Executive Summary

Substance Use Disorders in Pregnancy Workshop
Introduction
Although perinatal substance use disorders, particularly those involving opioids, have
become a major public health issue in the United States, evidence-based guidance for
prevention and management of these disorders during pregnancy is lacking. Leaders in
obstetric care, addiction medicine, mental health, and pediatrics gathered for a two-day
workshop entitled, “Substance Use Disorders in Pregnancy,” held in conjunction with the
Society for Maternal-Fetal Medicine’s 38th Annual Pregnancy Meeting™. Goals of the
workshop were to discuss critical issues pertaining to perinatal substance use disorders; draft
preliminary recommendations regarding screening, pain management, maintenance therapy,
and medication-assisted withdrawal during pregnancy; and delineate research gaps. This
executive summary briefly reviews the main outcomes of the workshop. A research paper
that presents more detailed clinical guidance and proposes future research directions will be
published at a later date.
Epidemiology of Substance Use in Pregnancy
Epidemiologic evidence presented at the workshop demonstrates that rates of substance use
in pregnancy have increased significantly in the past decade and rates of opioid use disorder
(OUD) in pregnant and postpartum women have increased in parallel:
4.7% of pregnant women report using an illicit substance in the past month (1).
21.6% of pregnant women enrolled in Medicaid receive a prescription for opioids (2).
From 2000 to 2009, antepartum maternal opiate use increased from 1.19 (95% CI,
1.01-1.35) to 5.63 (95% CI, 4.40-6.71) per 1,000 hospital births per year (3).
In one study, 85.4% of women filled an opioid prescription after a cesarean delivery. The
average number of pills dispensed was 40; the median consumed was 20; and the
average number of leftover pills was 15. Most (95.3%) women did not dispose of their
leftover medications (4).
1 in 300 women will become dependent on opioids after a cesarean (5).
The incidence of neonatal opioid withdrawal syndrome (NOWS) has increased, with the
costs of NOWS treatment in the United States reaching approximately $1.5 billion in 2015
(6).
Substance use plays a role in pregnancy-associated deaths (deaths of women while
pregnant or within 365 days of pregnancy from any cause related to or aggravated by
pregnancy). In Texas, Maryland, and Alaska, 17%, 15%, and 22% of pregnancy-associated
deaths were attributed to substance use (7-9).
Opioid use during pregnancy is associated with birth defects, especially oral clefts, spina
bifida, and atrial septal defects/ventricular septal defects (10, 11), and results in higher rates
of preterm birth and small for gestational age infants (12, 13).

Key Findings and Preliminary Recommendations
Workshop participants were assigned to one of three breakout groups to discuss the
following key issues in greater depth and make preliminary recommendations:
1.) Screening and testing for OUD in pregnancy
2.) Pain management during the antepartum, intrapartum, and postpartum periods
3.) Management modalities for pregnant women with OUD

Executive Summary

The following sections summarize the findings and recommendations reported by each
breakout group.
Screening and Testing for OUD in Pregnancy
All pregnant women should be screened for substance use at the first prenatal visit using a
validated questionnaire, such as the NIDA Quick Screen Tool. If screening or self-disclosure
indicates that a woman is at high risk for substance use during pregnancy, she should be
counseled about the risks of continued use of substances; receive referrals to appropriate
resources, which, depending on the woman’s individual situation, may include medicationassisted treatment (MAT), behavioral health services, and specialized obstetric care; and
offered biologic testing. Biologic testing is also recommended in certain clinical situations, e.g.,
altered mental status, suspected withdrawal (e.g., positive Clinical Opiate Withdrawal Scale
[COWS]), placental abruption, and myocardial infarction. Biologic testing should be
performed with the woman’s informed consent and when its benefits outweigh any
potential harms, including those related to mandatory state reporting laws.
Pain Management During the Antepartum, Intrapartum, and Postpartum Periods
Management of acute pain begins with educating women about what to expect in terms of
pain and discomfort at each stage of pregnancy. Intrapartum pain management options
should be discussed during pregnancy. For antenatal and postpartum pain, women should
be informed about nonmedical modalities of pain management, such as ice and heat,
massage, and acupuncture. Pain should be assessed periodically; if a woman reports
unusual levels of pain (e.g., severe pain following an uncomplicated vaginal birth), it should
raise suspicion for an underlying clinical issue that may need to be addressed. Nonsteroidal
anti-inflammatory drugs (NSAIDs) and acetaminophen, unless contraindicated, should be
given as first-line treatments for pain following a routine vaginal birth. For pain
management following a cesarean delivery, non-opioid pain medications should be given
first; addition of opioids to the pain management regimen should be considered if pain
persists. On discharge from the hospital, if a woman requires opioids for persistent pain, a
limited number of opioid pills should be prescribed, and she should counseled about the
benefits and risks of opioids, side effects, and potential for misuse.
For women with OUD, a postpartum pain management plan should be reviewed prior to
delivery. Pain management may include MAT given in an outpatient setting. Close follow-
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up of these women is crucial and may involve activation of services such as transportation
assistance, outpatient treatment, and behavioral therapy.
Management Modalities for Pregnant Women with OUD
MAT is the standard of care for OUD, and this is true during pregnancy as well. All pregnant
women with OUD should be offered maintenance therapy with methadone or
buprenorphine; naltrexone should be continued for those patients already taking this
medication. The choice of agent and dosages for therapeutic maintenance should be made
using an individualized, patient-centered approach based on the disease model of substance
abuse. During the course of antenatal care, comorbidities and conditions often associated with
OUD should be addressed and plans made for treatment during pregnancy, delivery, and the
postpartum period. Social determinants of health (e.g. housing and food insecurity) should
also be identified and addressed to the extent that services allow, and the family’s overall
health should also be considered (i.e., identify and refer family members others with OUD or
SUD for treatment). Antepartum care also allows time to recognize and educate regarding
NOWS and its treatment so that women and their families may be prepared for care of
their newborn.
Because many women are motivated to seek treatment for OUD during pregnancy, once
MAT is established, providers with appropriate knowledge and necessary infrastructure may
consider the use of medication-assisted withdrawal therapies during pregnancy. Several
studies and review of existing literature show that withdrawal can be implemented during
pregnancy, and in available case series it appears to have an acceptable balance of maternal
and fetal benefits and risks. Undertaking such a course, however, requires careful patient
selection, close supervision, and appropriate
behavioral and social support resources that
3
extend into the postpartum period. Accordingly, not all providers and centers are able to offer
this therapy at this time. Further research and resources are needed to better understand best
practice regarding medically assisted withdrawal therapy and allow broader access to and
implementation of this course of care.
Conclusion/Research Gaps
Although workshop participants proposed many recommendations for screening, pain
management, and management of pregnant women with OUD, significant research gaps in
evidence to guide best-practice care of this population remain. Issues proposed for further
research include the following:
Appropriate screening protocols and instruments for substance use during pregnancy
Selection and appropriate dosage of opioid agonists for management of women with OUD
during pregnancy
Optimal postpartum pain management approaches for women with OUD
Effectiveness of non-opioid pain management following cesarean delivery
Appropriate dosage and number of pills to be prescribed for women who require opioid pain
management following cesarean delivery

Determination of optimal prenatal and postpartum models of care for pregnant women
undergoing medication-assisted withdrawal
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It is hoped that this workshop provides the first step in developing evidence-based guidelines that
focus on the unique needs of pregnant and postpartum women with substance use disorders and
creates an opportunity for education that dispels myths and leads to the creation of validated and
workable solutions for this population.
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