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Objectives

Perinatal substance use continues to be a concern across the 
United States (Rodriguez & Smith, 2019). Substance use 
during pregnancy can often be a sign of substance use disor-
der (SUD)1, a leading cause or contributing factor in preg-

1   Substance use disorder is defined by the fifth edition of the Diagnos-
tic Statistical Manual (American Psychiatric Association, 2013) as the 
escalating use of a substance or multiple substances (e.g., alcohol, can-
nabis, methamphetamine, nicotine, opioids) despite the desire to stop 
using and continued use despite negative consequences to functioning 
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Abstract
Objectives Perinatal substance use is a growing concern across the United States. Universal screening, brief intervention, 
and referral to treatment (SBIRT) is one systems-level approach to addressing perinatal substance use. The objective of this 
study is to assess early efforts to implement SBIRT in an outpatient obstetric clinic.
Methods The research team implemented universal screening with the 5 P’s screening tool. Providers then engaged patients 
in a brief intervention and referred to a care manager who then worked with patients via tele-health to connect patients with 
needed services. Feasibility was measured through the collection of aggregate data describing frequency of universal screen-
ing and referral to treatment. The implementation team met bi-weekly to reflect on implementation barriers and facilitators.
Results In the first year of implementation, 48.5% of patients receiving care in the clinic completed the 5 P’s screener at least 
once during the perinatal period. Screening occurred in a little over a quarter (26.5%) of eligible visits. Of the 463 patients 
that completed the 5 P’s at least once during the perinatal period, 195 (42%) unique patients screened positive (answered yes 
to at least one question).
Conclusions for Practice Early  implementation  efforts  suggest  this  approach  is  feasible  in  this  obstetric  setting.  Similar 
implementation studies should consider implementing universal screening for substance use and perinatal mood and anxiety 
disorders simultaneously; guide efforts using an implementation framework; invest resources in more intensive training and 
ongoing coaching for providers; and adopt strategies to track frequency and fidelity of brief intervention.

Significance
Universal screening, brief intervention, and referral to treatment is a systems-level approach to addressing perinatal sub-
stance  use, which  is  recommended  by WHO,  SAMHSA, USPSTF,  and ACOG. Despite  these  recommendations, many 
clinics have not implemented SBIRT. There are few studies of implementation in settings that serve a high rate of rural 
and  Indigenous patients. This  study details  the  experiences  and  lessons  learned  from early  efforts  to  implement SBIRT 
in an outpatient obstetric setting serving high rates of rural and Indigenous patients. This description is followed by a 
discussion of how findings will direct future implementation efforts in this and similar settings.
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nancy-associated deaths  in Montana (Glover et al., 2020). 
Though pregnancy provides a unique opportunity to engage 
people in services for SUD (Le et al., 2019), fear of involve-
ment with child protective services and social stigma related 
to substance use during pregnancy are barriers to pregnant 
people initiative prenatal care (Stone, 2015). People of 
color, in particular, face racism and discrimination in the 
healthcare and child welfare systems (Roberts & Nuru-Jeter, 
2012), which may further deter engagement with healthcare 
systems. For example, American Indian/Alaskan Native 
(AI/AN) women are disproportionately impacted by the 
criminalization of perinatal substance use disorder (Simon 
et al., 2020). Additionally, women living in rural communi-
ties experience additional barriers to accessing care (Jumah, 
2016), despite higher rates of substance exposure in utero 
compared to urban counterparts (Villapiano et al., 2017).

While some people cease using substances during preg-
nancy, many return to use in the postpartum period (Forray 
et al., 2015). For people who return to use, overdose is a 
risk for many due to a decreased tolerance to the substance 
(Kavanaugh, 2015; Smid et al., 2019). For many people with 
SUD, the postpartum period also presents unique risks for 
symptoms of postpartum mood and anxiety disorders (Corr 
et al., 2020), parenting stress (Rutherford & Mayes, 2019), 
and for many, especially during the COVID-19 pandemic, 
social isolation (Clark et al., 2021).

Universal screening is one effective approach to identify-
ing pregnant people needing substance use-specific services 
and other services related to social determinants of health 
(Wright et al., 2016) that may improve outcomes and reduce 
healthcare costs (Courchesne-Krak et al., 2022). Research 
supports the effectiveness of universal screening, brief inter-
vention, and referral to treatment (SBIRT) in primary care 
(Madras et al., 2009) and obstetric settings (Hostage et al., 
2020; Ulrich et al., 2021). SBIRT is recommended by the 
World  Health  Organization  (WHO,  2016), the Substance 
Abuse and Mental Health Services Administration (SAM-
HSA, 2021), the United States Preventive Services Task 
Force (Jonas et al., 2012), and the American College of 
Obstetricians and Gynecologists (ACOG, 2017). Self-report 
screening early and periodically during pregnancy can have 
clinical benefits for patients, for example, decreases in sub-
stance use and morphine treatment for newborns (Boden et 
al., 2021). A growing body of research suggests that SBIRT 
is feasible to implement in obstetric settings (Elertson & 

at home, work, or school, and negative impacts on relationships, 
activities, safety, and physiological and psychological health. These 
symptoms are accompanied by tolerance, needing more and more 
of the substance to achieve the desired effect, as well as withdrawal, 
negative physical and psychological symptoms related to not using the 
substance(s) (American Psychiatric Association, 2013).

Schmitt, 2019; Hostage et al., 2020; Madras et al., 2009; 
Ulrich et al., 2021).

When  implemented  to  fidelity,  SBIRT  reduces  stigma 
and  racial  bias  in  screening,  identifies  people  in  need  of 
care, and connects them with services. Implementation of 
universal screening remains challenging, even for states 
where it is mandated (Patel et al., 2021). Analysis of data 
from the Montana Pregnancy Risk Assessment Monitoring 
System (PRAMS) indicate potential racial bias in screening 
for perinatal substance use, with 91.7% of AI/AN women 
reporting they were asked during prenatal care about sub-
stance  use,  compared  to  82.5% of White women  in  2019 
(Glover et al., 2020). The clinic where this implementation 
study occurred has a large rural service area with two Fed-
eral Indian Reservations.

The Empaths program in Billings, Montana is a pilot 
study designed to assess facilitators and barriers to imple-
menting SBIRT in a rural outpatient obstetric clinic. The 
clinic serves high-risk patients who predominantly live in 
designated healthcare professional shortage areas, and the 
rate of families living below the poverty line in the service 
area (i.e., the county where this clinic is located and sur-
rounding counties) ranges between 4.4% and 21.9% (Health 
Resources and Services Administration, 2023). This paper 
will report the preliminary findings on the implementation 
of SBIRT in an outpatient obstetric setting.

Methods

The University of Montana Institutional Review Board 
approved this study protocol. The research team included 
a physician champion (Miech et al., 2018; Shaw et al., 
2012), clinic leadership, the Empaths principal investiga-
tor (a Licensed Clinical Social Worker), and the principal 
investigator of the Montana Maternal Health Innovation 
Grant funded by HRSA, where Empaths is nested. The team 
surveyed existing obstetric clinic staff and identified a lack 
of services and expertise related to perinatal substance use 
in the clinic and broader health system. Providers reported 
they did not know what services and resources were avail-
able to patients using substances, did not feel confident in 
responding to a patient using substances, and did not know 
who to go to or how to refer patients to services. These per-
spectives match those reported by healthcare providers at 
large (Ordean et al., 2020). The research team then reviewed 
the existing literature and identified SBIRT as an approach 
to support providers and patients. At the end of the first year 
of the Empaths pilot, research questions and processes were 
developed in partnership with clinic leadership. Provider 
feedback informed the selection of a standardized screening 
tool and its application.
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Choosing a Validated Screening Tool

The  American  Congress  on  Obstetrics  and  Gynecology 
(ACOG,  2017) recommends universal screening for sub-
stance use be conducted at least once during the perinatal 
period and using a validated screening tool. ACOG suggests 
three  tools:  the  4-Ps  (Chasnoff  et  al., 2007), the National 
Institute of Drug Abuse (NIDA) Quick Screen (Smith et al., 
2010), and the CRAFFT (for women 26 years and younger; 
Chang et al., 2011). Ultimately, we chose to implement the 
5Ps,  an  adaptation  of  Chasnoff’s  4Ps  Plus  perinatal  sub-
stance use screening  tool  (Chasnoff et al., 2007; Ulrich et 
al., 2021), due to its high sensitivity, low cost, and prefer-
ence from the clinic providers.

The 5Ps tool includes five questions: (1) Did any of your 
parents have problems with alcohol or other drug use? (2) 
Does your partner have a problem with alcohol or drug use? 
(3) In the past, have you had difficulties in your life because 
of alcohol or other drugs, including prescription medica-
tion? (4) Before you were pregnant, did you have problems 
with alcohol or drug use? and (5) In the past month, did you 
drink beer, wine or liquor, or use other drugs?

Study Design

In the design of the Empaths pilot, we created a clear clini-
cal pathway for referral by adding a care coordinator role 
to the clinic. Protocol for this study mandated all women 
receiving obstetric and postpartum care in the clinic com-
plete the 5Ps (Chasnoff et al., 2007; Ondersma et al., 2019) 
at three time points: (1) their first obstetric visit, (2) a visit 
between  28  and  32  weeks,  and  (3)  their  first  postpartum 
visit. Due to patients’ fear of self-reporting substance use, 
which is well-established in the literature (Stone, 2015), the 
team wanted to provide additional opportunities for patients 
to disclose after having time to build rapport with provid-
ers. Other clinics have implemented a similar  timeline for 
screening (Ulrich et al., 2021).

A healthcare provider (e.g., obstetrician, midwife, regis-
tered nurse) then reviewed the results. If a patient answered 
yes to at least one question (indicating a positive screen), 
the provider engaged the patient in further conversation and 
referred them to the centralized care coordinator based on 
their assessment. The centralized care coordinator could 
then meet with  the  patient  in  person  via  a warm  handoff 
or contact  the patient at  a  later  time via  telephone. Given 
that this clinic serves women with barriers to accessing in-
person care, the centralized care coordinator could work 
with the patient via telehealth to complete further assess-
ment, conduct the brief intervention, and refer the patient 
to needed services (e.g., substance use, mental health, home 
visiting services).

As a part of the pilot, the clinic entered a contract with 
a statewide substance use and mental health provider that 
indicated a patient would be enrolled in at least one care 
option (i.e., medication management, peer support, outpa-
tient mental health care, residential treatment) within 48 h 
of referral from the care coordinator. This team-based, sys-
tem-level approach aimed to increase access to timely care 
and improve outcomes for pregnant and postpartum people.

Before the screening process began, clinic leadership and 
the physician champion provided in-person training to all 
clinic staff. Nurses and medical assistants were instructed to 
ask patients to complete a paper screener during the desig-
nated time points. All staff were given instructions to discuss 
any positive answers with the patient. The physician cham-
pion modeled how to initiate a conversation with a patient 
and how to introduce the care coordinator as a resource. 
All  staff were  instructed on where  to place  the completed 
screener, how to make a warm handoff if appropriate, and 
how to make a referral for care coordination.

Throughout the study, members of the implementation 
team engaged in specialized training to support this work. 
Members attended a Postpartum Support International 
advanced perinatal mental health training. Two implementa-
tion team members earned a Perinatal Mental Health Certifi-
cation. Three implementation team members (including the 
care coordinator) trained to become recovery doulas—dou-
las who specialize in supporting families impacted by SUD. 
Three members also attended a Full Spectrum Indigenous 
Doula training, which focuses on the birthing experience 
and traditions of Indigenous communities. Clinic staff were 
invited to participate in Project ECHO (Extension for Com-
munity Healthcare Outcomes) clinics, which covered  top-
ics including perinatal substance use and cultural humility, 
Indigenous traditions regarding pregnancy and childbirth, 
healthcare policies impacting Indigenous communities, and 
trauma-informed care, among other topics. The Empaths 
care coordinator considered patients’ contexts when making 
referrals to services. Though a partnership exists with the 
statewide substance use and mental health provider, patients 
were never required to access services with this provider. 
The care coordinator worked individually with clients to 
learn about their needs, values, and preferences before con-
necting them to resources.

Data Collection & Analysis

The Empaths implementation team met bi-weekly to discuss 
implementation barriers and facilitators. Informal referrals 
to the care coordinator began in January 2021, while the 5Ps 
screener was in the process of being approved by the clinic. 
Implementation of universal screening for substance use 
with the 5Ps began in April 2021. Between April 2021 and 
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6% of Montanans identify as AI/AN (United States Census 
Bureau, 2022).

Of the 463 patients who completed the 5Ps at least once 
during their pregnancy, 195 (42%) unique patients screened 
positive during pregnancy (answered yes to at least one 
question). Based on further assessment by the healthcare 
provider,  60 patients  (30.8%) were  referred  to  centralized 
care  coordination.  Six  patients  (10%)  were  unable  to  be 
contacted,  and  fourteen  (23%)  were  not  contacted.  Forty 
patients were connected with care coordination, and 36 
patients were referred to at least one service upon assess-
ment. Among patients referred to at least one service, 67% 
actually received the service. Patients were referred to 
outpatient behavioral health therapy (n = 25), home visit-
ing (n = 6), medication management (n = 4), inpatient SUD 
services (n = 3), postpartum support groups (n = 2), housing 
services (n = 2), SUD peer support (n = 2), parenting groups 
(n = 1), family therapy (n = 1), and couples therapy (n = 1). 
e.

Barriers

The following factors were barriers to successful implemen-
tation of SBIRT: (1) lack of time and competing priorities 
during visits, (2) delays in integrating SBIRT into the elec-
tronic health record, (3) staff education and utilization, (4) 
challenges with coordination, (5) impact of SUD, and (6) the 
impact of the COVID-19 pandemic. Clinical staff reported 
they experienced a lack of time to complete all the tasks of 
obstetric and postpartum visits. Clinic staff described com-
peting priorities during visits, and some reported they did 
not see screening for perinatal substance use as high of a 
priority as other tasks during visits. Staff also reported they 
often  forgot  to  ask  patients  to  complete  a  screener.  Staff 
reported that adding a hard-stop alert (Powers et al., 2018) 
to the electronic medical record would be a helpful cue to 
ask patients to complete the screener.

There have been many barriers to incorporating SBIRT 
into the electronic health record, including adding the uni-
versal screening tool and documenting non-billed patient 
encounters with the care coordinator. The 5Ps screener has 
been added to the electronic medical record, but efforts are 
ongoing to add features such as a hard-stop alert and other 
design features to make the screener easier to navigate. 
Clinic leadership successfully advocated for adding notes 
from non-billable patient encounters to aid in care team 
communication.

There were initial efforts to educate and train clinic staff 
through an initial introduction during team meetings, fol-
lowed by a “lunch and learn” training. As implementation 
began, the clinic staff expressed confusion and discomfort 
in asking patients to complete the screener and concerns 

May 2022, we evaluated SBIRT adoption through aggregate 
data analysis describing the frequency of universal screen-
ing and referral to treatment. Over this period, the principal 
investigator recorded insights and observations from bi-
weekly implementation team meetings. In December 2021, 
we also conducted a semi-structured focus group (n = 6) 
and interviews (n = 5) with clinic staff. These staff included 
medical assistants, nurses, obstetricians, and clinic leader-
ship. Notes from the bi-weekly team meetings and the focus 
group, and the transcription of the interviews were coded 
using deductive thematic analysis (Braun & Clarke, 2006) 
to identify facilitators and barriers to implementation. The 
coder then brought these themes to the implementation team 
for member checking (Braun & Clarke, 2006).

Results

Between April 2021 and May 2022, 954 unique patients 
received care at the obstetric clinic. Four-hundred-sixty-
three (48.5%) patients completed the 5Ps screener at  least 
once during the perinatal period. During this time, 728 first 
obstetric visits were mandated to perform universal screen-
ing. A patient completed a screener in one-third of those 
visits (n = 217). Six-hundred-thirty-one unique patients 
attended at least one visit during the 28- to 32-week period. 
About 20% (n = 128) of women who attended an appoint-
ment between 28 and 32 weeks completed a screener. Of the 
627 patients who attended at least one postpartum visit, 182 
(29.0%)  completed  a  screener. We  collected  demographic 
data from the electronic medical record (see Table 1) for 
those who were screened. Nearly a third of patients (n = 134) 
screened were Medicaid-insured. The majority of those 
screened were White (n = 406;  87.7%);  forty-five  (9.7%) 
were AI/AN; and the remaining 12 patients were of another 
race  or  unknown  (0.03%). The  clinic’s  patient  population 
during this study period had a higher proportion of AI/AN 
patients than the state’s general population; approximately 

Table 1 Demographics of patients screened
Variable n %
Insurance Coverage
Medicaid 134 28.9
Other 329 71.1
Race
White 406 87.7
American Indian/Native American 45 9.7
Other & Unknown 12 0.03
Community*
Not rural 396 85.5
Rural 67 14.5
*based on Rural-Urban Commuting Area Codes
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- such as missing appointments - can present challenges 
in working with patients. (Miller & Ambrose, 2019). Fear 
and stigma can also prevent people from accessing prenatal 
care and engaging in treatment (Stone, 2015). Clinic  staff 
reported engaging with patients and coordinating appoint-
ments can be challenging.

Challenges  related  to  the  COVID-19  pandemic  influ-
enced  implementation  efforts.  The  COVID-19  pandemic 
stretched the resources of this outpatient clinic and the 
larger healthcare system of which it is a part. However, 
these implementation efforts began approximately one year 
after the start of the pandemic, and it is possible that patients 
and healthcare providers alike were more open to telehealth 
options because of the increased comfort with technol-
ogy due to the unique challenges the pandemic presented 

about mandatory reporting of child abuse and neglect. To 
address these concerns, additional education and support 
were  provided  to  clinic  staff  via  an  online  training  series 
and resources disseminated across a six-week period. Staff 
turnover  impacted staff knowledge and  implementation of 
SBIRT. New staff indicated they were unaware of the SBIRT 
process. This indicated a failure to fully onboard new clinic 
staff, provide ongoing education, training, and support, and 
efficiently integrate SBIRT into the workflow.

Challenges arose while coordinating patient care across 
organizational systems, for example, other agencies and 
child protective services. Strengthening relationships with 
key members of partnering organizations’ teams may help 
address care coordination challenges and facilitate commu-
nication between organizations. Symptoms of SUD itself 

Fig. 1  This flowchart demonstrates the number of patients who completed screening for substance use disorder using the 5Ps, received brief inter-
vention, and were referred to treatment
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obstetric settings in the United States, encountered chal-
lenges in implementing SBIRT (McNeely et al., 2018; Patel 
et al., 2021; Rahm et al., 2015), including necessary changes 
to workflow (Hunt et al., 2022), limited time and competing 
priorities during patient appointments (Cook, Green, de la 
Ronde, Dell, Graves, Morgan et al., 2017; Oni et al., 2020; 
Palmer et al., 2019; Van Hook et al., 2007),  insufficient 
training and support for clinic staff (Anderson et al., 2010; 
Oni et al., 2020; Palmer et al., 2019; Van Hook et al., 2007), 
discomfort  among clinic  staff  in  implementing SBIRT  for 
substance use in the perinatal period (Hand et al., 2019), and 
staff turnover (Vendetti et al., 2017). The screening rate for 
a visit between 28 and 32 weeks was lower than the rates at 
the first prenatal and postpartum visits, which may indicate 
less success integrating screening into the workflow for that 
time point, in particular. Almost a quarter of patients were 
not contacted for care coordination (n = 14), which may 
indicate issues in communication among the clinic team.

A much smaller number of women were referred for 
SUD services than anticipated, based on the prevalence of 
perinatal SUD. This may be related to the fear and distrust 
many women and pregnant people have related to sub-
stance use disclosure (Stone, 2015), stigma, and readiness 
for treatment at the time they were screened and assessed 
(Prochaska & Velicer, 1997). People who use substances 
during pregnancy may deny drug use when screened due to 
fear of negative consequences (Roberts & Nuru-Jeter, 2010; 
Stone, 2015; Woodruff et al., 2021). Some researchers argue 
that universal screening for substance use in pregnancy 
may deter engagement in prenatal care (Roberts & Nuru-
Jeter, 2010). In future studies, we hope to better measure 
and describe patients’ experiences with screening as well as 
how the screening approach impacts patients’ willingness 
to disclose perinatal substance use. Additional training on 
trauma-informed care for staff may also create an environ-
ment where pregnant and postpartum people are more likely 
to disclose substance use (Sperlich et al., 2017).

Initially, we designed this study to meet providers’ needs 
and address racial bias in perinatal substance use screening, 
which was evident through state PRAMS data. We have yet 
to meet our universal screening goal and are unable to cal-
culate the rates of screening between patients with different 
racial identities because we did not gather demographic data 
for those who did not complete a 5Ps screening tool. We 
can compare the racial identity of those who were screened 
(87.7% White, 9.7% AI/AN, 0.03% other or unknown) with 
demographic data from Montana gathered in April 2020. At 
that time, 88.9% of residents identified as White and 6.7% 
as AI/AN (United States Census Bureau, 2022).

To address barriers to implementation, improve screen-
ing rates, and overall implementation of SBIRT, we have 
initiated a more structured quality improvement approach 

(Garfan et al., 2021). In addition to these barriers, facilita-
tors were identified.

Facilitators

Though universal screening was not achieved in the pilot 
program, the following factors were identified as facilitators 
of SBIRT implementation in this outpatient obstetric clinic: 
(1) engagement of a physician champion, (2) support of 
clinic leadership, (3) partnerships with other organizations, 
(4) staff expertise and community connection, and (5) tech-
nology. The physician champion brought an intimate under-
standing of the workings of the clinic and the challenges 
physicians and other medical providers encounter when 
providing day-to-day clinical care, such as limited time for 
patient encounters. The physician champion advocated for 
SBIRT with clinic leadership, physicians, and other medical 
providers and staff. He also provided insight when deciding 
which universal screening tool to implement and developing 
the study protocols. Since the implementation of perinatal 
substance use screening, he has provided informal support 
to providers and offered ongoing feedback as a part of the 
implementation team. Clinic leadership provided logistical 
support to integrate SBIRT into the existing visit protocols, 
provided direct feedback from the staff, and provided ongo-
ing support to staff in the implementation process.

Though many settings struggle with low availability and 
accessibility of high-quality services to support pregnant 
women with SUD, the formal agreement between the clinic 
and a community substance use provider expedited patients’ 
access  to  needed  services.  This  financial  agreement  with 
the community substance use provider guaranteed patients 
would connect with one level of care within 48 h (e.g., peer 
support, outpatient, or inpatient care). Currently, the clinic 
does not have this type of arrangement with other organiza-
tions but may consider creating these moving forward.

Finally, access to technology has been essential to imple-
mentation  efforts. Given  challenges  related  to COVID-19 
precautions (e.g., protocols that limit in-person visits to 
reduce spread) and other barriers to meeting in person, such 
as transportation, telehealth technologies allowed the care 
coordinator to provide services virtually. Technology was 
used to schedule and conduct patient visits without the con-
straints of transportation, childcare, or other barriers.

Conclusions for Practice

Overall, the Empaths pilot program did not achieve univer-
sal screening, and there were fewer than anticipated referrals 
to SUD treatment than expected during this implementation 
period. This clinic, like many healthcare settings, including 

1 3

S63



Maternal and Child Health Journal (2023) 27:S58–S66

Declarations

Data Deposition N/A.

Conflict of interest The authors report there are no competing interests 
to declare.

Ethics Approval This study was approved by the University of Mon-
tana Institutional Review Board, IRB #163 − 20.

Open Access  This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

ACOG.  (2017). Committee  opinion  no.  711: Opioid  use  and opioid 
use disorder in pregnancy. Obstetrics & Gynecology, 130(2), 
e81–e94.

American Psychiatric Association. (2013). Diagnostic and statisti-
cal manual of mental disorders (5th ed.). American Psychiatric 
Association.

Anderson, B. L., Dang, E. P., Floyd, R. L., Sokol, R., Mahoney, J., & 
Schulkin, J. (2010). Knowledge, opinions, and practice patterns 
of obstetrician-gynecologists regarding their patients’ use of alco-
hol. Journal of Addiction Medicine, 4(2), 114–121.

Boden, S. L., Jones, C. W., & Cabacungan, E. T. (2021). Improved 
maternal and infant outcomes with serial, self-reported 
early prenatal substance Use Screening. Maternal and Child 
Health Journal, 25(7), 1118–1125. https://doi.org/10.1007/
s10995-021-03127-1.

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. 
Qualitative Research in Psychology, 3(2), 77–101.

Chang, G., Orav, E.  J.,  Jones,  J. A., Buynitsky, T., Gonzalez,  S., & 
Wilkins-Haung, L. (2011). Self-reported alcohol and drug use in 
pregnant young women: A pilot study of prevalence and asso-
ciated factors. Journal of Addiction Medicine, 5(3), 221–226. 
https://doi.org/10.1097/ADM.0b013e318214360b.

Chasnoff, I. J., Wells, A. M., McGourty, R. F., & Bailey, L. K. (2007). 
Validation of the 4 P’s plus screen for substance use in pregnancy: 
Clinical application and outcomes. Journal of Perinatology, 6, 
368–374.

Clark, M. C., Buswell, J., Gold, C., & Peacock-Chambers, E. (2021). 
A triple threat: Parents in recovery during Covid-19. Journal of 
Addiction Medicine, 15(6), 446–447.

Cook, J. L., Green, C. R., de la Ronde, S., Dell, C. A., Graves, L., Mor-
gan, L., Ordean, A., Ruiter, J., Steeves, M., & Wong, S. (2017). 
Screening and management of substance use in pregnancy: A 
review. Journal of Obstetrics and Gynaecology Canada, 39(10), 
897–905.

Cook,  J. L., Green, C. R.,  de  la Ronde, S., Dell, C. A., Graves, L., 
Ordean, A., Ruiter, J., Steeves, M., & Wong, S. (2017b). Epide-
miology and effects of Substance Use  in pregnancy. Journal of 

guided by the Institute for Healthcare Improvement’s Model 
for Improvement (Langley et al., 2009). With specialized 
training and quality improvement coaching, the implemen-
tation team has engaged in process mapping and will ini-
tiate plan-do-study-act cycles to create a more sustainable 
SBIRT workflow for the clinic. We also plan to draw from 
the suite of resources created by ACOG for educating pro-
viders on perinatal mental health and a guide to integrat-
ing perinatal mental health care into obstetric practice. We 
are making efforts to engage all clinic staff more meaning-
fully to gain buy-in (Konkle-Parker et al., 2023). To address 
turnover, we plan to implement training protocols into the 
onboarding process to ensure all clinic staff feel prepared to 
implement SBIRT and provide ongoing SBIRT training and 
support based on staff feedback.

This evaluation of the Empaths pilot program adds to 
the limited research on the implementation of SBIRT in 
obstetric  settings  (Chasnoff  et  al., 2007; Cook, Green,  de 
la Ronde, Dell, Graves, Ordean  et  al., 2017; McNeely et 
al., 2018; Ulrich et al., 2021). Strengths of the Empaths 
pilot project include the use of a screening tool validated 
for the perinatal period, including a practice champion on 
the implementation team, and developing relationships with 
referral partners.

The perinatal period is a unique opportunity to identify 
SUD and connect people to care (Le et al., 2019). SBIRT is 
an effective systems-level approach to addressing perinatal 
substance use and can reduce racial bias in screening prac-
tices, yet implementation of SBIRT presents challenges in 
healthcare settings, including obstetric settings (McNeely et 
al., 2018; Oni et al., 2020; Palmer et al., 2019; Van Hook et 
al., 2007; Vendetti et al., 2017). The inability to fully imple-
ment SBIRT in the Empaths Program may be related to the 
failure to set up a resilient system of care (i.e., a process for 
universal screening that is not impacted by changes such 
as staff turnover) and a lack of effective training and ongo-
ing support for providers. Clinics implementing SBIRT 
might consider implementing a structured quality improve-
ment process; providing comprehensive and ongoing edu-
cation, training, and support to clinic staff; and integrating 
the SBIRT process into the electronic medical record in a 
meaningful way.

Author Contributions  A.G.,  S.E.R.,  S.F.,  and C.T.M.  conceived  and 
designed the analysis; J.S. and V.L. collected the data; S.E.R. per-
formed the analysis and wrote the paper.

Funding This work was supported by the Health and Human Resourc-
es Services Administration, Grant Number M63094.

Data Availability N/A.

1 3

S64

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1007/s10995-021-03127-1
https://doi.org/10.1007/s10995-021-03127-1
https://doi.org/10.1097/ADM.0b013e318214360b


Maternal and Child Health Journal (2023) 27:S58–S66

The Journal of Behavioral Health Services & Research, 50(1), 
108–118. https://doi.org/10.1007/s11414-022-09814-3.

Langley, G. L., Moen, R., Nolan, K. M., Norman, C. L., & Provost, 
L. P. (2009). The improvement guide: A practical approach to 
enhancing organizational performance (2nd ed.). Jossey-Bass 
Publishers.

Le, T. L., Kenaszchuk, C., Milligan, K., & Urbanoski, K. (2019). 
Levels and predictors of participation in integrated treatment 
programs for pregnant and parenting women with problem-
atic substance use. Bmc Public Health, 19(1), 154. https://doi.
org/10.1186/s12889-019-6455-4.

Madras, B. K., Compton, W. M., Avula, D., Stegbauer, T., Stein, J. 
B., & Clark, H. W. (2009). Screening, brief interventions, refer-
ral to treatment (SBIRT) for illicit drug and alcohol use at mul-
tiple healthcare sites: Comparison at intake and 6 months later. 
Drug and Alcohol Dependence, 99(1), 280–295. https://doi.
org/10.1016/j.drugalcdep.2008.08.003.

McNeely, J., Kumar, P. C., Rieckmann, T., Sedlander, E., Farkas, S., 
Chollak, C., Kannry, J. L., Vega, A., Waite, E. A., Peccoralo, L. 
A., Rosenthal, R. N., McCarty, D., & Rotrosen, J. (2018). Barri-
ers and facilitators affecting the implementation of substance use 
screening in primary care clinics: A qualitative study of patients, 
providers, and staff. Addiction Science & Clinical Practice, 13(1), 
8. https://doi.org/10.1186/s13722-018-0110-8.

Miech, E. J., Rattray, N. A., Flanagan, M. E., Damschroder, L., 
Schmid, A. A., & Damush, T. M. (2018). Inside help: An integra-
tive review of champions in healthcare-related implementation. 
SAGE Open Medicine, 6, 2050312118773261.

Miller, M. J., & Ambrose, D. M. (2019). The problem of missed men-
tal healthcare appointments. Clinical Schizophrenia & Related 
Psychoses, 12(4), 177–184. https://doi.org/.

Ondersma,  S.  J.,  Chang,  G.,  Blake-Lamb,  T.,  Gilstad-Hayden,  K., 
Orav, J., Beatty, J. R., Goyert, G. L., & Yonkers, K. A. (2019). 
Accuracy of five self-report screening instruments for substance 
use in pregnancy. Addiction, 114(9), 1683–1693.

Oni, H. T., Buultjens, M., Davis, D., Abdel-latif, M., & Islam, M. M. 
(2020). Barriers and facilitators in antenatal settings to screen-
ing and referral of pregnant women who use alcohol or other 
Drugs: A qualitative study of midwives’ experience. Midwifery, 
81, 102595.

Ordean, A.,  Forte, M.,  Selby,  P., & Grennell,  E.  (2020).  Screening, 
brief intervention, and referral to treatment for prenatal alcohol 
use and cigarette Smoking: A Survey of Academic and Commu-
nity Health Care Providers. Journal of Addiction Medicine, 14(4), 
e76–e82. https://doi.org/10.1097/ADM.0000000000000588. 
PubMed.

Palmer, A., Karakus, M., & Mark, T. (2019). Barriers faced by physi-
cians in screening for substance use disorders among adolescents. 
Psychiatric Services, 70(5), 409–412.

Patel, E., Bandara, S., Saloner, B., Stuart, E. A., Goodman, D., Ter-
plan, M., McCourt, A., White, S., & McGinty, E. E. (2021). Het-
erogeneity in prenatal substance use screening despite universal 
screening recommendations: Findings from the pregnancy risk 
Assessment Monitoring System, 2016–2018. American Journal 
of Obstetrics & Gynecology MFM, 3(5), 100419. https://doi.
org/10.1016/j.ajogmf.2021.100419.

Powers, E. M., Shiffman, R. N., Melnick, E. R., Hickner, A., & Sharifi, 
M.  (2018). Efficacy  and  unintended  consequences  of  hard-stop 
alerts in electronic health record systems: A systematic review. 
Journal of the Medical Informatics Association, 25(11), 1556–
1566. https://doi.org/10.1093/jamia/ocy112.

Prochaska, J. O., & Velicer, W. F. (1997). The transtheoretical model 
of health behavior. American Journal of Health Promotion, 12(1), 
38–48. https://doi.org/10.4278/0890-1171-12.1.38.

Rahm, A. K., Boggs, J. M., Martin, C., Price, D. W., Beck, A., Backer, 
T. E., & Dearing, J. W. (2015). Facilitators and barriers to 

Obstetrics and Gynaecology Canada, 39(10), 906–915. https://
doi.org/10.1016/j.jogc.2017.07.005.

Corr, T. E., Schaefer, E. W., Hollenbeak, C. S., & Leslie, D. L. (2020). 
One-Year  Postpartum  Mental  Health  Outcomes  of  Mothers 
of Infants with neonatal abstinence syndrome. Maternal and 
Child Health Journal, 24(3), 283–290. https://doi.org/10.1007/
s10995-019-02839-9.

Courchesne-Krak, N. S., Kepner, W., Rubano, A., & Marienfeld, 
C.  (2022).  Differences  in  outpatient,  emergency,  and  inpatient 
use among pregnant women with a substance-related diagno-
sis. American Journal of Obstetrics & Gynecology MFM, 4(2), 
100559. https://doi.org/10.1016/j.ajogmf.2021.100559.

Elertson, K. M., & Schmitt, C. A. (2019). Ask them all: Self-report 
universal prenatal substance use screening in the United States. 
Journal of Substance Use, 24(5), 520–523. https://doi.org/10.108
0/14659891.2019.1614233.

Forray, A., Merry, B., Lin, H., Ruger, P., J., & Yonkers, K. A. (2015). 
Perinatal substance use: A prospective evaluation of abstinence 
and relapse. Drug & Alcohol Dependence, 150, 147–155.

Garfan,  S., Alamoodi, A.  H.,  Zaidan,  B.  B., Al-Zobbi, M.,  Hamid, 
R. A., Alwan, J. K., Ahmaro, I. Y. Y., Khalid, E. T., Jumaah, F. 
M., Albahri, O. S., Zaidan, A. A., Albahri, A. S., Al-qaysi, Z. T., 
Ahmed, M. A.,  Shuwandy, M.  L.,  Salih, M. M.,  Zughoul,  O., 
Mohammed, K. I., & Momani, F. (2021). Telehealth utilization 
during the Covid-19 pandemic: A systematic review. Computers 
in Biology and Medicine, 138, 104878. https://doi.org/10.1016/j.
compbiomed.2021.104878.

Glover, A., Holman, C., Katalenich, B., McKay, K., Smith, N. K., & 
Woo, M. (2020). Maternal health in Montana.

Hand, D. J., Mehta, A., Rosenthal, E., Fischer, A. C., Tatevosian, T., 
Malanga, C., Hart, L., Dalessandro, D., & Walker, K. (2019). 
Obstetrical  Providers’  Comfort  and  Knowledge  of  Screening, 
Brief Intervention, and Referral to Treatment.

Health Resources and Services Administration (2023). Maternal and 
infant health mapping tool [dataset]. https://data.hrsa.gov/maps/
mchb/.

Hostage, C., Brock, J., Craig, W., & Sepulveda, D. (2020). Integrating 
screening, brief intervention and referral to treatment (SBIRT) 
for substance use into prenatal care. Maternal and Child Health 
Journal, 24, 412–418.

Hunt, D., Fischer, L., Sheedy, K., & Karon, S. (2022). Substance 
use screening, brief intervention, and referral to treatment in 
multiple settings: Evaluation of a National Initiative. SBIRT 
for Adolescents and Young Adults: Critical Issues for Prac-
tice Policy and Strengthening the Substance Use Continuum of 
Care, 71(4, Supplement), S9–S14. https://doi.org/10.1016/j.
jadohealth.2022.03.002.

Jonas, D. E., Garbutt, J. C., Amick, H. R., Brown, J. M., Brownley, 
K. A., Council, C. L., Viera, A. J., Wilkins, T. M., Schwartz, 
C.  J.,  Richmond,  E. M., Yeatts,  J.,  Evans, T.  S., Wood,  S.  D., 
& Harris, R. P. (2012). Behavioral Counseling after screen-
ing for Alcohol Misuse in Primary Care: A systematic review 
and Meta-analysis for the U.S. Preventive Services Task Force. 
Annals of Internal Medicine, 157(9), 645–654. https://doi.
org/10.7326/0003-4819-157-9-201211060-00544.

Jumah,  N.  A.  (2016).  Rural,  pregnant,  and  Opioid  Dependent:  A 
systematic review. Substance Abuse: Research and Treatment, 
10(Suppl. 1), 35–41.

Kavanaugh, V. (2015). Pregnancy-associated deaths from Drug Over-
dose in Virginia (1999–2007: A report from the Virginia Mater-
nal Mortality Review Team). Virginia Maternal Mortality Review 
Team.

Konkle-Parker, D., Williams, D., McAfee, N., Schumacher, J. A., & 
Parker, J. (2023). Low-burden Universal Substance Use Screen-
ing in a primary care clinic to lower implementation barriers. 

1 3

S65

https://doi.org/10.1007/s11414-022-09814-3
https://doi.org/10.1186/s12889-019-6455-4
https://doi.org/10.1186/s12889-019-6455-4
https://doi.org/10.1016/j.drugalcdep.2008.08.003
https://doi.org/10.1016/j.drugalcdep.2008.08.003
https://doi.org/10.1186/s13722-018-0110-8
https://doi.org/10.1097/ADM.0000000000000588
https://doi.org/10.1016/j.ajogmf.2021.100419
https://doi.org/10.1016/j.ajogmf.2021.100419
https://doi.org/10.1093/jamia/ocy112
https://doi.org/10.4278/0890-1171-12.1.38
https://doi.org/10.1016/j.jogc.2017.07.005
https://doi.org/10.1016/j.jogc.2017.07.005
https://doi.org/10.1007/s10995-019-02839-9
https://doi.org/10.1007/s10995-019-02839-9
https://doi.org/10.1016/j.ajogmf.2021.100559
https://doi.org/10.1080/14659891.2019.1614233
https://doi.org/10.1080/14659891.2019.1614233
https://doi.org/10.1016/j.compbiomed.2021.104878
https://doi.org/10.1016/j.compbiomed.2021.104878
https://data.hrsa.gov/maps/mchb/
https://data.hrsa.gov/maps/mchb/
https://doi.org/10.1016/j.jadohealth.2022.03.002
https://doi.org/10.1016/j.jadohealth.2022.03.002
https://doi.org/10.7326/0003-4819-157-9-201211060-00544
https://doi.org/10.7326/0003-4819-157-9-201211060-00544


Maternal and Child Health Journal (2023) 27:S58–S66

Stone, R. (2015). Pregnant women and substance use: Feal, stigma, 
and barriers to care. Health and Justice, 3(2), 1–15.

Ulrich, M., Memmo, E. P., Cruz, A., Heinz, A., & Iverson, R. E. (2021). 
Implementation of a Universal Screening process for substance 
use in pregnancy. Obstetrics & Gynecology, 137(4). https://jour-
nals.lww.com/greenjournal/Fulltext/2021/04000/Implementa-
tion_of_a_Universal_Screening_Process.21.aspx.

United States Census Bureau (2022, July). U.S. Census Bureau Quick-
Facts: Montana. https://www.census.gov/quickfacts/fact/table/
MT/PST045222.

Van Hook, S., Harris, S. K., Brooks, T., Carey, P., Kossack, R., Kulig, 
J., Knight, J. R., & New England Partnership for Substance Abuse 
Research. (2007). The Six T’s: Barriers to screening teens for 
substance abuse in primary care. Journal of Adolescent Health, 
40(5), 456–461.

Vendetti,  J., Gmyrek, A., Damon, D., Singh, M., McRee, B., & Del 
Boca, F. (2017). Screening, brief intervention and referral to treat-
ment (SBIRT): Implementation barriers, facilitators and model 
migration. Addiction, 112(S2), 23–33. https://doi.org/10.1111/
add.13652.

Villapiano, N. L., Winkelman, T. N. A., Kozhimannil, K. B., Davis, 
M. M., & Patrick, S. W. (2017). Rural and urban differences in 
neonatal abstinence syndrome and maternal opioid use, 2004 to 
2013. JAMA Pediatrics, 171(2), 194–196.

Woodruff,  K.,  Scott,  K. A.,  &  Roberts,  S.  C.  M.  (2021).  Pregnant 
people’s experiences discussing their cannabis use with prena-
tal care providers in a state with legalized cannabis. Drug and 
Alcohol Dependence, 227, 108998. https://doi.org/10.1016/j.
drugalcdep.2021.108998.

World  Health  Organization  (2016).  WHO  recommendations  on 
antenatal  care  for  a  positive  pregnancy  experience.  WHO. 
https://www.who.int/reproductivehealth/publications/mater-
nal_perinatal_health/anc-positive-pregnancy-experience/
en/.

Wright, T. E., Terplan, M., Ondersma, S. J., Boyce, C., Yonkers, K., 
Chang, G., & Creanga, A. A. (2016). The role of screening, brief 
intervention, and referral to treatment in the perinatal period. 
American Journal of Obstetrics and Gynecology, 215(5), 539–
547. https://doi.org/10.1016/j.ajog.2016.06.038.

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations. 

implementing screening, brief intervention, and referral to treat-
ment (SBIRT) in primary care in integrated health care settings. 
Substance Abuse, 36(3), 281–288.

Roberts, S. C. M., & Nuru-Jeter, A. (2010). Women’s perspectives 
on screening for Alcohol and Drug Use in prenatal care. Wom-
en’s Health Issues, 20(3), 193–200. https://doi.org/10.1016/j.
whi.2010.02.003.

Roberts, S. C. M., & Nuru-Jeter, A. (2012). Universal Screening for 
Alcohol and Drug Use and racial disparities in child Protec-
tive Services Reporting. The Journal of Behavioral Health 
Services & Research, 39(1), 3–16. https://doi.org/10.1007/
s11414-011-9247-x.

Rodriguez, J. J., & Smith, V. C. (2019). Epidemiology of perinatal sub-
stance use: Exploring trends in maternal substance use. PERINA-
TAL SUBSTANCE USE, 24(2), 86–89. https://doi.org/10.1016/j.
siny.2019.01.006.

Rutherford, H. J. V., & Mayes, L. C. (2019). Parenting stress: A novel 
mechanism of addiction vulnerability. Neurobiology of Stress, 11, 
100172. https://doi.org/10.1016/j.ynstr.2019.100172.

SAMHSA (2021). Screening, brief intervention, and referral to treat-
ment (SBIRT). Substance Abuse and Mental Health Services 
Administration. https://www.samhsa.gov/sbirt.

Shaw, E. K., Howard, J., West, D. R., Crabtree, B. J., Nease, D. E. Jr., 
Tutt, B., & Nutting, P. A. (2012). The role of the champion in pri-
mary care change efforts. Journal of the American Board Family 
Medicine, 25(5), 676–685.

Simon, R., Giroux, J., & Chor, J. (2020). Effects of substance use dis-
order criminalization on American Indian pregnant individuals. 
AMA Journal of Ethics, 22(10), E862–867.

Smid, M. C., Stone, N. M., Baksh, L., Debbink, M. P., Einer-
son,  B.  D.,  Varner,  M. W.,  Gordon, A.  J.,  &  Clark,  E. A.  S. 
(2019). Pregnancy-Associated Death in Utah: Contribution 
of Drug-Induced deaths. Obstetrics & Gynecology, 133(6). 
https://journals.lww.com/greenjournal/Fulltext/2019/06000/
Pregnancy_Associated_Death_in_Utah__Contribution.9.aspx.

Smith, P. C., Schmidt, S. M., Allensworth-Davies, D., & Saitz, R. 
(2010). A single-question screening test for Drug Use in Primary 
Care. Archives of Internal Medicine, 170(13), 1155–1160. https://
doi.org/10.1001/archinternmed.2010.140.

Sperlich,  M.,  Seng,  J.  S.,  Li,  Y.,  Taylor,  J.,  &  Bradbury-Jones,  C. 
(2017). Integrating trauma-informed care into Maternity Care 
Practice: Conceptual and practical issues. Journal of Midwifery 
& Women’s Health, 62(6), 661–672. https://doi.org/10.1111/
jmwh.12674.

1 3

S66

https://journals.lww.com/greenjournal/Fulltext/2021/04000/Implementation_of_a_Universal_Screening_Process.21.aspx
https://journals.lww.com/greenjournal/Fulltext/2021/04000/Implementation_of_a_Universal_Screening_Process.21.aspx
https://journals.lww.com/greenjournal/Fulltext/2021/04000/Implementation_of_a_Universal_Screening_Process.21.aspx
https://www.census.gov/quickfacts/fact/table/MT/PST045222
https://www.census.gov/quickfacts/fact/table/MT/PST045222
https://doi.org/10.1111/add.13652
https://doi.org/10.1111/add.13652
https://doi.org/10.1016/j.drugalcdep.2021.108998
https://doi.org/10.1016/j.drugalcdep.2021.108998
https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/anc-positive-pregnancy-experience/en/
https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/anc-positive-pregnancy-experience/en/
https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/anc-positive-pregnancy-experience/en/
https://doi.org/10.1016/j.ajog.2016.06.038
https://doi.org/10.1016/j.whi.2010.02.003
https://doi.org/10.1016/j.whi.2010.02.003
https://doi.org/10.1007/s11414-011-9247-x
https://doi.org/10.1007/s11414-011-9247-x
https://doi.org/10.1016/j.siny.2019.01.006
https://doi.org/10.1016/j.siny.2019.01.006
https://doi.org/10.1016/j.ynstr.2019.100172
https://www.samhsa.gov/sbirt
https://journals.lww.com/greenjournal/Fulltext/2019/06000/Pregnancy_Associated_Death_in_Utah__Contribution.9.aspx
https://journals.lww.com/greenjournal/Fulltext/2019/06000/Pregnancy_Associated_Death_in_Utah__Contribution.9.aspx
https://doi.org/10.1001/archinternmed.2010.140
https://doi.org/10.1001/archinternmed.2010.140
https://doi.org/10.1111/jmwh.12674
https://doi.org/10.1111/jmwh.12674

	Early Insights into Implementation of Universal Screening, Brief Intervention, and Referral to Treatment for Perinatal Substance Use
	Abstract
	Significance
	Objectives
	Methods
	Choosing a Validated Screening Tool
	Study Design
	Data Collection & Analysis

	Results
	Barriers
	Facilitators

	Conclusions for Practice
	References


