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OBJECTIVE: To assess the incidence and risk factors for

postpartum opioid overdose death and describe other

causes of postpartum death in individuals with opioid

use disorder (OUD).

METHODS: We conducted a cohort study that used health

care utilization data from theMedicaid Analytic eXtract linked

to the National Death Index in the United States from 2006 to

2013. All pregnant individuals with live births or stillbirths and

continuous enrollment for 3 months before delivery were

eligible, including 4,972,061 deliveries. A subcohort of indi-

viduals with a documented history of OUD in the 3 months

before delivery was identified. We estimated the cumulative

incidence of death as occurring between delivery and 1 year

postpartum among all individuals and individuals with OUD.

Risk factors for opioid overdose death were assessed using

odds ratios (ORs) and descriptive statistics, including demo-

graphics, health care utilization, obstetric conditions, comor-

bidities, and medications.

RESULTS: The incidence of postpartum opioid overdose

death per 100,000 deliveries was 5.4 (95% CI 4.5–6.4)

among all individuals and 118 (95% CI 84–163) among indi-

viduals with OUD. Individuals with OUD had a sixfold high-

er incidence of all-cause postpartum death than all

individuals. Common causes of death in individuals with

OUD were other drug- and alcohol-related deaths (47/

100,000), suicide (26/100,000), and other injuries, including

accidents and falls (33/100,000). Risk factors strongly asso-

ciated with postpartum opioid overdose death included

mental health and other substance use disorders. Among

patients with OUD, postpartum use of medication to treat

OUD was associated with 60% lower odds of opioid over-

dose death (OR 0.4, 95% CI 0.1–0.9).

CONCLUSION: Postpartum individuals with OUD have

a high incidence of postpartum opioid overdose death

and other preventable deaths, including nonopioid

substance-related injuries, accidents, and suicide. Use

of medications for OUD is strongly associated with lower

opioid-related mortality.

(Obstet Gynecol 2023;141:657–65)
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Opioid overdose is an important cause of mater-
nal mortality and accounts for up to 10% of

pregnancy-associated deaths in the United States.1

Approximately 75% of deliveries among individuals
with opioid use disorder (OUD) are covered by Med-
icaid2; however, the incidence of maternal mortality
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due to opioid overdose has not been described on a
national level in this population with public insurance,
according to our search of articles on PubMed from its
inception through the end of 2021, using the key-
words “(pregnancy or postpartum) AND opioid over-
dose.” In addition to the risk of fatal overdose,
individuals with OUD may be at increased risk for
other causes of maternal mortality, but this has not
been well characterized. A majority of pregnant indi-
viduals with OUD have comorbid depression and
anxiety, both of which are strong risk factors for sui-
cide.3,4 Pregnant individuals with OUD may also be
at heightened risk for homicide, drug-related acci-
dents, or medical complications related to OUD (eg,
endocarditis, sepsis, and liver failure).5 It has also
been suggested that pregnant individuals with OUD
may be more vulnerable to certain obstetric compli-
cations that may increase the risk of death in the post-
partum period.2

Given limited data on the reasons for the vulner-
ability of the postpartum period to opioid overdose
death and the burden of death in the postpartum
period among individuals with OUD, we used a
unique cohort of pregnant individuals with Medicaid
insurance in the United States linked to National
Death Index data to describe the incidence of and risk
factors for postpartum mortality related to opioid use.
We describe the incidence of other causes of death in
postpartum individuals with OUD and compare these
estimates with those for the full population with
Medicaid insurance to understand whether postpar-
tum individuals with OUD are particularly vulnerable
in the postpartum period, beyond an increased risk for
opioid overdose death.

METHODS

We identified a pregnancy cohort nested in the
Medicaid Analytic eXtract (MAX), which includes
health care utilization data for individuals with
Medicaid insurance in the United States. Deliveries
that ended in live birth or stillbirth were identified,
and the date of delivery was determined through
linkage to an infant record or the date of the hospital
procedure.6 Individuals aged 12–55 years at delivery
with at least 3 months of continuous eligibility in Med-
icaid before the date of delivery were included. We
required 3 months of continuous enrollment before
delivery to allow for assessment of OUD and risk
factors in pregnancy. Deliveries were linked to the
National Death Index by using the beneficiary identi-
fication number and state of residence. Deaths that
occurred from the delivery date through 365 days
after the delivery date (the year postpartum) were

included. Deliveries occurring between 2006 and
2013 were included in the analysis because linkage
of MAX data to the National Death Index was only
available for these years.

We identified a subgroup of pregnancies with
OUD documented within the 3 months before
delivery, including the delivery encounter. Opioid
use disorder was identified using diagnosis codes for
opioid dependence or overdose (Appendix 1, avail-
able online at http://links.lww.com/AOG/D67) or
receipt of medications for OUD (MOUD), including
procedure codes for methadone administration or dis-
pensing of buprenorphine. This study was approved
by the IRB of Brigham and Women’s Hospital, which
waived the need for informed consent.

Cause of death was classified using the Interna-
tional Classification of Diseases, Tenth Revision
coded primary and contributing causes of death in
the National Death Index record. Opioid overdose
deaths were identified using the Substance Abuse and
Mental Health Services Administration’s definition,
which includes opioid-related overdoses of accidental,
intentional, and undetermined intent.7 To be counted
as an opioid overdose death, individuals were
required to have a primary cause of death due to
drugs (accidental poisoning [X40-X44], intentional
self-poisoning [X60-X64], assault by drugs [X85], or
poisoning of undetermined intent [Y10-Y14]) and an
opioid-related contributing cause of death (T40.1-
T40.4, T40.6). In a sensitivity analysis, the definition
of opioid overdose death was broadened to include
any death with a code that indicates opioid overdose
or OUD as a primary or contributing cause (Appen-
dix 2, available online at http://links.lww.com/AOG/
D67) to capture potential opioid-related deaths that
did not meet our primary definition of opioid over-
dose death.

Other categories for causes of death considered
included pregnancy- or delivery-related death (ie,
with a pregnancy- or delivery-related code); circula-
tory system diseases; cancer; suicide (excluding
opioid-related deaths); homicide, other drug- and
alcohol-related deaths; other injuries, including car
accidents, falls, and other types of accidental deaths;
and other diseases. If no cause of death was listed in
the National Death Index, the death was categorized
as “unknown” (Appendix 2, http://links.lww.com/
AOG/D67, for a complete list of International Clas-
sification of Diseases, Tenth Revision codes for each
cause of death).

Various risk factors were identified to determine
potential associations with opioid overdose death and
non–opioid overdose death. Race and ethnicity were
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defined using enrollment files and included the fol-
lowing categories: Asian/Pacific Islander, Black, His-
panic or Latina, White, and other or unknown race
and ethnicity (includes Native American, Alaskan
native, and those identifying as more than one group).
Non-White categories were combined in the popula-
tion with OUD due to sparse data. Baseline risk fac-
tors were assessed from 3 months before delivery
through delivery and included mental health disor-
ders, opioid indications, sexually transmitted infec-
tions, tobacco use, and psychotropic medication use,
which was identified by the presence of diagnosis and
procedure codes and medication dispensing records
(definitions in Appendix 3, available online at
http://links.lww.com/AOG/D67). Diagnoses for non-
opioid substance use were also assessed during the 3
months before delivery. Delivery characteristics
included stillbirth, preterm birth, cesarean delivery,
and severe maternal morbidity, which was defined as a
composite of potentially life-threatening conditions
caused or aggravated by pregnancy (Appendix 3,
http://links.lww.com/AOG/D67).8,9 Health care utili-
zation metrics were assessed both during the 3 months
before delivery and during the postpartum period and
included receipt of MOUD, as well as the number of
opioid dispensings (excluding MOUD), outpatient
visits, emergency department visits, inpatient visits,
and distinct generic prescription drugs dispensed.

The incidence of death was calculated in the full
population and in the subpopulation with OUD.
Pregnant individuals were followed from delivery
until death, until their continuous enrollment ended,
or until they reached the end of the follow-up period
(365 days after delivery), whichever happened first.
Incidence of death by cause was estimated using
cause-specific cumulative incidence for each identified
cause of death. Incidence estimates are presented per
100,000 deliveries with 95% CIs.

We used a case–control design for the analysis of
pregnancy and postpartum risk factors. We matched
opioid overdose deaths to nondeaths, randomly
selected without replacement, using a 1:5 ratio on
state (because Medicaid eligibility requirements can
vary by state) and the number of days from delivery
until the death date, requiring that individuals in the
control group were still enrolled in Medicaid at the
time of the death of the individual in the case group.
Matching was completed separately for both the full
population and in the subpopulation with OUD.
Postpartum risk factors were assessed until the day
the death occurred or until the matched day of death
in individuals in the control group. Separately for
each risk factor, odds ratios and 95% CIs, adjusted

for state to account for matching, were calculated
using logistic regression comparing pregnant indi-
viduals who died and individuals did not die. Given
the small number of opioid overdose deaths, only
univariate associations were evaluated. Health care
utilization variables are presented using median
number of visits (with interquartile ranges) or the
proportion with any visit by setting (eg, emergency
department visit). Risk factors were also examined
for non–opioid overdose death in the same manner
by matching non–opioid overdose deaths to non-
deaths using the same criteria.

RESULTS

There were 4,972,061 deliveries available for analysis
that met the eligibility criteria. A total of 1,393 deaths
by any cause were recorded during the first year
postpartum, corresponding to a cumulative incidence
of 51.1 per 100,000 deliveries (95% CI 48.3–54.1)
(Fig. 1). Opioid overdose was the cause of death for
135 individuals (9.7%), with a cumulative incidence of
5.4 per 100,000 deliveries (95% CI 4.5–6.4). The most
common other causes of death were pregnancy- or
delivery-related deaths, other injuries, and other dis-
eases, with cumulative incidences of 9.6 per 100,000,
8.9 per 100,000, and 6.3 per 100,000, respectively
(Fig. 2). Of all postpartum deaths, 69.6% were late
maternal deaths, occurring more than 42 days after
delivery (Appendix 4, available online at http://
links.lww.com/AOG/D67).

Of the 48,902 individuals with OUD documented
in the 3 months before delivery, 102 died during the
first year postpartum, corresponding to a cumulative
incidence of 316 per 100,000 (95% CI 258–385)
(Fig. 1). Opioid overdose was the most common cause
of death (38 individuals; cumulative incidence 118/
100,000), followed by other drug- and alcohol-
related deaths (47/100,000), other injuries (33/
100,000), and suicide (6/100,000) (Fig. 2). The inci-
dence of death among pregnant individuals with
OUD was more than twice as large as the incidence
in the full population for every cause of death except
cancer. The timing of maternal deaths was similar to
that observed in the full population of postpartum
individuals (Appendix 4, http://links.lww.com/
AOG/D67).

When broadening the definition of opioid over-
dose death to include all deaths with primary or
contributing causes of death related to opioids, the
cumulative incidence was 5.8 per 100,000 deliveries
(95% CI 4.9–6.9) in the full population and 124 per
100,000 deliveries (95% CI 89–170) in the population
with OUD.
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Opioid overdose death was more likely among
individuals with pregnancy complications (eg, still-
birth, severe maternal morbidity), preterm birth,
cesarean delivery, comorbidities, tobacco use, pre-

scription opioid analgesic indications, OUD, and
other substance use disorders (Fig. 3). The odds of
an opioid overdose death were lower among individ-
uals of non-White race compared with White

Fig. 1. Cumulative incidence of death by all causes and by opioid overdose during the first year postpartum among indi-
viduals with deliveries in the MAX-NDI (Medicaid Analytic eXtract-National Death Index) linked cohort. A. Among all
pregnant individuals, the incidence of postpartum death at 1 year postpartum was 51.1/100,000 deliveries (95% CI 48.3–
54.1) from all causes and 5.4/100,000 deliveries (95% CI 4.5–6.4) from opioid overdose. B. Among pregnant individuals
with opioid use disorder, the incidence of postpartum death at 1 year postpartum was 316/100,000 deliveries (95% CI 258–
389) from all causes and 118/100,000 deliveries (95% CI 84–163) from opioid overdose.

Suarez. Postpartum Opioid-Related Mortality. Obstet Gynecol 2023.

Fig. 2. Distribution of causes of death and cumulative incidence per 100,000 deliveries of specific causes of death by 1 year
postpartum. OUD, opioid use disorder.

Suarez. Postpartum Opioid-Related Mortality. Obstet Gynecol 2023.
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individuals. This is in contrast to results for non–
opioid overdose deaths, where Black individuals and
individuals of other or unknown race and ethnicity
groups had the highest risk of death (Appendix 5,
available online at http://links.lww.com/AOG/D67).

Among individuals with OUD, the direction of
the associations with individual risk factors was
generally similar (although estimated with much less
precision), with a few notable exceptions. Comorbid-
ities (ie, mental health disorders; sexually transmitted
diseases, hepatitis, human immunodeficiency virus
[HIV]) and tobacco use were not strongly associated
with opioid overdose death (Fig. 3). Use of MOUD
showed a strongly protective association with opioid
overdose death: The odds ratio was 0.4 (95% CI 0.2–
1.0) for MOUD in pregnancy and 0.4 (95% CI 0.1–0.
9) for MOUD use after delivery. Use of MOUD was
similarly strongly associated with lower odds of non–
opioid overdose death in individuals with OUD
(Appendix 6, available online at http://links.lww.
com/AOG/D67).

Health care utilization among pregnant individ-
uals with postpartum opioid overdose death was
greater than that among individuals in the matched

control group during pregnancy and after delivery
(Table 1). A high proportion of individuals in the case
group with postpartum overdose death had an opioid
analgesic dispensing between delivery and the date of
death (79.3% vs 56.7% among individuals in the con-
trol group). The proportion of individuals with a post-
partum opioid analgesic dispensing was lower among
individuals in the case and control groups in the pop-
ulation with OUD than in the full population. Emer-
gency department utilization during pregnancy and
after delivery appeared to be greater among individ-
uals in the case group with opioid overdose death than
in the matched control group in both the full popula-
tion and the population with OUD.

DISCUSSION

In this cohort of pregnant individuals with Medicaid
insurance, the incidence of opioid overdose death was
more than 20-fold higher in individuals with OUD
compared with the general population (5.4/100,000
deliveries in the pregnant population overall and 118/
100,000 in individuals with OUD). Additionally, the
incidence of death was much greater among individ-
uals with OUD compared with the full population for

Fig. 3. Characteristics of pregnant individuals with opioid overdose deaths and matched individuals in a control group.
1Odds ratios (ORs) were adjusted for state to account for matching of individuals in the opioid overdose death case group to
the nondeath control group. 2Other race and ethnicity includes American Indian, Alaskan Native, and more than one race.
3Race and ethnicity groups collapsed to White and non-White due to small counts in non-White groups in the population
with OUD. Event counts are obscured when there were fewer than 11 in Medicaid Analytic eXtract due to the Centers for
Medicare & Medicaid Services’ cell size suppression policy. STD, sexually transmitted disease; HIV, human immunodefi-
ciency virus.

Suarez. Postpartum Opioid-Related Mortality. Obstet Gynecol 2023.
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all non–opioid overdose causes of death, except can-
cer. Severe maternal morbidity, mental health condi-
tions, and documented substance use disorders were
associated with risk of opioid overdose death. Among
individuals with OUD, MOUD was strongly associ-
ated with a decreased incidence of opioid overdose
death.

The incidence of death among pregnant individ-
uals with OUD has not been previously reported.
Although it is expected that the burden of opioid
overdose would be substantially greater in this pop-
ulation, the greater incidence of mortality across
nearly all causes is an important finding. The largest
discrepancies in incidence estimates between the
population with OUD and the full population were
in other drug- and alcohol-related deaths (approxi-
mately 15 times higher), suicides (approximately 11
times higher, not including deaths due to opioid
overdose), and circulatory deaths (approximately five
times higher). The association between substance use
disorders and suicide in the general population has
been demonstrated previously, especially for opioid
and alcohol use disorders.10 There is also evidence
that OUD is strongly associated with an increased risk
of suicide in women, even after adjusting for psychi-

atric diagnoses.11 Data from delivery hospitalizations
suggest that pregnant individuals with OUD at the
time of delivery are at increased risk of cardiac arrest,
in addition to an increased risk of in-hospital mortal-
ity.2 Pregnant individuals with OUD are at greater
risk of severe maternal morbidity.12 We found that
patients with OUD and severe maternal morbidity
had a much greater risk of opioid overdose death,
signaling that severe maternal morbidity is a marker
of a particularly high-risk group.

There are limited incidence data on pregnancy-
associated mortality involving opioids. A study involv-
ing 22 states using death certificate data estimated that
the pregnancy-associated mortality ratio (ie, deaths that
occurred during pregnancy or within 1 year after
pregnancy) due to opioids increased from 1.3 per
100,00 live births in 2007 to 4.2 per 100,000 in 2016,
which accounted for 10% of all pregnancy-associated
deaths in 2016.1 An updated analysis using death cer-
tificates reported that the pregnancy-associated mortality
ratio due to drugs (defined as deaths of unintentional
and undetermined intent due to drug poisoning,
drug-induced diseases, and mental or behavioral disor-
ders due to drugs including opiates, narcotics, and psy-
chotropics) was 4.7 per 100,000 for 2010–2019,

Table 1. Health Care Utilization of Pregnant Individuals With Opioid Overdose Death and Individuals in a
Matched Control Group*

Health Care Utilization

All Pregnant Individuals Pregnant Individuals With OUD

Opioid Overdose
Deaths (n5135)

Matched Control
Group (n5675)

Opioid Overdose
Deaths (n538)

Matched Control
Group (n5190)

During pregnancy
Opioid dispensing 47 (34.8) 70 (10.4) 12 (31.6) 44 (23.2)
ED visit 59 (43.7) 177 (26.3) 20 (52.6) 62 (32.6)
Hospitalization† 17 (12.6) 41 (6.1) Fewer than 11‡ 25 (13.2)
No. of dispensed

generic medications
3 (1–6) 2 (0–3) 3 (1–5) 2.5 (1–5)

No. of outpatient visits 15 (8–27) 13 (7–24) 23 (9–39) 19 (9–35)
After delivery

Opioid dispensing 107 (79.3) 383 (56.7) 21 (55.3) 89 (46.8)
ED visit 76 (56.3) 191 (28.3) 22 (57.9) 67 (35.3)
Hospitalization† 21 (15.6) 22 (3.3) Fewer than 11‡ 13 (6.8)
No. of dispensed

generic medications
6 (3–12) 3 (1–6) 7.5 (2–13) 4 (1–8)

No. of outpatient visits 4 (2–9) 3 (1–6) 5.5 (3–13) 5 (2–10)

Data are n (%) or median (interquartile range).
ED, emergency department.
* Health care utilization during pregnancy was measured from 90 days before delivery until the day before the delivery admission date or 3

days before the delivery date for deliveries occurring in outpatient settings. Health care utilization after delivery was measured from the
day after delivery until the day before death (or matched day of death in the control group) within 1 year postpartum.

† For hospitalizations, both the admission and discharge date had to fall within the utilization window. This avoided capturing the delivery
hospitalization or a hospitalization that ended in death.

‡ Event counts are obscured when there are fewer than 11 in Medicaid Analytic eXtract due to the Centers for Medicare & Medicaid
Services’ cell size suppression policy.
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representing 11% of all pregnancy-associated deaths
during this period.13 Unlike our study, these estimates
include deaths occurring during pregnancy, rely on the
pregnancy checkbox on death certificates, which is
known to have errors in documenting pregnant or post-
partum status,14 and do not have health insurance
information.

Given the over-representation of OUD in the
population with Medicaid insurance,2 it is important
to understand the burden of opioid overdose mortal-
ity in this population. Compared with pregnant indi-
viduals with private insurance, pregnant individuals in
California with Medicaid insurance had 2.2 times the
rate of death overall and 3.4 times the rate of death
due to drugs or suicide in the year after delivery.15

Our estimate for the incidence of opioid overdose
death at 5.4 per 100,000 deliveries, despite not includ-
ing deaths occurring during pregnancy, is higher than
the previous national estimate of 4.2 per 100,000 live
births, reflecting this increased burden in the popula-
tion with Medicaid insurance. Our finding that opioid
overdose deaths account for approximately 1 in 10
maternal deaths from 2007 to 2014 is also consistent
with the previously reported estimate of 10%.1

We also found that pregnant individuals who had
postpartum opioid overdose death did not have less
health care utilization during pregnancy or after
delivery than individuals in the matched control
group who did not die postpartum. The majority of
individuals with opioid overdose deaths had an
emergency department visit between delivery and
death, not including visits occurring on the death date.
A similar finding about high emergency department
utilization was reported among individuals with post-
partum drug-related deaths in California.15 This high
health care utilization in the postpartum period sug-
gests that there are opportunities for intervention for
these patients, especially in those with a history of
OUD. Emergency department utilization was high
overall in our cohort, which reflects greater emer-
gency department utilization by patients with Medic-
aid insurance compared with patients with private
insurance or no insurance in the general population
and among pregnant individuals.16–18

It is also notable that only 28% of the individuals
with opioid overdose deaths had a documented
history of OUD (based on either recorded diagnosis
or OUD treatment) at delivery or in the 3 months
before delivery. This increased to 40% when diagno-
ses and OUD treatment through the date of death
were included. Despite the frequent health care
utilization in both outpatient and emergency settings,
issues with opioid use appear to be unrecognized

before the fatal overdose event for a majority of
individuals in our cohort. It should be noted, how-
ever, that under-recording of the diagnosis in elec-
tronic health records and claims data in general, due
to stigma and legal considerations, and under-
recording among individuals with public insurance
in particular, due to receiving treatment outside of
Medicaid, might be other factors contributing to the
low proportion of individuals with a documented
diagnosis of OUD.

Among individuals with OUD, MOUD was
strongly associated with a decreased risk of opioid
overdose death. In nonpregnant individuals with
OUD, numerous studies have shown a decreased risk
of death overall and decreased risk due to opioid
overdose when patients are actively on treatment with
buprenorphine or methadone.19 Similarly, among
pregnant individuals with OUD in Massachusetts,
rates of overdose events occurring in the year before
or after delivery were significantly lower when
patients were actively receiving buprenorphine or
methadone.20 Despite the observed benefits of
MOUD during pregnancy and the postpartum period,
discontinuation of MOUD in the postpartum period is
common, especially among patients with a shorter
duration on MOUD during pregnancy.21,22 This high-
lights the importance of starting and maintaining
MOUD during pregnancy and the postpartum period.
We also found that MOUD in patients with OUD was
associated with a decreased risk of non–opioid-related
deaths, which may reflect some misclassification in the
cause of death or indirect effects of MOUD on mor-
tality through better engagement with care.

Using linked MAX and National Death Index
data to evaluate maternal deaths in the United States
has several advantages. It allows for investigation of
death in a very large and nationally representative
cohort. Unlike reports that rely on the death certifi-
cate pregnancy checkbox, timing of death in relation
to pregnancy and delivery can be accurately
described. Medicaid records also provide extensive
information on health status and health care utiliza-
tion leading up to death, including diagnosis of OUD,
which allows us to examine key risk factors. However,
our study also has some limitations. Due to the
identification of pregnancy through the delivery
event, we are unable to observe deaths occurring
during pregnancy. The cohort includes individuals
who die while they remain enrolled in Medicaid after
delivery. Therefore, our findings cannot necessarily
be generalized to patients who lose Medicaid eligibil-
ity and potentially lose access to treatment. The data
used in this analysis include the most recently
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available data from the National Death Index for
individuals with Medicaid insurance nationwide,
which includes years 2006–2013. Nevertheless, our
estimates of the incidence of opioid overdose death
and the proportion of postpartum deaths attributable
to opioids were consistent with estimates using more
recent data.1,13 Given the limited number of opioid
overdose deaths, our risk factor analysis only consid-
ered univariate associations. Opioid overdose deaths
are likely to be under-recorded on death certificates
due to the widespread use of the code for poisoning
by “other and unspecified drugs” (T50.9).23 Analyses
that imputed the drug involved in unspecified over-
dose deaths have estimated that adjusted national opi-
oid overdose death rates are approximately 25%
higher than estimates based on opioid codes alone;
however, this varied substantially by state.24,25 There-
fore, our observed incidence of opioid overdose death
may be an underestimate.

In summary, opioid overdose is an important
cause of postpartum death among pregnant individ-
uals with Medicaid insurance in the United States,
accounting for about 10% of all postpartum deaths.
Pregnant individuals with OUD also have a high
incidence of postpartum death from other preventable
causes of premature mortality, including other drug-
and alcohol-related deaths, suicide, and other injuries
and accidents. Risk factor analyses for opioid over-
dose death revealed potential avenues for intervention
through interaction during postpartum outpatient and
emergency department visits and by increasing access
to MOUD and sustaining MOUD maintenance dur-
ing the first-year-postpartum period, which was
strongly protective against overdose. Additional
evidence-based prevention interventions could
include naloxone prescribing and training to pregnant
and postpartum individuals with substance use
history and to partners and significant others,26,27

screening and brief interventions for reduction of sub-
stance use28 and suicide risk,29 and emphasis on per-
sonal safety (safe driving, falls prevention, averting
domestic violence). Interventions targeted to support
this high-risk group of patients during the postpartum
period are needed not only to prevent overdose, but
other causes of maternal death, as well.
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