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Case presentations

1. 35yo G6P3 presents to Labor and Delivery 
with vaginal bleeding and preterm labor, 
precipitous SVD, no prenatal care, discloses 
heroin use 12 hours prior.
2. 23yo G3P0 presents at 18w with symptoms of 
acute opiate withdrawal (nausea, vomiting, 
body aches, sweating), used street suboxone & 
percocet 2 days prior, states her prenatal 
provider told her to go to a hospital. 



Objectives

• Introduce scale of opioid use in women of reproductive 
age

• Review professional society guidelines for management of 
opioid use disorders during pregnancy

• Share state strategies to prevent and mitigate impact of 
Neonatal Opioid Withdrawal Syndrome

• Discuss participants’ barriers to implementation & 
opportunities for collaboration/improvement

• Share resources
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Objectives
• Introduce scale of opioid epidemic in women of 

reproductive age
– Historical content
– Epidemiology

• Review guidelines for management of maternal opioid 
use disorder

• Share state strategies to prevent and mitigate impact 
of Neonatal Opioid Withdrawal Syndrome

• Discussion: barriers to implementation & 
opportunities for collaboration/improvement



“I want to do the right thing by my baby. I want 
to do the right thing in general for myself. But I 
probably wouldn’t have done anything if I 
wasn’t pregnant.”

-RESPECT the Story Study, 2016



Eugene Grasset, La Morphinomane
[The Morphine Addict], 1897

Slide courtesy
Davida Schiff, MD MS, Mass General



Laudanum bottle. Source: University of Buffalo, Addiction Research Unit

Slide courtesy
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Opioid use among women

• Women are more likely to be prescribed opioids, more likely to use 
them for a longer period of time

Group Health Cooperative, Campbell, AJPH, 2010

Slide courtesy
Davida Schiff, MD MS, Mass General



Opioid prescriptions per 100 Louisiana 
residents, by gender (2010-2015)
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Opioid use in women
• Women now using heroin at similar rates to men, significant 

increases over the past four decades

Cicero, JAMA Psychiatry, 2014

Slide courtesy
Davida Schiff, MD MS, Mass General





Figure 2 

Nonmedical Opioid Use in Pregnancy

National Survey on Drug Use and Health (2005–2014) 
Kozhimannil Women's Health Issues 27 (3) 308-315 (May 2017) 

5% US pregnant women report 
nonmedical use prescription 
opioids in past year; 1% in past 
month



Neonatal abstinence syndrome >
“Neonatal opioid withdrawal syndrome”

2012-2013 State Inpatient Databases, Ko, 2016

• Increase in neonatal opioid 
withdrawal syndrome affecting 1 
per 1,000 births in 2000 to 5-6 
per 1,000 births in 2015 (Patrick, 
2012, Ko, 2016)

• Appalachia/New England with 
highest rates, in some states >30 
per 1,000 births

Slide courtesy
Davida Schiff, MD MS, Mass General
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Demographics of babies born with NOWS
Louisiana, 2017

Data source: Louisiana Hospitalization Inpatient Discharge Database
Code used to define NOWS: P96.1
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5 - 15

Suppressed

None reported

16 - 30

31 - 45

Data source: Louisiana Hospitalization Inpatient Discharge Database
Code used to define NOWS: P96.1

Neonatal Opioid Withdrawal Syndrome births by parish of patient residence
Louisiana, 2017



Maternal Opioid Use (2014)

Characteristics of 
pregnant women

With indication of opioid use 
(N= 581) N [%]

Without indication of opioid use 
(N= 61,050) N [%]

Age*
15 to 24
25 to 34
35 to 44 

162 [28]
363 [62]
56 [10]

22,656 [37]
32,331 [53]
6,063 [10]

Race/ethnicity*
African American
Caucasian/White
Other/Unknown

128 [22]
402 [69]

46 [9]

21,316 [35]
32,205 [53]
6,180 [12]

Marital Status*
Married/Life partner
Single
Divorced/Separated
Unknown

153 [26]
373 [64]

27 [4]
29 [5]

24,806 [41]
33,175 [54]

1,281 [3]
1,788 [3]

Employment Status*
Employed fulltime
Employed part-time
Not employed
Other/Unknown

122 [21]
16 [3]

259 [45]
189 [31]

20,113 [33]
1,598 [3]

20,130 [33]
19,209 [31]

Louisiana Hospital Discharge Data
Bureau of Family Health, OPH, 

Louisiana Department of Health



Outline
• Introduce scale of opioid epidemic in women of reproductive age
• Review professional society guidelines for management of opioid use 

disorder during pregnancy
– Prevention
– Screening & connection to medication assisted treatment
– Management of comorbidities
– Urine drug screening
– Prenatal care models
– Managing stigma

• Define “neonatal abstinence syndrome” and discuss assessment and 
treatment of neonatal withdrawal symptoms from in-utero opioid 
exposure

• Share state strategies to prevent and mitigate impact of NAS/NOWS
• Discuss participants’ barriers to implementation & opportunities for 

collaboration/improvement



“And I had to stay in the hospital for about a 
month. They tried to keep me here as long as 
they could, honestly. Probably, for that specific 
reason. Stay clean and stuff. They wanted to find
me a placement. But they never did. And I 
ended up leaving. I got tired.”
-RESPECT the Story Study, 2016



Opioid use disorder
• Chronic treatable relapsing, remitting disease
• Treated successfully with medication, 

behavioral therapy, and recovery support
• Pattern of opioid use characterized by

– Tolerance
– Craving
– Inability to control use
– Continued use despite adverse consequences



Prevention of opioid use disorders
• Is an opioid indicated?
• Alternative modalities for chronic pain
• Obtain history of substance use and use LA 

Prescription Drug Monitoring Program
https://louisiana.pmpaware.net/login

• Discuss risks and benefits and review treatment 
goals before prescribing

• Are psychiatric comorbidities being managed?
• Discuss reproductive goals and maintain access 

to tools for family planning and birth spacing

https://louisiana.pmpaware.net/login


• “Would you like to be 
pregnant in next year?” 

• https://powertodecide.
org/one-key-question

• Endorsed by 30 
professional 
organizations

• Yes
– Medication review!
– Preconception/early PNC
– Folic acid
– Substance use screening

• No
– Contraception use, access, 

EC
• OK Either way
• Not sure
• Goal is to start 

conversation, not 
categorize women

https://powertodecide.org/one-key-question


Assessment during pregnancy
• Early identification is key
• SBIRT (Screening, Brief Intervention, Referral Tx)

– Allows for early intervention and treatment that 
minimizes potential harms to the mother, fetus, 
neonate

– Maximizes motivation for change during pregnancy
• Universal screening is recommended

(4Ps, NIDA, CRAFFT)
• Selective screening by “risk factors” perpetuates 

discrimination and misses most women with 
problematic use



How well are we doing with screening?
Louisiana Medicaid SUD Screening in Pregnancy for CY 2017 Births

Distinct Count of Women Rate

Number of women who gave birth in CY2017 34,896 
Number of women who gave birth in CY2017 and have a claim 
for SUD Screening during pregnancy with the following CPT 
codes: 99408, 99409, G0396, G0397, G0442, G0443, H0049, 
H0050 1,324 3.79%
Number of women who gave birth in CY2017 and have a claim 
for SUD Screening during pregnancy with  CPT code H0049 1,317 3.77%
Number of women who gave birth in CY2017 and have a claim 
for SUD Screening during pregnancy with  CPT code H0050 7 0.02%
Number of women who gave birth in CY2017 and have a claim 
for SUD Screening during pregnancy with  CPT codes H0049 or 
H0050 1,322 3.79%

Excludes women who had dual eligibility/third party insurance at any point during the pregnancy. Limited to women who were 
enrolled in Medicaid during the month of delivery. Data courtesy Louisiana Medicaid/University Louisiana at Monroe, 9/5/18.



Routine urine drug screening is 
controversial and not recommended

• Not effective as sole assessment 
– Short detection window & substance dependent

– False positives occur and are devastating

– Might not capture sporadic or intermittent use

– Does not capture synthetic opioids (may need confirmation testing)

• Ethical issues – patient needs to give consent prior to 
specimen collection on L+D in compliance with law –
(Ferguson vs the City of Charleston, 2001)



Medication-assisted treatment of 
OUDs in pregnancy

• Opioid agonist treatment (OAT) with methadone or 
buprenorphine is the standard of care for treatment of 
pregnant women with OUD; naloxone should not be 
withheld for resuscitation in overdose

• MOTHER Trial (2010)
– RCT of Buprenorphine v. Methadone
– Buprenorphine: shortened length of stay for infants
– Methadone: lower discontinuation (18% v. 33%)

Jones HE et al. N Engl J Med 2010;363:2320-2331.



Jones HE et al. N Engl J Med 2010;363:2320-2331.

Mean Neonatal Morphine Dose, Length of Neonatal Hospital Stay, 
and Duration of Treatment for Neonatal Abstinence Syndrome



Medically supervised withdrawal

• “Pharmacotherapy is preferable to medically assisted 
withdrawal because withdrawal is associated with 
high relapse rates which lead to worse outcomes”

• No relationship between methadone dose and 
severity of NAS/NOWS symptoms 

• Women with methadone dose <80mg had higher risk 
of illicit drug use prior to birth with same average 
NAS/NOWS scores (13.3 vs 13.6d day)

Berghella AJOG 2013



Comprehensive OB/addiction treatment 
• Early Start, is the largest  

obstetric clinic-based 
substance use treatment 
program

• Participants had significantly 
lower preterm birth, improved 
birthweight, placental 
abruption, and less fetal 
demise

• Program reduced maternal and 
neonatal health care costs

Slide courtesy
Davida Schiff, MD MS, Mass General



0

10

20

30

40

Ev
en

ts
/1

00
,0

00
 p

er
so

n-
da

ys

Opioid Overdose Rates Among MA 
Mothers with OUD by Receipt of 

Treatment, 2011-2015

(n=5016) Manuscript in Preparation, Schiff and Nielsen, 2017

Slide courtesy
Davida Schiff, MD MS, Mass General



0

10

20

30

40

Ev
en

ts
/1

00
,0

00
 p

er
so

n-
da

ys

Opioid Overdose Rates Among MA 
Mothers with OUD by Receipt of 

Treatment, 2011-2015

Overall OAT Received No OAT(n=5016)
Manuscript in Preparation, Schiff and Nielsen, 2017

Slide courtesy
Davida Schiff, MD MS, Mass General



Breastfeeding and substance use
• Breastfeeding decreases the severity of NAS
• Professional organizations support breastfeeding in substance 
exposed infants if mother is: 
o In a substance use treatment program on opioid agonist therapy 
o Receiving consistent prenatal care
o No medical contraindications to breastfeeding
o No illicit drug use for a specified time period prior to delivery:

90 days prior to 
delivery

Deliver
y

Grey 
Zone

Breastfeeding not 
recommended

Breastfeeding 
encouraged

30 days prior 
to delivery 

Academy of 
Breastfeeding 

Medicine 
Guidelines

Slide courtesy
Davida Schiff, MD MS, Mass General



Gender-specific treatment programs
• Trauma-informed programs 

providing safe, welcoming, 
supportive, empowering 
programs

• Availability of specialized 
supports for pregnant and 
parenting women

• Comprehensive Mental Health 
Services

• Childcare
• Transportation

Slide courtesy
Davida Schiff, MD MS, Mass General



Co-managing mood disorders
• Safety of SSRIs in pregnancy with exception of paroxetine 

(cardiac defects)
• Most common effect is poor neonatal adaptation (PNA), 

prolonged when SSRIs combined with benzodiazepines
• SSRIs +benzodiazepines can impact NAS severity
• Mild moderate depression> CBT /interpersonal therapy
• First line treatment for anxiety> SSRIs 
• Benzos relatively contraindicated in women with OUDs, can 

exacerbate sedating effects of MAT

Saia et al Curr Obstet Gynecol Rep (2016) 5:257–263 2016





State prosecution/reporting laws

Substance “abuse” during 
pregnancy = child abuse Prosecution for drug use

Propublica, 2015; Guttmacher Institute 2017

Slide courtesy
Davida Schiff, MD MS, Mass General



“I haven’t had any [prenatal care]. I went to the 
doctor that time that he told me to wean off. 
And then I made an appointment for a month 
later, but I never went back because I was still 
dirty. I didn’t want to piss dirty. I wanted to get 
clean...or at least do something like this where 
I’m on medication.”
-RESPECT the Story Study, 2016



Outline
• Introduce scale of opioid epidemic in women of 

reproductive age
• Review professional society guidelines for 

management of opioid use disorder during pregnancy
• Define “neonatal abstinence syndrome”/NOWS and 

discuss assessment and treatment of neonatal 
withdrawal symptoms from in-utero opioid exposure

• Share state strategies to prevent and mitigate impact 
of NAS/NOWS

• Discuss participants’ barriers to implementation & 
opportunities for collaboration/improvement



A quick detour on language…

• Neonatal “Abstinence” Syndrome ?
• NAS initially coined by Loretta Finnegan in 1970’s

“the practice of abstaining from something: the practice of not 
doing or having something that is wanted or enjoyable”

“the fact or practice of restraining oneself from indulging in something, typically 
alcohol.”

• Favored term by SAHMSA since 2016 is “Neonatal Opioid 
Withdrawal Syndrome”

Slide courtesy
Davida Schiff, MD MS, Mass General



A quick detour on language…

Slide courtesy
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Neonatal opiate withdrawal syndrome
• Expected and treatable consequence of opioid exposure 

in utero (ACOG 2012) 
– Illicit opioids, prescription opioids including 

medication-assisted therapy (methadone, 
buprenorphine)

• Without clear long term negative outcomes
• NOT “addiction” = chronic disease of control, craving, 

diminished recognition of problems in behaviors and 
relationships, progressive disease with relapse and 
remission

• Mechanism not understood, boys more likely to withdraw



Treatment options

Non-pharmacologic

• Rooming-in with parents
• Breastfeeding
• Skin-to-skin
• Swaddling, cuddling

Pharmacologic 

• Morphine v. Methadone (1st

line)
• Buprenorphine
• Clonidine (Adjunctive)
• Phenobarbital (Adjunctive)

(Kraft, NEJM, 2017; Hudak, Pediatrics, 2012)(Abrahams, 2007 and 2010; Holmes, 2016; 
Grossman, 2017; Howard, 2017; MacMlillan 2018)

Slide courtesy
Davida Schiff, MD MS, Mass General



Grossman, Pediatrics, 2017

Advances in diagnosis and treatment

Slide courtesy
Davida Schiff, MD MS, Mass General



Treatment options

Non-pharmacologic
• Rooming-in with parents
• Breastfeeding
• Skin-to-skin
• Swaddling, cuddling

• Donor milk, high calorie 
formula, acupuncture, 
stochastic vibration, 
weighted blankets 

Pharmacologic 
• Morphine v. Methadone (1st line)
• Buprenorphine
• Clonidine (Adjunctive)
• Phenobarbital (Adjunctive)

• Ondansetron
• Clonidine (1st line)

(Kraft, NEJM, 2017; Hudak, Pediatrics, 2012)

Clinicaltrials.gov

(Abrahams, 2007; Holmes, 2016; Howard, 2017)

Slide courtesy
Davida Schiff, MD MS, Mass General



EarlySteps: Early Intervention



Outline

• Introduce scale of opioid epidemic in women of reproductive 
age

• Review professional society guidelines for management of 
opioid use disorder during pregnancy

• Define “neonatal abstinence syndrome” and discuss 
assessment and treatment of neonatal withdrawal symptoms 
from in-utero opioid exposure

• Share state strategies to prevent and mitigate impact of 
NAS/NOWS

• Discuss participants’ barriers to implementation & 
opportunities for collaboration/improvement



LA state strategies to improve outcomes
• New state opioid surveillance system- mapping need
• 7 day supply limit for new opioid prescriptions
• Expanding access to MAT (buprenorphine)
• Prescription Monitoring Program: utilization nearly tripled 

from 2014 to 2016.
• Standing order for state-wide access to naloxone signed 

January, 2017 and resigned in January 2018.
• 1115 Waiver approved by CMS to cover SUD Residential 

Treatment.
• Pilots focusing on pregnant/postpartum/parenting women 



Opportunities for innovation

• LSUHSC New Orleans Perinatal Psychiatry Clinic
• OBH Neonatal Abstinence Restoration Program 

(specialized inpatient residential treatment for 
pregnant/parenting women in Baton Rouge)

• HB 658 by Rep. Walt Leger, III establishes a neonatal 
opiate withdrawal syndrome pilot program to treat infants 
with NOWS outside of NICU



Key Resources

http://new.dhh.louisiana.gov/assets/docs/Beh
avioralHealth/NASBooklet.pdf

https://store.samhsa.gov/shin/cont
ent/SMA18-5054/SMA18-5054.pdf

https://www.mc
papformoms.org
/Toolkits/Substan
ceSourcesForPro
viders.aspx

http://new.dhh.louisiana.gov/assets/docs/BehavioralHealth/NASBooklet.pdf
https://store.samhsa.gov/shin/content/SMA18-5054/SMA18-5054.pdf
https://www.mcpapformoms.org/Toolkits/SubstanceSourcesForProviders.aspx


All ten Methadone Treatment 
Programs listed in the Louisiana 
Substance Use In Pregnancy 
Toolkit (2016) currently accept 
and serve pregnant women. 
Services are not specifically 
integrated with prenatal care.

General services include: 
Medication assisted treatment 
(methadone and/or 
buprenorphine) with individual 
and/or group counseling.

Louisiana Substance Use In Pregnancy Toolkit

Regions 1, 5 and 10 now operate 
under the private opioid 
addiction treatment services 
provider, Behavioral Health 
Group (BHG)

All Phone 
#’s 

Verified



Opportunities for training in 
buprenorphine provision

Online only 
training (no 
OBGYN focus): 

https://elearning.
asam.org/produc
ts/treatment-of-
opioid-use-
disorder-waiver-
qualifying-8-
hours-online
($199)

*October Dallas
*December San 
Antonio

https://elearning.asam.org/products/treatment-of-opioid-use-disorder-waiver-qualifying-8-hours-online


Barriers? Gaps? Ideas?
Can we work together to address our 

discomforts?

https://wwwcfprd.doa.louisiana.gov/boardsAndCommissions/Rule
sAndRegulations/223_Response%20to%20House%20Concurrent%
20Resolution%20162-FINAL3-1-2016%20(3).pdf



Conclusions
• Women more likely to be prescribed opioids, develop OUD
• OUD in pregnancy/NOWS incidence increasing
• Medication-assisted treatment with co-management of mood disorders is 

standard of care during pregnancy and improves NOWS outcomes but 
does not eliminate NOWS 

• Medically assisted withdrawal & routine urine drug screening not 
recommended

• NOWS is an expected and treatable consequence of in-utero opioid 
exposure, managed with assessment of symptoms and medication

• New techniques for assessing and treating NOWS are emerging, mainly 
focused on reducing infant hospitalization length and costs

• Postpartum time period is a particularly risky time point for 
relapse/OD/death

• You can help us fill the gaps!



Questions?

Thank you!

pmehta@lsuhsc.edu
pooja.Mehta@la.gov

mailto:pmehta@lsuhsc.edu
mailto:Pooja.Mehta@la.gov


Case presentations

1. 35yo G6P3 presents to Labor and Delivery 
with vaginal bleeding and preterm labor, 
precipitous SVD, no prenatal care, discloses 
heroin use 12 hours prior.
2. 23yo G3P0 presents at 18w with symptoms of 
acute opiate withdrawal (nausea, vomiting, 
body aches, sweating), used street suboxone & 
percocet 2 days prior, states her prenatal 
provider told her to go to a hospital. 
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