
FREQUENTLY ASKED QUESTIONS 

Medications for Addiction Treatment and 
Trauma-Informed Care: Pregnancy 

This fact sheet provides answers to frequently asked questions regarding the use of medications for opioid use disorder 
during pregnancy. It also covers how to address substance use disorders during pregnancy utilizing principles of 
trauma-informed care. 

Key Points: 

● Buprenorphine and methadone are safe and effective during pregnancy and breastfeeding. Both are 

recommended for treatment for opioid use disorder by ACOG. 

● Admission to the hospital or fetal monitoring regardless of gestational age is not required to start buprenorphine 

or methadone. 

● A positive urine drug test does not diagnose a substance use disorder and ACOG requires patient consent. 

● Neonatal abstinence syndrome (NAS)/neonatal opiate withdrawal syndrome (NOWS) is a potential side effect of 

medications for opioid use disorder, independent of dose. Rooming-in and breastfeeding help decrease 

NAS/NOWS. 

● Patient preference and shared decision making is paramount in developing treatment plans for opioid use 

disorder. 

MEDICATION FOR OPIOID USE DISORDER (MOUD)  

Are treatments for Opioid Use Disorder (OUD) effective? 

Yes. Medications for OUD (buprenorphine, methadone or XRT-naltrexone) are effective, with 60-80% of patients still 

engaged in care at 1 year,1,2,3 and a reduction in all-cause mortality by at least 50%.4 In pregnant patients, treatment 

reduces HIV, HCV, and HBV infection, and improves engagement in prenatal care as well as neonatal outcomes (i.e., birth 

weight).5 

Is detox (medical withdrawal) and abstinence recommended for pregnant patients with OUD?  

No. Medical withdrawal is not recommended during pregnancy as recurrence rates are high (59-99%),6,7 and it is associated 

with worse maternal outcomes.6 Some data suggest fetal safety during medically assisted opioid withdrawal in pregnancy.6,7 

Is treatment with buprenorphine (or buprenorphine/naloxone), methadone or naltrexone safe in 
pregnancy?  

Buprenorphine (the mono-product or the buprenorphine/naloxone combo product) and methadone are safe and effective 

to use in pregnancy,8,9 and use of either is the standard of care for pregnant people with opioid use disorders.10 Most 

studies of buprenorphine in pregnancy used the mono-product (buprenorphine only), although limited data suggest the 

combination product (buprenorphine and naloxone) is also safe. Many experts offer either product based on patient 

preference, availability and diversion concerns.  

 

There is extremely limited data on use of naltrexone in pregnancy. Continuation of naltrexone for people who become 

pregnant on this medication can be considered on a case-by-case basis. Initiation of naltrexone in pregnancy is not 

recommended at this time due to limited clinical data.10   
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What about extended release formulations (injectable) buprenorphine? 

Extended release buprenorphine (Bup-XR) currently has one formulation on the market (Sublocade). This formulation of 

Bup-XR contains an excipient (NMP) which has been shown to have adverse fetal effects in animal models.11 Most experts 

do not recommend the use of this formulation of Bup-XR during pregnancy. However, there is a clinical trial to study the 

impact of a new formulation of Bup-XR (CAM2038) in pregnancy, which may offer an extended release option of 

buprenorphine to pregnant people in future.12 

STARTING TREATMENT AND COUNSELING 

How do I build trust with the pregnant patient with OUD in front of me? How do I offer treatments in 
a non-stigmatizing, trauma-informed way? 

First and foremost, listen to the patient and prioritize their goals. Provide options for treatment (methadone, 

buprenorphine combo or mono products) and options for how to engage in treatment (home, clinic-based, inpatient 

inductions). Universal precautions for trauma (trauma-informed care) suggest we should engage with patients assuming 

that a history of trauma is present without needing to know the specifics, and that simple interactions (examination and 

interview) can be triggering and counterproductive to treatment goals.  

Initial counseling strategies include (1) focusing on strengths, (2) acknowledging the natural progression of substance use 

disorders as chronic and relapsing, (3) welcoming people back if they return to use or fall out of care, (4) exploring 

parenting goals rather than making assumptions, and (5) nonjudgmental discussion of prior CPS involvement and patient 

concerns. Additionally, recognizing that opioid use during pregnancy is common (5.6 per 1000 live births)13 can normalize 

this condition and treatment as part of routine care. 

Is buprenorphine or methadone better for my pregnant patient with OUD? How should I present 
treatment options to pregnant people? 

The decision to start or choose medication is based on patient preference and should be individualized. Buprenorphine and 

methadone are both safe and effective options.10 If the patient is stable on methadone or buprenorphine already, it is not 

recommended to switch to the other medication as there is an increased risk of withdrawal and subsequent return to use 

during the transition.10  

The health care provider’s role is to inform patients of their options and support individuals to make decisions that best 

meet their needs, preferences, and priorities. Methadone has been used for more years and has slightly higher retention in 

treatment, while buprenorphine has less severe neonatal abstinence syndrome.9 Practical considerations often drive 

patient-centered decision making. These should include: frequency of clinic visits (methadone requires daily dosing at a 

clinic, usually for 3 or more months, before take-home doses are offered); access (where is the nearest methadone clinic or 

buprenorphine provider?); risk of neonatal withdrawal after birth; and, most importantly, patient preference and 

engagement with the treatment plan.  

How will buprenorphine or methadone affect the fetus? What about the risk of neonatal abstinence 
syndrome (NAS) or neonatal opiate withdrawal syndrome (NOWS)? 

Neonatal abstinence syndrome (NAS) and neonatal opiate withdrawal syndrome (NOWS) refer to the same condition – 

withdrawal of the newborn in the days and weeks after birth. While concern for NAS/NOWS has been identified as one of 

many concerns for pregnant people seeking treatment for opioid use disorder,14 there is no evidence to suggest long-term 

negative impacts on the child, even if NOWS develops.  

Compared to methadone, buprenorphine has been associated with decreased NOWS, shorter hospital duration by 50% and 

opioid need by 10-fold,6 decreased likelihood of preterm birth, and increased head circumference.8,9 Despite these relative 

benefits of buprenorphine, methadone treatment is still associated with decreased preterm birth, increased birth weight, 

and increased head circumference when compared to no treatment for OUD. Therefore, methadone continues to be an 
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important option for pregnant people with OUD. The risk of developing NOWS is not generally considered to be dose 

dependent for methadone or buprenorphine – higher doses will not increase risk or severity of NOWS.10, 15 

Importantly, recent studies demonstrate that rooming-in with the mother (ex: Eat Sleep Console protocols) can reduce the 

use of morphine, length of stay and be cost-effective.16,17,18 Breastfeeding, in particular, has been shown to reduce NOWS 

severity.19,20 

How do I start buprenorphine or methadone? Can I start in the emergency department or outpatient 
clinic without fetal monitoring or inpatient admission?  

Methadone or buprenorphine starts do not generally require admission or fetal monitoring, regardless of gestational age.10 

Many institutions offer admission for induction to increase support particularly for patients experiencing homelessness, 

other triggering home environments, or for person-centered care. For specific details on dosing please see the CA Bridge 

Methadone Hospital Quick Start or Buprenorphine Quick Start for Pregnant Patients. 

URINE DRUG TESTING 

Is performing a urine drug test (UDT) necessary or even required for treatment? Can I order it 
without asking the patient? 

A Urine Drug Test (UDT) is not needed for treatment initiation if a patient demonstrates clinical signs of opioid tolerance 

and withdrawal with a history consistent with opioid use disorder. Presence of illicit substances on a UDT can have negative 

unintended consequences so should be weighed carefully and be clinically indicated to drive care. Per the American College 

of Obstetricians and Gynecologists (ACOG) Guidelines,10 a UDT requires verbal or written consent and the patient should be 

informed of any ramifications of a positive test. 

 

UDT can be helpful to determine when to initiate buprenorphine based on the presence or absence of longer-acting opioids 

(i.e. non-pharmaceutical fentanyl or methadone) which may be intentionally or unintentionally present in street-purchased 

opioids. Finally, UDT can be offered from a place of strength to demonstrate recovery in the medical record. Some patients 

appreciate the opportunity to show their recovery; others do not. Talking with patients about why you are offering a UDT is 

an opportunity to build trust and share decision-making around MOUD-related care.  

 

Most importantly, UDT should be offered when clinically indicated or when requested by the patient. The decision to test 

should be intentional in avoiding perpetuating stereotypes or motivated by bias. 

How do I interpret a UDT? 

The substances included in urine drug testing (UDT) at every institution varies. If clarification is needed on interpretation 

please call the lab at your institution. The most common false positives are from amphetamines; some labs will offer 

automatic reflex testing, and if not, these must be added on separately. Fentanyl and clonazepam are the most common 

false negatives and can be evaluated via separate testing or a comprehensive test. Cocaine, when present, is rarely a false 

positive. When evaluating if prescribed versus illicit benzodiazepines are used, order a comprehensive urine test and specify 

in the comments what you are looking for. Most importantly, a positive UDT does not indicate a substance use disorder. 

The diagnosis of a substance use disorder is made via the DSM V criteria.  
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CARE DURING PREGNANCY, LABOR, AND BIRTH 

How does methadone or buprenorphine dosing change during pregnancy?  

Metabolism of methadone (and to a lesser degree, buprenorphine) increases during pregnancy. Patients may need to 

increase the maintenance dose and frequency (usually splitting the dose to BID, TID or QID) to help control cravings.21 

Should I adjust methadone or buprenorphine for pregnant people who present in labor or for birth?  

Both buprenorphine and methadone should be continued peripartum and in the perioperative period for patients 

previously maintained on these medications. Discontinuing these medications will cause withdrawal and increase pain.  

Should I start buprenorphine or methadone during labor, or wait until after birth?  

If the patient is not yet on buprenorphine or methadone prior to birth, we recommend starting on admission rather than 

waiting for the post-partum period (including for cesarean birth). Managing withdrawal during labor can be incredibly 

challenging for patients and providers; consultation with anesthesia colleagues and the Substance Use Warm Line is 

strongly recommended. 

How do I manage pain during labor/cesarean birth or other acute pain episodes? 

Assuming medications for opioid use disorder have been initiated, first line treatment for perioperative pain management 

should use a multimodal approach. Discussing the pain management plan at an antenatal visit can decrease stress and 

address concerns. First line treatment includes epidural or spinal anesthesia, non-opioid analgesics, and sometimes full 

opioid agonists. Adding full agonists for patients already on buprenorphine will not precipitate withdrawal, but higher doses 

are usually needed due to increased tolerance. Avoid using partial agonist/antagonist medications such as butorphanol, 

nalbuphine, and pentazocine as these drugs can precipitate withdrawal in patients on buprenorphine.22,23 Pregnant patients 

on buprenorphine compared to methadone have been shown to have similar opioid needs, postoperative complications, 

and length of hospital stay.24  

POSTPARTUM CONSIDERATIONS 

What do I need to know for the postpartum period? Should the dose of buprenorphine or methadone 
change? 

If the dose of buprenorphine or methadone was changed in pregnancy, dose reduction to pre-pregnancy dose (if 

applicable) may be needed. A reduction postpartum should be based on the patient’s cravings and side effects (particularly 

sedation in the case of methadone treatment). In general, postpartum medication adjustments need not be rushed as there 

is a large range and variation (days versus months) of when patients need to return to pre-pregnancy dose.10 However, 

assessing for sedation in postpartum patients on methadone at peak drug effects, approximately 2-4 hours after dosing, 

may be prudent while patients are hospitalized.  

 

In addition, frequent check-ins should be offered as the risk of overdose and return to use significantly increases 

postpartum. Patients should be screened for postpartum depression and offered contraception in a person-centered 

manner.10 
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Can patients breastfeed while taking buprenorphine or methadone?  

Yes. Breastfeeding is recommended by ACOG (2017),10 American Academy of Breastfeeding Medicine (2015),25 American 

Academy of Pediatrics  (2013)26 and Lactmed27 regardless of maintenance dose. Breastfeeding is safe and only negligible 

amounts of buprenorphine or methadone are transmitted through breast milk. 

 

Patients should be offered to breastfeed if there are no other contraindications.10 In general, the only indications to 

recommend against breastfeeding are in: (1) people who intend to continue using illicit substances, and (2) people with 

other contraindications to breastfeeding (irrespective of substance use). It is important to support individual choices to 

breastfeed or not, regardless of context. Even if people are using illicit substances up until birth, some institutions support a 

pump and dump policy until urine becomes negative for illicit substances, followed by a plan to support recovery and 

breastfeeding.  

What about CPS? What is the legal mandate? 

As noted in ACOG guidelines, “It is our ethical obligation to pregnant and parenting patients with substance use disorder to 

discourage the separation of parents from their children solely based on substance use disorder, either suspected or 

confirmed.”28 CPS cannot be called before birth in California. The decision to call CPS should NOT be made in the middle of 

the night and SHOULD be decided after a multidisciplinary case review including an addiction specialist where possible. 

Many institutions advocate for a multidisciplinary review of cases prior to calling CPS to reduce discrimination and bias in 

reporting. Regulations vary by state, and it is important to become familiar with true regulations to differentiate 

interpretations from requirements. A 2016 review showed that in the US, only 18 states require reporting for suspected 

prenatal use and 4 require testing if suspected.29 

HARM REDUCTION STRATEGIES 

I am seeing a patient who is not ready to start medications for OUD (MOUD). Is there anything else I 
can do for this patient today? 

Yes! You can discuss methods to reduce harm. Explore if alternate routes of use (other than injection) would be acceptable 

to the patient, prescribe naloxone, encourage patients to use with others when possible, encourage patients who use alone 

to call Never Use Alone (1-800-484-3731), and provide information on how to access care regardless of medication use. 

 

Overall mortality from drug use exceeds that of motor vehicle collision in the US,30 with maternal mortality related to opioid 

use at 11 to 12-fold increased risk,31 and high rates of fatal overdose in the first year after delivery.32 In California, substance 

use is the second most frequent cause of death in the postpartum period (3.68 per 100,000 person-years).33 With so much 

at stake, addressing any level of harm reduction is crucial. 
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RESOURCES 
Never Use Alone  neverusealone.com; 1-800-484-3731 

Substance Use Warm Line nccc.ucsf.edu 

● California Substance Use Line 24/7: 1-844-326-2626 

● National Substance Use Warmline Monday-Friday 6am-5pm PST: 1-855-300-3595 
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