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Ontario Interactive Opioid Tracker 
http://www.publichealthontario.ca/en/dataandanalytics/pages/opioid.aspx  

Opioid-related ED visits 

http://www.publichealthontario.ca/en/dataandanalytics/pages/opioid.aspx
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PERINATAL 
OPIOID USE 

Outline 

ÅPrevalence and risks of perinatal opioid use 
disorders 

ÅApproach to comprehensive management of 
prenatal opioid use disorders 

ÅApproach to identification and management of 
neonatal abstinence syndrome  

ÅSystem level initiatives to support pregnant and 
parenting women with opioid use disorders 

 

 



6/6/2017 

4 

Prevalence of Opioid Use Disorder in 
General Population 

ÅCAMH Monitor, 2015: 
Å22% of Ontario adults reported past year  

use of prescription opioid pain relievers 

Å4% non-medical use of opioids 

ÅCTADS, 2013: 
Å15% of Canadians (1 in 7) reported past year use of 

opioids - higher among females (16%) 

Å2% reported abusing opioids 

 

ÅCanadian Perinatal data is limited 

 

Å2015 U.S. National Survey on Drug Use 
and Health 
Å1-2 % of pregnant women reported  

non-medical use of prescription opioids 
in past 30 days 

Å0.1% heroin use 

Prevalence of Opioid Use Disorder 
during Pregnancy 
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Risks of Opioid Misuse during 
Pregnancy 

ÅMaternal opioid use associated with negative 
pregnancy and neonatal outcomes due to 
repeated cycles of intoxication and withdrawal 

ÅIncreased risk of: 

o spontaneous abortion 

o intrauterine growth restriction & prematurity  

o neonatal morbidity & mortality rates 

o SIDS (sudden infant death syndrome) 

ÅAdverse long-term neurocognitive and                 
behavioral  effects    

Confounding factors  

Substance 
use 

Mental 
health 

Social 
stressors 

Polysubstance use: 
nicotine, alcohol, 
marijuana, cocaine       
benzodiazepines 

Disrupted attachment 
and self-regulation 

Financial 

Family-related 
stress 

Housing  

Poor nutrition  

Lack of social 
support  

Antidepressants and        
antipsychotics (may 
impact severity of NAS) 

High prevalence of 
psychiatric 
comorbidities: 
Depression, anxiety, 
physical or sexual 
abuse, PTSD 



6/6/2017 

6 

Neonatal Abstinence Syndrome (NAS) 

ÅInfants exposed to any regular use of opioids in 
utero develop a physical dependence  

 

ÅInfant is at risk of developing withdrawal 
symptoms and signs after birth when no longer 
exposed to any opioid = neonatal abstinence 
syndrome (NAS) 

 

ÅNeonatal opioid withdrawal can occur in 55-
94% of infants exposed to opioids in utero 

Incidence of NAS 

Data source ï Canadian Institute for Health Information (CIHI) 
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Incidence of NAS 
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Ontario National

Impact of NAS 

ÅProlonged length of stay in hospital for 
specialized care for NAS ï average of ~14 
days in 2015-2016 (based on CIHI data) 

ÅPossible separation of infant and family 

ÅIncreased utilization of scarce resources in 
Level II and III neonatal units  
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o Central nervous system 
hyperirritability                     
(eg. Increased muscle tone, tremors, 
high-pitched cry) 

o Gastrointestinal dysfunction                                          
(eg. Poor feeding, regurgitation, loose 
stools, poor weight gain) 

o Metabolic, vasomotor &  
respiratory disturbances     
(eg. recurrent sneezing & yawning, 
temperature instability) 

NAS Clinical Presentation 

ÅEngagement and retention in care 

ÅOpioid withdrawal management 

ÅOpioid agonist treatment (OAT) during 
pregnancy 

o Methadone: maintenance vs. detoxification 

o Buprenorphine 

o Morphine (slow-release) 

ÅComprehensive care including antenatal care 
and social services 

Approach to Care for Opioid Use 
Disorders in Pregnancy 
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Pregnancy  = ñteachable momentò  

 

Window of Opportunity 

ÅPregnant women  ŷ more 
likely to access long-term 
treatment programs or to 
re-access detoxification 
programs  
Åinterest in stopping drug use for 
childôs health  

Åfear of child protection services 

ÅComprehensive programs:                      

pregnancy care + substance use treatment     

+ parenting/ children service 

ÅWomen in integrated programs had: 
ÅImproved neonatal outcomes (higher birth weight, 

fewer birth complications)  

ÅImproved maternal outcomes (fewer positive drug 
screening, more prenatal visits & fewer preterm 
births) 
 

 

Integrated Care Program 
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Toronto Centre For  
Substance Use In Pregnancy  
(T-CUP)  
{ǘΦ WƻǎŜǇƘΩǎ IŜŀƭǘƘ /ŜƴǘǊŜ  

 

ÅDeveloped to provide integrated care 
(antenatal care, addiction care) 

ÅEvidence-based, practice-informed approach 

ÅInterdisciplinary team within clinic and within 
hospital collaborates in care - team meetings 
and individualized care plans 

 

 

20 
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Opioid Use Disorder ς DSM V 

ÅProblematic pattern of opioid use leading to 
clinically significant impairment  
 

Å2 or more of the following within 12 months: 

  1. Opioids taken in larger amounts 
or over longer period than 
intended 

2. Persistent desire to cut down 
3. Great deal of time spent in 

activities to obtain, use or 
recover from its effects 

4. Craving to use 
5. Failure to fulfill major role 

obligations ς work, home 

6. Continued use despite social or 
interpersonal problems 

7. Important social, occupational or 
recreational activities given up 

8. Recurrent opioid use in physically 
hazardous situations 

9. Continued use despite physical or 
psychological problems 

10.Tolerance 
11.Withdrawal 
 



6/6/2017 

12 

Opioid Agonist Treatment (OAT) 
 

ÅOAT consists of methadone or buprenorphine 

ÅSubstitute for heroin or prescription opioids 

 

ÅRelieves  opioid withdrawal and reduces cravings  

ÅBlocks effects of self-administered opioids leading to 
reduced illicit drug use 

ÅDoes not cause sedation, analgesia, or euphoria 

ÅAllows normal function to perform daily tasks 

Benefits of OAT during pregnancy 

ÅDecreased maternal illicit opioid use, 
withdrawal symptoms and high-risk drug-
seeking behaviours 

ÅReduced rates of prematurity, low 
birth weight & infant mortality (due to 
stable opioid concentrations) 

ÅImproved maternal health status, nutrition  
and adherence with prenatal care 

ÅIncreased likelihood of maternal custody 
at discharge (due to improved social 
stability) 
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OAT in pregnancy 

ÅMethadone maintenance treatment (MMT) is 
current standard of care  

ÅBuprenorphine maintenance treatment can be 
considered (due to limited experience) 

ÅIf methadone or buprenorphine are not available, 
sustained-release preparations may be 
considered 

OAT initiation during pregnancy 

ÅAccess to OAT for pregnant women on urgent basis 

ÅNo demonstrated efficacy & safety of inpatient over 
outpatient initiation and stabilization 

ÅInpatient admission allows for: 

Åclose monitoring of withdrawal (especially uterine irritability), 

Åinvestigations for maternal health & prenatal status 

Åreferral to other team members (eg. social work) 

ÅInpatient initiation not feasible due to: 

Å personal (eg. child care issues)  

Å systemic factors (eg. lack of methadone in  
hospital setting, limited staff experience) 
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What is methadone? 

ÅOral synthetic opioid 

ÅFull mu agonist: effects similar to morphine 

ÅNo ceiling effect ï good for high dose users 

ÅDispensed as a liquid solution  
(to prevent injection) 

ÅWell-absorbed from gastrointestinal tract 

ÅPeak effect at 2-4 hours 

ÅLong duration of action: 24-36 hours 

Methadone Side-Effects 

ÅConstipation 

ÅSweating 

ÅDecreased libido, fatigue 

ÅWeight gain 

ÅDecreased level of consciousness, respiratory 
depression with excessive doses 

ÅNeonatal withdrawal 

 

Increased during  
pregnancy! 
 } 
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MMT Components 

ÅEach visit includes review of dose, relapse 
prevention counselling, urine drug testing 

ÅMD requires exemption to prescribe MMT 

ÅFrequency of MD visits depends on stability 

ÅVisits to pharmacy depend on number of drinks 
& carries 

ÅSublingual tablet, approved for use in Canada 
for non-pregnant population in 2007 

ÅPartial mu-opioid agonist - relieves withdrawal 
symptoms & suppresses opioid cravings  

ÅRapid absorption when placed under tongue 

ÅCeiling effect Ą safer in overdose 

ÅPeak effect in 1-4 hours 

ÅLong half-life 24-60 hours 

What is Buprenorphine? 
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Components of Buprenorphine 
Maintenance 

ÅNo restrictions ï all pharmacies may 
dispense & all physicians can prescribe 
buprenorphine 

ÅRecommended completion of prescribing 
course, one-day clinical observation and 
ongoing continuing medical education 

ÅUrine drug testing at each visit, no specific 
schedule recommended 

ÅPharmacy visits depends on stability ï can 
grant take home doses on faster  
schedule 

 

Rationale for Buprenorphine during 
Pregnancy 

 

ÅBuprenorphine produces effects equivalent to 
methadone during pregnancy to reduce opioid 
use       

 

ÅEarly promising results that newborns exposed 
to buprenorphine had shorter & milder neonatal 
abstinence syndrome than with methadone 

 

ĄMOTHER study 
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NAS after Methadone vs. Buprenorphine 
Exposure (1) 

ÅMOTHER study: double-blind, double-dummy 

randomized controlled trial 

Å175 pregnant women with opioid dependence 

Åbuprenorphine (n=86) vs. methadone (n=89) 

Å18%  women in MMT and 33% women in 

buprenorphine group discontinued treatment 

ÅDissatisfaction with study medication was reason 

for discontinuation by 71% of buprenorphine vs. 

13% of methadone group 

NAS after Methadone vs. Buprenorphine 
Exposure (2) 

ÅRates of NAS among infants exposed to 
buprenorphine and MMT were not significantly 
different but buprenorphine resulted in clinically 
less severe NAS 

ÅNeonates exposed to buprenorphine:   
Årequired 89% less morphine 

Å 58% (4.1 vs. 9.9 days) spent less time in hospital 
receiving medication for NAS 

Åspent 43% less time in hospital (10 vs. 17.5 days)  

 

   Reduced length of stay &  
health care costs 
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Buprenorphine use during pregnancy 

ÅCurrently, available at pharmacy as buprenorphine-
naloxone combination (4:1 ratio) 

ÅSafety of naloxone during pregnancy unknown 

ÅIf woman is on combination product: 

Åswitch to buprenorphine mono-product during pregnancy  

Åswitch back to combination product in immediate postpartum 
period 

ÅBuprenorphine provided at no cost from manufacturer 
for duration of pregnancy only (requires Health Canada 
SAP approval).  

Buprenorphine/naloxone during 
Pregnancy: Risks 

ÅNaloxone use during pregnancy is limited by lack 
of safety data  

ÅNaloxone should not be given just before 
delivery due to risk of fetal asphyxia leading to 
respiratory failure of newborn 

ÅNo significant adverse maternal or fetal 
outcomes related to use of buprenorphine-
naloxone compared with buprenorphine or 
methadone.  

ÅRecommendation remains to switch pregnant 
women to buprenoprhine monoproduct 
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NAS and OAT dosing 

ÅMeta-analysis shows no consistent 
relationship between maternal  
methadone or buprenorphine dose                 
& severity of NAS 

ÅAppropriate maintenance dose of methadone 
or buprenorphine should be based on dose 
required to alleviate withdrawal symptoms & 
maintain abstinence 

Dose adjustments during pregnancy 

1st & 2nd trimester  
 

Continue on pre-
pregnancy dose, if 
stable  

3rd trimester  Dose increase will be 
required to maintain 
therapeutic level  
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Breastfeeding & OAT 

ÅMethadone and buprenorphine found in low 
concentrations in breast milk 

 ÅBreastfed infants had 
lower NAS scores, 
lower treatment rates 
and shorter length of 
stay compared to 
those who are 
formula-fed or 
combination-fed. 

 

 

ÅProvincial task force comprised of experts in 
clinical care and social support of pregnant 
women and high risk infants 

ÅEnvironmental scan and literature review of social 
and medical interventions for the management of 
NAS 

ÅRecommendations for harm 
reduction strategies and optimal  
management of NAS  

 
http://www.pcmch.on.ca/wp-content/uploads/2016/ 
12/NAS-Clinical-Guideline-Update-2016Nov25.pdf  

http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
http://www.pcmch.on.ca/wp-content/uploads/2016/12/NAS-Clinical-Guideline-Update-2016Nov25.pdf
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Antenatal Care Recommendations 

ÅEducate pregnant women on OAT & family about 

risk of neonatal withdrawal  

Åwritten materials explaining NAS, 

Åhospital stay expectations,  

Årole of the parent,  

Åresource contacts, (including the healthcare team). 

 

ÅWomen will need additional supports in 

postpartum period to cope with feelings of guilt 

related to infantôs extended hospital stay 

Neonatal Care Recommendations 

Å5 day observation to assess presence & severity of 

NAS 

ÅObjective scoring tool should be used to assess the 

severity of NAS and to guide treatment 

 

ÅPharmacotherapy should be considered for treatment 
of NAS when supportive measures fail to adequately 
ameliorate signs of withdrawal 
 
ÅIf pharmacologic treatment is indicated, the baby 

should be admitted to special care nursery or 
pediatric unitï to allow for cardiorespiratory 
monitoring 
 



6/6/2017 

22 

Discharge Plan Recommendations 

ÅA primary health care provider who is 
comfortable following a baby with NAS should 
be confirmed prior to discharge. 

 

ÅEvery baby exposed to opioid agonists and 
other substances should be offered ongoing 
developmental assessments by a clinical 
expert. 

 

 

Parenting Programs 
Recommendations 
Key elements of successful programs: 

1. Both intensive parent education and addiction 
treatment  

2. Multi-faceted interventions (eg. group skills training 
session and individual home-based case 
management) 

3. Added supports to help parents deal with underlying 
socio-economic challenges 

4. Children should be involved in a safe manner 

5. Adequate intensity & duration (eg. 30+ parenting 
sessions over nine months) 

Collaboration across disciplines/sectors to support 

these families is essential  
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Conclusions 

Å Opioid use and NAS rates in Ontario have 
increased 

Å Pregnancy offers high motivation to change 

Å Coexisting opioid use, mental health and 
trauma influence recovery and parenting 
capacity 

Å Integrated programs for pregnant women offer 
improved outcomes for mom and infant 

Å Treatment interventions should include both 
addictions and parenting supports to optimize    
long-term outcomes 

 


