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Session description: 
Opioid misuse and addiction have been a public health concern since the 1990s.  This workshop will 
focus on the management of opioid use disorders during pregnancy.  The prevalence and effects of 
perinatal opioid use will be reviewed.   This will be followed by pregnancy-specific recommendations for 
the use of opioid agonists.  Finally, best practice recommendations for the management of the opioid-
exposed infant will also be reviewed. 
 
Learning Objectives: 

1. To review the prevalence of perinatal opioid use disorders. 
2. To discuss the effects of perinatal opioid use. 
3. To describe an approach to the comprehensive management of opioid use disorders in 

pregnancy.  
4. To review benefits and risks of opioid agonist treatment during pregnancy. 
5. To describe pregnancy-specific recommendations for the use of methadone and 

buprenorphine. 
6. To review best practice recommendations for the management of the opioid-exposed 

infant. 
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Synopsis of workshop 
 
Opioid misuse and addiction have been a growing public health concern since the 1990s.  Opioids 
include all substances derived from the poppy such as morphine and codeine as well as, synthetic 
opioids such as heroin, oxycodone, hydromorphone, and methadone.    
 
PREVALENCE 
In Canada, the use of opioids has also reached concerning levels.  National population surveys found 
that up to 2% of Canadian adults report abusing opioids in 2015.  Specifically, Ontario has the highest 
rate of opioid use in Canada, and has one of the highest prescription opioid uses in the world.  Provincial 
surveys have reported that past year nonmedical use of prescription opioids was up to 4% in Ontario. 
 
Data on opioid use during pregnancy is more limited.  Canadian estimates stem from the Canadian 
Maternity Experiences Survey which found that 7% of women reported street drug use in the 3 months 
prior to pregnancy which was then reduced to 1% once aware of pregnancy.  More data is available from 
the USA based on the National Survey on Drug Use and Health survey which reported that up to 2% of 
pregnant women used prescription opioids and heroin in the past 30 days.   
 
EFFECTS 
The risks of opioid use disorder during pregnancy include both obstetrical and neonatal complications.  
Negative pregnancy outcomes are related to the recurrent cycles of opioid highs and lows and consist of 
miscarriage, growth restriction, premature labour and even neonatal death.  Newborns exposed to 
opioids in utero are at risk of having withdrawal in the immediate post delivery period.  These effects 
may be compounded by concomitant polysubstance use, mental health disorders and social stressors. 

MANAGEMENT OF OPIOID USE DISORDERS DURING PREGNANCY 
Pregnant women with opioid use disorders face numerous barriers to treatment including personal, 
system and societal barriers.  Pregnancy represents a window of opportunity - a moment when women 
are more likely to access long-term substance abuse treatment programs such as methadone 
maintenance program. 
 
Comprehensive care consisting of integrated obstetrical and addictions care along with social services 
represents an optimal method of managing pregnant substance-using women.  The standard of care for 
opioid use disorder during pregnancy is opioid agonist treatment (OAT) with either methadone or 
buprenorphine since the benefits of OAT outweighs any associated risks.   Several studies have shown 
that OAT leads to improved maternal and neonatal outcomes including reducing the risk of newborn 
withdrawal also known as neonatal abstinence syndrome (NAS).  Based on these recent findings, 
methadone and buprenorphine are both effective for managing opioid addiction and there is promising 
evidence that buprenorphine may reduce the overall severity of NAS.  Therefore, methadone and 
buprenorphine may be offered for opioid use disorders during pregnancy after a discussion about its 
benefits and risks.  Geographic variations in availability of opioid agonist treatments will determine 
which agent will be used for pregnant women.   
 
The safety of buprenorphine-naloxone combination product during pregnancy is uncertain.  To date, 
there are only a few published reports.  Preliminary findings indicate that infants were born at term with 
normal birth parameters and no birth defects.  The rate of NAS was comparable to the rate seen with 
buprenorphine monoproduct. 
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NEONATAL ABSTINENCE SYNDROME (NAS) 
NAS occurs when infants are no longer exposed to any opioids.  NAS is a constellation of symptoms and 
signs such as neurological, gastrointestinal and autonomic system dysfunction.  Signs include increased 
muscle tone, tremor, high-pitched cry, poor feeding, poor weight gain, diarrhea, temperature instability, 
nasal stuffiness and irritability.  Seizures have also been described in newborns.  
 
The onset of clinical symptoms depends on the duration of action of each particular opioid.  For 
example, with methadone or buprenorphine, withdrawal symptoms and signs commence around 48 – 
72 hours of age with late presentations up to 5-7 days after birth.  There is evidence that the severity of 
NAS is not related to mother’s dose of medication; therefore, women can be reassured to continue on 
the required dose of either medication during pregnancy.   
 
 
SUMMARY RECOMMENDATIONS 
1. Management of substance use during pregnancy consists of comprehensive care including obstetrical, 
addiction and psychosocial supports.  Interventions should address the cluster of risks and include inter-
professional collaboration. 
2. The standard of care for opoid use disorders during pregnancy is opioid agonist treatment with 
methadone or buprenorphine.  
3. Women who become pregnant while on methadone should continue on MMT and should not switch 
to buprenorphine due to the risk of opioid withdrawal.    
4. Women who become pregnant while on buprenorphine/naloxone should be switched to 
buprenorphine monoproduct.  The buprenorphine/naloxone combination product should be continued 
until the monoproduct becomes available.  
5. Infants who are exposed to opioids in utero require observation and possible treatment for neonatal 
abstinence syndrome.   
6. Substance-exposed children should be monitored for growth and development. 
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