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Provider Education: Opioid Prescription in 
Pregnancy
Robin Humrich, MD
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Every Day, more than 220 
Americans die from opioid-related 

drug overdoses
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Every 19 Minutes, a baby is born 
with neonatal opioid withdrawal 

syndrome
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Categories of opioid use

• Short term prescription opioid use for acute pain
• Ongoing daily prescription opioid use for chronic pain
• Opioid Use Disorder (OUD)- life changes because of 

prescription or illicit opioids, accompanied by cravings, 
withdrawal, and continued use despite negative 
consequences

• Patients on Medication for Opioid Use Disorder (MOUD)
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How big is the problem?
• Up to 25 percent of people taking an opioid for chronic pain 

develop an opioid use disorder
• The number of opioid-involved overdose deaths almost tripled 

between 2015 and 2022
• 7% of women reported use of prescription opioid pain 

relievers during pregnancy. Of those, 1 in 5 reported misuse
• 75% of people with OUD reported beginning with prescription 

opioids
• The number of women with opioid-related diagnoses at 

delivery increased by 131% from 2010 to 2017
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https://www.cdc.gov/drugoverdose/rxrate-maps/index.html
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Opioid Use Disorder is a life-
threatening chronic medical 

condition with life-saving 
treatment available.
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Opioid Use Disorder (OUD)
• Pattern of opioid use leading to clinically significant impairment or 

distress
• Opioids taken in larger amounts or for longer periods of time than 

intended
• Persistent desire or unsuccessful efforts to cut down or control opioid 

use
• A great deal of time spent in activities necessary to obtain or use the 

opioid, or recover from its effects
• Craving, or a strong desire to use opioids
• Recurrent opioid use resulting in failure to fulfill major role obligations at 

work, school, or home
• Continued opioid use despite having persistent or recurrent social or 

interpersonal problems caused or exacerbated by the effects of opioids
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Symptoms of Opioid Withdrawal

• Sweating
• Diarrhea, nausea, vomiting
• Runny nose, watery eyes, sneezing, yawning
• Muscle and joint pain
• Anxiety
• Insomnia
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Symptoms of Opioid Overdose

• “Opioid overdose triad”
• Constricted pupils
• Decreased respiratory rate and tidal volume
• CNS depression
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Effects of Opioid Use during Pregnancy
• Pregnancy associated death involving drug overdose rose from 

4% to 10% of all pregnancy-associated deaths between 2007 
and 2016

• Opioids cross the placenta and blood-brain barriers
• Chronic opioid use during pregnancy can cause:
• Preterm and stillborn birth
• Low birthweight
• Birth defects, including congenital heat defects
• Developmental delays
• Neonatal Opioid Withdrawal Syndrome

• Leads to disruption of family units and affects ability to parent
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Neonatal Opioid Withdrawal Syndrome is a 
complex but treatable condition that can 
affect parent-child bonding and have long 

term consequences.
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Neonatal opioid withdrawal syndrome (NOWS)
• Also referred to as Neonatal Abstinence Syndrome (NAS)
• Onset and presentation are highly variable
• Result of chronic opioid exposure, not opioids given at time of delivery
• High pitched, continuous crying
• Tremors, seizures
• Increased muscle tone, autonomic dysfunction
• Fevers
• GI disfunction, feeding difficulties
• Maternal use of additional substances, such as nicotine, barbiturates, 

cocaine, or hypnotic sedatives can increase likelihood and severity of 
symptoms

• Impacts parent-child bonding, affects ability to parent
• Can lead to infant removal from parental custody
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Neonatal Opioid Withdrawal Syndrome Outcomes
• Prolonged hospital stays (avg. of 9.2 days longer)
• Avg hospital stay of infant with NOWS 16-19 days
• Causes parental stress and interferes with infant-maternal bonding
• Increase in risk for child abuse and neglect
• Requires nonpharmacologic and pharmacologic treatment
• Can lead to complications, such as severe weight loss
• Evidence of academic difficulties, increased risk of substance use 

disorder for infant
• Opioid exposed infants diagnosed with NOWS did not have a significant 

increase in mortality risk
• However, opioid exposed infants not diagnosed with NOWS had a 72% 

increase in infant mortality risk, indicating that intervention may be 
protective
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National NOWS Statistics

• The incidence of NOWS increased from 5.8 to 7.0 per 
1,000 births between 2012 and 2018

• Incidence has decreased slightly from 2017-2020 but 
remains high at 6.3 per 1,000 births
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Nebraska NOWS Statistics
• To date, there is no standard coding practice for 

NAS/NOWS
• NOWS is likely underreported in Nebraska
• Most recent NE data: 1.9 cases per 1,000 hospital births 

(2021)
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Pregnancy is a Unique Opportunity to Address OUD

• Opportunity to help families access services
• Increased motivation due to new maternal role
• Intervention during pregnancy can have a long-term positive 

impact on parent and child
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Validated Screening Tools
• According to newest ACOG guidelines, validated 

screening should be performed with every 
patient at their first prenatal visit and upon 
arrival to the labor and delivery floor

• Helps to avoid women going undiagnosed with 
SUD and decreases provider bias

• Not specific to opioid use- can be used to screen 
for many substance use disorders
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SURP-P (Substance Use Risk Profile-Pregnancy) Scale
• Free
• Screening questions to ask:
• Have you ever smoked marijuana?
• In the month before you knew you were pregnant, how 

much beer/how much wine/how much liquor did you 
drink?

• Have you ever felt the need to cut down on your 
drug/alcohol use?
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Case: Krystal
• 31 yo G2P1001 in graduate school with a toddler at home
• Found out she was pregnant a month ago, but didn’t seek 

prenatal care because of lack of insurance
• Has struggled with chronic back pain since a car accident two 

years ago
• Has used Norco or Percocet daily since the accident; gets 

medication from family or friends
• Complains of symptoms of withdrawal
• Rates her readiness to change at an 8

24
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Questions

• How do you raise the subject of opioid use with Krystal?
• What additional history do you want to obtain?
• How do you provide feedback to her responses?
• What guidance would you give Krystal regarding treatment?
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SBIRT
• Gives providers a framework for their next steps and how they 

can respond to a positive screen for substance use
• Gives patients a chance to tell their story
• Evidence-based: used to identify, reduce, and prevent 

problematic use of substances
• Three components:
• Screening
• Brief Intervention- engage the patient in a short 

conversation, providing feedback and advice
• Referral to Treatment

26
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Reproduced with permission from the Illinois Perinatal Quality 
Collaborative
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Readiness Ruler
• On a scale of 1-10, how ready are you to make a change?
• Why not a lower number?
• What do you think it would take to move it to a higher 

number?
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MOUD during Pregnancy
• ACOG and SAHMSA recommend methadone or 

buprenorphine as first-line therapy options for pregnant 
women with OUD

• Safety, efficacy, dosing
• Reduces rates of relapse and overdose
• Improves adherence to prenatal care and treatment
• Dose decrease does NOT decrease the risk of NOWS and 

increases relapse rate
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Methadone
• Synthetic long-acting opioid; prevents withdrawal symptoms 

for 24 hours or longer
• Dispensed daily in a registered opioid treatment program-

illegal to dispense outside of program
• Dose may need to be adjusted throughout the pregnancy 

because of metabolic changes
• Increase in methadone dose is not associated with increase in 

NOWS
• Dose related risk for QTc-prolongation
• Starting dose 20-30mg, increase dose by 5-10mg as needed 

for symptoms
• Avg dose 120 mg, but optimal dose in pregnancy is 

controversial
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Buprenorphine
• Partial mu-opioid receptor agonist; suppresses withdrawal 

for 24 to 48 hours
• Typical dosing every 24 hours – in pregnancy or pain, need 

2-3 times per day
• Less potential for overdose than with methadone
• Initial dosing: 2 to 4mg sublingually, increase dose by 2-8 

mg as needed
• Average dose 16mg by the end of pregnancy
• Can be started and correct dosage achieved before the 

patient leaves the delivery hospital
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Buprenorphine
• Can be dispensed by any provider who has a DEA 

Registration 
• Waiver no longer required; but everyone with a DEA will 

need training; requirements will be in effect June 2023
• https://www.samhsa.gov/medication-assisted-

treatment/become-buprenorphine-waivered-practitioner
• Training and mentoring available at https://pcssnow.org
• The NMA also has mentorship available
• Providers at UNMC are available via telehealth to see 

mothers and provide collaborative care if needed
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“Health care providers should understand 
that use of opioids during pregnancy may 

sometimes be appropriate. Sometimes the 
benefits of opioid pain medication for 

treating chronic or acute pain outweigh the 
risks.”

-ACOG Committee on Obstetric Practice, 
2017
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https://www.samhsa.gov/medication-assisted-treatment/become-buprenorphine-waivered-practitioner
https://www.samhsa.gov/medication-assisted-treatment/become-buprenorphine-waivered-practitioner
https://pcssnow.org/
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When Considering Opioid Therapy
• Get a good health and family history, including addiction history
• Assess baseline for pain and function
• Set realistic goals for pain and function
• Look for non-narcotic alternatives for chronic pain
• Check that non-opioid therapies were tried and optimized
• Check PDMP (state database)
• Discuss benefits and risks (eg addiction, overdose) with patient
• Set criteria for stopping or continuing opioids
• Schedule initial reassessment within 1-4 weeks
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Opioid Risk Tool
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Nonopioid Alternatives
Outside of cancer, palliative, or end of life care, the CDC recommends non-opioid and 
nonpharmacologic treatments as the preferred therapies for chronic pain:
• Acetaminophen
• Ibuprofen (before 20 weeks of pregnancy)

• FDA: Avoid NSAIDs after 20 weeks of pregnancy, due to small increased risk of 
oligohydramnios

• If needed between 20-30 weeks, use lowest dose for least amount of time 
possible

• Physical Therapy
• Behavioral therapy
• Meditation
• Breathing exercises
• Acupuncture
• Exercise
• Referral to pain specialist, if available
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Opioid Prescription
• Prescribe immediate release opioids instead of extended 

release/long-acting opioids
• Small dose, less than 50 MME (morphine milligram equivalents) per 

day
• Prescribe for as needed pain rather than on a scheduled basis 

(scheduled may contribute to tolerance and dose escalations)
• Offer naloxone and overdose prevention education to your patient 

and their household members

38
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Goal: less than 
50 MME per 

day

39

Narcan Map

https://dhhs.ne.gov/Behavioral%20Health%20Documents/NaloxoneMap.pdf
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What can Pharmacists do?

• Communicate dangers of opioid misuse to pregnant women- 31.9% 
reported that they didn’t receive counseling when prescribed 
opioids

• Routinely ask all patients about unhealthy drug use
• Advocate for minimum quantities, discontinuation, alternative 

treatments
• Contact the prescriber with questions or concerns
• Be aware of community support for referral
• Help with contraception needs
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Assess, Verify, and Consult
• Look for ‘red flags’ that the patient might be struggling with 

substance use disorder or diverting medications, such as:
• Forged prescriptions (e.g., Lack of common abbreviations or overly legible 

handwriting)
• Prescriptions originating from outside the immediate geographic area
• Altered prescriptions (e.g., multiple ink colors or handwriting styles)
• Cash payments
• Inconsistent or early fills
• Multiple prescribers

• Validate prescriber DEA registration and patient identification
• If available, check drug monitoring program (PDMP) as well as 

patient records
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Pain Management during Delivery

• Discuss a pain management plan with the patient
• Ex. Discuss epidural
• Consider injectable NSAIDs, like ketorolac, for pain relief after 

delivery
• Continue to give maintenance dosing for women on MAT (but this 

does not provide enough pain relief for labor- offer epidural/spinal 
analgesia as well)

• Avoid mixed opioid agonist-antagonists, such as nalbuphine, 
butorphanol, pentazocine- they can cause acute withdrawal
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Care for Infant after Delivery: NOWS Management

• Observation period
• Non-pharmacologic interventions
• Pharmacotherapy

44
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Observation Period

• AAP Recommendation:
• Minimum 3 days for short-acting opioid exposure
• 4-7 days for buprenorphine and sustained-release opioids
• 5-7 days for methadone
• Limited evidence available to direct recommendation

• Excess observation could increase mother-infant separation
• Rooming-in led to less pharmacologic intervention, shorter 

hospital stays, and may facilitate mother-infant bonding
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Nonpharmacologic Intervention
• Educate caregivers on clinical signs of NOWS and engage them in the 

treatment process
• Support mothers to help them manage guilt and anxiety
• Low-stimulation, dimly lit environment
• Swaddling
• Skin-to-skin contact with caregivers
• Encourage breastfeeding, unless mother is HIV positive, has had a 

relapse within the past 30 days, or is using an illicit substance
• Refer to the Academy of Breastfeeding Medicine Clinical Protocol
• https://www.bfmed.org/assets/DOCUMENTS/PROTOCOLS/21-

drug-dependency-protocol-english.pdf
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https://www.bfmed.org/assets/DOCUMENTS/PROTOCOLS/21-drug-dependency-protocol-english.pdf
https://www.bfmed.org/assets/DOCUMENTS/PROTOCOLS/21-drug-dependency-protocol-english.pdf
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Eat, Sleep, Console
• New (2018) model of care for NOWS
• Focuses on:
• Maximizing nonpharmacologic interventions
• Family education and involvement
• Using morphine on an as-needed basis for symptoms

• Works to empower mothers to care for their infants
• Found to decrease length of hospital stay, need for pharmacologic 

intervention, and cost of treatment
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Eat, Sleep, Console Model Approach
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Care for Mother after Delivery
• Refer to opioid use disorder treatment if mother is not already receiving 

treatment
• Screen for depression and other mental health disorders
• May reduce risk of child maltreatment

• Discuss effective contraception
• Connect mothers with needed community resources, such as housing, 

childcare, etc.
• Schedule frequent follow-up appointments
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