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ABSTRACT
	 In Canada, the context for providing brief intervention on substance use during pregnancy is shifting 
with new opportunities for enhancing discussion of alcohol and other substances, due to the introduction 
of novel nicotine delivery products (e.g., vaping), the legalization of cannabis, and the crisis in the use 
of prescription pain medication. The midwifery model of care is very well suited for open, collaborative 
conversations about substance use, as there are opportunities for ongoing and supportive relationship 
building throughout pregnancy, labour, birth, and into the postpartum period. The purpose of this paper 
is to explore the ways in which brief intervention on substance use in the perinatal period can be a key 
component of midwifery care.
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RÉSUMÉ
	 Au Canada, le contexte de la réalisation d’interventions brèves relativement à la consommation de 
substances durant la grossesse évolue : de nouvelles occasions se présentent pour améliorer la discussion 
autour de l’alcool et d’autres substances en raison de l’introduction de nouveaux produits de libération de 
nicotine (p. ex., les vapoteuses), la légalisation du cannabis et la crise de la consommation d’analgésiques 
sur ordonnance. Le modèle de soins axé sur la pratique sage-femme se prête très bien à une conversation 
franche et collaborative sur la consommation de substances, étant donné les possibilités de nouer des 
relations continues et de soutien tout au long de la grossesse, du travail et de l’accouchement ainsi que 
durant la période postpartum. L’article a pour but d’examiner les moyens par lesquels une intervention brève 
durant la période prénatale au sujet de la consommation de substances peut constituer un élément essentiel 
de soins prodigués par les sages-femmes.

MOTS-CLÉS
Consommation d’alcool, grossesse, troubles lités aux substances, femmes

Cet article a été évalué par un comité de lecture.

INTRODUCTION
	 Brief interventions are short interactions be-
tween individuals and their health care or social 
service providers, often involving personalized feed-
back on a health concern and the discussion of pos-
sible strategies for health improvement. In practice, 
interventions can be formal or informal, structured 
or unstructured, one-time events, or a series of con-
versations  over a period of time. Brief intervention 
on substance use is an effective strategy for sup-
porting the reduction of harmful and risky substance 
use.1–4 In Canada, brief alcohol intervention is one 
part of a comprehensive and integrated strategy to 
prevent fetal alcohol spectrum disorder and to help 

individuals stop or reduce the use of alcohol when 
pregnant.5 Organizations such as the World Health 
Organization, the Substance Abuse and Mental 
Health Services Administration, and the Centers for 
Disease Control and Prevention support brief alco-
hol intervention as a routine element of health care 
in all primary care settings.1–4

	 The midwifery model of care is well suited 
for open conversations about substance use, as 
there are opportunities for ongoing and supportive 
relationships initiated by midwives throughout 
pregnancy, labour, and birth, and into the postpartum 
period.6,7 Research has found that brief interventions 
performed by midwives in the primary care, hospital 
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[     ]           
care, and prenatal care settings are cost-efficient 
and effective in addressing substance use concerns.7

	 Most midwifery research on brief intervention 
during pregnancy focuses on the use of tobacco and 
alcohol. Best practice guidelines for counselling on 
smoking cessation focus on the “five A’s” (Ask, Advise, 
Assess, Assist, Arrange) or on “ABC” (Ask, offer Brief 
intervention, and refer to Cessation supports).8 Some 
studies describe additional mechanisms to support 
brief interventions through home-, telephone-, or 
computer-based formats as a way of initiating or 
continuing a dialogue with parents on tobacco use 
and exposure to second-hand smoke.9–12 Midwives 
are often encouraged to use a variety of screening 
tools (such as the T-ACE, TWEAK, and AUDIT-C ) to 
facilitate discussions with pregnant women about 
alcohol and pregnancy.7,13,14

	 In Canada, the context for providing brief 
intervention during pregnancy is shifting. New 
opportunities for enhancing the discussion of 
alcohol and other substances are emerging due to 
the introduction of novel nicotine delivery products 
(such as vaping), the legalization of cannabis, and 
the crisis in the use of prescription pain medication. 
Although the health effects of tobacco use during 
pregnancy are well established, the remaining 
ambiguity about low levels of alcohol use during 
pregnancy can create challenges for communication 
with pregnant women and their support networks. 
Research on cannabis and pregnancy is beginning to 
emerge  in response to the legalization of cannabis 
in parts of the United States and Canada, but clear 
and strong evidence  will take time to develop, given 
the many ways of using cannabis (e.g., smoking, 

inhaling, ingesting), the differences among the 
various types of cannabis (e.g., differing amounts 
of tetrahydrocannabinol  [THC] and cannabidiol 
[CBD]), and the need for long-term population-
based studies to observe possible short- and long-
term effects. Pain management and problematic 
opioid use before and during pregnancy are 
growing concerns. Thirteen percent of women  used 
prescription opioids in 2017 ,15 and hospitalization 
rates for neonatal opiate withdrawal have been 
increasing in Canada since 2013.16

	 Research has shown that health care providers 
are often reluctant to ask clients about their 
substance use, due to fears of jeopardizing their 
relationships with clients or being perceived as 
judging and shaming.17–24 And while the majority 
of clients appreciate the opportunity to discuss 
their use of alcohol and other substances and to 
learn about ways to improve their health, there are 
numerous barriers to having open discussions with 
them about substance use during pregnancy. Many 
clients give “socially acceptable” answers or deny 
substance use because they do not feel comfortable 
with their health care provider or because they are 
concerned about becoming involved with the child 
welfare or justice systems .17,25–29

	 Prenatal care providers are increasingly aware 
that substance use is often linked to issues such 
as mental wellness, gender-based violence and 
experiences of trauma, and lack of social support. As 
a result, new approaches to addressing substance 
use concerns require attention to the factors 
underlying substance use. To improve care and 
reduce stigma, health care providers are encouraged 
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to discuss these factors with all clients, not just those 
they believe are more likely to use or have problems 
with substances.30,31 The normalizing of substance 
use provides opportunities for regular and ongoing 
conversations about it. In midwifery practice, 
these conversations can include discussions 
about substance use related to reproductive and 
sexual health (including breastfeeding, fertility, and 
contraception), the use of cannabis for conditions 
such as dysmenorrhea and endometriosis, 
continued tobacco cessation and the prevention of 
relapse post partum, and the reduction of children’s 
exposure to second-hand tobacco and cannabis 
smoke.
	 This article explores the ways in which midwifery 
practice and brief interventions on substance use 
effectively come together to support people in the 
perinatal period.	

METHODS
	 The goal of the 2-year Dialogue + Action: Wom-
en and Substance Use project was improve the ca-
pacity of health care and social service providers to 
discuss the use of alcohol  and other substances 
with clients and clients’ support networks  in the 
preconception and perinatal periods. This article is 
based on findings from two components of the proj-
ect: (1) national consultations, and (2) a review of the 
literature, focusing on issues relevant to midwifery 
practice.

National Consultations
	 The National Dialogue Sessions (pan-
Canadian consultations facilitated by the Centre of 
Excellence for Women’s Health and the University 
of British Columbia Midwifery Program) were held 
in 12 provinces and territories over the autumn of 
2017 and winter of 2018 . Health care and social 
service providers from professional organizations 
of physicians, midwives, and nurses, as well as 
representatives from sexual health clinics and from 
violence prevention, pregnancy outreach, substance 
use, and Indigenous health services, were invited 
to participate in a 2-hour session on how they 
discuss the use of alcohol, cannabis, tobacco, and 
opioids with women of child-bearing years and their 
partners. The session highlighted what was known 
about existing brief intervention practices in different 

regions of Canada and across the eight areas of 
professional practice identified for the project.

Literature Review
	 A literature review was conducted to identify 
(1) existing best practices and current clinical 
guidelines, (2) information on current professional 
practices, (3) gaps and barriers to screening and 
brief intervention, and (4) recommendations and 
opportunities for midwives, physicians, sexual 
health care providers, nurses, pregnancy outreach 
providers, substance use service providers, violence 
prevention workers, and providers of health care 
services to Indigenous people . Researchers located 
academic literature from 2004 and 2017 through 
EBSCOhost Research Databases and identified grey 
literature (including unpublished reports, practice 
guidelines, etc.) through targeted web searches. 
Three additional searches were done to summarize 
evidence from academic literature on polysubstance 
brief interventions, electronic screening, and brief 
interventions.

DISCUSSION
Aligning Brief Interventions with Midwifery 
Practice
	 During the national consultations, health care 
and social service providers identified principles and 
practices that they saw as important for supporting 
individuals with substance use concerns.32 Midwives, 
in particular, indicated that woman- or person-
centred, strengths-based, harm-reducing, trauma-
informed, culturally safe, and socially determined 
health approaches  (approaches relevant to brief 
interventions) were already a part of their practice.
	 Midwives reported that substance use is 
routinely discussed with pregnant clients during 
their initial visit and that, due to longer appointment 
times and the holistic nature of midwifery practice, 
there are opportunities for lengthier interactions, 
for building trust, and for avoiding judgment when 
substance use is discussed. Midwives indicated 
that discussions  can include conversations about 
substance use and about other related issues such 
as depression and anxiety, social support, and 
experiences of violence and trauma.
	 Many care providers commented on practice 
guidelines and approaches that depended on 
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screening or “case finding.” Some midwives did not 
feel comfortable using screening tools that used 
checklists, steps or stages, and flow charts , as those 
tools did not fit their practice approach or style and 
were perceived as affecting client-provider rapport; 
others did not use such tools because they were not 
validated or appropriate for the group with which 
they worked. Other midwives found these tools 
helpful for starting conversations but did not rely on 
them as the sole way of engaging their clients. 
	 One main limitation of screening tools is their 
focus on identifying problematic substance use; they 
do not provide opportunities for discussion about the 
health effects of substance use in general. Midwives 
recognized that many people use substances in 
moderation and might be interested in learning 
about issues such as whether it is permissible to 
have a small glass of wine to celebrate an event or to 
use cannabis to treat nausea. Structured screening 
tools did not allow midwives to adapt their approach 
to discussing substance use to the concerns and 
needs of their clients.

Balancing Clinical and Client Concerns
	 Brief interventions in substance use can be 
formal or informal, structured or unstructured, a 
one-time event, or a series of conversations over 
a period of time. Asking questions about the type, 
frequency, and amount of substance use is often a 
routine part of prenatal care, especially during the 
first appointment. While some clinical guidelines 
encourage health care providers to ask questions 
about substance use at follow-up visits and on 
an ongoing basis, all health care providers should 
engage in ongoing discussions about substance 
use, as circumstances, the use of the substance, 
and trust in the provider-client relationship often 
change. Follow-up conversations with clients can be 
guided by their concerns and interests as well as by 
clinical concerns.
	 Emerging research shows that brief 
interventions can also be expanded to address 
multiple substances or multiple health outcomes.33,34 
Because polysubstance use is common, discussing 
multiple substances at the same time rather than 
addressing only one substance at a time can lead to 
interventions that are more effective and engaging. 
For example, adding a discussion about tobacco 

to conversations about alcohol and contraception 
has been shown to effectively improve outcomes 
in regard to the use of all three substances .35 A 
study of preconception counselling found that 
addressing more than one substance at a time 
was particularly effective in reducing substance-
exposed pregnancies.36 Research has shown that 
the risks for multiple health outcomes overlap, 
and a combination approach takes into account 
how substance use can be connected to other 
health issues  (e.g., sexual health) or other areas 
of people’s lives (e.g., relationships with peers and 
partners).33,37 As well, some risks, such as depression 
or experiences of violence, may act as barriers to the 
changing of substance use and require interventions 
that consider many concerns simultaneously.38

	 In addition to providing information about 
substance use, midwives can provide support that 
focuses on harm reduction and skill building and that 
draws on individual strengths and interests. Research 
has shown that many effective brief interventions 
include feedback about an individual’s substance 
use, information and advice about changing the 
client’s substance use, and assistance in developing 
strategies and setting goals for changing the client’s 
substance use. As well, flexibility in approaches can 
help tailor information to specific groups of clients 
and issues and respond to trends in substance use 
(e.g., vaping and prescription opioid misuse).

Focusing on the Quality of Conversations
	 Many midwives worry that if they ask clients about 
their substance use, especially during pregnancy, 
the clients will perceive them as judgmental and 
shaming. Research is indicating that the quality 
of conversations during brief interventions is 
important. Approaches that are nonconfrontational, 
that recognize the social pressures and constraints 
that pregnant individuals may be experiencing, and 
that offer appropriate and practical support can 
actively reduce stigma and shame.24,39,40 However, 
such approaches are not always reflected in practice. 
A UK study examining midwives’ interactions with 
pregnant women who smoke found that these 
interactions lack a dialogue  and tend to be directive 
and monotonous.41 Similarly, a study of South African 
midwives who intervene with pregnant women who 
smoke identified three styles of communication: 
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authoritarian, paternalistic, and client centred. The 
authors noted that client-centred approaches are 
preferable, are viewed more positively by women, 
and encourage the development of a trusting 
relationship that supports smoking cessation.42 
Overall, an accepting, nonjudgmental approach 
greatly contributes to how clients respond to an 
intervention and removes concerns about labels 
and stigma.9,43

	 Researchers are increasingly paying attention 
to how issues of consent and confidentiality, privacy 
and comfort during interventions, and flexibility in 
delivery, amongst other factors, can influence the 
success of brief interventions.9,18,44–46 Many brief 
interventions are based on the use of motivational 
interviewing skills; these skills can be learned and 
applied by midwives. Successful motivational-style 
interventions include the following elements:

•	 Requesting permission to discuss the topic
•	 Summarizing a client’s substance use in an 

accepting, nonjudgmental way
•	 Asking clients what they like or dislike about 

using substances
•	 Discussing clients’ life goals
•	 Discussing how clients might make changes by 

using their own style, working contexts, skills, 
and existing relationships and supports47–51

	 Motivational interviewing and other client-
centred approaches have been shown to be effective 
in reducing the harms associated with substance 
use in a range of populations, including midwifery 
clients.42,52–54

	 Recommendations for discussing research 
evidence with women, using the issue of alcohol and 
pregnancy as an example, can be found in Table 1 .

Engaging Partners and Support Networks
	 During the pan-Canadian consultations, it 
was widely noted that clients’ partners need to 
be intentionally brought into conversations about 
substance use. This aligns with current research, 
which shows that partners and social networks (e.g., 
friends, colleagues, and family) are strong influences 
on substance use during pregnancy. In studies 
of pregnant women and their male partners, the 
women report that it is more difficult to reduce or 

stop their use of alcohol and other substances when 
their partners disagree with the situation.55–61 Other 
research shows that male partners feel ignored 
during prenatal and postpartum discussions about 
substance use and are not given access to existing 
health information and resources.24,55,62–70

	 Research evidence on partner involvement in 
brief interventions is still emerging, but it is clear 
that partners can have a significant impact  and 
that many partners would like to help their pregnant 
partners change their substance use or are interested 
in making changes themselves. Education, support 
groups, or spaces for partners (male, female, and 
gender diverse) to learn more about substance use 
(for themselves or for their partners) could help build 
support, promote healthy relationships, and keep 
work in substance use and prevention from focusing 
only on women’s use.
	 In practice, strategies for involving partners in 
brief interventions and support will vary. Sometimes 
it might be best to work with partners separately, 
as they will have their own needs and concerns. 
For the most part, decisions about whether or how 
to engage partners will depend on the pregnant 
client and on whether the client feels the partner’s 
involvement to be supportive or whether the client 
prefers that the partner access services or make 
changes on their own.

CONCLUSION	
	 This article is based on the Dialogue + Action: 
Women and Substance Use project (a 2-year 
initiative that included national consultations and 
a literature review) and explores the potential of 
brief interventions in substance use in the perinatal 
period to be a key component of midwifery care. 
Brief intervention in substance use is an effective 
strategy for reducing harmful and risky substance 
use. Respectful, context-aware, and trust-
based relationships allow open and collaborative 
conversations about how substances fit into daily 
life. Due to ongoing opportunities for building 
relationships, the midwifery model of care is well 
suited for brief interventions in substance use. 
During the national consultation component of this 
project, midwives stated that many approaches 
to brief interventions (such as woman- or person-
centred , strengths-based, harm-reducing, trauma-
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Table 1:  Alcohol and Pregnancy: Discussing Research Evidence with Women

Research Evidence What to Tell Women

No Safe Time. Exposure to alcohol at any 
time in a pregnancy can affect fetal brain 
development. Even from the very start of 
pregnancy, alcohol can have serious and 
permanent consequences

There is no safe time to drink alcohol during 
pregnancy. The baby’s brain is developing 
throughout pregnancy. In fact, it is best to 
stop drinking before the pregnancy.

(If a client has questions about substance 
use prior to becoming aware of her 
pregnancy, talk to her frankly about possible 
effects as well as protective factors such as 
nutrition. Reassure her that to help her baby, 
it is never too late to reduce or stop alcohol 
or drug use.)

No Safe Kind. Any type of alcohol (beer, 
coolers, wine, or spirits) can harm the fetus. 
Some of these drinks have a higher alcohol 
content per volume than others; what matters 
is the amount and frequency of alcohol 
consumed, not the type of drink. Binge 
drinking and heavy drinking are very harmful 
to a fetus.

All types of alcohol (beer, coolers, wine, or 
spirits) can harm the baby. Binge drinking 
(more than three drinks on a single occasion) 
and heavy drinking are very harmful.

No Safe Amount. While some studies have 
shown that there is minimal risk of harm at 
lower levels of consumption (e.g., 1–2 drinks 
a week), the potential for misunderstanding 
standard drink sizes and the impossibility 
of incorporating other individual risks (e.g., 
genetics, the effects of nutrition and stress, 
and other substance use) mean that the safest 
course of action is to avoid alcohol completely. 
Animal studies have found a clear dose-
response relationship between alcohol use and 
harmful effects.

It is best not to drink any alcohol during 
pregnancy. There is no known safe level of 
alcohol use during pregnancy.

Note: Alcohol use during pregnancy remains controversial in the media, in academic discourse, and amongst 
women. Although the public is told that it is safest not to drink during pregnancy and that no amount of alcohol 
is known to be safe to drink during pregnancy, research evidence on the effects of low amounts of alcohol is 
ambiguous. Health care providers should provide a balanced response to the debate, encourage caution in the 
absence of clear evidence, and allow women to make their own decisions. “What do you already know about 
alcohol and pregnancy?” can be an excellent question for starting a discussion of this topic.
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informed, culturally safe, and social-determinants-
of health  approaches) were already part of their 
practices, which created a ready context for new 
approaches to brief interventions in substance use 
in pregnancy. Brief interventions and midwifery 
care are well paired and aligned to enable on-
going, inclusive, and respectful conversations 
about substance use, while exploring practical 
support and strategies that can reduce stigma and 
improve health and well-being.
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Resources for Practice
	
Brief Intervention on Substance Use with Girls and Women: 50 Ideas for Dialogue, Skill Building, and 
Empowerment
(Ideas for health care providers who work with girls and women in the preconception and perinatal periods)
Available from: www.bccewh.bc.ca

Which Woman Drinks Alcohol at a Risky Level?
(A two-page brochure for medical staff that provides practical motivational interviewing strategies for 
talking with women about their alcohol use)
Available from: http://skprevention.ca

Alcohol and Pregnancy
(A “Share with Women” resource from the Journal of Midwifery & Women’s Health)
Available from: https://doi.org/10.1111/jmwh.12286

Alcohol Use and Pregnancy Consensus Clinical Guidelines
(National standards of care on alcohol brief interventions and counselling for pregnant women and women 
of childbearing age)
Available from: http://sogc.org

Risks of Cannabis on Fertility, Pregnancy, Breastfeeding and Parenting
(A summary of current knowledge about the effects of cannabis on health, learning, relationships, fertility, 
pregnancy, and children)
Available from: www.beststart.org

The Right Time. The Right Reasons: Dads Talk about Reducing and Quitting Smoking
(A booklet about fathers’ experiences of reducing and quitting smoking)
Available from: http://facet.ubc.ca

Clinical Management of Opioid Use Disorder in Pregnant Women
(An overview of care principles and treatment options specifically pertaining to pregnant women)
Available from: www.perinatalservicesbc.ca

Opioids and neonatal abstinence syndrome infographics
(Infographics to promote discussion about perinatal substance use)
Available from: http://www.nationalperinatal.org/Infographics


