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SUCCESS STORY OVERVIEW

The number of opioid overdose deaths in Massachusetts has increased five-fold in the last 20 years.
The Maternal Mortality and Morbidity Review Committee (MMMRC) prioritized review of deaths
that were associated with substance use to better understand the factors that contribute to these
deaths. In 2021, a qualitative analysis was completed to determine the characteristics of women who
experienced pregnancy-associated deaths due to opioid use disorder (OUD).

During 2015-2017, there were 18 pregnancy-associated deaths due to opioid overdose in MA. Each
maternal overdose death represents opportunities to provide substance use and mental health support
and care.
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THE CHALLENGE

Like many other states, Massachusetts has experienced an increase in opioid use. From 2005-2014,
approximately one in five pregnancy-associated deaths was related to substance use, and the
proportion of pregnancy-associated deaths that were substance use-related increased from five-fold.
This trend was consistent with the increase in opioid overdose deaths in Massachusetts overall during
the same time period. A majority of the substance use-related deaths occurred in the postpartum
period, between 42-<365 days after delivery. Concerned by the increase in reviewed deaths that were
directly or indirectly associated with substance use, the MMMRC recommended an intensive,
qualitative analysis of substance use related maternal deaths.
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THE SOLUTION

Among the 18 pregnant and postpartum people who died from opioid use in Massachusetts during
2015-2017:

* 94% had a known history of using drugs, yet few received any screening or sustained treatment for
drug use during pregnancy (47%), at delivery (23%), or postpartum (35%).

» Most were white, single and less than 30 years old, with at least two young children (80%).

* 72% had documented mental health conditions, yet barely half received any mental health
treatment.

» Some (33%) interacted with law enforcement, but most had not been referred to mental health or
substance use treatment during these encounters, representing multiple missed opportunities.

» Many (44%) suffered homelessness or unstable housing, including living in cars, with family
members, in shelters, or with friends.

* Patients who had received treatment for OUD during pregnancy (44%) often did not have
documented treatment continuity during postpartum (63%)
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THE RESULTS

Based on this qualitative analysis of substance use related maternal deaths, the MMMRC made the
following recommendations:

* Every health care and social service encounter, including ER visits, police involvement, and
housing support, is an opportunity for OUD and mental health screening, and referrals to treatment
* Providers should screen and refer all pregnant and postpartum people for OUD and mental health
conditions using a validated screening tool at every encounter, and follow-up to ensure that patients
receive OUD and mental health treatment

* Providers should offer and discuss the benefit of contraception at the time of discharge from birth
hospital, including long-acting reversible contraception.

* Providers should refer people who are enrolled in Medicaid ACO plans to receive appropriate care
coordination services that will connect them to mental health care, addiction treatment, long-term
services, and contraception.

* Prenatal care practices and affiliated birth hospitals should be informed of their patients’
OUD-related deaths.
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METHODS OF SUSTAINABILITY

Key elements of the sustainability plan included dissemination of the qualitative analysis and insights
to a range of target audiences, including the Massachusetts Perinatal & Neonatal Quality
Improvement Network to ensure that there is broader stakeholder involvement and understanding of
issues and potential solutions related to substance use related maternal deaths. In addition, training of
organizations that engage at-risk pregnant and parenting people was prioritized to improve the
community capacity to screen, assess, and support at risk pregnant and parenting people and thereby
reduce the risk of premature death through substance use and misuse.
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