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Learning Objectives 
● To explore current approaches to addiction medicine, addiction treatment, and 

acute care for mothers with substance use concerns 

● Consider how the principles, such as being interdisciplinary, honouring mother-

baby togetherness, and women’s voices, as well as trauma-informed, and harm 

reduction-oriented practice matter in treatment, addiction medicine, and acute 

care

● To provide diverse perspectives about addiction treatment for pregnant and 

parenting women using substances 



Working from Principles
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Agenda
● Overview of addiction medicine – what is involved and what are we learning as 

we treat women with opioid use problems 

● Panel discussion

● Overview of how treatment for mothers with babies in the NICU is evolving

● Overview of how live-in and day treatment for women with opioid use problems 

is changing

● Panel discussion and Q&A 



Addiction medicine
Perinatal Substance Use Care

● Dr Annabel Mead                

MBBS FAChAM dABAM

● Dr Robert Fox MD           

Seabird Island First Nation



What is Addiction?
Bio

Psych

Social

Spiritual

A primary, chronic disease of 

brain reward, motivation, memory 

and related circuitry.



What is Addiction?

An acquired brain disease, characterized by

• Impaired self-regulation, impaired decision-making 

• Compulsive behaviours

• Loss of Control

• Use despite Consequences

• Cravings

4 C’s



Screening

Brief Intervention

Referral to Treatment

SBIRT



Screening
● Early detection of problematic use

○ Patients may self-identify and ask for help

○ Typically occurs late in the disease process

● Helps identify level of risk associated with substance use

● Reduce risk of progression to more severe disease

SBIRT provides a structure to efficiently navigate the clinical management for 

our patients



Brief Interventions

5 – 15 minutes  

Opportunistic / scheduled sessions

Motivational Interviewing techniques



o Levels of Care

o Treatment settings

o Stages of Treatment

o Matching

Referral to Treatment



What is ‘Treatment’ ? Meds
• Withdrawal mx
• OAT, Antagonists
• Cravings

Psych
• Cravings
• Biofeedback
• CBT/DBT/ACT

Social
• Relationships
• Vocational
• Self-care

Spiritual

• Indigenous healing
• Experiential
• Yoga / meditate
• Art / acupuncture



ASAM placement criteria

Levels of Care

Level 0.5 Early intervention

Level 1 Outpatient services

Level 2 Intensive Outpatient / Partial hospitalization

Level 3 Live-In* / Inpatient Services

Level 4 Medically Managed Intensive Inpatient



Treatment Settings

Outpatient programs

○ Low intensity:              

group or 1:1 counseling

○ Day programs 

○ Mutual Support groups

Live-In programs

○ Withdrawal management

○ Live-in support recovery, 

therapeutic communities

○ Intensive treatment



Stages of Treatment

Acute Care  Rehabilitation After Care



Stages of Treatment

Acute Care  

• Detox & 

stabilize

• Ensure safe 

withdrawal

• Engage patient 

into 

rehabilitation

Rehabilitation

• Sustain 

abstinence

• Self-mx skills

• Identify and 

reduce threats 

to progress

After Care

• Monitor & support 

abstinence

• Manage threats to 

relapse

• Promote long-term 

support activities



Treatment Matching
● Goals of treatment

● Individualized treatment plan

● Choice of treatment levels

○ Least intensive that meets treatment objectives

○ Safe and secure

○ Current functioning

● Continual assessment of progress in the 6 dimensions



Vignette of Addiction Assessment and 
Treatment Matching

Dr. Robert Fox, Seabird Island First Nation 



Process of Treatment Planning

● Identify Patient Goals

● Multidimensional Assessment

● Determine Treatment Priorities

● Plan Treatment Interventions

● Match to Appropriate Treatment Setting



Kassie
● 26 year old female residing in Seabird Island, a First Nations community.  

● Has three children ages 4-8

● Common law spouse just evicted her from the family home due to her alcohol use.  She is 

“couch surfing”, living in shelters, or sleeping outside.  Her income is PWD.  

● She was diagnosed with depression and FASD.  She is otherwise well.  Her only 

medication is citalopram which she only takes occasionally.  

● Father was incarcerated; Mom was an abusive alcoholic.  Kassie was put in foster care 

from the ages of 4-16.  She reports emotional abuse in foster care.  



Kassie

● She has been diagnosed with alcohol use disorder.  She has been to 90 day live-in

treatment programs three times, relapsing almost immediately after discharge each time 

due to strong cravings.

● She currently drinks 6-8 beers per day, and drinks 26 ounces of vodka 3-6 days per month.

● She has no history of withdrawal seizures, hallucinosis, or delirium.

● Her withdrawal symptoms include mild tremor, GI upset, and sleep disturbance.



Kassie

● She presents reluctantly to Seabird Maternal Child Health social worker 

after a community nurse discovers she is pregnant.

● She is unsure of dates, but is approximately 7-12 weeks pregnant.



Kassie’s Goals

● Regain visitation and custody of her children.

● Have a healthy pregnancy and baby.

● Reconcile with her spouse.

● Find stable housing.



Multidimensional Assessment
Dimension 1: Intoxication or Withdrawal Risks

● Kassie demonstrates adequate ability to tolerate and cope with her mild 

withdrawal symptoms.

● She is at low risk for severe complicated withdrawal.

Low Risk
Likely able to complete withdrawal with low intensity 
withdrawal management services.



Multidimensional Assessment
Dimension 2: Medical Conditions and Complications

● Besides pregnancy, she is otherwise physically well. 

● She occasionally neglects care for serious health problems. 

● She will need prenatal and postnatal care and support.

● Pregnancy may affect options for addiction medications.

Moderate Risk
Moderate intensity medical services are needed including case management.



Multidimensional Assessment
Dimension 3: Mental Health Conditions and Complications

● FASD and poorly treated depression symptoms distract from recovery efforts.

● Relationships are impaired by alcohol use.  Impairments are linked to her 

psychiatric conditions.

● However, psychiatric conditions do not pose an imminent risk of harm to herself 

or others.

Moderate Risk
Moderate intensity mental health services are needed 
Includes case management to ensure monitoring of emotional status. 
Also includes medication management and monitoring.  



Multidimensional Assessment
Dimension 4:  Readiness to Change

● Kassie recognizes she has problems in her life but blames others.  

● She is open to attempting addiction treatment but only reluctantly and with 

little expectation of benefit.

● FASD interferes with her ability to sustain commitment.

Moderate Risk
Moderate intensity engagement and motivational strategies are required.
Support from family and MCFD to set and follow through with clear consistent 

limits and consequences is required.
Highly coordinated and assertive case management is also required.



Multidimensional Assessment
Dimension 5:  Potential for Relapse or Continued Use

● Kassie has had multiple treatment episodes with limited positive effect on her 

functioning.

● She has limited skills to cope with or interrupt her addiction problems.

● She has limited skills to prevent relapse.

● FASD may impair her ability to acquire relapse prevention skills.

Severe Risk
Treatment planning should include motivational strategies and structured coping 

skills, provided in a way that the patient can understand and benefit from.
Assertive case management  is also required.
Kassie may benefit from medication management for cravings and depression.



Multidimensional Assessment
Dimension 6:  Recovery and Living Environment
● The patient has lost her housing and is homeless.

● She has limited economic resources.

● Her husband is supportive of her recovery efforts.  Other extended family members including 

her mother actively undermine her recovery efforts.

● She is unable to cope with the negative environmental effects on her recovery.

Severe Risk
Kassie needs highly supportive assistance to secure a supportive living environment.
She requires assistance finding sober supportive friends.
She may benefit from marriage counselling.
She requires ongoing assertive case management, likely for her lifetime.



Kassie’s Treatment Priorities
● Secure stable housing.

● Manage withdrawal symptoms.

● Engage with assertive case management.

● Abstinence from alcohol.

● Access prenatal care.

● Work with MCFD and spouse to regain access to her children.



Kassie’s Treatment Plan
● Admission to A:yelexw, Seabird Island’s Low Intensity Clinically Managed Live-In

Treatment facility.  Secured funding for up to 1 year.

● Transition to Seabird Island Family Home once the baby is born.  Abstinence based 

monitored supportive housing that is available for up to 1 year.

● Patient’s common law spouse and children to live in Seabird Island Family Home (2 doors 

down the street from A:yelexw).  Visitation is allowed via contingency management.

● Access primary care, addiction medicine, and midwifery services through Seabird Island 

doctors office.  This includes treatment with antidepressants and anticraving medication.

● Engage with Seabird Island Maternal Child Health case manager for assistance securing 

additional housing, advocacy with MCFD and spouse, transportation to prenatal care etc.



Kassie’s Outcome
● Admitted to A:yelexw 9 months ago.

● Relapsed once early in the treatment.  She was not discharged.  She was provided additional 

relapse prevention support and did not relapse again.

● Engaged with prenatal care through the entire pregnancy.

● Initial reconciliation with her husband who has allowed limited visitation with the children.

● Transitioned into the family home last week.  

● Delivered her baby via planned C-section this week. 



Summary
● Treatment begins with understanding the patient’s goals and motivations.

● The ideal sequence of treatment planning is identifying goals, 

multidimensional assessment, determine treatment priorities, plan 

interventions, and finally match to most suitable treatment setting.



Panel discussion Why/how is addiction medicine an 

important component of what we offer to 

women who use opioids?



How is treatment for mothers 
with babies in the NICU evolving?

Dr. Lenora Marcellus

School of Nursing, University of Victoria



https://www.theguardian.com/commentisfree/2016/mar/15/long-opiate-

use-history-america-latest-epidemic

https://www.theguardian.com/commentisfree/2016/mar/15/long-

opiate-use-history-america-latest-epidemic



1970s - NAS

https://www.facebook.com/oldimagesofphiladelphia/posts/aerial-view-of-the-

philadelphia-general-hospital-pgh-in-1973-which-was-located-

a/917416908321248/

Finnegan et al. (1974). Neonatal 

Opioid Withdrawal: Assessment and 

management. Addictive Diseases, 

2(1-2), 141-158.



1990s - BC

Gosse, G. (1992). Neonatal abstinence 

syndrome. The Canadian Nurse, March, 

17-22. 



1993 - Vancouver

Garm, A. (1999). The Sheway project. The 

Canadian Nurse, November, 22-25. 



1999 - BCRCP



Critical analysis of models of care 
(1999):

● 28 women – Western Canada

● 59 children

● 14 with NAS, 10 to Sunnyhill, 7 apprehended

● Critical feminist analysis

● Chapter on NAS:

○ Mothers controlled and punished through our care 

practices

○ Ideological assumptions about good mothers, 

medicalization of mothering

○ Program embedded in class, race and gender biases

○ Staff labelled as “baby snatchers”

○ Environment of hostility toward mothers and 

experimental treatment of infants



2003 – FIR Square, BCCH



Marcellus, L. , Loutit, T., & Cross, S. (2015). A national survey of the nursing care of 

infants with prenatal substance exposure in Canadian NICUs. Advances in Neonatal 

Care, 15(5), 336-344. 





JAMA April 2018: Key findings

● 53 articles in past 10 years

● 13 related to assessment methods

● 25 related to non-pharmacological care – rooming 

in; breastfeeding/infant feeding; acupuncture; 

location of care (inpatient versus outpatient)

● 11 related to infant pharmacological management

● 4 related to maternal pharmacological management



Ecological considerations:

Marcellus, L. (2018). Social ecological examination of factors that influence the treatment of newborns with 

Neonatal Abstinence Syndrome. Journal of Obstetric, Gynecologic and Neonatal Nursing, 47(4), 509-519.



Moving forward - priorities:
● Supporting mother-baby dyad care:

○ Consider non-NICU environments

○ Trauma informed approaches

○ Integrating new brain (”NEAR”) science

● Positioning non-pharmacological practices as “first line” 

interventions:

○ Mother-baby dyad care, breastfeeding when possible and appropriate, 

environmental modification, cue based care

● Incorporating relational approaches:

○ Non-stigmatizing

○ Harm reduction oriented

○ Culturally safe

● Connecting to community:

○ Integrating with other community services and programs

○ “In-reach/out-reach”

● Embedding in systems processes, including continuous 

improvement



Developments in day and live-in 
treatment for mothers and 

children
Dr. Nancy Poole

Centre of Excellence for Women’s Health 



http:/www.unodc.org/pdf/report_

2004-08-30_1.pdf 

“Gender responsive” 

programs are those that 

consider the needs of 

women all aspects of 

their design and delivery, 

including location, 

staffing, programme 

development, 

programme content and 

programme materials

Herstory

http://www.unodc.org/pdf/report_2004-08-30_1.pdf


Guiding principles for gender responsive treatment
● Environment – create an environment based on safety, respect 

and dignity

● Relationships – develop policies, practices and programmes that 

are relational and promote health connections to children, family, 

significant others and community

● Services – Address the issues of substance abuse, trauma and 

mental health through comprehensive, integrated, culturally relevant 

services

● Economic and social status – provide women with 

opportunities to improve their socio-economic conditions

● Community - Establish as system of community care with 

comprehensive collaborative services

United Nations Office on Drugs and Crime. (August 2004). Substance abuse 

treatment and care for women: Case studies and lessons learned. 

www.unodc.org/pdf/report_2004-08-30_1.pdf

http://www.unodc.org/pdf/report_2004-08-30_1.pdf
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Gain understanding of the 
importance of the spiritual 
aspect of recovery, and set 
personal goals re inner 
awareness and spiritual growth

• meditation
• journalling
• grounding
• compassion for self 

and others
• etc

Gain understanding 
of the physical 
aspects of recovery, 
and set personal 
physical health goals

• yoga
• healthy eating
• daily walks
• smoking cessation
• etc

Affirm the importance of 
healthy relationships to 
women in recovery, and 
set goals for growth and 
change in relational 
context

• build connection 
between women

• healthy relationships
• advocate for rights . . 

Gain understanding of need 
for emotional growth in 
recovery and set personal 
emotional health goals

• release guilt, shame, fear
• acknowledge grief & loss
• identify and express 

feelings, etc

Bio-psycho-social-spiritual model of recovery 

as applied at the Aurora Centre in Vancouver

Women’s 
Recovery

Herstory in BC
- gender 
informed bio-
psycho-social-
spiritual 
approach



Bringing in stabilization phase to live-in tx
There are three phases of treatment offered at Aventa:

● Phase I offers priority admission for pregnant women, or women 

who are at risk and require immediate support and stabilization.

● Phase II is a six-week intensive live-in program that provides 

therapeutic individual and group counselling. 

● Phase III is a three-month live-in program for women who have 

completed Aventa’s Phase II or Young Adult Treatment Program 

and require additional treatment to support their recovery. 

Examples

Heartwood, 

Vancouver

Aventa,

Calgary 



Bringing in trauma informed approaches to 
live-in and all levels of tx

Programming

� All programs now trauma informed – outreach, day 

treatment, live-in treatment, moms & kids

� In addition have aftercare trauma counsellor (TC)

� Seeking Safety group – first 10 weeks as a closed group, 

offer opportunity to do another 10 weeks

� Peer support for staff and clients

Lessons

¡ Look to the women to signal readiness to work on 

trauma, not impose on women

¡ Support women’s pacing – no prescribed timetable 

or sequence for dealing with trauma issues

¡ Good clinical supervision is important

¡ Education of staff is critical, include funders



Bringing in children, and parenting support

Moms and Kids Too

● Less intensive time commitment 

7 weeks, 3 days per week, shorter days (10-3)

● Breakfast

● Play group – Mother Goose

● Healthy Parenting Program

● Women’s Health

● Relapse Prevention

● Group Therapy

 

Examples

Jean Tweed 

Centre Toronto

Family 

Treatment 

Program, Prince 

Albert 



Offering day 
treatment

A women’s day treatment 

program - offered in all health 

authorities in BC in the 1990s -

was evidence based, and found to 

reduce barriers to tx access and 

support a range of positive 

outcomes

The DEW program had empowering 

songs on women’s issues as an 

introductory or closing  component 

for each session.  Shown here is one 

of the cassettes the facilitators could 

select songs from!  



Summary
• Treatment tailored to women’s needs has 

been studied, advocated, and to a minimal 

degree available for decades.

• Live-in treatment services have been 

expanding and improving practice to 

reduce barriers to access (stabilization), to 

address root issues (trauma) and to support 

integrated mother-child treatment. 

• There remains much to be done to continue 

to build on gender-informed, bio-psycho-

social- spiritual recovery approaches in 

treatment centres in Canada  



Panel discussion
And Q&A

Why/how are acute care and 

addiction treatment settings for 

women with opioid use problems 

important? 



Join us for the 
November 26th

webinar 
bccewh.hostedincanadasurveys.ca



bccewh.bc.ca

facebook.com/CEWHca

twitter.com/CEWHca

https://fasdprevention.wordpress.com/

Contact Us 
Nancy Poole    npoole@cw.bc.ca
Lindsay Wolfson  lindsay.wolfson@gmail.com

Blog

mailto:npoole@cw.bc.ca

