
Opioid Use and Opioid Use Disorder in Pregnancy

ABSTRACT: Opioid use in pregnancy has escalated dramatically in recent years, paralleling the epidemic 
observed in the general population. To combat the opioid epidemic, all health care providers need to take an active 
role. Pregnancy provides an important opportunity to identify and treat women with substance use disorders. 
Substance use disorders affect women across all racial and ethnic groups and all socioeconomic groups, and affect 
women in rural, urban, and suburban populations. Therefore, it is essential that screening be universal. Screening 
for substance use should be a part of comprehensive obstetric care and should be done at the first prenatal visit 
in partnership with the pregnant woman. Patients who use opioids during pregnancy represent a diverse group, 
and it is important to recognize and differentiate between opioid use in the context of medical care, opioid misuse, 
and untreated opioid use disorder. Multidisciplinary long-term follow-up should include medical, developmental, 
and social support. Infants born to women who used opioids during pregnancy should be monitored for neonatal 
abstinence syndrome by a pediatric care provider. Early universal screening, brief intervention (such as engaging 
a patient in a short conversation, providing feedback and advice), and referral for treatment of pregnant women 
with opioid use and opioid use disorder improve maternal and infant outcomes. In general, a coordinated multidis-
ciplinary approach without criminal sanctions has the best chance of helping infants and families. 

Recommendations and Conclusions
The American College of Obstetricians and Gynecologists 
(ACOG) makes the following recommendations and 
conclusions:

	 •	 Early universal screening, brief intervention (such as 
engaging the patient in a short conversation, provid-
ing feedback and advice), and referral for treatment 
of pregnant women with opioid use and opioid use 
disorder improve maternal and infant outcomes.

	 • 	 Screening for substance use should be part of com-
prehensive obstetric care and should be done at the 
first prenatal visit in partnership with the pregnant 
woman. Screening based only on factors, such as 
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	 • 	 Finally, a cautious approach to prescribing opioids 
should be balanced with the need to address pain 
in the pregnant woman. Pregnancy should not be a  
reason to avoid treating acute pain because of con-
cern for opioid misuse or NAS.

Obstetric care providers need to be knowledgeable about 
the medical, social, and legal consequences that can 
accompany opioid use by pregnant women. Pregnancy 
provides an important opportunity to identify and treat 
women with substance use disorders. Identifying patients 
with substance use disorders using validated screening 
tools, offering brief interventions (such as engaging a 
patient in a short conversation, providing feedback and 
advice), and referring for specialized care, as needed, are 
essential elements of care (14) (Box 1). Additionally, it is 
important to advocate for this often-marginalized group 
of patients, particularly in terms of working to improve 
availability of treatment and to ensure that pregnant 
women with opioid use disorder who seek prenatal care 
are not criminalized. Finally, obstetric care providers 
have an ethical responsibility to their pregnant and par-
enting patients with substance use disorder to discourage 
the separation of parents from their children solely based 
on substance use disorder, either suspected or confirmed 
(15). In states that mandate reporting, policy mak-
ers, legislators, and physicians should work together to 

previous terminology, such as abuse and dependence; 
therefore, those terms are still used when referencing 
those sources. 

Role of the Obstetrician–Gynecologist and 
Other Obstetric Care Providers
Patients who use opioids during pregnancy represent a 
diverse group, and it is important to recognize and dif-
ferentiate between opioid use in the context of medical 
care (for chronic pain or for addiction), opioid misuse, 
and untreated opioid use disorder. To combat the opioid 
epidemic, all health care providers need to take an active 
role. Appropriate prescribing of opioid medications is 
vitally important. Before prescribing opioids for their 
patients, obstetrician–gynecologists and other health care 
providers should do the following:

	 • 	 Ensure that opioids are appropriately indicated. For 
women, including pregnant women, with an opioid 
use disorder, opioid agonist pharmacotherapy is the 
recommended therapy. For chronic pain, practice 
goals include strategies to avoid or minimize the 
use of opioids for pain management, highlighting 
alternative pain therapies such as nonpharmacologic  
(eg, exercise, physical therapy, behavioral approach-
es) and nonopioid pharmacologic treatments. 

	 •	 Discuss the risks and benefits of opioid use and 
review treatment goals with the patient at the outset. 
This discussion should include the risk of becoming 
physiologically dependent on opioids and, in the 
case of pregnant women, the possibility of an infant 
developing neonatal abstinence syndrome (NAS) 
(see Neonatal Abstinence Syndrome). However, 
health care providers should not hesitate to prescribe 
opioids based on a concern for neonatal abstinence 
syndrome alone. 

	 • 	 Take a thorough history of substance use and review 
the Prescription Drug Monitoring Program, cur-
rently operational in 49 states and the District 
of Columbia. The Prescription Drug Monitoring 
Program is a valuable resource to determine whether 
patients have received prior opioid prescriptions 
or other high-risk medications such as benzodi-
azepines, and should be consulted when patients 
request opioid pain medication or when opioid 
misuse is suspected. This resource (available at www.
pdmpassist.org/content/state-profiles) can guide 
safe prescribing and help identify patients who suffer 
from opioid misuse or opioid use disorder and who 
would benefit from treatment. Several states now 
require that health care providers use Prescription 
Drug Monitoring Programs before prescribing cer-
tain controlled substances. 

	 • 	 Before initiating opioid therapy for chronic pain for 
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Substance use disorders affect women across all racial 
and ethnic groups and all socioeconomic groups, and 
affect women in rural, urban, and suburban populations. 
Screening based only on factors such as poor adherence 
to prenatal care or prior adverse pregnancy outcome can 
lead to missed cases, and may add to stereotyping and 
stigma (33). Therefore, it is essential that screening be 
universal. Before pregnancy and in early pregnancy, all 
women should be routinely asked about their use of alco-
hol and drugs, including prescription opioids and other 
medications used for nonmedical reasons. To begin the 
conversation, the patient should be informed that thesens. 
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hensive treatment, including addiction counseling, fam-
ily therapy, nutritional education, and other medical and 
psychosocial services as indicated for pregnant women 
with opioid use disorder. Maternal methadone dosages 
are managed by addiction treatment specialists within 
registered opioid treatment programs, and communica-
tion between the obstetric team and the opioid treatment 
program facilitates good care. The methadone dosage 
may need to be adjusted throughout the pregnancy to 
avoid withdrawal symptoms, which include drug crav-
ings, abdominal cramps, nausea, insomnia, irritability, 
and anxiety. Methadone has significant pharmacokinetic 
interactions with many other medications, such as anti-
retroviral agents, and can prolong the QTc interval in a 
dose-related fashion, which should be considered before 
new medications are introduced. 

If a woman has been treated with a stable methadone 
dose before pregnancy, pharmacokinetic and physi-
ologic changes that occur during pregnancy may require 
dose adjustments, especially in the third trimester (42). 
Because of metabolic changes in pregnancy, a single daily 
dosage may not control withdrawal symptoms over a 
24-hour period. Rapid metabolism often develops during 
pregnancy, especially in the third trimester and in these 
cases, split dosages may be optimal (43). Not all women 
require dose increases during pregnancy, and dosage 
adjustments should be made on a clinical basis.

If a woman begins treatment with methadone while 
pregnant, her dosage should be titrated until she is 
asymptomatic in accordance with safe induction proto-
cols. An inadequate maternal methadone dosage may 
result in mild to moderate opioid withdrawal signs and 
symptoms that may cause fetal stress and maternal drug 
cravings (43), which increase the likelihood of relapse 
and treatment discontinuation. 

Several studies have examined the extent to which 
the maternal methadone dosage is related to the sever-
ity of neonatal abstinence syndrome. A systematic lit-
erature review and meta-analysis concluded that the 
incidence and duration of neonatal abstinence syndrome 
do not differ based on the maternal dosage of metha-
done treatment (44); therefore, attempts to minimize the 
methadone dose are not indicated as low doses are not 
consistently associated with milder or shorter NAS symp-
toms. Interestingly, some studies find lower rates of NAS 
when split dosing regimens of methadone are used (43).

In most situations, pregnant women initiate metha-
done induction in a licensed outpatient opioid treatment 
program. Some obstetric services initiate opioid agonist 
therapy with methadone or buprenorphine in an inpa-
tient setting. Although this may allow closer monitoring 
of medication response, it is not always necessary or avail-
able. In cases when a pregnant woman initiates metha-
done treatment as an inpatient, an arrangement should 
be made before discharge for next-day admission to an 
opioid treatment program so that there are no missed 
days. Patients started on buprenorphine as an inpatient 

study did not use validated verbal screening tools in the 
comparison group, which limits the usefulness of these 
results. Additional research is needed to better under-
stand the effects of universal urine screening on maternal 
and neonatal outcomes. For these reasons, validated 
verbal screening tools such as those discussed previously 
are the preferred method for initial screening. History-
taking and verbal screening tools provide the opportunity 
for the prenatal care provider to offer a brief intervention 
(such as engaging a patient in a short conversation, pro-
viding feedback and advice), to educate patients and use 
principles of motivational interviewing to bring about 
a desire to change high risk behaviors, when appropri-
ate (33). More severe substance use disorders warrant a 
referral to specialized treatment.

Obstetric care providers should be knowledge-
able about local resources for substance use treatment. 
Enlisting the help of social service agencies to facilitate 
patient referral and communicating with substance use 
treatment health care providers optimize patient care.

Treatment
Opioid Agonist Pharmacotherapy
Since the 1970s, opioid agonist pharmacotherapy (also 
referred to as medication-assisted treatment), with meth-
adone in combination with counseling and behavioral 
therapy, has been the standard treatment of heroin 
addiction during pregnancy (30). In later years, pharma-
cotherapy with either methadone or buprenorphine has 
been used for treatment of opioid use disorder (30, 38) in 
pregnant women.

The rationale for opioid with me- (307met
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https://www.samhsa.gov/about-us/who-we-are/laws/confidentiality-regulations-faqs
http://dpt2.samhsa.gov/treatment/directory.aspx
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long-term use or high doses of opioids, may benefit from 
having a naloxone kit available at all times. Many states 
authorize prescribing naloxone to a third party, such as 
a family member or caregiver, who may be able to assist 
in an overdose (www.drugabuse.gov/related-topics/nalox 
one; www.prescribetoprevent.org).

Antepartum, Intrapartum, and 
Postpartum Care

Antepartum Care
Elements of prenatal care for women with opioid use or 
use disorder will depend on each patient’s situation and 

http://www.drugabuse.gov/related-topics/naloxone
http://www.drugabuse.gov/related-topics/naloxone
http://www.prescribetoprevent.org
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attachment between a woman and her infant, facilitates 
skin-to-skin care, and provides immunity to the infant. 
Breastfeeding should be encouraged in women who are 
stable on their opioid agonist, who are not using illicit 



10	 Committee Opinion No. 711

Long-Term Infant Outcome
Long-term outcomes of infants with in utero opioid 
exposure have been evaluated in several observational 
studies. A major challenge in assessing these outcomes 
is isolating the effects of opioid agonists from other 
confounding factors such as use of other substances 
(tobacco, alcohol, nonmedical drugs) and exposure to 
environmental and other medical risk factors (eg, low 
socioeconomic status, poor prenatal care) (87). For the 
most part, studies have not found significant differ-
ences in cognitive development between children up to  
5 years of age exposed to methadone in utero and control 
groups matched for age, race, and socioeconomic status, 
although scores were often lower in both groups com-
pared with population data (88). Preventive interventions 
that focus on supporting the woman and other caregivers 
in the early and ongoing parenting years, enriching the 
early experiences of children and improving the quality 
of the home environment are likely to be beneficial (89).

Conclusion
Early universal screening, brief intervention (such as 
engaging a patient in a short conversation, providing 
feedback and advice), and referral for treatment of preg-
nant women with opioid use and opioid use disorder 
improve maternal and infant outcomes. Contraceptive 
counseling and access to contraceptive services should 
be a routine part of substance use disorder treatment 
among women of reproductive age to minimize the risk 
of unplanned pregnancy. Pregnancy in women with opi-
oid use disorder should be co-managed by the obstetric 
care provider and a health care provider with addic-
tion medicine expertise, and appropriate 42 CFR Part 
2-compliant consent for release of information should be 
obtained from the patient to allow exchange of informa-
tion between the health care providers. Given the unique 
needs of pregnant women with an opioid use disorder, 
health care providers will need to consider modifying 
some elements of prenatal care (such as expanded STI 
testing, additional ultrasound examinations to assess 
fetal weight if there is concern for fetal growth abnor-
malities, and consultations with various types of health 
care providers) in order to meet the clinical needs of the 
patient’s particular situation. Continuity of care, includ-
ing ensuring consistent daily dosing of buprenorphine or 
methadone, is critical to success. For women, including 
pregnant women, with an opioid use disorder, opioid 
agonist pharmacotherapy is the recommended therapy 
and is preferable to medically supervised withdrawal 
because withdrawal is associated with higher relapse 
rates, which lead to worse outcomes. More research 
is needed to assess the safety (particularly regarding 
maternal relapse), efficacy, and long-term outcomes of 
medically supervised withdrawal. Infants born to women 
who used opioids during pregnancy should be monitored 
by a pediatric care provider for neonatal abstinence syn-
drome. Multidisciplinary long-term follow-up should 

made available (81). In addition, postpartum women 
with opioid use disorder should receive overdose training 
and preferably, coprescribing of naloxone for overdose  
prevention (82).

Unintended pregnancy rates among women with 
substance use disorders are approximately 80%, con-
siderably higher than in the general population. Use of 
reliable contraception is also lower among this group 
of women when compared with a nondrug-using com-
parison population (83). Therefore, discussion of a full 
range of contraceptive options should begin prenatally 
with these patients. In particular, obstetric care providers 
should counsel women about the option of immediate 
postpartum long-acting reversible contraception, which 
has few contraindications and is highly effective and 
convenient (84). 

Neonatal Abstinence Syndrome
Neonatal abstinence syndrome is a drug withdrawal 
syndrome that may result from chronic maternal opioid 
use during pregnancy and is an expected and treatable 
condition seen in 30–80% of infants born to women tak-
ing opioid agonist therapies (43, 85). Neonatal abstinence 
syndrome is characterized by disturbances in gastrointes-
tinal, autonomic, and central nervous systems, leading to 
a range of symptoms including irritability, high-pitched 
cry, poor sleep, and uncoordinated sucking reflexes that 
lead to poor feeding. In infants exposed to methadone, 
symptoms of withdrawal may begin anytime in the first  
2 weeks of life, but usually appear within 72 hours of birth 
and may last several days to weeks (30). Infants exposed 
to buprenorphine who develop neonatal abstinence syn-
drome generally develop symptoms within 12–48 hours 
of birth that peak at 72–96 hours and resolve by 7 days 
(50). Recent evidence indicates that other substances 
such as nicotine, selective serotonin reuptake inhibitors, 
and benzodiazepines may increase the incidence and 
severity of neonatal abstinence syndrome (72). Use of 
validated screening assessments such as the Finnegan 

http://www.opqc.net/patients-providers/%20NAS
http://www.opqc.net/patients-providers/%20NAS
https://public.vtoxford.org/quality-education/nas-universal-training-program/
https://public.vtoxford.org/quality-education/nas-universal-training-program/
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This information is designed as an educational resource to aid clinicians in providing obstetric and gynecologic care, and use of this information is 
voluntary. This information should not be considered as inclusive of all proper treatments or methods of care or as a statement of the standard of care. 
It is not intended to substitute for the independent professional judgment of the treating clinician. Variations in practice may be warranted when, in 
the reasonable judgment of the treating clinician, such course of action is indicated by the condition of the patient, limitations of available resources, or 
advances in knowledge or technology. The American College of Obstetricians and Gynecologists reviews its publications regularly; however, its publica-
tions may not reflect the most recent evidence.�Any updates to this document can be found on www.acog.org or by calling the ACOG Resource Center.

While ACOG makes every effort to present accurate and reliable information, this publication is provided “as is” without any warranty of accuracy, 
reliability, or otherwise, either express or implied. ACOG does not guarantee, warrant, or endorse the products or services of any firm, organization, or 
person. Neither ACOG nor its officers, directors, members, employees, or agents will be liable for any loss, damage, or claim with respect to any liabili-
ties, including direct, special, indirect, or consequential damages, incurred in connection with this publication or reliance on the information presented.
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