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Learning Objectives

• Discuss the Chronic Disease Model of Addiction
• Understand basic treatment of Opioid Use Disorder in pregnancy
• Identify the changes in physiology during pregnancy that may change 

metabolism of MOUD



Chronic Disease Model 

• Reframing of previous view of Substance Use Disorder from a “Moral Weakness”
• Now viewed similar to any other chronic disease

• i.e. diabetes, CHF, obesity
• Genetic predisposition + environmental trigger

• Vulnerability due to genetics estimated to be 40-60%.
• Non-judgmental way of discussing addiction

• Requires long-term treatment
• May require combination of pharmaceutical and behavioral 

interventions.

• Avoid stigmatizing terms
• “clean vs dirty test,” “addict, junkie, alcoholic,” etc.

Source: Office of the Surgeon General, Facing Addiction in 
America: The Surgeon General's Report on Alcohol, Drugs, and 
Health



Universal Screening in Pregnancy

• ACOG/ASAM recommend universal screening for SUD in pregnancy.
• Screening is not toxicology testing.
• Screening should be with a validated tool, such as 5 P’s.
• Positive screening should trigger a 

discussion, consider toxicology.
• The purpose of screening is to connect to 

care, think SBIRT.

*The 5Ps was adapted by the Massachusetts Institute for Health and Recovery in 1999 from Dr. Hope 
Ewing’s 4Ps (1990).



Ethical Considerations
• When a legal or medical obligation exists for obstetrician–gynecologists to test patients for 

substance use disorder, there is an ethical responsibility to notify patients of this testing and make 
a reasonable effort to obtain informed consent

• Obstetrician–gynecologists have an ethical responsibility to their pregnant and parenting patients 
with substance use disorder to discourage the separation of parents from their children solely 
based on substance use disorder, either suspected or confirmed.

• Drug enforcement policies that deter women from seeking prenatal care are contrary to the welfare 
of the mother and fetus. Incarceration and the threat of incarceration have proved to be ineffective 
in reducing the incidence of alcohol or drug abuse. Obstetrician–gynecologists should be aware of 
the reporting requirements related to alcohol and drug abuse within their states. They are 
encouraged to work with state legislators to retract legislation that punishes women for substance 
abuse during pregnancy



Epidemiology

• Opioid use in pregnancy has escalated, mirroring the epidemic in the 
general population. 

• Maternal opioid use increased fivefold from 2000-2009.
• NAS increased from 1.5 cases per 1,000 births in 1999 to

6.0 per 1,000 in 2013

• In 2017, 8.2 per 1000 deliveries
affected by OUD.



Treatment

• Opioid agonist pharmacotherapy recommended in pregnancy.
• Medically supervised withdrawal is NOT recommended.

• Associated with increased relapse rates, leading to worse outcomes.

• Buprenorphine vs Methadone for treatment
• Limited data on Naltrexone. 



Methadone
• Full opioid agonist
• Dispensed on daily basis

• “30/40” rule. 
• Typical dosage 80-120 mg/day.

• Due to physiologic changes, dose adjustments may be required especially in the third 
trimester.

• Some states transitioning to split dosing as standard of care in pregnancy.
• Withdrawal symptoms: drug cravings, nausea, cramping, insomnia, irritability, anxiety 
• Significant pharmacokinetic interactions with many meds. Can also prolong QTc interval.

• Need EKG prior to starting, Cardiac history may be relative contraindication.
• Incidence and duration of NAS does not differ based on dosage
• No plateau in dosage, increased ability for abuse.



Buprenorphine

• Partial mu receptor agonist
• Fewer drug interactions, ability to treat on

outpatient basis without need for daily visits, 
less need for dosage adjustments.

• Available as mono-product and combined formula with naloxone
• Long-term injectable available, but limited data on use in pregnancy

• Study as of May, 2025 showed no increase in birth defects, miscarriage, or 
maternal complications compared to general population rates. 



Medically Supervised Withdrawal

• Not recommended in pregnancy due to risk of withdrawal on fetus, 
high relapse rate.

• If treatment is unavailable or if patient declines to be treated, 
supervised withdrawal can be considered under care of experienced 
doctor​.

• Should in inpatient setting, multidisciplinary approach. 



Care During Pregnancy

• Screen for other SUD, behavioral health conditions.
• Offer treatment.

• Consider growth US in third trimester.
• Multidisciplinary approach is best (anesthesia, MFM, pediatrics, social 

services)
• Breastfeeding encouraged.
• Continue treatment during labor and delivery. 



Neonatal Abstinence Syndrome
• Characterized by hyperactivity of central and autonomic nervous system​

• Uncoordinated sucking reflexes leading to poor feeding​
• Irritability​, High pitched cry​, poor sleep

• Infants exposed to methadone become symptomatic from 72hrs- 2 weeks after 
birth for days to weeks​

• Infants exposed to buprenorphine become symptomatic 12-48hr after birth and 
resolves within 7 days

• Treatment is adequate if infant has rhythmic feeding, sleep cycles, optimal weight 
gain​

• Long term data is limited but most studies have not found significant differences 
in cognitive development at 5 years​

• “Eat, Sleep, Console” method for treatment.
• Breastfeeding



Summary

• MOUD is considered standard of care during pregnancy.
• Treatment with Methadone or Buprenorphine is recommended.
• Continue treatment during labor and delivery.
• Screen for SUD during first prenatal visit.



References

• ACOG Committee Opinion 711, Opioid Use and Opioid Use Disorder in 
Pregnancy, 2017

• SMFM Special Report: SUD in pregnancy: clinical, ethical, and 
research imperatives…, 2019

• Lofwall MR, Young JL, Hansen Z, Wachman EM, Wilder C, Guille C, 
Charles JE, Leeman L, Gray JR, Winhusen TJ. What to Expect With 
Pregnant or Postpartum Prescribing of Extended-Release 
Buprenorphine (CAM2038). J Clin Gynecol Obstet. 2023 
Dec;12(3):110-116. doi: 10.14740/jcgo919. Epub 2023 Dec 28. PMID: 
38435674; PMCID: PMC10906993.

Presenter Notes
Presentation Notes
Please include any references you have in your presentation.



	Pregnancy and Opioids
	Disclosures
	Learning Objectives
	Chronic Disease Model	
	Universal Screening in Pregnancy
	Ethical Considerations
	Epidemiology
	Treatment
	Methadone
	Buprenorphine
	Medically Supervised Withdrawal
	Care During Pregnancy
	Neonatal Abstinence Syndrome ​
	Summary
	References

