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Learning objectives

• Review signs and symptoms of acute opioid withdrawal in 
pregnancy

• Explore pregnancy specific risks/concerns
• Discuss treatment options



Case

Mia is a 24yo G3P1101 at 37wga who presents to triage with the 
complaint of nausea, diarrhea, subjective fevers and malaise. She has 
limited prenatal care and just moved to the area from Virginia. She 
reports that she has preeclampsia in a previous pregnancy.
She is taken to a triage room and asked to undress, put on a gown and 
leave a urine sample.  The nurse takes her vital signs and notes a BP of 
155/98. Fetal heart rate monitoring is reassuring. The triage nurse then 
goes through a series of screening questions and the patient reports 
recent opioid use. 



Case (cont)

Approximately one hour after her arrival to L&D, the triage physician, 
Dr. A,  comes to evaluate Mia. The provider notes that Mia is “resting 
comfortably” and “not engaging in conversation”. Dr. A explains to Mia 
that she is concerned about preeclampsia. She orders continuous fetal 
monitoring, preeclampsia labs and blood pressures to be repeated every 
15 minutes. 
The triage nurse has difficulty drawing blood from the patient and calls 
phlebotomy. The labs are sent an hour later (2 hours after arrival). 



Case (cont)

Two hours later (4 hours after arrival to L&D), the labs return and Dr. 
A notes that Mia has mildly elevated LFTs and proteinuria. 
The triage nurse notifies Dr. A that Mia is “refusing” blood pressure 
monitoring and has removed her fetal heartrate monitor. 
Dr. A enters the room to evaluate Mia, noting that Mia is restless and 
diaphoretic. Mia tells Dr. A that she has increasing abdominal pain. Dr. 
A performs an ultrasound and reassures Mia that the baby is healthy 
and that there are no signs of placental abruption. Dr. A performs a 
cervical exam, finding that she is 3cm dilated. Dr. A explains to Mia 
that she is likely in early labor.  



Case (cont)

Dr. A leaves the room to put in admission orders and asks the nurse to 
repeat Mia’s blood pressure and replace the FHR monitor. The nurse 
attempts to replace the monitor, but Mia takes it off saying that it is 
painful. The nurse again explains to Mia the importance of monitoring 
the baby. 
When Dr. A returns to the room (5 hours after arrival to the unit) to 
consent Mia for delivery. Mia is increasingly agitated and asking to 
leave. Dr. A explains the risks of leaving against medical advice, 
including maternal stroke or seizure, placental abruption and neonatal 
death. Mia signs a paper accepting these risks and leaves. 



Case analysis 

• Presenting complaint – abdominal pain, subjective fevers, malaise
–These concerns were not directly addressed 

• Screen positive for substance use
–Was not explored further

• Elevated BP 
–Availability and confirmation bias to assume preeclampsia

• Increasing agitation
–Did not address this in any way or discuss it with Mia
–Repeatedly explained risks of “refusing” 



Types of bias 

• Availability bias 
–Prioritize information that most easily comes to mind

• Confirmation bias 
–Seeking out information to confirm our hypothesis

• Anchoring bias
–Prematurely favoring a specific diagnosis 

• Framing bias 
–Information is weighed differently based on how it is presented

• Attentional bias



RECOGNIZING WITHDRAWAL





Withdrawal 101

Average vital sign changes:

SBP increased 15-20mmHG
DBP increased 10mmHg
Pulse increases 10 BPM

Weisshaar, BJCP 2020



Clinical Opiate Withdrawal Scale (COWS)





Things that 
Withdrawal can 
be mistaken for

• Mental health crisis
• GI distress
• Infection (tachycardia, 

diaphoresis, hot flashes, 
malaise) 

• Hypertensive disorders of 
pregnancy

• Malingering



MANAGEMENT OF WITHDRAWAL



The treatment of opioid withdrawal is opioids



Acute treatment of opioid withdrawal 

• Opioid agonists (oxycodone, methadone, 
buprenorphine)

• Often need to transition from fentanyl to full dose 
agonist then to buprenorphine once stabilized 



Methadone versus buprenorphine



Methadone dosing 

• Initial dose 20 – 50mg (SAMHSA updated guidelines)
• Often not sufficient for people using fentanyl

–Give additional doses of methadone in the same day 
(10mg q6 PRN)

–Or supplement with short acting opioids (5-10mg 
oxycodong q4-6 PRN)





• Standard titration - 30mg then 10mg q6 hours as needed
• “Rapid” titration – 30-40mg then 10mg q4 as needed
• Less frequent elopement in the rapid initiation group
• 196 patients (0.5%), one received Narcan in rapid 

initiation group





ED-Innovation Study 

• 2,000 patients from 29 Emergency Rooms across the US
• Active opioid use, not in treatment
• Initiated 8mg sublingual buprenorphine or long-acting 

injectable buprenorphine when COWS > 4
• 0.8% incidence of precipitated withdrawal 



Precipitated withdrawal

• Incidence 0.8 – 13.4% 



Buprenorphine intitiation: Option #1

• Give test dose of 2mg buprenorphine
• If withdrawal dose not increase in 30 minutes, give additional 6mg
• If withdrawal worsens, give full opioid agonist (oxycodone, morphine) 
• Repeat test dose in 4-6 hours



Buprenorphine initiation: Option #2

• Start with low doses of 
buprenorphine (< 1mg) q4-6 
hours

• Give full acting opioids 
(oxycodone, morphine) 
simultaneously

• Increase buprenorphine 
– 1mg q6 hours x 4 doses
– 2mg q6 hours x 4 doses
– 8mg in a single dose 

• Discontinue full opioid agonist



Buprenorphine initiation: Option #3



Initiation protocol comparisons

• Standard 
–COWS > 8 
–History of precipitated withdrawal or patient preference

• Low dose
–Fentanyl use
–COWS < 8 or no subjective symptoms of withdrawal
–History of precipitated withdrawal or patient preference

• High dose
–COWS > 8





From: Caring for Hospitalized Adults With Opioid Use Disorder in the Era of Fentanyl: A Review

JAMA Intern Med. 2024;184(6):691-701. doi:10.1001/jamainternmed.2023.7282



Precipitated withdrawl: In perspective

● Initial reports of higher rate of preterm labor and IUFD in withdrawal based on 
low quality evidence

● Chronic withdrawal cycles increase stress and should be avoided

● Potential precipitated withdrawal is a time-limited process 

● Both low dose and high dose buprenorphine initiation protocols in pregnancy 
have been reported to be successful 

● Avoiding precipitated withdrawal should be viewed as a goal in order to increase 
likelihood of successful initiation 

Sources: McCarthy & Terplan, AJOG 2016; Berry et al, Obstet Gynecol 
2024, Campbell et al, Am J Obstet Gynecol 2016



Precipitated 
withdrawal: In 

perspective
• Rare occurrence
• Self-limited and treatable
• Should not be used as a 

reason to avoid or delay 
treatment 

• UNTREATED OUD IS 
THE WORST OUTCOME



When in doubt…. 

• Short acting opioids are always a reasonable choice
• Titrate to patient comfort



Reframing treatment of OUD 

You are NOT You ARE
… a “legal drug dealer” … a medical provider treating your patient

… contributing to their addiction … treating a chronic medical condition 

… engaging in harm reduction

… treating them with dignity and respect 



Reframing treatment of OUD

Our patients are NOT Our patient ARE 
… drug seeking … smart and resourceful
… looking for a legal high … seeking help

… trying to trick you … worthy of our respect 



Pain management 

• Multi-modal
• Non-opioid analgesia
• CONTINUE THEIR MOUD



DISCHARGE 
CONSIDERATIONS



MMR MDH



Schiff, Obstet 
Gynecol 2019



Opioid overdose

• Definition: Opioid use with
–Pinpoint pupils
–Unconsciousness
–Difficulty breathing 

• Not all overdoses are fatal



Naloxone

• Opioid overdose causes respiratory 
depression that can lead to death

• Naloxone is a full opioid 
antagonist/receptor blocker

• Naloxone education and distribution 
decreases overdose deaths in communities

Nida.gov



Naloxone distribution options

• Write a prescription - insurances cover it 

• Naloxone standing order – all pharmacies should be 
able to dispense





When in 
doubt – 

REACH OUT
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