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Perinatal Opioid Use on Neonatal Outcomes

Kriti D. Gandhi, MD?; Kathryn M. Schak, MD#*; Jennifer L. Vande Voort, MD?; Julia Shekunov, MD?;
Brian A. Lynch, MDP; Teresa A. Rummans, MD?; Jennifer R. Geske, MSS; Eric R. Pease, DO, MBA?;
Mara G. Limbeck, BS¢; Jinal Desai, MDY Paul E. Croarkin, DO, MS?; and Magdalena Romanowicz, MD?

ABSTRACT

Objective: To compare outcomes among newborns of opioid-
using and nonopioid drug-using mothers with those of control
mothers who did not report substance use.

Methods: Using the Rochester Epidemiology Project, newborns
diagnosed with drug withdrawal syndrome (per ICD-9 or ICD-10
codes) from January 2010 through June 2017 were identified.

For mothers, data collected included age, race, drug use, number
of prenatal visits, and results of the urinary drug abuse survey,
meconium test, and self-report survey. Demographic and perinatal
data collected for newborns included birth date; sex; Apgar scores
at 1, 5, and 10 minutes; neonatal intensive care stay; and vital
status. Controls (n=771) were similarly selected in regard to sex,
birth date, and county.

Results: Of 328 infants identified, 168 were born with opioid
neonatal abstinence syndrome and 160 with a nonopioid
withdrawal syndrome. Control mothers had more prenatal visits
than mothers in the nonopioid and opioid groups. Newborns of
control mothers had higher Apgar scores at 1 and 5 minutes than
both substance-using groups. Opioid-using mothers were almost
twice as likely to have newborns requiring intensive care and 3
times as likely to use benzodiazepines compared to the other
substance-using mothers. Substance-using mothers had more
premature babies than controls.

Conclusions: Prenatal opioid use is a substantial risk factor for
prematurity. Newborns diagnosed with neonatal abstinence
syndrome are at risk of perinatal complications. Mothers using
opioids during pregnancy also tend to use other substances.
Longitudinal research should clarify how prenatal substance use
interacts with other risk factors during a child’s first years.
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O pioid use in pregnancy has increased more than 5-fold
during the opioid epidemic in the United States,
and approximately 50% of women who abuse opioids also
abuse at least 1 other drug.' The consequences of opioid
use in pregnancy, both for mother and infant, are a public
health crisis. Maternal opioid use may lead to substantial
complications for newborns including premature birth,
feeding difficulties, autonomic instability, neurologic
impairment, respiratory distress, and prolonged stays
in the neonatal intensive care unit (NICU).? Maternal
polysubstance use further exacerbates perinatal outcomes
and increases vulnerability for the newborn to develop
neonatal abstinence syndrome.® Polysubstance use in
pregnancy has a complex impact on newborns that, at
present, is poorly understood.

A study by Irner et al® showed that newborns of mothers
who were polysubstance abusers had poorer perinatal
outcomes than newborns who were exposed only to alcohol
or to no substances. Few prior studies have examined the
concurrent use of alcohol, tobacco, or other substances for
mothers with opioid use disorder despite the high prevalence
of alcohol, tobacco, and opioid use during pregnancy.*®
This lack of data is surprising given that almost 50% of
women with opioid use disorder struggle with alcohol use
in pregnancy according to the National Survey of Drug
Use and Health.® A mother’s concurrent use of opioids and
alcohol puts her newborn at risk for developing neonatal
abstinence syndrome (NAS) and fetal alcohol syndrome and
should be part of the regular screening process for mothers
who describe opioid use during pregnancy.” Even more
infants are at risk due to nicotine exposure in utero: 88% of
pregnant women on opioid maintenance treatment smoke
during pregnancy.® The prevalence of nicotine addiction in
pregnant women who are also struggling with opioid use
disorder has been estimated as high as 97%.8

The primary objective of this study was to examine
differences in perinatal outcomes of infants whose mothers
primarily used opioids, a group of mothers who used
substances other than opioids, and a control group of
mothers who did not use any substances. We hypothesized
that newborns of mothers with primary opioid use would
have more medical complications and longer lengths of
NICU stay than newborns of mothers who used other
substances or did not use any substance. The exploratory
objective of this study was to examine patterns of other
drugs of abuse used in addition to opioids.
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Table 1. Demographic Characteristics and Dependent Variables®

Characteristics Total Control Group (no  Nonopioid Drug ~ Opioid Drug
and Variables (N=1,099) druguse) (n=771) Group (n=160) Group (n=168) P Value
Maternal age, y° <.001
Mean (SD) 28.4(5.1) 28.6(5.1) 26.9(5.2) 28.8(5.2)
Range 14.0-43.0 14.0-43.0 17.0-42.0 15.0-41.0
Age last contact, child, y° <.001
Mean (SD) 44(2.0) 4.6(2.5) 3.7(23) 43(2.7)
Range 1.6-9.5 1.7-9.5 1.6-8.9 1.7-9.1
Race® .09
White 846 (88.4) 612 (89.6) 112 (83.0) 122(87.8)
Other 111(11.6) 71(10.4) 23(17.0) 17 (12.2)
Sex 97
Female 533 (48.5) 375 (48.6) 78 (48.8) 80 (47.6)
Male 566 (51.5) 396 (51.4) 82(51.2) 88(52.4)
Respiratory distress <.001
No 959 (87.3) 747 (96.9) 108 (67.5) 104 (61.9)
Yes 140 (12.7) 24 (3.1) 52(325) 64 (38.1)
Jaundice <.001
No 861 (78.3) 707 (91.7) 78 (48.8) 76 (45.2)
Yes 238(21.7) 64 (8.3) 82(51.2) 92 (54.8)
Premature <.001
No 988 (89.9) 750(97.3) 117 (73.1) 121(72.0)
Yes 111(10.1) 21(2.7) 43 (26.9) 47 (28.0)
Failure to thrive <.001
No 1,083 (98.5) 770(99.9) 155 (96.9) 158 (94.0)
Yes 16 (1.5) 1(0.1) 5(3.1) 10 (6.0)
Feeding issues <.001
No 992 (90.3) 758 (98.3) 119 (74.4) 115 (68.5)
Yes 107 (9.7) 13(1.7) 41 (25.6) 53(31.5)
No. of prenatal visits <.001
Mean (SD) 124 (5.7) 13.8(5.0) 6.0 (4.1) 8.2 (5.4)
Range 0.0-47.0 4.0-47.0 0.0-14.0 0.0-21.0
Apgar score
1 min® <.001
Mean (SD) 7.7 (1.8) 7.9(1.5) 7.2(2.2) 73(2.2)
Range 1.0-10.0 1.0-10.0 1.0-10.0 1.0-9.0
5 min® <.001
Mean (SD) 8.7 (1.0 8.9(0.8) 84(1.3) 8.2(1.3)
Range 1.0-10.0 1.0-10.0 1.0-10.0 1.0-10.0
10 mind 04
Mean (SD) 8.3(1.0) 8.6 (0.9) 8.1(0.9) 7.9(1.2)
Range 6.0-10.0 6.0-10.0 6.0-10.0 6.0-10.0
NICU stay? <.001
No 929 (84.7) 744 (96.6) 104 (65.0) 81 (48.5)
Yes 168 (15.3) 26 (3.4) 56 (35.0) 86 (51.5)
Meconium positived <.001
No 66 (25.4) 0 (NA) 24 (16.7) 42 (36.2)
Yes 194 (74.6) 0 (NA) 120(83.3) 74 (63.8)
UDAS positived 33
No 50(21.4) 0 (NA) 23(18.9) 27 (24.1)
Yes 184 (78.6) 0 (NA) 99 (81.1) 85(75.9)
Self-report, tobacco use® <.001
No 856 (78.9) 741 (96.7) 52(33.1) 63(38.9)
Yes 229 (21.1) 25 (3.3) 105 (66.9) 99 (61.1)
Self-report, drug use® <.001
No 957 (87.8) 771 (100.0) 78 (49.7) 108 (66.7)
Yes 133(12.2) 0(0.0) 79 (50.3) 54 (33.3)
Self-report, alcohol use® <.001
No 1,065 (98.0) 768 (100.0) 139 (88.5) 158 (97.5)
Yes 22(2.0) 0(0.0) 18(11.5) 4(2.5)
Death® .005
No 1,091 (99.4) 769 (99.9) 157 (98.1) 165 (98.2)
Yes 7(0.6) 1(0.1) 3(1.9) 3(1.8)
Stimulant use <.001
No 1,021 (92.9) 771 (100.0) 108 (67.5) 142 (84.5)
Yes 78(7.1) 0(0.0) 52(32.5) 26 (15.5)
Marijuana use <.001
No 939 (85.4) 771 (100.0) 38(23.8) 130 (77.4)
Yes 160 (14.6) 0(0.0) 122 (76.2) 38(22.6)
Benzodiazepine use <.001
No 1,069 (97.3) 771 (100.0) 152 (95.0) 146 (86.9)
Yes 30(2.7) 0(0.0) 8(5.0) 22(13.1)
Opioid use NA
No 931 (84.7) 771 (100.0) 160 (100.0) 0(0.0)
Yes 168 (15.3) 0(0.0) 0(0.0) 168 (100.0)

2Data are presented as n (%) unless otherwise indicated. < 10% of missing data. ©10%-20% missing data.
d>20% missing data or data not applicable. Abbreviations: NA=not applicable, NICU=neonatal intensive care
unit, UDAS =urinary drug abuse survey.
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Table 2. Logistic Regression Results for Newborns With Opioid

Versus Nonopioid Drug Exposure Versus Controls

Adjusted

Outcome Variable Model,n  OR 95% Cl PValue® P ValueP
Respiratory distress 1,099

Opioid 19.15  11.63-32.50 <.001 <.001

Nonopioid drug 1499  8.97-25.69 <.001 <.001
Jaundice 1,099

Opioid 13.37  9.03-19.99 <.001 <.001

Nonopioid drug 11.61 7.80-17.44 <.001 <.001
Prematurity® 1,095

Opioid 13.63  8.12-24.46 <.001 <.001

Nonopioid drug 1477  7.61-23.30 <.001 <.001
Failure to thrive 1,099

Opioid 48.73  9.24-897.60  <.001 <.001

Nonopioid drug 2484  3.97-477.65 .004 016
Feeding issues 1,099

Opioid 26.87 14.63-52.88 <.001 <.001

Nonopioid drug 20.09 10.73-40.04 <.001 <.001
NICU stay 1,097

Opioid 30.38 18.77-50.67 <.001 <.001

Nonopioid drug 1541  9.36-25.97 <.001 <.001
Death (n=7) 1,098

Opioid 13.98  1.78-283.62 .02

Nonopioid drug 1469  1.87-298.12 .02

aAfter the Bonferroni correction (P=.05/7 outcomes=.007), all variables
remained significant except for death.

PModels adjusted for maternal age and stimulant, tetrahydrocannabinol, drug,
and alcohol use.

Abbreviations: NICU = neonatal intensive care unit, OR=odds ratio.

METHODS

Study Setting

Data were collected from the expanded Rochester
Epidemiology Project (REP), which is a collaboration of
clinics, hospitals, and other medical facilities over a 27-county
region in Minnesota and Wisconsin. The REP includes data
for community members who have agreed to share their
health records for research and links records of persons across
different providers.” This study was approved by the Mayo
Clinic Institutional Review Board, and informed consent was
waived for those providing research authorization.

Identification of Newborns

We identified all newborns with birth dates between
January 1, 2010, and June 30, 2017, and ICD-9 or ICD-10 codes
specifically related to newborn drug withdrawal. To ensure that
all newborns with drug withdrawal were included, current
procedural terminology (CPT) codes were also searched.
Supplementary Table 1 provides all ICD-9, ICD-10, and CPT
codes. Patient information was validated by results from
meconium and urinary drug abuse survey (UDAS) testing of
the mother or newborn or both when available.

Data Collection

For mothers, collected data included age, race, number
of prenatal visits, details of drug use, results of UDAS and
meconium testing, and responses to self-report surveys at
admission to the labor and delivery ward, including tobacco
use (yes/no), drug use (yes/no), and alcohol use (yes/no).
Stimulant or benzodiazepine use during pregnancy was also
recorded. For the respective newborns, collected demographic

Perinatal Opioid Use and Infant Outcomes

and perinatal data included birth date; sex; Apgar scores
at 1, 5, and 10 minutes after birth; NICU stay (yes/no);
and death within the first 2 years after birth. Neonatal
death was defined as death after live birth within 30 days
of birth. In our study, we recorded all children who died
within the first 2 years after live birth. Of 7 deaths, only
1 patient met criteria for neonatal death, 5 patients died
within the first year of life, and 1 died within the first 2
years of life. Data regarding newborn medical conditions
were divided into 5 groups: prematurity (defined as born
before 37 weeks), failure to thrive, jaundice, feeding
issues, and respiratory distress.

On the basis of information abstracted from the
records, mothers were assigned to 3 categories: those who
used opioids (opioid group), those who used drugs other
than opioids (nonopioid drug group), and those who
did not have a history of drug, alcohol, or tobacco use,
including during pregnancy (nondrug control group).
To make our study population more generalizable,
we included mothers using opioids with or without
marijuana, tobacco, alcohol, and benzodiazepines.

Statistical Analysis

Data were summarized using mean (SD) and range
for continuous variables and counts and percentages for
categorical variables. We then analyzed the association
of maternal drug use classification (ie, opioid group,
nonopioid drug group, and nondrug control group) and
outcomes. Outcomes and group (opioid or nonopioid
drug) were coded as binary indicator variables (0/1),
except in initial comparisons of demographic and
clinical variables across all 3 groups, using analysis of
variance models assuming nominal group relationship.
The nondrug control group was used as a baseline for
comparisons. Linear regression models were used for
continuous outcomes. Logistic regression models were
used for binary outcome variables. Multivariable logistic
regression models were used, with adjustments for
maternal age, prenatal visits, and other drug use. P values
were unadjusted for multiple comparisons; however, we
considered 12 outcomes as primary interests, of which
many were highly associated. Application of a strict
(Bonferroni) correction led to a significance cutoff of
P <.05/12=.004, which retained our significant findings
for all 12 outcomes. The groups were initially matched
for newborn sex, newborn birth date (+0.5 years), and
geographic county region. However, based on changes
in research authorization and data availability, some
matches were excluded; thus, an exact paired case:control
design was unattainable. Analyses were conducted using
SAS v9.4 (SAS Institute Inc, Cary, North Carolina).

RESULTS

A total of 328 newborns with ICD and CPT codes
related to postnatal drug withdrawal were identified. Of
those 328 patients, 168 were identified as being born with
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Table 3. Linear Regression Results for Newborns With Opioid Versus

Nonopioid Drug Exposure? Versus Controls

Adjusted
Outcome Variable Model,n  Estimate 95% Cl PValue*  PValue
Maternal age 1,095
Opioid 019  —0.67t01.05 .66
Nonopioid drug -174  -261t0-087  <.001
Prenatal visits 561
Opioid -5.58 —6.87 to —4.30 <.001 <.001
Nonopioid drug -780 -9.26t0-634  <.001 <.001
Apgar score 1,010
1 min
Opioid -0.59 —-0.88 t0 0.00 <.001 <.001
Nonopioid drug -0.64 -094t0-043  <.001 0.03
5 min 1,010
Opioid -062 -0.78to-045 <.001 <.001
Nonopioid drug -044  —-061t0o-027  <.001 0.005
10 min 71
Opioid -0.70 -1.28t0 -0.11 .02
Nonopioid drug -0.50  -1.02t00.02 .06

2After the Bonferroni correction (P=.05/12=.004), all variables remained significant,
except for 10-minute Apgar effects and the adjusted nonopioid drug Apgar effects.

Table 4. Logistic Regression Results for Newborns With

Table 5. Logistic Regression Results for Predicting Risk of

Opioid Versus Nonopioid Drug Exposure

Premature Birth Due to Opioids (n=561)

Variable Model, n Odds Ratio? 95% Cl PValue Predictor Odds Ratio 95% Cl PValue
NICU stay 327 1.97 1.26-3.08 .003 Maternal age 1.06 0.98-1.11 .16
Benzodiazpine use 328 2.86 1.23-6.64 014 Prenatal visits 0.83 0.75-0.92 <.001
Illicit drug use® 315 0.50 0.32-0.81 .004 Other drug use 3.79 1.07-13.43 .04
Alcohol use 319 0.27 0.07-0.59 .004 Opioids 7.42 2.49-22.05 <.001
Stimulant use 328 0.38 0.22-0.65 <.001

Marijuana use® 328 0.10 0.06-0.17 <.001

2Comparing the opioid group versus the nonopioid drug group.
bAdjusted for maternal age.
Abbreviation: NICU = neonatal intensive care unit.

opioid withdrawal and 160 with withdrawal from various
drugs other than opioids, such as methamphetamines,
barbiturates, phencyclidine, and cocaine. Most newborns
were white: 89.6% in the control group, 83.0% in the
nonopioid drug control group, and 87.8% in the opioid
group (Table 1).

Logistic Regression Analysis

Newborns with opioid and nonopioid drug withdrawal
had substantially higher odds than controls of having
respiratory distress, jaundice, prematurity, failure to thrive,
feeding issues, NICU stay, and death than newborns of
mothers who did not use drugs (Table 2). These results
remained consistent when accounting for maternal age and
other drug use.

Linear Regression Results

Mothers in the nonopioid drug group were younger
(mean age of 26.9 years) than those in the nondrug control
group (mean age of 28.8 years) (P<.001). Mothers in the
nondrug group, on average, had more prenatal visits than
opioid-using mothers and nonopioid drug-using mothers
(mean of 13.81, 6.02, and 8.23, respectively; P<.001). As
shown in Table 3, newborns of nondrug controls had higher
Apgar scores at both 1 and 5 minutes than both drug-using

groups (all P<.001). Prenatal and 1-minute Apgar results
remained consistent when accounting for maternal age and
other drug use.

Logistic Regression Results

Mothers in the opioid group were almost twice as likely
to have newborns who required a NICU stay (odds ratio
[OR]=1.97, P=.003) and almost 3 times more likely to use
benzodiazepines (OR=2.86, P=.01) than mothers in the
nonopioid drug group (Table 4). However, opioid-using
mothers were less likely than mothers in the nonopioid drug
group to self-report the use of drugs (OR=0.49, P=.001)
or alcohol (OR=0.27, P=.003) and to have a history of
stimulant (OR=0.38, P<.001) or marijuana use (OR=0.09,
P<.001).

Mothers who used drugs had more premature babies:
nonopioid drug group, 27%; opioid group, 28%; nondrug
control group, 2.7% (P<.001). To determine risk factors
for premature birth, we considered all drug-using mothers
as 1 group and compared them with the control group of
nonusers. Drug use increased the odds of having a premature
baby, even when we adjusted for maternal age, tobacco use,
and number of prenatal visits (OR=3.79, P=.04). Opioid use
further increased risk (OR=7.42, P<.001) (Table 5).

DISCUSSION

In this study, we found that opioid use during pregnancy
may substantially increase the risk for premature birth
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even more than the risk associated with drugs other than
opioids. We found that nonopioid drug use in pregnancy
was a significant risk factor for premature birth (OR=3.79)
and that opioid use during pregnancy increased the risk
of premature delivery by 7.42 times compared with no
substance use in pregnancy, even after adjusting for known
risk factors of premature birth including maternal age,
tobacco use, and number of prenatal visits.

The relationship of nonopioid drugs to prematurity has
been described by others. In a population-based study,
Baer et al'” examined all singleton live births in California
between 2007 and 2012 and found that mothers with a
history of polysubstance or cocaine use were at highest
risk of premature birth, and marijuana was the only drug
not associated with preterm birth.!® Prematurity is a main
risk factor for infant mortality and morbidity.!! Infants
born prematurely are more likely to experience respiratory
distress syndrome,'? infections,'? necrotizing enterocolitis,'*
and blindness.!> Prematurity is also a known risk factor
for long-term consequences such as academic challenges,
language difficulties,'® attention-deficit/hyperactivity
disorder,!” nonaffective psychosis, and other mental health
issues.!®

In this study, perinatal events for newborns with
withdrawal from opioids or other drugs occurred at rates
similar or slightly higher than those reported in the literature.
Over half of infants were treated for jaundice in both the
opioid group and nonopioid drug group (54.8% and 51.2%,
respectively). Infants exposed to opioids and other drugs
were more than 3 times as likely to experience significant
feeding issues as well as failure to thrive. According to the
literature, hyperphagia attributable to increased metabolic
needs can also occur in infants with opioid withdrawal.!
Our retrospective review did not include the diagnosis of
hyperphagia, which is a limitation. Furthermore, both drug-
exposed groups were nearly 3 times more likely to have
significant respiratory distress than the nondrug control
group. This finding is comparable to that of previous studies
described in a review article? that showed a number of
respiratory issues including tachypnea in infants with NAS.

Polysubstance use occurred frequently in the opioid
group. Newborns with opioid withdrawal had more
frequent additional exposure to benzodiazepines than
newborns in the nonopioid drug group, who were more
likely to be exposed to marijuana and alcohol. This
finding agrees with published data suggesting that more
than 30% of opioid overdoses occur in combination with
benzodiazepines.?!?? Patients frequently use the 2 drugs
simultaneously (benzodiazepines to control withdrawal
symptoms), which may explain this use pattern. Tobacco
use was comparable for the 2 drug-exposed groups (>60%)
and much higher than in the control group (3%). This was
an important finding because tobacco exposure is one of
the major preventable risk factors of impaired child growth
and development.” Tobacco use by mothers is also a known
risk factor for more severe opioid withdrawal symptoms
in newborns.?*-2% In the nonopioid drug group, 11.5% of

Perinatal Opioid Use and Infant Outcomes

mothers Teported alcohol use, whereas 2.5% of mothers in
the opioid group reported alcohol use, which is substantially
less than 50% reported for mothers using opioids by the
National Survey of Drug Use and Health.® In our study,
both groups may have substantially underreported substance
use. Regardless, this finding emphasizes the importance of
screening and finding new ways to address polysubstance
use in pregnancy, especially for mothers who report opioid
use.

Because of the retrospective design, this study had a
number of limitations. It was difficult to estimate the drug
type (whether it was prescribed or illicit use), quantity of
drugs, and length of use during pregnancy. This difficulty
is most likely a result of the mothers’ reluctance to disclose
information about drug use to health care professionals.
Although we had access to UDAS or meconium results or
both for most mothers and infants, this information was not
consistently available for every case. We used the clinical
diagnosis of NAS, but its cause was limited to health record
documentation. Not every infant with opioid withdrawal
met NAS criteria, and we were unable to differentiate
because of terminology differences between ICD-9 and
ICD-10 codes. Original design included exact matches
on birth year, sex, and county; however, due to research
authorization and data availability limitations, we were
unable to maintain the optimal 1:4 case/control matched
structure. Additionally, we did not have access to the
infants’ Finnegan scores, a quantitative measure of severity
of opioid withdrawal, and we relied on indirect proxies for
withdrawal severity, including NICU stay. It is possible that
mild withdrawal cases were not included in our database.
The use of NICU stay and length of stay is complicated
because this may have been affected by factors unrelated to
drug withdrawal severity such as other medical conditions,
presence or absence of breastfeeding (information that we
did not have), and the mother’s condition. We also did not
have information about medication used to treat withdrawal
during the hospitalization. Tobacco use and alcohol use were
based only on mothers’ self-reports, which may not have
been reliable. In addition to the newborn birth date used
in matching, there also may have been temporal effects as
therapies evolved over the 12 years reflected in the report
experience.

CONCLUSION

Opioid use during pregnancy was a significant risk factor
for many problems in newborns, including premature birth.
Infants with NAS were at risk of major perinatal complications
such as premature birth, jaundice, and prolonged NICU
stay. Mothers who used opioids in pregnancy tended to
abuse other substances including tobacco, benzodiazepines,
stimulants, and marijuana and may underreport alcohol
use. Prospective, longitudinal research is needed to further
identify the pattern of polysubstance use in pregnancy, and
new screening and intervention methods are needed for this
patient population.
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Supplementary Table 1. ICD and CPT Codes for Data Extraction

ICD- | Code Descriptions Year Effective/October

10

Code

P04.49 | Newborn (suspected to be) affected by 10/1/2015
maternal use of other drugs of addiction

P04.8 | Newborn (suspected to be) affected by other 10/1/2015
maternal noxious substances

P04.9 | Newborn (suspected to be) affected by 10/1/2015
maternal noxious substance, unspecified

P96.1 | Neonatal withdrawal symptoms from 10/1/2015
maternal use of drugs of addiction

ICD-9

Code

760.72 | Noxious influences affecting fetus or DSS Billing 1995/REP
newborn via placenta or breast milk, Outside Source Data 1987
narcotics

779.4 | Drug reactions and intoxications specific to DSS Billing 1995/REP
newborn Outside Source Data 1987

779.5 | Drug withdrawal syndrome in newborn DSS Billing 1995/REP

Outside Source Data 1987

CPT

Codes

80361 | Opiates, 1 or more 2015-01-01

80362 | Opioids and opiate analogs; 1 or 2 2015-01-01

80363 | Opioids and Opiate analogs; 3 or 4 2015-01-01

80364 | Opioids and Opiate analogs; 5 or more 2015-01-01

80365 | Oxycodone 2015-01-01

80373 | Tramadol 2015-01-01




