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Learning Objectives

By the end of the presentation, participants will be able to:

1. Describe evidence-based screening methods for substance use 
disorders in pregnant patients and understand when using a urine 
drug screen is clinically indicated

2. Understand the clinical evidence supporting the use of methadone 
or buprenorphine to treat opioid use disorder in pregnancy and 
describe the basics of managing these medications in pregnancy

3. Describe the model of “dyadic care” for the pregnant patient with a 
substance use disorder and understand the importance of a non-
judgmental, patient-centered approach to care for this vulnerable 
population 



Melissa

Melissa is a 29-year-old G3P0020 who presents to your clinic for a first 
prenatal visit, she is 20 minutes late for her appointment and appears 
anxious. She is unsure of her last menstrual period because her periods 
have been irregular for the last year, but she was given a due date by 
ultrasound in the ED. She estimates she is now 22 weeks based on this 
early ultrasound. 



Why is she presenting so late to care?

● Fear of legal consequences
● Fear of consequences with CFS
● Ambivalence about entering 

treatment
● Fear of judgement from health 

care team
● Internalized stigma





ASAM Definition of Addiction

Addiction is a primary, chronic disease of brain reward, 
motivation, memory and related circuitry. 

Dysfunction in these circuits leads to characteristic 
biological, psychological, social and spiritual 
manifestations. This is reflected in an individual 
pathologically pursuing reward and/or relief by substance 
use and other behaviors.
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Melissa

As you gather history from her, you grow concerned that Melissa may 
not be telling you the full picture of everything going on in her life. She 
seems sweaty, a little irritable, and comes to clinic with a lot of 
belongings. 

What is the best strategy to screen patients for substance use disorders 
in pregnancy?



Why not just do a urine drug screen on 
everyone?
1. It violates the 4th amendment of the constitution as determined by Ferguson v. City of 

Charleston if done without informed consent

2. Clinical drug tests often involve false positives as most urine drug screens are 
antibody-based tests and are often not followed up with gas chromatography/mass 
spectrometry testing to confirm results

3. Drug screening tests may also produce false negatives – they only give a snapshot in 
time and may not detect use that is intermittent or use of substances not detected on 
the screening test (like fentanyl!)

4. When employed selectively, urine drug screening in pregnancy carries a high risk of 
racial and other types of biases.

5. The following medical societies and national organizations recommend AGAINST 
universal drug screening in pregnancy: American Medical Association, American 
College of Obstetricians and Gynecologists, American Academy of Pediatrics, American 
Society of Addiction Medicine and National Advocates for Pregnant Women
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Screening for substance use



“Your goal is not to get the pregnant person 
to stop using drugs after the first visit, your 
goal is to get them to come back for a second 
visit”

- Jim Walsh MD



Melissa

Melissa comes back for her next appointment at 26 weeks after missing 
a couple of follow up appointments and missing her anatomy 
ultrasound. She screened positive on the 4Ps screening questionnaire 
and discloses to you that she is smoking several “blue pills” daily and 
has been trying unsuccessfully to quit. 

She reports she was successful in a treatment program after she was 
released from prison a few years ago and was on Suboxone for about 9 
months. She inquires about whether she can be on Suboxone in 
pregnancy but then quickly backtracks saying “it’s better to just detox 
off of everything, right??”



The Case Against Opioid “Detox”

“For pregnant women with opioid use disorder, opioid agonist 
pharmacotherapy is the recommended therapy and is preferable to 
medically supervised withdrawal because withdrawal is associated with high 
relapse rates, ranging from 59% to more than 90% and poorer outcomes. 
Relapse poses grave risks, including communicable disease transmission, 
accidental overdose because of loss of tolerance, obstetric complications
and lack of prenatal care” 

ACOG Committee Opinion 2017



The Case Against Opioid “Detox”

Opioid detoxification during pregnancy 

Stewart et al, 2013

N=95 pregnant women detoxed with methadone
• 53% patients successfully completed detox

• 32% left the study

Jones et al, 2017
– Reviewed 500 documented cases of opioid detox
– Opioid detoxification associated with:

• Less time in treatment, fewer prenatal care visits, less likely to deliver 
at study hospital 

– No fetal losses attributed to medically assisted withdrawal

– Relapse 17-96% (average 48%)
Stewart RD, Nelson DB, Adhikari EH, McIntire DD, Roberts SW, Dashe JS, Sheffield JS. The obstetrical and neonatal 
impact of maternal opioid detoxification in pregnancy. Am J Obstet Gynecol. 2013 Sep;209(3):267.e1-5.
Jones HE, Terplan M, Meyer M. Medically Assisted Withdrawal (Detoxification):  Considering the Mother-Infant 
Dyad. J Addict Med. 2017 Jan 11
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Acronyms that all mean the same thing (more or 
less)
● MAT = medication assisted treatment – usually means medications to 

treat opioid use disorder such as methadone, buprenorphine or 
naltrexone

● OAT = opioid agonist therapy or ORT = opioid replacement therapy –
opioid medications used to treat opioid use disorder – in the United 
States this is just methadone and buprenorphine

● OBOT = Office-based opioid treatment – treatment of opioid use 
disorder in the clinic setting, most often a primary care setting – implies 
treatment with either buprenorphine or naltrexone as these can be 
prescribed in the office setting

● MOUD = medications for opioid use disorder



Opioid Agonist Therapy (OAT or ORT)

Compared to no medication, OAT is associated 
with:

● Better prenatal care adherence
● Higher infant birth weight
● Higher likelihood the infant will be placed with 

family after delivery
● Lower incidence of preterm labor, PPROM, 

antepartum hemorrhage
● Reduced rate of fetal death
● Lower incidence of maternal health conditions 

associated with injection drug use 
(endocarditis, HIV, Hepatitis C)



Risks & Obstetrical Concerns with OAT

• Due to the higher incidence of fetal growth restriction and low birth 
weight among pregnant patients with Opioid Use Disorder, there is a 
recommended growth ultrasound between 28-32 weeks

• For patients on methadone, there may be decreased fetal heart rate 
variability, decreased accelerations and BPP – recommendation to 
delay BPP or NST until 4-6 hours after most recent dose of 
methadone

• Observational link between areas of the US with high numbers of 
opioid prescriptions and incidence of gastroschesis – it is not clear 
what to make of this ecological link and what it means in terms of 
OAT in pregnancy



Opioid Replacement in 
Pregnancy and Neonatal Abstinence Syndrome

Outcomes comparing methadone to buprenorphine

Hendrée E. Jones, Ph.D., Karol Kaltenbach, Ph.D., Sarah H. Heil, Ph.D., Susan M. Stine, M.D., Ph.D., Mara G. Coyle, M.D., 
Amelia M. Arria, Ph.D., Kevin E. O'Grady, Ph.D., Peter Selby, M.B., B.S., Peter R. Martin, M.D., and Gabriele Fischer, M.D. 
Neonatal Abstinence Syndrome after Methadone or Buprenorphine Exposure N Engl J Med 2010; 363:2320-2331



Long-Term Developmental Outcomes

• Really complicated to study this well 
and control for all the important 
factors

• Some studies point to lower cognitive 
development and some studies show 
no differences

• Very difficult to tease out the 
developmental consequences of 
prenatal opioid use disorder from the 
effects of low SES

• Some studies suggest that the home 
environment has greater influence 
than the drug exposure
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The Neonatal Opioid 
Withdrawal Conversation
• Engage in a respectful, non-judgmental 

discussion
• Avoid terms like “born addicted” and other 

harmful language
• If Eat Sleep Console is in place at the hospital 

where the patient will deliver, discuss this 
process

• Breastfeeding is safe and encouraged
• Frame NAS/NOWS as a temporary, manageable 

adjustment period to the extra-uterine 
environment 

• Compare risks of NAS to risks of untreated 
opioid use disorder in pregnancy



The CFS Conversation

• Discuss CFS involvement early in the 
process, it is most likely on the patient’s 
mind

• Hospital policies and procedures will vary 
locally with regards to notification of CFS 
for newborns born to parents who are 
using 

• Emphasize open and clear 
communication with CFS, the benefits of 
stability gained from opioid agonist 
therapy in pregnancy





OAT Options in Pregnancy

Methadone
Pros:

• Daily observed dose

• Less risk for diversion

• No precipitated withdrawal

• Ancillary services at methadone clinic

• Better retention

Cons:

• Daily observed dose

• QTc prolongation

• Medication interactions

• Prolonged induction*

• More stigma

• Only available in Missoula, Kalispell, 
Billings and Bozeman

Buprenorphine

Pros:

• Office based treatment 

• Less stigma

• Less overdose risk

• Induction may be faster*

Cons:

• Withdrawal to start

• Risk of precipitated withdrawal

• Higher diversion risk

• Lower retention 



Methadone

• Only dispensed (for the treatment of opioid use disorder) through a 
methadone maintenance program, of which there are 4 in Montana

• Full agonist for the mu opioid receptor

• Patients start with observed daily dosing with one “take home” dose 
per week and then gradually has more and more take home doses

• Dosing is highly regulated 



Methadone dose not associated with NAS severity

• Meta-analysis of 29 studies
• Less NAS with 20-40 mg
• No difference in risk when 

comparing the prospective 
studies or in studies with 
objective scoring tools

Cleary BJ, Donnelly J, Strawbridge J, Gallagher PJ, Fahey T, Clarke M, Murphy DJ. Methadone dose and 
neonatal abstinence syndrome-systematic review and meta-analysis. Addiction. 2010 Dec;105(12):2071-84. 



Logistical considerations & Dosing

• Not practical for most patients outside of cities with a methadone 
program

• Typical effective dose is 80-150mg daily

• Pregnant patients will often need higher doses as their pregnancy 
progresses due to higher circulating blood volume, faster metabolism 
of medication

• Pregnant patients are eligible for “split dosing” and most will need 
their dose to be split BID due to pregnancy-related physiological 
changes



Buprenorphine

• Partial agonist for the mu opioid receptor

• Can be prescribed by any physician, NP or PA with an FDA waiver

• Waiver no longer requires the 8 hours of training, anyone with an FDA 
number can apply

• Much easier for patients to access if they don’t have access to a 
methadone program

• Can be prescribed in the same place where the patient is going for 
prenatal care

• Buprenorphine-naloxone and buprenorphine only formulations 





Initiation

• Ask about fentanyl use! 

• Consider a low dose induction 
approach or “microdosing” 
start method for patients using 
fentanyl



Dosing

• Typical effective doses are 8-24mg

• Much like methadone, pregnant patients will likely need split dosing 

• Doses may need to increase in the 2nd and 3rd trimesters as 
metabolism and physiology change

• Monitor for constipation, lower extremity edema



Melissa

Melissa decides to start buprenorphine and stabilizes at a dose of 12mg 
daily. She reports good control of her cravings at this dose and  no 
withdrawal symptoms. At a visit around 32 weeks of pregnancy she 
complains that she is starting to feel some withdrawal symptoms, she is 
starting to have using dreams again and has been thinking a lot about 
using. She asks if she can go up on her buprenorphine dose.

You review her prenatal labs that finally got done – she had to go to a 
different lab since your clinic lab struggled to find a vein – and notice 
she has a positive Hepatitis C viral load and that she has a pack of 
cigarettes in her bag.
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Smoking vs Opioids and Birth Weight Outcomes

Norgaard et al, 2015
• Danish retrospective study
• N=564 compared to general population

• Prevalence risk for opioid exposed (95% CI)

Opioid v.
General population

Opioid + smoking v
Gen pop + smoking

LBW  <2,500 kg 4.3 (3.0-6.1) 2.7 (1.9-3.9)

SGA   <2xSD 2.7 (1.8-4.1) 1.5 (1.0-2.4)

Nørgaard M, Nielsson MS, Heide-Jørgensen U. Birth and Neonatal Outcomes Following Opioid 
Use in Pregnancy: A Danish Population-Based Study. Subst Abuse. 2015 Oct 9;9(Suppl 2):5-11



Smoking Cessation



• All patients who 
have opioid use 
disorder or know 
someone who 
does should have 
a prescription for 
Narcan and know 
how to use it

• Patients with a 
fentanyl overdose 
may need multiple 
doses of Narcan



Melissa

Melissa does well on an increased dose of buprenorphine in the rest of her 
pregnancy. A 32-week growth ultrasound shows an EFW in the 50th percentile. She 
continues to work on smoking cessation with the benefit of Nicorette gum and is 
down to just a few cigarettes per day. 

She presents for a routine prenatal visit at 38 weeks with a blood pressure of 
148/94, proteinuria and lower extremity swelling. She is admitted for IOL for 
preeclampsia without severe features. She feels very anxious about how her labor 
pain will be managed.

While walking around the hallway during the early phases of her induction, she 
overhears two nurses talking, saying “I can’t believe her doctor let her stay on that 
suboxone, it’s just like replacing one addiction with another” and “I feel so bad for 
those NAS babies, they are the ones who really suffer” 
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Intrapartum & postpartum pain management

• Home dose not enough for acute severe pain 

• Possible to have adequate pain control after delivery
• Continue methadone or buprenorphine at home dose
• Consider high affinity opioid mu receptor agonists

• 2-4 times the normal dose 
• Hydromorphone PCA
• Hydromorphone (Dilaudid) approx 2-4 mg q3h

• Morphine (Duromorph) spinal (18hrs)
• Utilize non-opioid medications like APAP & NSAIDs
• Mindfulness, stress reduction, and healthy coping

• No studies show that prescribing opioids for acute pain will 
cause relapse

Alford DP, Compton P, Samet JH. Acute pain management for patients receiving maintenance methadone or buprenorphine therapy. Ann Intern Med. 2006 
Jan 17;144(2):127-34. Review. Erratum in: Ann Intern Med. 2006 Mar 21;144(6):460. 
Meyer M, Wagner K, Benvenuto A, Plante D, Howard D. Intrapartum and postpartum analgesia for women maintained on methadone during pregnancy. 
Obstet Gynecol. 2007 Aug;110(2 Pt 1):261-6. 



Melissa

Melissa delivers a healthy baby girl via induced vaginal delivery. She 
spends time bonding with baby and working on breastfeeding with the 
help of the hospital lactation consultant. After 5 days of observation for 
NAS, she and baby are discharged from the hospital. By the time she is 
able to discharge, Melissa feels worn out by perceived judgement from 
nursing and medical staff and just wants to go home. 

She is discharged with a 5-day supply of buprenorphine and a follow-up 
weight check visit for baby in 2 days.



Postpartum Care

• Overdose rates are highest among people 7-12 months after delivery

• Patients may lose Medicaid coverage at 6 weeks postpartum

• Many transitions of care between prenatal care, obstetrical care in 
the hospital at delivery, newborn care, postpartum care –
coordination of care between these different settings is crucial to 
ensure consistent support and medication prescribing for patients on 
methadone or buprenorphine

• Screening for postpartum mood disorders is critical



Counseling on Pregnancy Prevention and 
Reproductive Justice approach 

• Provide non-judgmental, patient-centered contraception discussions

• Recognize the history of coerced sterilization in people with 
disabilities, incarcerated people and people of color



Pearls

• Use a validated screening tool

• keep patients engaged in care, gain trust

• Use recommended treatment for OUD in pregnancy: methadone or 
buprenorphine

• Be mindful of fentanyl pharmacodynamics when starting buprenrophine

• Doses may need to increase or be split later in pregnancy

• Pay attention to smoking cessation

• Prescribe Naloxone for everyone

• Get your waiver!


