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Medications for OUD, including methadone and buprenorphine, improve pregnancy 

outcomes by reducing relapse and risk of preterm birth1; however, in many parts of the 

US, equitable access to these medications for pregnant women remains elusive.2 In our 

study, we found notable variation across states in both MOD and NAS rates.3

As noted by Dr Meyer and Ms Metayer, states in the US with higher MOD and NAS 

rates relative to other states may be the result of enhanced screening and treatment in 

pregnancy. The considerably higher MOD vs NAS rates in Vermont may be expected 

because the clinical presentation of NAS is dependent on multiple factors.4 As mentioned 

in our study, observed state variation between MOD and NAS may also be influenced 

by coding practices, surveillance definitions, punitive responses, and prevalence of other 

substance use that may contribute to NAS. Given these limitations and the complexity of 

the opioid crisis, we agree that hospital discharge data should not be the only source of 

information used to understand the extent of the crisis. Statewide discharge databases with 

maternal-newborn linkages and institutional electronic medical record data, cited by Meyer 

and Metayer, may help identify the type of maternal opioid exposure and NAS rates. These 

data are critical to real-time monitoring for quality improvement.

Despite limitations, our analysis provides evidence that MOD and NAS rates continued to 

increase nationally and for most states through 2017 in parallel with other indicators of the 

opioid crisis, including overdose deaths.5 To improve outcomes for pregnant women and 
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newborns affected by the opioid crisis, it is imperative to focus on primary prevention and 

expansion of treatment.4 Furthermore, states could consider a multidisciplinary approach 

to improve collaboration, such as the approach developed by the Opioid Use Disorder, 

Maternal Outcomes, and Neonatal Abstinence Syndrome Initiative Learning Community. 

This multistate initiative, which included Vermont, recommended focusing on access to 

and coordination of quality services; provider awareness and training; data monitoring and 

evaluation; financing and coverage; and ethical, legal, and social considerations to help 

improve outcomes for pregnant women and newborns affected by the opioid crisis.6

Disclaimer:

The findings and conclusions are those of the authors and do not necessarily represent the official position of the 
Health Resources and Services Administration or the Centers for Disease Control and Prevention.

References

1. ACOG Committee on Health Care for Underserved Women; American Society of Addiction 
Medicine. ACOG committee opinion No. 524: opioid abuse, dependence, and addiction 
in pregnancy. Obstet Gynecol. 2012;119(5):1070–1076. doi:10.1097/AOG.0b013e318256496e 
[PubMed: 22525931] 

2. Patrick SW, Richards MR, Dupont WD, et al. Association of pregnancy and insurance status 
with treatment access for opioid use disorder. JAMA Netw Open. 2020;3(8):e2013456. doi:10.1001/
jamanetworkopen.2020.13456 [PubMed: 32797175] 

3. Hirai AH, Ko JY, Owens PL, Stocks C, Patrick SW. Neonatal abstinence syndrome and maternal 
opioid-related diagnoses in the US, 2010–2017. JAMA. 2021;325(2):146–155. doi:10.1001/
jama.2020.24991 [PubMed: 33433576] 

4. Patrick SW, Barfield WD, Poindexter BB; Committee on Fetus and Newborn; Committee 
on Substance Use and Prevention. Neonatal opioid withdrawal syndrome. Pediatrics. 
2020;146(5):e2020029074. doi:10.1542/peds.2020-029074 [PubMed: 33106341] 

5. Hedegaard H, Warner M, Miniño AM. Drug overdose deaths in the United States, 1999–2016. 
NCHS Data Brief. 2017;(294):1–8.

6. Kroelinger CD, Rice ME, Cox S, et al. State strategies to address opioid use disorder among 
pregnant and postpartum women and infants prenatally exposed to substances, including infants 
with neonatal abstinence syndrome. MMWR Morb Mortal Wkly Rep. 2019;68(36):777–783. 
doi:10.15585/mmwr.mm6836a1 [PubMed: 31513558] 

Hirai et al. Page 2

JAMA. Author manuscript; available in PMC 2024 April 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript


	In Reply
	References

