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Perinatal SUD Toolkit
Introduction

Welcome to the MaineHealth Perinatal Substance Use Disorder Toolkit. This toolkit is meant for care 
teams to use as a guide and reference for best practices in care for pregnant people with substance use 
disorder. This guide provides an overview of the disease journey, screening tools, workflow 
recommendations, and care coordination considerations. Substance use disorder is a complex disease, 
certainly further complicated by the additional vulnerability of pregnancy. We hope that this guide will 
be helpful in achieving better outcomes for practices, care teams and, most importantly, patients and 
their families. 

Substance Use Disorder and Pregnancy
 
Substance Use Disorder (SUD) is a treatable, chronic medical disorder characterized by the compulsive 
and excessive use of substances and/or alcohol, despite the harmful impacts on a person’s physical and 
emotional health as well as their relationships and their ability to achieve individual goals.  

SUD does not discriminate and can affect people from all backgrounds and experiences; it can happen 
to anyone. According to the US CDC, 1 in 7 Americans aged 12 or older report experiencing SUD.1 The 
causes of SUD are varied; factors include genetics as well as environmental factors that cause pro-
longed stress and traumatic experiences. ACEs (adverse childhood experiences) are known to cause de-
lays in development and to, later in life, contribute to the development of other conditions – SUD is one 
such potential outcome of repeated childhood exposure to trauma.2 These risk factors are like those 
found in other mental health disorders, and SUD can, and often is, complicated by additional co-occur-
ring mental health disorders. A person may use a substance to cope with a preexisting mental health 
condition, which could then lead to the development of SUD. Additionally, a person can develop other 
mental health disorders because of the use of substances.3  

When a person with SUD or opioid use disorder (OUD) becomes pregnant, the complexity and 
vulnerability for that patient increases. In 2020, for every 1,000 labor & delivery hospitalizations, 29.7 of 
those were patients with OUD. In 2021, 7% of infants born in Maine were substance exposed, putting 
the state at the third highest rate of substance exposed infants in the nation, behind Vermont and West 
Virginia.4 Amidst the nationwide opioid crisis, data revealed a concerning increase in OUD amongst 
women of reproductive age, indicating a need for universal screening for SUDs in obstetric settings.5 In 
response, organizations such as the American College of Obstetricians and Gynecologists issued 
recommendations that included early universal screening, brief intervention and referral to treatment.6 
Recent research has also shown a concerning increase in substance-related maternal mortality. This 
research points to a need for improved SUD treatment in health systems, coordinated care and in-
creased support in the community. Best practices for supporting patients with SUD endorse this ap-
proach as well.7  



Most pregnancies in patients with OUD are unplanned. The unexpected news can often be a source 
of motivation to engage in recovery services and treatment. However, it can also be a time of uncer-
tainty and fear. Disclosing substance use during pregnancy is often difficult due to concerns around 
stigma and potential child welfare implications. It is important to remind patients that a variety of 
potential treatment options exist, and pregnant patients typically have priority access to many facili-
ties. Engaging in shared decision making is often the most effective means of moving patients along 
the recovery continuum.  

Education using person-first, non-stigmatizing language should be offered at every visit so the indi-
vidual can make the best decision for them and their recovery journey. If the patient is not ready to 
enter recovery, SUD treatment options should be offered at every visit moving forward to continue 
the conversation and remind the patient that the door is always open. Consideration of other individ-
uals in the home who may have an active SUD is also important and providers should be familiar with 
treament options for partners or other members of the family. 

Principles of Trauma Informed Care

As outlined by the MaineHealth ACEs and Resiliency Program, trauma-informed care refers to a 
system of care in which the environment, both physical and human, is supportive, fosters patient 
comfort and trust, promotes the health and effectiveness of staff, and improves staff knowledge of 
trauma and its impact on how patients engage with the care system. Frequently, SUD has roots in 
adverse childhood experiences (ACEs) and living with a SUD can be traumatizing as well. Utilizing a 
trauma-informed approach develops trust with the patient and mitigates the risk of re-traumatiza-
tion. Working through a trauma-informed lens is something of a treatment modality in itself; consis-
tent application of those principles in your practice will help to build resiliency for your patient. From 
a trauma-informed lens, it is critical to create a therapeutic environment consistent with mutuality 
and honesty and to ensure that the space in which you are meeting with a patient is one in which 
they feel safe and secure.  

Women with OUD report high rates of intimate partner violence (IPV) and it is critical to screen for 
IPV in private. IPV can impact a patient’s recovery journey in many ways; women report that their 
partner’s substance use often contributed to physical violence, that emotional and verbal abuse of-
ten prevented them from fully engaging in their recovery while financial abuse prevented them from 
gaining independence from abusive partners.8 Women often cope with IPV experiences by using sub-
stances and evidence supports the adverse impacts of IPV on SUD treatment-related outcomes.9 It is 
essential to integrate IPV screening and referrals into SUD treatment. Knowledge of local resources is 
important so that immediate referrals/warm hand-offs can be made.  

The concern of stigma and bias is especially relevant in individuals with SUDs. Though there is grow-
ing understanding and acceptance of the reality of SUD as a chronic disease, strong biases against 
people who use substances are pervasive across society, including within the medical field. Alongside 
trauma informed care principles, staff should be educated on and aware of how stigma and bias con-
tribute to inaccurate understandings of patients and can perpetuate harm to patients. Among many 
other outcomes, patients may avoid accessing care out of fear and concern about stigma.
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Utilizing a trauma-informed approach develops trust with the patient and mitigates 
the risk of re-traumatization. 



Who’s On The Team?

Supporting pregnant people with SUD truly is a team effort and requires input from a variety of 
perspectives and specialties. Comprehensive care should be inclusive of both clinical aspects 
and the consideration of a more holistic picture of the patient, their families and their lives. This 
team may include colleagues who work at the same practice, or it may extend to care team 
members from other facilities and practices both within and out of the MaineHealth network.  

For comprehensive treatment of perinatal SUD, the roles supporting patients with SUD may 
include: 

  • Obstetrician/Certified Nurse Midwife or other Women’s Health providers 
  • Addiction medicine specialist/MOUD prescriber 
  • Nurse care coordinator 
  • Medical assistants and clinical staff 
  • Social worker/behavioral health services 
  • Peer Recovery coaches 
  • Community health workers

Especially in practices that must be creative within their own staffing resources, streamlined 
support for patients with SUD can be developed through intentional workflows. For example, 
when it comes to coordinating resources and additional support for patients, some practices 
may have a social worker or a nurse care coordinator that can take that role on, while others 
may utilize a community health worker.  

Similarly, another helpful approach to streamlining support for patients with SUD is for staff 
to crosstrain on different roles and tasks within the workflow. With complicated situations and 
potentially lean staffing options, it can be easy for things to fall in the cracks. Patients living 
with SUD are often especially vulnerable to falling by the wayside, highlighting the importance 
of clear and intentional plans around these processes.
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An Important Note on Gender and Language

In this toolkit, we have used gender neutral terminology when referring to pregnant patients. 
We acknowledge that gender is expansive and that people other than women can also be preg-
nant, as well as that people across gender identities are parents.  We encourage providers to be 
conscientious and mindful of their individual patients’ identities, whether transgender, nonbina-
ry or cisgender, and to use the appropriate language as applies to their patients. 
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Workflows and Clinical Guidelines 

Talking with Patients 

Though sensitive and difficult conversations are a regular part of working in healthcare, working with 
patients with SUD requires thoughtful and tactful communication to build trustful relationships as 
well as being an aspect of providing comprehensive care. Thoughtful and trauma informed commu-
nication strategies help to build resilience as well.  

Here are some helpful tips for framing your conversations and language when approaching commu-
nication with a trauma-informed philosophy courtesy of the ACEs Toolkit.

Key components of a trauma-informed approach include:  
 • Asking permission to discuss questions or other difficult subjects.
 • Explaining and providing psychoeducation, but not giving advice.
 • Listening and communicating in a non-judgmental manner.
 • Acknowledging feelings, providing validation, and showing support.
 • Encourage by asking follow up questions that begin with the word “what.”
 • What happened?
 • What did you do then?
 • What will things be like today when you go home?
 • Collaborating on a plan with the goal of empowering patients to make positive change  
  – and when positive changes occur, taking a moment to celebrate them, no matter how  
  seemingly small or insignificant. 

Social Drivers of Health (SDOH) Screening and Making Referrals

The social drivers (or determinants) of health (also abbreviated as SDOH) can be a significant aspect 
to the general health and well-being of all patients, though for vulnerable patients living with SUD, 
these factors are often even more critical. For example, the relationship between homelessness 
and substance use disorder is complex, with studies suggesting that substance use can be both a 
cause and consequence of homelessness.  Housing and other social determinants are elements of 
a patient’s life that, while not necessarily clinical, contribute greatly to their overall health status and 
outcomes. 

Some providers have shared that a working knowledge of local resources available in your commu-
nity is still necessary to meeting SDOH needs, in addition to helpful tools like FindHelp. Sometimes 
resources are nuanced, and meeting your patient’s needs will require a deeper understanding of 
both the patient and what the resources offer. Occasionally a program may seem like a fantastic fit on 
paper but may have requirements or specifications that would render your patient ineligible. 

The setbacks, barriers and shame that can arise from being unable to access community resources 
can add to a patient’s distress and disconnection. A thorough and intentional understanding of both 
the local community resources and your patient’s situation is integral to good care. However, we ac-
knowledge that resources change quickly, and disappointing outcomes can still arise despite the best 
preparation. An aspect of the care team’s role is also to support managing difficulties and connecting 
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with the patient if resources become challenging. Additionally, it is important to recognize that it may 
be more difficult than anticipated for patients to access needed resources, and often these issues are 
systemic. 

MOUD Treatment 

If screenings are positive for SUD/OUD, the next step is to explore where a patient is in their recovery 
journey. Do they already have a medications for opioid use disorder (MOUD) plan, or are they ready 
to begin one? If the patient is already in MOUD treatment with another provider, be sure to get a re-
lease of information (ROI) with that provider and be in regular communication about treatment plans.

 

MOUD is the standard of care for patients with OUD, and all FDA approved medications should be 
available to all patients. Patients should be evaluated comprehensively and assessed for risks, prefer-
ences, and experiences, but MOUD should not be denied based on things like use of other substanc-
es (cannabis, benzodiazepines, stimulants, alcohol, etc.).12 Although patients may express a desire 
to stop opioid use entirely upon discovering their pregnancy, this is not recommended. The safest 
option is to initiate MOUD to avoid withdrawal and reduce cravings while increasing the likelihood 
of accessing prenatal care and achieving a healthy, full-term pregnancy. Additionally, quitting “cold 
turkey” without medical support can increase the likelihood of a return to use, and heightens the risk 
of drug overdose.

Buprenorphine, a partial agonist of the mu opioid-receptor, can be safely used during pregnancy. 
Both sublingual formulations – monotherapy or the combination product with naloxone – can be 
prescribed.13 Section 1262 of the Consolidated Appropriations Act, 2023 removed the federal require-
ment for practitioners to submit a Notice of Intent, or have an x waiver, to prescribe buprenorphine. 
Any prescriber with a current DEA registration that includes Schedule III authority can prescribe 
buprenorphine in either the inpatient or outpatient setting.14 There are limited data around the use 
of the long-acting injectable form of buprenorphine during pregnancy, but it may be appropriate in 
certain clinical situations.

Methadone, a full agonist of the mu opioid receptor, can also be used to treat OUD in pregnancy. 
In the outpatient setting, methadone for the treatment of OUD can only be dispensed by federally 
licensed outpatient treatment programs (OTP). Initially, patients are required to present at the clinic 
daily for dosing. “Take homes” (i.e., doses dispensed by the OTP and self-administered at home) are 
often available after certain parameters have been met. While methadone clinics are readily available 
in more urban parts of the state, patients may need to travel hours to the closest clinic in other parts 
of the state. Transportation is often one of the most significant barriers to obtaining treatment at an  

Although patients may express a desire to stop opioid use entirely upon 
discovering their pregnancy, this is not recommended. 

Any prescriber with a current DEA registration that includes Schedule III author-
ity can prescribe buprenorphine in either the inpatient or outpatient setting.
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OTP and it is vital for care coordinators to ensure the patient has rides to the clinic. They can assist in 
arranging transportation through MaineCare covered service providers as trips to the OTP are consid-
ered medical appointments.  

While prescribing buprenorphine no longer requires an x waiver, Maine’s Chapter 488 requires pre-
scribers (or their delegates) to check the prescription drug monitoring program (PDMP) for each 
patient upon the initial prescription of an opioid medication and every 90 days thereafter for as long 
as that prescription is renewed.15 Maine’s PDMP is linked in Epic and the system requires you to select 
“marked as reviewed” every 90 days. 

An example of a PDMP report is provided below. For the 4/30/24 prescription, it was sent to the phar-
macy (“written”) and picked up by the patient (“filled”) on the same date. For the 5/14/24 prescription, 
it was sent to the pharmacy on 5/14 but not filled by the patient until 5/21 noting a likely “gap” in 
medication coverage. The PDMP also provides the name, quantity, and number of days of medication 
dispensed. In this case, the patient is prescribed Suboxone 8/2 mg film, and she is prescribed 1 film 
daily as the quantity and number of days are the same. The PDMP also provides the prescriber’s ini-
tials. Note that, in most circumstances, extended-release buprenorphine will not appear in the PDMP 
as it is most often billed through the patient’s medical rather than pharmacy benefit. Only medication 
that is sent to a pharmacy is recorded in the PDMP. 

Peer Recovery

Peer support services are an important offering for people in recovery. They provide a supportive 
relationship for patients, connecting them with an individual with lived experience who is trained to 
support others on their journey. Maine Behavioral Healthcare’s program includes Peer Coaches who 
specialize in perinatal care. 

Working with a peer recovery coach is optional for patients, and a patient’s desire to not engage 
with peer recovery services should not be considered a lack of commitment to or interest in recov-
ery. While peer recovery services can be a part of a patient’s treatment plan, peer recovery functions 
differently than other clinical interventions you may be used to. Peer coaches use minimal documen-
tation, for example, and will be limited in their communication with other providers about the person 
in recovery shared by both clinical staff and peer recovery coaches. Please note that this is by design, 
and it is normal that peer recovery services have different workflows and boundaries around commu-
nicating with other care team members around patient care.
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Making a Peer Referral in Epic

1. In Encounters, navigate to the bottom of the screen and select ‘add order’

2. In the search bar, type ‘REF15401’. This is the referral code for Peer Recovery services.
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3. Select AMB Referral to Peer Services

4. The referral will open for you to include comments. If your patient is pregnant or postpar-
tum and has an OUD, they may be a good candidate for the MaineMOM program, and there is a 
Peer Recovery program specifically for MaineMOM patients.

Providers can access a useful patient-facing document on peer recovery services through the 
Forms and Patient Education Portal using the ID code 148157.
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Harm Reduction in Pregnant and Parenting People 

Harm reduction is a framework built upon respect for people who use substances and ensures 
that parenting people with substance use disorders are treated with kindness and respect. Harm 
reduction is an approach that helps to reduce the negative effects of substance use while help-
ing parenting people meet their immediate health, social and safety needs. It is not focused on 
whether people should or should not use substances, but simply acknowledges that they do. 
The concept of harm reduction is widely supported in many other settings (e.g., seatbelts, bike 
helmets, sunscreen) but is often associated with misunderstandings in the context of SUD. Some 
may think that it is enabling or encouraging ongoing substance use or that it “keeps people ad-
dicted,” when it is evidence based best practice.16  Harm reduction practices allow for a trusting 
relationship between provider and patient, as well as helps the care team to have a more accurate 
understanding of a patient’s use of substances. 

Engagement in harm reduction services in the peripartum population has been shown to improve 
health outcomes. It increases patient engagement and retention in prenatal care and improves 
health outcomes for infants including fewer preterm and low birthweight infants and increases 
the likelihood that infants are discharged home with their mother.17

The are several harm reduction strategies that have been successfully utilized in pregnant and 
parenting people.

• Connection with a Peer: Peer-based services increase engagement of people with SUD or 
that use substances regularly. Harm reduction services led be peers can identify specific popula-
tions at increased risk of overdose and other substance use related harm and partner with these 
individuals to provide harm reduction strategies, education, and prevention while offering recov-
ery services when applicable.18

• Reducing the risk of drug overdose by:

 Providing Naloxone to all individuals, including those that are pregnant. 

 Encouraging people not to use alone. Individuals who use substances alone are at greatest 
risk of drug overdose, especially those living in rural areas.19 Websites such as Never Use Alone 
enable individuals who use substances to obtain peer support. These peers will remain on the 
phone while the individual ingests the substance and will active emergency services in the event a 
caller becomes non-responsive.

 Encouraging the use of fentanyl test strips. Fentanyl test strips have been shown to reduce 
the risk of drug overdose by reducing risky behavior including using a smaller amount of the sub-
stance, slowing down substance use and not using alone.20  Fentanyl test strips can be particularly 
useful when individuals are trying to determine whether stimulants also contain illicit opioids. 
Fentanyl test strips obtained at many Maine SSPs.



• Reducing transmission of infectious disease

 Syringe Services Programs (SSPs) are community-based programs that provide access 
to sterile needles and syringes, facilitate safe disposal of used syringes, and provide linkages to 
other important services and programs such as SUD treatment, screening for infectious diseases 
(e.g., hepatitis, HIV, sexually transmitted diseases), naloxone education and distribution as well 
as abscess and wound care. The Maine CDC oversees all SSPs. A list of Maine SSPs is available at: 
https://www.maine.gov/dhhs/mecdc/infectious-disease/hiv-std/services/syringe-service-pro-
grams.shtml 

• Good Samaritan Laws. 
 
 One of the most common reasons individuals do not call 911 during a drug overdose is 
fear of criminal justice involvement. Maine’s Good Samaritan Law prevents a person from being 
arrested or prosecuted for certain violations if the grounds for that arrest or prosecution result 
from the person experiencing a drug-related overdose or seeking medical assistance for some-
one else who is.22 It protects individuals who, in good faith, seek medical assistance for a person 
experiencing a drug-related overdose and/or a person who is experiencing an overdose and 
needs medical assistance.  
 
Close attention to the social determinants of health can also reduce the risk of substance use 
related harm. Access to safe housing, adequate nutrition, intimate partner violence resources 
as well as treatment for any co-occurring mental health diagnoses mitigate harm from ongoing 
substance use. Additional information about harm reduction and strategies to reduce drug over-
dose as well as ways to obtain naloxone and fentanyl test strips can be found through Maine’s 
OPTIONS program.23

Toxicology Screening

Toxicology screening is often a source of confusion. Patient consent is required, and results 
should be used to guide clinical decision making, not in a punitive approach. It is critical that 
providers understand what substances are included in specific toxicology screening as, in most 
cases, standard “opiate” screening will not capture synthetic opioids like the non-pharmaceuti-
cal fentanyl which is responsible for most opioid overdoses in Maine and beyond.24  Toxicology 
screening also detects only those substances that are above a predetermined threshold or “cut 
off” and the duration of time substances remain in the system varies. 

Toxicology screening is most often a two-step process – an immunoassay screening followed by 
confirmatory testing as needed. Immunoassay screening is qualitative (i.e., positive, or negative) 
and is a chemical reaction that detects the presence or absence of a substance. Immunoassay 
results are not considered definitive, and specimens should be sent for confirmation as need-
ed. Confirmatory testing is typically quantitative (e.g., 254 ng/dl of fentanyl) and is the result of 
either gas or liquid chromatography and mass spectrometry (i.e., GC/MS or LC/MS) testing.
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Talking with patients about the results of toxicology screening: This can be difficult especially if 
providers lack confidence in their knowledge around ordering screenings and interpreting results. It 
is best to talk with patients openly and honestly about results while treating them with dignity and 
respect. Terminology is especially important when discussing results – specimens should not be con-
sidered “dirty” or “clean” but rather positive or negative or appropriate or inappropriate. There are a 
patients may not be forthcoming about their substance use and it is okay to say that the results are 
inconsistent with a patient’s reported history, but it is critical to not be confrontational. 

Resources: There are a variety of excellent resources for better understanding toxicology screening 
and providers are encouraged to refer to these resources.25  If you need assistance interpreting tox-
icology testing results, consider an Epic chat to the MaineHealth MaineMOM clinical advisor (Alane 
O’Connor). If interpretation assistance is needed urgently, consider calling the Maine Poison Control 
Center at 1-800-222-1222 as they are available 24/7.

Hepatitis C Virus

Universal screening for the Hepatitis C virus (HCV) is recommended during each pregnancy.26 HCV 
screening is particularly important in women with OUD as the rate is more than 50% higher than 
for the general population of pregnant women.27 Among deliveries of women with OUD in the US, 
the rate of maternal HCV infection increased from 87.4 to 216.9 (95% CI = 197.9–235.9) per 1,000 
deliveries from 2000-2015.28 MaineMOM developed an algorithm for screening and treating HCV in 
pregnant and postpartum women with SUD.29 The tool discusses the difference between HCV anti-
body and antigen testing and the implications of each as well as the frequency of testing based on 
ongoing risk factors.

Many advances have been made in HCV treatment over the past decade, but it is still not recommend-
ed to treat the virus during pregnancy or while breastfeeding. However, treating postpartum women for 
HCV reduces the risk of future maternal complications and prevents potential vertical transmission 
(i.e., where the virus passes from mother to infant in utero) to future children. Providing this care in 
postpartum care settings (including obstetric practices as well as family medicine/primary care) and 
substance use treatment programs increases the likelihood of HCV treatment as women are often 
lost to follow up in the referral process to specialty clinics. While MaineCare requires a prior authori-
zation for the medications used to treat HCV, the actual treatment is a relatively simple process, and 
providers are encouraged to include this in their clinical practice. 

The rate of HCV vertical transmission is approximately 7.2%.30 If caring for both the mother and in-
fant, it is helpful to put exposure to HCV in the infant’s problem list to ensure appropriate follow up. 
Postpartum women with HCV should be reminded that their infants should be screened in the first 
18-months of life. HCV treatment can be initiated in infants as young as three years of age.
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Anticipatory Guidance about Neonatal Opioid Withdrawal Syndrome

Patient education and anticipatory guidance are especially important for pregnant women with 
OUD. They should be counseled that, like other opioids, methadone and buprenorphine can cause 
a withdrawal syndrome in the infant after birth. Neonatal opioid withdrawal syndrome (NOWS) can 
consist of central nervous system hyperactivity, autonomic nervous system dysfunction, and gastro-
intestinal problems, with symptoms typically beginning within 24–72 hours after birth.31 

Infants with NOWS are monitored with the Eat, Sleep Console Protocol which has proven superior 
to the Finnegan scoring system used previously by reducing the duration of infant hospital stay and 
need for medication among opioid-exposed infants.32 Patients should be counseled that infants at 
risk for NOWS will be monitored in the inpatient setting for 5-7 days, potentially longer if treatment 
is required. Providers can educate patients about the non-pharmacologic treatment for NOWS 
including a peaceful atmosphere (e.g., low-light, and quiet rooms) and calming techniques such as 
swaddling and skin-to-skin contact. 

Pain Management for Pregnant Women with SUD

Being familiar with the principles of pain management when caring for pregnant patients with SUD 
is essential. The general concepts in pain management are well covered in the related Maine Opioid 
Response Clinical Advisory Committee position statement.33 The document also includes provider 
communication tools as well as patient education materials. Continuing MOUD during the periop-
erative period is critical but does not provide adequate pain relief. Additional opioid and non-opioid 
medications can be used safely and should be titrated until adequate analgesia is achieved. Provid-
ers should prescribe opioid medications at discharge for patients with OUD if it is clinically appropri-
ate.

Providers should be aware that patients with SUD have often had adverse experiences with the 
healthcare system, especially around pain management, and may minimize or be reluctant to dis-
close their pain. They have often felt that providers did not listen to or believe them, and they have 
been discredited by having derogatory statements made about individuals with SUD. Ideally, pro-
viders are aware of both their verbal and nonverbal communication with patients and pay special 
attention to non-stigmatizing language to build rapport with patients with SUD.34

In pregnant patients with SUD epidural or spinal anesthesia is often ideal for the manage-
ment of pain during labor and delivery but providers should be aware that they often contain 
fentanyl. The neuraxial fentanyl used in labor analgesia may lead to positive maternal and/or neo-
natal toxicology tests and caution should be used in interpreting toxicology test results of individu-
als who received neuraxial analgesia to ensure that providers do not inaccurately conclude that illicit 
substance use has occurred.35
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This can be distressing for patients and communication and shared decision making is essential. 
Obtaining a urine specimen when the individual arrives for delivery and prior to the epidural or any 
analgesia is administered can be the best way to determine whether illicit substance use occurred 
immediately prior to the delivery hospitalization. Opioid agonist–antagonist drugs such as butorph-
anol, nalbuphine, and pentazocine that are sometimes utilized during delivery should be avoided 
because they can precipitate acute withdrawal in patients taking an opioid agonist.36

Buprenorphine Initiations in Pregnant Patients in Emergency Department

Pregnant patients should not be denied immediate access to life saving treatment of their opioid 
use disorder (OUD) in the emergency department (ED) because of their pregnancy. A study in Cali-
fornia revealed that approximately 6% of patients of child-bearing age who presented to the ED for 
buprenorphine initiation were pregnant. Relative to non-pregnant patients with OUD, pregnant pa-
tients seeking OUD treatment in the ED had similar characteristics, acceptance of treatment, dosing, 
treatment outcomes, and follow up rates as non-pregnant patients.37 

This suggests that EDs can serve an important role in initiating buprenorphine during pregnancy. 
The primary concern around offering OUD treatment to pregnant patients in the ED is the risk of 
withdrawal which is believed to be potentially harmful to the fetus. While efforts should be made to 
minimize opioid withdrawal, more recent literature suggests that it may not be associated with fetal 
harm.38 In addition, ongoing illicit opioid use and the related risk of complications including over-
dose death far exceed any risk of withdrawal related harm to the pregnant patient or fetus.

Like non-pregnant patients, pregnant patients should be offered treatment with buprenorphine 
in the ED if adequate opioid withdrawal exists or provided medication for an “at home” initiation if 
adequate opioid withdrawal is not present.39 At home initiation of buprenorphine during pregnan-
cy appears to be as effective as observed initiation in terms of successful initiation and treatment 
follow up.40 

While best practices in buprenorphine initiation in the fentanyl era are constantly evolving, small 
studies suggest that both low-dose and high-dose initiation may be considered in pregnancy.41,42 
Fetal monitoring is not required to start buprenorphine in a normal pregnancy, regardless of ges-
tational age, and admission for observation is not required for buprenorphine initiation.43 Either 
buprenorphine monoproduct or the combination product with naloxone can be used safely. At dis-
charge, the patient should be dispensed naloxone and provided a follow up plan including appoint-
ment time/location, ideally in the form of a “warm handoff.” A MaineMOM program that offers both 
perinatal care and OUD treatment might be an ideal setting.44

Consultation with an obstetric provider should not delay access to OUD treatment in the ED. Patients 
should be encouraged to consider inpatient admission in the context of severe opioid withdrawal, 
being mid-late third trimester of pregnancy and/or at high-risk for premature labor, having poor car-
diovascular capacity, or experiencing pregnancy or substance use related complications that would 
be best managed inpatient (e.g., pre-eclampsia, bacteremia, endocarditis, abscess)  but providers 
should engage in education and shared decision making and not deny access to life-saving medica-
tion if the patient declines hospital admission.
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Maine’s Substance Exposed Infant Notification and the Plan of Safe Care

Maine has a statute requiring health care providers to create and submit a Plan of Safe care to the 
Office of Child and Family Services when: 
•  infants are affected by substance use; 
•  have withdrawal symptoms that require medical monitoring or care beyond standard new  

 born care;  
        -Specifically, when symptoms may have resulted from prenatal drug exposure (whether      
                     legal or illegal); or 

•  have fetal alcohol syndrome46 

j

Maine’s Plan of Safe Care is designed to improve the safety and well-being of infants impacted 
by prenatal substance exposure and promote positive recovery outcomes for their caregivers. It 
meets the requirements of the federal Child Abuse Prevention and Treatment Act. All infants born 
substance exposed must have a Plan of Safe Care. Maine’s Plan of Safe Care is created between a 
healthcare or social services provider, mother and/or other caregivers through respectful, collabora-
tive, strengths-based conversations.

Communication with Patients: Patients are often confused and fearful of the notification process 
and it is helpful to explain how it will occur at delivery. Reassure your patients that being in SUD 
treatment is the safest and best choice for the maternal-fetal dyad. 

The goal of the Plan of Safe Care is to identify family strengths and needs, as well as beneficial re-
sources and actions to best support substance exposed infants and families. The Plan of Safe Care 
can often be used as a source of motivation as it documents the many steps a patient may have 
taken to improve the well-being of herself and her pregnancy. It documents ongoing referrals to 
services and provides contact information to families for their own follow-up. It can be completed 
and faxed to Maine’s Office of Child and Family Services, or it can be completed through the online 
portal.47

CradleME Referrals 

The state of Maine offers a helpful resource for families to get connected to supportive programs 
and organizations as they transition into life with their new infant. CradleME is for all new parents 
and caregivers, and is a free service. Providers complete a CradleME request that indicates the ser-
vices and supports the patient and family is interested in receiving. These programs include Public 
Health Nursing, WIC Nutrition Program, Early Intervention for ME and MaineMOM. Once submitted, 
representatives from the individual programs will reach out to the patient/family to support them 
further. 

Here at MaineHealth, the CradleME form has been integrated into Epic, making completing this 
form as part of your workflow very simple:

   16
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1. With the patient’s chart open, navigate to the Communications activity and choose New 
Communication. 

2. In the Recipients & Routing section, enter 1- Maine Center and 2- click in Search field.

3. In Provider Finder popup window, select Maine Center for Disease Prevention and Control-Public 
Health Nursing/CradleME selection.

4. In the Choose Letter section, search CradleMEreferral and select.
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5. When the letter populates, enter appropriate referral information.  

6. Choose appropriate actions such as Send Now, Send at Sign Visit, Print, etc. 



Staff Support

Working in healthcare is a challenging field, wherein we witness a spectrum of human experience – 
from great outcomes to heartbreaking ones. Supporting a patient with SUD can have unique chal-
lenges, given the nature of the disease’s features and the chaos that can be wrought for the patient 
as well as their family. Secondary trauma and burnout have real impacts on care team members, 
and those effects can impact patient care as well.

Having opportunities to “defuse” those feelings and process challenging experiences is imperative 
for the ongoing health and wellbeing of a provider both professionally and personally. It is strongly 
encouraged and recommended that the practice intentionally structures these opportunities for 
staff, though this could look different at various sites. Some care team members have shared that 
their interpersonal relationships with colleagues allow them an opportunity to work through hard 
moments, which is a testament to the strength of a good team. However, formalizing those struc-
tures validates their importance and ensures it’s an accessible structure for all staff.

The practice’s integrated behavioral health clinician is a great resource for this support need, but 
occasionally that person is also involved in these complex situations and could also benefit from 
additional support. 

If a team needs a supported debriefing/defusing session, the MaineHealth behavioral health innova-
tions team can assist. Reach out to CIRTEAM@mainehealth.org and a team member will be in touch 
to plan.
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Guidance for Supporting Patients with Other SUDs

Alcohol use and alcohol use disorder

Alcohol use in pregnancy continues to be a major public health concern. Despite being clearly es-
tablished as a teratogen, a recent study found that 13.5% of pregnant patients in the United States 
reported current drinking, and 5.2% reported binge drinking in the past 30 days.48 The diagnosis of 
an alcohol use disorder (AUD) during pregnancy is associated with an increased risk of adverse birth 
complications including placenta previa and intrauterine growth restriction.49 A recent review also 
found that alcohol consumption during pregnancy was associated with a dose-mediated increase in 
miscarriage risk.50 Fetal alcohol spectrum disorders (FASD) are a wide range of physical, behavioral, 
and cognitive impairments that occur due to alcohol exposure before birth. Prenatal alcohol expo-
sure of any severity is associated with greater psychopathology, attention deficits, and impulsiveness, 
with some effects showing a dose-dependent response.51 These impairments may appear at any time 
during childhood and last a lifetime.52

Treatment of alcohol use disorder

Despite the clear harm associated with AUD during pregnancy, the use of medication to treat this 
population remains rare. A recent review found that the risks associated with the use of naltrexone 
and acamprosate during pregnancy are likely less than the risk associated with alcohol exposure.53 A 
growing body of evidence on the use of naltrexone in pregnant patients with OUD supports the safety 
and potential efficacy of its use in the treatment of AUD.54 Only disulfiram, a copper chelating agent, is 
associated with known fetal harm as copper deficiency in pregnancy has been associated with congen-
ital anomalies, impaired cognitive and behavioral function and perinatal mortality.55 Many behavioral 
health interventions for the treatment of AUD have been validated for use in pregnancy including mo-
tivational enhancement therapy, brief interventions, and cognitive behavioral therapies.56 As alcohol 
use is both ubiquitous and often normalized in society, it can be particularly hard for pregnant women 
to avoid the substance. Working with a peer recovery specialist can help sustain positive behavioral 
changes and can provide support around the stigmatization of pregnant women with AUD. 

Cannabis use and cannabis use disorder

Patients often experience confusion about whether cannabis can be safely used in pregnancy, espe-
cially as medical marijuana cards can be common. In addition, providers tend to give inconsistent mes-
saging around its use in pregnancy. In the literature, maternal and fetal outcomes following cannabis 
exposure during pregnancy do not reflect the increasing potency of cannabis in both the medical and 
recreational market. There is no known safe level of cannabis use during pregnancy or lactation and 
pregnant women should be counseled regarding the risks of in utero exposure.

A recent study of more than 20,000 women who used cannabis during pregnancy found that it 
was associated with a greater risk of gestational hypertension, preeclampsia, weight gain less 
than and greater than guidelines, and placental abruption after adjusting for potential con-
founders.57 A second large study found that in utero cannabis exposure was associated with an in-
creased likelihood of low birthweight, small for gestational age, preterm birth, and neonatal intensive 
care unit admission.58
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Prenatal marijuana exposure was significantly associated with developmental delay at 15 and 18 
months of age; fine motor and social skills were more likely to be effected than gross motor or lan-
guage delays.59 Finally, among infants born to those with maternal cannabis use disorder (CUD), the 
incidence of infant death in the first year of life was greater than for those born to women without 
CUD.60 Sudden unexpected infant death (SUID), which is disproportionately higher among infants born 
to women with SUD, was a common cause of death. Sleep environment hazards such as bed sharing 
and impaired parenting increase the risk of SUID61 and discussion around safe sleep with individuals 
who are using cannabis and other substances is imperative.

Treatment recommendations

Patients often have limited insight into how cannabis use might impact their parenting and are not al-
ways accepting of treatment. A variety of behavioral health treatment approaches such as motivational 
enhancement therapy and cognitive behavioral therapy appear to be effective in treating CUD and 
double the likelihood of cannabis abstinence at 3 to 4 months’ follow-up.62 There are no FDA approved 
medications for the treatment of cannabis use disorder. However, gabapentin prescribed 1200 mg/day 
showed significant reductions in objective and subjective markers of cannabis use, withdrawal, and 
craving.63 Using gabapentin in patients with other SUDs should be done cautiously due to its misuse 
and diversion potential.

Cannabinoid hyperemesis syndrome

It is critical for obstetric and SUD treatment providers to be aware of cannabinoid hyperemesis syn-
drome (CHS) as it can be confused with hyperemesis gravidarum or other severe nausea and vomiting 
during pregnancy which are not related to cannabis use. CHS causes acute onset of recurrent episodes 
of severe nausea, bouts of vomiting, and intense abdominal pain that last less than 1 week. The symp-
toms typically start abruptly within 24 hours of the last cannabis use.64 One of the most significant 
clinical findings of CHS is that patients will often report temporary relief of symptoms when taking hot 
showers or baths. Patients with CHS will often present to the emergency department with dehydration 
and may require treatment with intravenous fluids and antinausea medications. Complete cessation of 
cannabis use is the most effective long-term treatment for CHS, however this often requires the sup-
port of a SUD treatment specialist.

Nicotine use and nicotine use disorder

Recent data indicate that, among US women with a recent live birth, 12.1% smoked before pregnan-
cy, 5.4% smoked during pregnancy, and 7.2% smoked during the postpartum period.65 Implications 
of maternal smoking during pregnancy are well established and include adverse effects on pre- and 
postnatal growth, an increased risk of fetal morbidity and mortality as well as harmful effects on the 
offspring’s cognitive development and behavior.66
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Treatment of nicotine use disorders

A variety of psychosocial interventions including counseling have been shown to reduce both the 
frequency of women smoking later in pregnancy as well as the proportion of infants born low birth-
weight.67 When compared to women who continued to smoke during pregnancy, treatment with nic-
otine replacement therapy (NRT) was associated with a lower frequency of low birth weight, preterm 
birth, perinatal mortality, and neonatal intensive care admissions.68 E-cigarettes also appear to reduce 
the frequency of maternal smoking and do not pose any additional risks to the maternal-infant dyad.69 
As NRT does not contain the many other harmful chemicals in tobacco products including carcinogens,  
the use of NRT is considered safer than continued smoking.70 Individuals with SUD have an elevated 
prevalence of oral diseases, including dental caries, periodontal disease and xerostomia (dry mouth) 
which often complicates the use of nicotine gum and lozenges.71 Maine QuitLink is free of charge and 
offers phone coaching and online tools for quitting and can help move individuals from contemplation 
to action stage in smoking cessation.72  

Stimulant use and stimulant use disorder

This misuse of stimulants, usually cocaine or methamphetamine, is a growing concern among women 
of childbearing age. The most common complications of the use of illicit stimulants during pregnancy 
include maternal hypertension, vasoconstriction, decreased uterine blood flow, and placental abruption 
which can lead to severe bleeding and potential maternal and fetal death.73 The consequences follow-
ing in utero exposure to methamphetamine are generally more severe than cocaine due to the longer 
half-life and broader target sites within the central nervous system. Exposure to illicit stimulants during 
pregnancy does not appear to be associated with any fetal malformations or congenital anomalies. A 
meta-analysis of childhood outcomes following prenatal exposure to methamphetamine suggest that 
exposure is associated with poorer intellectual functioning, problem solving skills, short-term memory, 
and language development.74 

Treatment of stimulant use disorder

Like most use disorders, there are no specific studies of the treatment of stimulant use disorder in preg-
nant patients. There continues to be no FDA approved pharmacotherapy for the treatment of stimulant 
use disorder though a variety of medications have been used off-label with some evidence of success.75 
Psychosocial treatment of stimulant use disorder, most notably contingency management, which pro-
vides rewards for desired behaviors (i.e. negative stimulant drug tests) and withholds rewards for unde-
sired behaviors (i.e. returns to use of stimulants) appears to be the most effective treatment of stimulant 
use disorder.76 Due to the challenges treating stimulant use disorder, it is imperative to continue MOUD 
treatment for individuals with concurrent OUD if the patient is making progress toward some treatment 
goals, and if continuing to prescribe MOUD does not present a safety risk to the patient or community 
(due to diversion). Individuals with stimulant use disorders should also be prescribed naloxone even if 
they do not have a concurrent OUD due to the high risk of drug contamination.
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Screenings 

Using Screening Tools

Quick Start Guide 

For all behavioral health screenings, create a screening environment that feels safe to the patient. This 
will help to build and reinforce rapport and trust with the patient. 

Best practices include:
 • Interview the patient in a private space.
 • Interview the patient alone before bringing in their guest (partner, parent, friend).
 • If an interpreter is needed, utilize practice-based services such as a CART or phone     
 interpreter, instead of a family member. 
 • Always discuss the limits of confidentiality prior to doing an assessment, and report as   
 necessary. 

Initial OB Visit

The following screening tools are universally recommended for pregnant people. When a patient comes 
in for their first obstetrical appointment, they should be screened with these tools regardless of whether 
SUD is present or suspected: IPV, HCV, EPDS and 4Ps.

Intimate Partner Violence (IPV)

As previously mentioned, IPV is a traumatic experience that people with SUD are at risk of experiencing. 
People who experience intimate partner violence prior to and during pregnancy are at increased risk of 
low maternal weight gains, infections, and high blood pressure. They are also more likely to deliver pre-
term or low birth weight babies. People who received prenatal counseling for IPV had fewer recurrent ep-
isodes of IPV during and post pregnancy, as well as better birth outcomes such as lower rates of preterm 
birth and low birth weight.

Additionally, there is significant overlap with IPV incidents and SUD.77 Not only can substances exacerbate 
violence within a relationship, but a person with SUD is also vulnerable to relational power imbalances 
that put them at risk for IPV.  Although screening for IPV is part of the standard set of SDOH screening 
tools, we want to highlight this specific screening because of its importance and the concerns for people 
with SUD.



1. The screening is accessible from either the
 toolbar:

 or through the SDOH toolbar:

2. Ideally, your patient should be alone to answer these questions to ensure their safety and the  
 freedom to answer openly. In any case, a patient may decline to answer. 
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3. If the screening indicates a positive result, the provider should discuss this with the patient  
 and discuss a safety plan. The provider should also offer a referral to the local IPV support   
 organizations.

Depression - Edinburgh Postnatal Depression Scale (EPDS)
1. In the patient’s Epic chart, select the ‘Screenings’ tab from the top toolbar:

2. After opening the Screenings tab, you can scroll down to the screening, or select the title   
 from the top to have it scroll directly to the screening for you.

3. The questions are listed for patient response. Enter them here, then click ‘close’ to save. 

25



SDOH Screening

Social drivers of health screenings are used universally on patients systemwide. There are two ways 
to access these screenings in Epic:

1. Storyboard

Scrolling down on the left sidebar of the patient’s file screen will be a storyboard for SDOH topics 
and some corresponding graphics. Mouse over this section to open a window that lists each sepa-
rate screening as well as whether the information that has been logged in the file. Individual screen-
ing questions can be accessed by clicking on them from this screen.

2. Toolbar

All the SDOH screenings can also be found within the Screenings tab, located on the toolbar at the 
top of the patient file screen. This tab also includes all other screenings.

3. Complete the SDOH screenings for each section with your patient. Depending upon their 
responses, they may screen as positive and needing additional support in several areas. Discuss this 
with your patient and obtain their consent to create additional referrals and make additional con-
nections, so they are aware that somebody will be reaching out. Some SDOH needs like food inse-
curity concerns may have a local response like a MaineHealth food pantry or using a smartphrase 
to pull in information on local resources. In addition, a referral to the Patient Assistance Line (PAL) 
connects patients to a team who can discuss available resources and follow up.
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Making A Referral to the Patient Assistance Line (PAL)

Patients can be referred to the PAL for needs such as health insurance, medications, transportation, 
housing and food insecurity.

1. Go to the Encounters tab and click ‘add order’

2. In the dialogue box, search for “pal” or referral code REF155
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3. Select the proper referral:

4. This will open the referral, where you can note the reason(s) for referral and add additional  
 comments about the individual situation.

The PAL team will follow up with this request. In addition to an Epic referral, the PAL team can be 
reached by phone: 1-833-MHHELP1 (1-833-644-3571)/661-5500, or by email at patientassistline@
mainehealth.org
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4P

The 4P screener is a simple, validated tool that helps to determine concerns around substance use 
for the patient or the patient’s family.

1. In the patient’s Epic chart, select the ‘Screenings’ tab from the top toolbar:

2. After opening the Screenings tab, you can scroll down to the screening, or select the title   
 from the top to have it scroll directly to the screening for you.

3. The questions are listed, including additional room to enter comments to register the pa-  
 tient’s response. Enter them here, then click ‘close’ to save.
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4. If a patient’s responses suggest an SUD may be present, additional more specific screening 
 is likely necessary. The provider can also utilize brief interventional strategies to continue           
             the conversation. Screening tools to use for a more enhanced evaluation are the DAST 10 or  
 AUDIT.
 
 a. The Drug Abuse Screen Test (DAST-10) is a validated screening tool that yields a quan 
  titative index of the degree of consequences related to substance use. The instrument  
  takes approximately 5 minutes to administer and may be given in either a self-report  
  or interview format.

 b. The Alcohol Use Disorders Identification Test (AUDIT) is also a validated screening tool  
  that is used to assess alcohol consumption, drinking behaviors, and alcohol-related   
  problems. It is also available in either a clinician-administered version or as a self-re  
  ported tool. To use the AUDIT tool effectively, it is critical to understand the definition  
  of a “standard drink.” A chart illustrating the approximate number of standard drinks  
  in different alcoholic beverages is included for reference.

HCV Screening

All pregnant women should be screened for the Hepatitis C virus (HCV) using an antibody test (HCV 
Ab) at least once during pregnancy, ideally using a test that automatically detects the HCV viral load 
or HCV antigen (i.e., “reflexes” to HCV RNA or HCV core antigen if the antibody screen is positive). 
Pregnant patients with ongoing risk factors (e.g., continued substance use, risky sexual behaviors) 
should be re-screened if it has been more than three months since their last antibody test. Pregnant 
patients at risk for HCV may be at an increased risk of other infectious diseases (e.g., Hepatitis B, 
HIV, sexually transmitted infections) and should be monitored accordingly.

An HCV positive antibody means that the patient has been exposed to the HCV virus. If the patient’s 
HCV antigen testing is negative, it suggests that either the patient’s immune system has successfully 
cleared the virus, or the patient has been successfully treated previously using an antiviral medica-
tion. If the patient is positive for the HCV antigen, the amount of the virus is typically quantified (see 
example below). In the case of a positive viral load, the patient should be treated postpartum after 
cessation of breastfeeding. 
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Toxicology Screening

Understanding toxicology screening and its limitations is important for providing optimal care to 
women who use substances during pregnancy. Universal SUD screening using a validated verbal 
tool (e.g., 4P) is recommended but, if there is concern for an SUD, toxicology screening can be con-
sidered. MaineMOM developed proposed guidance for toxicology screening in pregnant patients.78 
Standardization of criteria for toxicology screening enhances consistency and fairness while reduc-
ing the risk of explicit or implicit bias in decision making.

It is critical that the patient understands and consents to toxicology screening. Timing around speci-
men collection is very important especially during the delivery hospitalization as the patient may be 
administered fentanyl and other medications. In general, collecting the specimen as early as possi-
ble in the hospitalization is recommended. Patients in treatment for OUD often receive toxicology 
screening at every visit. Toxicology screening can be a source of motivation particularly in patients 
with limited returns to use. They are often one of the best ways of objectively documenting a pa-
tient’s recovery.  

Providers should be familiar with the toxicology screening options available in their local health 
system. It is recommended to use a lab order that automatically reflexes to confirmatory testing for 
positive results. One example of this is: TOX PANEL + BUPRENORPHINE SCRN + QN which is an immu-
noassay screen that automatically reflexes to confirmatory testing for all positive results. Some pro-
viders choose to not confirm the presence of all substances (e.g., buprenorphine if prescribed) but 
rather specific substances (e.g., fentanyl or cocaine). If it is essential to know whether a substance 
was truly present in a specimen, it is vital to perform confirmatory testing.  

31



Postnatal Transitions of Care

Breastfeeding Guidelines

Breastfeeding decision making for women with SUD is often complex. While there is strong evidence 
that breastfeeding has positive effects on maternal and infant health, an awareness of how previous 
physical and sexual trauma may impact the decision to breastfeed is essential. As with all aspects of 
care for pregnant and postpartum patients with SUD, breastfeeding conversations should be trau-
ma-informed, and providers should encourage patients to make the decision that is best for them. 

Patients with SUD often receive inconsistent advice and recommendations about breastfeeding and 
policies vary across organizations and healthcare systems. Consistent breastfeeding policies miti-
gate bias, facilitate consistency, and empower individuals with SUD. Historically, breastfeeding rec-
ommendations were often based upon toxicology testing results during pregnancy. However, more 
recent data suggest that toxicology testing performed at delivery (and not during pregnancy) had 
the strongest association with ongoing non-prescribed substance use postpartum.79

The most recent recommendations from the Academy of Breastfeeding Medicine state that, in 
general, breastfeeding is recommended among mothers who stop nonprescribed substance use by 
the time of delivery, and they should continue to receive ongoing postpartum care, such as lactation 
support and SUD treatment.80 Ongoing monitoring of stability in treatment is essential and patients 
should be counseled not to breastfeed in the context of returns to use.

Breastfeeding is compatible with all forms of MOUD and there are no longer dose specific recom-
mendations for methadone. Women with HCV can be supported in breastfeeding provided their 
nipples are not cracked or bleeding. Studies show a strong correlation between breastfeeding and a 
reduced length of infant hospital stay, a decreased severity of neonatal opioid withdrawal syndrome 
(NOWS), and a decreased necessity of pharmacological interventions in infants diagnosed with 
NOWS.81  However, infants experiencing NOWS can be more irritable, and this can impact both latch 
as well as weight gain (often leading to formula supplementation) and can be a source of frustration 
for patients. Collaboration with lactation specialists can be especially helpful in these situations. 

Contraception

Per recommendations from the American College of Obstetricians and Gynecologists, contraception 
and reproductive health services should be available and regularly offered to patients in SUD treat-
ment, including patients in the postnatal stage.82 Long-acting reversible contraception (LARC) in-
cluding the intrauterine device (IUD) and the birth control implant are highly effective in preventing 
pregnancy. They last for several years and are easy to use. Both methods are reversible—if a patient 
desires pregnancy, LARCs can be removed at any time.83 Both patients with and without SUD should 
be counseled about contraception in the same manner to ensure that conversations are free from 
stigma and coercion.
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Continuation of Treatment

The postpartum period can be a stressful and vulnerable time for individuals with SUD. Patients 
participating in MaineMOM are eligible to remain in the program for up to 12 months postpartum 
and this is encouraged to avoid disruptions in care. If patients choose to seek care in other settings, 
warm hand-offs are key. As with other chronic conditions, SUD treatment and MOUD should be con-
tinued to enhance recovery and well-being while reducing the risks of any complications. 

Additional Resources

Working with the Office of Child & Family Services

Working with the Office of Child and Family Services (OCFS) is often a tense situation and can be 
challenging to navigate with patients in any case, but certainly in the context of perinatal SUD. Nav-
igating making mandated reports while also maintaining a relationship with a patient can be tricky, 
but it is important to note that while there is a high likelihood of OCFS involvement in cases relating 
to SUD, it does not automatically imply that all children born to a parent with SUD will be abused 
or in danger. However, it would be useful to develop a relationship with your patients that can be 
supportive in this time, and there are options in your role that can provide an ally to parents as they 
navigate a difficult situation. 

One resource is a Communication Tool developed by the Child and Family Health team within CHI 
here at MaineHealth. Often what patients need most is advocacy and support in managing the com-
plexity of the situation. This tool is designed to help organize communications, plans and contact in-
formation. Patients have space to note their contact attempts to their case worker or attorney, keep 
track of tasks they need to complete and space for notes to jot down questions they want to be sure 
to ask. The document also contains a page to write down contact information for the patient’s Peer 
Coach if applicable. Ideally this document is completed and used with the patient, making the tool 
a potentially important resource for advocacy to demonstrate a patient’s commitment to the plan, 
completing tasks and communicating with the case worker. 

A copy of the document is included in the following pages. 
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Patient Education for MaineMOM

MaineMOM is a program designed to support pregnant patients with SUD holistically, ad-
dressing their perinatal medical needs, as well as their substance use disorder treatment and 
any identified SDOH needs. 

The informational patient education document is accessible via Form ID 150505. If you want to 
use this item, please check the portal to be sure you are using the most up-to-date file. 
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