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Welcome!
Thank you for joining the call!
Before we begin, a few notes:
• All participants will be muted upon entry to the call.
• You DO have the ability to unmute yourself.
• We encourage participants to remain muted to reduce
background noise.
• If you are in a room with others, only one of you should
connect to audio (see next slide).
• A recording of the webinar will be shared after the call!

Connecting to Audio
• An audio conference box will appear.
• If you do not see the box click
the ‘Join Audio’ button
• From the audio conference box:
Select to “Phone Call” or
“Computer Audio”
• If using the phone:
• Dial the number next to “Dial”
• You will be prompted to enter
the “Meeting ID”
• Then you will be prompted to
enter the “Participant ID”

Zoom Features

Click on the images at the bottom of the Zoom
window to open the participant list and chat box!
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Questions or Comments?
• Use the Chat Box to the right
of your screen for questions or
comments.
• Please chat to everyone, so
that we can all see your
questions or comments!

• If you need assistance at
anytime during the call please
raise your hand.

Mute/Unmute to
participate in
discussions!
Click here to raise
your hand!
Chat here to
everyone!

Welcome & Introductions
Marilyn Kacica, MD, MPH
Executive Director, New York State Perinatal Quality Collaborative
Medical Director, Division of Family Health
New York State Department of Health

12:00 PM

Welcome & Introductions
▪ Marilyn Kacica, MD, MPH
Executive Director, New York State Perinatal Quality Collaborative
Medical Director, Division of Family Health
New York State Department of Health

12:00 PM –
12:10 PM

Program Overviews
▪ Marilyn Kacica, MD, MPH
▪ Michelle Logan, LMSW
Health Program Coordinator
Office of Drug User Health, AIDS Institute
New York State Department of Health

12:10 PM –
12:45 PM

Opioid Use Disorder in Pregnancy: Prescribing Buprenorphine
▪ David Garry, DO, FACOG
Director, Maternal Fetal Medicine
Professor, Department Obstetrics & Gynecology and
Reproductive Medicine
Stony Brook Medicine

12:45 PM –
12:55 PM

Questions & Discussion
Facilitated by
▪ Kristen Lawless, MS
Program Director, New York State Perinatal Quality Collaborative
Division of Family Health, New York State Department of Health

12:55 PM –
1:00 PM

Next Steps
▪ Kristen Lawless, MS

NYS OUD in Pregnancy &
NAS Project
Marilyn Kacica, MD, MPH
Executive Director, New York State Perinatal Quality Collaborative
Medical Director, Division of Family Health
New York State Department of Health

Overview
• The project seeks to identify and manage the care of
women with OUD during pregnancy, and improve the
identification, standardization of therapy and
coordination of aftercare of infants with NAS.
• The project began as a pilot in September 2018, and
will be expanding statewide in Spring 2020.
• According to project’s current practices assessment,
41.2% of hospitals state that 0% of obstetric
providers have a buprenorphine waiver.

Participating Pilot Hospitals

•

Recruitment
o NYSPQC used statewide NAS data to recruit hospitals
with a high burden of NAS

•

Engagement
o 17 birthing hospitals from diverse geographic areas
o

Representing all levels of NYSDOH perinatal
designations

Project Aims
OUD IN PREGNANCY

NAS

NYSDOH Caregiver
Education Materials
•

NAS: What You Need
to Know handout
o

Adapted from ILPQC

• Newborn Care Journal
o Adapted from NNEPQIN

•

Both tools available at
www.nyspqc.org

NYSPQC Website
• We encourage
hospital teams and
providers to utilize
the resources
available on the
NYSPQC website

• www.nyspqc.org

Contact
New York State Opioid Use Disorder in
Pregnancy & Neonatal Abstinence
Syndrome Project
Ph: 518/473-9883
F: 518/474-1420
NYSPQC@health.ny.gov
www.nyspqc.org

NYSDOH AIDS Institute
Office of Drug User Health
Michelle M. Logan, L. M. S. W
Health Program Coordinator
Office of Drug User Health, New York State Department of Health AIDS Institute

Syringe
Exchange
Programs

Naloxone
Co-Payment
Assistance
Program

Buprenorphine
Access
Initiative

Drug User
Health
HUB

Opioid
Overdose
Prevention
Program

Mobilizing
Local Health
Departments
Expanded
Syringe
Access
Program

NYSDOH AI Office of Drug User Health

Overdose
Follow up

Resources:
NYSDOH AIDS Institute (AI) Clinical Guidelines Program
https://www.hivguidelines.org/substance-use/
NYSDOH AI Clinical Education Initiative
https://ceitraining.org/
Implementing Transmucosal Buprenorphine for Treatment of Opioid Use Disorder Best Practices
from NYSDOH and OASAS
https://webapps.oasas.ny.gov/legal/documents/BestPractices.pdf
Stigma Training Resources
https://www.hivtrainingny.org/Home/CourseListings
Online Buprenorphine Training Resource
You can access a free enduing online program Buprenorphine for Opioid Use Disorder through the University
at Buffalo School of Pharmacy and NYSDOH. Content based on Buprenorphine for Opioid Use Disorder
Public Health Detailing Kit. http://pharmacy.buffalo.edu/bupe
NYSDOH AIDS Institute Provider Directory
The NYSDOH AIDS Institute keeps an ongoing Provider Directory to easily locate providers who provide
clinical care related to buprenorphine. Please register on this directory and share this resource with your
partners. https://providerdirectory.aidsinstituteny.org/

Additional Resources:
NYSDOH Buprenorphine for Opioid Use Disorder Public Health Detailing Kit
NYSDOH AIDS Institute is pleased to share a new material, Buprenorphine for Opioid Use Disorder Public
Health Detailing Kit. This resource is part of an ongoing initiative to provide targeted public health education
on buprenorphine to providers whom are new to prescribing buprenorphine. The toolkit contains four
educational modules that pertain to a variety of different populations and are designed to facilitate more
successful treatment and care for patients with Opioid Use Disorder. The modules will further inform and
assist providers on the best practices for buprenorphine induction, prescribing and ongoing monitoring to
help patients with OUD live healthy and improved lives. The four modules covered are 1) Introduction to
Buprenorphine for Opioid Use Disorder, 2) Pharmacology and Administration, 3) Clinical Use of
Buprenorphine, and 4) Special Populations
To order these materials visit:
https://www.health.ny.gov/forms/order_forms/hiv_educational_materials.pdf

Additional Resources:
Office of Addiction Services and Supports (OASAS) Medications for the Treatment of Opioid Use
Disorder
https://oasas.ny.gov/providers/medications-treatment-opioid-use-disorder
The Point
The Point is a New York State-specific web-based mobile friendly locator tool for harm reduction material
and services.
http://www.thepointny.org/

Providers Clinical Support System (PCSS) Online Buprenorphine Waiver Trainings & Related
Webinars
https://pcssnow.org/education-training/webinar-events/
SAMHSA Training & Resources
https://www.samhsa.gov/medication-assisted-treatment/training-materials-resources

UCSF Clinical Consultation Center advises on all aspects of substance use management in primary
care
http://nccc.ucsf.edu/clinician-consultation/substance-use-management/
If there are any questions related to Opioid Use Disorder Public Health Detailing Kit and Buprenorphine
Access Please feel free to email:
buprenorphine@health.ny.gov

Contact Information
Michelle Logan L.M.S.W.
Health Program Coordinator
Michelle.Logan@health.ny.gov
212-417-4662
Lisa Skill, MS, MCHES®
Health Program Coordinator
Lisa.Skill@health.ny.gov
518-408-0882

Opioid Use Disorder
in Pregnancy
Prescribing Buprenorphine
David J Garry DO FACOG
Stony Brook Medicine
Department of Obstetrics, Gynecology and Reproductive Medicine

Disclosures
No conflicts of interest
Off label use of medications
• Buprenorphine (Subutex)
• Buprenorphine/naloxone (Suboxone)

Learning Objectives

1. Overview of OUD in pregnant women
2. Describe Medication Assisted Treatment (MAT)
options for pregnancy and breastfeeding
3. Stigma in management of pregnant women with OUD

Would like to thank:

American College of
Obstetricians and
Gynecologists (ACOG) NY
OUD in Pregnancy
Bundles
• 2018
• 2019

https://www.acog.org/About-ACOG/ACOGDistricts/District-II/Opioid-Use-Disorder-inPregnancy?IsMobileSet=false
Google: ACOG II opioids in pregnancy

Opioid Use Disorder in Pregnancy Bundles
Purpose
• Offer multi-faceted education and implementation tools to better
assist women’s health care providers in caring for pregnant
women with OUD
• Encourage better communication and engagement among
providers across all of the services within the continuum of care,
including the justice system
• Enhance the communication of OUD through the use of a
common language
• Enhance patient and family engagement through education,
common language; understand treatment and process

https://www.acog.org/About-ACOG/ACOG-Districts/District-II/Opioid-Use-Disorder-in-Pregnancy

Created by ACOG District II in 2018

25

Historical Context
• 1827: Commercial production: Darmstadt, Germany
• By the pharmacy which became - Merck
• Morphine was a large part early pharmaceutical sales
• Extensive morphine use in the American Civil War (1861-65)
• Soldiers dependent on opiates and the post-war morphine
addiction was known as “soldier’s disease”

• 1853: Hypodermic needle invented
• Morphine used in minor surgical procedures
• Medicalization of opioids

Historical Context

Historical Context
• Opioids were addictive – known in late 1800s

Advertisement for curing morphine addiction, ca. 1900

• Morphine - the most commonly abused
narcotic in the world until …….

Historical Context
• 1874: Diacetylmorphine
• Synthesized from morphine (CR Alder Wright, English chemist)

• 1898: Brought to market by Bayer
•
•
•
•

Bayer coined name "heroin" based on the German heroisch ("heroic, strong”)
Heroin is approximately - 2 times more potent than morphine
Lipid solubility it crosses the blood–brain barrier faster than morphine
Marketing: non-addictive morphine substitute / cough suppressant

Women - Historical Context
• Early 1900s - 67% of opiate consumers are female
• Prescribed for “feminine troubles”
• Feminine troubles included dysmenorrhea, injuries from
childbearing, ovarian cysts, uterine cancer & venereal
diseases
• Upper- and middle-class predominant users
• Pregnant women included

• During the early 1900s physicians recognized
Neonatal Opioid Withdrawal Syndrome
(NOWS)
• Treat newborns of mothers using opioids
pregnancy with morphine in order to reduce
morbidity and mortality

during

Kandall, Substance and shadow, 1996. Earle, Medical Standards, 1888.

Understanding OUD

Substance Use Disorders (SUDs)
Substance use disorders
occur when the recurrent
use of alcohol and/or drugs
causes clinically and
functionally significant
impairment, such as health
problems, disability, and
failure to meet major
responsibilities at work,
school or home.

• Alcohol Use Disorder (AUD)
• Opioid Use Disorder (OUD)
• Stimulant Use Disorder
• Hallucinogen Use Disorder (HUD)
• Tobacco Use Disorder
• Cannabis Use Disorder

Source: SAMHSA; https://www.samhsa.gov/disorders/substance-use
Created by ACOG District II in 2018

DSM-5 Diagnostic Criteria: OUD & SUD
A minimum of 2-3 criteria is required for a mild substance use disorder
diagnosis, while 4-5 is moderate, and 6 or more is severe
1) Taking the opioid in larger amounts and for
longer than intended
2) Wanting to cut down or quit but not being able
to do it
3) Spending a lot of time obtaining the opioid
4) Craving or a strong desire to use opioids
5) Repeatedly unable to carry out major
obligations at work, school, or home due to
opioid use

6) Continued use despite persistent or recurring social
or interpersonal problems caused or made worse by
opioid use
7) Stopping or reducing important social, occupational,
or recreational activities due to opioid use
8) Recurrent use of opioids in physically hazardous
situations
9) Consistent use of opioids despite acknowledgment
of persistent or recurrent physical or psychological
difficulties from using opioids
10) Exhibits tolerance or withdrawal

*Withdrawal manifesting as either characteristic syndrome or the substance is used to avoid withdrawal
(Does not apply when used appropriately under medical supervision)
*This criterion is not considered to be met for those individuals taking opioids solely under appropriate
medical supervision. Source: APA 2013 / CDC 2019
https://www.acog.org/About-ACOG/ACOG-Districts/District-II/Opioid-Use-Disorder-in-Pregnancy

Created by ACOG District II in 2018
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Source: JAMA 284: 1689-1695, 2000

Created by ACOG District II in 2018
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Addiction: 3-stage Cycle
• Overall - power of addictive
substances:
• Produce positive feelings
• Relieve negative feelings
• Provides an often-overwhelming
drive for substance seeking that can
be unrelenting

• The cycle involves three
major regions of the brain:
1. Basal ganglia
2. Extended amygdala
3. Prefrontal cortex
Surgeon General’s Report on
Alcohol, Drugs, and Health - 2016

Addiction: 3-stage Cycle
Over time worsens and involves dramatic changes in the brain
reward, stress, and executive function

• The 3 stages:
1. Binge/intoxication
➢ Increased incentive
salience

2. Withdrawal
negative affect
➢ Decreased reward
sensitivity and
increased stress
sensitivity

3. Preoccupation
anticipation
➢ Compromised
executive function

Surgeon General’s Report on
Alcohol, Drugs, and Health - 2016

How did she get there?

•
•
•
•

History of acute pain - opioid prescriptions
Recreational drug use
Self-medication for mental illness
Involvement in sex trafficking

Chronic pain patients
• Women with medical conditions - sickle cell disease
• Women with history of severe injury
• Women with chronic pain - less clear etiology

Scope of the Problem
Why do we care?

The Problem - NY State (starts early)
Percentage of high school students reporting ever using heroin, by subpopulation,
New York State, 2017

New York State Opioid Annual Data Report 2018
https://www.health.ny.gov/statistics/opioid/

Where Pain Relievers Were Obtained for Most Recent Nonmedical
Use among Past Year Users Aged 12 or Older: 2012-2013

Source: SAMHSA 2013; https://www.samhsa.gov/data/sites/default/files/NSDUH-DetTabs2014/NSDUH-DetTabs2014.htm#tab6-47a
Created by ACOG District II in 2018

The Problem - NY State
2017: the crude rate of opioid analgesic prescriptions per 1,000 population
was higher for females than it was for males, across all age group

New York State Opioid Annual Data Report 2018
https://www.health.ny.gov/statistics/opioid/

Hope - NY State (reduction in prescriptions for opioids)
The crude rate of opioid analgesic prescriptions per 1,000 population was
consistently higher among females than males between 2012 and 2017

New York State Opioid Annual Data Report 2018
https://www.health.ny.gov/statistics/opioid/

Pregnancy Associated Maternal Mortality

Substantial increase in
pregnancy-associated
mortality involving opioids
between 2007 and 2016.

Increases were most
pronounced
• White women
• Despite their lower risk of
all-cause, pregnancyassociated mortality

Non-Hispanic White

Total

Management of OUD in Pregnancy
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Women with OUD
• Polysubstance use is typical

• Increased the risk of overdose
• Use of alcohol
• Use of benzodiazepines
• Most overdose deaths
─ Occur at home
─ With others present

• Nicotine addiction: 90%

• Psychiatric co-morbidities
• 40 - 80% of OUD patients
• Affective disorders (bipolar, depression, anxiety)
• PTSD / trauma

Screening versus Testing
▪ Screening based only on factors such as poor adherence to
prenatal care or prior adverse pregnancy outcome
▪ Lead to missed cases
▪ May add to stereotyping and stigma

▪ Screening should be universal with a validated verbal tool
▪ Testing – urine toxicology
▪ A positive biochemical drug test result is not in itself diagnostic of
OUD or its severity
▪ Urine drug testing only assesses for current or recent substance
use:
▪ A negative test does not rule out sporadic substance use
▪ Urine toxicology testing may not detect many substances,
including some synthetic opioids, some benzodiazepines, and
designer drugs

Urine Toxicology
Urine drug testing has been
used to detect or confirm
Limitations of urine toxicology:
suspected opioid use but
• Typically does not test for alcohol or
should be performed only
tobacco use
with the patient’s consent and
• Potential for false positive and false
in compliance with state laws.
negative results
Pregnant women should be
informed of the potential
ramifications of a positive test
result, including any
mandatory reporting
requirements.

• Increases risk for possible child welfare
involvement
• Test results do not assess parenting
capabilities
• Often applied selectively
• Lab cut-off points for sensitivity

Sources: ACOG. Opioid Use and Opioid Use Disorder in Pregnancy. Opinion No. 711.
Tenore, P. L. (2010). Advanced Urine Toxicology Testing. Journal of Addictive Diseases, 29(4), 436-448.
Roberts, S. C., Zahnd, E., Sufrin, C., & Armstrong, M. A. (2014). Does adopting a prenatal substance use protocol reduce racial disparities in CPS reporting
related to maternal drug use? A California case study. Journal of Perinatology, 35(2).

Professional Education
Provide staff-wide (clinical and non-clinical staff) education on SUDs.

▪ Recognize that pregnancy is a great window of opportunity
▪ To identify and treat women with OUD and improve maternal and infant outcomes

▪ What is OUD and who is affected?
(universal terminology and definitions for common language)
▪ Explain to staff basics of the disorder – executive thinking altered in these women

▪ Offer strategies to engage the patient and how to overcome barriers
▪ Prenatal care important – treat like any other patient
▪ Stigma awareness

▪ Medication-assisted treatment (MAT):
• Methadone vs Buprenorphine (ie, Subutex/Suboxone) regimens
• Interactions with other medications may synergize opioids
• Accept women who are NOT willing to take the treatment

Enhance Patient & Family Engagement
• Utilize motivational interviewing techniques and include:
• Trauma-informed care
• Communicate positive stories of people with OUD to engage the patient in her care

• Provide written information for the patient (and her family)
• Schedule a prenatal consultation
• Provide facts about what happens at your institution with newborn management and
educate the patient and her family on the care of the baby
• Neonatologist, NNP, MFM or provider with knowledge on process at your hospital
• Social worker

• Topics:

• Breastfeeding recommendations
• Neonatal Assessment
➢ Toxicology
➢ The NAS scoring system tool

How We Speak To Patients And Family
• Choice
– No woman chooses addiction

• Differences
– Not all opioid use is a disease (there is correct use)
– Not all substance use disorders are the same

• Multifactorial and environmental factors
• Communication important
– Patient relationship is key to improved care

Reduce Stigma
Change perceptions of OUD through the use of a common
language and emphasize that SUDs are chronic medical conditions
that can be treated.
▪ Stigma, bias, and discrimination negatively impact pregnant women with
OUD and their ability to receive high quality care
▪ Strive to use language that helps reduce stigma, accurately reflects
science, promotes evidence-based treatment, and demonstrates respect
for patients. For example:
̶
̶

Replace “drug abuser” with “person with a substance use disorder”
Replace “in recovery” rather than being “clean”

▪ Education on use of non-judgmental and harm-reduction focused
language and learn how to acknowledge and change implicit biases of
providers
▪ Engage all staff in stigma education training
▪

Including clinical, administrative, and all other office personnel

Words Matter
✓Use

X Don’t Use
Dehumanizing, demeaning,
demoralizing, language, such as:

Addict

Get clean, Clean drug test

Crazy vs. “normal”
Source: Drug Policy
Alliancehttp://www.drugpolicy.org/sites/default/files/docu
ments/Drug-Use-Glossary-for-Elected-Officials.pdf

Created by ACOG District II in 2018

People-first language that confers respect, such as:
When speaking generally, say: person who uses drugs.
When talking about a specific issue, say: person who has
a problematic relationship with drugs.
When referring to the newborn, they are not born addicted
rather they have prenatal substance exposure
Stay away from this term, which implies that a person
was previously “dirty.” Instead say: a person who
formerly used drugs. When possible, ask the person
directly how they refer to themselves and their journey.
If referring to a test, say: test was negative, test was
not positive for substance
Avoid using terms that refer to mental illness
– unless that’s truly what's being discussed.
Instead: celebrate difference and diversity of
experiences and approaches.

Words Matter
X Don’t Use
Dehumanizing, demeaning,
demoralizing, language, such as:

✓Use
People-first language that confers respect, such as:

Do not use dehumanizing terms for people who use
Junkie, Crackhead, Zombie, various substances – that contributes to the othering,
Tweaker stigmatizing, and discrimination of people who have
needs. Instead say: person who uses injection
drugs/crack cocaine/synthetic cannabinoids, if in fact it’s
necessary to specify.
“Those” people Don’t use “othering” language that draws false
distinctions among people. Instead: use inclusive
language and describe the group or individual using
people –first language.
Crack baby This label is not scientifically supported and
leads to damaging stereotyping. Poverty - not
drugs - was found to pose a much higher
Source: Drug Policy
Alliancehttp://www.drugpolicy.org/sites/default/files/docu
danger to children’s outcomes. Instead say:
ments/Drug-Use-Glossary-for-Elected-Officials.pdf
prenatal exposure to a controlled substance.
Created by ACOG District II in 2018

Medication Assisted Treatment (MAT)
in Pregnancy
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Terminology
▪ Opioid withdrawal
o

Abnormal physical or psychological features that follow the abrupt
discontinuation of a drug that has the capability of producing physical
dependence

▪ Detoxification/tapering/medically supervised withdrawal
o

Gradual reduction in the dose of methadone or buprenorphine
(reducing withdrawal symptoms) with the goal of completely
discontinuing maintenance

▪ Induction
o
o

Starting medication assisted treatment (MAT)
Inpatient or outpatient

Assessment tool:
Clinical Opiate Withdrawal Scale (COWS)

Source: https://www.drugabuse.gov/sites/default/files/files/ClinicalOpiateWithdrawalScale.pdf

Withdrawal: Risks
• Why not just stop?
o Stop heroin or oxycodone use
o Stop methadone or buprenorphine

Source: https://www.ajog.org/article/S0002-9378(16)00477-4/pdf

Withdrawal: Risks
Opioid detoxification/medically supervised withdrawal during
pregnancy is NOT recommended
▪ Low rate of completion (9-100%)
▪ High rate of relapse (0-100%)
▪ Limited data on maternal and neonatal outcomes
▪ Does not avoid all cases of NAS
▪ Increased risk of morbidity (HIV, hepatitis) as well as CPS
involvement and involvement in the justice system
▪ Lower tolerance and risk of overdose
▪ Possible increased mortality

Source: https://www.ajog.org/article/S0002-9378(16)00477-4/pdf

Withdrawal: Risks
• Older evidence
o

Myth and misconception about the risks of fetal demise have persisted
since case reports by Rementeria and Zuspan in the 1970s.

• Current evidence
o

Systematic review of 15 studies
• Fetal demise:
– Detoxification group: 1.24% (14/1,126)
– Comparison group: 1.95% (17/871)
– Stillbirth rate not different
• Need for intense behavioral health monitoring

• Medically supervised withdrawal during pregnancy
• NOT recommended
• Can occur in select women (subpopulation of women)
• Experienced provider needed
Source: https://www.ajog.org/article/S0002-9378(16)00477-4/pdf

Medications to Treat Opioid Use Disorder


Goals

Alleviate signs/symptoms of physical withdrawal
 Opioid receptor blockade
 Diminish and alleviate drug craving
 Normalize / stabilize perturbed brain neurochemistry
 Keep her alive



Options

Opioid Antagonist
 Naltrexone (full opioid antagonist)
 Opioid Agonist
 Methadone (full opioid agonist)
 Buprenorphine (partial opioid agonist)

Pregnancy: MAT is the Standard of Care

Methadone and
Buprenorphine

Decision of which to
initiate is complex
Should be
individualized for
each woman



Both category C
 Safe and effective treatment options for
pregnancy



Based on available options:
• Patient preference
• Patients’ previous treatment experiences
• Disease severity
• Social supports

Opioid Agonist Therapy

Withdrawal Normal Euphoria

(Methadone and Buprenorphine)

Tolerance & Physical
Dependence
Acute use

Chronic use

Opioid
Agonist
Therapy

Methadone vs Buprenorphine in Pregnancy
Methadone
• May have better treatment
retention
• No risk of precipitating
withdrawal (with initiation of
therapy)
• Treatment initiation may be
easier

https://www.acog.org/About-ACOG/ACOG-Districts/District-II/Opioid-Use-Disorder-in-Pregnancy

Created by ACOG District II in 2018

Buprenorphine
• May have less severe NAS
• Fewer drug interactions
• Ability to be treated on an
outpatient basis and does not
require daily visits
• Reduced risk of overdose during
induction
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Buprenorphine
sublingual tablet
(Subutex)

Combination:

Combination:

Buprenorphine/
Naloxone
sublingual tablet

Buprenorphine/
Naloxone film

Buprenorphine
long acting
injection

(Suboxone)

(Sublocade)

(Suboxone)

Buprenorphine
implant
(Probuphine)

Buprenorphine
• High affinity mu receptor partial agonist/ kappa opioid
antagonist
• Ceiling effect = reduced risk of overdose
• Easier withdrawal
• More expensive
• Office based = need an “X number” or DEA waiver

Opioid Agonists and Antagonists

% Mu Receptor Intrinsic Activity
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80

(methadone, heroin,
oxycodone)
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50
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(naloxone)
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Mechanism of Action

Mechanism of Action Buprenorphine

Mechanism of Action Buprenorphine

Buprenorphine – cautionary side effect
100
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(methadone, heroin, oxycodone)
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90
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Receptor Activity if a
Partial Agonist Displaces
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Buprenorphine – cautionary side effect
• Higher affinity for the Mu receptor than full agonist
– Displaces any full agonist

• Because it only partially activates the mu receptor, the patient
will go into withdrawal
– Buprenorphine will precipitate withdrawal when it displaces full
agonist off the receptors

Buprenorphine or Buprenorphine/Naloxone
Mono product

Combo product

• No known teratogenic effects in animals
• Controlled studies have not been conducted in humans
• Increasing evidence that buprenorphine/naloxone safe
– Buprenorphine without naloxone has recommended during pregnancy
– We allow patient preference
– Rationale for Mono-Product:
• If attempt to inject medication - then the combo more dangerous due to possibility
of precipitated withdrawal symptoms
• Avoid a medication that there is no compelling reason to administer
• Can be transitioned back to the formulation that she was on prior to pregnancy

• Dose Adjustment approach:
– First trimester: Stabilize patient – lowest, most-effective dose
– Second Trimester: additional dose adjustment (dose amount or split dose)
– Third Trimester: additional dose adjustment (if needed)

Outcomes / Long-term Effects
• Findings strongly suggest:
– No deleterious effects for buprenorphine relative to methadone
– In first three years, mothers in general struggled with parenting skills at
the same time they reported they were able to provide an increasingly
enriched home environment to address child needs

• Indicate no adverse effects for NAS requiring treatment verses
non-treated children 0-3 yrs old with exposure to MAT
–
–
–
–
–

Growth
Cognitive development
Language ability
Sensory processing
Temperament

• Maternal effects on outcome
– Maternal death
– Repetitive maternal withdrawal
– Adherence to MAT
Kaltenbach K, et al

Induction – starting the medication (MAT)
• Inpatient setting
• Outpatient setting

Inpatient Initiation of MAT
• Each hospital obstetric unit should develop guidelines for initiation of MAT for
pregnant women with OUD
•

Involve experts in addiction medicine and that align with the resources available
within their region

• Assessment of readiness to make change
•
•

Inpatient management
Outpatient management

• A non-waivered provider can continue buprenorphine or methadone when a
patient is admitted to the hospital or initiate treatment of acute withdrawal
• Within 3 days of initiation, prescribing provider should successfully transfer the
patient to a licensed or waivered provider for ongoing treatment

Sources:
https://www.samhsa.gov/programs-campaigns/medication-assisted-treatment/legislation-regulations-guidelines/special
https://www.deadiversion.usdoj.gov/pubs/advisories/emerg_treat.htm
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4527170/

ACOG District II, 2019

EXAMPLE

Initiation of MAT with Buprenorphine
Patient dependent on opioids
Stop opioid use & assess readiness for treatment
Withdrawal symptoms present 12-24 hours after last dose?
No

Yes

Administer buprenorphine
2 mg to 4 mg and observe

Reevaluate

Withdrawal symptoms relieved?
No
Yes
Day 1 dosing established
Repeat dosing
Withdrawal symptoms relieved?
No
Yes
Day 1 dosing established

Manage withdrawal symptomatically
Reevaluation Day 2 based on COWS (symptoms)

Max day #1: 8 mg
(for buprenorphine naive)

Max day #2: 16 mg
(for buprenorphine naive)

ACOG District II, 2019

Source: Modified from SAMHSA Tip 40 guidance

Dosing With Acute Withdraw In Pregnancy
(inpatient stabilization)

• Methadone
• Initiation
• Day #1:

methadone 20–30 mg loading dose then 5–10 mg every 3–6 hrs as
needed for withdrawal symptoms maximum 50 mg first day
• Day #2:
cumulative total day #1 administered as single morning dose
then 5–10 mg every 3–6 hrs as needed for withdrawal symptoms
• Continue to escalate dose until no withdrawal symptoms for 24 hours

•

Buprenorphine
• No opioids for 12-24 hours or risk of withdrawal symptoms
• Day #1:
• Day #2:

start 2-4 mg and observe if withdrawal symptoms may repeat dose
give prior day dose and observe may increase by 4 mg increments to
maximum 16 mg
• Titrate by 4–8 mg increments every few days until symptoms resolved
(maximum dose 32 mg)
Stanhope et al 2013
SAMSHA

Non-opioid Adjunctive Medications
Medications to cover withdrawal symptoms:
Clonidine

0.1 to 0.3 mg

PO q4 to 6 hours PRN

lacrimation, diaphoresis,
rhinorrhea, piloerection

Promethazine

25 mg

PO q4 to 6 hours PRN

nausea/vomiting

Ondansetron

4-8 mg

PO q4 to 6 hours PRN

nausea, agitation

Loperamide

4 mg

PO x I PRN; then 2mg PO
PRN each loose stool or
diarrhea thereafter; NTE
16mg/24h

diarrhea

Ibuprofen

400 to 800 mg

PO 4 to 6 hours with
food prn; NTE
2400mg/24hours

myalgias/arthralgias

50 mg

PO at bedtime prn

insomnia

(depending on gestational age)

Trazodone

Pet scan of occupied mu receptors at 0, 2, 16 and 32 mg

 Need enough buprenorphine to bind

To suppress
withdrawal:

to 50% of mu-opioid receptors
 For most patients this requires ~4 mg
(1 ng/ml)
 Need enough buprenorphine to bind

To block
opioids:

to 80% of mu-opioid receptors
 Most patients this requires ~16 mg
(3 ng/ml)

• Notice a large portion of the mu receptors are occupied at 16 mg (not green)
• Compare 16 mg to 32 mg and we see there is not that many more receptors
Greenwald et al 2003, 2014
occupied at a very high dose like 32 mg

Induction – outpatient (office)
• Optimal induction protocol for pregnant women with opioid use
disorder is not known (should be like that for non-pregnant patients)
• Assess readiness for change
• Educate about buprenorphine
• Process
– Provide extensive patient support before and during the induction period
• Contact number for emergency
• Hospital location if needed

– Buprenorphine:
• 12-24 hours after the last use of short acting opioids (i.e. heroin or oxycodone)
• 2-3 days after the last use of long acting opioids (i.e. methadone)

– Initial dose is 2 mg sublingual buprenorphine
•
•
•
•
•

Can be repeated no more frequently than every 2 hours until symptoms are improved
Provide enough medication until the next scheduled office evaluation (in 1-3 days)
The total daily dose (TDD) can be titrated every 1-3 days based on patient symptoms
TDD ranges from 2 - 16 mg per day - taken either once or twice a day (split dosing)
Rare to go over 16 mg daily (total daily dose)

– The goal is to allow discontinuation of other opioid use and experience minimal
withdrawal symptoms, side effects, and/or cravings

Induction – outpatient (office)
• Contact the patient in 24-48 hours (phone)
• Pitfall
– Not in sufficient withdrawal
• Exaggerating symptoms

– Patient will start to become very sick usually within 20-30 min
– Try to give more buprenorphine to overcome the effect
– Support at home

• Precipitated withdrawal occurs
–
–
–
–
–

Repeat doses of 2 mg every 1-2 hours
Ondansetron (Zofran) 4-8 mg
Zolpidem (Ambien) 5-10 mg Trazodone 50 mg
Clonidine (Catapres) 0.2 mg – caution hypotension
Come to hospital

Maintenance dosing
• The longest period of buprenorphine therapy is the
maintenance phase
– Can last indefinitely
– Chronic disease

• Variability in buprenorphine pharmacokinetics and subjective
experience from patient to patient results in a relatively wide
range of effective maintenance TDD
– Third trimester may require increased dosing
• Providers should anticipate the need to increase the maintenance TDD several times
during the prenatal period, and then to decrease the TDD several times during the
postnatal period

– Split dosing helpful clinically

• Withdrawal / craving symptoms assessed in < 5 min by:
– Clinical Opiate Withdrawal Scale (COWS)
– Clinical Institute Narcotic Assessment (CINA) Scale
– Subjective Opiate Withdrawal Scale (SOWS)

Office Induction: Follow Up
In first month, follow up weekly
Establish correct dosage

Aim for < 16 mg

Then monthly
Urine toxicology / Each trimester / Follow checklist

Revisit Treatment Plans
Adjust dosing

Behavioral counseling

Lack of availability of counseling should not prevent initiation of medication

Continued care of OUD in Pregnancy
• Try to standardize the approach for these women
– We have limited the number of providers seeing these women
– Checklist approach

• Seamless integration with routine prenatal care
– Routine prenatal care
– Office location – reduces stigma
– Ultrasound
• Additional growth exams
• Fetal testing from 32-34 weeks

• Education is key component
– Maternal management
•
•
•
•

Inform the women how you manage their pregnancy
Toxicology / labs / fetal testing
Connect to social work
Anesthesia consultation (if needed)

– Newborn management
• Inform women newborn toxicology (urine and meconium)
• Observation of newborn and management of NAS

Follow Up Checklist for OUD Pregnant Women

Admission for Delivery and Pain Management
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Pain Management: General
Develop pain control protocols

• Each hospital to develop guidelines for management of OUD
• Patients with OUD may experience more pain
• Increased sensitivity due to pain receptor changes
• Require higher doses of opioids (tolerance)

• Maximize non-pharmacologic therapies (eg, PT) and nonopioid pharmacologic treatments (i.e. NSAIDS / acetaminophen)
• Patient fear (very common)
• Reassure women that labor analgesia available

https://www.acog.org/About-ACOG/ACOG-Districts/District-II/Opioid-Use-Disorder-in-Pregnancy

Created by ACOG District II in 2018
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Pain Management: Intrapartum
• Methadone or buprenorphine - continued throughout labor
• Should not be temporarily stopped in anticipation of delivery
• MAT should not be used/adjusted for intrapartum analgesia

• IV access may be more difficult
• Intrapartum analgesia needs are the same as for any other woman
• Early epidural (recommended)
─ Neuraxial anesthesia is safe
─ Incidence of hypotension may be increased in the presence of some co-morbid
health conditions (i.e. liver disease)

• Do not assume that MAT is sufficient for intrapartum analgesia
• Scheduled cesareans
• Combination spinal and epidural for use post delivery
• Patient controlled epidural analgesia (PCEA)

https://www.acog.org/About-ACOG/ACOG-Districts/District-II/Opioid-Use-Disorder-in-Pregnancy

Created by ACOG District II in 2018
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Labor Analgesia and OUD
• OB Team (anesthesia, nursing, OB providers)
• Provide clear explanations and reassurance
• Patient fear about pain management
• Discussion reduces anxiety and may reduce doses needed

• Epidural is primary analgesia for opiate dependent women
• Anesthesia evaluation (early)
• Caution with nalbuphine (Nubaine) and butorphanol (Stadol)
• Opioid agonist - antagonist
• Can precipitate withdrawal

• Other points (patients may bring up):
•
•
•
•

IV fentanyl limited value and will need higher dose
“Natural” pain management (acupuncture, etc)
Doula - helpful with coexisting anxiety / PTSD issues affecting labor
Nitrous oxide
Gunderson & Stimmel, 2004

Postpartum Pain and OUD
• Women with vaginal birth

• May need less postpartum oral pain medication
• Do not need opioids (use NSAID’s and acetaminophen)

• Women with cesarean birth can be challenging
• Require 70% more opiates for pain management
• Do not withhold short course of opioids if needed
• Limit length of dosing

• Success with alternatives (at our hospital)
• Acetaminophen and ibuprofen
• Scheduled dosing and not “as needed”

• Post-op medications
• Divide buprenorphine dose--analgesic effect is shorter duration
(ie. change 16 mg daily to 4 mg every 6h)

• Ibuprofen and/or acetaminophen
• Caution with acetaminophen if active hepatitis C status
Meyer et al. 2007
Dunlop et al. 2003

Discharge Medications
Amount of opioid prescribed after cesarean
• Provide 1-2 days of medication (short course)
• Trying to avoid leftover opioid medication
• Patient to contact office for additional medication
– Can potentially exam patient
– Patient may truly need medication

Conversation with the patient
• Some women may prefer no meds

Source: Bateman B, et al Obstet Gynecol 2017

Prescribing Range by Procedure: An Expert Panel Consensus
Ideal range of oxycodone 5 mg tablets to prescribe to opioid naïve patients on discharge

Gynecologic surgery and obstetric delivery
Open hysterectomy

0-20

Minimally invasive hysterectomy

0-10

Uncomplicated cesarean delivery

0-10

Uncomplicated vaginal delivery

Source: Overton HN et al. J Am Coll Surgeons Oct 2018
https://www.journalacs.org/article/S1072-7515(18)31129-3/pdf

0

Postpartum Planning
• Address concerns about pain management
• Provide continuity of care providers whenever possible
• Maintain strict confidentiality during any discussions of NAS/OUD
• Promote transparency about:
• Child Protective Services (CPS)
• Provide postpartum psychosocial support services, including referral
to treatment and relapse prevention programs

• Communicate with MAT provider to ensure patient has continued care
• ISTOP review helpful

Source: ACOG Committee Opinion No. 711. American College of Obstetricians and Gynecologists. Obstet Gynecol
2017; 130: e81-94.

Breastfeeding and Opioid Use in Pregnancy
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Breastfeeding and OUD
• Considered safe when using prescribed doses
• Postpartum opiates for cesarean
• We don’t question this practice

• Chronic use of short acting opiates, including
heroin and high doses of prescription opioids,
viewed as contraindication
•
•
•
•

Maternal drowsiness / ability to handle newborn
Newborn drowsiness and poor feeding
Prolonged use – newborn dependence
Additives to “street” drugs

Breastfeeding and OUD
• HIV negative
• No active polysubstance abuse
─ Marijuana remains controversial

•
•
•
•

Hepatitis C - if no bleeding from nipples
Need to be in a monitored program
Plan to monitor infant if rapid wean occurs
Consistent with guidelines of Academy of
Breastfeeding Medicine

Breastfeeding and OUD
• Buprenorphine has poor oral bioavailability
• Maternal use is by sublingual or parenteral route
• Sublingual bioavailability is 30 to 40% in adults and
peak levels in blood occur 60-90 min after a dose
• Considered safe when using prescribed doses
Maternal dose
buprenorphine

Time to peak milk Peak milk
level
levels

2 mg

2 hours

0.8 mcg/L

4 mg

2 hours

7.8 mcg/L

6 mg

4 hours

5.8 mcg/L

• Based on the average milk levels reported, an
exclusively breastfed infant would receive less than
1% of the maternal weight-adjusted dosage
NIH: LactMed

Breastfeeding and OUD
• Amount in human milk is small
•
•
•

Methadone concentrations are low
Buprenorphine concentrations are low
Women should be encouraged to breastfeed if desired

• Study with buprenorphine and breastfeeding
•
•
•

76% of 85 maternal–infant pairs breastfed
66% still breastfeeding 6–8 weeks postpartum
The breastfed infants:
̶

̶

Had less severe NAS
Less likely to require pharmacological intervention than the
formula-fed infants
O’Connor AB, et al. J Midwifery Womens Health 2013
Breastfeeding Medicine 2015

Take Home
• Opioids aren’t new – epidemic is new
• MAT: buprenorphine better choice
• Make an effort to understand
• Altered thinking / executive function

• Opioid use disorder in pregnant women:
•
•
•
•

Screening all women (verbal tool)
Educate our women
Team approach
Counseling
̶

̶

Avoid triggers
Support systems at home

Take Home
• Labor & delivery
• Pain management – “will I get something to help pain?”
• Team approach (physicians, nursing, clerical, etc)

• Neonatal abstinence syndrome (NAS)
• How long / what to anticipate? (set expectations)
• Child protective services (CPS) fear

• Stigma
• “Side conversations”
• Making these women feel less than human

Take Home – Prevention
• Opioids after cesarean:
• Short period
• Contact outpatient office if continued pain

• Pills women don't use - end up in the wrong hands
• Limited quantity
• “Left over” pills reduced

April 21,2019

Questions & Discussion
Facilitated by
Kristen Lawless, MS
Program Director, New York State Perinatal Quality Collaborative
Division of Family Health, New York State Department of Health

Post-event Evaluation

Next Steps for NYS OUD in
Pregnancy & NAS Project
Participants
Kristen Lawless, MS
Program Director, New York State Perinatal Quality Collaborative
Division of Family Health, New York State Department of Health

2020 Coaching Call Schedule
DATE AND TIME*

PROGRAMMING

Wednesday, February 12, 2020
Coaching Call Webinar
12:00 PM – 1:00 PM
Wednesday, March 11, 2020
12:00 PM – 1:00 PM

Coaching Call Webinar

Wednesday, April 8, 2020
12:00 PM – 1:00 PM

Coaching Call Webinar

February 2020 Coaching Call
• Wednesday, February 12, 2020, 12:00 – 1:00 PM
• Topic: Pain management guidelines for patients with
Opioid Use Disorder

• Pre-registration information will be sent out via the
project’s listserv

Project Data: Monthly Due Dates
• Monthly data for the project (Aggregate and
Mother & Infant) are due on the last Wednesday of
the following month
• January 2020 data are due on
Wednesday, February 26, 2020

Project Data: Quarterly Due Dates
• Quarterly data for the project (Structure Measures) are due on
the last Wednesday of the month following the quarter’s end
• Quarter 4 (October - December 2019) data were due on
Wednesday, January 29, 2020

• Please submit the data via the NYSDOH Health Commerce
System (HCS)
• Data should be submitted into the time period based on the
first month in the quarter, Quarter 4 data is entered into the
“Monthly: 10/23/2019” time period

NYSPQC Website
• We encourage
hospital teams and
providers to utilize
the resources
available on the
NYSPQC website

• www.nyspqc.org

Contact
New York State Opioid Use Disorder in
Pregnancy & Neonatal Abstinence
Syndrome Project
Ph: 518/473-9883
F: 518/474-1420
NYSPQC@health.ny.gov
www.nyspqc.org

