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• Health professionals, including the American College of Obstetricians and Gynecologists (ACOG) and the American Society of Addiction 
Medicine (ASAM), recommend the use of Medication Assisted Treatment (MAT) during pregnancy as the best practice for the care of 
pregnant women with Opioid Use Disorders (OUD).1  

• Medications used to treat OUD for pregnant women include methadone and buprenorphine (e.g., Suboxone®, Subutex®).  Both of these 
medications stop and prevent opioid withdrawal and reduce opioid cravings, allowing the person to focus on other aspects of recovery.  
Like any medication given during pregnancy, the use of MAT in pregnant women has both risks and benefits to the mother and fetus, 
however studies have demonstrated that the benefits of pharmacotherapy for OUD during pregnancy outweigh the risks of untreated OUD.   

• Methadone has been accepted as a treatment for opioid use disorders during pregnancy since the late 1970s.2,3,4  In 1998, a National 
Institutes of Health (NIH) consensus panel recommended methadone maintenance as the standard of care for pregnant women with opioid 
use disorders.5  However, the use of buprenorphine for the management of opioid use disorders is becoming more widely used, with the 
emergence of data from randomized clinical trials that demonstrate its safety and efficacy.6,7,8 

o Between 2005 and 2008, a National Institute on Drug Abuse (NIDA)-supported clinical trial, the Maternal Opioid Treatment: 
Human Experimental Research (MOTHER) study, examined the use of both methadone and buprenorphine maintenance 
therapy during pregnancy. 

▪ The study found that infants exposed to buprenorphine required shorter treatment duration and less medication to treat 
the symptoms of Neonatal Abstinence Syndrome (NAS) and experienced shorter hospital stays when compared to 
infants exposed to methadone.   

▪ No significant difference was found with respect to any serious maternal or neonatal adverse events (e.g., abnormal 
fetal health, neurological symptoms). 

o Note:  Individuals who select buprenorphine for pharmacotherapy need to be aware of the potential for spontaneous or 
precipitated withdrawal during pharmacotherapy induction and must be exhibiting clinical withdrawal symptoms before 
administration of the first dose. 

• According to the National Institute on Drug Abuse (NIDA):  

“Methadone maintenance therapy (MMT) enhances an opioid-dependent woman’s chances for a trouble-free pregnancy and a 
healthy baby.  Compared with continued opioid [use], MMT lowers her risk of developing infectious diseases, including hepatitis 
and HIV; of experiencing pregnancy complications, including spontaneous abortion and miscarriages; and of having a child with 
challenges including low birth weight and neurobehavioral problems.  Along with these benefits, MMT may also produce a 
serious adverse effect.  Like most drugs, methadone enters fetal circulation via the placenta.  The fetus becomes dependent on 
the medication during gestation and typically experiences withdrawal when it separates from the placental circulation at birth.  
The symptoms of withdrawal, known as Neonatal Abstinence Syndrome (NAS) include hypersensitivity and hyperirritability, 
tremors, vomiting, respiratory difficulties, poor sleep, and low-grade fevers.  Newborns with NAS often require hospitalization and 
treatment, during which they receive medication (often morphine) in tapering doses to relieve their symptoms while their bodies 
adapt to becoming opioid-free.”9 

• A pregnant woman will likely need periodic adjustments to the dose of her pharmacotherapy in response to the physiological changes of 
pregnancy to prevent reemergence of withdrawal symptoms.  Doses of methadone typically need adjusting upward, particularly in the third 
trimester.10,11  These dose increases are needed because the rate of methadone clearance is increased when progesterone levels are 
elevated during pregnancy.  The increased clearance rates result in decreased blood levels of methadone.12  Pregnant women using 
buprenorphine typically have a similar need for increased dose in the third trimester.6   

• Abrupt discontinuation of opioids in an opioid-dependent pregnant woman can result in preterm labor, fetal distress, or fetal demise.1 

• Medically supervised withdrawal from opioids is associated with high rates of return to substance use and is not the recommended course 
of treatment. Pregnant women with OUD should not be encouraged to withdraw from pharmacotherapy for OUD during their pregnancy or 
shortly after delivery. 
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• Approximately 70% of methadone or buprenorphine exposed neonates are treated for Neonatal Abstinence Syndrome (NAS).   

• NAS expression and severity are not correlated with maternal pharmacotherapy dose.  To date, no evidence links the dose of either 
methadone or buprenorphine with a number of measures of severity of NAS, such as peak NAS score; total amount of infant treatment 
medication (morphine); length of neonatal hospital stay; duration of pharmacotherapy for NAS; estimated gestational age at delivery; Apgar 
score at 5 minutes; and neonatal physical parameters of head circumference, length, and birth weight.13,14,15 

• Experts do not agree on whether intrauterine exposure to buprenorphine (e.g., Subutex®), buprenorphine/naloxone (e.g., Suboxone®), or 
methadone results in lasting developmental or other problems for the infant.  However, to date, research has not shown that 
buprenorphine and methadone can cause an increase in birth defects16.17 and has minimal long-term neurodevelopmental impact.18   

• Preventing, reducing and ceasing the use of alcohol, tobacco and illicit drugs before and during pregnancy and in the postpartum period for 
breastfeeding mothers are essential for optimizing the health and well-being of women and their children.19 

• Breastfeeding is generally encouraged (though you should still discuss it with your doctor).  Mothers maintained on methadone or 
buprenorphine can breastfeed if they are not HIV positive, are not abusing substances, and do not have a disease or infection in which 
breastfeeding is otherwise contraindicated.  Breastfeeding has positive physical and behavioral results for mother and baby.  When 
appropriate, any amount of breastfeeding, however brief, can decrease NAS severity, reduce the infant’s need for pharmacological 
treatment, and decrease the length of pharmacological therapy and hospitalization.20,21,22,23,24,25 

• Hospitals may be required to report to the state child welfare agency when a mother who is using substances gives birth.  This report is 
used to make sure that a safe care plan is in place to deal with both your and your baby’s well-being.  It is not used to remove your baby 
from your care.  Participating in OUD treatment before and after the birth of your baby shows your commitment to providing a safe, 
nurturing environment for your baby. 

• If you are currently pregnant or later become pregnant while in treatment, you will be informed of the opportunity and need for prenatal 
care via referral to publicly or privately funded health care providers.  In the event there are no publicly funded prenatal referral resources 
to serve those who are indigent, or if you refuse those services, we will offer basic prenatal instruction on maternal, physical, and dietary 
care as part of the counseling services provided to you. 

• If you are referred for prenatal services, you will be asked to sign a release of information to the practitioner to whom you are referred so 
that we may coordinate care.  This coordination will include us notifying the practitioner that you are currently receiving medication assisted 
treatment and have been provided a treatment plan addressing pregnancy & post-partum care. 

• WARNING:  Make sure your baby sleeps only in their crib.  NEVER fall asleep with the baby in your arms or in your bed.  According to the 
Centers for Disease Control and Prevention (CDC) there are about 3,500 sleep-related infant deaths in the US each year, including 
sudden infant death syndrome (SIDS), accidental suffocation, and deaths from unknown causes.  Babies should sleep on their backs, 
without any toys or soft bedding, and in their own crib.26   

 
To the best of my knowledge:   I am pregnant.   I am NOT pregnant. 

 

I understand the risks and benefits as described above regarding the use of methadone or buprenorphine while pregnant. I 
certify that no guarantee has been made as to the results that may be obtained from Medication Assisted Treatment while 
pregnant. With full knowledge of the potential benefits and possible risks, I consent to Medication Assisted Treatment and to 
providing specimens for drug, alcohol & pregnancy testing as requested by the program.  

 
     

Patient Name (print)  Patient Signature  Date 
 
 

     

Witness Name (print)  Witness Signature  Date 
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