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Case Report

Addiction in the family
Two Indigenous families overcoming barriers to opioid agonist therapy

Karen Lawford MA PhD RM AM Adam Newman MD CCFP(AM) FCFP

Every day, Indigenous people in Canada leave their communities to access health care services1—the norm for all 
people living outside of large urban centres, owing to hospital closures and a centralizing of services all across 
Canada. For Indigenous peoples—especially those who live on reserves—the Government of Canada purposefully 

shifted health care services outside of their communities as a means of advancing a colonial assimilatory project.2-5 Today, 
Health Canada’s evacuation policy continues to be applied to all pregnant people who live on reserves and it requires that 
they be medically evacuated to urban centres between 36 and 38 weeks’ gestation to await labour and delivery. 

The following is an account of 2 families from different northern reserve communities who were flown to Kingston 
Health Sciences Centre (KHSC) in Ontario because of pregnancy complications. The rooming-in program for infants 
born to opioid-dependent mothers at KHSC has been described elsewhere, and rooming-in and skin-to-skin contact 
between baby and parent is supported as a standard of care for opioid-dependent babies.6-8 The cases presented here 
demonstrate the use of buprenorphine opioid agonist therapy (OAT) for pregnant women with opioid use disorder 
(OUD), which is now recognized as a safe and effective first-line treatment.9 The practical benefits of buprenorphine OAT 
specifically for pregnant Indigenous women who live in remote areas have been described extensively elsewhere.10-13

Editor’s key points
} Indigenous women often have to leave their remote communities to give birth. In the 2 cases reported, pregnant First Nations 
women with opioid use disorder presented to a southern tertiary care centre for obstetric care. Opioid agonist therapy (OAT) was 
initiated, and both patients indicated that their partners also wanted to receive OAT. 

} When the partners presented for OAT initiation, results of urine drug testing were positive for buprenorphine. When questioned, 
both men admitted that a dose of OAT had been diverted by their pregnant partners. 

} People from First Nations communities transported to urban centres for obstetric care may be vulnerable to multiple stressors. 
When experiencing a stigmatized disease such as addiction, these stressors are likely to be magnified. In such circumstances 
patients may divert their OAT medications to help a partner who is also experiencing opioid use disorder.

} Health care providers must consider the broader context and the family unit when providing health care services. When caring 
for Indigenous patients, non-Indigenous practitioners must consider all the barriers to safe, respectful, anti-oppressive care.

Points de repère du rédacteur
} Les femmes autochtones doivent souvent quitter leur collectivité éloignée pour donner naissance. Dans les 2 cas du présent 
rapport, les femmes des Premières Nations enceintes qui avaient un trouble de consommation d’opioïdes se sont rendues dans 
un centre de soins tertiaires du Sud pour y recevoir des soins en obstétrique. Un traitement par agonistes opioïdes (TAO) a été 
amorcé, et les 2 patientes ont indiqué que leurs partenaires souhaitaient aussi recevoir un TAO. 

} Lorsque les partenaires se sont présentés pour commencer leur TAO, les résultats du dépistage de drogues dans l’urine se 
sont révélés positifs quant à la présence de buprénorphine. Lorsqu’ils ont été questionnés, les 2 hommes ont admis que leurs 
partenaires enceintes avaient partagé avec eux une dose du TAO.  

} Les membres des collectivités des Premières Nations déplacés vers des centres urbains pour des soins en obstétrique peuvent 
être vulnérables à de multiples facteurs de stress. Lorsqu’ils souffrent d’une maladie stigmatisée comme la dépendance, ces 
facteurs de stress seront probablement amplifiés. Dans de telles circonstances, il se peut que les patientes partagent les 
médicaments du TAO pour aider un partenaire qui vit aussi avec un trouble de consommation d’opioïdes. 

} Les professionnels de la santé doivent tenir compte du contexte plus large et de l’unité familiale lorsqu’ils dispensent des 
services de soins de santé. Quand ils traitent des patients autochtones, les professionnels non autochtones doivent considérer 
tous les obstacles à des soins sécuritaires, respectueux et dépourvus d’oppression. 
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Case 1 
A.B. is a 38-year-old mother of 5 from a reserve 
community of 2800 people with no road access.* 
She presents to the nursing station at approximately 
30 weeks’ gestation (uncertain dates) with threat-
ened preterm labour. She is transferred by plane to 
the regional secondary care hospital (a 1-hour flight 
south), where she is given steroids and intravenous 
antibiotics. She is then transferred to KHSC, a further 
2-hour flight south. Her partner, C.D., accompanies 
her on the flight for moral support, although he is not 
considered a patient. On arrival A.B. discloses that 
she had been crushing and snorting approximately 
2.5 oxycodone-acetaminophen tablets daily until 2 
days previously and is feeling some withdrawal symp-
toms (dysphoria, muscle aches, restlessness, nausea). 
Results of a urine sample are negative for metham-
phetamine, cocaine, tetrahydrocannabinol, opiates, 
benzodiazepines, and amphetamine, and are positive 
for oxycodone. An addiction medicine physician with 
perinatal expertise is consulted (A.N.). 

A.B. expresses a desire to stop using oxycodone-
acetaminophen, and OAT with buprenorphine is initi-
ated. She receives 2 doses of 2 mg buprenorphine/0.5 mg 
naloxone 4 hours apart. She then requests her partner, 
C.D., also receive OAT as he, too, is experiencing with-
drawal. Since C.D. is being housed at the Indigenous 
patient services residence and is subject to limited visit-
ing hours because of the COVID-19 pandemic, A.B. is 
asked to direct C.D. to visit A.N.’s community addiction 
medicine practice the following afternoon.

The following morning (day 2) A.B. reports an 
improvement in withdrawal symptoms after a single 
further dose of 4 mg buprenorphine/1 mg naloxone.

C.D. presents to the physician’s office on day 2.  
He is 50 years old and has been in a monogamous 
relationship with A.B. since 2012. He is regis-
tered as a private fee-for-service patient under the 
Ontario Health Insurance Plan. He reports occa-
sionally snorting methamphetamine and crushed 
oxycodone- acetaminophen tablets. He reports having 
had a “drinking problem” but has not had any alco-
hol in the past 4 months. Results of a urine sample 
are positive only for buprenorphine. When ques-
tioned, he admits that A.B. gave him one of her 2-mg 
buprenorphine/0.5-mg naloxone tablets that morning 
and that he subsequently felt an improvement in his 
withdrawal symptoms. He is started on a dose of 2 mg 
buprenorphine/0.5 mg naloxone dispensed twice daily.

On day 4, A.B. is discharged, and she and C.D. stay 
together at the local residence provided by KHSC’s 
Indigenous patient services.

On day 7, A.B. is readmitted for induction of labour 
after developing chorioamnionitis, and she vaginally 
delivers a male infant, E.F., weighing 2800 g, measur-
ing 47 cm in length, with a head circumference of 
32 cm. The infant appears clinically to be 35 weeks 
old and has Apgar scores of 8 at 1 minute and 9 
at 5 minutes. Baby E.F. successfully rooms-in with 
A.B., where he is monitored under the hospital’s Eat-
Sleep-Console protocol for opioid-dependent infants, 
and he is exclusively breastfed. A.B.’s OAT dose at 
this point is 4 mg buprenorphine/1 mg naloxone 
twice daily. The dose is gradually increased to 8 mg 
buprenorphine/2 mg naloxone twice daily. Results 
of urine drug testing are consistently positive for 
buprenorphine and naloxone.

A.B. and E.F. are discharged from hospital on day 
12 without E.F. having required pharmacologic treat-
ment for neonatal abstinence syndrome. Native Child 
and Family Services in their home community are con-
tacted and, although the family is known to them, they 
express no concerns with A.B. and C.D. maintaining 
custody of their baby for the return home. The family 
flies home 2 weeks after their arrival in Kingston, with 
an appointment to meet remotely with an OAT pro-
vider in their community the following week.

Case 2
G.H. is a 30-year-old mother of 3 who is at 37 weeks 
and 6 days’ gestation. She lives in a First Nation com-
munity of 2500 people with a secondary care hospital. 
She reports smoking fentanyl every 1 to 2 days for 
chronic leg pain following the birth of her third child. 
This is her second child with her current partner, J.K. 
Native Child and Family Services are involved with 
the family, and G.H.’s 3 children remain in their home 
community with their maternal grandparents.

On day 1, G.H. is transferred to KHSC after pre-
senting to her local hospital with symptoms of spon-
taneous rupture of membranes. The reason given for 
transfer is to manage her OUD. She is accompanied 
by her partner, J.K., who is not a patient. G.H. deliv-
ers a female child, L.M., vaginally 4 hours after arrival 
in Kingston. Apgar scores are 9 at 1 minute and 9 
at 5 minutes; weight is 3200 g, length is 48.5 cm, 
and head circumference is 32.5 cm. Baby L.M. and 
her mother room-in together under the Eat-Sleep-
Console protocol.

On day 2, G.H. is interviewed by A.N. and she 
reports that her most recent use of fentanyl had been 
on the previous day, before presenting at her local 
hospital. She also reports smoking 5 to 10 cigarettes 
per day as well as occasional marijuana. She snorts 
speed on occasion. She denies having had any alco-
hol for 3 years. Results of urine drug testing are 
positive for tetrahydrocannabinol and negative for 
opiates, benzodiazepines, and methamphetamine. 

*All adult patients granted verbal and written consent for the 
writing of this case report. Demographic details were changed to 
obscure their identities.
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Her Clinical Opioid Withdrawal Score is 8 (mild with-
drawal). The hospital’s toxicology screen uses immu-
noassays that do not test for fentanyl. The sample is 
sent to an external laboratory; 5 days later the results 
are reported as being positive for fentanyl.

Buprenorphine-naloxone is initiated, and by the 
next morning G.H. is receiving 4 mg buprenorphine/1 mg 
naloxone sublingually. She reports that J.K. is also in 
withdrawal from a similar OUD pattern and requests 
OAT for him, as well. Because J.K. is not present at the 
time, G.H. is asked to relay an appointment to him for 
the following day at A.N.’s community office.

G.H. breastfeeds L.M. exclusively. Her buprenorphine-
naloxone dose stabilizes at 8 mg buprenorphine/2 mg 
naloxone once daily. Her daughter’s weight increases 
from a nadir of 2980 g to 3022 g on day 5.

J.K. attends A.N.’s community office on day 4, where 
he is registered as a private fee-for-service patient. 
He is a 37-year-old man reporting daily fentanyl use 
(smoked patches) for 2 years. He also smokes meth-
amphetamine and cigarettes. He denies any current 
use of alcohol. He is in mild withdrawal, with a Clinical 
Opioid Withdrawal Score of 6, and he provides a urine 
sample, the results of which are positive only for 
buprenorphine. When asked, he acknowledges that 
G.H. had given him one of her tablets that morning. He 
is started on a prescription for 8 mg buprenorphine/2 mg 
naloxone once daily, directly observed.

Upon completion of 5 days of rooming-in, and with-
out L.M. having required pharmacotherapy for neonatal 
abstinence syndrome, the family flies home on day 10.

Discussion
A search of MEDLINE and Embase using the terms 
Indians, North American; Indigenous Canadians; 
Indigenous Peoples; First Nations; Aboriginal; pregnancy; 
pregnancy complications; pregnant women; analgesics, 
opioid; opiates; opioid-related disorders; opiate addic-
tion; opiate agonist yielded 2 articles describing the inci-
dence of opioid use among Indigenous communities in 
the Sioux Lookout Zone in northwestern Ontario14,15; 3 
describing the phenomenon of OUD among pregnant 
women there16-18; and another 6 describing the treatment 
of perinatal OUD at the Meno Ya Win Health Centre in 
Sioux Lookout.10-13,19,20 Three papers specifically men-
tioned that a proportion of pregnant women started 
on OAT had partners who initiated OAT at the same 
time.14,17,19 No articles documented a woman diverting 
her buprenorphine to her partner.

A search of MEDLINE and Embase was conducted for 
similar cases involving the treatment of OUD in preg-
nant women generally in rural and remote communities 
and without reference to ethnicity or Indigeneity, using 
the terms pregnancy; pregnancy complications; pregnant 
woman; opiate; opiate agonist; opiate addiction; opioid; 
analgesics, opioid; opioid-related disorders; opioid epidemic; 

hospitals, rural; rural area; rural health; rural health care; 
rural health services; rural population. This search yielded 
several articles documenting different patterns of OUD 
and its severity in rural versus urban communities,21-31 but 
none mentioned the diversion of buprenorphine doses 
from a pregnant patient to her partner.

The cases presented here demonstrate that OUD 
affects entire families and that, for a pregnant woman 
to recover, treatment should be offered that takes into 
account her social and family context. We wish to empha-
size that people from First Nations communities trans-
ported to urban centres for obstetric care are exposed 
to multiple stressors. When experiencing a stigmatized 
disease such as addiction, these stressors are likely to be 
magnified. For our patients, coming to a city populated 
mainly by White settlers made the pregnant women and 
their partners reliant on each other when navigating a 
new city, in a second language, with new care provid-
ers, and in a new health care centre. These cases demon-
strate that patients in such circumstances may divert their 
OAT medications to help a partner who is also experienc-
ing OUD, something that care providers should consider 
when offering OAT to women in similar circumstances.  

Conclusion 
Opioid use in pregnancy appears to be a growing prob-
lem in remote First Nations communities, and the impor-
tance of a culturally appropriate, community-based, 
family-centred means of treating perinatal OUD has been 
described by Jumah and colleagues.11,20 Anticipating that 
women will continue to be evacuated from their home 
communities because of perinatal OUD, the authors hope 
to encourage awareness of women’s partners and the 
importance of treating OUD simultaneously in both. By 
treating both the woman and her partner as patients, and 
by facilitating rooming-in for the entire family after deliv-
ery, these cases demonstrate favourable outcomes for 2 
families affected by addiction who received treatment far 
from their home communities and in the context of mul-
tiple intersecting vulnerabilities.     

Dr Karen Lawford is an Anishinaabe midwife (Namegosibiing, Lac Seul First Nation, 
Treaty 3), a registered midwife (Ontario), and Assistant Professor in the Department of 
Gender Studies at Queen’s University in Kingston, Ont. Dr Adam Newman is a family 
physician now focusing exclusively on addiction medicine and harm reduction and is 
Assistant Professor of family medicine at Queen’s University, with cross-appointments 
in pediatrics and psychiatry.

Competing interests
Dr Adam Newman is a descendant of European settlers. He has received speakers’ 
honoraria from Indivior and Knight Therapeutics. Dr Karen Lawford has no conflicts to 
disclose; she is an Anishinaabe midwife and has not received speakers’ fees from any 
pharmaceutical company. 

Correspondence
Dr Adam Newman; e-mail adam.newman@kingstonhsc.ca

References
1.  Smylie J, O’Brien K, Beaudoin E, Daoud N, Bourgeois C, Harney George E, et al. Long-

distance travel for birthing among Indigenous and non-Indigenous pregnant people in 
Canada. CMAJ 2021;193(25):E948-55.

2. Lawford K, Giles A. Marginalization and coercion: Canada’s evacuation policy for 
pregnant First Nations women who live on reserves in rural and remote regions. 
Pimatisiwin 2012;10(3):327-40. 

3. Lux MK. Separate beds: a history of Indian hospitals in Canada, 1920s-1980s. Toronto, 
ON: University of Toronto Press; 2016.



Vol 68: MAY | MAI 2022 | Canadian Family Physician | Le Médecin de famille canadien 351

Case Report

4. Lawford K, Giles AR. An analysis of the evacuation policy for pregnant First Nations 
women in Canada. AlterNative 2012;8(3):329-42. Epub 2012 Sep 1.

5. Hallgrimsdottir HK, Benner BE. ‘Knowledge is power’: risk and the moral responsibilities 
of the expectant mother at the turn of the twentieth century. Health Risk Soc 
2014;16(1):7-21. Epub 2013 Dec 19.

6. McKnight S, Coo H, Davies G, Holmes B, Newman A, Newton L, et al. Rooming-in for 
infants at risk of neonatal abstinence syndrome. Am J Perinatol 2016;33(5):495-501.  
Epub 2015 Nov 20.

7. Newman A, Davies GA, Dow K, Holmes B, Macdonald J, McKnight S, et al. Rooming-in 
care for infants of opioid-dependent mothers. Implementation and evaluation at a 
tertiary care hospital. Can Fam Physician 2015;61:e555-61. Available from: https://www.
cfp.ca/content/cfp/61/12/e555.full.pdf. Accessed 2022 Mar 25.

8. Newman AI, Mauer-Vakil D, Coo H, Newton L, Wilkerson E, McKnight S, et al. Rooming-in 
for infants at risk for neonatal abstinence syndrome: outcomes 5 years following its 
introduction as the standard of care at one hospital. Am J Perinatol 2020 Nov 17. Epub 
ahead of print.

9. Terplan M, Martin CE, Premkumar A, Krans EE. Caring for pregnant and parenting women 
with opioid use disorder. In: Wakeman SE, Rich JD, editors. Treating opioid use disorder in 
general medical settings. Cham, Switz: Springer Nature Switzerland AG; 2021. p. 203-21.  

10. Katt M, Chase C, Samokhvalov A, Argento E, Rehm J, Fischer B. Feasibility and outcomes 
of a community-based taper-to-low-dose-maintenance Suboxone treatment program 
for prescription opioid dependence in a remote First Nations community in northern 
Ontario. J Aborig Health 2012;9(1):52-9.

11. Jumah NA, Graves L, Kahan M. The management of opioid dependence during 
pregnancy in rural and remote settings. CMAJ 2015;187(1):e41-6. Epub 2014 Oct 6.

12. Jumah NA, Edwards C, Balfour-Boehm J, Loewen K, Dooley J, Gerber Finn L, et al. 
Observational study of the safety of buprenorphine+naloxone in pregnancy in a rural 
and remote population. BMJ Open 2016;6(10):e011774.

13. Dooley J, Gerber-Finn L, Antone I, Guilfoyle J, Blakelock B, Balfour-Boehm J, et al. 
Buprenorphine-naloxone use in pregnancy for treatment of opioid dependence. 
Retrospective cohort study of 30 patients. Can Fam Physician 2016;62:e194-200. Available 
from: https://www.cfp.ca/content/cfp/62/4/e194.full.pdf. Accessed 2022 Mar 25.

14. Balfour-Boehm J, Rea S, Gordon J, Dooley J, Kelly L, Robinson A. The evolving nature of 
narcotic use in northwestern Ontario. Can J Rural Med 2014;19(4):158-60.

15. Kanate D, Folk D, Cirone S, Gordon J, Kirlew M, Veale T, et al. Community-wide measures 
of wellness in a remote First Nations community experiencing opioid dependence. 
Evaluating outpatient buprenorphine-naloxone substitution therapy in the context  
of a First Nations healing program. Can Fam Physician 2015;61:160-5. Available from: 
https://www.cfp.ca/content/61/2/160.full.pdf. Accessed 2022 Mar 28.

16. Kelly L, Dooley J, Cromarty H, Minty B, Morgan A, Madden S, et al. Narcotic-exposed 
neonates in a First Nations population in northwestern Ontario. Incidence and 
implications. Can Fam Physician 2011;57:e441-7. Available from: https://www.cfp.ca/
content/cfp/57/11/e441.full.pdf. Accessed 2022 Mar 25.

17. Kelly L, Guilfoyle J, Dooley J, Antone I, Gerber-Finn L, Dooley R, et al. Incidence of 
narcotic abuse during pregnancy in northwestern Ontario. Three-year prospective 
cohort study. Can Fam Physician 2014;60:e493-8. Available from: https://www.cfp.ca/
content/cfp/60/10/e493.full.pdf. Accessed 2022 Mar 25. 

18. Jumah NA. Rural, pregnant, and opioid dependent: a systematic review. Subst Abuse 
2016;10(Suppl 1):35-41.

19. Dooley R, Dooley J, Antone I, Guilfoyle J, Gerber-Finn L, Kakekagumick K, et al. Narcotic 
tapering in pregnancy using long-acting morphine. An 18-month prospective cohort 
study in northwestern Ontario. Can Fam Physician 2015;61:e88-95. Available from: https://
www.cfp.ca/content/cfp/61/2/e88.full.pdf. Accessed 2022 Mar 25.

20. Jumah NA, Bishop L, Franklyn M, Gordon J, Kelly L, Mamakwa S, et al. Opioid use 
in pregnancy and parenting: an Indigenous-based, collaborative framework for 
northwestern Ontario. Can J Public Health 2017;108(5-6):e616-20. Epub 2017 Oct 12.

21. Heil SH, Sigmon SC, Jones HE, Wagner M. Comparison of characteristics of opioid-using 
pregnant women in rural and urban settings. Am J Drug Alcohol Abuse 2008;34(4):463-71.

22. Shannon LM, Havens JR, Hays L. Examining differences in substance use among rural 
and urban pregnant women. Am J Addict 2010;19(6):463-73. Epub 2010 Sep 21.

23. Eke N, Luty J. Significant clinical differences between two populations of opioid-
addicted mothers from an inner-city and a provincial clinic. J Subst Use 2012;17(2):176-82. 

24. Martin PR, Finlayson AJR. Opioid use disorder during pregnancy in Tennessee: 
expediency vs. science. Am J Drug and Alcohol Abuse 2015;41(5):367-70. 

25. Stockwell S. Rural pregnant women and newborns hit hard by opioid crisis. Am J Nurs 
2017;117(3):17. 

26. Short VL, Hand DJ, MacAfee L, Abatemarco DJ, Terplan M. Trends and disparities in receipt 
of pharmacotherapy among pregnant women in publically funded treatment programs for 
opioid use disorder in the United States. J Subst Abuse Treat 2018;89:67-74. Epub 2018 Apr 6.

27. Krans EE, Kim JY, James AE 3rd, Kelley D, Jarlenski MP. Medication-assisted treatment 
use among pregnant women with opioid use disorder. Obstet Gynecol 2019;133(5):943-51. 

28. Ostrach B, Leiner C. “I didn’t want to be on Suboxone at first…”—ambivalence in 
perinatal substance use treatment. J Addict Med 2019;13(4):264-71. 

29. Dopp A, Zabel Thornton M, Kozhimannil K, Jones CW, Greenfield B. Hospital care for 
opioid use disorder in pregnancy: challenges and opportunities identified from a 
Minnesota survey. Womens Health (Lond) 2020;16:1745506520952006. 

30. Jarlenski MP, Paul NC, Krans EE. Polysubstance use among pregnant women with opioid 
use disorder in the United States, 2007-2016. Obstet Gynecol 2020;136(3):556-64. 

31. Bedrick BS, O’Donnell C, Marx CM, Friedman H, Carter EB, Stout MJ, et al. Barriers 
to accessing opioid agonist therapy in pregnancy. Am J Obstet Gynecol MFM 
2020;2(4):100225. Epub 2020 Sep 15.

This article has been peer reviewed. 
Cet article a fait l’objet d’une révision par des pairs. 
Can Fam Physician 2022;68:348-51. DOI: 10.46747/cfp.6805348

https://www.cfp.ca/content/cfp/61/12/e555.full.pdf
https://www.cfp.ca/content/cfp/57/11/e441.full.pdf
https://www.cfp.ca/content/cfp/60/10/e493.full.pdf

