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Treating Opioid Use Disorder 
During Pregnancy and  
the Post-Partum Period

Sara, a 23-year-old woman, arrived at the emergency department via EMS after overdosing on opioids in the community. 
She was given intranasal naloxone from bystanders with little effect but responded well to intramuscular naloxone given by 
EMS. On arrival, she was awake and alert and breathing without difficulty. A point of service urine drug screen revealed the 
presence of fentanyl, and a urine pregnancy test was positive.

Opioid use and opioid use disorder (OUD) continue to be major public health issues in Ohio and the United States (US), with 
devastating effects on individuals, families, and communities. Women of reproductive age are not exempt from experiencing 
OUD. Over 23,000 women in the US died of unintentional overdose in 2023, with 16,800 of them occurring in women of 
reproductive age.1 Additionally, the number of pregnant women with OUD is also appreciable, with 7.67/1000 deliveries 
screening positive for OUD in 2016, a 71% increase from only 4 years earlier.2

These numbers alone stress the importance of identifying and treating OUD in all women, particularly in those who are of 
reproductive-age or are pregnant. Pregnancy may be a unique opportunity to engage women about OUD, as it may serve as 
a “change motivator” that influences them to seek treatment previously not considered. Accordingly, routine screening of all 
pregnant women for OUD and other substance use disorders (SUDs) is an important intervention and potentially life-saving 
for both mother and child3,4

Sara indicated that she had been using fentanyl several times a day. Once aware of her pregnancy one month ago,  
she changed administration route from injection to inhalation, as she felt it carried lower risk. She was trying to stop  
on her own but experienced intense drug craving and withdrawal, resulting in fentanyl use to relieve symptoms.

Quick Takes

•	 The crisis continues in the United States (US), with many people experiencing opioid use disorder (OUD), 
opioid-related disability and death, including pregnant and parenting women. 

•	 Untreated OUD in pregnant women is associated with poor maternal and neonatal outcomes.

•	 Pregnancy is often a motivator for women with OUD to seek treatment.

•	 Treatment is associated with improved outcomes for both mother and baby.

•	 The foundation of OUD treatment in pregnant women is medication for opioid use disorder (MOUD), 
specifically buprenorphine or methadone, and it is demonstrated to have the largest effect in improving 
treatment outcomes.

•	 Treatment with buprenorphine or methadone should be encouraged in all pregnant women with OUD.

•	 Pregnant and post-partum women with OUD have complex needs. Treatment should be comprehensive 
and trauma-informed, addressing obstetric, medical, psychiatric, and basic physical needs.

•	 Pregnant women should routinely be screened for OUD and have rapid access to treatment.
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All individuals with OUD face multiple potential consequences, including injection-transmitted infections such as Hepatitis B 
and C and HIV; sexually transmitted infections (STIs); non-fatal and fatal overdoses; and psychosocial consequences such as 
homelessness, poverty, and incarceration. Pregnant women with OUD experience these same risks, and they extend to their 
unborn child. There is high potential for poor outcomes in both, with overdose death of the mother (and therefore, the child) 
the most severe of these.3,4 Even non-fatal overdose is a substantial risk as it may result in anoxia that affects both mother 
and fetus, potentially causing lasting medical issues in both.5 Untreated OUD is associated with severe maternal morbidity.6 
The risks of opioid withdrawal are substantial and associated with increased risk of multiple complications, including pre-
term labor, fetal distress, and fetal demise.3 

The impact of active OUD during pregnancy goes beyond the effects of opioid use itself. Many pregnant women who have 
OUD are exposed to other drugs that can have deleterious effects on the pregnancy, including alcohol, tobacco, cannabis, 
stimulants, sedatives, and drug contaminants such as xylazine.7,8 Additionally, adequate nutrition is often lacking in the face 
of active SUD, and prenatal care itself is uncommon.3,9 These medical and psychosocial factors speak to the importance of 
comprehensive interventions for pregnant women with OUD to achieve best possible outcomes.10

Obstetrics came to see Sara in the emergency department. Her pregnancy was estimated to be in the 16th week per 
the date of her last menstrual period, and by ultrasound her baby was slightly small for dates. Otherwise, there were no 
issues noted. Sara was relieved and stated, “I’m tired of this and want to do what is best for both of us.” Further history 
was obtained—she shared that she had occasionally smoked cannabis to relieve nausea, but did not use tobacco, had 
not used alcohol for over a year, and had not knowingly used other drugs.

Treatment options were discussed, including treatment with buprenorphine or methadone for her OUD. She had been 
treated with buprenorphine in the distant past with good results but had concerns about its potential impact on her 
baby. These were addressed, and she consented to treatment with buprenorphine, to relieve her acute withdrawal 
symptoms initially and then continuing to help her avoid illicit opioids and re-establish a life of recovery. She was 
admitted to the OB service for induction on buprenorphine, further assessment and stabilization.

The American Society of Addiction Medicine (ASAM) and the American College of Obstetrics and Gynecology (ACOG) have 
issued guidance that MOUD using either buprenorphine or methadone is the standard of care for pregnant women with 
OUD.3,4 Despite this, only about half receive MOUD.11 Both buprenorphine and methadone are associated with markedly 
better treatment outcomes vs. no medication, with less obstetric complications,3 improved retention in treatment, lower 
relapse rates, reduced overdoses (fatal and non-fatal), decreased all-cause mortality, fewer suicides, and improvement in 
social circumstances.4 In the past, buprenorphine mono-product was favored over the buprenorphine/naloxone combination 
due to concerns about potential effects of naloxone in the developing fetus, but these concerns have proven unfounded.  
The combination product is as safe and effective the buprenorphine-only product.12

Medical withdrawal is NOT recommended during pregnancy due to its association with preterm labor, fetal distress and 
miscarriage.3,13 Accordingly, naltrexone is not recommended for use in pregnancy since it requires medical withdrawal and 
exposes mother and fetus to these risks. Research confirming its safety and efficacy is minimal.4 

“Medically supervised withdrawal is associated with a high rate of return 
to substance use, putting both the pregnant woman and the fetus at risk. 
Medically supervised withdrawal should be avoided whenever possible”

- SAMSHA, 2018
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The decision about MOUD should be collaborative between the provider and patient, individualized, and based upon 
the evidence base and patient preference.14,15  Various factors enter into the decision, including availability of medication 
(methadone is not available in some areas, while buprenorphine is widely available), history of treatment, and side effects. 
The mother should be fully educated the different treatment options, and likely outcomes, benefits, side effects and risks  
of each one. Likewise, she should be educated about expected outcomes and risks of choosing no MOUD treatment.

Concerns are sometimes raised about the potential impact of MOUD on the developing fetus. Studies have found that 
there is no increase in birth defects in women treated16 although there is some association with preterm birth and low birth 
weight,17 apparently lower with buprenorphine than methadone. However, both are associated with better outcomes than no 
MOUD and their potential risk pales in comparison to the risk of untreated MOUD, which too frequently results in overdose, 
infections and other adverse outcomes. MOUD treatment with buprenorphine or methadone is the standard of care in 
pregnant women with OUD.3,4 

Another decisive factor may be the relative risk of the newborn experiencing withdrawal in the days following birth, 
called Neonatal Abstinence Syndrome (NAS). Any opioid (or other substance) that has induced tolerance—non-medical or 
medical (including MOUD)—can result in NAS. The risk of NAS is not insignificant, occurring in 52% of buprenorphine-
exposed neonates and 69% of methadone exposed infants, though it is less severe and shorter in neonates exposed to 
buprenorphine.18 In either case, NAS is more easily managed in neonates exposed to MOUD of known dose than those 
exposed to opioids in the context of active OUD, especially if other drugs were also being used.3 Many MOUD-exposed 
neonates can be managed without medication using approaches such as “rooming in” and breastfeeding,19,20 although  
others may also require medication.21 Affected babies should be referred to as “experiencing NAS” and not “born addicted,”  
a term that is both inaccurate and stigmatizing.

Some women may elect to avoid MOUD during pregnancy, despite the increased risk of relapse, overdose, and worse 
maternal and fetal outcomes. In this situation, a review of treatment options and exploration of rationale may be helpful, 
especially asking about any outside pressures from family or even other treatment providers and correcting any inaccuracies  
that may be influencing her decision. If she persists, her decision should be respected and all other components of prenatal 
care provided, noting that MOUD can be started later if she chooses. 

Sara was successfully induced on buprenorphine, experiencing total relief of withdrawal symptoms and cessation 
of cravings at 16 mg daily. Her lab testing revealed infection with hepatitis C but no other abnormalities. Social 
service assessment found she was sleeping at various friends’ houses with no permanent address, had lost her job 
as a bookkeeper, had no transportation or health insurance, and was estranged from her family. She had previous 
outpatient treatment for depression and experienced various forms of abuse both as a child and an adult.

 
The initial approach to pregnant women with OUD is ensuring medical, psychiatric, and social stability. This includes 
assessment and treatment of medical and mental health needs and securing a safe and stable living situation where her  
needs as an expectant mother can be met. 
 
Trauma histories are common in women with OUD.22 As such, all treatment environments should be nurturing and trauma-
informed.23 The most common reasons that pregnant women with OUD do not seek treatment or drop-out prematurely are 
attitudes that are not considerate of trauma and are non-supportive, blaming, and punitive. Diligence must be maintained 
to deal with these stigmatizing behaviors and intervene if necessary to avoid the deleterious effect on mother and baby.24 
Additionally, pregnant women with OUD also sometimes hesitate to seek both OUD treatment and prenatal care due to fear 
of child protective service (CPS) intervention.  It is essential that all providers are aware of how their local CPS approaches 
this situation and educate the mother about it during pregnancy.25 
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Arrangements were made for Sara to enter a residential SUD treatment program for women and continue treatment 
at the hospital’s high-risk OB clinic. Treatment of hepatitis C was deferred until after her pregnancy. She did not 
display serious psychiatric symptoms. Social work enrolled her in Medicaid and WIC (Women, Infants and Children 
Supplemental Nutrition Program), referred her to classes for expectant mothers, and obtained cab passes from a  
local non-profit agency to help with transportation to appointments.

She did well in treatment. She participated in group therapy, individual counseling, and 12-step groups. She and her 
mother reconciled, and her mother indicated that she could stay with her following completion of residential treatment, 
as long as she continued in treatment and remained sober. 

 
The needs of expectant mothers with OUD are complicated and go well beyond the expected medical complexities.  Other 
life areas need to be evaluated and addressed (Table 1) including shelter, security, nutrition, and access to healthcare. Prompt 
efforts should be made to resolve these issues as soon as possible and monitor their status throughout pregnancy and the 
post-partum period to ensure that social stability is maintained.

Sara was released from residential treatment and continued in outpatient SUD treatment, living with her mother as 
planned. In her last trimester, she began to complain of insomnia, restlessness, anxiety, and drug craving. Buprenorphine 
was increased to 24 mg with resolution of cravings and most other symptoms, although it was felt that some of them 
were likely pregnancy-related. The prescriber assured her that an increased dose of MOUD is frequently needed toward 
the end of pregnancy due to increased metabolism of medication. She attended OB appointments as scheduled and 
participated in childbirth and parenting classes with her mother. The remainder of her pregnancy was uncomplicated. 

Preparation for the birth process and the post-partum period is essential for all pregnant women, and even more so for those 
with OUD. These mothers need to be ready for the expected challenges and stresses of dealing with a newborn, as well as 
continuing the activities that support OUD recovery. Additionally, they may have previously used substances to deal with life 
issues that will invariably face them post-partum, such as fatigue, sleep deprivation, irritability, and depression. Addressing 
them well in advance of delivery, establishing a plan for coping, and arranging for both emotional and tangible support 
is essential—including a reliable person to provide “relief” when needed and contacts for others when feeling unsure or 
overwhelmed.14 Other preparations like a safe crib, car seat, diapers, and other needed supplies should not be neglected. 

Medical SUD and Mental Health Social

•	 Obstetric care
•	 Infectious diseases
•	 Nutrition
•	 Pain management
•	� Family Planning 

Contraceptive counseling 
•	 Post-natal care
•	 Newborn care for baby

•	 MOUD
•	 Counseling needs
•	� Other drug use, including 

tobacco
•	 Active psychiatric symptoms
•	 Suicidal ideation
•	 Trauma history
•	� Potential for relapse after 

delivery

•	 Housing
•	 Transportation
•	 Income/Employment
•	 Healthcare coverage
•	 Support system
•	 Legal issues, if present
•	� Plan of safe care for self/

baby following delivery
•	� Liaison with Child Protective 

Services, if needed

Table One. Important Areas to Address in Pregnant and  
Post-Partum Women with Opioid Use Disorder
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MOUD dosage adjustment may be necessary during pregnancy and should be individualized based on target symptoms  
such as craving and withdrawal. This may be due to the physiological changes of pregnancy, environmental triggers for 
craving, or both. A need to increase dose is more common with methadone than buprenorphine.4

There should also be discussion about the importance of continued treatment with MOUD after delivery, informing  
the mother that stopping MOUD at any point increases the likelihood of relapse and places her and the baby at risk.14  
The risk of MOUD discontinuation in the post-partum period is significant, with one-third to one half of mothers with  
OUD discontinuing it in the first year following the child’s birth and speaking to the importance of addressing and  
monitoring this.26,27 

The option of breastfeeding should be discussed, as breastfeeding is generally accepted as nutritionally best for the baby, 
can minimize symptoms of NAS, and can reduce infant irritability. Both buprenorphine and methadone are considered  
safe in breastfeeding, as very low amounts are secreted in breast milk.28

Sara presented in labor near her due date and delivered a healthy, full-term girl with APGAR scores of 6 and 9. She 
received an epidural for delivery and did not require any supplemental opioid medication. Her baby had some mild 
NAS occurring 48 hours after delivery and lasting about 36 hours, which was managed with non-pharmacological 
treatments. She and her baby left the hospital on the fourth post-partum day and returned to her mother’s. Regular  
in-home nursing visits were arranged and appointments set for the one-week newborn visit, a post-partum OB check, 
and telehealth addiction counseling for Sara.

Women with OUD should be offered enhanced care in the post-partum period.3 Reliable friends and relatives can be helpful, 
with frequent professional assistance and active outreach in the event of missed appointments or increased difficulties. The 
realities of new parenthood should be considered, understanding that in-person appointments can be inconvenient and 
contribute to stress rather than relieving it. Telehealth appointments, online group therapy, and home visits by case managers 
and peer support specialists may be more practical. All contacts with the new mother should ascertain how she is coping, 
what additional resources are needed and should emphasize importance for continuing SUD treatment, including MOUD. 

Sara embraced motherhood and generally did well. She found her mother to be a tremendous support and appreciated 
the assistance of the visiting nurse over the first few months. On several occasions when she felt overwhelmed, she used 
cannabis, which stopped when her mother indicated that any further use would lead to her eviction, though the baby 
could stay. She and her counselor addressed alternative coping strategies. She remained adherent to MOUD and all 
other aspects of treatment.
 
Several months after her child was born, her employer reached out and asked her to return to her previous job,  
which she accepted on a part-time basis. She continues to live with her mother and is beginning to save money  
for an apartment. She recently told her counselor, “I only have what I have now because I was pregnant. I never  
would have gotten into treatment without it.”

Pregnancy represents a watershed event in lives of most people. In the case of women with OUD, it often provides the 
motivation to seek treatment and pursue a life of recovery. A comprehensive, empathetic and trauma-informed approach 
built upon MOUD and OB care along with safe housing, appropriate nutrition, a solid support system, and a source of 
income can lead to positive outcomes with a better life for the mother and a good start in life for the newborn. Both  
deserve that opportunity and the best that we have to offer.
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“Pregnant people with substance use disorders should be encouraged to get 
the care and support they need — and be able to access it — without fear 
of going to jail or losing their children. Anything short of that is harmful to 
individuals living with these disorders and to the health of their future babies.”

- NORA VOLKOW, MD, PHD, Director, National Institute on Drug abuse

For Additional 
Information on 
This Topic

•	 Treatment of Opioid Use Disorder for Pregnant Patients. American Society of Addiction Medicine. 
Online Training. 

•	 PCSS MOUD Case-based Learning Collaboratives: OUD and Pregnancy. Providers Clinical Support 
System. Online Training.

•	 Treating Pregnant People for Opioid Use Disorder:Clinical Challenges. Providers Clinical Support 
System. Online Training.

•	 Opioid Use Disorder in Women. Providers Clinical Support System. Online Training.

•	 Clinical Guidance for Treating Pregnant and Parenting Women With Opioid Use Disorder and Their 
Infants. Substance Abuse and Mental Health Services Administration. Booklet.

•	 Opioid Use and Opioid Use Disorder in Pregnancy. American College of Obstetrics and Gynecology. 
Committee Opinion.

•	 Maternal Opioid Medical Supports. Ohio Department of Mental Health and Addiction Services. 
Online resource.

•	 Understanding and Supporting Mothers with Substance Use Disorders. National Council for Mental 
Well-Being.

Upcoming 
Trainings on 
Substance Use 
Disorders

•	 Ohio Substance use Disorders Center of Excellence. Multiple trainings on various topics in coming 
months, throughout Ohio and online 

•	 Ohio Alcohol and Substance Use (AUD/SUD) ECHO. Northeastern Ohio Medical University. 1st and 
3rd Fridays of each Month at 7 AM (Virtual). SPECIAL SESSIONS ON TREATMENT OF PREGNANT 
WOMEN WITH OUD COMING UP!

  At the SUD COE, we are committed to bringing you resources and trainings that meet your needs in providing care to patients with 
substance use disorders. Please let us know what suggestions you have for improving Clinical QuickNotes, or topics that you would 
like addressed by clicking QUICKNOTES_feedback.

https://elearning.asam.org/products/treatment-of-opioid-use-disorder-for-pregnant-patients#tab-product_tab_registration
https://pcssnow.org/courses/pcss-moud-online-case-based-learning-collaboratives-session-1-oud-and-pregnancy/
https://pcssnow.org/courses/20-treating-pregnant-people-for-opioid-use-disorder-clinical-challenges/
https://pcssnow.org/courses/opioid-use-disorder-in-women/
https://library.samhsa.gov/product/clinical-guidance-treating-pregnant-and-parenting-women-opioid-use-disorder-and-their#:~:text=This%20Clinical%20Guide%20provides%20comprehensive%2C%20national%20guidance%20for,women%20with%20opioid%20use%20disorder%20and%20their%20infants
https://library.samhsa.gov/product/clinical-guidance-treating-pregnant-and-parenting-women-opioid-use-disorder-and-their#:~:text=This%20Clinical%20Guide%20provides%20comprehensive%2C%20national%20guidance%20for,women%20with%20opioid%20use%20disorder%20and%20their%20infants
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/08/opioid-use-and-opioid-use-disorder-in-pregnancy
https://momsohio.org/
https://www.thenationalcouncil.org/understanding-and-supporting-mothers-with-substance-use-disorders/
https://case.edu/socialwork/centerforebp/ohio-sud-coe/training-and-learning-events/free-sud-coe-events
https://www.neomed.edu/projectecho/programs/alcohol-and-substance-use/
https://redcap.link/QUICKNOTES_feedback
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