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Learning objectives 

• Learn best practices for initial management of 
psychiatric and opioid use disorder (OUD) 
medications in pregnancy

• Explain unique features of medications for OUD 
(MOUD) in pregnancy and postpartum

• Explore a harm reduction approach to cannabis use 
in pregnancy



Case 

• 28yo with severe OUD, CUD, ADHD PTSD, anxiety, MDD since 
childhood

• Stable x few years on Bup/Nal, LA amphetamine, sertraline, 
clonazepam

• Medications stopped by psychiatrist when learning of 
pregnancy at 15 weeks



CASE: Cascade of harms 

Does not establish prenatal care

Psychiatric decompensation

Has return to use of cocaine and fentanyl a few weeks later 

Stops her medication on the advice of her clinician

Upon identifying pregnancy at 15 weeks:



Risks of untreated mental illness 
in pregnancy: ACOG 2023

➢ Use lowest effective dose
➢ Avoid polypharmacy when able
➢ Minimize switching medications
➢ Consider untreated or inadequately treated mental health disorders an exposure 

Treatment and Management of Mental Health Conditions During Pregnancy 
and Postpartum: ACOG Clinical Practice Guideline No. 5. (2023)



Eugene Declercq and Laurie C. Zephyrin, Maternal Mortality in 
the United States, 2025 (Commonwealth Fund, July 2025).

Behavioral health issues are the leading 
cause of maternal mortality - 
majority substance-use related deaths



1Bruzelius E, Martins SS. US Trends in Drug Overdose 
Mortality Among Pregnant and Postpartum Persons, 
2017 -2020. JAMA. 2022

Overdose risk in pregnancy 
and postpartum

Krans, E. et al. Outcomes associated with the use of medications for opioid use 
disorder during pregnancy. Addiction 2021



Benefits and Risks of 
Opioid Agonist Treatment in Pregnancy

Benefits:
✓Increases adherence to prenatal care
✓Reduces illicit drug use and risky 

behaviors
✓Prevents fluctuation in maternal drug 

level
✓Lowers complications from injection drug 

use
✓Improves maternal nutrition
✓Improves infant birth weight
✓Reduces risk of overdose and maternal 

mortality

Risks:
➢Neonatal withdrawal
➢Low birthweight (versus non-

opioid exposed)
➢Data on neurodevelopmental 

outcomes in infancy and early 
childhood mixed: studies often 
found conflicting evidence

• Saia KA, et al. Caring for Pregnant Women with Opioid Use Disorder in the USA: Expanding and Improving Treatment. Curr Obstet Gynecol Rep. 2016
• Fong, J et al. Developmental Outcomes after Opioid Exposure in the Fetus and Neonate. Neoreviews June 2024
• Krans, E. et al. Outcomes associated with the use of medications for opioid use disorder during pregnancy. Addiction (Abingdon, England), 116(12), 3504–3514. 2021



Opioid Agonist Treatment with methadone or buprenorphine is 
the standard of care for treatment of OUD in pregnancy

*with proven morbidity and mortality benefit* 

Pharmacotherapy is preferable to medically assisted withdrawal 
because withdrawal is associated with high relapse rates which 

lead to worse outcomes
ACOG Committee Opinion, 2017



Comparison of OAT in Pregnancy

Methadone: gold standard in pregnancy since 1970s
• Prevents complications of nonmedical opioid use; improves prenatal treatment adherence; 

reduces risk of obstetric complications vs untreated population 

• Leads to Neonatal Opioid Withdrawal Syndrome (NOWS): A treatable and transient condition

NEJM 2010 MOTHER Trial
• Buprenorphine (BUP) with lower rates of NAS than once daily methadone

• On par with methadone for first line treatment in pregnancy

NEJM 2022
• US population-level cohort study of publicly insured pregnant people with either BUP or 

methadone 2000-2018
• No difference in maternal outcomes 

• BUP associated with lower risk of adverse neonatal outcomes 

• *commentary by Dr Krans cautions pushing methadone to 2nd line

ACOG committee opinion 711: opioid use and OUD in pregnancy

Take-home: consider both first line treatment 



Choosing an Opioid Agonist in 
Pregnancy: Practical Considerations

• Patient preference 
• Access
• Transportation
• Drug supply

BUP MTD



Counseling pearls for 
OAT in pregnancy

• Address patient’s concerns
• National survey top concerns:  neonatal withdrawal, potential CPS 

involvement, judgment/stigma during delivery, insurance fears

• Avoid fear-based threats 

• Present the evidence for MOUD
• Medically-supervised withdrawal is generally not recommended

• Withdrawal during pregnancy increases the risk of relapse without 
fetal or maternal benefit

• Risks of adulterated drug supply 

• Respect patient autonomy 

• Reduce barriers to treatment

Guille, Shared Decision-Making Tool for Treatment of Perinatal Opioid Use 
Disorder Psych Res Clin Pract 2019; 1:27–31. 



What Impacts severity of 
Neonatal Withdrawal?

Cleary 2010; Jones 2012; Wachman 2013; Wachman 
2018; Brogly 2014

Images: cdc, drugs.com

@drmaypole

Genetics

Other Medications

Drug supply 
Adulterants

Opioid 
agonist 

Separation of 
mom and baby



Emerging adulterants in 
illicit drug supply

Hull, I., et al (2025). A Case of Maternal and Neonatal Withdrawal After Exposure to 
Fentanyl Adulterated With Medetomidine. Journal of Addiction Medicine.

Potent synthetic opioids*:
• Fentanyl analogs
• Nitazenes
• Tianeptine 

Veterinary a-2 receptor 
agonists:
• Xylazine
• Medetomidine

BTMPS:
• Industrial chemical used as 

UV protectant in plastics 
and adhesives

Shover CL, Godvin ME, Appley M, et al. UV Stabilizer BTMPS in the Illicit Fentanyl 

Supply in 9 US Locations. JAMA. 2025

www.info.streetcheck.org 

*respond to Naloxone and MOUD

http://www.info.streetcheck.org/


Drug supply adulterants: limited data 
on maternal/fetal impact

https://heller.brandeis.edu/opioid-policy/community-
resources/madds/community-drug-supply-alerts.html

Medetomidine – veterinary a-2 receptor agonist 200-300x more potent than xylazine

Hull, I., et al (2025). A Case of Maternal and Neonatal Withdrawal After Exposure to 
Fentanyl Adulterated With Medetomidine. Journal of Addiction Medicine.

Jones, C. W., Manriquez, M., & Chavan, N. R. (2026). Emerging Substances and Perinatal 
Health: A Narrative Review. Obstetrics and Gynecology (New York. 1953), 147(1), 64–72



Optimizing OAT in pregnancy and 
postpartum



Pregnancy: known state of rapid methadone metabolism

For maternal stability dose 
adjustments needed during 
pregnancy and postpartum

✓ Dose increases are due to 
changes in metabolism and 
not marker of disease 
severity

✓ Offer women split dose in 
pregnancy to maintain 
therapeutic level

Bogen 2013; Tracy 2005; Jarvis 1999 Shiu Can J Hosp 
Pharm 2012; McCarthy  J Addict Med. 2015, 2018Payte 2002



Methadone in pregnancy:  Summary of the literature

• Increased methadone requirements in pregnancy expected 

• Higher dose correlated with less illicit drug use (& vice versa)
• Racial inequities identified in methadone dose at delivery 

• Artificial cap (maximum) on methadone dose not advised

• Buprenorphine leads to less severe NAS than once daily 
methadone dosing

• Split dosing improves maternal and neonatal outcomes 

McCarthy JJ and Finnegan LP (2023) Methadone and neonatal abstinence syndrome (NAS): what we think we know, but do not. Front. Pediatr. 11:1316583
Shiu Can J Hosp Pharm 2012; McCarthy 2005, 2015, 2018, 2020. Kaltenbach 1998; Wolff 2005; Rosenthal et al JSAT 2021
Khan NZ, Hand DJ, Qian E, et al. Split-dosing of methadone during pregnancy and postpartum period: a systematic review of outcomes. J Addict Med. 2025 

https://pubmed.ncbi.nlm.nih.gov/40125847/
https://pubmed.ncbi.nlm.nih.gov/40125847/
https://pubmed.ncbi.nlm.nih.gov/40125847/


• Maternal function relies on optimal postpartum dose

• Too high: risk over-sedation, overdose, safety issues for baby

• Too low: withdrawals, de-stabilization, return to use

• Unknown time to pre-pregnancy metabolism

• Some women may not have reached therapeutic dose

• Limited evidence for adjusting methadone after delivery

• Should be individualized with close monitoring 
• Caution patients from rapid decrease unless over-medicated

• Avoid rapid consolidation of split dose

Methadone
Postpartum Physiology Challenges

Jones HE Am J Addiction 2006
Pace, CA J Subst Abuse Treat. 2014



Sublingual buprenorphine in 
pregnancy

Plasma concentrations 
can significantly 
decrease during 

pregnancy; patients may 
need dose increases

TID or QID dosing may 
be required to sustain 
plasma concentrations 

that prevent withdrawal 
symptoms

Caritis AJOG 2018; Greenwald 2014; 
Bastian 2016; Concheiro 2011



Sublingual Formulations 
(Buprenorphine +/- naloxone)

• 2020 Meta-analysis: 5 retrospective studies with Bup/Nal

• Take-home: reassuring that we are not seeing difference in outcomes 

• Would like to see more prospective data moving forward to settle any lingering 
concerns on teratogenicity*

• Recs: continue current formulation if stable

• Practically: can be destabilizing to switch formulations, theoretical incr. risk 
diversion/coercion; prior shortages; some women have strong feelings in either 
direction 

• Many programs only use combo product

• MGH: offer women informed choice

*NO compelling data that it is causing fetal harm

Link, AJOG August 2020



Long-acting injectable 
buprenorphine in pregnancy 

Overcomes barriers to remaining on treatment
• Daily dosing not needed

• Provides steady state of continuous buprenorphine

• Higher serum levels

• Avoids intolerance to sublingual formulation

• Eliminates need for medication storage at home
• Possible improvement in child safety

• Only weekly formulation studied in pregnancy, awaiting results
• None contraindicated; requires shared decision-making given lack of data

D’Onofrio JAMA Network open 2023; Lowfall 2023; D’Onofrio Academ Emer Med 12.2023



Cannabis use in pregnancy



Case: Cannabis dependence +   
    hyperemesis

• 29yo multip in long-term remission OUD/AUD, anxiety, PTSD, nicotine 
dependence, seizure disorder, hypothyroid, hyperemesis in prior pregnancies 
• Medical marijuana card for anxiety/appetite

• Patient-driven goal to quit due to lack of safety data

• Counseled on lack of FDA approved meds for cannabis withdrawal, trial symptom-
directed management

Weeks of 
gestation

~240mg 
THC/day 
(smoked)

6 9

• Stopped cold turkey x 2 weeks, restarted due to intolerable symptoms
• Multiple ED visits for IV hydration, PO antiemetics. Hot showers not helpful
• N/V impacting sleep, parenting, PO medication intolerance 
• No weight loss
• Smoking worsened her nausea: stopped nicotine, switched to edibles



Cannabis in pregnancy: 
Many unknowns

➢The relationship between cannabis and nausea in pregnancy is 
complex, poorly defined

➢The health effects of cannabis exposure during pregnancy and 
postpartum are not certain

➢No known safe level of cannabis use during pregnancy or lactation

1. Solmi M, De Toffol M, Kim JY et al. Balancing risks and benefits of cannabis use: umbrella review of meta-analyses of randomized controlled trials and 
observational studies. BMJ. 2023 Aug 30;

2. 2. Sophia Badowski, Graeme Smith. Cannabis Use During Pregnancy and Postpartum. Canadian Family Physician Feb 2020, 66 (2) 98-103
3. Gerede, A., Stavros, S., Chatzakis, C., Vavoulidis, et al (2024). Cannabis Use during Pregnancy: An Update. Medicina, 60(10), 1691



Cannabis in pregnancy: 
Evidence of harm

Studies of cannabis use in pregnancy and breastfeeding 
sufficiently convincing to recommend avoiding use

• Increases risk of small for gestational age (SGA) and low birth weight 
• Crosses placenta
• Likely dose-dependent

• Cannabis use impacts neurodevelopment without specific reproducible 
phenotype
• Long-term neurodevelopmental outcomes may persist into young adulthood2

• Difficult to study due to confounders (SES, quantifying use, timing of use, increasing 
potency)

• Impact on developing endocannabinoid system in animal models

• Women using cannabis in combination with tobacco and alcohol during 
pregnancy seem to be at the highest risk for adverse outcomes3

1. Solmi M, De Toffol M, Kim JY et al. Balancing risks and benefits of cannabis use: umbrella review of meta-analyses of randomized controlled trials and 
observational studies. BMJ. 2023 Aug 30;

2. 2. Sophia Badowski, Graeme Smith. Cannabis Use During Pregnancy and Postpartum. Canadian Family Physician Feb 2020, 66 (2) 98-103
3. Gerede, A., Stavros, S., Chatzakis, C., Vavoulidis, et al (2024). Cannabis Use during Pregnancy: An Update. Medicina, 60(10), 1691



Back to the Case: 
Gradual patient-driven taper

• Trial patient – directed taper ~10-20% per day

• Add Promethazine PO/PR to existing regimen; explored IV hydration outside of 
ED/triage

• Nausea persistent and remains awful: initiate GERD treatment 

• Ongoing vomiting 

• Maternal weight gain, fetal growth remain appropriate

“It’s been hell, but I did it” 

13 33 34 36

→ 25 mg TID

→ 5mg → 2.5mg → OFF 

Weeks of 
gestation

1–3×/day

~240mg 
THC/day 
(smoked)

6 9

switched to edibles
~40-50mg THC TID



Harm reduction counseling for 
cannabis use in pregnancy

https://www.camh.ca





Take homes in supporting 
pregnant people with SUD

• Abrupt discontinuation of psychiatric and opioid use 
disorder treatment is dangerous and  worsens pregnancy 
outcomes

• Share with patients the benefits and unique aspects of 
MOUD to monitor for in pregnancy 

• Be aware that emerging adulterants in drug supply may 
impact pregnant/neonatal outcomes

• Apply harm reduction principles to cannabis use and to all 
substance use pregnancy 



Thank you!



Additional Resources

https://journeyrecoveryproject.com



Books

CSAM guidelines 



Breastfeeding and SUD

• Breastfeeding should be 
encouraged in women who are 
stable on methadone and 
buprenorphine unless other 
medical contraindications exist

• New guidance from Academy of 
Breastfeeding Medicine 2023 
• Individualized care plans should 

be created in partnership with 
the patient and multidisciplinary 
team with appropriate clinical 
support and follow-up

• Breastfeeding is recommended 
among mothers who stop 
nonprescribed substance use by 
the time of delivery


	Slide 1: Pregnancy & SUD
	Slide 2: Disclosures
	Slide 3: Learning objectives 
	Slide 4: Case 
	Slide 5: CASE: Cascade of harms 
	Slide 6: Risks of untreated mental illness in pregnancy: ACOG 2023
	Slide 7: Behavioral health issues are the leading cause of maternal mortality -  majority substance-use related deaths
	Slide 8
	Slide 9: Benefits and Risks of  Opioid Agonist Treatment in Pregnancy
	Slide 10
	Slide 11: Comparison of OAT in Pregnancy
	Slide 12: Choosing an Opioid Agonist in Pregnancy: Practical Considerations
	Slide 13: Counseling pearls for OAT in pregnancy
	Slide 14
	Slide 15: Emerging adulterants in illicit drug supply
	Slide 16: Drug supply adulterants: limited data on maternal/fetal impact
	Slide 17: Optimizing OAT in pregnancy and postpartum
	Slide 18: Pregnancy: known state of rapid methadone metabolism
	Slide 19: Methadone in pregnancy:  Summary of the literature
	Slide 20: Methadone Postpartum Physiology Challenges 
	Slide 21: Sublingual buprenorphine in pregnancy
	Slide 22: Sublingual Formulations (Buprenorphine +/- naloxone)
	Slide 23: Long-acting injectable buprenorphine in pregnancy 
	Slide 24: Cannabis use in pregnancy
	Slide 25: Case: Cannabis dependence +         hyperemesis
	Slide 26: Cannabis in pregnancy: Many unknowns
	Slide 27: Cannabis in pregnancy: Evidence of harm
	Slide 28: Back to the Case:  Gradual patient-driven taper
	Slide 29: Harm reduction counseling for cannabis use in pregnancy
	Slide 30
	Slide 31: Take homes in supporting pregnant people with SUD
	Slide 32: Thank you!
	Slide 33: Additional Resources
	Slide 34: Books
	Slide 35: Breastfeeding and SUD

