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PERINATAL ILLICIT SUBSTANCE EXPOSURE IN INFANTS & PREGNANT WOMEN   

Scope of the problem : The National Survey on Drug Use and Health (NSDUH) reports that in 2002 and 2003, 4.3% of 

pregnant women aged 15 to 44 had used illicit drugs including opiates, marijuana, cocaine, hallucinogens, inhalants, 

tranquilizers, stimulants, and sedatives in the past month. Also 4.1% reported binge alcohol use and 18.0% reported smoking 

cigarettes.
1
  The rate of drug use for pregnant teenagers was approximately 15%. 
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 The NSDUH data also suggest that women 

increased their substance use during the year after giving birth.   

 Illicit substance use/abuse (and legal substance use/abuse including alcohol and tobacco) may impact a pregnant 

woman’s health, the course of her pregnancy, and the development of her fetus. Fetal effects of illicit substances include 

teratogenesis, intrauterine growth retardation, prematurity, low birth weight, birth complications, central nervous system 

damage.  Exposed newborns are at risk for neonatal abstinence effects and developmental and behavioral abnormalities.  

 Increasing rates of substance abuse during pregnancy translate into higher numbers of drug-exposed infants.  In 2004 

and 2005 DHS confirmed in utero drug exposure on 549 & 306 newborns, respectively, in Iowa. 
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However, this number is  

lower than the expected 1500-1750 newborns based on ~ 37,000 infants being delivered in Iowa annually.  This discrepancy is 

mainly due to poor screening/testing practices.  The unrecognized infants are discharged to their homes where mothers are 

likely to continue to use/abuse illegal substances.  These infants continue to be exposed to illegal substances and the 

associated chaotic life style, health degradation, violence, child abuse and neglect, and family dysfunction.  

 Research shows that intervention works.  Treatment for substance abuse during pregnancy is significantly more 

effective than at other times in a woman’s life.  Treatment also has a positive affect on fetal outcome (fewer intensive care 

admissions due to greater gestational age and birth weight). 
6
  Early recognition, early intervention, timely entry into 

treatment, and a sustained, long-term treatment regimen minimize the fetal impacts of perinatal maternal illicit drug use and 

improve a woman’s prognosis for successful, ongoing recovery from addiction. A screening and intervention protocol 

developed by a panel of experts from across Iowa will help medical care providers to make objective decisions regarding their 

screening/testing/intervention practices for substance abuse in women during pregnancy and for their offspring. 
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Purpose : * Develop a community practice guideline for perinatal illicit substance use screening and testing 

        * Identify illicit substance using patients during pregnancy and their exposed infants 

             * Provide a screening tool to identify the patients and infants at risk for use and exposure  
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              * Provide guidelines for referral and intervention both for the mother and the infant 

              * Increase secondary and tertiary prevention efforts to reduce pregnancy related illicit drug use/abuse 

 The sole goal of identification is to provide early access to assessment and treatment for the mother/infant dyads 

without application of punitive measures.  Identification efforts should start at the first prenatal visit.  Screening for maternal 

substance abuse must begin with a thorough but non-judgmental and compassionate interview.  History taking should include 

questions about the pregnant woman’s and her immediate family members’ use of prescribed and un-prescribed drugs, 

tobacco, and alcohol.   

Consent for Testing : Specific consent should be sought from the pregnant woman to perform urine toxicology testing if any 

risk factor is recognized via risk assessment form.  Urine testing history including testing offer dates, maternal responses 

(consented versus declined), test dates, results, positive testing drug(s) should be documented in the chart.  Any concerning 

result should be shared with the hospital Social Worker and the pediatric team. 

 Maternal consent is not needed to test a newborn as long as one or more of the risk indicators related to maternal and 

infant history or presentation are present, if the risk factors equate to the conditions stated in Iowa law that is “if a 

health practitioner discovers in a child physical or behavioral symptoms of the effect of exposure to cocaine, heroin, 

amphetamine, methamphetamine, or other illegal drugs including marijuana, or combination or derivatives that 

were not prescribed by a health practitioner or if the health  practitioner has determined through examination of the 

natural mother of the child that the child was exposed in-utero”.  However, the mother should be informed of the 

decision to test the newborn. Urine/meconium testing with testing dates and results should be documented in the chart. 

Risk assessment in Prenatal Clinic, Labor & Delivery, and Neonatal Units:
 
 This tool consists of two forms one to assess 

the risk status of the pregnant/delivering woman, the other of the infant.   

• Prenatal clinic/delivery room risk assessment form:  Prenatal Clinic and Labor and Delivery staff will fill out this form. 

This risk assessment should take place at the first encounter with the pregnant woman and at delivery.  At other 

encounters the staff should document that the pregnant woman continues to be abstinent.   

• Neonatal risk assessment form:
 
 This form will be filled out by the newborn staff who will also review the above listed 

form and maternal drug testing results.  

• Labor & Delivery staff should share the maternal risk assessment and testing results with the medical team providing care 
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to the newborn.  If prenatal care and delivery take place at different hospitals, the delivery hospital should request 

maternal consent to obtain the prenatal records from where prenatal care was obtained.   

• Each hospital is encouraged to either adopt these forms as in their attached form or develop a system to incorporate the 

risk assessment forms into the prenatal/neonatal records.  Prenatal Clinic/Labor and Delivery staff, Hospital Substance 

Abuse Management Team, Hospital Social Worker(s), Psychiatry staff, and Pediatric team should review these forms in 

their assessment of their client (infant and/or the mother).   

Test specimens :  

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

• Meconium:  5 gm of meconium is necessary.  It may be refrigerated up to 48 hours after collection.   

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

• Every institution should have a procedure for documentation according to their policies and procedures in handling all 

specimens obtained for the purpose of newborn toxicology testing.   

Institutional response to addiction in Prenatal Clinic/Labor & Delivery Unit: Hospitals are recommended to establish an 

in-house team to respond to the needs of pregnant women using illicit drugs.  This team may include staff from Prenatal 

Clinic, Newborn Unit, Hospital Social Services, Hospital/Community Chemical Dependency Unit/Agency, and Psychiatry 

Department.  Staff becoming aware of substance abuse or positive test results should have this team or the hospital social 

worker involved to improve the referral process for treatment at any time during pregnancy.  Information on referral centers 

for substance abuse treatment can be found at www.idph/state.ia.us under Bureau of Substance Abuse/online 

Resources/Licensed Substance Abuse Treatment Programs.   

Notification Guidelines : Any staff becoming aware of an infant testing positive for illicit substances as defined in Iowa code 

is required by law to file a report with DHS for “Presence of Illegal Drugs”.  Any staff becoming aware of maternal substance 

abuse, positive test result and/or multiplicity of risk indicators for perinatal illicit substance exposure should have the hospital 

social worker get involved to assess for a need to file a report for “Denial of critical care” with DHS for child protection.   
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