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Presentation Goals

✓Define addiction and review how a substance use disorder is diagnosed.

✓Present evidenced- based treatment for pregnant or postpartum people 

diagnosed with an opioid use disorder.

✓Offer strategies to reduce harm and mitigate risks to the pregnant or 

postpartum patient with a substance use disorder.

✓Review the evaluation and treatment of newborns of mothers with a substance 

use disorder.

✓Review social determinants of health impacts on pregnant and parenting 

women with substance use disorders.

✓Discuss general CPS reporting laws and processes during the postpartum 

period.





• Substance use related 
deaths have increased 
rapidly in recent years, 
especially during the 
COVID-19 pandemic.

• In November 2025: 
44,989 people died from 
overdose involving 
opioids in the preceding 
12 months

• Compared to 33,293 
deaths documented in 
November 2015 
✓ That’s a 35% increase!

Overdoses are a 
Leading Cause of 

Mortality 

https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm 
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The leading 
cause of 

pregnancy-
related deaths 

are mental 
health conditions

Largely driven by 
postpartum 

overdose-related 
mortality5

The Overdose Crisis is 
Intersecting With the 

Maternal Mortality 
Crisis

https://www.cdc.gov/maternal-mortality/php/data-research/mmrc/index.html?cove-tab=1 





SUD (vs. substance use) DIAGNOSIS: DSM-V Criteria







SAMHSA Clinical Guide Recommendations 
for Perinatal Opioid Use Disorder 

• Opioids: lowers the sensation of pain, increased relaxation and 

pleasure, high doses may inhibit respirations

• Medications for opioid use disorder (MOUD)

• Increased medication metabolism during pregnancy

• Medically supervised withdrawal is not recommended during 

pregnancy

• Anesthesia consult is advised for LD and PP
https://store.samhsa.gov/product/SMA18-5054



Medication Pregnancy Breastfeeding

Buprenorphine (Subutex) Yes Yes

Buprenorphine-Naloxone 
(Suboxone)

Yes Yes

Buprenorphine XR 
(Sublocade or Brixadi)

Yes Yes

Methadone Yes Yes

Naltrexone (oral)  XR (Vivitrol) Limited data 
but reassuring perinatal 
outcomes

Yes



Medications for Alcohol Use Disorder in 
Pregnancy 

https://www.pcss-maud.org/
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Reduce Harm: Improve Health
• Person-First Language

• Naloxone (Narcan)

• Safe storage of  medication

• Patient Education

• Access to birth control

• Folic Acid 

• Screening for infectious disease

• Screening for sexually transmitted infection

• Pre-exposure prophylaxis

• Mental Health resources

• Findtreatment.gov

• NEVER USE ALONE: 800-484-3731



WORDS MATTER





VCU OB MOTIVATE

• ASAM Level 1 outpatient clinical 
program

• Co-located care model

• Addiction medicine

• Obstetrics (low and high risk)

• Dedicated OB-Addiction nurses

• Social work

• Behavioral health counseling



NAS/NOWS

• Neonatal Abstinence Syndrome (NAS) describes physiologic and 

neurobehavioral signs of withdrawal that may occur in newborns 

exposed in utero to prescribed and non-prescribed substances

• Neonatal Opioid Withdrawal Syndrome (NOWS) – a subset of 

NAS

oDescribes withdrawal symptoms exhibited by newborns chronically 

exposed in utero to prescribed and non-prescribed opioids



NAS/NOWS

• Physical dependence in utero leading to a temporary 

period of withdrawal symptoms

• NOT an addiction!

• Can occur with:

o Opioid analgesics

o Heroin

o Buprenorphine

o Methadone



Symptoms of NAS



Frequency of NAS

• 50% to 80% of newborns exposed to opioids prenatally develop 

symptoms of NAS

• Approximately 50% of newborns exposed to buprenorphine or 

methadone maintenance therapy prenatally are treated for NAS

oThese percentages are higher with polysubstance exposure

• Newborns exposed to opioids prenatally should be monitored inpatient 

for symptoms of NAS for 4-7 days after delivery



Factors that Influence NAS

• Type of opioid exposure 

• Gestational age at delivery

• Maternal polysubstance exposure (opioids, nicotine, 

benzodiazepines, antidepressants, anticonvulsants)

• Maternal/fetal/placental metabolism

• Genetics and epigenetics 

• Sex of baby 

• Care environment after birth



MOUD and NAS
• NAS is an EXPECTED and TREATABLE outcome of fetal exposure to 

medications for opioid use disorder (MOUD)

• Maternal MOUD dose does NOT generally correlate with 

NAS severity.

• Maternal/fetal withdrawal during pregnancy may have 

adverse long-term impacts on the child. Maternal dose of 

MOUD should be titrated to control maternal symptoms of 

withdrawal and limit cravings.

 * No evidence that Suboxone or Methadone cause birth defects and studies show 

minimal long-term neurodevelopmental impacts to child



Toxicology Testing of Newborn

• Used as a tool to manage NAS (along with ESC)

• Does not determine if newborn will have symptoms of NAS

• Should be used along with maternal interview of substances 

(prescribed and non-prescribed) taken during pregnancy 

and newborn clinical status

• Maternal toxicology testing requires informed consent. 

Newborn toxicology testing does not require informed 

consent as NAS/NOWS impacts newborn medical treatment 



Treatment of NAS

• Non-pharmacologic (parent/caregiver involvement key to success!)

• Parent/caregiver rooming-in 

• Feeding on demand (breastmilk if appropriate)

• Consoling/swaddling/pacifier use/skin to skin

• Low stimulation environment

• Pharmacologic

• Methadone 

• Morphine

• Other medications: clonidine, phenobarbital



Benefits of Breastfeeding

• Breastfeeding has many benefits for 
newborns exposed to MOUD in 
utero including:

oDecreased NAS severity 

oReduced need for pharmacologic 
therapy in newborn

oDecreased length of 
hospitalization

• Methadone and buprenorphine are 
excreted into human milk at very low 
concentrations.



Long-term Outcomes

The adverse developmental 

outcomes that occur in children 

exposed to substances prenatally 

are likely the result of a 

combination of factors

(biological, genetic, and

environmental)

Children have the greatest potential 

for success when their mothers are 

healthy and supported. It is important 

to advocate for increasing access to 

treatment for women with SUD 

including postpartum programs that 

integrate interventions for the parent-

child unit to mitigate impacts of 

prenatal substance exposure through 

every stage of child development.



Impacts of Prenatal Substance 

Exposure

• Legal ramifications – CPS, civil, and criminal charges

• Criminalizing prenatal substance use led to higher rates of NAS

• 25 states plus DC consider prenatal substance use child abuse

• AL, TN, and SC consider substance use during pregnancy a crime

• MN, SD, and WI allow civil commitment of pregnant women

• VA requires reporting of prenatal substance use (including MOUD and 

THC) to CPS, can lead to a charge of abuse and neglect and removal of 

a child

• https://projects.propublica.org/graphics/maternity-drug-policies-by-state
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Social Work Role Prenatally

Assessing social determinants of health

Housing, financial, food, transportation

Referrals for community programs

Discussing NOWS including hospital 
policies regarding length of stay

Four-day observation period; possible 
boarding

Discussing CPS reporting laws in 
Virginia

Maslow's Hierarchy of Needs



Legal Reporting Requirements
• Child Abuse and Prevention Treatment Act (CAPTA) - Federal, 1974

o Provided federal funding for prevention, assessment, investigation, prosecution, and treatment 
related to child abuse and neglect

• Comprehensive Addiction and Recovery Act (CARA) - Federal, 2016

o Required Plan of Safe Care

o States must report number of infants "affected" by substance use, withdrawal symptoms, or 
fetal alcohol spectrum disorder (for prescribed and non prescribed substances)

• Virginia Laws:

o Section 63.2-1509 of the Code of Virginia, Subsection B, a “’reason to suspect that child is 
abused or neglected shall include (i) a finding made by a health care provider within six weeks 
of the birth of a child that the child was born affected by substance abuse or experiencing 
withdrawal symptoms resulting from in utero drug exposure; (ii) a diagnosis made by a 
health care provider within four years following a child’s birth that the child has an illness, 
disease, or condition that, to a reasonable degree of medical certainty, is attributable to 
maternal abuse of a controlled substance during pregnancy; or (iii) a diagnosis made by a 
health care provider within four years following a child’s birth that the child has a fetal alcohol 
spectrum disorder attributable to in utero exposure to alcohol. When ‘reason to suspect’ is 
based upon this subsection, such fact shall be included in the report along with the facts relied 
upon by the person making the report.”  



Social Work Role Prenatally

Completing Plan of Safe Care

Discussing perinatal mood and anxiety disorders
 Meta analysis showed 29% of pregnant women who used substances would 
experience PPD (general population is 17%)

Doula referrals

Accept Virginia Medicaid

Benefits of a doula:

Decreases rate of c-sections

Decreases length of labor

Less likely to use pain-relief medications

More positive birth experiences



Treatment Options and Barriers

• Inpatient/residential 

• Restrictions on MOUD, not allowing children, unable to work, withdrawal 

management not accepting pregnant women

• PHP/IOP

• 20 – 9 hours a week, difficult to find childcare, difficult to schedule work 

• Outpatient Counseling/Peer Recovery Programs (NA/AA/SmartRecovery)

• Recovery Houses 

• Most do not allow children, Medicaid does not help pay



Effective Behavioral Health Modalities

• Cognitive Behavioral Therapy

o Thoughts affect emotions and behaviors

• Motivational Interviewing

o Overcoming ambivalence, increase internal motivation for a goal

• Contingency Management

o Behavioral therapy, reinforce positive behavioral change

• Dialectical Behavioral Therapy

o Derived from CBT, accepting reality while focusing on change, emotion regulation

o More research needs to be conducted, but early research is optimistic



Barriers to Treatment

• Judgement and shame

• Women avoid sharing honestly or avoid prenatal care entirely

• Fear and anxiety about CPS

• Transportation

• Insurance – Medicaid re-enrollment process, post-incarceration insurance

• Photo ID



Patient Resources

• Findtreatment.gov

• Alive RVA: Addiction Recovery Support Warm Line: 1-833-473-3782 (call to speak with a 
Peer Recovery Coach 7 days/week from 8:00am – 12 midnight).

• Postpartum Support Virginia

• AA: Virtual meeting: aa-intergroup.org

• AA: In Person meetings : call locality: for Richmond: 804-355-1212 or 
www.aarichmond.org/meetings

• Narcotics Anonymous (NA) virtual meetings: virtual-na.org

• NA: In Person meetings: 804-965-1871 RVAna.org

• Smart Recovery: www.smartrecovery.org.community (must register on this page to 
access online meetings)

• 24 hr. Mental Health Crisis Lines : contact local Community Service Board in the county

• Domestic/Sex Violence hotline: 804-612-6126

• SAMSHA National Helpline: 1-800-662-HELP (4357)

http://www.aarichmond.org/meetings
http://www.smartrecovery.org.community/
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