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Hot Topics
• Screening

– Who
– How

• Treatment
– Medication Assisted withdrawal (detoxification)
– Medication Assisted Therapy: 

• Methadone
• Buprenorphine

• Pain control during and following delivery

• Postpartum
– Immediate contraception
– Breastfeeding







• 24 yo G1P0 presents for her 
initial prenatal visit.

• She is about 8 weeks pregnant 
by her dates

• She is healthy, has no medical 
problems, has had her wisdom 
teeth out.

• She does not smoke, rarely 
drinks non since pregnancy, and 
works as a preschool teacher

How to you screen for substance abuse?

Case 1: Screening



Standard ACOG 
prenatal 
questionnaire

Discuss 
ultrasounds

Discuss genetic 
screening

Discuss diet and 
weight gain

Discuss screening 
for diabetes

Discuss anything 
pt is anxious 
about

Rarely revisited, 
except smoking



Ideal screening: 
specific tool

• Most Obs would use  
as follow-up to other 
questions

• Important to have 
the information of 
referral for help 
readily available for 
all providers



When to use biochemical screening (no data)

• Obvious intoxication

• Preterm labor/Preterm rupture of membranes

• Abruption (bleeding)

• Unexplained hypertension



Goals of screening matter

• To offer therapy?
– Is therapy available in your area?
– Should you screen if no treatment is offered?

• Punishment?
– Women are less likely to disclose no matter what screening 

instrument is used

• Assessment of the newborn?
– Unclear if there are many infants that were not identified 

at the time of delivery as needing treatment for abstinence 
symptoms; no increase in readmissions

– ?universal screening of infant neurobehavior in high 
prevalence populations



Limitations of screening

• Women will admit to use if they feel safe doing so
• It is unknown how many women use illicit substances 

in pregnancy
– But it is documented that many will reduce during 

pregnancy without help
– Those that continue to use during pregnancy represent 

those that can not stop and need treatment

• If punitive measures are a possible outcome, do not 
expect patients to be forthcoming

When I asked one pt if any of the screening tools would 
have helped her disclose before she felt safe, she said no 

way, she would lie



Risks of screening

• Bias
– While the rate of illicit substances in urine testing equal in 

Caucasian and African American women, African American 
women were 10 times more likely to be reported to DCF

• Punitive laws that could lead to loss of custody
– Poor outcomes associated with foster care

• Mandatory reporting
– Identification of substances of uncertain significance
– When limited to illict substances, miss alcohol and tobacco



Probability of positive urine screen:
White women 15.4%
Black women 14.1%

Probability of reporting to Child 
Protective Services:

White women (48/4290) 1.1%
Black women (85/793) 10.7%

White women: more THC
Black women: more cocaine 



Used large Medi-Cal database:

• White women more than 3.5x more likely than Hispanic to be 
reported to child protective services

• Black women more than 4.5x more likely than White women 
to be reported to child protective services

• Cocaine use may explain part of disparity

• Difficult to get prenatal patients into effective treatment: 
some not referred, others declined



Biochemical Screening

• Limited as only a brief reflection of use in time

• Can miss significant use based on illicit drug 
and time of last use

• Expensive



State Regulations can create a barrier 
to screening

• Punitive laws

• Lack of/limited  treatment availability for 
women when identified (no acceptable 
treatment option can lead to no treatment 
and create a cascade of non-compliance and 
DCF involvement)



Take home message about Universal 
Screening

• Caution about bias in reporting positive screens

• MUST be linked to offering effective treatment

• Has not been demonstrated to improve prenatal 
care or child outcomes

Careful listening to patients and ensuring their safety is 
paramount

Look for other clues: prescription use (Prescription 
Monitoring Services), ED visits, notes from other 

providers, etc



• 24 yo G1P0 presents for 
her initial prenatal visit.

• She is about 8 weeks 
pregnant by her dates

• She is healthy, has no 
medical problems, has 
had her wisdom teeth 
out.

• She does not smoke, 
rarely drinks non since 
pregnancy, and works as 
a preschool teacher

How to you screen for substance abuse?
Cautiously: we are all biased

Case 1: 



Polysubstance abuse: 
how to untangle treatment options

Similar to non-pregnant patients:

• Alcohol: 
• might need admit for benzo assisted 

withdrawal
• If stable on naloxone, consider 

continuing (risk/benefit)

• Benzodiazepines: may need admit for 
benzodiazepine taper- can take a long 
time.  Benzo dependence can be difficult 
for neonate as well; easier to taper mom

• Cocaine/Amphetamines: no specific 
medication, treat psychiatric co-
morbidities 



Case 2: Medication Assisted Withdrawal

• In taking the history during your prenatal visit, the 
patient casually mentions that she had back pain in 
the last year.

• With careful inquiry, she admits that she has been 
using oxycodone supplied by a friend.

• When you ask her in an open ended manner how 
many she takes every day, she starts to cry and 
states she is actually using 30 pills a day and a few 
months ago started to crush and snort her oxys.  
She then admits to buying off the street.

• She has tried to stop herself over the last month 
but “feels terrible” when she stops.  Oxycodone use 
recently has been to feel “right”.

• She says she just wants to stop.  She has never 
been to a treatment program.

Is it safe or effective to offer medication assisted 
withdrawal (detoxification) during pregnancy?



Medication-assisted withdrawal
(detoxification)

• Short term use of 
methadone or 
buprenorphine

• Can manage short 
term symptoms

• Tapered over 3-21 
days



Is medication assisted withdrawal safe 
for the pregnancy?



Evidence-based approach to 
detoxification during pregnancy

• Review the data that led to the 
recommendation to avoid detoxification 
during pregnancy (1970)

• Review recent approaches to detoxification 
during pregnancy

• Review gaps in our understanding of 
detoxification during pregnancy



Explosion of heroin use during pregnancy 1968-1971
(especially New York City)

1/69 infants in 1971 were “drug addicted” at NYU 
Kings Country Hospital, NY

Harper, Pediatrics, 1974



Increased adverse outcomes associated with heroin use:
stillbirth and neonatal deaths increased due to repeated cycles of 

withdrawal and difficulty in treatment of NAS

• Repeated detoxification, relapse cycles

• Fetal distress (meconium)

• Stillbirth that appeared to be related to maternal withdrawal (and maternal reports of excessive fetal 
movement prior to demise); discussed possibility of fetal withdrawal in utero

• Withdrawal of infants after delivery, which were associated with seizures and death.

Rementeria, AJOG, 1973



Harper, Pediatrics, 1974
Stimmel, JAMA, 1976

n=28 methadone
n=57 illicit drugs
n=30 controls

• Better maternal prenatal care
• Small babies persisted with methadone 

treatment

n=51 infants
All in treatment program (n=45 
methadone, n=6 detox)

• Better maternal care
• Small babies persisted in treatment
• 88% discharged to maternal care

“….many of the common maternal problems associated with pregnancy can 
be eliminated and controlled.  Infant withdrawal, sometimes severe, but 

unassociated with an increase in mortality or known prolonged morbidity, 
remained the major disadvantage of the program”.  



Evidence of fetal stress associated with 
maternal weaning from methadone

• Performed serial 
amniocentesis during 
weaning from methadone

• Identified increased 
catecholamines in amniotic 
fluid associated with wean

• Amniotic fluid 
catecholamines were 
reduced when methadone 
increased

Zuspan, AJOG, 1975



Despite the persistent problem of smaller infants and neonatal 
withdrawal, methadone maintenance was accepted as the 

standard of care for pregnancy due to:

• Concerns of effect of maternal withdrawal on fetal status (direct or 
indirect)
– Stillbirth or precipitation of labor

• Improved prenatal care

• Ability to address other medical problems and pregnancy complications

• Perceived improved engagement of the patient

• Continued emergence of methadone as a treatment for addiction outside 
of pregnancy

• Improved discharge of neonate to maternal care



1970’s to current: 
What we have learned since the 

adoption of methadone 
maintenance

• Pathophysiology of 
acute opioid 
withdrawal: 
catecholamine surge

McDonald, J Neurosurg Anesth, 1999



• Pathophysiology of acute 
opioid withdrawal: 
catecholamine surge

• Addiction is a complex 
neurobiologic disease: 
opioid dependence and 
impaired decision making 
(short term and long term 
consequences of 
addiction) share 
underlying 
pathophysiology within 
the brain (ie: not a moral 
disease of choice)

1970’s to current: 
What we have learned since 
the adoption of methadone 

maintenance

Volkow, NEJM, 2016



• Pathophysiology of acute 
opioid withdrawal: role of 
catecholamines

• Addiction is a complex 
neurobiologic disease

• Development of the fetal 
nervous system

Neuroblast development
5-25 weeks

2nd trimester 3rd trimester1st trimester

Glial development
20 weeks through term

Corticospinal tracts and 
dendriditc development

24 weeks through childhood

1970’s to current: 
What we have learned since 
the adoption of methadone 

maintenance



• Pathophysiology of acute 
opioid withdrawal: role of 
catecholamines

• Addiction is a complex 
neurobiologic disease

• Development of the fetal 
nervous system 

• Fetal monitoring, growth,  
and behavior (stillbirth 
prevention)

1970’s to current: 
What we have learned 
since the adoption of 

methadone maintenance



Detoxification during pregnancy: revisited

• Detoxification was abandoned and methadone 
maintenance accepted as superior due to concerns of 
fetal well being and better maternal follow-up

• We have better tools to understand which fetuses are 
at risk for stillbirth or intolerance of maternal 
withdrawal

• We should try to reduce the number of infants at risk 
for and treated for neonatal abstinence symptoms



Dashe, OB GYN, 1998

• N=34 women (detox was only treatment 
offered; average duration use 9 years (2-22))

• Inpatient detox with fetal monitoring >24 
weeks (GA 25 wks (6-36 weeks), 50% third 
trimester)

• Intensive outpatient f/u • 4 women went into labor during 
detox (36, 37 wks)

• 10/30 resumed use and 4 went 
on maintenance = 14/30 (47%) 
relapsed or on MAT

18/34 (53%) were not successful 
due to labor, relapse, or need for 

maintenance



Summary: 
• No significant differences in 

delivery outcome

• No significant difference in 
neonatal outcomes, 
including treatment for NAS

Dashe, OB GYN, 1998

Conclusions:
favorable outcomes due to 

motivated patients

No difference in neonatal 
outcomes

(MM note: excluded IUGR; 
at least 50% relapse)



Luty, Journal Subst Abuse Treat, 2003

N=101 patients admitted for 21 day 
methadone detoxification

N=42/101 completed the 
detoxification

1st trimester (n=5): 1 miscarriage
2nd trimester (n=54): no events
3rd trimester (n=57): 1 preterm birth

Conclusion:
Detoxification can be done safely in 
the 2nd and 3rd trimester

Ob followup:
• Available for 24 patients of 

the 50 patients that were 
expected to deliver at the 
referring hospitals

• 1/24 patients was 
abstinent at delivery

• No data for NAS

Summary: 
• Proof of concept that detoxification 

can be done without IUFD or 
preterm labor

• Consistent with Dashe re: high 
relapse rate following detoxification



3 or 7 day 
withdrawal
(n=95)

3 or 7 day 
withdrawal 
then 
methadone 
maint (n=28)

Meth Maint
(U Penn) 
(n=52)

Maternal +UDS 
(%)

51 (53.4) 5 (17.8) 12 (23)

Maternal days in
treatment

21 100 122

OB visits 2.3 8.3

Birthweight (g) 2911 3020 2819

Preterm (%) 28 (29.4) 3 (10.7) 10 (19.2)

NICU admit (%) 30 (31.6) 1 (3.6) 23 (46)

NAS treatment 
(%)

27 (28.4) 5 (17.9) 14 (27)

LOS days 9.4 7 13

Summary:
Maternal benefits of 
maintenance:
• Longer retention in 

treatment
• More antenatal care
• Less illicit use at delivery

Neonatal benefits of 
maternal withdrawal:
None apparent

Safe to detox during 
pregnancy: 
No acute events during 
detoxification

Jones, Am J Addict, 2008



“For many years, our group has offered pregnant opioid users inpatient hospitalization with slow taper of their methadone dosage, with 
the goal of reducing the likelihood of NAS”

Stewart, AJOG, 2013

N=95 with inpatient detoxification attempt:
• Successful n=53 (56%) (no illicit drugs at delivery)
• 43/95 (48%) success if exclude MAT (n=5) and left 

program (n=5)

Summary: 
• Demonstrates detoxification 

can be successful in select 
women

• If successful, less NAS and 
improved birthweights

• Rates of relapse are almost 
50% even after completion 
of hospital stay

Paper focused on variables associated with detox 
success:
• Duration of in patient detoxification (25 vs 15 

days)
• Completing inpatient counseling program



Lund, Subst Abuse and Rehab, 2012

• Methadone assisted withdrawal: N=8
— (51 eligible at entry; 43 excluded (39 desired 

maintenance; 4 no outcome data)
• 7 day inpt withdrawal: (40, 30, 25, 20, 15, 10, 5 mg qd) 

the outpt CAP f/u (Hopkins)
• Compared to women on maintenance (methadone 

=12; buprenorphine=5)

Summary:
• A high proportion of women that 

consider medication assisted withdrawal 
choose maintenance

• Medication assisted withdrawal does 
not eliminate NAS

— severity of NAS is reduced
— the reduction of NAS symptoms 

and treatment associated with 
withdrawal is not as pronounced 
when compared to buprenorphine 
exposed infants 



Bell, AJOG, 2016

Summary:
• Consistent with ability to 

detox without obstetric 
complication

• Did not do any monitoring 
during detoxification

• Lower relapse rates than 
most other studies

• No mention of lost to 
follow-up

Group 1: Incarcerated
Group 2: Inpatient Detox 
(bup) with close follow-up
Group 3: Inpatient detox 
(bup) only
Group 4: slow wean with 

buprenorphine (8-16 wks)
Determination of opioid 

dependence versus abuse 
not described



• Detoxification appears safe: can be performed without significant risk of fetal 
demise or initiation of preterm labor

• In all studies only a fraction of women requesting treatment were considered 
for detoxification and of those, many opted for maintenance during the 
detoxification process

• Relapse and/or loss to follow-up occur in at least half of women that attempt 
detoxification during pregnancy, despite select criteria

— All studies of detoxification or medication assisted withdrawal were 
compromised by patients lost to follow-up

— No study examined maternal health after delivery
— We do not know the implications of relapse following medication assisted 

withdrawal (they might be worse)

• It is likely women that have successful detoxification are different from those 
that are either ineligible or choose maintenance (literature outside of 
pregnancy can help quantify, but we need data on young women) 

Take Home Message about Medication Assisted Withdrawal (detoxification) during pregnancy 

Medication assisted therapy should remain the treatment of choice for 
women with opioid dependence during pregnancy



Case 3: Medication Assisted Therapy

• In taking the history during your prenatal visit, the 
patient casually mentions that she had back pain in 
the last year.

• With careful inquiry, she admits that she has been 
using oxycodone supplied by a friend.

• When you ask her in an open ended manner how 
many she takes every day, she starts to cry and 
states she is actually using 30 pills a day and a few 
months ago started to crush and snort her oxys.  
She then admits to buying off the street.

• She has tried to stop herself over the last month 
but “feels terrible” when she stops.  Oxycodone use 
recently has been to feel “right”.

• She says she wants the treatment that is best for 
her and the baby.  She has never been to a 
treatment program.



Is medication assisted therapy for opioid dependence 
safe and effective therapy in pregnancy?



Is medication assisted therapy for opioid dependence 
safe and effective therapy in pregnancy?

• Improved prenatal care
• Improved birthweight
• Improved retention into 

treatment
• Improved maternal engagement 

in parenting
• Improved maternal custody

Plus the usual MAT benefits:
• longer treatment engagement
• Less HIV
• Less jail
• Less death

The benefits of medication assisted outside of pregnancy are 
well established.  

Being pregnant should not prevent optimal care.



Is there a superiority of methadone versus buprenorphine?

Consensus:
the decision regarding MAT 
choice should be based on a 
number of factors:

• Access to medication and 
recovery support 
(counseling)

• Failure with a medication 
in the past

• Ability to comply with 
office based treatment

• Harm reduction: initial 
choice might not be 
optimal



• Buprenorphine may be the only 
opioid agonist available: 
access, take home medication 

• Shortens duration of neonatal 
treatment

• Avoids medication switch in 
stable patient that becomes 
pregnant

• Community based treatment 
may allow improved long term 
follow-up

• Partner/Couples treatment 
access

• Methadone  should be offered 
as an acceptable treatment 
during pregnancy

• Long term data and experience 
with methadone

• Has automatic structured 
treatment program

• Both methadone and 
buprenorphine are considered 
Pregnancy Category C (and 
neither are FDA approved)

Favors buprenorphine:Favors methadone:

Methadone versus buprenorphine:



Summary of outcomes: FAVORS Methadone EQUIVALENT FAVORS 
Buprenorphine

Maternal

Treatment efficacy *better for women that failed 
treatment in past X*

*can be considered reasonable 
first line treatment

Access to treatment X
Requires withdrawal for initiation X

Treatment automatically coordinated X

Maternal medical complications X

Neonatal

Long term outcome X
Birthweight X
Gestational age X
% requiring NAS treatment X
Severity of NAS symptoms X
Duration of NAS treatment X



• Excellent data: 
– Minimal/negligibl

e naloxone 
absorbed 

• Acceptable to use 
in pregnancy 
(many places 
combined 
therapy is the 
only available)

Buprenorphine versus 
buprenorphine/naloxone



Case 4: Ethical Issues
• You are a provider for obstetric 

care (or substance use disorder 
treatment center) that believes 
in abstinence only approaches 
to opioid dependence.

• A pregnant patient is opioid 
dependent and requests 
medication assisted treatment

• You feel administration of 
medication during pregnancy 
that can cause NAS is unethical

What is your ethical obligation to 
the patient?



OB GYN, 2015



Pillars of Medical Ethics

• Beneficence

• Non-maleficence

• Justice

• Respect for autonomy



Pillars of Medical Ethics

• Beneficence (Do Good)
• Providers should act with 

therapeutic intent
• Assist patients in linking behavior 

to physical outcomes

(Henry Fielding was a novelist and magistrate, who improved prison conditions in 18th centry London and abolished public hangings)



Pillars of Medical Ethics

• Beneficence
• Providers should act with therapeutic 

intent
• Assist patients in linking behavior to 

physical outcomes

• Non-maleficence (Do No Harm)
• Obligation to the pt to prevent, or 

not impose, harms, including harms 
of omission (ie: not offering 
acceptable treatment options)

• Humiliation and guilt are 
inappropriate and act as a barrier to 
successful treatment and recovery

• Empathy



Pillars of Medical Ethics

• Beneficence
• Providers should act with therapeutic intent
• Assist patients in linking behavior to physical outcomes

• Non-maleficence
• Obligation to the pt to prevent, or not impose, harms, 

incluidng harms of omission (ie: not offering acceptable 
treatment options)

• Humiliation and guilt are inappropriate and act as a barrier 
to successful treatment and recovery

• empathy

• Justice
• Patients should have equitable access 

to care
• There should be fair distribution of 

resources
• Practice should be non-discriminatory 

(prison for substance abusing women 
but not partners; more reporting to 
child protective services for African 
American women; failure to treat 
pregnant women in the same manner 
as other individuals))



Pillars of Medical Ethics

• Beneficence
• Providers should act with therapeutic intent
• Assist patients in linking behavior to physical outcomes

• Non-maleficence
• Obligation to the pt to prevent, or not impose, harms, 

incluidng harms of omission (ie: not offering acceptable 
treatment options)

• Humiliation and guilt are inappropriate and act as a barrier 
to successful treatment and recovery

• empathy

• Justice
• Patients should have equitable access to care
• There should be fair distribution of resources
• Practice should be non-discriminatory (prison for substance 

abusing women but not partners; more reporting to child 
protective services for African American women; failure to 
treat pregnant women in the same manner as other 
individuals))

• Autonomy
• Patients have the right to full 

information about health care and 
make their own decisions

• Assists in treatment engagement



Respondents answered the following question: 
“Where a pregnant women has decided to continue a pregnancy but has refused to adhere 
to physician recommendations, how much do you agree or disagree that seeking court 

intervention may be appropriate in order to compel adherence?”

Brown, Pediatrics, 2012

Well meaning medical colleagues may differ in opinion:
Maternal Fetal Medicine (MFM) versus Fetal Care Pediatricians (FCP) 



Case 5: Legal Obligations

• You are an obstetric 
(or treatment) 
provider for a 
pregnant patient that 
is on parole

• The police call and ask 
you to get a urine drug 
screen and report the 
results to them as a 
favor



Supreme Court 2001:
Ferguson v. City of Charleston

• Medical College of South Carolina began a program to test pregnant women for 
cocaine during prenatal care without their knowledge

• Referred for treatment if + for cocaine
• Tried to arrest women for child abuse if they did not get treatment
• Fourth Amendment states "the right of the people to be secure in their persons, 

houses, papers, and effects, against unreasonable searches and seizures, shall not 
be violated, and no Warrants shall issue, but upon probable cause, supported by 
Oath or affirmation…”

• Justice John Paul Stevens (wrote majority opinion) further rejected the idea that 
the searches were minimally invasive because they happened in the context of 
routine medical care. If anything, he concluded, the searches were especially 
invasive due to the confidentiality and care expected when an individual receives 
health care.

• Prohibited a public hospital from using drug testing for medical purposes to 
further a criminal investigation without a warrant or consent

• ACOG: providers should develop a therapeutic alliance with the patient and avoid 
any activity that is not for the benefit of the patient
– When legal obligations exist, inform the patient (ideally before any testing)

http://www.archives.gov/exhibits/charters/bill_of_rights_transcript.html


Case 5

• You are an obstetric 
(or treatment) 
provider for a 
pregnant patient that 
is on parole

• The police call and ask 
you to get a urine drug 
screen and report the 
results to them as a 
favor

Keep Things Simple: Just say NO 



ACOG Toolkit on State Legislation and Ethics



Case 6: Pain Control

• Your patient has been 
maintained on 
buprenorphine and 
comes to the hospital 
for delivery.  

• She is concerned about 
pain control in labor and 
especially if she needs a 
cesarean delivery.



“Labor is a natural process 
necessarily attended with more 
or less violence……it involves 
exertion which is associated 

with more or less 
suffering….”

Barton Hirst MD, System of 
Obstetrics, 1888



Common Analgesia questions:

Women maintained on methadone versus 

buprenorphine

• Should women stop buprenorphine 

before delivery to improve pain control?

• Does regional analgesia work?

• How should post vaginal delivery pain 

be managed?

• How should post-op pain be managed?

Alford,  Annals Int Med 2006



Common Analgesia questions:

Women maintained on methadone versus 

buprenorphine

• Should women stop buprenorphine before delivery to 

improve pain control?

• No: it will create the potential for term withdrawal, 

which we have tried to avoid through pregnancy

• Reasonable to continue whatever medication for 

opioid dependence to avoid withdrawal

• Does regional analgesia work?

• How should post vaginal delivery pain be managed?

• How should post-op pain be managed?



Common Analgesia questions:

Women maintained on methadone versus 

buprenorphine

• Should women stop buprenorphine 

before delivery to improve pain control?

• Does regional analgesia work?

• Yes

• How should post vaginal delivery pain 

be managed?

• How should post-op pain be managed?

Alford,  Annals Int Med 2006



Efficacy of neuraxial analgesia: similar

Methadone

N=36

Control

N=35

p

Pain before NA 9 (8, 10) 9 (7.5, 10) 0.86

Pain after NA 1 (0, 3.3) 1.3 (0, 2) 0.77

PCEA settings

Basal (cc/hr) 11.7± 1.7 10.6 ± 1.6 0.19

Delay 6.6 ± 1.9 6.1 ± 1.7 0.32

Bolus 8.0 ± 2.8 8.0 ± 2.5 0.96

1 hour max 

infusion

34.6 ± 1.6 34.0 ± 3.0 0.38

Extra bolus 

needed during 

labor

11 (30.6) 4 (11.4) 0.08



Efficacy of neuraxial analgesia: similar 

(maybe more epidural boluses) 

Buprenorphine

N=46*

Control

N=45*

p

Pain before NA 9 (8, 10)

N=39

8.8 (8, 10)

N=42

0.74

Pain after NA 2 (0, 3.6)

N=34

2 (0, 4)

N=41

0.29

PCEA settings* (Stand Sol: 1/16% bupivicaine+2 mcg fentanyl/cc)

Basal (cc/hr) 10.20.6

n=46

10.10.7

n=42

0.60

Delay 7.82.6

N=46 

9.51.5

n=42

0.007

Bolus 6.71.6

n=46

7.41.3

n=42

0.02

1 hour max infusion 35.7 1.8

N=46 

35.8 1.2

N=41 

0.90

Extra bolus needed 

during labor**

19/46 (30.6) 8/43 (11.4) 0.04

* Data omits: one case that had no relief from the epidural and it was felt to be in the wrong space; 

patient received spinal with good relief; two controls that received epidural but delivered prior to 

starting PCEA **not normalized to duration of epidural (yet)



Common Analgesia questions:

Women maintained on methadone versus 

buprenorphine

• Should women stop buprenorphine 

before delivery to improve pain control?

• Does regional analgesia work?

• How should post vaginal delivery pain 

be managed?

• Similar to other patients: access to 

short acting opioids

• How should post-op pain be managed?

Alford,  Annals Int Med 2006
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Common Analgesia questions:

Women maintained on methadone versus 

buprenorphine

• Should women stop buprenorphine before 

delivery to improve pain control?

• Does regional analgesia work?

• How should post vaginal delivery pain be 

managed?

• How should post-op pain be managed?

• IV and short acting opioids

• Consider split dose of maintenance 

medication

• PCEA x 24 hrs if severe, intractable pain

Alford,  Annals Int Med 2006
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Postoperative cesarean delivery opioid use and pain score: 70% more opioid required
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Meyer, Ob Gyn 2007; Meyer Euro J Pain 2010



Does pre-operative buprenorphine 
discontinuation help with pain 

control?

• No evidence of benefit
• Risk of cesarean for a first time mom is 20-30% 

(higher in some places)
• Switching to full opioid agonist near term and 

preventing withdrawal can be tricky
• Switching stable treatment might increase risk of 

relapse
• Most women need opioid-level pain control for 

only a few days



Case 7: Postpartum

• Your pregnant patient 
maintained on 
buprenorphine has 
delivered.

• She is hesitant to 
breastfeed as she feels she 
has given the baby too 
many medications already.

• You discuss contraception 
at discharge and she is 
uncertain about her choice 
but does not want another 
baby soon.



Breastfeeding: strongly recommended, decreases NAS, improves bonding
Methadone and Buprenorphine (and naloxone) compatible

• AAP guidelines might be overbearing: negative 
urine screens for 30 days, stop for any relapse on 
opioids or alcohol use.  

• Breastfeeding furthers the motivation that starts in 
pregnancy re: motivation for recovery

• Breastfeeding should be encouraged: multiple 
benefits of short term (NAS) and long term 
(bonding)

• Absolute contraindications: HIV, cocaine, bloody 
nipple with Hec C +RNA

• Little methadone or buprenorphine is excreted into 
breastmilk

• No convincing evidence of withdrawal with 
discontinuation of breast feeding

• The naloxone in the combined product (Suboxone) 
is not absorbed by the mother therefore is not 
excreted into breastmilk: breastfeeding is 
compatible with suboxone change



LARC:
Long Acting Reversible Contraception

Should be available where women 
get care Nexplanon

IUD

80-90% of pregnancies 
to women with SUD are 
unplanned 

Many think pregnancy 
not possible due to 
irregular ovulation

The best obstetric 
outcomes occur when the 

disease is controlled 
BEFORE pregnancy and the 

pregnancy is planned.



The obstetrician’s view of the life cycle

MUST START 
WITH 
WOMAN/
FAMILY

http://www.solarnavigator.net/animal_kingdom/humans/humans.htm
http://www.solarnavigator.net/animal_kingdom/humans/humans.htm


Final
Congenital Anomalies
MOTHER Study



Don’t forget about smoking cessation/reduction

• Contribues to poor obstetric 
outcomes

• Increases NAS symptoms and 
treatment

• Even reduction helps



SAMHSA, 2015

CHildren And Recovering Mothers



Congenital malformations and opioid exposure

National Birth Defects Prevention Study
17449 women with a child with a birth 
defect
6701 control women
Interviewed 6 wks- 2 years from end of 
pregnancy (recall about 1-3 years)

Used an opioid 1 month before to 3 
months after conception:
Birth Defect: 2.6% Control: 2.0%

Medications used:
Codeine 35%
Hydrocodone 35%
Oxycodone 15%

Why used:
Surgery 41%
Infection 34%
Chronic disease 20%
Injury 18%

CDC Website: updated Feb 10, 2015:

Cardiac defects, spina bifida, gastroschesis
About 2-fold increase
(cardiac disease: increase from 0.02%-0.06%)



Congenital malformations and opioid exposure

National Birth Defects Prevention Study
17449 women with a child with a birth 
defect
6701 control women
Interviewed 6 wks- 2 years from end of 
pregnancy (recall about 1-3 years)

Used an opioid 1 month before to 3 
months after conception:
Birth Defect: 2.6% Control: 2.0%

Medications used:
Codeine 35%
Hydrocodone 35%
Oxycodone 15%

Why used:
Surgery 41%
Infection 34%
Chronic disease 20%
Injury 18%

CDC Website: updated Feb 10, 2015:

Cardiac defects, spina bifida, gastroschesis
About 2-fold increase
(cardiac disease: increase from 0.02%-0.06%)

Recall bias: tendency to recall things if 
associated with an adverse outcome



Congenital malformations and opioid exposure

National Birth Defects Prevention Study
17449 women with a child with a birth 
defect
6701 control women
Interviewed 6 wks- 2 years from end of 
pregnancy (recall about 1-3 years)

Used an opioid 1 month before to 3 
months after conception:
Birth Defect: 2.6% Control: 2.0%

Medications used:
Codeine 35%
Hydrocodone 35%
Oxycodone 15%

Why used:
Surgery 41%
Infection 34%
Chronic disease 20%
Injury 18%

CDC Website: updated Feb 10, 2015:

Cardiac defects, spina bifida, gastroschesis
About 2-fold increase
(cardiac disease: increase from 0.02%-0.06%)

Women should not be taking opioids unless they need them.
Risk is small: do not withhold medication



MOTHER Study

•Randomized trial 
of methadone 
versus 
buprenorphine

•Bigger neonates
•Fewer delivery 
complications

•Less neonatal 
abstinence 
severity and 
treatment

Jones, NEJM, 2010
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MOTHER Study

•Similar maternal 

outcomes

•Fewer delivery 

complications 

(bup)

•Increased % of 

women randomized 

to buprenorphine 

did not complete 

the study

Jones, NEJM, 2010





Lesson 4: In the real world, methadone and buprenorphine are at least 
equivalent in terms of pregnancy and neonatal outcome (2000-2012)

Table 3. Newborn Outcomes 

Infant Characteristics 

Methadone  

(N=248) 

Buprenorphine  

(N=361) P 

N m (sd) or n (%) N m (sd) or n (%) 

Male 248 111 (45%) 361 177 (49%) .299 

EGA at delivery (wks) 248 38.2 (2.5) 361 39.2 (2.2) <.001 

   Preterm (EGA<37 wks) 248 43 (17%) 361 36 (10%) <.001 

Birth weight (grams) 248 2899.7 (583.1) 361 3143.3 (578.9) <.001 

   Standardized (z-score) 248 -0.59 (.93) 361 -0.46 (.98) .089 

   < 5th percentile 248 32 (13%) 361 40 (11%) .494 

Head circumference (cm) 209 33.0 (2.0) 279 33.6 (2.1) <.001 

   Standardized (z-score) 209 -0.50 (.80) 279 -0.46 (.98) .669 

Infants treated for NAS 245 106 (42%) 358 82 (23%) <0.001 

Duration of treatment for NAS 

(days) 

106 133±83 79 83±60 <0.001 

Length of stay, EGA > 37 wks, (days) 205 5.6 (2.8) 325 4.2 (12.6) .107 

Breast milk at discharge 247 156 (63%) 358 267 (75%) .003 

Discharged in care of mother/family 248 237 (96%) 360 351 (98%) .189 

EGA, Estimated gestational age; m, Mean; sd, Standard Deviation; NAS, Neonatal 

abstinence syndrome 

 

Table 2. Prenatal Characteristics      

 Methadone  

(N=248) 

Buprenorphine  

(N=361) P 

 N m (sd) or n (%) N m (sd) or n (%) 

EGA at initial visit (wks) 244 12.2 (6.4) 357 11.7 (6.3) .296 

Initial visit in 1st trimester 244 160 (66%) 357 254 (71%) .344 

Adequate prenatal care (Kotelchuck) 236 212 (90%) 349 329 (94%) .046 

Body Mass Index at initial visit 190 25.1 (5.3) 342 24.6 (5.6) .331 

Pregnancy weight change (lbs)  189 26.3 (17.4) 339 26.4 (16.9) .913 

Cesarean-section delivery 248 80 (32%) 361 104 (29%) .362 

Maternal OAT prior to conception 225 95 (39.7%) 342 196 (60.3%) <0.0001 

Gestational age OAT initiated 

(weeks)* 

124 18.9±19.1 137 15.9±8.1 0.006 

Medication dose at delivery (mg) 237 87.4 (49.9) 354 15.4 (6.4) N/A 

EGA, Estimated gestational age;  m, Mean; sd, Standard Deviation; OAT, Opiate agonist 

therapy; *includes only patients initiated during pregnancy 

 Baby: Buprenorphine: Longer gestation, 
bigger, less preterm, less NAS treatment, 
more breastfeeding

Meyer, JAM, 2014

Mom: Buprenorphine: better prenatal care 
More MAT prior to conception
MAT started earlier in pregnancy


