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Multivariate negative binomial regression was performed to assess
for associations between county demographics and NAS rates. An-
alyses were stratified by opioid overdose rates as a proxy for opioid
use disorder prevalence. Overdose rate was divided into tertiles (low,
middle, high) for stratification.

RESULTS: The rate of NAS was 6.5 per 1,000 live births (Tablel).
There was a strong correlation between NAS and overdose rates
(rho=0.64, p<0.0001). For counties with the highest overdose rates,
rural status and higher levels of poverty, manufacturing jobs, and
unemployment were associated with increased NAS rates. High ca-
pacity MOAT was associated with reduced rates of NAS in counties
with low overdose rates. However, in counties with high overdose
rates, increasing MOAT capacity was not associated with decreasing
NAS rates.

CONCLUSION: Increasing MOAT capacity may lead to reduced NAS in
counties with low overdose rates, but it remains insufficient for
counties with the highest overdose rates. Study findings suggest an
unresolved, critical gap for MOAT treatment in areas with high
opioid use disorder prevalence.

Table1: Association between NAS Rates and County-Level Characteristics

STUDY DESIGN: This was a retrospective cohort study of women who
delivered at a single New York City tertiary care center from 3/1/
2020-8/12/2020 with antenatal diagnosis of FGR, defined as an
estimated fetal weight<10%, abdominal circumference (AC)<5%
(prior to 7/1/2020), or AC<10% (after 7/1/2020). The change in
FGR definition during our study period was based on SMFM rec-
ommendations. At our institution, UADs are performed at least
weekly after FGR is diagnosed. Multiple gestations and fetal anom-
alies were excluded. The primary exposure was antenatal diagnosis of
COVID19, defined as positive SARS-CoV-2 RT-PCR on nasopha-
ryngeal swab or positive COVID-19 IgG on immunoassay. The
primary outcome was abnormal UADs, defined as a composite of
elevated S/D ratio, absent end-diastolic velocity, or reversed end-
diastolic velocity. Data were collected via chart abstraction and
compared between women with normal and abnormal UADs.

RESULTS: 91 women met inclusion criteria. 7 (7.7%) women had
COVID19 during pregnancy and 27 (29.7%) had abnormal UADs.
COVID19 was diagnosed in 6 women with normal UADs and 1 with
abnormal UADs (9.4% vs 4.0%, p=0.67) (Table 1). Controlling for
age, race, body mass index, smoking, and maternal disease, there was
no difference in abnormal UADs between COVID19 positive and
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aOR, adjusted odds ratio. Adjusted for age, race, smoking, body mass index, and maternal discase.
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