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Abstract

Background: Opioid use disorder (OUD) is a growing crisis among pregnant and postpartum
people. Psychiatric comorbidities are common, yet how they impact OUD treatment outcomes
is not well characterized. The aim of this study was to assess the association of psychiatric
comorbidities and receipt of psychiatric treatment with buprenorphine continuation through one
year postpartum among a sample of people with OUD.

Methods: A subsample was identified from a larger retrospective cohort of patients receiving
buprenorphine for OUD at the time of delivery from an academic medical center between

2017 and 2020. Medical record abstractions were conducted during pregnancy through one year
postpartum. Independent variables included any psychiatric diagnosis and postpartum receipt
of psychiatric treatment (medication or behavioral health). The primary outcome was week of
buprenorphine discontinuation. Cox Proportional Hazard models were used.
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Results: Of 138 patients, 71.8% had a psychiatric condition and 35.5% continued buprenorphine
for a full year postpartum. Postpartum buprenorphine continuation was associated with (a)
Psychiatric co-morbidity (buprenorphine discontinuation HR 0.49; 95% CI 0.29, 0.82), (b) Receipt
of psychiatric medications in weeks 39-52 postpartum (buprenorphine discontinuation HR 0.21;
95% CI 0.06, 0.83), and (c) Receipt of behavioral health therapy in weeks 9—-38 postpartum
(buprenorphine discontinuation HR 0.40; 95% CI 0.18, 0.90).

Conclusion: Our work suggests a dynamic relationship between OUD treatment outcomes,
psychiatric comorbidities and receipt of psychiatric treatments through the highly vulnerable
postpartum period. Clinicians and researchers alike should work to advance patient-centered
engagement in integrated care models tailored for this unique population.
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1. Introduction

Opioid use disorder (OUD) during pregnancy and postpartum presents a growing public
health concern for both the infant and parent (Kern-Goldberger et al., 2020; Hirai et al.,
2021). Drug related deaths, including overdose, have become a leading cause of pregnancy-
associated mortality in the United States, and especially in the 12 months after delivery due
to the unique stressors during this postpartum time period (Nielsen et al., 2020; Smid et al.,
2019; Wallace et al. (2020); Margerison et al., 2022).

Promisingly, OUD is a treatable chronic medical condition, with the potential for optimal
outcomes resulting from the use of evidence-based OUD treatments (Klaman et al., 2017).
Medication for OUD (MOUD), including buprenorphine and methadone, is the standard of
care for individuals with OUD, including pregnant and postpartum people (Kampman and
Jarvis, 2015; Clinical Guidance for Treating Pregnant and Parenting Women With Opioid
Use Disorder and Their Infants 2018). OUD treatments that include MOUD are superior to
treatments without MOUD in reducing overdose risk and increasing treatment continuation
(Kampman and Jarvis, 2015; Wakeman et al., 2020). Unfortunately, MOUD discontinuation
is common in the postpartum period, with discontinuation rates reported as high as 66%
(Schiff et al., 2021; Wilder et al., 2015; Krans et al., 2021). Lapses in MOUD continuity
can place individuals with OUD at increased risk of overdose, morbidity and mortality in the
already vulnerable postpartum period (Schiff et al., 2018; Nielsen et al., 2020).

Psychiatric conditions, such as major depression and anxiety disorders, are common
comorbidities among individuals with OUD, especially females (Jones and McCance-Katz,
2019; Arnaudo et al., 2017). Psychiatric conditions in the postpartum period are associated
with poor outcomes for the parent-infant dyad, such as greater postpartum weight retention,
worse physical health (weight retention, overall physical health), and poorer social function
among postpartum parents with psychiatric conditions compared to parents without (Vesga-
Lopez et al., 2008; Slomian et al., 2019). In non-pregnant/postpartum samples, evidence
for the relationship between psychiatric comorbidities and MOUD retention is mixed, with
some studies suggesting that individuals with a psychiatric diagnosis are less likely to

Drug Alcohol Depend Rep. Author manuscript; available in PMC 2023 January 12.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Shadowen et al.

Page 3

be retained in buprenorphine treatment and others finding that buprenorphine treatment
retention is more likely among these individuals (Slomian et al., 2019; O’Connor et al.,
2018; Shadowen et al., 2021). Additionally, little is known about the impact of psychiatric
treatment on MOUD retention in the postpartum period. One retrospective cohort study
of postpartum patients receiving buprenorphine at delivery found that the provision of

an antidepressant prescription during the third trimester was associated with higher odds
of buprenorphine continuation at 6 months postpartum (O’Conner et al., 2018). While
there may be sparse literature on buprenorphine continuation and psychiatric conditions,
continuity of diabetes care and HIV care has been examined in the context of psychiatric
comorbidities. Greater nonadherence to HIV medication was associated with depression
in one meta-analysis, and antidepressant treatment for depression was associated with a
reduction in HIV medication nonadherence (Gonzalez et al., 2007; El-Halabi et al., 2022).
Similarly, depression is associated with diabetes regimen non-adherence across diet, exercise
and pharmacological treatment modalities (Gonzalez et al., 2011).

There remains a gap in knowledge regarding how psychiatric comorbidities and their
treatments impact buprenorphine continuation after infant delivery through the high risk
one-year postpartum period for birthing parents with OUD. Investigations to identify

clinical and psychosocial factors that heighten or mitigate the risk of postpartum MOUD
discontinuation are urgently needed to inform targeted evidence-based improvements in the
quality of OUD treatments and MOUD continuity. Thus, the aims of the current study

are to examine the association of (1) the presence of a psychiatric comorbidity, (2) the
receipt of psychiatric medication in the postpartum period, and (3) the receipt of behavioral
health therapy in the postpartum period on buprenorphine discontinuation among postpartum
people with OUD who were receiving buprenorphine at the time of delivery.

2. Materials and methods

2.1. Design

The current study is a secondary analysis of a retrospective cohort study exploring health
and addiction outcomes for pregnant and postpartum patients who received buprenorphine
for OUD at an academic medical center. The retrospective cohort study was approved

by the University’s Institute Review Board. Methods for the parent study are described
elsewhere (Shadowen et al., 2021). Briefly, patients receiving buprenorphine at any point
during pregnancy and/or through one year postpartum from January 2017 to March 2020

at an academic medical center were identified through a query of the electronic medical
records. It is important to note that this academic medical center has an integrated obstetric
and gynecological clinic that provides prenatal, postnatal and gynecological care along with
treatment for substance use disorder. In addition to these services, the clinic provides social
work/case management services and in-house behavioral health services. Receiving care

in this clinic was not required to be a part of this study, but many patients in this study

were patients at this clinic. A study team performed a manual abstraction of the electronic
medical records from the academic medical center, which included review of buprenorphine
prescriptions documented by the state Prescription Monitoring Program.
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2.2. Data collection

Our dataset consisted of chart abstractions performed in four-week intervals for each
patient which collected data about pregnancy, OUD treatment, psychiatric diagnoses, and
psychiatric treatment. The maximum number of four-week intervals abstracted for a patient
was 22 (9 intervals during pregnancy and 13 intervals during the postpartum period). The
four-week interval was used to reflect clinical practices where a monthly provider visit
typically occurs in conjunction with buprenorphine prescribing. Chart abstractions started
when patients first enrolled in the study during pregnancy and continued until they either
(1) had discontinued buprenorphine for at least two consecutive intervals, or (2) reached

52 weeks (one year) postpartum. A patient was considered ‘continuing’ buprenorphine for
a given interval if they received buprenorphine at any point during that interval. Patients
were no longer included in the parent study after buprenorphine discontinuation (no receipt
of buprenorphine for at least two consecutive intervals). For example, a patient could

enroll in the parent study at 14 weeks pregnant, have their delivery at 35 weeks, and stop
taking buprenorphine at 16 weeks postpartum. Their first interval would include weeks 14
through 17 of pregnancy; the interval during which they delivered would include week 34
of pregnancy through the 2nd week postpartum; the interval during which they stopped
taking buprenorphine would include weeks 15 through 18 postpartum (though they would
still be considered to be continuing buprenorphine in that interval because buprenorphine
was received at some point during the interval); and the week in which they would be
considered ‘discontinued” would be week 18 (the last week of the last interval during which
buprenorphine was taken).

2.3. Sample

Patients were included in the current secondary analysis if they (1) were pregnant upon
entering the parent study, (2) had data for at least two intervals in the parent study, and

(3) continued buprenorphine through infant delivery and at least one week postpartum.
Patients were excluded if they had missing data for our main variables of interest or included
covariates (/7= 4). Altogether, of the parent study’s sample of 233 patients, the current study
included A/ =138 patients (see Fig. 1).

2.4. Exposure and outcome variables

The primary outcome was time to discontinuation of buprenorphine after infant delivery
(in weeks). Buprenorphine continuation for each four-week interval was defined as either
(1) identification of a buprenorphine prescription/order in the electronic medical record or
(2) filled buprenorphine prescription reported on the state Prescription Monitoring Program
in the four-week interval. The last week of the four-week interval in which a patient was
included in the study was considered the week they discontinued buprenorphine. If the
patient continued buprenorphine until 52 weeks postpartum, the end of the follow-up time,
they were considered censored at week 52 (Rich et al., 2010).

Independent variables include presence of a psychiatric diagnosis and receipt of psychiatric
treatment (medication and/or behavioral health). A patient was considered to have a
comorbid psychiatric condition if they had any provider-rendered psychiatric diagnosis
(e.g., ADHD, anxiety, bipolar disorder, depression, schizophrenia, PTSD) reported in
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their electronic medical record (i.e., in medical history, problem list, and/or provider
documentation) at the time of initial enrollment in the parent study. Due to the small
sample, no distinction was made between mood disorders such as depression and anxiety
and severe psychiatric conditions such as schizophrenia and PTSD. Psychiatric treatment
(medication and/or behavioral health) is time varying and was collected at each interval. A
patient was considered to have received psychiatric medication treatment during an interval
if they were prescribed antidepressant, anxiolytic, or antipsychotic medication treatment
(e.g., Paroxetine, Bupropion, dextroamphetamine, antidepressants, benzodiazepine) per
documentation in their electronic medical record. A patient was considered to have received
behavioral health therapy if they participated in group and/or individual sessions identified
either by the behavioral health clinician (at same institution) note or per other provider
documentation (if receiving therapy outside institution).

The psychiatric treatment variables were lagged four weeks such that buprenorphine
continuation/discontinuation in an interval was predicted by receipt of psychiatric treatment
in the prior interval. The lag of the treatment variable was taken to recognize the reciprocal
causation and the delay in which the effect of the variable (psychiatric treatments) may

be observed on the outcome (Masyn, 2003). For example, a patient’s buprenorphine
continuation/discontinuation in weeks 7-10 was predicted by the receipt of psychiatric
medication and/or behavioral health treatment in weeks 3-6. This lag was included in order
to establish temporal precedence.

2.5. Analytic plan

Chi-squared tests and Student’s t-tests were conducted for demographic, clinical, and
psychosocial variables comparing two groups: (1) patients who remained on buprenorphine
for 52 weeks postpartum and (2) patients who discontinued buprenorphine before 52 weeks
postpartum.

Next, Kaplan-Meier survival curves were generated to visually examine the distribution of
the discontinuation of MOUD by week from delivery (the index event) for the sample by 1)
presence of psychiatric comorbidity 2) receipt of psychiatric medication, and 3) receipt of
behavioral health therapy using the Wilcoxon Rank test.

Lastly, Cox proportional hazard models were used to assess for associations between

our independent variables (psychiatric comorbidity, receipt of psychiatric medication, and
receipt of behavioral health therapy) and time (in weeks) to postpartum buprenorphine
discontinuation adjusting for important covariates. This method is similar to prior work
done in postpartum populations (Schiff et al., 2021). Two models of the outcome of

time to postpartum buprenorphine discontinuation were performed for our independent
variables of interest: (1) Presence of comorbid psychiatric condition (operationalized as
yes/no), (2) Receipt of prior psychiatric treatment including medication (operationalized as
yes/no) and behavioral health therapy (operationalized as yes/no). Model 1 (presence of
comorbid psychiatric condition predicting discontinuation) included the total sample and
model 2 (receipt of psychiatric treatment) included only the sub-sample with a psychiatric
comorbidity. For both models, delivery marked the start of the time-to-event analyses,

and censoring occurred either at the 52nd postpartum week (if they did not discontinue
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buprenorphine) or the last week of the study interval (if they did discontinue buprenorphinge)
(Rich et al., 2010).

The following covariates were included in the models: (1) incarceration status at delivery
(not incarcerated or incarcerated), (2) race (non-White vs. White), (3) age (in years,
continuous, integer), (4) the number of weeks patients received buprenorphine before
delivery (continuous, integer). Covariates were selected based on existing literature that has
identified factors associated with MOUD outcomes: incarceration status at delivery, race,
age, and the number of weeks patients received buprenorphine before delivery (Schiff et
al., 2021; Goodman et al., 2022). While we recognize that race is not a biological variable,
rather a reflection of societal grouping, we included race in our models given reported
wide disparities in OUD outcomes between Black and White birthing parents (Schiff et al.,
2020). Proportionality assumptions were tested by examining both adjusted log-log plots
and Schoenfeld residuals for each outcome of interest (Kuitmen et al., 2021). Receipt of
psychiatric medications and receipt of behavioral health therapy violated the proportional
hazard assumption. Due to this violation, we provide estimates of the hazards for three
distinct time periods that reflect where the hazards cross, weeks 0-8, 9-38 weeks, and 39-52
weeks postpartum. All analysis was done with STATA 16.

3. Results

Our final sample included 138 patients; 100 (71.8%) had a psychiatric comorbidity. Of

the 138 patients, 49 (35.5%) continued buprenorphine until 52 weeks postpartum, and 89
(64.5%) discontinued buprenorphine before 52 weeks postpartum. These results and the
following can be found in Table 1. The proportion of patients discontinuing buprenorphine
before 1-year postpartum did not differ by presence of psychiatric comorbidity (81.6% for
patients who continued vs. 67.2% for patients that did not continue; p = 0.074), yet did
differ by race (46.9% Black for patients who continued vs. 20.2% for patients who did not
continue; p < 0.001) and being incarcerated at the time of delivery (12.2% of patients who
continued vs. 27.0% for patients who did not continue; p = 0.045) for the total sample.
Among patients with any psychiatric comorbidity (7= 100), anxiety was the most common
diagnosis (76%) followed closely by depression (72%), and schizophrenia was the least
common (5%). There were no differences in postpartum buprenorphine continuation by type
of psychiatric diagnosis.

Kaplan-Meier curves of the unadjusted weekly probability of continued buprenorphine in
the total sample as well as the subsample of patients with a psychiatric comorbidity are
shown in Fig. 2. There was a significant difference in the probability of discontinuation
between patients with and without a psychiatric comorbidity (o= 0.0014). Among patients
with a psychiatric comorbidity, there was a significant difference in the probability of
discontinuation between patients with receipt of psychiatric medications compared to
patients without receipt (p = 0.036), and no significant difference in the probability of
discontinuation between patients with receipt of behavioral health therapy and patients
without (p = 0.1236).
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In the Cox proportional hazard models, patients with any psychiatric comorbidity were

less likely to discontinue buprenorphine than patients without a psychiatric comorbidity
(HR 0.54; 95% CI 0.34, 0.86; Table 2). This finding remained after adjustments for race,
incarceration at delivery and time taking buprenorphine before delivery = (HR 0.49; 95% ClI
0.29, 0.82).

Among the subsample of patients with a psychiatric comorbidity, receipt of psychiatric
medication was associated with a decreased likelihood of discontinuing buprenorphine

in weeks 39-52 postpartum (HR 0.21; 95% CI 0.06, 0.83 in adjusted model 2; Table

3). However, prior to week 39, there was no significant relationship between receipt of
psychiatric medication and discontinuation of buprenorphine (HR 1.18; 95% CI 0.32,

4.37 and HR 0.62 95% C1 0.26, 1.47 in adjusted model 2 respectively; Table 3). Receipt
of behavioral health therapy was associated with a significantly lower likelihood of
discontinuation of buprenorphine in postpartum weeks 9-38 (HR 0.40; 95% CI 0.18, 0.90)
but not for weeks 0-8 postpartum or 39-52 postpartum (Table 3).

4. Discussion

The current study included a unique sample consisting of pregnant patients receiving
buprenorphine at the time of delivery to understand how psychiatric comorbidities and
treatments for psychiatric conditions affect postpartum buprenorphine continuation. In
summary, the prevalence of psychiatric conditions (including both mood disorder and severe
psychiatric comorbidities) among our sample is similar to the upper range of psychiatric
condition prevalence reported among patients with OUD in the literature (Arnaudo et al.,
2017). Further, our results indicated that patients with any psychiatric comorbidity were less
likely to discontinue buprenorphine over the course of the postpartum period compared to
patients without a psychiatric comorbidity. Among patients with a psychiatric comorbidity,
receiving psychiatric medication decreased the subsequent likelihood of buprenorphine
discontinuation for weeks 39-52 postpartum, and receiving behavioral health therapy
decreased the subsequent likelihood of buprenorphine discontinuation for weeks 9-38 in

the postpartum period.

Prior work has presented conflicting evidence about the relationship between psychiatric
diagnoses and buprenorphine continuation across various samples. For example, in a study
of individuals discharged from addiction centers in the US, psychiatric comorbidity was
found to increase the odds of treatment completion (Friesen and Kurdyak, 2020). In
another study of 321 patients from a behavioral health clinic between age 18 and 65 who
received buprenorphine, patients who had a diagnosis of depression or other mood disorders
had a higher probability of being retained in treatment for a full year (Montalvo et al.,
2019). Other work suggests that having a psychiatric comorbidity may make buprenorphine
treatment continuation more difficult. For example, among a sample of veteran patients
who received buprenorphine, having a psychiatric comorbidity was associated with less
adherence to buprenorphine treatment (Fareed et al., 2014). Additionally, in a sample

of pregnant individuals, anxiety disorder was significantly associated with buprenorphine
discontinuation in the year postpartum compared to not having an anxiety diagnosis (Schiff
et al., 2021). Similar to our work, Arnaudo et al. (2017) found, in a literature review, that
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individuals with moderate psychopathology had the least OUD treatment attrition compared
to those with the least severe psychopathology or no psychopathology. Our findings add to
the evidence that having a psychiatric comorbidity may increase buprenorphine continuation
among individuals with OUD, including during the high risk one year postpartum period.
Importantly, though, the impact that psychiatric co-morbidities can have on perinatal OUD
outcomes can vary substantially by factors related to both patient characteristics and
treatment settings.

There are multiple potential explanations for our finding of longer buprenorphine duration
among our sample of postpartum patients with a psychiatric comorbidity than patients
without. First, this finding may be related to how our academic center houses a
comprehensive program for pregnant and postpartum individuals with substance use
disorder. Integrated models providing medical, addiction treatment, mental health and
recovery support care, like ours, are associated with superior health outcomes for parent-
infant dyads affected by OUD (Klaman et al., 2017). Thus, our finding of increased
buprenorphine continuation among individuals with, rather than without, a psychiatric
diagnosis may reflect superior patient engagement in care, including OUD treatment, due
to these robust services available. Specifically, patients with a psychiatric diagnosis may
have (1) had more appointments/contacts with the clinic, or (2) felt they were receiving
more comprehensive care, both of which may result in improved treatment engagement and
continuity of buprenorphine. Additionally, individuals with a comorbid psychiatric diagnosis
may be more used to having a chronic condition that requires daily management. For
example, patients with comorbid mental illness and diabetes, conditions that both require
daily management, achieved better hemoglobin control than patients with diabetes without
a comorbid mental illness (Nieuwenjuijse et al., 2022). Patients with a psychiatric diagnosis
may have already overcome the difficulties in establishing a routine of care management,
making it easier to add OUD treatment into their daily lives.

Our findings also add to a very limited literature on the effect of mental health treatment

on OUD treatment retention. Although psychiatric comorbidities are common in individuals
with opioid use disorder, behavioral health treatment is underutilized in OUD treatment
settings (Novak et al., 2019). Prior work examining the relationship between psychiatric
treatments and buprenorphine continuation is sparse and inconsistent, with one study having
found no relationship between prescription of antidepressants in the third trimester and
treatment outcomes in the postpartum period, and another study finding significant positive
associations between prescription of antidepressants in the third trimester and treatment
retention 6 months postpartum (Ray-Griffith et al., 2021; O’Connor et al., 2018). The
current study adds to the existing literature in several ways. Notably, it is the only one, to
our knowledge, that examines the impact of psychiatric treatments in the postpartum period
(rather than the prenatal period) on buprenorphine discontinuation. Additionally, our study
employed robust methods using survival analysis with time varying factors reflecting the
dynamic nature of mental health treatment found within the clinic setting. Analyses that do
not use time varying factors treat mental health treatments as static and unchanging despite
the fluidity of these treatments in reality.
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In addition, we found that psychiatric treatments demonstrated varying associations with
postpartum buprenorphine continuation among patients with a psychiatric diagnosis at
different times in the postpartum period. We surmise that the non-significant effect of both
psychiatric medications and behavioral health therapy in the first 8 weeks postpartum may
be because individuals are receiving additional supports during that period, overpowering
our ability to witness any benefits due specifically to the psychiatric treatments evaluated

in our dataset. Additionally, development and recognition of postpartum conditions such as
postpartum depression or psychosis may not occur until after 8 weeks, leading to treatment
initiation and gain of treatment benefit after the first 8 weeks postpartum. Only during the
postpartum weeks 8-39, we found an association with a reduced risk of buprenorphine
discontinuation among patients receiving behavioral health therapies. This finding may be
reflective of how some behavioral therapies may be especially beneficial to patients during
times of life transitions that necessitate learning new behaviors and roles, such as the early
postpartum period where there is a high concentration of transitions occurring for the parent-
infant dyad (e.g., new life routines, situations prompting use of coping mechanisms, changes
in relationships). Additionally, some behavioral health treatments, such cognitive behavioral
therapy, provide skills and tools for behavioral change that can be immediately applied,
leading to our ability to detect treatment benefit during postpartum weeks 9-38. Lastly, only
during the latest postpartum weeks were psychiatric medications significantly associated
with a reduced risk of buprenorphine discontinuation. This may be because psychiatric
medications can take several weeks to work effectively. Therefore, receipt of medication
benefit may require individuals to be engaged in treatment for a long enough duration to be
prescribed a medication plus an additional time period of consistent medication adherence,
leading to our findings of medication treatment benefit during postpartum weeks 39-52.

Encouragingly, clinical care has started to integrate care and remove barriers to siloed
medical and behavioral health services (Schiff et al., 2022). Prior work has suggested that
collaboration and shared decision making between providers in the perinatal period can
encourage treatment for both psychiatric conditions and OUD in this critical time period
(Raffi et al., 2021). In addition, prior work has shown greater treatment engagement among
patients with OUD who are receiving care that includes wraparound services that involves
behavioral health and care coordination (Ganetsky et al., 2022). Although prior work has
called attention to the need for integrated care, the evidence of the efficacy of this care
remains limited. Our work provides supporting evidence that psychiatric comorbidities may
increase buprenorphine continuation when patients have access to integrated care services
that address both their addiction and psychiatric needs. We also demonstrate that treatment
for psychiatric comorbidities may improve OUD outcomes in the postpartum period. With
the continued overdose crisis and increasing contribution of OUD to pregnancy-associated
deaths, further evidence is urgently needed to guide the implementation of evidence-based
care models addressing the complex medical and psychosocial needs of birthing parents with
OuD.

While we address gaps in the literature, we do face limitations in our study. First, we are
limited to individuals who received care at a single academic medical center so our findings
may not be generalizable to a larger audience. This single academic medical center has a
designated addiction clinic staffed by Obstetricians that provide integrated care for many
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of the individuals in this study, including incarcerated pregnant people; making the results
less generalizable to populations that do not have access to this type of clinical care model.
Our data did not include information about individuals’ self-reported engagement in care,
either with this integrated clinic or other addiction services, nor treatment outcomes beyond
variables captured consistently in the medical record (i.e., buprenorphine prescription
receipt), such as self-reported abstinence and toxicology testing. Future research evaluating
healthcare models for this patient population should incorporate patient-reported OUD
treatment and recovery outcomes. Further, we have a small sample that is missing key
information for many individuals on important potential covariates (i.e. education and
income) and outcomes (specifically neonatal outcomes), so we cannot explore these factors.
Our small sample precluded our ability to assess differences in outcomes by mood disorders,
such as anxiety, depression or others, compared to severe psychiatric conditions, such as
schizophrenia or PTSD which have illustrated differing associations in other clinical samples
(Fitzsimons et al., 2007; Tuten et al., 2018). These differences should be investigated further
in subsequent studies of pregnant and postpartum people. In addition, we are relying on
medical record data that may be incomplete if, for example, an individual saw providers
outside of our medical center’s electronic medical record system. This may have particularly
impacted the mental health treatment variables as many individuals seek psychiatric care
from community or private providers. Finally, the data only reflect prescribed buprenorphine
and does not reflect if the patient actually took the medication or not.

5. Conclusions

Our work expands a body of evidence that suggests psychiatric comorbidities may serve as
a driver for OUD treatment continuation, and psychiatric treatment may actually increase
treatment continuation when evidence-based treatments are available and accessible.
Further qualitative work may better illuminate underlying mechanisms of our findings and
illuminate potential targets for adjunctive interventions aimed to improve OUD outcomes.
Ultimately, our results add to the evidence about the critical interplay between the receipt of
treatment for psychiatric comorbidities and OUD in the one-year postpartum period.
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Fig. 1.
Study Schema and final sample size.
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Kgplan-Meier Survival Curves of time to buprenorphine discontinuation through 52 weeks
postpartum among the total sample and the subsample of patients with a psychiatric
diagnosis.

Graphs illustrate buprenorphine continuation trajectories through the 52 week postpartum
period for the (A) total sample, (B) total sample by presence of any psychiatric diagnosis,
(C) the sub-sample with a psychiatric diagnosis by receipt of postpartum psychiatric
medication, (D) the sub-sample with a psychiatric diagnosis by receipt of postpartum
behavioral health therapy. For A-D, x axis represents time from delivery to discontinuation
of buprenorphine (weeks) or until censored at 52 weeks. For A-D, y-axis represents

the number of individuals remaining on buprenorphine at that week over the number of
individuals at risk of discontinuing buprenorphine.
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