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lcohol, tobacco, and illicit drug use
are among the leading causes of mor-

idity and mortality in the United States.1,2

hese exposures are modifiable by public
ealth interventions3 with tobacco use and
ubstance abuse (alcohol and/or illicit
rugs) being listed among the 10 leading
ealth indicators for the US population in
ealthy People 2010.4 A substantial pro-
ortion of childbearing-aged women con-
ume 1 or more of these substances,
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hereby increasing their risks for adverse
ealth outcomes, and if pregnant, adverse
regnancy outcomes. Prenatal alcohol use

s a leading preventable cause of birth de-
ects and developmental disabilities.
moking during pregnancy causes pla-
enta previa, abruption, premature rup-
ure of membranes, preterm delivery, fetal
rowth restriction, and low birthweight.5,6

renatal smoking can also cause sudden
nfant death syndrome (SIDS),5,7 and in-
ants born to mothers who smoke are

ore likely to have orofacial clefts.8 Illicit
ubstance abuse increases risk for stillbirth,
rematurity, low birth weight, and intra-
terine growth retardation.9 This report is
ne in a series of articles on preconception
are and describes the prevalence of use of
he above substances in childbearing-aged
omen along with current evidence and

ecommendations for best practices in de-
ection and intervention in clinical practice
ettings serving women in the preconcep-
ion period. Members of the Clinical

orking Group of the Select Panel on Pre-
onception Care, Centers for Disease Con-
rol and Prevention (CDC), developed the
ecommendations presented herein after
heir review of relevant literature, includ-
ng previously published evidence-based
ecommendations. The methods used to

Substance abuse poses significant health ri
States and, for those who become pregn
prevalent substance consumed by childbea
a variety of illicit drugs. Substance use in
use during the prenatal period. Evidence-ba
harmful consumption patterns of these su
ommended for use in primary care setting
pregnancy, or at risk for becoming pregnant
abuse in the target population and provides
Group of the Select Panel on Preconcep
Prevention, for addressing alcohol, tobacco
women.

Key words: alcohol, preconception, substa
udge the strength of the evidence for the t
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ecommendations were adapted from
hose used in the US Preventive Services
ask Force (USPSTF) Guide to Clinical
reventive Services and are described in an
arlier article by Jack et al.10

lcohol–Burden of Risk
nd Disease
he 2006 National Survey on Drug Use
nd Health (NSDUH)11 found that
1.8% of pregnant women reported cur-
ent alcohol use and 2.9% reported binge
rinking (� 5 drinks on the same occa-
ion). Alcohol use rates for nonpregnant
hildbearing-aged women (15-44 years)
n the survey were 53% for current use
nd 23.6% for binge drinking. National
stimates using the 2002 Behavioral Risk
actor Surveillance System found that
mong the 7.6% of childbearing-aged
omen (18-44 years) who were sexually

ctive and not using birth control, more
han half reported alcohol use, and ap-
roximately 1 in 8 reported binge drink-

ng.12 Many of these women will become
regnant without realizing it and con-
inue alcohol use during the early first
rimester when fetal organ systems are
eing formed. Alcohol is a known terat-
gen that poses serious risk to the devel-
pment of the central nervous system

to childbearing-aged women in the United
, to their children. Alcohol is the most
g-aged women, followed by tobacco, and
preconception period predicts substance
methods for screening and intervening on

ances have been developed and are rec-
for women who are pregnant, planning a
is report describes the scope of substance

commendations from the Clinical Working
Care, Centers for Disease Control and

d illicit drug use among childbearing-aged

abuse, women
sks
ant
rin
the
sed
bst
s

. Th
re

tion
, an

nce
hroughout gestation.13 Prenatal alcohol
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xposure is associated with significant
aternal and fetal health risks including

pontaneous abortion,14,15 prenatal and
ostnatal growth restriction birth de-

ects, and neurodevelopmental deficits
ncluding mental retardation,16-19 with
etal alcohol syndrome being the most
ommonly known condition along a
pectrum of effects known as fetal alco-
ol spectrum disorders (FASD). Prena-
al alcohol use is considered a leading
reventable cause of birth defects and
evelopmental disabilities in the United
tates20 and there is no established safe
evel of alcohol consumption during
regnancy.21,22 Using abstraction of ex-

sting records as a means of identifying
ases of FASD (growth retardation,
hysical anomalies, and neurodevelop-
ental abnormalities including mental

etardation) in Alaska, Arizona, Colo-
ado, and New York, the CDC reported
hat prevalence rates among those states
anged from 0.3 to 1.5 cases per 1000
ive-born infants.23 Another study eval-
ated a variety of FASD estimates drawn

rom studies using a variety of method-
logies and concluded that the preva-

ence of FASD in the United States is
ikely to be between 0.5 to 2 cases per
000 live births.24 The lifetime cost bur-
en for FASD is estimated to be $2 mil-

ion per case.25 Alcohol use levels prior to
regnancy are the strongest predictor of
lcohol use during pregnancy.

etection and Intervention
vidence-based guidelines have been de-
eloped for identifying and intervening
ith childbearing-aged women who are

ngaging in excessive drinking (ie, � 7
rinks/week or � 3 drinks on 1 occa-
ion). A number of validated screening
nstruments are available for use in preg-
ant and nonpregnant, preconception
hildbearing-aged women including the
WEAK (Tolerance or number of drinks
eeded to feel high; Worry or concerns
y family or friends about drinking be-
avior; Eye-opener in the morning;
lackouts or Amnesia while drinking;
elf-perception of the need to [K] cut-
own on alcohol use), T-ACE (Toler-
nce [how many drinks does it take to
ake you feel high?]; Annoyed [have
eople annoyed you by criticizing your w

334 American Journal of Obstetrics & Gynecology
rinking?]; Cut down [have you ever felt
ou ought to cut down on your drink-
ng?]; Eye-opener [have you ever had a
rink first thing in the morning to steady
our nerves or get rid of a hangover?]),
UDIT (Alcohol Use Disorders Identifi-
ation Test; a 10-item screening tool
or identifying risky drinkers), and
UDIT-C (3-item version of the Alcohol
se Disorders Identification Test).26-28

recent systematic review of the evi-
ence on the effectiveness of behavioral

nterventions in reducing risky/harmful
lcohol use1 in adults was conducted by
he USPSTF. Twelve clinical trials of
dults, most of which included child-
earing-aged, nonpregnant women, were
eviewed. The clinical outcomes of inter-
st were drinks per day, drinks per week,
nd not binge drinking. The systematic
eview found good evidence overall for
he effectiveness of screening and behav-
oral interventions in reducing these out-
omes among adults in primary care set-
ings at 6 and 12 months, but found
imited evidence for their effectiveness in
educing alcohol-related morbidi-
ies.29,30 A second systematic review and

eta-analysis based on 8 trials focused
n patients in primary care also con-
luded that brief alcohol interventions
re effective in reducing alcohol con-
umption at 6 and 12 months.31 Cur-
ently, the USPSTF recommends screen-
ng and brief counseling interventions
or adults with alcohol use problems in
rimary care settings including non-
regnant and pregnant childbearing-
ged women, concluding that the benefits
f behavioral counseling interventions in
educing risky drinking outweighs any po-
ential harm.

Two additional alcohol studies have
ppeared that target nonpregnant, child-
earing-aged women in specific with
ounseling interventions aimed at re-
ucing risky drinking. One study, ap-
earing after the USPSTF report, con-
rms the efficacy of a brief motivational

ntervention in combination with effec-
ive contraception use in reducing risk
or alcohol-exposed pregnancies (AEP)
n women at high risk in the preconcep-
ion period.32 The study provided
omen at high risk in diverse settings

ith a 4-session counseling intervention t

Supplement to DECEMBER 2008
nd a contraception counseling and ser-
ices visit during a 14-week window of
ime. Outcome measures were assessed
t 3, 6, and 9 months postintervention.

omen could reduce their risk for an
EP by reducing risky drinking, initiat-

ng effective contraception use, or both.
he study found that the odds of reduc-

ng risk for an AEP were 2-fold higher for
omen in the intervention group as

ompared with women in the control
roup at all 3 follow-up visits, and that
ignificantly more women in the inter-
ention group changed both risk behav-
ors as compared with the control group.
nother study targeting childbearing-
ged women attending physicians’ of-
ces in community health practice set-

ings found that alcohol use screening
nd brief advice from a physician signif-
cantly decreased alcohol use among
omen who received the intervention

ompared with those who did not re-
eive the intervention.33

The National Institute on Alcohol
buse and Alcoholism produced a guid-
nce document for clinicians (Helping
atients Who Drink Too Much: A Clini-
ian’s Guide)34 that uses quantity, fre-
uency, and maximum amounts of alco-
ol consumed as a guide for advising and
reating individuals who exceed recom-

ended alcohol consumption limits
www.niaaa.nih.gov). In 2005, in collab-
ration with the CDC, the American
ollege of Obstetricians and Gynecolo-
ists (ACOG) produced and distributed

tool kit (Drinking and Reproductive
ealth: A Fetal Alcohol Spectrum Disor-

ers Prevention Tool Kit) that is available
ree at www.acog.org and describes tech-
iques for screening and counseling pre-
atal and preconception women who
onsume alcohol. In addition to the rec-
mmendation of the USPSTF to screen
nd intervene with adults with alcohol
se disorders in primary care settings,

he American Academy of Pediatrics and
COG have identified alcohol, tobacco,
nd illicit drug use as areas that should be
ssessed at all health encounters during a
oman’s reproductive years and partic-
larly visits that are part of preconcep-

ion care.35 They further recommend
hat patients should be counseled about

he benefits of abstaining from alcohol,

http://www.niaaa.nih.gov
http://www.acog.org
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obacco, and illicit drug use before and
uring pregnancy. The Department of
ealth and Human Services, Office of

he Surgeon General, released an up-
ated Advisory on Drinking and Preg-
ancy in 2005 advising women who are
regnant, planning to become pregnant,
r at risk of becoming pregnant to ab-
tain from alcohol use.

Recommendation. All childbearing-
ged women should be screened for al-
ohol use and brief interventions should
e provided in primary care settings in-
luding advice regarding the potential
or adverse health outcomes. Brief inter-
entions should include accurate infor-
ation about the consequences of alco-

ol consumption including the effects of
rinking during pregnancy, that effects
egin early during the first trimester, and
hat no safe level of consumption has
een established. Those women who
how signs of alcohol dependence
hould be educated as to the risks of al-
ohol consumption, and for women in-
erested in modifying their alcohol use
atterns, efforts should be made to iden-
ify programs that would assist them to
chieve cessation and long-term absti-
ence. Contraception consultation and
ervices should be offered and pregnancy
elayed until it can be an alcohol-free
regnancy. Strength of recommendation:
; quality of evidence: I-a.

obacco–Burden of Risk
nd Disease
moking during pregnancy can be
armful to the mother and the fetus. Na-
ional data drawn from birth certificates
led from 1990-2002 documented a de-
line in smoking during pregnancy with
8.4% reporting prenatal smoking in
990 as compared with 11.4% in 2002.36

population-based study in 10 states
hat looked at quit rates during preg-
ancy found that between 1993 and
999, rates of smoking cessation in preg-
ancy increased from 37-46%.37 The
006 NSDUH found tobacco use was re-
orted by 16.5% of pregnant women and
9.5% of nonpregnant childbearing-
ged women.11 Regardless of pregnancy
tatus, women who smoke are at in-
reased risk for a wide range of cancers

ie, lung, cervical, pancreatic, bladder, r
nd kidney), cardiovascular disease, and
ulmonary disease.38

Fetal effects of exposure to maternal
moking include intrauterine growth re-
ardation, prematurity, low birthweight,
nd sudden infant death syndrome
SIDS). Maternal complications include
remature rupture of membranes, pla-
enta previa, and placental abruption
ith suggestive evidence for an associa-

ion between smoking and ectopic preg-
ancy and spontaneous abortion.5 Esti-
ates indicate that eliminating smoking

uring pregnancy would reduce infant
eaths by 5% and reduce the proportion
f low birthweight singleton births by
0%.39,40 Secondhand smoke exposure
f an infant causes respiratory illnesses
uch as asthma and bronchitis, ear infec-
ions, and SIDS.41,42

etection and Intervention
creening for tobacco use in clinical set-
ings usually consists of the patient’s self-
eport of smoking when queried by the
ealth provider. Nondisclosure of smok-

ng does not appear to be a significant
roblem among nonpregnant women of
hildbearing age (nondisclosure rate
bout 1.2%),43 but it may be a problem
or pregnant women. One randomized
ontrolled study used cotinine-verified
uit rates to test the efficacy of an inter-
ention to reduce smoking during preg-
ancy.44 The study found a 35% nondis-
losure rate for smoking at the endpoint
easure of the study (eighth month)

hrough comparison of self-reported
moking and urinary cotinine levels that
ere indicative of smoking. Another

tudy on smoking during pregnancy
ound 73% of self-reported nonsmokers
ad elevated cotinine levels.45 Research-
rs have found that the use of a multiple-
hoice format question when assessing
moking status that consists of asking the
atient to describe her smoking using 1
f 3 options (I smoke regularly now,
bout the same as before finding out I
as pregnant; I smoke regularly now,
ut I’ve cut down since I found out I was
regnant; or I smoke every once in a
hile) can improve disclosure. In a ran-
omized controlled study this approach

esulted in a 40% increase in disclosure o

Supplement to DECEMBER 2008 Amer
ver the standard question “do you
moke?”46

Although substantial research litera-
ure exists for interventions to increase
moking cessation among adults,
omen in general, and pregnant women,

linical studies focusing specifically on
onpregnant women of childbearing age
re not available. Because the efficacy of
essation interventions are robust across
opulation groups, the recommenda-
ions for women in the preconception
eriod are the same as those for adults
verall. Studies find that spontaneous
moking cessation rates among women
ho become pregnant range from
1-28% among publicly funded preg-
ant smokers and from 40-65% among
rivately insured pregnant smokers.47

uch results have led some to suggest
hat even higher cessation rates could oc-
ur among women in the preconception
eriod if evidence-based tobacco-de-
endence treatments were provided uni-

ormly to this group.48 Clinical trials
emonstrating that preconception smok-

ng cessation improves pregnancy out-
omes have not been a research focus.
owever, if a woman achieves smoking

essation in the preconception period
nd maintains it throughout the prenatal
eriod, pregnancy outcomes should be
omparable with, if not better than,
hose reported in prenatal smoking ces-
ation programs.

An authoritative clinical practice
uideline for clinicians in identifying
nd treating childbearing-aged women
ho use tobacco products is Treating To-
acco Use and Dependence,49 which con-
ains comprehensive, evidence-based
uidelines that have been developed for
he treatment of tobacco dependence
nd have been shown to be safe and ef-
ective. A total of 6000 articles were re-
iewed for the guideline and 180 ran-
omized controlled studies were

dentified for potential inclusion in the
ystematic review. Evidenced-based rec-
mmendations resulting from the sum-
aries of the reviews and meta-analyses

ddressed screening and intervention.
he guideline concluded that screening

or tobacco use significantly increases
ates of physician intervention (strength

f evidence � A). Further, the findings

ican Journal of Obstetrics & Gynecology S335
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upport the conclusion that tobacco de-
endence treatment is effective (strength
f evidence � A). This dependence treat-
ent includes brief advice and interven-

ion using the 5 A’s (ask, advise, assess,
ssist, arrange) and pharmacotherapies.
ood and Drug Administration-ap-
roved medications for nonpregnant
omen include bupropion, nicotine re-
lacement therapy (gum, inhaler, loz-
nge, nasal spray, and patch), and ver-
nacline. Face-to-face individual and
roup counseling as well as telephone
ounseling have also been shown to be
ffective treatments.48 For women who
o not wish to attempt tobacco cessa-
ion, use of effective motivational en-
ancement strategies can increase future
uit attempts. A concise summary of
he guideline recommendations can be
ound online at http://jama.ama-assn.
rg/cgi/content/abstract/283/24/3244.
In May 2008, a new updated version of

he guideline was released that further
onfirms the efficacy of smoking cessa-
ion interventions. It finds that although
oth psychosocial and medication inter-
entions are efficacious, a combination
f the 2 can bring about even higher rates
f smoking cessation. The guideline rec-
mmends psychosocial interventions for
regnant women, but notes that the
afety and efficacy of medications has
ot been established for this popula-

ion.50 The new report can be accessed
t www.surgeongeneral.gov/tobacco/. A
seful guide for clinicians (Helping
mokers Quit: A Guide for Clinicians) is
vailable at www.ahrq.gov/clinic/tobacco/
linhlpsmksqt.htm.

Currently, there are tobacco preven-
ion and control programs in all states
nd the District of Columbia, funded
rom various sources (eg, tobacco taxes,

aster settlement agreements, general
tate budget, and CDC). All states pro-
ide free telephone cessation counseling
ccessible through a single portal num-
er (1-800 QUIT NOW), although the

evel of support available (number of
ounseling calls, availability of free med-
cation) varies between states. These pro-
rams can be of much assistance to clini-
ians in referring women for more

ntensive counseling services. t

336 American Journal of Obstetrics & Gynecology
Recommendation. All childbearing-
ged women should be screened for to-
acco use. A brief intervention should be
rovided to all tobacco users that in-
ludes: counseling describing the bene-
ts of not smoking before, during, and
fter pregnancy; a discussion of medica-
ions; and referral to more intensive ser-
ices (individual, group, or telephone
ounseling) if the woman is willing to use
hese services. Strength of recommenda-
ion: A; quality of evidence: I-a.

llicit Substances–Burden
f Risk and Disease
he 2006 NSDUH reported that 8.3% of

espondents 12 years and older stated
hey had used illicit drugs during the past

onth. Commonly used illicit drugs
sed included marijuana (6%), cocaine
1%), inhalants (1.3%), hallucinogens
0.7%), and heroin (0.14%). Among
onpregnant women aged 15-44 years,
0% reported illicit drug use during the
ast month and 4% of pregnant women
eported using illicit drugs during this
ame time period. These rates are similar
o a report in 2001 that found the pro-
ortion of nonpregnant and pregnant
omen who reported using illicit drugs

o be 8.3% and 3.7%, respectively.51

omen who use illicit drugs often expe-
ience higher rates of sexually transmit-
ed diseases, human immunodeficiency
irus, hepatitis, domestic violence, and
epression as compared with women
ho do not use illicit drugs.52 Use of il-

icit drugs during pregnancy is associated
ith an increased risk of maternal com-
lications and adverse outcomes for in-

ants and children. The effects of cocaine
nd marijuana have been the focus of a
umber of studies but difficulties arise in
orting out the independent effects of
hese and other drugs given the high
revalence of polydrug use (including al-
ohol and tobacco). Cocaine use has
een linked to increased risks for low
irth weight, prematurity, perinatal
eath, abruptio placenta, and small for
estational age births.53,54 A meta-analy-
is found increased risk for these out-
omes in children exposed to cocaine vs
hose not exposed, but among those only
xposed to cocaine, significant associa-

ions were found only for placental ab- t

Supplement to DECEMBER 2008
uption and premature rupture of mem-
ranes.55 Evidence of increased risk for
aternal and postneonatal mortality as-

ociated with perinatal cocaine use has
lso been reported for substance abuse
isorders in general use.56,57 Marijuana
se has been less implicated in adverse
regnancy outcomes,58 but effects on in-
ellectual development have been re-
orted in young children tested using the
tanford-Binet Intelligence Scale.59,60

Effects of prenatal cocaine exposure
n development and behavior in the
hildren have been extensively studied. A
ystematic review reported in 2001 con-
luded there was no convincing evidence
f cocaine-specific effects on develop-
ent in that the effects observed could

e the sequelae of multiple other risk fac-
ors including tobacco, marijuana, alco-
ol, and environment.61

etection and Intervention
lthough a number of well-validated,
rief instruments are available for use in
rimary care setting for screening child-
earing-aged women for alcohol abuse,
ewer such instruments are available for
se in screening women for illicit drug
se. A recent systematic review of screen-

ng instruments for illicit drug use found
air evidence for the use of the CRAFFT2

C, have you ever ridden in a Car driven
y someone [including yourself] who
as high or had been using alcohol or
rugs?; R, have you ever used alcohol or
rugs to Relax, feel better about yourself,
r fit in?; A, have you ever used alcohol or
rugs while you are by yourself, Alone?;
, do you ever Forget things you did
hile using alcohol or drugs?; F, does

our Family or do your Friends ever tell
ou that you should cut down on your
rinking or drug use?; T, have you ever
otten in Trouble while you were using
lcohol or drugs?) in adolescents. For
dult populations, the Alcohol Sub-
tance Involvement Screening Test and
rug Abuse Screening Test have accept-

ble accuracy and reliability for use in
ractice settings.62 However, the USP-
TF stopped short of endorsing routine
se of these screening tools in primary
are settings because of the unavailability
f evidence sufficient to weigh the poten-

ial benefits and potential harm associ-

http://jama.ama-assn.org/cgi/content/abstract/283/24/3244
http://jama.ama-assn.org/cgi/content/abstract/283/24/3244
http://www.surgeongeneral.gov/tobacco/
http://www.ahrq.gov/clinic/tobacco/clinhlpsmksqt.htm
http://www.ahrq.gov/clinic/tobacco/clinhlpsmksqt.htm
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ted with their use. Nevertheless, in a
ommittee Opinion in 2004 addressing
t-risk drinking and illicit drug use, the
ommittee on Ethics of the ACOG en-
orsed the use of universal screening
uestions, brief intervention, and refer-
al to treatment for both obstetric and
ynecologic patients.48 The Substance
buse Mental Health Services Adminis-

ration, Center for Substance Abuse
reatment has produced 3 best practices
uidelines addressing treatment of sub-
tance abuse, all of which recommend
creening by either clinician questioning
r use of a validated screening tool with
ollow-up assessment of those screening
ositive; brief interventions for mild to
oderate substance-related problems;

nd referral to specialized treatment for
ependence disorders.63-65 Toxicologic
rug testing is available from a number
f commercial laboratories but is gener-
lly not recommended for use in univer-
al screening in primary care settings.

Effective interventions for treating il-
icit drug abuse and dependence are both
ehavioral and pharmacologic. There is
ubstantial literature around effective
reatments for illicit drug abuse. One re-
ent metaanalysis assessed the efficacy of
sychosocial treatments for cannabis,
ocaine, opiate, and polysubstance abuse
n 34 controlled trials.66 Types of psy-
hosocial treatments included contin-
ency management, relapse prevention,
eneral cognitive behavior, and cogni-
ive behavior therapy and contingency

anagement combined. The researchers
ound a moderate effect size across all
onditions and all substances (d � 0.45;
onfidence interval: 0.27-0.63), which
hey noted was comparable with other
ffective treatments in psychiatry. Psy-
hosocial therapies worked best for can-
abis abuse and least well for polysub-
tance abuse. Medications were also used
n 16 of the studies. Medications used in
he polysubstance use studies included

ethadone and buprenorphine; metha-
one in the opiate studies; and naltrex-
ne, buprenorphine, and methadone in
he cocaine studies. Antidepressants are
lso used in treating cocaine abuse.67 Re-
earch continues in evaluating pharma-
otherapeutics for substance abuse with

ne recent study finding both metha- n
one maintenance therapy and bu-
renorphine maintenance therapy more
ffective and more cost-effective than no
rug therapy, but also tempered these
ndings with a word of caution about
onitoring patients for safety concerns

reviously identified in the use of these
edications.68

Manualized guides for behavioral
reatment of substance abuse have also
een investigated. One multisite study

ooked at 4 psychosocial treatments for
ocaine-dependent patients and found
hat a manual-guided treatment consist-
ng of intensive drug counseling and
roup drug counseling produced better
utcomes on the Addiction Severity In-
ex-Drug Use Composite score than
ognitive therapy or supportive-expres-
ive therapy and group drug counseling
r group counseling alone.69 Another
-session efficacious intervention for
reating marijuana dependence that
ombined motivational enhancement
herapy and cognitive behavioral ther-
py was recently adapted into a manual-
zed version for clinicians.70

Some evidence exists for reducing
rug-exposed pregnancies by improving
ontraception use among women who
re sexually active and engaging in alco-
ol and illicit drug abuse. In one inter-
ention study using an advocacy model,
articipants increased participation in
lcohol and drug treatment programs
nd increased contraception use from
% prior to enrollment to 61% at 12
onths, thereby effectively reducing

heir risk for a drug-exposed preg-
ancy.71 A clinical trial that focused on
educing risks for an AEP among poly-
ubstance users also found success in re-
ucing risk for an AEP by providing a
otivational intervention in conjunc-

ion with contraceptive consultation and
ervices. At the 9-month follow-up, sig-
ificantly more women in the treatment
roup had reduced risky drinking and
nstituted effective contraception use.32

Recommendation. A careful history
hould be obtained to identify use of il-
egal substances as part of the preconcep-
ion risk assessment. Childbearing-aged
omen should be counseled on the risks
f illicit drug use before and during preg-

ancy and offered information on coun- E
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eling and treatment programs that sup-
ort abstinence and rehabilitation.
ontraception services should be offered
nd pregnancy should be delayed until
ndividuals are drug free. Strength of rec-
mmendation: C; quality of evidence: III.

onclusions
lcohol, tobacco, and illicit drug use
ose significant health risks to the health
f childbearing-aged women and their
hildren. Early identification of patterns
f use of these substances in the precon-
eption period provides the opportunity
o assist women in reducing major health
isks. Studies have shown the feasibility
nd efficacy of interventions designed to
educe substance use in childbearing-
ged women. Implementation of these
ecommendations in clinical practice
ettings can play an important role in im-
roving the health of women and their

amilies. f
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