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When should I screen?
• Substance use screening should occur with pregnancy 

identification
• First prenatal care visit
• ED evaluations, urgent care centers, primary care settings

• Recurrent screening should occur with ongoing or new 
concerns for substance use during pregnancy



Who and how should I screen? 
• Screening versus testing

• Universal screening for substance use using validated 
tools is recommended during pregnancy by all major 
professional organizations (i.e. ACOG, SMFM, ASAM)

• Selective screening based on “risk factors” perpetuates 
discrimination and is subject to provider biases

• Universal biologic testing (i.e. UDS) is not recommended 
during pregnancy and should not be used as sole 
assessment of substance use



Limitations of biologic testing

• Short detection window
• Limitations associated with the half-life of substances and 

metabolic clearance rates
• No standardization what cutoffs should be used for assays

• Does not capture binge, intermittent or alcohol use

• False negative results - fentanyl, carfentanil, rohypnol, 
ketamine, MDMA

• False positive results – poppy seeds, pseudoephedrine 





Biologic testing
• Specific criteria for biologic testing should be established 

to avoid profiling or discrimination

• Consent is absolutely necessary to obtain
• Exceptions for obtunded or unconscious patients

• Possible criteria for biologic testing
• Limited or absent prenatal care
• Signs/symptoms of drug use (intoxication, track marks)
• Unexplained cellulitis/endocarditis
• Evaluation for patients in SUD treatment programs
• At delivery for patients with identified substance use in pregnancy
• Obstetric complications associated with substance use (abruption) 



Limitations of screening questionnaires
• Provider limitations

• Concerns that patients will be “insulted”
• Limited time to screen in a busy practice setting

• Patient limitations
• Underreporting, especially during pregnancy
• Concerns related to legal consequences and child custody issues
• Stigma or concerns about provider attitudes with disclosure

• Questionnaire limitations
• Reliability and clinical utility of most tools in pregnancy is limited
• Most women reduce substance use in pregnancy 
• Screens for actual vs past use may be more appropriate
• Gold standard screens primarily focus on alcohol vs opioid use



Screening tools in pregnancy
• 6 screening tools have been evaluated in pregnancy

• 4Ps Plus/5 Ps
• Substance Use Risk Profile – Pregnancy
• CRAFFT
• NIDA Quick Screen
• Wayne Indirect Drug Use Screener
• DAST-10



4 Ps and 5 Ps

• 4 Ps Plus: 5 questions, copyrighted and available for a fee

• 5 Ps: 5 questions available for use without a fee 

• In pregnancy, results compared to clinical interview 
among 228 pregnant women. 
• 78% had a (+) 4Ps and (+) clinical interview
• Has not been validated with biologic testing

• Sensitivity – 87%, specificity – 76%

Chasnoff IJ et al. J Perinatol 2007;27:744-8.



5 Ps Prenatal Substance Abuse Screen

Chasnoff IJ et al. J Perinatol 2007;27:744-8.



5 Ps follow-up questions

Chasnoff IJ et al. J Perinatol 2007;27:744-8.



Substance use risk profile - pregnancy
• 3 questions

• Tested in 1610 pregnant women and cross-validated in a 
separate sample of 1704 pregnant women

• Alcohol use: sensitivity – 48%, specificity – 85%

• Marijuana use: sensitivity – 68%, specificity – 86%

Yonkers et al. Obstet Gynecol 2010;116:827-33.



Substance use risk profile - pregnancy
• Have you ever smoked marijuana?

• In the month before you knew you were pregnant, how 
many beers, how much wine, or how much liquor did you 
drink?

• Have you ever believed that you needed to cut down on 
your drug (including the nonmedical use of prescription 
medications) or alcohol use?

Yonkers et al. Obstet Gynecol 2010;116:827-33.



NIDA Quick Screen
• 4 questions that ask directly about the frequency of 

substance use

• Individual questions have been validated separately in 
primary care settings

• Sensitivity – 79.7%, specificity – 82.8%



NIDA-Modified ASSIST



CRAFFT
• 6 question screening tool for adolescent substance use



Wayne Indirect Drug Use Screener
• 7 question screener developed specifically for use in 

perinatal populations

Ondersma SJ et al. Addiction 2012;107:2099-106.



Sensitivity Specificity PPV NPV
5 Ps 0.80 0.37 0.20 0.90

SURP-P 0.49 0.66 0.22 0.87

NIDA Quick Screen 0.27 0.99 0.84 0.88

CRAFFT 0.34 0.77 0.22 0.86

Wayne IDUS 0.63 0.78 0.36 0.91

Ondersma SJ et al. Addiction 2019.

• 1,220 racially, ethnically and socioeconomically diverse pregnant 
women completed 5 screening instruments

• Screen results were compared to a reference standard of 30-day 
calendar recall or UDS

• 26.3% of pregnant women had a positive UDS/recall (1.2% opioids)



Conclusions
• Differences in accuracy varied between screeners 

according to race/ethnicity, study site and insurance

• None of the tested measures exceeded an AUC=0.70 
• Often interpreted as the cut-off between ‘poor’ and ‘fair’ accuracy

• Lack of an data regarding how to incorporate an effective 
screening tool into clinical workflows

• “Until screeners are identified that can improve on direct, 
face-valid questions, the NIDA Quick Screen which briefly 
askes about self-reported use – appears to be the best 
approach to take.”

Ondersma SJ et al. Addiction 2019.



• 500 racially, ethnically and socioeconomically diverse pregnant 
women completed 3 screening instrument

• Screen results were compared to urine and hair (90-d) samples
• 38.4% of pregnant women had a positive urine/hair (5% opioids)



Comparing screening tools in pregnancy

Coleman-Cowger et al.
Sensitivity Specificity PPV NPV

4 Ps Plus 0.90 0.30 0.44 0.83

NIDA Quick Screen 0.80 0.83 0.74 0.87
SURP-P 0.92 0.22 0.42 0.83

Ondersma et al.
Sensitivity Specificity PPV NPV

5 Ps 0.80 0.37 0.20 0.90
NIDA Quick Screen 0.27 0.99 0.84 0.88

SURP-P 0.49 0.66 0.22 0.87

Ondersma SJ et al. Addiction 2019; Coleman-Cowger et al. Obstet Gynecol 2019.



Conclusions
• Differences in sensitivity were also seen by race.

• Neither biologic test measured alcohol use.

• “SURP-P and 4Ps Plus performed similarly (high 
sensitivity and negative predictive values) making them 
the more ideal screening test.”

Coleman-Cowger et al. Obstet Gynecol 2019.



How do we incorporate screening into 
clinical practice?



SBIRT
• Screening, Brief Intervention and Referral to Treatment 

• Screening – assess the patient for risky substance use 
behaviors using a standardized screening tools.

• Brief intervention – following a positive screen, providers 
engage patients in a short conversation, providing 
feedback and advice.

• Referral to Treatment – a provider refers the patient to 
therapy or additional treatment whose screening indicates 
a need for additional services. 





SBIRT clinical example
• https://youtu.be/KlaCo3zw1PM

https://youtu.be/KlaCo3zw1PM


SBIRT reimbursement
Reimbursement for screening and brief intervention is 
available through commercial insurance CPT codes, 
Medicare G codes and Medicaid HCPCS codes. 



Substance use vs substance use disorder



Screening for risk beyond substance use
• Substance use

• Psychiatric disorders (anxiety/depression/PTSD)

• Intimate partner violence

• Resource availability/social support





Conclusions
• We have a responsibility to screen all pregnant women for 

substance use during pregnancy

• Selection of a screening tool is only the beginning of a 
larger clinical process which involves
• The development of clinical pathways to ensure consistently in 

screening (EMR, staff vs physician administration)
• A patient-provider discussion regarding screening results
• Establishing trust and a therapeutic relationship
• Follow-up with the patient to reassess ongoing or recurrent use
• Developing referral mechanisms to link patients to treatment in a 

timely fashion



Questions?
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