opportunities for choice,
collaboration, and connection

Decreasing power differences and taking
partnership-based approaches

Recognizing Cultural, Historical, and Gender Issues

Acknowledging and moving past stereotypes and
biases

Recognizing and addressing historical traumas and
racism

Offering responsive services that recognize the
healing value of culture







SECTION 05

Opioid Agonist
Therapy




In Canada itis widely accepted that effective care

for pregnant women with opioid use disorder (OUD)
includes serious consideration of evidence-based
medication therapies including buprenorphine and
methadone.'® 19 |n-utero substance exposure is
known to cause negative effects on the infant. These
include low birth weight, prematurity, and intrauterine
growth restriction. 1t 112 113

Methadone has traditionally been the first choice

for the treatment of OUD. However, in recent years
substantial evidence has emerged to support the use
of buprenorphine, including buprenorphine-naloxone
in pregnancy.t'4 1> Maternal and fetal benefits from
structured Opioid Agonist Therapy (OAT) provision
are thought to outweigh any potential risks to fetal
health from medication use during pregnancy.**®* The
objective of OAT is to stabilize the mother in order to
limit withdrawal, attenuate the rewarding effects of

23

‘

street drug use, encourage prenatal care, decrease
the incidence of illicit drug activity, decrease high risk
activities including blood borne illness transmission,
decrease the likelihood of overdose and death, and
improve neonatal outcomes compared to ongoing
street drug use and its negative consequences.!*®

Detoxification with abstinence-based care is not
recommended in pregnancy, though in some cases

it is the choice of the pregnant person.'*” The reason
why detoxification is not recommended includes

the increased risk of miscarriage or fetal loss from
withdrawal and the increased risk of overdose, anoxic
brain injury and death for mother and fetus in the
event of a relapse to use.!'® 1% Rapid loss of tolerance
happens when mothers stop using street opioids or
stop their OAT treatment medications. These situations
should be approached with caution and may require
consultation with an addiction medicine provider.

Methadone Maintenance Treatment (MMT) is
substitution-based therapy meant to allow people to
improve their physical and mental functioning.*?° This
therapy is a common consideration for people with
OUD during pregnancy to decrease their dependency
on opioids.'?* Methadone is an opioid agonist that has
many benefits during pregnancy, such as enhanced
prenatal care, longer gestation, and an increased
chance of the mother maintaining custody after being
discharged from the birth hospitalization. Other social
and harm reduction benefits of MMT include healthier
lifestyle and diminished cravings for licit and illicit
opiate substances.'?? Although infants whose mothers
take methadone during pregnancy tend to have a
lower birth weight, length, and head circumference

in comparison to non-exposed babies, studies have
shown that by twelve months of age exposed babies
reach normal size.'?3 12 Furthermore, it is important to
recognize that infants born to mothers on methadone
have improved neonatal outcomes compared to
mothers who continue to use street obtained opioids.
In neonates, maternal MMT has been shown to be
effective in decreasing the severity of Neonatal Opioid
Withdrawal Syndrome (NOWS) as well as length of
birth hospitalization.*?°




Buprenorphine is an appropriate option in the
treatment of OUD in pregnancy. Itis recognized as

an appropriate treatment by both the American and
Canadian colleges/societies of Obstetricians and
Gynecologists. Current research shows improved
neonatal outcomes for mothers treated with
buprenorphine compared to methadone.?'” 12° These
outcomes include longer gestational age, increased
birth weight, and larger head circumference compared
to methadone. Furthermore, current evidence shows
reduced incidence of NOWS, shorter duration of
hospitalization after birth, and less morphine treatment
required.?t5116

In order to start buprenorphine, typically patients

must be in withdrawal. Patients already in withdrawal
on presentation or patients who are already on
buprenorphine can be started and maintained on

this medication. However, before describing the

use of buprenorphine in pregnancy it is important

to understand that opioid withdrawal in pregnancy
can increase the risk of miscarriage.*'® Avoidance of
withdrawal is the primary barrier for a pregnant person
to delay starting buprenorphine in pregnancy. However
recent studies have not found a clear relation between
a medically supervised withdrawal and miscarriage.*?®

Buprenorphine is available in Alberta in 2 forms,
Suboxone (buprenorphine-naloxone) and Sublocade
(buprenorphine XR). Historically, women with OUD
were encouraged to not take buprenorphine with
naloxone due to the potential effect of naloxone
induced withdrawal. In practice, this concernis no
longer viewed as an absolute contraindication for

the use of Suboxone. Naloxone has very poor oral
bioavailability, therefore when taken as prescribed
the likelihood of naloxone induced withdrawal in
pregnancy with subsequent fetal complication is
seen as low risk. Suboxone is now commonly used

in pregnancy. Sublocade does not have naloxone

and is also used in pregnancy, although the product
monograph states that clinicians must weigh the risks
and benefits of using the product in pregnancy.’?” A
benefit to Sublocade use is that it is a once per month
injectable that is both convenient and can block the
rewarding effects of street obtained opioids.

Buprenorphine is a mu-opioid receptor partial agonist.
This means that it activates the mu-receptor with

a limited response, though this is not to say that
buprenorphine is weak.'?® 12° An opioid naive person
will experience euphoria and substantial impairment
from even low dose buprenorphine.’*° The main benefit
of this property is that because the receptor is only
partially activated, no matter how much buprenorphine
enters the system, those receptors cannot be activated
to their full capacity. The ability of buprenorphine to
activate the receptors only partially is described in
some literature as a “ceiling effect”, meaning that an
overdose of the medication is unlikely to cause added
euphoria or risk of overdose.!'® A second effect of
buprenorphine is that it has high affinity for the mu-
receptor. This means that when buprenorphine is in

a person’s system, it remains in place on the receptor
for long periods of time relative to other opioids. High
affinity for the mu-receptor has pros and cons.'?®

131 A prois that if a person uses street opioids while

on a treatment dose of buprenorphine, much of

the street opioid effect will be blocked because the
receptor site will be occupied by the partial agonist
buprenorphine.’3? A con to this property is that
treatment of acute pain with buprenorphine, such

as at time of delivery, may require higher doses of
medication to overcome the “blockade” effect of the
medication. A second con is that a patient must be in
withdrawal to start buprenorphine.!®12° This must
occur because the buprenorphine will displace full
agonist opioids, including fentanyl, off the receptor.
This sudden change from full agonism to partial
agonism results in an exaggerated, very uncomfortable
condition called precipitated withdrawal.




Access 10 OAT in Alberta

OAT is often administered daily by physicians and pharmacists which provides regular opportunities to interact
with the mother and assess how she is doing, known as Daily Witnessed Ingestion (DW!I1).133 However, emerging
evidence from the recent pandemic indicates that daily OAT dosing may not be needed and that consideration to
patient factors should be considered. Patients who are stable on a maintenance dose of OAT are often rotated from
DWI to carries, meaning they are dispensed their OAT to self-administer at home. Programs working with pregnant
women who use opioids also encourage access to social and health services including prenatal care, other
addiction treatment services, and other support services. To receive OAT in Alberta, patients must visit a licensed
practitioner for evaluation and decision-making about whether or not OAT is a suitable treatment option.'34 3% In
order to be considered eligible for OAT, patients must have a diagnosis of an OUD. The practitioner will ensure that
the patient understands any risks involved and the daily OAT program requirements, such as frequent physician
visits and witnessed ingestions daily, as well as discussing all other available treatment options.

Prescribers must have training to initiate or change doses of OAT. In Alberta there is an opioid provider consultation
service that can assist practitioners with methadone and buprenorphine related questions. The service is run
through Referral, Access, Advice, Placement, Information, and Destination (RAAPID) North and South. Callers to
the service must indicate that they are seeking a consultation with the opioid provider service which runs 0800 to
2000h, seven days per week.

There are several public and private clinic options for OAT treatment in Alberta. The College of Physicians and
Surgeons of Alberta (CPSA) maintains a list of providers across the province. Patients may also call the Alberta
Health Services Virtual Opioid Dependency Program at 1-844-383-7688. This program can facilitate same day
addictions consultation with same day treatment start. Once stabilized, the patient can then be transitioned to
whichever public or private clinic is most appropriate for their needs and geographic location.

)




THE DYNAMICS OF ACUTE

Pain Management




Pain is the most experienced symptom in adults.*3® This
condition, also known as nociception, occurs in up to
60% of adults,*3 37 and is commonly defined as the
process of communication between the site of tissue
damage/injury and the central nervous system.3® Two
types of pain exist: chronic (does not settle as injury
recovers, prevents normal functioning and lasts more
than 3 months) and acute (from an injury or surgery
that diminishes/disappears as the injury recovers).3®
138 Common sources of acute pain that occur in
intrapartum and postpartum patients include labour
pain, post caesarean section or instrumental delivery,
while chronic pain may stem from past medical
complications, such as trauma, renal colic related to
nephrolithiasis (kidney stones) and non-obstetrical
surgery.

Problematic Opioid Use

Opioid medications are natural and synthetic
substances that have morphine-like activity at

the opioid receptor. There are several types of

opioid receptors with various functions, including
functions related to respiratory rate.'*° For the
purpose of considering pain, opioid medications are
generally thought to produce pain relief by action

at three locations: higher brain centres (alters the
physiological response to pain); spinal cord (reduces
neurotransmitter release from nerve fibers); and
descending pain modulating pathways (modulation
of pain transmission).**! Opioid agonists activate
opioid receptors in a similar way to morphine, i.e. they
increase receptor activity. Opioid antagonists bind

to the receptor but do not increase receptor activity.
Full opioid agonist medications like morphine, heroin,
methadone, fentanyl, oxycodone and hydromorphone
activate the opioid receptor fully. However, these
opioid agonists have different potencies due to other
pharmacologic properties. An opioid analgesic with
partial agonism effects is buprenorphine, the primary
ingredient to Suboxone, Sublocade injectable and
Butrans patches. Partial agonists can be quite potent
while still not able to activate the receptor maximally
like a full opioid agonist.'? It is thought that this partial
agonist effect may protect against respiratory
depression.*3 Opioid receptor
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antagonists are thought to block any activity at the
opioid receptor site. Naloxone (Narcan) and Naltrexone
are commonly available opioid antagonists.

Opioid misuse is a widespread public health issue
and may be “defined as use of an opioid medication
without a prescription, or using a prescribed opioid
medication in greater amounts, more often, or for
longer than directed”.*** »3 However, understanding
the nature and extent of the issue is difficult because
of inconsistency in how problematic opioid use is
defined.'*® A contributing factor to opioid misuse is a
trend to increased prescriptions of opioid medications
for both acute and chronic pain management, often
accompanied by levels of increased levels of opioid
overdose, abuse, addiction, and diversion.**¢ For
example, findings from studies about prescribing
practices involving adolescents and young adults
undergoing dental surgery found that there was

an increase in persistent ongoing opioid use and
subsequent diagnosis of opioid misuse among this
population.'*” 148 Even so, taking prescribed opioids
is not a sole risk factor for developing opioid use
disorders.**® Other factors associated with increased
risk for misuse include history of substance use
disorder, younger age, major depression, and use of
psychotropic medications.*®°

Opioid Use Disorders and
Pain Management

Pain management in the context of substance use
disorders is becoming more and more common.
Barriers to safe and effective pain management for
recovering and current users exist, many of which
relate to interactions between patients and care
providers.'®! 152 For example, there is stigma associated
with the substance dependent identity.'>® These
individuals often “live by [their] wits”, have a history

of difficulty with authority structures and may have
“difficulty trusting

),



anyone”.*®! P26 Internalized stigma, fear of pain and
fear of withdrawal means that they are concerned they
will be pre-judged and not believed when they are

in pain.'>? As a result, their behavior may at times be
demanding.®?

Other barriers that may hinder caregiver-patient
relationships and trust often relate to the knowledge
and attitudes of care providers.>? 153 154 Knowledge
gaps that may impact acute pain management centre
on perceived risk of relapse, tolerance, withdrawal,
opioid interactions with Opioid Agonist Therapy
(OAT) methadone and buprenorphine, multimodal
pain therapy and role of neuraxial and other local
anesthetics. Guidelines for the management of
postoperative pain recommend a plan for pain
management individually tailored to the patient that
addresses preoperative education, perioperative

pain management planning, use of different
pharmacological and nonpharmacological modalities,
organizational policies, and transition to outpatient
care.'®®

Perceived risk of relapse: In principle and in practice
itis important to err on the side of over treating the
occasional drug seeker than under treating the patient
in pain.'*® The key challenges of pain management
within a background of opioid dependency include
improving communication, strengthening evidence,
and challenging negative stereotypes and attitudes.'>®
Common misconceptions about opioid dependency
and pain management centre on various competing
concerns. One concern from the patient perspective

is about opioid analgesia triggering relapse with re-
exposure.'3® This concern is compounded by other
physical and emotional stressors which may be the
triggers for cravings,**® 15! defined as neuroplastic
changes that occur that are not fully reversible even
after several years of abstinence.’®*While it is surmised
that exposure to the former drug of choice may trigger
relapse and prior opioid dependency elevates risk of
relapse, there is no reliable data to estimate risk.3¢

Second, the patient may have legitimate anxiety about
pain being undertreated if adequate analgesia is not
provided.'®® As mentioned, misconceptions exist that
treating the pain with opioid analgesia will cause
relapse.

However, the oppositeis true: inadequate pain
reliei is more likely to trigger relapse.” "’ In
other words, relapseis more likely to occur
ii pain goes untreated and patients are leit
(0 manage their own pain by seli-medicating
throughillicit means."°

Tolerance: Staff sometimes struggle to understand a
person’s individual experience of pain. Particularly in
the context of past or current addiction, there can arise
the perception that a person is ‘medication seeking’
rather than reporting a genuine experience of pain.

We urge all practitioners to recognize that pain is
subjective, is influenced by past experiences and the
experience of pain is significantly altered by opioid
dependence regardless of if the opioid dependence has
been treated or not.

Patients who are treated with OAT are likely to require
higher than typical doses of analgesics due to tolerance
caused by their medications. One way of thinking
about this is that a patient on OAT is ‘resistant’ to the
typical opioid treatments that we use and will therefore
require additional dosing. This phenomenon is not
‘medication seeking’, nor is it an attempt to exaggerate
the individual experience of pain. We strongly urge

all practitioners to approach the treatment for pain of
patients in this situation with compassion and respect.



Withdrawal: While pain assessment remains
fundamental in the management of acute pain in
intrapartum and postpartum periods, it is equally
important to assess for signs of withdrawal.'®”
Symptoms and signs of withdrawal include sweating,
feeling hot and cold, dilated pupils, anorexia, abdominal
cramps, nausea and vomiting, diarrhoea, insomnia,
tachycardia and hypertension, and muscular aches
and pains.'®” Prevention of withdrawal can be
accomplished by dose adjustment, or through opioid
rotation since different opioids act to different degrees
on various opioid receptors, are metabolized differently
and there is incomplete cross-tolerance.!3¢ 158

Opioid Interactions with OAT: It is our opinion that

a person with active opioid addiction is unlikely to

be harmed by opioid medication used to treat their
pain. This approach may well contribute to better

pain control, less illicit opioid use (that the team may
otherwise be unaware of), and an increased ability for
the person to participate meaningfully in their own
care. Indiscriminate reduction in opioid prescription
without managing opioid dependency and chronic pain
may increase suffering and suicide of pain patients and
also may turn patients towards illicit opioids.**®

Managing opioids for acute pain treatment for patients
who are maintained on OAT can be complicated.
Practitioners may find it helpful to consult additional
expertise (pharmacy team, anesthesiologists, Opioid
Use Disorder Telephone Consultation to Referral,
Access, Advice, Placement, Information, and
Destination (RAAPID) to determine a best plan for
patient care).

Principles of opioid management are outlined in the
following table:

‘

Sample Acute Pain Regimen
for Opioid Tolerant Patients

e Calculate home regimen OME (oral morphine
equivalent); continue fentanyl patch or other
long-acting meds for baseline control if patient
able to tolerate PO intake

e Consider increasing home scheduled opioids by
30%

e Add short acting opioids to cover acute pain
(10%-20% of 24 h baseline home dose), dosed
PRN Q1-4h

e If opt for Patient Controlled Analgesia (PCA),
may use hydromorphone, fentanyl, or morphine

e Avoid basal infusions unless a pain specialist
agrees

e Reduce dose of new opioid by 30%-50% when
switching from one opioid to another to account
for tolerance

Table 1: Sample Acute Pain Regimen for Opioid
Tolerant Patients™

During labor, delivery, and the postpartum period the
opioid agonist agent (methadone, buprenorphine)
is continued.'%6 1% 160 |f the pregnant person is NPO,
methadone should still be administered or replaced
with other agents to prevent withdrawal.138 156 161
Note that because of incomplete cross-tolerance,
the starting dose of morphine should be reduced
by 30-50% of the calculated equianalgesic dose.5?
163 Buprenorphine patients, on the other hand, will
experience minimal withdrawal with short-term
interruptions; even so, the trend is to continue to

administer it to optimize maintenance of pain control.*>®
159 160 164 165

ix Adapted from Cai Y, Acampora G, Anderson T. Chapter 27: Evaluation and Treatment of Postoperative Pain in Patients with Opioid
Use Disorder. Practical management of Pain, Sixth Edition. 2023:374-384. Retrieved from https:/www.clinicalkey.com/#!/content/

book/3-s2.0-B9780323711012000270
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'

For pain management, significantly higher doses

of opioids are likely to be required as tolerance
counterbalances and may nullify any analgesic
effect.’®® Consensus dictates the use of the pre-
existing maintenance OAT and an additional opioid.'%®
159 160 164 166 Although the phenomenon of tolerance

is incompletely understood, the dosage of analgesics
for patients receiving OAT frequently must be titrated
to levels higher than usual.’®® Pregnant persons

on methadone require near 70% more analgesia
following a caesarean section, especially in the first
24 hours post-op in comparison to their opioid naive
counterparts; and a similar increase in analgesia
requirements of 50% has been noted for the delivered

person on buprenorphine post caesarean section.** 1%¢
164

Buprenorphine is a partial opioid agonist that limits the
effects of additional illicit or therapeutic opioids.*>8 *¢7 |t
has a high receptor affinity and supplemental opioids
given in standard doses may not have the expected
analgesic response, making pain management with
conventional opioid doses somewhat challenging.*>®
164168 Byprenorphine, due to its high receptor
affinity, disassociates from mu-opioid receptors very
slowly, reducing access of drugs like morphine to

the receptor.'®? Mild to moderate pain in patients on
buprenorphine may be managed by increasing the
buprenorphine dosage and consider administering
the drug in divided doses every six to eight hours.6?
In the case of analgesia interference, it is suggested
to maximize non-opioid medications, such as
acetaminophen and Nonsteroidal Anti-Inflammatory
Drugs (NSAIDs).**® Another consideration is to

use higher than standard doses of other full opioid
agonist medications. One suggestion, for example, is
to provide an intravenous form of opioid that binds
strongly to mu-opioid receptors, such as fentanyl or
hydromorphone.'38 18 Particular attention should be
given to care transitions for these patients at time

of discharge to ensure that appropriate medication
management decisions have been made to support
community transition.'®

)

Multimodal Pain Therapy: Comprehensive history
taking of what patients are taking versus what is
prescribed should occur because if they are not

part of a supervised consumption scheme, they

may not have been taking the full prescribed dose.
When hospitalized, the patient will get their full
prescribed dose which may lead to over-sedation,
unconsciousness, and respiratory depression, or the
opposite, withdrawal, if the prescribed dose is too
low.13® Other agents that seriously impact patient
safety are the concurrent use of benzodiazepines and/
or alcohol. It is also important to have developed an
individualized care plan as some patients may not want
their pain treated by opioids. In these situations, it is
important in communicating with the patient to come
up with a plan that includes use of non-opioids and/or
less reinforcing opioids that are stopped as quickly as
pOSSibIG.lSl 158 169

In the postpartum period, accept that there is
‘no right answer’ in recommendations ior pain
managementin relation to patients with opioid
dependency.” Current guidelines recommend
oral opioids whenever possible as this route has
been shown (o be non-inierior to parenteral
administration oi opioids.” It is important to
emphasize that complete absence oi postpartum
pain may not be a realistic goal but decreased
pain to optimize day to day iunctioning is likely
attainable.”®"°1i the patientis consistently
reporting high pain scores, a good way (0 assess
painis to look for impaired function,”* such as
limited mobility and diificulty participating in
the treatment plan including periorming seli-
care and baby care.




Multimodal pharmacologic and non-pharmacologic
pain treatment is the optimal approach for postpartum
pain. (See Table 2).

Multimodal Interventions
to be Considered

e Oral or parenteral systemic opioids
e Scheduled acetaminophen

e Scheduled Nonsteroidal Anti-inflammatory
Drugs

e Alpha 2 Adrenergic Receptor Agonists (eg.
Dexmedetomidine)

e Magnesium Sulphate
e Gabapentin
o Ketamine

e Neuraxial Analgesia (epidural or spinal, opioids
+/- local anesthetic)

e Non-Neuraxial Regional Analgesic Techniques
(eg. Abdominal Fascial Sheath Blocks)

e Topical Local Anesthetics

e Intravenous Lidocaine

Table 2: Multimodal Interventions to be considered*

‘

For pain that increases or fails to decline consider
intrapartum/postpartum complications or Opioid-
Induced Hyperalgesia (OIH).138 171 High doses of
opioids can cause OIH, described as neuroplastic
changes in the nervous system leading to increased
pain sensitivity from opioid administration, as opposed
to tolerance which leads to decreased sensitivity to
opioids.'3 137 Management of OIH involves decreasing
opioid dose, opioid rotation, and optimizing non-opioid
analgesics.3¢

Role of Neuraxial and Other Local Anaesthetics:

In addition to continuing a patient’s OAT, the
multimodal approach to acute pain management also
often involves local or regional anaesthesia, topical
analgesics, or intravenous lidocaine if neuraxial or
regional techniques are not used.'%? 172 173 Post-
operative epidural alone, without continuing the OAT, is
not advisable as the patient may withdraw due to lack
of provision of systematic opioids.!*® Methadone and
buprenorphine maintenance alone may be inadequate
for pain relief. Doses prescribed are not usually in the
range to provide effective analgesia.

Chronic Post-Surgical Pain

Chronic post-surgical pain is defined by the
International Association for the Study of Pain as “pain
beyond normal tissue healing which is assumed to be
3 months.”74 P219 Treatment of chronic pain is complex
and beyond the scope of this resource. Because of

the impact on quality of life and associated medical
complications including opioid use disorder, patients
on long term opioid therapy, particularly higher dose
should be assessed to determine the most appropriate
strategy for pain management.'*® Many biological,
psychosocial, and environmental factors contribute to
the transition from acute postoperative pain to chronic

x Adapted from: Cai Y, Acampora G, Anderson T. Chapter 27: Evaluation and Treatment of Postoperative Pain in Patients with Opioid
Use Disorder. Practical management of Pain, Sixth Edition. 2023:374-384. Retrieved from https:/www.clinicalkey.com/#!/content/
book/3-52.0-B9780323711012000270; George RB, Carvalho B, Butwick A, Flood P. Chapter 27: Postoperative Analgesia.
Chestnut’s Obstetric Anesthesia, Sixth Edition. 2020; 627-669. Retrieved from https://www.clinicalkey.com/#!/browse/book/3-
s2.0-C20160024920; Gudin JA, Brennan MJ, Harris ED, et al. Reduction of opioid use and improvement in chronic pain in opioid-
experienced patients after topical analgesic treatment: an exploratory analysis. Postgraduate Medicine. 2018;130(1):42-51. doi:10.

1080/00325481.2018.1414551
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post-surgical pain, thought to occur in as many as 10 to 50% of post-surgical patients.'”® Half of patients who stop
long term opioids report their pain to be unchanged or better after stopping opioids, but 47% report worse pain
after stopping.'’® Multimodal, opioid sparing strategies such as those which make up the ERAS (enhanced recovery
after surgery) protocols should reduce the number of patients who transition to chronic pain in this way.'””

Pain Management After Discharge

Following discharge, multimodal pain therapy should continue. In patients who use opioid agonist therapy,
concerns over ongoing opioid use for pain management need to be balanced with an awareness of increased

pain sensitivity and opioid tolerance in this population.’”® Pain management practitioners stress the importance of
individualized collaborative plans between patients and prescribers that addresses uncertainty around safety and
effectiveness while providing reassurance to minimize complications associated with avoidance of pain therapies
altogether.?”®

Pain Management and Prevention of Opioid Use Disorder

An estimated 1/3 of reproductive-aged women fill a prescription for opioid medication each year.®© Number of
deaths from prescription opioids increased over 400% for women during the years 1999 to 2010.18! The rate

of cesarean delivery may be as high as 32% making this a time when many patients who have not previously

used opioids are exposed during in hospital treatment or by opioid prescription following discharge.'®? The risk of
developing opioid use disorder following prescription of opioids after cesarean delivery may be as high as 1/300.183
In opioid-naive patients, continuous opioid consumption over 72 hours increases risk of developing long-term
opioid addiction.®° 8 Safer prescribing practices for all postpartum patients represent an opportunity to reduce
risk of opioid use disorder in this population.

Risk Mitigation Strategies for Opioid Prescribing at Discharge

Prescribing practices are among the factors leading to opioid overdose, abuse, addiction and diversion.*3° Opioid
prescribing practices for women after cesarean delivery have been shown to be variable and may often be more
than the number of pills needed for pain relief. The average prescription post cesarean section is 40 tablets of
oxycodone.® 185 Quality improvement initiatives to educate patients on the risks of opioid use and the benefits
of nonopioid analgesia, engage patients in shared decision making, encourage individualized multimodal pain
management, reduce quantity of opioids prescribed, and to encourage safe storage and disposal of opioids have
been shown to be successful in reducing the number of opioids available for misuse or diversion.!39 149 183 184 186 |£
needed, opioid prescriptions should be limited to quantities needed with a focus on safe disposal.’®® Patients who
receive restrictive opioid prescription upon discharge report high satisfaction and adequate pain control (89%)
with only a minority of patients reporting a wish for stronger pain medication.*®® Reducing variability in opioid
prescription, limiting numbers of tablets prescribed, and ensuring safe return of unused tablets are best practices
that limit risk of opioid exposure during the postpartum period.83 184

»)



Care Pathways

Patients working on personal recovery may have legitimate concerns about using opioid analgesic agents that are
like substances they have been dependent on in the past. It is important for staff and patients to be open about
their concerns and seek common ground to plan appropriate pain control. This includes the use of opioid analgesics
where indicated, and for which the patient has given consent. Interdisciplinary teams using a multimodal approach
are recommended for optimal care in opioid dependent pregnant persons.'®” Pain is a common trigger for opioid
use, including non-prescribed opioid use. Explaining that untreated pain is problematic from a ‘relapse to use’
perspective may reduce the stigma that a patient may feel or enforce on themselves against seeking adequate pain
control. ltis important for patients to know that their team will explore with them appropriate alternative options
for the control of pain that will fit with their objectives.

Given the complexity of managing acute pain in people with a history of addiction, care pathways may help to
make sure that each patient has access to best available evidence-based care. A detailed institutional plan for
intrapartum and postpartum pain management in women with opioid dependency helps to ensure consistency
and improve patient outcomes.*®® An example of a care pathway has been provided in Appendix A. Although care
should be individualized to each patient, care pathways and checklists can help to remind caregivers of important
evidence-based interventions, as well as a multimodal interdisciplinary team approach to provide optimal care.'®” In
addition to standardized care as detailed in the sample care pathway, the data collected can be used for continuous
quality improvement.

The Pharmacy team can be an excellent resource regarding management of these patients. The care pathway
includes prenatal notification of Pharmacy and possible consultation. Another excellent resource to help deal with
acute pain in this patient population is Anesthesiologists and an Acute Pain Team if available. Discussing what
support might be available and the logistics of accessing the service with possible Anesthesia consultation is an
excellent step to take prior to the expected delivery date. In a facility with access to an Addiction Recovery Team
or other addiction services, it may be very helpful to access the providers involved for additional suggestions
regarding care.

33




SECTION 07

(NAS)

Neonatal Abstinence
Syndrome




‘

Neonatal Abstinence Syndrome (NAS)* is described as the signs and symptoms
displayed by a neonate experiencing withdrawal after in-utero substance
exposure.® ¥ Neonatal withdrawal most commonly occurs when an infantis
exposed to opioids, called Neonatal Opioid Withdrawal syndrome (NOWS), but can
also occur when an infant is exposed to antidepressants, benzodiazepines, nicotine,
caffeine, alcohol, and methamphetamine.'®® 1°! Across Canada, the total number
of infants with neonatal withdrawal has increased. From 2010 to 2020 there were
16, 920 NAS hospitalizations, which represents a 73% increase from 2010.°2 This
can be described as 6.3 hospitalizations per 1000 live births, from 3.5 per 1000 live
births, an 80% increase.'®? The average length of hospitalization is between 14-16
days.’®! 193 The increase in hospitalizations translates to an increase in healthcare
costs with the total cost rising from $15.7 to $26.9 million CAD from 2010 to
2014.1%0

The symptoms of NAS generally relate to neurological, gastrointestinal,
and respiratory disturbances; however, some babies may not exhibit
overt signs of withdrawal, which may go unnoticed.194 195 196 197 198
199200 201 The substance and amount used by the pregnant woman
determines the severity of the withdrawal effects experienced
by the baby, as well as the onset and duration of symptoms (see
Appendix B). 202 203 204 205 206 The varied onset of infant withdrawal
symptoms is highly dependent on the half-life of the substance
used: a substance with a longer half-life, such as methadone,
results in a later onset of withdrawal, whereas a substance
with a shorter half-life, such as heroin, results in earlier onset of
withdrawal behaviors,198 204 207

NAS Assessment Tools are utilized to help care providers and
families recognize and manage NAS symptoms in infants. Since
1975 mainstream infant management of NAS involves using a
modified version of the Finnegan Neonatal Abstinence Scoring
Tool (FNAST).208 209 210 The FNAST has been useful in capturing the
constellation of symptoms that in-utero opioid-exposed infants exhibit.
However, application of FNAST is complex and subjective in nature with
varied inter-rater reliability.?'! 2*? Further, its behaviour-centred approach often
focuses predominantly on pharmacological management of NAS symptoms that
are not impacting how an infant is coping functionally.?!*

More recently, in 2018 a group of papers out of Yale New Haven Children’s Hospital
and Boston Medical Centre were published highlighting an alternative way of
assessing NOWS, 213 214 215 Thjs alternative assessment tool is called Eat Sleep
Console (ESC) and focuses on how in-utero substance exposed infants are doing
functionally, emphasizing the most clinically significant symptoms (eating effectively,

xi The term Neonatal Abstinence Syndrome may be considered problematic. Recent literature is migrating away from the term
‘abstinence’ and its associated negative connotations.
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sleeping undisturbed for more than one hour, and
settling within 10 minutes). The ESC assessment tool
is part of a more simplified, broader holistic approach
to managing NOWS that not only highlights the

idea that the parent/caregiver is the treatment, but
also includes a first-line patient and family-centred
nonpharmacological intervention bundle and where
applicable, second-line use of morphine on an as
needed basis instead of a regular interval schedule.

Since publication of the original papers in 2018 several
more ESC-related research and quality improvement
works have been published.!88 216 217 218 219 220 221

222223 224 225 226 A common thread in the findings of
these research and quality publications is decreased
NICU length of stay (LOS), need for pharmacological
treatment, length of pharmacological treatment, and
readmission to hospital within 30 days, as well as
increased breast milk feeds. A retrospective cohort
study of 437 infants involving 33,115 scoring instances
concluded that, in comparison to the FNAST, ESC
neither under detected nor under treated NOWS.2?’
These findings were further supported in another
retrospective cohort study involving 158 infants and
2101 scoring instances.??* This second study also
showed meaningful correlates to the FNAST: ESC
assessments indicating that all three criteria are met
are associated with lower FNAST scores and ESC
assessments indicating that one or more criteria were
not met, best predicted a FNAST cut off of 7.5.2%

Both ESC and FNAST are equally safe. Regardless,

no ideal NAS assessment tool exists. For example,
neither FNAST nor ESC has been validated for all types
of in-utero substance exposures, yet polysubstance
use occurs in as many as 30% of pregnancies, if

not more.188 216 217 221 224 225 Fyen g0, recent ESC
publications are more likely to report information on
maternal characteristics related to NAS impacted by
opioid dependency with co-occurring polysubstance
in pregnancy which enhances its utility. Other gaps
for both NAS assessment tools include lack of
well-designed randomized control trials, long term
behavioural and neurodevelopmental outcomes, and
applicability to preterm infants less than 35 weeks’
gestation. The most recent evidence for ESCiis a
published study by the ACT NOW Collaborative in the

New England Journal of Medicine in April 2023.2%¢ This
cluster-randomized controlled trial involved 837 infants
born 36 weeks’ gestation or greater at 26 hospitals in
the United States. The primary outcome was medical
readiness to discharge. The group of infants managed
using an ESC bundle of care were medically ready

for discharge in 8.2 days versus 14.9 days in their
usual-care counterparts. Further, only 19.5% of infants
required pharmacological treatment for NOWS in the
ESC group compared to 52% in the usual care group.

Parents of infants with in-utero substance exposure
have positive perceptions of ESC. For example, parents
are supportive of less pharmacological interventions
to manage NAS, experience an increased sense of
control, feel encouraged to lead care, and appreciate
fewer interruptions to bonding for assessments.??°

228 There is a willingness from parents to be actively
engaged in decision-making around the care of their
infant's NAS.?22 The ESC assessment tool and its
associated nonpharmacological care bundle supports
their desire to be involved. The nonpharmacological
interventions include rooming-in, skin-to-skin care and
breastfeeding.

Rooming-In is the practice of keeping the mother

and her newborn together in the same room directly
following the birth and afterwards. It is known that
rooming-in promotes continuous skin-to-skin contact
between the mother and her baby. Skin-to-skin care
has been shown to have positive effects for the parent:
reduced parental anxiety, improved maternal-infant
bonding and increased confidence for parenting.??®
230231 232 For the baby, skin-to-skin care results in
temperature stabilization, improved sleep patterns,
decreased crying, reduced incidence of infection, better
weight gain and respiratory stability.?33 In terms of
breastfeeding, skin-to-skin care results in increased
milk production, longer duration of breastfeeding, and
more regular initiation of breastfeeding.?3? 234

Infants at risk for NAS particularly benefit from
rooming-in with the mother, as opposed to the
traditional care model of admitting in-utero substance
exposed babies to the neonatal intensive care unit
(NICU) immediately or soon after birth.?12 214 235236 237
238 |n this rooming-in model parents are supported in




recognizing signs of neonatal withdrawal and learning
how to care for their babies, such as how to settle them
by providing skin-to-skin care as much as possible in

a low stimulation environment, and are encouraged to
breastfeed_ZIZ 213 214 220 221 235 239 240

The longest standing Canadian example of

rooming-in is the Families in Recovery (FIR) unit

at the BC Women'’s Hospital in Vancouver. In this
example, rooming-in care decreased the need for
pharmacological treatments, such as morphine
administration, for infants experiencing NAS,?35 239

241 Further, babies exhibited less severe and shorter
withdrawal symptoms.?*! Overall, there was a decrease
in NICU admissions, a decrease in the length of birth
hospitalizations for the babies, and an increase in the
chance of the parent maintaining custody of their baby
after discharge.?*!

Currently, in Alberta, two hospitals provide rooming-
in as a standard of care for mother-baby dyads
impacted by opioid dependency. Edmonton’s Grey
Nuns Community Hospital Maternal Medication

Use and Neonatal Abstinence (MMUNA) model of
care has provided antenatal, postpartum and post
discharge wraparound support for pregnant people
with opioid dependency since 2015.%%° During the
two year MMUNA pilot, wraparound support leading
up to postpartum rooming-in, in comparison to a
traditional model of care often involving separating
babies from their parents to admit them to NICU for
NAS management, decreased NICU Length of Stay
(LOS) (10.33 days to 0.82 days, p<0.001); decreased
morphine treatment (67% to 12%, p<0.005);
increased breastfeeding rates at discharge (22% to
77%, p<0.01); and increased discharge of babies in
the care of their parents (66% to 100%, p=0.01).24?
Since its inception in 2015, MMUNA has observed
continued success with over 160 parent-infant dyads
participating whereby the average NICU LOS related
to NAS is less than one day, the average total hospital
LOS is approximately 6 days, in comparison to the
Canadian national average of 15 days,?*¢ and need for
morphine treatment occurring rarely. Another Alberta
example of rooming-in for NAS managementis Red
Deer Regional Hospital Centre’s Empower Mothers and
Families, Mentorship, Building Healthy Relationships,

)

‘

Respect, Actively Listen and Learn,
Collaboration and Engagement
(EMBRACE) program. This
program was launched in

2019%%3 and has supported

over twenty mother-baby

dyads to date. Drawing

upon the historical

success of rooming-

in models of care, a

research study entitled

Alberta Neonatal

Abstinence Syndrome
Mother-Baby Care

ImprovemENT

(NASCENT) Program

is underway to support
implementation of a

rooming-in approach in

eight Alberta hospitals.?** oy
This implementation

is expected to occurin

a stepwise manner over a
three-year period commencing
early 2023.

Breastfeeding is recommended by the

World Health Organization (WHO) for at

least 6 months after birth to ensure ideal health

and growth of the baby.?*> There is a concern however,
with parents with substance use disorder and the
perceived consequences breastfeeding will have on
their babies.?*® The apprehension is that the contents
of the breast milk will cause sedation of the baby and
possibly other health diminishing effects.?*” However,
this apprehension is unfounded because breast milk
concentrations of parent ingested substances are
typlcally IOW.238 248 249 250 251 252 253 254 255 Observational
studies have found that there are positive effects for
substance using mothers who breastfeed their babies,
though it has not been determined if there are other
factors leading to these effects.?4” 256 257 Several studies
indicate that symptoms of NAS are less severe and
there is less need for pharmacological treatment in the
in-utero substance exposed infants who breastfeed.?%®
247 258 259 260 261 262 263 |n one study, there was a decrease




in incidence of infants with NAS
when comparing formula feeding

to breastfeeding, 80% and 50%

respectively.?6?

The milk of a mother on
opioid agonist therapy
does not cause adverse
effects on the baby.?¥
Maclvar and colleagues
studied breastfeeding
and the substance-
exposed mother and
baby.?%* Supporting
breastfeeding in
the immediate
postnatal period
is ideal to optimize
nonpharmacological
treatment. Unfortunately,
breastfeeding rates in
this population are low,
thought to be due to low
maternal self-confidence, poor
socioeconomic status, and/or lack
of knowledge and comfort by the
clinician. This study aimed to develop
a tailored and dedicated breastfeeding
support for these mothers and reviewed its
effect on the babies’ LOS and breastfeeding rates.
On postpartum day 5, 100% of the subjects in the
intervention group were breastfeeding, compared to
57% in the control group; and the LOS was 11 days for
the intervention group versus 19 for the control group.
Finally, when comparing breast fed babies to formula
fed babies, the LOS was 11 days compared to 30 days.
Miller and Willier reviewed whether using the ESC
model of care to treat infants with opioid withdrawal
resulted in decreased LOS and number of infants
receiving morphine when compared with traditional
medication management.??! They examined variables
prior to ESC implementation and post roll out. Of
note, the LOS was reduced to 6 days from 18 and the
breastfeeding rates increased from 41% to 65% post
ESC roll out.

Withdrawal symptoms exhibited by the baby may
hinder establishment of successful breastfeeding.?6° 266
Further, history of childhood trauma commonly results
in long-term effects on the parent that may decrease
their willingness to breastfeed.?¢” 268 Women who

have experienced abuse as children often result in a
decreased likeliness to breastfeed.?¢” 28 |t is imperative
that a harm reduction approach be utilized with these
mothers and trauma informed care be provided. Being
sensitive to their background and working exclusively
with them to tailor an approach to breastfeeding that is
comfortable for them is key to success.?6* 269

Brocato et al. studied the effect of a prenatal education
program for opioid dependent obstetric patients.?®® The
program educated the patients on nonpharmacological
measures to prevent neonatal abstinence, with a

focus on breastfeeding. There were 75 women who
underwent prenatal education and 108 who received
standard care. Participants who received the prenatal
education had 70% breastfeeding rates, compared

to 24% in the control group; and the length of stay
was reduced to an average of 11 days compared to

21 days from the control group. Obstetric patients
with opioid dependence often have poor adherence

to prenatal appointments and they often are seen by
different medical personnel and disciplines. This study
demonstrated that having a counseling team along the
continuum of care, providing the same education and
focus, is an asset to the parent and baby and improves
breastfeeding rates.

Pharmacological approaches are considered a

final resort for treatment of infants with NOWS,

and instead an attempt should be made to manage
withdrawal with nonpharmacological interventions
such as rooming-in and skin-to-skin care.'94 235239 Ag
many as 80% of infants exposed to maternal opioids
in-utero require pharmacological intervention.%° 270
Consensus amongst various experts indicates that
the medication/s used to treat NAS should match

the agent/s causing the withdrawal.?’! 272 Neonatal
opioid withdrawal secondary to maternal opioid use
is often treated with morphine.t®4 197 273 274 Methadone
is considered less suitable to manage withdrawal

in infants because it has a long half-life, increasing
risk of overdose and death as per statement by the




CPSA.?”5 However, Davis et al. compared morphine
versus methadone in treatment of NAS and reported
only a single adverse event of hypothermia, lethargy
and apnea in the sample size of 59 patients receiving
methadone.?’® The results of the comparison showed
no difference in days of hospitalization. Surprisingly
the methadone group had fewer days of treatment
when compared to the morphine group. This finding
aligned with the results from Brown et al. in 2015 done
three years prior.?’”” Though results may look favorable
for prescribing methadone for NAS in hospital and

for community detoxification, the procurement and
prescribing requirements make methadone less
accessible in the community than morphine. Intractable
withdrawal in newborns that is not well managed with
morphine may require adjunct therapy, for example
with phenobarbital?3® 278 or clonidine.*®” 278 27° More
recently, single therapy treatment with clonidine has
been explored, though its effectiveness in this capacity
remains unclear.?®® Poly drug exposures, particularly
with benzodiazepines, increase risk for both severity
and duration of NAS,281 282 283 284 Maternal non-opioid
poly drug use may be managed with phenobarbital.?8®
286 Of note, neonatal withdrawal from parent Selective
Serotonin Reuptake Inhibitors (SSRIs), alcohol, cocaine,
crystal meth, marijuana and tobacco use is self-limiting
and pharmacological treatment of the withdrawal is not
recommended_197 272 281 287

Mainstream infant management during
pharmacotherapy involves using Eat Sleep Console
(ESC) or a modified version of the FNAST, 208 209 210
Using FNAST, pharmacological treatment is initiated
when an infant receives a total score of 8 or greater
on three consecutive scorings, or the average of any
three consecutive scores is 8 or greater, and total
score of 12 or greater on two consecutive scorings,
or the average of any two consecutive scoresis 12

or greater on the modified Finnegan tool. An infant
qualifies for pharmacological treatment using the ESC
tool when at two consecutive 3 hour marks, baby has
not breast fed effectively or taken an age appropriate
volume by bottle, or slept undisturbed for at least
one hour, or if crying, may not be consoled within 10
minutes. A caveat of both these scoring tools is that
it has been validated in term neonates with in-utero
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exposure to opioids and other illicit drugs. It has

not been validated for use in preterm neonates or
those exposed to other substances, such as tobacco,
alcohol and SSRIs. Further, a current limitation of
NAS scoring practices in general is that they are not
universal. The modified Finnegan scoring tool is quite
subjective creating variability between healthcare
providers performing the assessments. The variability
in these incidences has been shown to be a source of
frustration with parents.?®® To standardize treatment
initiation and improve parental experience it would be
necessary to include parents in the Finnegan scoring
process or adopt a more objective monitoring tool
such as ESC.?®8 Involvement of families in assessment
and standardization of care will likely positively

affect the experience of both family and the provider.
See Appendix C for points to consider during NICU
hospitalization.

Once pharmacotherapy has been started, infants

are watched carefully for signs of toxicity or central
nervous system depression. The signs and symptoms
that suggest central nervous system depression
include drowsiness, decreased respiratory drive,

and decreased tone.?® If signs of toxicity occur, dose
adjustments are required; the goal of treatment is

to make the infant as comfortable as possible and

to ensure proper feeding and development while
minimizing the risk for toxicity.*®” In large urban centres,
such as Edmonton and Calgary, stabilized infants
requiring pharmacological management to treat NAS
may be sent home for continued detoxification in the
community. (See Morphine Teaching Sheet Appendix
D). The Canadian Pediatric Society supports this
practice when adequate medical and social follow up is
guaranteed.?3® Benefits of home-based detoxification
include decreasing number of days in hospital and
health care costs, as well as promoting family centered
care which enhances infant-caregiver attachment and
increases breastfeeding rates.?®°
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Prenatal Supportin the
Community Environment

Pregnancy is often seen as an opportune time for
service providers to support women in improving their
health.?®* Care must not only focus on the health of the
baby, but also on the health of the mother as fetus-
centered care only gives women the impression that
their health only matters when they are pregnant.?®? A
woman'’s perceptions of her caregiver’s concern with
her well-being is closely associated with improved
engagement and increased length of stay in various
treatment settings.?93 294 295 296 297

To encourage engagement in community programs,
services must be respectful and non-judgmental,

and timely in the delivery of care.?91 295 298 299 300 301 302
Likewise, women will be more likely to connect with
staff whom they share similar characteristics to, such
as language, ethnicity, culture, or age.?®* Together,
these practices may motivate women to return for
future health care and possibly make positive changes
in their lives.

Programs that involve the entire community in

finding the underlying cause of why pregnant women
use substances have been shown to be the most
successful in the creation of solutions for reduction.3%3
However, it remains a challenge to implement broad
systemic responses and programs in a manner

that links prevention, enforcement, harm reduction
and treatment strategies.?** Early engagement in
support services for pregnant women with substance
use disorder is highly important to ensure optimal
outcomes for both the mother and the baby. The more
frequent the prenatal visits, the more likely there will be
a reduction in the frequency and quantity of substance
use.?! This reduction in drug use, in turn, reduces the
substance exposure to the baby. As an example, the
Alberta Health Services Community Perinatal Program
(CPP) is a trauma informed, multidisciplinary program
designed to provide pregnancy health care

to those who are experiencing

challenges with the social determinants of health
(SDOH) and may be unable to access perinatal

health services through mainstream channels. SDOH
examples may include poverty, isolation, substance
use, language and cultural barriers, or complex life
issues. The team of Registered Nurses and Family
Physicians embrace a harm reduction approach as
they strive to connect clients to resources that may
help improve their pregnancy and parenting outcome,
such as but not limited to stable housing, food security,
substance use disorder programs, and dental care. 211
Alberta is an example of an up-to-date on-line resource
where people can learn more about how to access
services to help navigate different areas of need, such
as mental health support, food, shelter, transportation,
and financial support.

Transitioning from
Hospital to Home

To date, research regarding substance-exposed
infants has focused primarily on in-hospital care,

with few studies published on transitions to home

and post-discharge care.3> However, successful
strategies used to support infants during withdrawal
in the acute care setting can be continued in the

home environment. Parents and caregivers should be
supported prior to discharge with clear instructions on
nonpharmacological interventions. Community based
health care providers can reinforce these strategies,
with additional support from community agencies that
provide services to the infant/birth parent dyad.3%

The following section will focus on discharge planning,
supporting the infant/birth parent dyad in the
community, nonpharmacological interventions in the
home setting, and home safety.




Discharge Planning: Ideally, discharge planning for
substance-exposed newborns starts prenatally with
referrals to community agencies to begin building

a network of support for the birth parent.?83%5 A
comprehensive continuum of support from the prenatal
period that extends through the postpartum hospital
stay and into the community may facilitate continuity
of care for the dyad.??8 3°6 307 This may include support
for medical and social needs, parenting, and mental
health and addictions, based on the specific needs of
the individual family.3°53%7 Families with infants with
Neonatal Opioid Withdrawal Syndrome (NOWS) are at
a higher risk of being lost to follow up after discharge,
with poor attendance to medical appointments and
higher rates of emergency department visits, hospital
readmissions, and early childhood mortality.?%®

308 Strong collaborative relationships amongst

service providers in the antepartum to postpartum
continuum, amongst community, public health, and
hospital settings, are key for more positive long-term
outcomes.?®® Discharge planning should include clear
connections to community support and health care
providers.

Parent and caregiver education at discharge should be
tailored to the needs of infants with prenatal substance
exposure. Strategies on how to support infants with
eating, sleeping, and consoling should be reviewed, as
well as acute signs of increased NOWS or illness (see
Appendix E). Clear connections and instructions should
be provided to parents/caregivers on how and when

to follow up with the infant’s primary care provider for
well-baby visits, or if difficulties are encountered.3%®
These messages should remain consistent throughout
the prenatal, acute care, and postpartum community
setting.

Community Support: Substance-exposed newborns
and their families should receive follow-up health
support in the community, from primary care providers
as well as nursing services such as Public Health or
Home Visitation.3°53% Follow-up evaluations of the
infant should include assessing the transition to the
home environment, feeding, elimination, growth, and
signs of increased NOWS or illness.3% Collaborative
relationships with pediatric care providers can facilitate
improved communication amongst service providers
and a better transition to the home environment.3%
Education provided at discharge should also be
reinforced in community encounters. Addressing
accessibility concerns for medical appointments is
imperative.??®

Supporting the mental health and well-being of birth
parents is also key. Overall goals should support
maintaining the dyad, as the birth parent-infant
relationship is essential for NOWS management.
Separating the birth parent from the infant can also
negatively impact the birth parent’s mental health and
the infant’s neurodevelopment.?83% \Well parents are
better able to recognize and respond to the needs of
their infants.395307308 Thijs type of support also appears
to positively impact infant regulation.??” Birth parents
should receive routine assessments of perinatal mental
health, as well as referrals to support mental health and
addictions as required. This may include substance use
treatment, counselling or treatment for co-occurring
mood disorders or trauma, relapse prevention
counselling, and safety planning.3°5308




Community support, ideally initiated in the prenatal
period or early in postpartum, can be reinforced by
community providers. This may include supports such
as parenting resource networks, home visitation, early
intervention and childhood development, and social
supports required by the family to address social
determinants of health.3°53% As infants experiencing
withdrawal may exhibit signs of irritability and difficulty
settling, parents and caregivers should be supported
in proactively identifying supportive family members
and friends who can assist with infant care and provide
respite. Healthy Beginnings Postpartum Program is
available for parents of babies less than 2 months old
who permanently or temporarily reside in Alberta.
Registered Nurses support postpartum and newborn
health, infant feeding, and connecting families to
appropriate community resources and healthcare
services. This program strives to provide patient
focused, equitable service to postpartum patients,
newborns, and their families according to patient/
family identified and clinical need at every encounter.
Service is primarily delivered in-person and by phone.
In-person assessments may occur in the home or clinic
setting as agreed upon between patient/family and
nurse. Other community supports are available locally,
such as Edmonton’s Indigenous Wellness Centre,
Health for Two, Healthy Empowered and Resilient
(HER), and Woodcroft Community Health Centre;
Enhanced Services for Women in Red Deer, Calgary,
and Grande Prairie; Bridges Family Programs First
Steps in Medicine Hat; Melcor Centre in Lethbridge;
and Calgary Urban Project Society (CUPS). Work to
develop a more comprehensive list of local perinatal
and family community supports across Alberta is
underway through the Neonatal Abstinence Syndrome
Mother Baby Care ImprovemENT (NASCENT) project.

‘

Nonpharmacological Interventions in the Home
Environment: The home should be a quiet, low-lit
environment.3°3%” Room sharing, where the infant’s
crib is kept in the same room as the parent/caregiver,

is recommended to support attachment, feeding, and
infant care.?%” 31° This also supports easier access to the
infant for the caregiver to provide nonpharmacological
care measures that will decrease withdrawal
symptoms and promote infant regulation.3°5307

Multiple strategies can be used to support infant
regulation. Parents can support infants through
swaddling, supporting non-nutritive sucking, and
actions like touch and massage.3%°3%7 Skin-to-skin
contact can support regulation, decrease withdrawal
symptoms, and increase the length of infant sleep.3°¢
307 Additional strategies include supporting the birth
parent to read the infant’s signs of distress and cues
for feeding and soothing, skill-building opportunities to
support withdrawal care and general parenting skills,
as well as holistic psychosocial support.3°¢

Infants with NAS are at risk of disorganized feeding,
weight loss, and failure to thrive.3%” 311 Breast milk

and breastfeeding are generally promoted to reduce
withdrawal symptoms, with the supportive guidance
of the primary care provider.3®” The birth parent may
benefit from community-based lactation support.3%®
308 Infants may do best with small, frequent feedings
and the caregiver must be comfortable in identifying
hunger cues versus a need for soothing.3” 3! Ongoing
growth monitoring and follow-up should occur with the
primary care provider.




Home Safety: The way babies sleep is highly important in ensuring they do not succumb to sudden death,

either from Sudden Infant Death Syndrome (SIDS) or Sudden Unexpected Infant Death (SUID). SIDS remains a
significant public health concern in Canada and is defined as sudden death, during sleep, of an infant less than
one year of age, which remains unexplained after a thorough case investigation.3*? SUID, in comparison, is a broad
term that describes all sudden, unexpected infant deaths for which there is no immediate known cause. SUIDs,
once investigated, may be explained by specific causes such as an underlying disease, accidental suffocation or
strangulation in bed (ASSB), or SIDS.3!3 In Canada, data collected between 2007-2011 showed 5.8% of all infant
deaths under a year were attributed to SIDS.3*3 In the 28 days to 1-year period (postnatal), 19.6% of deaths were
attributed to SIDS.313 SIDS can occur at any time in the first year, with rates peaking at 2-4 months and declining
after 6 months.3!* Characteristics placing infants at higher risk of SIDS include being born male, premature, or
low birth weight.?'* Prenatal alcohol and substance use are associated with increased SIDS risks; as such, this
education topic is paramount for this population.3*3

Significant evidence exists to support understanding the modifiable risk factors to reduce SIDS and other sleep-
related infant deaths.3'3 Recommendations to reduce the risk of SIDS include3*®:

e Putting infants on their back to sleep, every sleep

e Using a crib, cradle, or bassinet that is free of clutter

e Keeping infants warm, not hot

e Having smoke-free environments, before and after birth
e Breastfeeding

e Room sharing

e Avoid having infants share a sleep surface of any kind

All healthcare providers working with infant populations, particularly those working with NAS/NOWS infants,
should familiarize themselves with the most up to date recommendations and resources, such as Safe Infant Sleep |
Alberta Health Services. Choosing to bed share when safer options are available is a multifactorial issue, influenced
by a combination of parental values, socioeconomic factors, and cultural diversity.3!¢ If parents/caregivers choose

a sleep position or sleep location other than what is recommended, healthcare providers can respond in a trauma
informed, family-centered manner, providing harm reduction messaging as appropriate.3*°
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A.Sample Perinatal Care Pathway

Sample Care Pathway for Wraparound Support for Perinatal Substance Use (eg. Opioid Dependency)

Antenatal
Referral e Acknowledge and and follow-up with referral source,
notify if problems reaching patient
e Contact and appointment made with patient
Patient Contact e Initial meeting:
e Tour offered/provided of LDR and Postpartum
e Clarify if transportation needed
e Confirmed substances used
Patient Information Coordinator contact information, patient information (eg. general management, tips

Package to Prepare for for in-hospital OAT, skin-to-skin, role of baby helper, NOWS infographic)
Birth Hospitalization

Patient Referrals e Referral to in-hospital supports, where in agreement
e Women'’s Health Social Worker for all
e Publicly funded Doulas where available
e Indigenous perinatal supports where applicable

e Advanced notification to pharmacy +/- consult antenatally

e Advanced notification to anaesthesia service +/- consult antenatally where
available

e Advanced notification to pain service where available

e Community Perinatal support [locally determined e.g., Health for Two, HER,
Enhanced Services for Women]*

e Other relevant community agency

e OAT provider if not already on OAT (e.g., VODP, local ODP, ARCH)

xii Knight L. Environmental scan of prenatal services for marginalized women in Alberta: Specialized Services. Alberta Health Services;
2017. Available from https://canfasd.ca/wp-content/uploads/2019/09/mwwg-environmental-scan-report-2017.pdf

)
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Birth Hospitalization

Admission e Women's Health Social Work consult
e Notify Hospital Pharmacy
e Inform Community OAT provider & pharmacy of hospitalization

e Obtain permission to notify antenatally involved local Community
Perinatal support/s (eg. ARCH, Health for Two, ESW)

Postnatal Supports e Teach comfort measures, safe sleep, safe skin-to-skin
and who to call for help if feeling overwhelmed

e Lactation support where available
e Volunteer Cuddler support where available, as needed

o If baby transferred to NICU, connect parent/caregiver with NICU Social Worker

Considerations for e Resources offered on a case-by-case basis, as applicable and
support person (Baby where available (eg. meal vouchers, transportation)
Helper)

e Status Indigenous resources as applicable

Transitioning to Home

At Discharge e Arrange follow up appointment with physician/NP/Midwife/Health Centre
e Determine if transportation assistance is needed

e Notify Public Health Postpartum Services or on-reserve Health
Centre by phone, NOB or in-person conference that patient was part
of rooming-in, discharge weight pattern is increasing, reweighing
post discharge instructions, date of follow up appointment and if
transportation is needed, and follow up contact number (if concerns)

e Inform OAT provider & OAT Pharmacy of discharge

e Obtain permission to notify applicable antenatally
involved Community Perinatal supports

e In Connect Care AVS include: Summary, Signs of NAS, who to call for help/
Back-Up Plan, important information to disclose if you call Health Link

e Review Back-Up Plan with parents/caregivers (who to call
in the off hours evenings/nighttime/weekends)

)
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B. Onset and Duration of Withdrawal
Symptoms in Substance Exposed Iniants

Drug

Onset (Range)

Duration

Alcohol

Amphetamines
Barbiturates®
Phenobarb/Barbiturates*ixv
Narcotics/Barbiturates*ixv
Narcoticsixv
Benzodiazepine®
Buprenorphine*

Caffeine®

Cannabis*

Cocaine

GHB™

Heroin

HerOin/Methadonexiii xiv

Methadone

Opiatesxiii xiv

3-12 hours*
18-24 hoursXiixiv

Limited data 3-12 hours to 1 week*

1-14 days®

End of first or second week

Shortly after birth to 2 weeks (usually 72 hours)
Birth-10 days (peaking at 2 days-6 weeks)
0-21days

12-48 hours, peak at 72-96 hours

0-5days

0-7 days

From 0-72 hours to 14 days®
About 1 weekxiixv

1-6 hours

From 0-48 hours to 6 days*"
12-96 hours (average 72 hours)*»

48-96 hours

From 1-48 hours to 6 days*"

12 hours-as late as 12 days (peaking at 6 days)~ix

Birth-14 days (peaking at 3-4 days)

18 months*
Not Availablexixv

Limited data 2-12 days*™

4-6 months with Rx*

2-6 weeks

3 months

2-3 weeks to 4-6 months (subacute)
8 months; 10-66 days with Rx
120-168 hours

1-7 days

0-6 days up to 30 days

Some symptoms can persist
for 3-6 months*v
Not Availablexixv

3-12 days

4-26 weeks®
8-16 weeks or longer i

Not Available

4-26 weeks®
5 days or longerxiixv

4-6 months (subacute)
(peaking at 6 weeks)

xiii D’Apolito, K. (1996). Symptoms of withdrawal in drug-exposed infants. Mother Baby Journal, 1(2), 7-14.

xiv Elliott, M. R., Cunliffe, P., Demianczuk, N., & Robertson, C. (2004). Frequency of newborn behaviours associated with neonatal
abstinence syndrome: A hospital based study. Journal of Obstetrics and Gynaecology Canada, 26(1), 25-34.

xv Western Australia Centre for Evidence Informed Healthcare Practice. (2007). Guidelines for the management of neonatal
abstinence syndrome; Common signs of neonatal withdrawal, intoxication or neonatal exposure. Retrieved from http://speciosum.
curtin.edu.au/local/docs/nas/NAS_Guideline.pdf.
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C. Sample Bedside Practice Points

Monitoring ior Neonatal Opioid Withdrawal Syndrome: Case Iniormation NICU Care Pathway

e Gestational age = 35 weeks o Fetal exposure to opioid substances

General Principles

Engage Families to Promote Shared Understanding: For many, our relationships with loved ones and family
can contribute greatly to our well-being. Newborns are particularly dependent on their parents/guardians.
Decisions regarding the treatment and care of the newborn with NOWS will necessarily involve the parents/
guardians and family.

Compassion: Parents whose newborns develop NOWS may feel especially distressed and vulnerable, and
healthcare providers in these situations may struggle with their own feelings of anger or protective concern for
the newborns. It is crucial for the well-being of both newborns and parents that health care providers cultivate
self-awareness and role model the calmness and supportive approach they recommend. Maintaining calm and
cultivating understanding and empathy can help to promote therapeutic relationships and long-term recovery. A
parent’s experience of stigma or discrimination may exacerbate existing challenges.

Admission Orders: (in addition Medication Orders:
to general admission order set)
Follow local guidelines. For example:

[ Eat, Sleep, Console assessments 00 Zinc oxide cream, as needed with diaper changes

0 Promote skin-to-skin care and holds with parents / (order empirically to reduce risk of severe diaper
caregivers dermatitis).
[J Engage Volunteer Cuddlers, as appropriate [J Neonatal Analgesia and Sedation Order Panel

[J Consultation with Social Work (and if appropriate (Weight-based dosing)
Indigenous Health Team), particular focus on: [0 Starting point: Morphine 0.05 mg/kg oral every 3

e Help identify barriers to family / caregiver hours, as needed

involvement with parent consent e Add Admin Instructions for ‘as needed’: when
e Engage with community supports, with parent YES on ESC criteria despite nonpharmacological
consent interventions

[J Escalating to regular interval Morphine 0.05 mg/

1 Enteral feeding: kg oral every 3 hours

e Support breast feeding

e If formula feeding, consider using partially
hydrolyzed formulas (eg. Goodstart or Gentlease),
or in consultation with NICU dietitian other
formulas may be considered (eg. Nutramigen)

¢ When requires 2 consecutive doses PRN
Morphine and continued YES on ESC criteria
despite nonpharmacological interventions

e When continued YES on ESC criteria despite
regular interval every 3 hour dosing and

0 Consider timely transfer to support rooming-in optimizing nonpharmacological interventions,
model of care prescriber may increase Morphine dose by 20-
[J Additional Consults: (zone/patient specific, eg. 30% at 12 hour intervals to a maximum 0.2 mg/
HER Program, Health for Two, Child Life Specialist, kg/dose
Peer Support Coordinator, Enhanced Services for
Women)




R

NOWS Discharge Checklist™

Role

Discharge
Coordinator,
Charge Nurse,
or locally
determined
provider

Patient’s Nurse

Neonatologist/
Pediatrician

Pharmacist

Social Work

Responsibility Item

Early identification of family’s follow-up Physician/Nurse Practitioner (NP)/Midwife a week prior
to discharge and book a follow-up appointment for 1 week from date of NICU/hospital discharge

Notify Public Health Postpartum Services or on-reserve Health Centre by phone,
NOB or in-person conference that a newborn with NOWS is being discharged.
Provide additional information and documentation if the newborn is being discharged
on NOWS medication (dose, weaning plan and follow up appointments).

Consider pre-discharge family conference including sending and receiving
Physician/NP/Midwife, Public Health Nurse or on-reserve Health Centre staff,
parents, Social Workers, any involved community support worker.

In AVS include: Summary, Signs of NAS, who to call for help/Back-up plan, important
information to disclose if you call Health Link, and where applicable medication administration

On the PNOB, document in consultation/follow-up section: Name of the follow-up
physician/NP/Midwife, date and time of follow-up appointment. In comments section,
document “Newborn on oral morphine for NOWS.” Attach additional information on
weaning schedule, education provided to client, medication dosage, and back-up plan

Review Back-Up Plan with parents/caregiver (who to call in
the off hours evenings/nighttime/weekends)

Complete triplicate prescription for oral morphine
Fax completed triplicate prescription to community pharmacy of choice
Provide clinical handover to follow-up physician/provider

Verify that parent’s community pharmacy of choice has morphine liquid 1mg/mL in stock
Perform teaching on discharge medication(s) with parent(s).

If there is a weaning schedule*: provide a calendar to parents; send to
Public Health Postpartum Services and community pharmacy.

Assess parent’s ability to get to follow up appointment. (e.g., transportation)

Obtain permission to notify any involved community support workers that parent and newborn
are being discharged, provide brief background history and medication summary/plan.

xvi Adapted from Me and My Baby, First Edition, 2017 and Neonatal Abstinence Syndrome: Non-pharmacological and
pharmacological management, assessment and discharge. Infants greater than or equal to 35 weeks gestation. Alberta Health

Services; 2023.

xvii Not all babies will have a weaning schedule at discharge. Some practitioners may choose to let the baby outgrow the current dose
rather than providing a weaning plan. In other situations, the following provider may prefer to establish a weaning plan at the first

outpatient visit.
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D. Neonatal Patient Education Sheet

Morphine

What is this medication used for?
e To reduce symptoms of opioid withdrawal in neonatal abstinence syndrome

Discharge Morphine Dose:
Your baby’s morphine prescription will last until you see your pediatrician, which will be around a
week from discharge. At that time the doctor will discuss a weaning plan for the morphine. It is best to
fill the prescription prior to discharge so you can pick it up before baby goes home and bring it back to
the hospital to be verified by staff.

How is morphine supplied?
e The product is available as a 1mg/mL liquid; not all pharmacies carry this product
e Some pharmacies can compound this medication to specific strengths; make sure you are
comfortable with the strength and dose your baby is getting

How to administer morphine:

e Measure dose using an oral 0.5mL syringe

e Medication may be given alone or mixed with a small amount (1-2 teaspoons) of breast milk or
formula; give with feeds if baby has an upset stomach

e [f you miss a dose, give it as soon as you remember

e Ifitis close to the time of your child’s next dose, skip the missed dose and go back to your
child’s normal dosing time

e Do NOT give 2 doses at the same time or extra doses

e If your baby has a large vomit within 10 minutes of giving the dose, give another dose
immediately. If it’s later than 10 minutes after giving dose do NOT give dose again

e Do not change the dose without speaking to your doctor.

Side Effects:
e May cause constipation (hard stools), upset stomach/vomiting — give with food to minimize,
dry mouth — do NOT feed baby water, or drowsiness

How to store Medication:
e Store liquid at room temperature

e Keep container tightly closed and out of reach of children

Watch for symptoms of withdrawal:
e Baby does not breastfeed effectively or takes less than 30mL from a bottle
e Baby sleeps undisturbed for less than an hour
e Baby is crying and cannot be consoled within 10 minutes

Used with Permission. Covenant Health. May 2019. Neonatal Patient Education Sheet: Morphine. Available from: https://insite.
albertahealthservices.ca/main/assets/tms/nicu/tms-nicu-covenant-health-neonatal-program-morphine-teaching-weaning-sheet.pdf



When should you call your baby’s doctor?
e [f withdrawal symptoms occur or reoccur, baby may go backwards on weaning schedule by a
step or two
e If baby has rash or hives

When should you take your baby to the ER?
. If baby has any wheezing, lips or any part of body appears blue, trouble breathing, or swelling
of face/lips/tongue

Other things that help with withdrawal symptoms, in addition to morphine:
e Quiet (less stimulation): turn off mobile/music box, minimize visitors
e Reduce lighting
e Minimize handling: rock gently and enjoy skin to skin cuddles
e Mitten use will minimize fist sucking — consider a pacifier (soother)
e Feed frequent but small feeds to allow rest between sucking
¢ Breastfeeding/breastmilk
e Keep arms and legs near body by wrapping in a light blanket
e C(lean skin regularly and ensure baby has dry clothing and bedding
e Apply protective skin barriers to prevent skin breakdown in diaper area — consider a zinc oxide
cream like Ihle’s Paste or petroleum jelly (Vaseline)s
e Use gentle nasal suction or saline drops if nasal secretions cause obstruction

What can you do to help make sure you baby’s medication works properly:
e Make sure that your baby’s doctor and pharmacist know all of the medications, including over
the counter, herbal, and natural products that your baby takes. Do not give any new medications
without checking with the doctor and pharmacist first

Call 811 or Health Link (780-408-LINK) for Medication Information

Notes:

References:

e Lexicomp Online [database on the intranet]. Lexi-Comp Inc; ¢. 1978-present. Available from :
http://online.lexi.com — Lexicomp Online: Lexicomp Patient Education — Microsoft Internet
Explorer

e Finnegan, L.P. (1990) Neonatal Abstinence. In N.M. Nelson (Ed). Current Therapy in
Neonatal-Perinatal Medicine (pp. 262-270). St. Louis: C.V. Mosby

e (ardinal Glennon Children’s Hospital. Pilot trial of new treatment guidelines for Neonatal
Abstinence Syndrome Stage 1. St. Louis, MO: Cardinal Glennon Children’s Hospital

Used with Permission. Covenant Health. May 2019. Neonatal Patient Education Sheet: Morphine. Available from: https://insite.
albertahealthservices.ca/main/assets/tms/nicu/tms-nicu-covenant-health-neonatal-program-morphine-teaching-weaning-sheet.pdf



E. NOWS Infographic

For Newborn Withdrawal, .
your baby’s best medicine |s

“EAT, SLEEP, CONSOLFE”

Your baby’s care team has implemented a new program called Eat,
Sleep, Console (ESC) to help babies with withdrawal symptoms
from Neonatal Opioid Withdrawal Syndrome (NOWS), or Neonatal

Abstinence Syndrome (NAS)

What is NOWS/NAS? Who is affected?

When a birth parent takes certain medications or drugs
during pregnancy, they are passed on to the baby.
NOWS/NAS is a set of withdrawal symptoms that can

parent took opioids during pregnancy.

happen after birth, during the baby’s first few days of life. NAS can happen from:

Symptoms: trouble eating or sleeping, a hard time settling
or soothing, fussiness, shaking, high-pitched crying, weight
loss, sneezing/stuffy nose, yawning, or vomiting.

e antidepressants
benzodiazepines
e marijuana/cannabis

NOWS can happen in any baby whose

s

for more support; this is normal
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How am | the Medicine? You will have a longer hospital
YOU ARE THE MEDICINE when you: stay to monitor your baby for
« Talk and sing songs to your baby in a soft voice symptoms or provide
« Swaddle and hold your baby treatment — this is routine
* Are skin-to-skin with your baby
« Act on early hunger cues and feed your baby Breastfeeding is almost always
 Keep your room quiet and have low light safe and recommended
» Offer a soother or other for sucking \_
» Use gentle movements — rocking, swaying, patting
Some babies will still need morphine treatment (for NOWS) Want more information or have
and/or transfer to the Neonatal Intensive Care Unit (NICU) questions/concerns?

Please talk to your healthcare provider




YOU are the Best Treatment for your Baby’s Withdrawal Symptoms!

Your care team has a new way to help support babies with withdrawals, such as in Neonatal
Opioid Withdrawal Syndrome (NOWS) or Neonatal Abstinence Syndrome (NAS). The treatment is
called “Eat, Sleep, Console”, and YOU are your baby’s best medicine!

What is NOWS/NAS? Neonatal withdrawals can happen when a birth parent takes certain
medications or drugs during pregnancy, these can include: opioids (leading to NOWS), anti-
depressants, benzodiazepines, marijuana, alcohol, nicotine, cocaine, or methamphetamine.

During pregnancy, those substances can be passed on to baby, and after baby is born, they may
have symptoms of withdrawal. Withdrawal symptoms may be mild or severe and can include:
trouble eating or sleeping, a hard time settling or soothing, fussiness, shaking, high-pitched crying,
weight loss, sneezing/stuffy nose, yawning, or vomiting.

How do we treat babies with NOWS? In the past, if baby had serious opioid withdrawal
symptoms, doctors and nurses would start baby on a morphine treatment to help the withdrawals.

Now, we do things differently. New evidence has proven that more natural “treatments” can help
reduce the need for morphine in NOWS and are also very effective in NAS. To see how your baby
is doing, your healthcare providers will ask/check if baby is:

. Eating well (breastfeeding/bottle feeding),

. Sleeping quietly for 1 hour, and

. Consoling (settling) within 10 minutes if crying.

Eat, Sleep, Console strategies involve the parent or primary caregivers — this means you are the
medicine. If your baby develops NOWS/NAS symptoms and is not Eating, Sleeping, and
Consoling as expected, your care team will support you to care for your baby in special and loving
ways, which help decrease baby’s symptoms. These may include:

* Talking/singing to baby in a soft voice * Quiet and low light in room

* Holding/swaddling baby  Sucking/soother use

* Skin-to-skin with baby * Rocking or other gentle movement
+ Acting on early hunger cues + Additional support for you

Breastfeeding is often safe and can also be an effective way to support babies with NOWS/NAS.

Eat, Sleep, Console works best when the parent(s)/caregivers are present and caring for babies
as much as possible — tell your care team how they can help support you during this time. It is
routine for babies at risk of having NOWS/NAS to have a longer hospital stay.

Even with all these strategies, some babies with serious symptoms will still need morphine
treatment and/or transfer to the Neonatal Intensive Care Unit (NICU) for extra support; this is
normal.

You are free to ask any questions you have about Eat, Sleep, Console during your pregnancy,
hospital stay or once you are home with your baby.
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