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Abstract

Objective: To examine the association between pregnancy and medication for opioid use
disorder (MOUD) initiation and discontinuation among reproductive-age women receiving
treatment for OUD in the United States.

Methods: We conducted a retrospective cohort study of people, gender recorded as female, ages
1845 years, in the Merative™ MarketScan® Commercial and Multi-State Medicaid Databases
(2006-2016). OUD and pregnancy status were identified based on inpatient or outpatient claims
for established 1CD-9/10 diagnosis and procedure codes. The main outcomes were buprenorphine
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and methadone initiation and discontinuation, determined using pharmacy and outpatient
procedure claims. Analyses were conducted at the treatment episode level. Adjusting for insurance
status, age, and co-occurring psychiatric and substance use disorders, we used logistic regression
to estimate MOUD initiation, and Cox regression to estimate MOUD discontinuation.

Results: Our sample included 101,772 reproductive-age people with OUD encompassing
155,771 treatment episodes (mean age 30.8 years, 64.4% Medicaid, 84.1% White), of whom
2,687 (3.2%, encompassing 3,325 episodes) were pregnant. In the pregnant group, 51.2% of
treatment episodes (1,703/3,325) involved psychosocial treatment without MOUD, in comparison
to 61.1% (93,156/152,446) in the non-pregnant comparator group. In adjusted analyses assessing
likelihood of initiation for individual MOUDs, pregnancy status was associated with an

increase in buprenorphine (adjusted odds ratio [aOR]=1.57 [95% Cl=1.44, 1.70]) and methadone
initiation (aOR=2.04 [1.82, 2.27]). MOUD discontinuation rates at 270 days were high for

both buprenorphine (72.4% for non-pregnant vs 59.9% for pregnant episodes) and methadone
(65.7% for non-pregnant vs 54.1% for pregnant episodes). Pregnancy was associated with a
decreased likelihood of discontinuation at 270 days for both buprenorphine (adjusted hazard
ratio [aHR]=0.71 [0.67, 0.76]) and methadone (aHR=0.68 [0.61, 0.75]), in comparison to non-
pregnancy status.

Conclusions: Although a minority of reproductive-age people with OUD in the United States
are initiated on MOUD, pregnancy is associated with significant increase in treatment initiation
and reduced risk of medication discontinuation.

Précis:
This study uses administrative data to show that pregnancy is a time period of increased opioid use
disorder treatment utilization, although treatment discontinuation remains very high.
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INTRODUCTION

The number of pregnant people with opioid use disorder (OUD) has increased in the
United States in recent years.(1-3) Medications to treat opioid use disorder (MOUD),
which includes methadone and buprenorphine, are considered the “standard of care” for
OUD treatment in pregnancy. Even though the use of MOUD is associated with large
improvements in pregnancy outcomes, studies from state-wide databases report that up to
50% of pregnant people with OUD do not receive such medications.(4, 5)

Pregnancy status is posited to represent a period of increased health care access, utilization,
and OUD treatment engagement.(6—10) However, no known studies have used national data
to evaluate rates of MOUD receipt in pregnant and non-pregnant people with OUD in

our review of peer-reviewed articles in PubMed (using keywords “pregnancy”, “opioid use
disorder”, “buprenorphine”, “MOUD”, and “methadone”, all publications until September
1, 2022). Despite treatment engagement being considered a clinically meaningful outcome

that is associated with lower overdose risk,(11) there is a paucity of research specifically
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comparing initiation and discontinuation rates for buprenorphine and methadone treatment
in a national sample of reproductive-age people with OUD. Because large-scale national
insurance claims provide a powerful tool for studying OUD outcomes during pregnancy, we
used such data to calculate the initiation rates for buprenorphine and methadone (relative to
psychosocial treatment without MOUD) and evaluated the association between pregnancy
status and treatment initiation among treatment-receiving reproductive-age people in the
United States. Among people who initiated buprenorphine or methadone, we computed the
percentage of people who discontinued treatment and examined the association between
pregnancy status and MOUD discontinuation.

We used the Merative™ MarketScan® Commercial and Multi-State Medicaid Databases
(2006-2016), which includes all inpatient, outpatient, and prescription drug claims from
over 200 million unique people in the United States with Medicaid or employee-sponsored
commercial health insurance, spanning insured active employees, non-Medicare retirees,
and dependents who are insured by employer-sponsored plans. Information regarding
enrollment, clinical data (such as pregnancy status), and pharmacy claims, were extracted.
Because no identifiable private data was used, this study was exempt from IRB review by
Washington University.

We included treatment-receiving reproductive-age (18-45 years) people, with a diagnosis
of OUD (defined by International Classification of Diseases, Ninth Revision (ICD-9) and
International Statistical Classification of Diseases and Related Health Problems, Tenth
Revision (ICD-10) codes 305.5, 304.0, 304.7, F11) and at least one claim for MOUD

or psychosocial treatment involving an OUD diagnosis (Appendix 1, available online at
http://links.lww.com/xxx). The database includes two gender categories: male and female.
The people included in our study were listed as “female.” Based on previous methods,

(12) we excluded people who initiated both buprenorphine and methadone in a single
episode (n=1,659), as the goal of the study was to examine the association between a
particular medication and initiation. Among people whose gender was recorded as female,
we further excluded non-reproductive age people >45 years (n=28,559) and people initiated
on naltrexone (n=15,549). As pregnhancy was our exposure variable, we sought to decrease
heterogeneity in the amount of exposure and thus excluded people who initiated MOUD
very late in pregnancy and at delivery time (more than beyond 210 days after fertilization;
n=1,303), or people who became pregnant within six months of initiating treatment
(n=1,870). This culminated in a final analytic sample of 101,772 people, encompassing
155,771 treatment episodes (Figure 1), of whom 2,687 people experienced at least one
pregnancy. We excluded people initiated on naltrexone, as naltrexone’s safety profile is not
well understood in pregnancy(13) and is not FDA approved for the treatment of OUD in the
perinatal period.

Our unit of analysis was the treatment episode. We defined buprenorphine and methadone
treatment episodes by continuous receipt, with no lapse in fills and dispensing, respectively,
exceeding more than 45 days. In the case of psychosocial treatment episodes, each episode
was defined by the presence of healthcare claims for counseling and/or psychosocial
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treatment, without a gap exceeding 45 days. The length of an episode of care was computed
as the number of days between the date of the first treatment claim and the date on

which the last claim occurred. Individuals were permitted to undergo multiple treatment
episodes, but were required to have a minimum of 6 months of pharmacy and medical
coverage prior to the first treatment episode, which constitutes a baseline look-back period
for covariate assessment.(14) OUD treatment services were characterized using Current
Procedural Terminology (CPT) codes, the Healthcare Common Procedure Coding System
(HCPCS) system, National Drug Code numbers, and ICD 9/10 codes (Appendix 1, http://
links.lww.com/xxx).

The primary predictor variable was pregnancy status (derived from delivery codes) of <7
months (210 days) gestation at the time of OUD treatment initiation. Using established
methods by Palmstein and Huybrechts et al.,(15) we identified fertilization dates by

first finding insurance claims for deliveries using CPT-4 and ICD-9 procedure codes

and included people with multiple pregnancies (Appendix 2, available online at http://
links.lww.com/xxx). We identified the date of fertilization using the delivery date as a
reference point, with the calculated fertilization date defined as 270 days prior to delivery (or
245 days if a preterm birth occurred).(16)

The two primary outcome variables of interest were: (1) the binary outcome of MOUD
initiation among people in OUD treatment [yes vs. no (meaning psychosocial treatment
without MOUD)]; and, (2) the survival-time outcome of treatment discontinuation among
the sub-sample of people receiving MOUD treatment. We defined MOUD initiation to
include a new treatment episode for the FDA-approved treatments for OUD that are accepted
as the standard of care to be used during pregnancy: buprenorphine and methadone.
Individuals were considered to have initiated buprenorphine or methadone if they did

not have a preexisting treatment claim for either in the 45 days preceding their first

MOUD script. Episodes involving more than one kind of MOUD were not included in

the analyses, whereas episodes that included both MOUD and psychosocial treatment were
classified as an MOUD episode. Buprenorphine scripts were identified via national drug
codes, whereas methadone was identified using HCPCS procedure code H0020, in order to
exclude people prescribed methadone for chronic pain. We assumed an active prescription
for buprenorphine or methadone procedure code for dispensing to connote medication
consumption;(17) in other words, a 30-day script meant that an individual was assumed

to have taken medication for each of the 30 days covered.

Covariates included factors demonstrating associations with OUD treatment outcomes

in other samples(11, 18): insurance status (commercial vs. Medicaid), self-reported race
(only available among Medicaid enrollees), age at start of OUD treatment (in years), and
other comorbidities measured in the prepregnancy period by the presence of ICD-9/10
diagnostic codes for: mood disorder (depression or bipolar disorder), anxiety disorders
(composite of posttraumatic stress disorder, generalized anxiety disorder, panic disorder,
obsessive compulsive disorder, social anxiety, anxiety disorder unspecified), or co-occurring
SUD:s (alcohol, cannabis, cocaine, methamphetamine, sedative, tobacco use disorder or
dependence). Race was included as a covariate due to previous work showing racial/ethnic
disparities in MOUD utilization.(5)
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All analyses were conducted using SAS version 9.4. First, we used chi-square tests

to compute descriptive statistics for Medicaid status, race, and co-occurring SUDs, and
comorbid psychiatric disorders by pregnancy status. The Wilcoxon-sum rank test was

used to compute univariate statistics for age by pregnancy status. Next, to determine the
relationship between pregnancy status and medication initiation, we used logistic regression
to estimate the association between pregnancy status and initiation of MOUD treatment, first
with unadjusted analyses and subsequently with adjusted analyses controlling for insurance
status, race (among Medicaid enrollees), co-occurring SUDs, and comorbid psychiatric
disorders. We computed variance inflation factors (VIF) to evaluate for multicollinearity,
finding no significant collinearity among covariates using a highly conservative threshold

of <2.0. Cluster robust standard errors, via Taylor series linearization(19), accounted

for the possibility of multiple treatment episodes per individual. Next, among people
receiving MOUD, we used the Kaplan-Meier procedure to estimate the unadjusted time

to medication discontinuation, stratifying by pregnancy status. Finally, we employed a Cox
proportional hazards regression model to the estimate the time to medication discontinuation
by pregnancy status, first with unadjusted analyses and subsequently with adjusted hazard
ratios obtained after controlling for covariates and accounting for multiple episodes per
person. In addition to multivariate models adjusting for insurance, age, and comorbidities,
we estimated separate models among Medicaid enrollees adjusting for race, age, and
comorbidities (as racial data was only available for Medicaid enrollees).

Because it was possible for a person to be included in both the pregnant and non-pregnant
groups (as the treatment episode is the unit of analysis), we conducted sensitivity analyses:
1) limiting observations to one treatment episode per person (each person’s first episode),

and 2) limiting observations to one pregnancy per person.

RESULTS

As shown in Table 1, of all persons meeting study criteria with OUD in the cohort in

the overall cohort, 2,687 (2.6%) were pregnant at the time of OUD treatment initiation.

The median age was 30.8 (SD £7.1) years (27.8 [SD+5.0] pregnant vs 30.9 [SD+7.2]
non-pregnant, p<.001). Overall,36,216 (35.6%) had private insurance (444 [16.5%] pregnant
vs 35,772 [36.1%] non-pregnant)) and 65,556 (64.4%) were Medicaid recipients (2,243
[83.5%] pregnant vs 63,313 [63.9%] non-pregnant, p<.001). Among Medicaid enrollees,
3,842 (5.9%) self-reported their race as Black (144 [6.4%] pregnant vs 3,698 [5.8%] non-
pregnant), 629 (1%) as Hispanic (23 [1.0%] pregnant vs 606 [1.0%] non-pregnant), 3,438
(5.2%) as “none of the above race/ethnicity groups” (152 [6.8%] pregnant vs 3,286 [5.2%]
non-pregnant) 55,119 (84.1%) as White (1,875 [83.6%] pregnant v 53,244 [84.1%] non-
pregnant), while 2,528 (3.9%) had missing race/ethnicity information (49 [2.2%] pregnant
vs 2,479 (3.9%) non-pregnant). Co-occurring substance use disorders in the 6 months
preceding treatment initiation were common; 11,750 (11.6%) had alcohol use disorder (220
[8.2%] pregnant vs 11,530 [11.6%] non-pregnant, p<.001), 13,446 (13.2%) had cannabis
use disorder (351 [13.1%] pregnant vs 13,095 [13.2%] non-pregnant, p=.81), 14,218
(14.0%) had a stimulant use disorder (cocaine or amphetamine; 368 [13.7%] pregnant vs
13,850 [14.0%] non-pregnant, p=0.68), and 46,294 (45.5%) had a tobacco use disorder or
dependence (1,248 [46.5%] pregnant vs 45,046 [45.5%] non-pregnant, p=0.31). Mood and
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anxiety disorders were particularly common at 43.7% (n=44,434) (911 [33.9%] pregnant
vs 43,523 [43.9%] non-pregnant, p<.001) and 36.7% (n=37,324) (804 [29.9%] pregnant
vs 36,520 [36.9%] non-pregnant, p<.001), respectively. 2,406 (2.4%) overall had psychotic
disorders (34 [1.3%] pregnant vs 2,372 [2.4%] non-pregnant, p<.001).

Overall, 36,751 (36.1%) were initiated on buprenorphine, in comparison to 7,118 (7.0%)
initiated on methadone, and 60,223 (59.1%) initiated psychosocial treatment without
MOUD (reference group). For people with OUD who were pregnant, 51.2% of treatment
episodes (1,703/3,325) involved psychosocial treatment without MOUD, in comparison
to 61.1% (93,156/152,446) in the non-pregnant comparator group. Among pregnant
people, 35.5% (1,180/3,325) of episodes involved any buprenorphine, in comparison

to 33.0% (50,316/152,446) of episodes among non-pregnant people. Among pregnant
people, 13.3% of episodes (442/3,325) involved any methadone, as opposed to 5.9%
(8,974/152,446) among non-pregnant people. Among pregnant people who were initiated
on any buprenorphine, 60.4% (692/1,145) received buprenorphine alone, 4,141 out of the
36,129 non-pregnant people (11.5%) initiated on any buprenorphine received buprenorphine
alone (Appendix 2, http://links.lww.com/xxx).

In adjusted logistic regression models, treatment episodes in which an individual was
pregnant at the time of OUD treatment initiation was associated with an increase in

both any buprenorphine (unadjusted odds ratio [uaOR]=1.12 [1.04, 1.20 ], adjusted odds
ratio [aOR]=1.57 [95% Cl=1.44, 1.70]) and methadone initiation (UOR=2.45 [2.21, 2.73],
aOR=2.04 [1.82, 2.27]). We observed similar findings in models adjusting for race among
Medicaid enrollees (Figure 2), as well as sensitivity analyses that limited observations to one
treatment episode per person and one pregnancy per person (Appendix 3, available online at
http://links.lww.com/xxx).

The median time to buprenorphine discontinuation or censoring was 119 days (IQR=262
days for non-pregnant vs IQR=355.5 days pregnant people). The median time to methadone
discontinuation or censoring was 175 days (IQR=273 days for non-pregnant vs IQR=451
days pregnant people). At 180 days, 61.5% (31,660/51,496) of buprenorphine episodes were
discontinued (47.5% [561/1,180] for pregnant vs 61.8% [31,099/50,316] for non-pregnant),
increasing to 72.1% (37,116/51,496) at 270 days (59.9% [707/1,180] for pregnant vs 72.4%
[36,409/50,316] non-pregnant). In the case of methadone, 50.7% (4,776/9,416) of episodes
were discontinued at 180 days (34.2% [151/442] for pregnant vs 51.5% [4,625/8,974] for
non-pregnant), increasing to 65.2% (6,136/9,416) at 270 days (54.1% [239/442] for pregnant
vs 65.7% [5,897/8,974] for non-pregnant).

Figure 3 illustrates unadjusted Kaplan-Meier curves for buprenorphine discontinuation
during the first 270 days of treatment, for which unadjusted log-rank tests showed that
discontinuation was significantly lower among episodes associated with pregnancy in
comparison with episodes with not associated with pregnancy x 2 = 59.89; DF=1,; P<
.001, Figure 3A). Similarly, Kaplan-Meier curves depict decreased methadone treatment
discontinuation for episodes with pregnancy status in comparison to episodes with non-
pregnancy status (x 2 = 46.59; DF=1; P<.001, Figure 3B).
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In adjusted Cox proportional hazards regression models (Model 1, Appendix 4 [Appendix

4 is available online at http://links.lww.com/xxx]), episodes with pregnancy status were
associated with decreased rates of treatment discontinuation relative to episodes with
non-pregnancy status, for both buprenorphine (unadjusted HR [uaHR]= 0.79 [0.75, 0.84];
adjusted hazard ratio [aHR]= 0.71 [0.67, 0.76]) and methadone (uaHR=0.71 [0.64, 0.78];
aHR=0.68 [0.61, 0.75]). We observed similar findings in for models controlling for race/
ethnicity among Medicaid enrollees (Model 2, Appendix 4, http://links.lww.com/xxx), as
well as sensitivity analyses that limited observations to one treatment episode per person and
one pregnancy per person (Models 3-6, Appendix 4, http://links.lww.com/xxx).

DISCUSSION

Using multi-state insurance claims across the United States, we identified that pregnancy
status was significantly associated with increased insurance claims for MOUD initiation
and improved retention in MOUD. These findings support previous literature showing that
pregnancy status is an important window of opportunity for intervention in the treatment of
OUD. Childbirth can bring increased capability for behavioral change as well as increased
system resources to support individuals needing treatment for chronic health conditions.
(20, 21) Despite this hopeful finding, our study also shows that in both pregnant and non-
pregnant people with OUD, the majority of individuals do not receive the standard of care,
MOUD, which supports studies illustrating the myriad logistical barriers experienced by
patients attempting to access MOUD such as case load caps, X-waiver logistical difficulties,
prohibitive costs, geographic inaccessibility, and long wait times.(22)

Unfortunately, among individuals who do receive MOUD, MOUD treatment discontinuation
remains high, with more than one-half discontinuing methadone and approximately one-half
discontinuing buprenorphine 180 days into treatment, higher rates in this observational
dataset than in the Maternal Opioid Treatment: Human Experimental Research ( MOTHER
trial) sample (33% buprenorphine, 18% methadone).(23) It is important to frame these
findings in the greater context of structural barriers to health care in reproductive-

aged people, as the high rate of medication discontinuation during pregnancy is not a
phenomenon limited to MOUD. Treatment discontinuation has been problematic for other
chronic conditions in pregnancy like depression,(24) hypertension, (25) and diabetes, with
notably up to one-third of people who used insulin before pregnancy discontinuing insulin
after the start of pregnancy.(26) The specific reasons for MOUD treatment discontinuation—
ranging from self-discontinuation to discontinuation by formal medical directive—cannot be
inferred from this analysis and warrant further investigation.

There are a number of limitations that need to be emphasized. First, pharmacy claims do
not always reflect actual consumption of medication, and misclassification bias cannot be
ruled out. However, for MOUDs in the MarketScan Databases, our group has found that
proportion of days covered in a treatment episode was high, suggesting few gaps between
refills and providing some evidence of likely consumption.(27) Second, the MarketScan
data is limited to services billed through insurance claims, which will not capture persons
receiving methadone or buprenorphine via out-of-pocket payment; as many OUD treatment
programs do not accept insurance, our study may be underestimating the number of people
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receiving MOUD, especially methadone dispensing.(3) Thirdly, the generalizability of our
study is limited by its age (extending to 2016), preceding recent increases in fentanyl use
in the U.S, and we are unable to address state-by-state heterogeneity in MOUD initiation,
an important factor to consider given differential prioritization of treatment access for
pregnancy (and criminalization of substance use during pregnancy) tends to vary by state
(28). Fourth, we are limited by an absence of race/ethnicity data for commercial insurance
claims and limited detail for race/ethnicity for Medicaid, which is an important limitation
given sharply increasing rates of death among non-Hispanic Black people with OUD(29)
and racial disparities in the type of MOUD received by patients.(30)

Finally, our study uses a “best case scenario” cohort for study, as many vulnerable patients--
such as people who are uninsured, incarcerated, and/or postpartum — are not included. Our
analysis was conducted over time periods in which many pregnant women were incarcerated
for OUD; this is important to consider given the punitive legal landscape for pregnant people
who use substances in the U.S.(31, 32), such that OUD is criminalized (33, 34). Given

the association of OUD with low SES and poor insurance coverage,(35) it is a significant
limitation that we only include people with 6 months of insurance coverage prior to MOUD
initiation, excluding populations at especially high risk of poor OUD outcomes. Our analysis
used a “best case scenario” cohort for study, encompassing reproductive-age people with
OUD with at least 6 months of insurance coverage before being treated for OUD who, if
pregnant, started treatment before the third trimester. Future studies will need to evaluate
postpartum MOUD use, as most OUD deaths occur after delivery, especially in the latter
postpartum months.(1, 36, 37)

In summary, results find that pregnancy status represents a time period of increased MOUD
treatment utilization, spanning medication initiation and retention. However, treatment
discontinuation rates are high for buprenorphine and methadone across both pregnant and
non-pregnant people with OUD. As mental health-related causes, spanning overdose and
suicide, are now the leading cause of pregnancy associated death in the United States(38),
intricate systems of power and socioeconomic structures that pose barriers to health care
utilization in pregnancy warrant further investigation.
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treatment episode
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Women <18 or
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diagnosis of OUD initiating
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(n=120,494)

Excluded (n=18,722)
Initiating naltrexone (oral
or extended release):

15,549
More than 7 months

v

Reproductive-age women,
encompassing 155,711
episodes, initiating OUD
treatment (n=101,772)*

Buprenorphine: 36,751
women; 51,496 episodes

Methadone: 7,118
women; 9,416 episodes

Psychosocial treatment
without medication for
OUD: 60,233 women;
60,912 episodes

l
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pregnant at the beginning
of treatment: 1,303
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treatment: 1,870
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Pregnant: estimated
fertilization date in the
210 days before
treatment initiation
(n=2,687 women;
3,325 episodes)

Nonpregnant: no estimated
fertilization date in the
210 days before
treatment initiation
(n=99,085 women;
152,446 episodes)

Figure 1:

Page 12

Derivation of analytic sample. *Individuals can have multiple episodes and types. Thus, the
number of total individuals is less than the sum of individuals in each group. OUD, opioid

use disorder.
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Model 1: all participants 1.57 1.44-1.70
Model 2: Medicaid enrollees only  1.66 1.52-1.81

Model 3: all participants 2.04 1.82-2,27
Model 4: Medicaid enrollees only ~ 2.01 1.79-2.26

aOR 95% ClI  1.00 2.00
Buprenorphine initiation

Methodone initiation

Figure 2:
Adjusted odds ratios for medication for opioid use disorder initiation among pregnant

versus nonpregnant reproductive-aged women with opioid use disorder. Model 1: Logistic
regression models showing the odds of buprenorphine initiation associated with pregnant
(n=2,687) compared with nonpregnant people (n=99,084), controlling for age, insurance
status, co-occurring substance use disorders (alcohol, cannabis, sedative, stimulant, tobacco),
co-occurring anxiety disorders, co-occurring psychotic disorders, and co-occurring mood
(bipolar, major depression) disorders. Model 2: Logistic regression models showing the odds
of methadone initiation associated with pregnant (n=2,243) compared with nonpregnant
people (n=63,313), controlling for age, race (data only available for Medicaid enrollees),
co-occurring substance use disorders (alcohol, cannabis, sedative, stimulant, tobacco),
co-occurring anxiety disorders, co-occurring psychotic disorders, and co-occurring mood
(bipolar, major depression) disorders. Model 3: Logistic regression models showing the odds
of methadone initiation associated with pregnant (n=2,687) compared with nonpregnant
people (n=99,084), controlling for age, insurance status, co-occurring substance use
disorders (alcohol, cannabis, sedative, stimulant, tobacco), co-occurring anxiety disorders,
co-occurring psychatic disorders, and co-occurring mood (bipolar, major depression)
disorders. Model 4: Logistic regression models showing the odds of methadone initiation
associated with pregnant (n=2,243) compared with nonpregnant people (n=63,313),
controlling for age, race (data only available for Medicaid enrollees), co-occurring
substance use disorders (alcohol, cannabis, sedative, stimulant, tobacco), co-occurring
anxiety disorders, co-occurring psychotic disorders, and co-occurring mood (bipolar, major
depression) disorders.
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Figure 3:

0.50

0.25

Buprenorphine discontinuation

Remaining (n
Pregnant (n=1,180
Nonpregnant (n=50,316

)
)
)
Total (n=51,496)

Buprenorphine discontinuation

Remaining (n)
Pregnant (n=1,180)
Nonpregnant (n=50,316)

Total (n=51,496)

50 100 150 200

Days
Day 60 Day 120 Day 180
916; 77.6% 762; 65.6% 617; 52.3%

32,955; 65.5% 24,417, 48.5% 19,150; 38.1%
33,871, 65.8% 25,183;48.9% 19,769; 38.4%

50 100 150 200
Days
Day 60 Day 120 Day 180
916; 77.6% 762; 65.6% 617; 52.3%

32,955; 65.5% 24,417; 48.5% 19,150; 38.1%
33,871;65.8% 25,183;48.9% 19,769; 38.4%

250

Day 240
522;44.2%
15,371; 30.5%
15,893; 30.9%

250
Day 240
522; 44.2%

15,371; 30.5%
15,893; 30.9%

300

300

Comparison of medication for opioid use disorder discontinuation among pregnant

(read) versus nonpregnant (b/ue) reproductive-aged women with opioid use disorder. A.

Page 14

Buprenorphine. Length of treatment (days) (X2=59.89; degrees of freedom=1; /<.001). B.
Methadone. Length of treatment (days) (X2=46.59; degrees of freedom=1; A<.001).

Obstet Gynecol. Author manuscript; available in PMC 2024 April 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Xu et al.

Table 1:

Characteristics of Reproductive-Age Women Initiating OUD Treatment

Page 15

All, n=101,772 | Pregnant, n=2,687 | Not-Pregnant, P-value
n=99,085
Age Median (SD) 30.8+7.1years | 27.8 £5.0 years 30.9 +£7.2 years
Insurance Medicaid Enrollees | 65,556 (64.4) 2,243 (83.5) 63,313 (63.9) <.001
Commercial (Private) | 36,216 (35.6) 444 (16.5) 35,772 (36.1)
Insurance Enrollees
Race (Among Medicaid Black | 3,842 (5.9) 144 (6.4) 3,698 (5.8) 0.01
Enrollees)
Hispanic | 629 (1.0) 23 (1.0 606 (1.0)
White | 55,119 (84.1) 1,875 (83.6) 53,244 (84.1)
None of the above | 3,438 (5.2) 152 (6.8) 3,286 (5.2)
Missing | 2,528 (3.9) 49 (2.2) 2,479 (3.9)
Commercial (Private) | 36,216 (35.6) 444 (16.5) 35,772 (36.1)
Insurance Enrollees /Race
Unavailable
Alcohol Use Disorder 11,750 (11.6) 220 (8.2) 11,530 (11.6) <.001
Cannabis Use Disorder 13,446 (13.2) 351 (13.1) 13,095 (13.2) 0.81
Sedative Use Disorder 8,181 (8.0) 157 (5.8) 8,024 (8.1) <.001
Stimulant (Cocaine or Amphetamine) Use Disorder 14,218 (14.0) 368 (13.7) 13,850 (14.0) 0.68
Tobacco Use Disorder 46,294 (45.5) 1,248 (46.5) 45,046 (45.5) 0.31
Mood Disorder (Major Depression or Bipolar Disorder) 44,434 (43.7) 911 (33.9) 43,523 (43.9) <.001
Anxiety Disorder 37,324 (36.7) 804 (29.9) 36,520 (36.9) <.001
Psychotic Disorder 2,406 (2.4) 34 (1.3) 2,372 (2.4) <.001
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