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The management of opioid use disorder (OUD) in pregnancy
remains a significant perinatal problem, particularly as the
nonmedical usage of prescription opiates augments heroin
abuse. Despite the well-established practice of methadone
for OUD for patients during pregnancy, evidence-based
guidelines defining appropriate dosing remain elusive. Infor-
mation onmethadone dosing patterns during pregnancy has
centered on neonatal outcome, specifically, whether mater-
nal dose impacts the prevalence of neonatal abstinence
syndrome.1–6

Pregnancy-induced physiologic changes are thought to
affect methadone metabolism and body distribution, in-
creasing third trimester methadone requirements.7,8 As
women’s bodies regain their prepregnancy characteristics
after delivery, one would expect that their medications may

be lowered to reflect these presumably reduced needs. In
fact, earlier guidelines suggest women treated during preg-
nancy may reduce their dose to their prepregnancy regimen
or half of their third trimester dose. However, this recom-
mendation was supported primarily by clinical opinion and
experience due to a paucity of evidence-based research.9,10

The perception is that once the metabolic changes of
pregnancy resolve postpartum, patients can resume their
prior opioid use treatment trajectory, whether that is a
return to her pre-pregnancy methadone dose or other tech-
niques. Current observations reveal that this clinical tradi-
tion may not be appropriate nor feasible. In the first
identified study to determine dose adjustments pre- and
postdelivery in patients enrolled in a clinical trial to evaluate
buprenorphine and methadone for OUT during pregnancy,
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Abstract Objective This study examines methadone dose adjustment postpartum.
Methods A retrospective study of women with methadone for opioid use treatment
(OUT) during pregnancy was performed. Patient charts were reviewed and data were
extracted. Methadone doses from five temporal data points for each patient were used:
starting dose, day of delivery, and 1, 2, and 6 months postpartum.
Results Over 26 months, 49 pregnancies to women using methadone for OUT were
evaluated and 20 (41%) were included. The meanmethadone starting dose was 47 mg,
compared with 86 mg at the time of delivery. The mean dose postpartum remained
unchanged from delivery and 75% of pregnancies required the same dose or higher
1 month postpartum. By 2 months postpartum, only 33% were able to decrease their
methadone dose. Twelve pregnancies completed follow-up until 6 months postpar-
tum; only 17% of patients were able to decrease their dose, with an overall mean dose
decrease was 12%. There was no difference between the mean dose at delivery and the
6-month postpartum dose.
Conclusion Patients using methadone for OUT during pregnancy achieved minimal
dose decreases postpartum. Patients should be counseled that postpartum dose tapers
may be challenging and about alternatives to methadone for OUT.
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medication doses were stable during the peripartum, and
there were no dose adjustments in the postpartum period.11

Only recently have studies begun to build on this finding to
assess the maternal impact of dose changes.12–14

The objective of this study was to evaluate postpartum
dose adjustments in women undergoing methadone for OUT
during pregnancy.

Methods

The Jefferson Avenue Research Clinic (JARC) in Detroit,
Michigan, associated with the Wayne State University
Department of Psychiatry, is home to several research
programs committed to improving care for patients with
substance abuse. The Department of Obstetrics and Gyne-
cology has a specialized prenatal care clinic, the Eleonore
Hutzel/James Wardell Recovery Center, dedicated to the
care of women with substance use disorder, as well as
chronic pain, in pregnancy. These two entities have united
in the antenatal care of women with OUD treated at the
study institution.

Our retrospective observational case series was approved
by theWayne State University Institutional Review Board. All
patients with a singleton pregnancy using methadone for
OUT at JARC between December 2006 and February 2009
were evaluated and all pregnant patients during this
period were identified. Patients were subsequently excluded
secondary to enrollment in the MOTHER (Maternal Opioid
Therapy: Human Experimental Research) study (discussed
later), detoxification and discharge from the clinic because of
nonadherence, known buprenorphine replacement therapy,
multiple gestation, or insufficient data. Patients who deliv-
ered at another institutionwere excluded, unless gestational
age at delivery and demographic informationwere available.
Patients initiating methadone for OUT postpartum, trans-
ferred from other methadone clinics where dosing history
was not available, or those lost to follow up postpartumwere
also excluded.

The MOTHER study is a randomized double-blind control
trial comparing methadone and buprenorphine conducted
by the National Institutes of Health. The reason for excluding
these patients is two folds. First, the study arms at our
institution were blinded, thus whether the patients were
taking methadone or buprenorphine was unknown. Second,
only early antenatal and postpartum methadone doses are
available, due to enrollment in the study, precluding analysis
according to the terms of our study. Due to the limited data
available and to homogenize our study population, these
patients were excluded.

The protocol for nonadherence after delivery is the same
as that for nonpregnant patients at JARC: patients who
continue to use illicit substances despite counseling, in-
creased levels of care, and abstinence contracts will receive
tapers in their methadone dose of 5mg in every 2 days until
they reach a dose of 0mg. These patients are referred to
residential treatment before the taper has begun. This is not
representative of the usual postpartum dose adjustments,
hence these patients were excluded.

The primary outcome of this study was change in metha-
done dose adjustment postpartum. To ascertain this, we
selected five–methadone dose data points for each patient:
starting dose, dose on the day of delivery, and doses at 1, 2,
and 6 months postpartum were obtained. Starting dose
refers to the dose at the time of enrolment. Two patients
were lost to follow-up prior to their 2- month postpartum
visit, and a total of eight patients were lost to follow-up prior
to their 6-month postpartum visit.

Criteria for a dose increase were subjective complaints of
withdrawal symptoms. Antepartum methadone doses were
increased in increments of 5mg until relief of symptomswas
achieved. For pregnant patients, physical documentation of
withdrawal symptoms was not required. Patients requesting
multiple increases were observed for 3 hours after dose
administration to exclude excessive sedation, as judged by
the physician.

Postpartum dose tapers were similarly attempted in 5-mg
increments as tolerated by the patient. Smaller dose inter-
vals were used when deemed clinically necessary. Dose
adjustments were made by only two physicians with similar
clinical practices in the management of pregnant women
receiving methadone for OUT.

Statistical analysis was performed using SPSS version 15.0
(Chicago, IL). Toexaminethechange inmethadonemaintenance
dose, the dose on dayof delivery is expressed as a percentage of
the starting dose for each patient. The 1-, 2-, and 6-month
postpartum doses are expressed as percentages of both the
starting dose and the delivery dose for examining postpartum
changes. Categorical variables including race, mode of delivery,
hepatitis C status, concomitant substance abuse, and addiction
to heroin or prescription opiateswere analyzed using Pearson’s
Chi-square and Fisher’s exact tests. Continuous variables, in-
cluding age, parity, gestational age at delivery, birthweight, and
placental weight were analyzed using Student’s independent
samples t-test. Statistical significance is determined as p< 0.05
and all statistical tests are two-tailed.

Results

There were 49 pregnancies of women using methadone for
OUT due to OUD during the 2-year study period. Out of these,
29 patients were excluded as follows: 10 (34%) were lost to
follow-up (three delivered at our institution, seven at other
institutions), 7 patients (24%) had insufficient data for anal-
ysis, 9 (31%) were participants in the MOTHER study, and 1
patient (3%) underwent a methadone taper postpartum as a
discharge protocol from the clinic due to nonadherence. One
patient had a twin gestation (3%), and onewasmaintained on
buprenorphine (3%; ►Fig. 1).

A total of 20 pregnancies, belonging to 19 women,
remained for analysis. Out of these, 16 deliveries occurred
at our institution and complete demographic and clinical
data were available. The study group was predominantly
Caucasian (85%) with a mean age of 28 years (range: 21–37
y). Seventy-five percent of the patients were multiparous
with a mean of 2.5 deliveries prior to the index pregnancy
(range: 1–4). Forty-two percent of patients were positive for
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hepatitis C and 75% were tobacco dependent. For all 19
patients, the primary substance of addiction was identified:
heroin (58%), prescription opioids (32%), or both (10%). The
mean duration of opioid use disorder was 8 years (range:
1–19 years; ►Table 1).

Delivery data were available on 80% (n¼ 17) of pregnan-
cies. The majority of pregnancies (88%) delivered at term
with amean gestational age of 38 5/7 weeks (range: 34 6/7–41
2/7 weeks). None of the patients had iatrogenic preterm
deliveries. The cesarean section rate was 31%; 40% were
performed secondary to nonreassuring fetal status. Neonatal
datawere available on 81% of infants; 85% had Apgar’s scores
�8 at 1 and 5minutes. Only one neonate was small for
gestational age, defined as <10th percentile for gestational
age. Only one infant had abnormal umbilical cord gases
(pH¼ 6.88; base excess, �21); this infant also was one of
two with an Apgar’s score below 8 at 1minute. This preg-
nancy was delivered by emergency cesarean section second-
ary to fetal bradycardia, active cocaine use and placental

abruption. The mean infant birthweight was 2,874 g (range:
2,180–3,775 g; ►Table 2).

Antepartum, day of delivery, and at least one postpartum
methadone dose were available on all pregnancies included
in the study. Data were complete on all pregnancies with
the exception of two, which were lost to follow-up prior to
the 2-month postpartum endpoint. All other data collection
points on these two pregnancies were included in the
analysis. Twelve pregnancies had complete follow-up until
6 months postpartum.

Themean dose at delivery was 86mg (range: 50–195mg).
This represents an increase of 83% from the starting metha-
done dose (mean of 47mg [range: 30–85mg]; p¼ 0.001).
Meanmethadonedoses remained stable at 1, 2, and6months
postpartum (mean; 85, 88, and 89mg, respectively, [range:
36–195mg]). Similarly, there was no change between deliv-
ery dose and postpartum doses (100, 104, and 107% for 1, 2,
and 6 months, respectively; p¼ 0.269; ►Table 3).

Of them, 60% pregnancies required the same methadone
dose 1-month postpartum as on the day of delivery; more-
over, three additional patients (15%) required medication
increases. In these three patients, the mean dose increase
was 11mg, representing an increase of 17% (range: 3–30%).
In only four pregnancies (20%), a dose decrease was achieved
at 1-month postpartum. The mean dose decrease was 9mg
(range: 3–20mg),which represented a decrease of 9% (range:
5–14%).

By 2-months postpartum, a total of six pregnancies (6/18;
33%) had decreased their dose. Three of these patients
further decreased their dose from 1-month postpartum,
one experienced no further decrease from 1-month postpar-
tum, and for another two patients this was their first
postpartum decrease (one had previously increased at the
1-month data point). Four patients required new increments
in their methadone doses at 2-month postpartum (22%).
Overall, six patients (30%) had a net increase in their metha-
done dose postpartum, six (30%) were able to achieve a
decrease, and in eight patients (40%), the dose remained the
same. In the pregnancies in which a postpartum decrease
ensued, themean dose decreasewas 10mg (range: 3–20mg)

Table 1 Maternal demographics and characteristics

n/total (%) or (range)

Age (y) 28 (21–37)

Parity 2.5 (2–4)

Nulliparous 4/16 (25)

Race

Caucasian 16/19 (85)

African American 3/19 (15)

Hepatitis C positive 8/19 (42)

Tobacco dependence 12/16 (75)

Primary substance of addiction

Heroin 11/19 (58)

Prescription opioids 6/19 (31)

Both 2/19 (11)

Duration of addiction 8 (1–19)

Fig. 1 Methadone dose pattern.
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that represents amean percentage decrease from the dose at
delivery of 10% (range: 2–14%; ►Table 2).

Of the 12 remaining patients at 6-month postpartum, 4
(33%) experienced a decrease in their methadone dose from
delivery. All of these patients also had a dose decrease at 2-
month postpartum. The mean dose decrease was 13mg
(range: 8–18mg), representing a mean percentage decrease
fromthedose atdeliveryof 13% (range: 8–21%). Sevenpatients
required increases from their delivery dose, while one
remained at the same dose. Overall, for all pregnancies includ-
ed in the study, six successfully tapered their dose (mean,
14mg [range: 5–27mg]; mean, 15%, [range: 8–31%]), five
tolerated no changes from their delivery dose (range: 60–-

120mg), and nine experienced net methadone dose increases
(mean, 13mg [range: 1–30mg]; mean, 19% [range: 3–38%]).

The one patient inwhom two pregnancies were completed
during the study period (delivery dates were �13-month
apart) steadily increased her dose over the course of the first
pregnancy and had an increase at 1-month postpartumwhich
remained stable until 6-month postpartum. At the time of
enrollment during her second pregnancy, her methadone
requirements were unchanged from 6-month postpartum.
Her dose was then further increased over the course of
the second pregnancy, remaining stable from delivery until
3-monthpostpartum(atwhich timeshewas lost to follow-up).

Patients whowere able to achieve a dose decrease postpar-
tum were then analyzed and compared with those who
required the same or higher methadone doses as on the day
of delivery. There were no significant demographic or clinical
differencesbetween the twogroups (p> 0.05 forall;►Table 4).

Discussion

Accurate estimates of the burden of opiate use in pregnancy
remain elusive. The National Survey on Drug Use and Health
estimates that 4% of women in 2010 used illicit substances

Table 2 Clinical characteristics

n/total (%)

Gestational age at delivery

Term 14/16 (88)

Preterm 2/16 (12)

Mean (wk) 38 5/7

Range (wk) 34 6/7–41 2/7

Mode of delivery

SVD 11/16 (69)

Cesarean section 5/16 (31)

Apgar’s scores

8 or 9 11/13 (85)

< 8 2/13 (15)

Birth weight

AGA 12/13 (92)

SGA 1/13 (8)

Mean (g) 2,874

Range (g) 2,180–3,775

Umbilical cord gas

� 7.1 12/13 (92)

< 7.1 1/13 (8)

Abbreviations: AGA, appropriate for gestational age; SGA, small for
gestational age; SVD, spontaneous vaginal delivery.

Table 3 Dosing patterns

Time Mean
dose
(mg)

Range
(mg)

Percentage
change

p-Value

Starting dose 45 30–70 – –

Delivery 81 35–195 189a 0.001

1-month PP 81 35–195 100b 0.5c

2-months PP 83 25–192 104b 0.45d

Abbreviation: PP, postpartum.
aStarting dose set at 100%.
bDate of delivery dose set at 100%.
c1-month postpartum dose compared with date of delivery dose.
d2-month postpartum dose compared with date of delivery dose.

Table 4 Comparison of patients with dose decrease versus no
decrease: demographics

Dose decrease
n¼ 6 (%)

No decrease
n¼ 13 (%)

p-Value

Race 0.53

Caucasian 6 (100) 10 (77)

African American 0 (100) 3 (23)

Age 0.04

Mean (y) 25 30

Parity 0.76

Nulliparous 3 (50) 1 (8)

Multiparous 3 (50) 12 (92)

Mean 0.8 deliveries 1.7 deliveries

Hepatitis C 0.64

Positive 3 (50) 5 (38)

Negative 3 (50) 8 (62)

Tobacco
dependence

0.73

Dependent 5 (83) 10 (77)

Not dependent 1 (17) 3(23)

Primary substance

Heroin 5 (83) 6 (46) 0.52

Prescription 0 (0) 6 (46)

Both 1 (17) 1 (8)

Duration
of addiction

0.22

Mean (y) 5.8 7.7

BMI 0.38

Mean 30.5 33.5

Abbreviation: BMI, body mass index.
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during pregnancy.10 However, even in 1998 prior to the
recognition of the opioid epidemic, illicit drug use in preg-
nant women at this study institution approached 40% of
pregnancies and nearly one-third of abuse was attributed to
opioids.15 Only 11% of women in the study by Ostrea et al
admitted to illicit drug use, highlighting the disparity be-
tween self-reported and actual use. As access to prescription
opioids proliferated over the past two decades, a public
health crisis has been acknowledged. While the number of
women admitted to substance use treatment facilities over
the past 20 years has remained stable at 4%, the proportion of
women among themwho reported prescription opioid abuse
increased from 2 to 28%, with 19% identifying it as their
primary substance of abuse.16 Indeed, from 1998 to 2008,
Pan and Yi found that births affected by opioids increased by
one-third from 14 to 22% nationwide.17

The improvements in obstetric, neonatal, and social out-
comes for women enrolled in methadone for OUT programs
compared with those actively using illicit substances is well
established.18–20 Alternatives to methadone for OUT exist,
including antepartum inpatient detoxification,21,22 heroin
and morphine assisted treatment,23,24 buprenorphine,25,26

and implantable delivery systems.27,28 Despite methadone
for OUT being historically the most widely accepted thera-
peutic intervention, the scope of research has been relatively
narrow. Concern for neonatal outcomes and the reduction of
neonatal abstinence syndrome (NAS) has dominated the
literature to date. Investigations of maternal dosing patterns
have focused on whether or not there is a threshold dose at
which NAS is either precipitated or avoided.3–6,29 While this
is an extremely important consideration in caring for preg-
nant women with opioid use disorder, there remains a void
in evidence-based understanding of current maternal man-
agement techniques.

Women have been observed to have lower plasma meth-
adone concentrations than men, as well as higher urine
metabolite to methadone ratios, suggesting that women
have increased metabolism of methadone at baseline.
Knowledge of fundamental physiologic alterations that occur
with pregnancy that may affect the metabolism of metha-
done include hormonal induction of the cytochrome p450
system, increased volume of distribution, increased renal
clearance, and the impact of the fetoplacental unit.8,30

Methadone is metabolized by the liver in both the nonpreg-
nant and the gravid woman. However, during pregnancy, the
placenta behaves as an extrahepatic source of enzymes that
contribute to the conversion of methadone to its inactive
metabolite.30 While the placenta and the fetal compartment
are thought to comprise a minimal portion of gestational
metabolism,30 it is still unclear the extent and the mecha-
nism by which these new players exert their influence and
contribute to the changes in metabolism seen during preg-
nancy. Another study sought to understand intragestational
and interplacental variation in enzyme levels.31 They found
that enzymatic activity increased as pregnancy progressed;
however, the extent to which this occurred varied signifi-
cantly from one placenta to another. Studies by Ahmed and
colleagues32 have suggested opioid tolerance at the placental

level, with downregulation and desensitization of receptors
in trophoblast tissue exposed to methadone in vitro.32,33

While these findings support evidence of increasing meth-
adone requirements throughout pregnancy,7 they do not
explain the persistence of elevated doses postpartum. Even
if some of these changes persist for longer than the conven-
tional postpartum period, one would expect that with the
gradual restitution of a woman’s normal physiology, there
would be a progressive decrease in methadone requirements.
Other published studies that chronicle the dosing trends
postpartum have primarily had similar outcomes. The first
such study, a secondary analysis of the MOTHER randomized
control trial performed by Jones and colleagues reported
postpartumdose adjustments.25Their study includedpatients
maintained onmethadone or buprenorphine during pregnan-
cy. Over the course of the 7-week studyperiod,which included
3 weeks of antepartum and 4 weeks of postpartum, metha-
done or buprenorphine doses remained stable. This supports
our study in which there was no net change between the
methadone dose at delivery and doses at 1, 2, and 6 months
postpartum.

Recent studies have also investigated methadone dose
changes. Albright et al12 focused on characterizing changes
throughout gestation. However, they did note that 86% of
patients were within 10mg of their delivery dose by 6-week
postpartum,withameandecreaseof4mg.Ofnote, they report
that 24% of patients were able to return to their prepregnancy
or starting doses, which contrasts with other studies.12 Bogen
et al13 examined the pharmacokinetics of methadone during
pregnancy and postpartum in 22 women. They reported that
nearly one-third were able to decrease their methadone dose
postpartum, with a mean decrease of 32mg, which is signifi-
cantly greater than in our and other studies.13A larger studyof
101 women found insignificant dose changes up to 3-month
postpartum in 50% of women; the other 50% of women had
either the same or higher doses postpartum.14

The most provocative finding of our study is the lack of
a postpartum decrease in methadone requirements up to
6-month postpartum. Recommendations from the Center for
SubstanceAbuseTreatment,Medication-AssistedTreatment for
Opioid Addiction in Opioid Treatment Programs, Treatment
Improvement Protocol Series no. 43 at the time of this study
state that postpartum a woman may either resume prepreg-
nancydoses ordecreaseher deliverymethadone doseby 50%.34

These are based on the suggestions of current clinical practice
unsubstantiatedbyempiricdataandhavenotbeenborneoutby
subsequent investigations.28 Updated guidelines refrain from
proposing a specific amount for postpartum titration, stress
patient individuality, and acknowledge the inconclusive find-
ings in existing literature.35

Our study supports the need for further evidence-based
examination of postpartum methadone requirements. Sev-
enty percent of the pregnancies in our study required the
same dose or higher postpartum as on the dayof delivery. For
those that did achieve a dose decrease postpartum, themean
decrease was only 13%, substantially less than the 50%
decrease recommended by the Treatment Improvement
Protocol Series, used at the time of this study.
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The prevailing physiologic andmetabolic theories for preg-
nancy-induced dose changes fail to fully explain the difficulty
of postpartum detoxification. The one patient with two preg-
nancies included in our study had no interval decrease in her
methadone dose and continued to increase over the course of
her second pregnancy. The possibility that pregnancy causes
permanent or progressive alterations in the mechanism for
methadone biotransformation is currently unexplored.

There is also the possibility of psychosocial or neuro-
biochemical changes that may impact the body’s receptivity
to the pharmacologic benefits of methadone. This study did
not specifically assess the psychosocial stressors or environ-
mental factors (outside of concomitant drug abuse) that may
complicate new motherhood. Some studies have suggested
that concomitant psychiatric disease, as well as concurrent
tobacco dependence, makes methadone for OUT less suc-
cessful.36 Additionally, the enhanced craving in pregnant
women at baseline may go into “overdrive” in women with
a history of addiction, in which the pathway for craving and
pleasure is inherently altered. Whether or not these factors
pose a challenge to methadone for OUT deserves further
evaluation.

Limitations and Strengths

The threemost apparent limitations of our study are its small
sample size, homogenous population, and short duration of
follow-up. While we have a large population of women with
opioid use disorder in themetropolitan Detroit area, they fall
primarily into three categories: those actively using illicit
drugs and not enrolled in therapy; those enrolled in metha-
done clinics not affiliated with the university, and thus
dosing schedules not as fastidiously recorded or accessible
to researchers; and those at JARC who were included in this
study. Due to the referral base of JARC, the patients are
primarily Caucasian, while the patients in the first two
groups may be more representative of the university teach-
ing hospital patient population, which is approximately 80%
African Americans.

Several patients were excluded to control for as many
confounding factors as possible and to ensure completeness
of available data. This limited our population available for
study to 20 pregnancies. It is possible that no differences
were observed in demographic and clinical parameters due
to a lack of power. Our initial postpartum evaluation of
dosing trends was limited to 2 months. The puerperal period
is conventionally terminated at 6 weeks following delivery.
While, we have overcome this landmark, it is possible that
the physiologic derangements of pregnancy do not uniform-
ly conform to this timeline. Consequently, we pursued dos-
age follow-up for 6 months in available patients. However,
due to insurance considerations and rectification, our patient
population was severely limited for long-term follow-up. Six
months was chosen as a landmark to account for the thor-
ough and adequate recession of the physiologic changes of
pregnancy. Longer postpartum follow-upwould enable us to
determine if the inability to undergo detoxification postpar-
tum is permanent or merely prolonged, and to what extent.

Despite these limitations, there are some unique aspects
of our study in comparison to the published literature that
deservemention. First, all dose adjustments were performed
by two licensed addiction physicians upon personal exami-
nation of the patient. This ensured clinical expertise, as well
as consistency. Second, patients with concomitant use of
benzodiazepines were excluded. It is well known that the
simultaneous use of opioids and benzodiazepines predis-
poses patients to oversedation. It is unclear in the other
studies that how this may have played a role in any dose
decrements that were achieved. Third, we were able to
examine the clinical obstetric features of these deliveries,
as well as their association, or lack thereof with the ability to
decrease the methadone dose postpartum. While the data
are small, stressors, such as prematurity, surgical delivery,
and parity, and their hormonal and psychosocial implica-
tions, may be areas of future study. While we were unable to
assess the impact of obesity or postpartumweight retention
and fat distribution in our study, that may also play a role in
the inability to reduce the dose postpartum.

Our findings have the potential to affect clinical practice and
research in several ways. First, it highlights the need for further
investigation into the interaction between pregnancy and
methadone, both at the molecular and human levels, to better
understand the mechanism behind these findings. Second, we
must change how we counsel our patients. Often, we reassure
patients that theirmethadonedoseswill betitrateddownwards
postpartum,andthat theywill beable toundergodetoxification
without difficulty. Our results show dismal success to this end.
Third, if postpartummethadone requirements persist at higher
levels longer than previously thought, we must ensure that
broad spectrumresources for opioiduse disorder treatment are
available to patients for the duration required.

Recent recognition of the scope of opioid addiction has
fueled renewed interest in treatment modalities during preg-
nancy. These outcomes, if confirmed, should spur the search
for alternatives to methadone for the treatment of opioid use
disorder in pregnancy. Studies suggest that buprenorphine
maybe equal or superior tomethadone,25,26,37,38 inparticular,
regarding the severity of neonatal abstinence syndrome.39

Implantable naltrexone has shown promise, but data in preg-
nancy remains limited.27,40 In communities where these
interventions are not available, the possibility of antepartum
detoxification and other alternatives to methadone remain
possibilities, and efforts should be made to expand access.41

Until studies confirm that these treatment modalities provide
at least equivalent outcomes to methadone, and social and
financial resources are provided to make them accessible to
patients andphysicians,methadone is likely to remain ahighly
used option forOUT. Consequently,wemust commit ourselves
to the pursuit of evidence-based rationales to help us under-
stand and improve therapy for mothers with opioid use
disorder.

Conclusion

Patients requiringmethadone for OUT during pregnancy seem
to achieve minimal, if any, decreases in their methadone dose
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after delivery. Furthermore, it was substantially less than the
postpartum reduction of 50% recommended at the time of the
study. Patients should be counseled that methadone for OUT
during pregnancy may cause alterations in methadone
requirements that make postpartum dose tapers challenging
and should be counseled about alternatives to methadone.
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This paper was presented in poster format at the Annual
Meeting of the Society ofMaternal FetalMedicine, Chicago,
IL, on February 4, 2012.
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