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A B S T R A C T

Pregnancy presents a window of opportunity for effecting positive change in the lives of

women with opioid use disorder (OUD). Care should be empathetic and nonjudgmental

with a focus on counseling for initiation and maintenance of beneficial health behaviors as

well as development of a strong patient-provider relationship.1 These include adherence to

treatment of OUD through pharmacotherapy and behavioral counseling, smoking cessa-

tion, healthy nutrition, treatment of coexisting medical and psychosocial conditions, as

well as preparation for the postpartum period through breastfeeding education and ante-

natal discussion of contraception. Women will also benefit from anticipatory guidance

with regard to neonatal abstinence syndrome (see Chapter 7). This may include a consulta-

tion with pediatric or neonatal providers who will be caring for their infants. In the absence

of other obstetric indications, minimal additional fetal assessment outside that of standard

prenatal care is recommended for OUD.

� 2019 Elsevier Inc. All rights reserved.
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Urine toxicology screening

Urine toxicology should be checked periodically during

pregnancy in women with OUD. If the patient is receiving

pharmacotherapy from another location, such as a metha-

done clinic, this should be coordinated among providers

so as not to be redundant. Informed consent, preferably

with a signed paper or electronic form, should be obtained

prior to urine collection. This should not be done with

punitive intention, but rather to help women demonstrate

good adherence and build trust. Additionally, it may pro-

vide an opportunity to discuss ongoing illicit substance
.edu (E.W. Rosenthal).

ved.
Women should be asked if they expect any positive results

other than pharmacotherapy. Confirmatory testing with

gas chromatography or mass spectrometry should be per-

formed in the event of a positive result.2

Prescription drug monitoring program (PDMP)

At the initial prenatal visit and periodically during subse-

quent prenatal care, providers should consult the PDMP to

detect any ongoing use of prescription substances.2 This simi-

larly provides an opportunity to address possibly inadequate

treatment if there is ongoing misuse of prescription sub-

stances. This should be done again prior to discharge

home after delivery if providing a prescription for opioids

for pain control.
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Involvement of social services

Providers need to familiarize themselves with the laws in

their states with regard to reporting of substance use.

Twenty-four states and the District of Columbia mandate

reporting of suspected substance use during pregnancy.

Twenty-three states and the District of Columbia consider

substance use during pregnancy to be child abuse under civil

child welfare statutes, and there are three states in which this

is ground for civil commitment3 (Table 1). Most hospitals

require that informed consent be obtained prior to screening

or testing for substance use. At the time of testing, patients

need to be made aware of potential consequences of a posi-

tive result.

Unfortunately, these laws are often counterproductive, in

that they do not reduce recidivism, and fear of legal conse-

quences can present a significant barrier to care for pregnant

women with OUD.4�8 It is the ethical obligation of obstetrical

providers to advocate against the separation of mothers and

infants on the basis of substance use disorder (SUD) alone.9

Although circumstances vary, patients should be reassured

that demonstrating good adherence to treatment for OUDwill

be viewed positively.
Table 1 – State policies on substance use in pregnancy.

State Child abuse Grounds for civil

commitment

Alabama X

Alaska

Arizona X

Arkansas X

California

Colorado X

District of Columbia X

Florida X

Illinois X

Indiana X

Iowa X

Kentucky X

Louisiana X

Maine

Massachusetts

Michigan

Minnesota X X

Missouri X

Montana

Nevada X

North Dakota X

Ohio X

Oklahoma

Pennsylvania

Rhode Island X

South Carolina X

South Dakota X X

Texas X

Utah X

Virginia X

Washington X

Wisconsin X X

Adapted from the Guttmacher Institute “State Policies on Substance Use i
Harm reduction

All women with OUD should be provided with prescriptions

for naloxone and education in how to use it in order to pre-

vent death from overdose. Support people should also be edu-

cated in how to administer intranasal naloxone. Naloxone

precipitates acute withdrawal, which can negatively impact

the fetus, with fetal seizures and even death being the most

serious consequences. At standard doses, however, these

consequences are significantly less likely than the chance of

respiratory compromise in the event of overdose, which

could lead to both maternal and fetal death.10 In addition

to naloxone administration, pregnant women who experi-

ence overdose should be transported to a hospital with

maternity care for maternal and fetal assessment.

For patients with continued use of intravenous illicit

opioids, needle exchange programs and supervised injection

sites may reduce the chance of harm in locations where these

services are available. An overview of 13 systematic reviews

of needle exchange programs concluded that more high qual-

ity studies are needed.11 A systematic review of supervised

injection facilities found that they reduce overdose fre-

quency.12 If unavailable, providers should discuss the
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importance of avoiding sharing of paraphernalia and recom-

mend using in the presence of another who could administer

naloxone in the event of overdose. Further discussion of

screening for and treating medical complications of preg-

nancy such as hepatitis and HIV can be found in Chapter 5.

Co-occurring psychiatric disease and behavioral therapy

Co-occurring psychiatric disease and history of trauma are

common among patients with OUD. A study of 106 pregnant

women with OUD found that 73% met criteria for a co-occur-

ring Axis I mood disorder. Women with co-occurring mood

disorders were significantly more likely to have positive urine

drug screens throughout their care and had lower drug treat-

ment attendance than women with either no psychiatric dis-

order or women with a co-occurring anxiety disorder

(p < 0.05).13 A large retrospective cohort study showed that

people with a history of 5 or more adverse childhood events

(ACEs), such as physical, emotional, or sexual abuse, were

7�10 times more likely to have a substance use disorder.14

Behavioral therapy, either individual, group, or both, is there-

fore an important component of treatment for OUD in preg-

nancy.
Fetal assessment

Fetal growth

Several studies have demonstrated an association between

opioid use and low birthweight (LBW) or small for gestational

age (SGA).15,16 For this reason, we recommend a third trimes-

ter growth ultrasound, performed between 28 and 32 weeks.

One study found that this association was maintained after

adjusting for cigarette smoking,17 which is highly prevalent in

this patient population. Infants born to women receiving

treatment for OUD have significantly lower odds of low birth-

weight (LBW) than those born to women with untreated

OUD.18 It should be noted that there is significant heterogene-

ity of practice with regard to sonographic assessment of fetal

growth in this population. This ranges from no growth ultra-

sound for women with treated OUD, in the absence of ongo-

ing illicit substance use or other risk factors, to serial growth

ultrasounds.

Fetal surveillance

There are no data to support antenatal fetal testing with non-

stress tests (NST) or biophysical profiles (BPP) in women with

opioid use disorder in the absence of other medical or obstet-

ric indications for testing. At our institution, we therefore do

not perform antenatal testing for this indication, though it

may be considered for patients with ongoing use of illicit sub-

stances.

It should be noted that the fetal heart rate is affected by

pharmacotherapy in several ways. Methadone has been

shown to decrease the fetal heart rate baseline, variability

and accelerations.19,20 This results in an increase in the inci-

dence of nonreactive testing as well as time to achieve reac-

tivity.21,22 The effect of decreased baseline, variability and
accelerations is also seen with buprenorphine, though to a

lesser degree.23,24 BPPs take longer to complete in women

treated with methadone.25

If antenatal testing is performed for a patient on metha-

done, we recommend that this be done at least 4�6 h after

the patient receives her daily dose to reduce the risk of falsely

nonreactive testing. This can also be achieved by performing

NSTs prior to dosing.26 This delay may not be necessary for

patients on buprenorphine since the effect is less.

Timing and mode of delivery

Delivery is recommended for obstetric indications. Delivery

prior to 39 weeks in absence of co-existing medical or obstet-

ric indications is typically not recommended. Mode of deliv-

ery should likewise be determined by obstetric indications.

Monitoring during pharmacotherapy initiation

There are no studied fetal heart rate monitoring protocols

during initiation of pharmacotherapy with methadone or

buprenorphine. Our practice is to perform at least daily NSTs

in women undergoing inpatient pharmacotherapy initiation

after 24 weeks of gestation. This is also what we would rec-

ommend in the case of medically assisted withdrawal (see

Chapter 3). Frequency of NSTs may be increased if there is

added concern about a patient or in the event of co-occurring

obstetric indications. Since outpatient initiation of pharmaco-

therapy typically occurs at a slower rate, there is likely not a

need for NSTs. Of note, there is a lack of evidence to guide the

decision to initiate pharmacotherapy in the inpatient versus

outpatient setting in pregnancy. Some institutions initiate

pharmacotherapy as an inpatient after viability. However, in

many places women are not admitted for this indication.
Preparation for the postpartum period

Breastfeeding

Breastfeeding should be strongly supported for women with

OUD on pharmacotherapy. Breastfeeding has been shown to

decrease neonatal abstinence syndrome (NAS) severity,

reduce need for treatment of NAS, and decrease neonatal

length of stay for treatment of NAS in infants born to mothers

with OUD who are on pharmacotherapy.27�29 Patients should

be aware that breastfeeding is not advised if there is concur-

rent use of illicit substances, including marijuana, due to the

potential for adverse neonatal outcomes. Women with OUD

should be made aware that toxicology screening may be per-

formed on the neonate, and mothers may be prohibited from

breastfeeding if this is positive for substances other than the

pharmacotherapy or pain control agents received peripartum.

Breastfeeding is contraindicated in women with Human

Immunodeficiency Virus (HIV). It is not contraindicated for

women with Hepatitis C Virus (HCV) (see Chapter 5). How-

ever, women with OUD and HCV may have significant hesita-

tion and fears about breastfeeding due to inaccurate

information obtained from peers and other providers, and

reassurance should be provided.
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Contraception counseling

Pregnant women with OUD should receive antenatal counsel-

ing on options for postpartum contraception, with an empha-

sis on long-acting reversible contraception (LARC). However,

this should be donewithin a framework of reproductive justice

with the goal of empowering women with regard to achieving

their desired interpregnancy spacing and family size, rather

than sending a message of judgment about suitability of par-

enthood. Research has demonstrated significant disparity in

this population with regard to contraception. A systematic

review found that womenwith SUDwere less likely to use con-

traception than women without SUD (56% vs. 81%).30 In addi-

tion, a large retrospective cohort study of 7805 women with

OUD found only 7.4% utilized a highly effective method (LARC

or female sterilization). Use of LARCwas associated with a lon-

ger interpregnancy interval (HR 0.43, 95% CI 0.26�0.69).31
Conclusion

Prenatal care for womenwith OUD should be provided in a non-

judgmental and empathetic manner. There is a role for ongoing

screening for other substances and for encouraging treatment

with pharmacotherapy. Prenatal care provides a unique oppor-

tunity to educate patients and their supporters about naloxone

for prevention of overdose. Outside of these general principles,

standard obstetrical care is not substantially impacted. A

growth scan is recommended at 28�32 weeks given the associa-

tion between opioid use and growth restriction. Fetal surveil-

lance is not indicated on the basis of opioid use alone. Similarly,

OUD does not affect the timing or mode of delivery. Guidance

related to pain management intrapartum and postpartum is

included in Chapter 4. More information about models of care

for women with OUD with emphasis on integrated, multidisci-

plinary care can be found in Chapter 2.
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