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Objective: This study examined the proportion of pregnant
womenwith opioid use disorder (OUD)whomade a decision
to continue or taper pharmacotherapy for the treatment of
OUD after using a shared decision-making aid and de-
termined whether the aid reflected the principles of the
International Patient Decision Aid Standards (IPDAS).

Methods: A shared decision-making aid was developed with
the IPDAS instrument to assist pregnant women with OUD
receiving care at an outpatient obstetrics clinic in their
decision to continue or taper pharmacotherapy for the
treatment of OUD. After using the aid, the women (N=22)
completed an anonymous survey about the extent to which
the aid adhered to IPDAS principles.

Results: Eighty-two percent (22 of 27) of eligible participants
agreed to take part in the study. After the shared decision-

making process, 95% (21 of 22) reported choosing to either
continue (64%, 14 of 22) or taper (36%, 8 of 22) pharmaco-
therapy for the treatment of OUD. Participants agreed that
they were provided with sufficient information (96%, 21 of
22), outcome probabilities (91%, 20 of 22), and decisional
guidance (86%–95% [19 and 21 of 22, respectively]) to
make an informed decision. Further, women reported that
their choice reflected their values and preferences (77%–
91% [17 and 20 of 22, respectively]).

Conclusions: This shared decision aid provides a tool for
providers to use with pregnant women with OUD to ensure
that patients make informed treatment decisions that re-
flect their individual preferences and values.
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Shared decision making is a process in which health care
providers engage patients in evidence-based clinical deci-
sions that support patient preferences (1). Shared decision
making is widely accepted as an ideal in patient-centered
care, inwhich decisions are driven bywell-informed patients
and reflect individual values (2). Decision aids are an effective
adjunct to discussions about treatment decisions between
patients and providers (3). Such aids provide explicit in-
formation about treatment options and associated harms and
benefits, help clarify patient values, and provide a structured
means to help patients deliberate available treatment choices.
According to a Cochrane review (3) of 105 studies (31,043
participants) published through 2015, the use of patient
decision aids for a range of preference-sensitive decisions
leads to increased knowledge, more accurate perception of
risk, a greater number of decisions consistent with patients’
values, reduced internal decisional conflict, and fewer pa-
tients remaining passive or undecided.

Shared decision-making and patient decision aids have
been used inmany clinical settings and have been shown to be
beneficial adjuncts to clinical care (3). Decision aids in ob-
stetrics care have been used to help guide treatment decisions
related to prenatal testing, vaginal birth after cesarean sec-
tion, external cephalic version, and the use of analgesia during

labor (4). Decision aids used in obstetric settings have been
associated with positive effects, including reduced anxiety
anddecisional conflict, improvedknowledgeandsatisfaction,
and increased perception of havingmade an informed choice
(4). Given the increased prevalence of opioid use disorder
(OUD) in pregnantwomen (5–8) in theUnited States, and the
opportunity for treatment of the disease in conjunction with
prenatal care, use of decision aids may help facilitate patient-
provider discussions of treatment options and may help
ensure that patients make informed treatment choices that
support their own preferences and values.

The American College of Obstetricians and Gynecologists
and the American Society of Addiction Medicine recommend
buprenorphine or methadone for the treatment of OUD
during pregnancy. These recommendations are largely based
on data that demonstrate a high risk of relapse to opioid use
after tapering of methadone and buprenorphine treatment
during pregnancy (9–11). Unfortunately, many women are
unable to access these treatments because of the lack of
availability of this type of care in their area, difficulties with
transportation or child care, or concerns about child welfare
consequences associated with substance use in pregnancy
(12–14). Further, some women prefer not to take these
medications because of risks to the newborn that are
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associated with use of
these medications during
pregnancy, such as neo-
natal opioid withdrawal
syndrome (NOWS) (12-14).

Increasingly, obstetricians
are in support of pregnant
women tapering their methadone or buprenorphine, be-
cause of the low risk for poor obstetrics outcomes with a
gradual taper and theoretical decreased risk for NOWS (15).
However, in the largest study to date of pregnant women
who tapered their buprenorphine, rates of NOWS ranged
from 17.4% to 70.1%, suggesting that the risk of NOWS is not
mitigated by discontinuation of buprenorphine (13). Further,
the rates of relapse to illicit drug use with discontinuation of
buprenorphine in that study ranged from 14.3% to 74%, with
higher rates of relapse associatedwith higher rates of NOWS
and less follow-up care following buprenorphine taper (15).
Similarly, rates of relapse to illicit drug use with discontin-
uation of methadone were shown to range from 41% to 96%
(16), and relapse has been associated with several other poor
maternal, obstetric, and newborn outcomes (8). It is, there-
fore, important that women be provided with balanced in-
formation about the maternal, fetal, and newborn risks of
continuing or tapering methadone or buprenorphine so that
they canmake informed treatment decisions that are optimal
for themselves and their families.

The purpose of this study was to gather feedback from
pregnant women with OUDwho engaged in shared decision
making with their health care provider, using a decision aid
designed to help facilitate an informed decision to continue
or taper methadone or buprenorphine therapy during preg-
nancy. Specifically, the objective of this study was to de-
termine the proportion of womenwho arrived at a treatment
decision by following shared decision making and felt that
the decision aid supported the basic principles and frame-
work of shared decision making according to the Inter-
national Patient Decision Aid Standards.

METHODS

Materials
We developed a shared decision-making aid using the IPDAS
Instrument (IPDASi), which describes six main domains
and provides a checklist of items based on a dimensional
framework to guide the development of decision aids (17).
According to the IPDASi, a decision aid (18) should cover six
domains—supplying information about options in sufficient
detail for making a specific decision, providing outcome
probabilities, allowing for clarification and expression of
patient values, offering structured guidance for deliberation
and communication, providing evidence to support state-
ments, and disclosing author credentials and qualifications.
We used the IPDASi as a guide to construct a decision aid to
assist pregnant women with OUD in choosing to continue or

taper methadone or bupre-
norphine during pregnancy
(the shared decision aid
is provided in the online
supplement).

Content developed for
the decision aid directly

corresponded to each dimension described in the IPDASi
(information, probabilities, values, decision guidance, evi-
dence, and disclosure). The decision aid was organized to
facilitate conversation with patients about the decision to
taper or continue methadone or buprenorphine during
pregnancy. Specifically, the decision aid summarizes the
treatment choices; the current literature describing what is
known and not known about the maternal, fetal, and newborn
risks and benefits of methadone or buprenorphine; and the
risks and benefits associated with tapering methadone or
buprenorphine treatment during pregnancy. Written at the
eighth-grade reading level, the decision aid is then person-
alized by the patient and provider to include information
about the individual’s risk for relapse to illicit drug use and
her preferences for treatment. On a scale of 1–10, participants
indicate the likelihood of their relapse to illicit drug use if they
taper their buprenorphine or methadone treatment, with
10 representing the greatest likelihood for relapse. Partici-
pants are then asked to list the reasons their rating is not
higher (e.g., reasons that support a decreased risk for relapse)
or lower (e.g., reasons that support an increased risk for
relapse). Similarly, participants are asked to list the reasons
they prefer or do not prefer to take methadone or bupre-
norphine during pregnancy. Together, the patient and pro-
vider discuss the pros and cons of continuing or discontinuing
methadone or buprenorphine treatment. The decision aid
also includes suggestions related to delivery and postpartum
care for pregnant women with OUD.

Participants and Procedure
Potential participants were pregnant women with OUD
taking methadone or buprenorphine who came for perinatal
care from August 2015 to March 2016 at an outpatient ob-
stetric clinic in which psychiatric services are integrated in
clinical practice. Women who expressed uncertainty about
continuing or tapering methadone or buprenorphine treat-
ment during pregnancy and had been stable in recovery
(defined as the absence of cravings for opioids or other drugs
except for nicotine) for the prior four months were invited
to participate in this study. Women reporting intravenous
opioid use during the prior six months were excluded from
the study. Using the decision aid, women engaged in shared
decision making with their provider about whether to con-
tinue or taper buprenorphine or methadone treatment dur-
ing pregnancy. Participants were then asked to complete an
anonymous survey about the shared decision aid. Using a
5-point Likert scale (i.e., strongly disagree, disagree, neutral,
agree, strongly agree), participants rated their agreement
with statements about the decision aid, including statements
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related to information presented, outcome probabilities,
personal values, decisional guidance, and decisional conflict.
Lastly, participants were asked if the developers of the de-
cision aid were disclosed. A $20 gift card to Amazon.com was
provided for survey participation. The Institutional Review
Board of the Medical University of South Carolina approved
the study, and the participants provided informed consent.

Participants received medication management and re-
lapse prevention therapy within the outpatient obstetrics
practice where they were also receiving prenatal care. After
deciding to continue or taper methadone or buprenorphine,
the women were seen in the obstetrics practice for therapy
and medication management weekly for four weeks, every
two weeks for the next four weeks, and monthly thereafter,
as appropriate. Women receiving methadone continued
their usual care through their methadone treatment cen-
ter; methadone dose adjustments were coordinated with
the provider at themethadone treatment center. Throughout
treatment, self-reported cravings for opioids or other sub-
stances, substance use via self-report, prescription drug use,
electronic health records, and urine drug screens were
monitored by the prescribing provider. An increased risk of
relapse (i.e., self-reported increase in cravings) or relapse to
substance use would result in the recommendation to return
to a previously effective dose or to an increased dose of
methadone or buprenorphine.

RESULTS

Among women who were eligible and approached to take part
in this study, 82% (22 of 27) agreed to participate. Participants
were a mean6SD of 30.163.28 years; 86% (19 of 22) were
Caucasian. Seventy-seven percent (17 of 22) reported being in
a relationship. Of those in a relationship, 32% (7 of 22) were
married, 18% (4of 22)wereengaged, 14% (3of 22)were living
with a partner, and 14% (3 of 22) were part of a couple but
were not living together. Eighty-two percent (18 of 22) re-
ported having an annual income less than $25,000. Sixty-four
percent (14 of 22) received insurance coverage through Medi-
caid; 36% (8 of 22) had commercial insurance. The reading
level of participants was unknown, but 68% (15 of 22) had
completed high school. On average, the participants came
to the integrated perinatal and psychiatry clinic at 196
2.98 weeks gestation. The median number of pregnancies
among participants was three (range 1–9), and the median
number of living children was one (range 0–7). On average,
the participants reported having had OUD for 6.263.20
years; 14% (3 of 22) were being treated with methadone,
and 86% (19 of 22) were being treated with buprenorphine.

Following the shared decision-making process, 95% (21 of
22) of the women reported making a clear choice to either
continue (64%, 14 of 22) or taper (36%, 8 of 22) buprenor-
phine or methadone. Participants agreed or strongly agreed
that they were provided with sufficient medical information
(96%, 21 of 22) and understood the medical information about
their treatment choices (91%, 20 of 22). A majority (91%, 20 of

22) of participants agreed or strongly agreed that they were
provided with evidence and risk probabilities associated
with their treatment options. A majority also agreed or
strongly agreed that they received decisional guidance
(86%–95%, 19 and 21 of 22, respectively) and that their chosen
treatment was in line with their values (77%–91%, 17 and 20 of
22, respectively) (Table 1).

Among women taking methadone, 33% (1 of 3) decided to
taper their methadone. Among women taking buprenor-
phine, 37% (7 of 19) decided to taper their buprenorphine.
The most common reasons for tapering methadone or
buprenorphine were concern about NOWS (100%, 8 of 8),
potential involvement of the Department of Social Services
(75%, 6 of 8), stigma (75%, 6 of 8), and having to withdraw
during the postpartum period because of their inability to
afford the medication postpartum (63%, 5 of 8). The most
common reasons for continuing methadone or buprenor-
phine treatmentwere increased risk for relapse to illicit drug
use (79%, 11 of 14), belief that opioid withdrawal during
pregnancy would harm the baby (65%, 9 of 14), and concern
about worsening mood and/or pain (43%, 6 of 14).

DISCUSSION

A shared decision-making tool was created in accordance
with the IPDAS to assist women in recovery from OUD
with their decision to continue or taper buprenorphine or
methadone treatment during pregnancy. Following use of the
decision aid, 95% of the participants, who were initially
ambivalent about their treatment choice, made a decision
to continue or taper buprenorphine or methadone. Most of
the women agreed that the decision aid supported the basic
principles and intent of shared decision making and pro-
vided enough information to make an informed treatment
choice that supported their values and preferences.

Our findings suggest that this shared decision tool has the
potential to improve care of pregnant women with OUD and
is consistent with the positive benefits of other shared de-
cision aids used in obstetrics (4) and other clinical specialties
(3). The benefits of such aids shown in prior studies and in
our study include reduced decisional conflict, improved
knowledge, and increased perception of having made an
informed decision in partnershipwith a health care provider.
These findings are important given the increasing preva-
lence of OUD in pregnancy (8); the complexity of the ma-
ternal, obstetric, and newborn risks associated with each
treatment choice; and the lack of definitive data to guide
treatment decisions (19). Providing balanced information
about the maternal, fetal, and newborn risks associated with
untreated maternal OUD and the risks associated with its
treatments is paramount to ensuring that women can make
optimal treatment choices for themselves and their families.

As expected, the most common reason the participants
chose to continue methadone or buprenorphine was the
perceived risk of relapse to illicit drug use. Knowing this risk
and the potential harms associated with relapse can help
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mothers feel less conflicted about their use of methadone or
buprenorphine treatment and the associated risks, including
NOWS. Knowing that they made the best choice possible
can be helpful to mothers coping with a newborn with
NOWS. Interestingly, 65% of thewomen believed that opioid
taper during pregnancy was potentially harmful. This be-
lief may reflect a historical practice of cautioning against
opioid taper during pregnancy because of an increased risk
forpoorobstetric outcomes (20).Currentpractice recognizes
that the poor obstetric outcomes in earlier studies likelywere
attributable to relapse to illicit drug use, as opposed to the
effect of tapering methadone or buprenorphine (16, 21–23).
The use of shared decisionmaking allowed for clarification of
misinformation regarding this older practice. Forty-three
percent of the women were concerned that discontinuing
buprenorphine or methadone might worsen their mood or
pain symptoms. This finding highlights the importance of
addressing common comorbid conditions in women with
OUD.

As anticipated, the most common reason women chose to
tapermethadone or buprenorphinewas the perceived risk of
NOWS. Although risk of NOWS is an important consider-
ation, the advantageof the shareddecision-making tool is that
the decision to taper methadone or buprenorphine was not
driven solely by this risk, and NOWS was considered as one
variable in the overall treatment decision. Seventy-five per-
cent of women who chose to discontinue methadone or
buprenorphine expressed concern about the potential in-
volvement of the Department of Social Services as well as how
they would be viewed by medical staff during delivery if they
were taking methadone or buprenorphine. These percep-
tions are concerning because they may deter women from
receiving the standardof care forOUD.Sixty-threepercent of
women planned to taper their buprenorphine or methadone

during pregnancy because of their inability to afford the
medication after delivery and because they felt that the risks
associated with withdrawal and the potential for relapse
would be greater postpartum than during pregnancy. Al-
though methadone is often funded by Opioid State Targeted
Response grants and buprenorphine is covered by most
insurance, including Medicaid, during pregnancy, many
women are not afforded these same benefits postpartum. This
finding highlights an important treatment gap and suggests
that women may be discontinuing methadone or buprenor-
phine because of the inability to access or pay for these
lifesaving treatments. These findings are concerning given
the rising mortality rates from opioid overdose in the United
States (24) as well as rising rates of maternal mortality (25).

While participants overall provided positive feedback on
the shared decision-making tool, caution should be taken in
interpreting the potential benefit of the tool because of this
study’s lack of randomization. It is possible that patients
would have equally benefited from discussing treatment
choices with their providers without the decision tool.
However, the use of a decision aid helps ensure that in-
formation is not inadvertently omitted, and patient infor-
mation sheets have been shown to improve patient medical
knowledge (26). Additionally, use of a validated rating
scale to assess the utility or benefit of the decision aid would
have strengthened the feedback gathered in this study. To
our knowledge, no validated scale to assess fidelity to the
IPDAS framework is available. The study could have ben-
efited also from the addition of a validated anxiety mea-
sure or patient satisfaction survey, because prior studies
conducted with pregnant women have demonstrated re-
duced anxiety and increased patient satisfactionwith the use
of shared decision aids (4). Given that the women perceived
theywere able tomake an informed decision after the shared

TABLE 1. Women’s satisfaction with a shared decision-making tool for use in perinatal opioid use disordera

Survey question IPDASi domain

Agree or
strongly agree

N %

I was provided with enough information to make an informed treatment choice. Information 20 91
I understood the medical information provided about my treatment choices. Information 21 96
My provider discussed and provided medical information to support statements
about my treatment choices.

Evidence 20 91

I understood the risk to me, my pregnancy, and newborn with taking medication
such as buprenorphine or methadone during pregnancy.

Evidence and probability 20 91

I understood the risk to me, my pregnancy, and newborn with not taking
medication such as buprenorphine or methadone during pregnancy.

Evidence and probability 20 91

My treatment choice supported my values. Values 17 77
My treatment choice supported my preferences. Values 20 91
I was able to discuss which treatment choice was right for me. Values 19 86
I was able toweight the pros [positives] and cons [negatives] of treatment choices. Decision guidance 20 91
I felt that the treatment choices were made in partnership with my provider. Decision guidance 19 86
I made a decision to either continue or discontinue my methadone or
buprenorphine.

Decisional conflict 21 95

The developers of the decision aid were clear and disclosed during the
decision-making process.

Disclosure 21 95

a IPDASi, International Patient Decision Aid Standards Instrument. Survey responses were anonymous.
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decision-making process, however, provides some support
that the decision aid achieved its intent.

The study participants represent those who were able to
access prenatal care and substance use disorder treatment
within our outpatient obstetrics practice. Future studies are
needed to investigate how access to care and availability of
care for pregnant and postpartum women with OUD influ-
ence treatment decisions and retention in treatment.

CONCLUSIONS

Given the dramatic increase in opioid use during pregnancy
in the United States, this shared decision aid provides a timely
clinical tool for providers to use with pregnant women with
OUD. This study demonstrates the utility of this shared
decision-making aid in reducing decisional conflict about
continuing or tapering buprenorphine or methadone treat-
ment during pregnancy and ensuring that women with OUD
have the opportunity to make informed, evidence-based
decisions that support their individual values and prefer-
ences and that are ultimately optimal for themselves and
their families.
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