
29 January  2011 
  
TO WHOM IT MAY CONCERN  
  
Forgive this gratuitous comment from afar regarding Danish law – as I understand it – dealing with opiate dependence 
during and following pregnancy. The views I share with you are based on over 40 years of extensive experience 
throughout the world in establishing, directing, monitoring and evaluating addiction treatment services, and particularly 
methadone maintenance treatment for opiate dependence.  
  
 I am advised the following provisions currently apply: 

  
  “The [opiate dependent pregnant] patient is offered prolonged admission to postnatal [maternal] ward up till 
two weeks after delivery. Substitution treatment with Methadone and/or Phenobarbital (Phenemal) is 
organized individually, but aiming at abstinence and cessation of medication no later than two weeks post 
partum. Urine samples for medicaments / [illegal] drugs twice a week. 
  
 “After discharge from postnatal [maternal] ward the patient can, if needed, be admitted with the child to 
pediatrics ward, if she is free of medicine and [illegal] drugs, proved by urine samples. 
  
“If the patient is not free of medicine/drug-free, and the child is still admitted at pediatrics ward, the patient 
will be discharged to her home or maybe to the drug treatment system and can continue to visit the child to the 
extent she can manage.” 

  
This language suggests strongly that Danish authorities fail to accept the fact that narcotic addiction is a chronic, 
notoriously relapsing, medical condition for which – to date – no cure exists.  Precisely this definition applies to chronic 
illnesses of all kinds, and in the case of alcoholism it is nearly universally accepted as a truism. 
  
The good news is that while addiction currently remains incurable, it is treatable, and with regard to opiate dependence 
no treatment has been proven to be as successful as maintenance treatment with methadone (more recently 
buprenorphine has also been shown to have a high degree of efficacy in some patients).  Maintenance treatment has 
received strong and consistent endorsement from governmental, clinical and academic authorities throughout the world, 
including the US Institute of Medicine and National Institute on Drug Abuse, the World Health Organization, UNAIDS, 
UNODC, etc.  In addition, to my knowledge there has never been a credible report in a peer-reviewed professional 
publication that claims relapse to drug use after treatment is discontinued is the exception and not the rule. This applies 
to medication-assisted treatment as well as drug-free therapies, and regardless of treatment setting (in-patient, 
ambulatory or residential) or duration. 
  
In light of these facts logic, compassion for those directly affected, and the interests of the community as a whole all 
point to the need to encourage and facilitate entry and retention in treatment;  it is counter-intuitive and counter-
therapeutic to demand that a universal goal of care-givers  must be the discontinuation of treatment that is effective. 
  
In no subgroup of the addict population is treatment with methadone more strongly indicated, based on the evidence, 
than in the case of pregnant, opioid-dependent, women.  There are innumerable authoritative statements confirming this, 
but perhaps none is as clear and succinct as that of the US Center for Substance Abuse Treatment, which in 2006 
distributed widely a pamphlet entitled  “Methadone Treatment for Pregnant Women“ that stated:  ”If you’re pregnant 
and using drugs such as heroin … methadone maintenance treatment can help you stop using. It is safe … and can save 
your baby’s life.”  
  
In addition to the very high risk of relapse that is associated with withdrawal of treatment in all segments of the addict 
population, it is very well documented that detoxification during pregnancy can lead to fetal demise.  According to the 
same US governmental pamphlet, detoxification for pregnant women “… is especially dangerous because it causes the 
uterus to contract and may bring on miscarriage or premature birth.” 
  
It is indeed fortunate that a treatment exists that has been demonstrated for years to have a very high degree of 
therapeutic effectiveness in the management of opiate addiction – and opiate addiction in the pregnant patient in 
particular.  It should be made available to everyone who is willing to accept it and who is likely to benefit from it.  The 
specifics of care, the indications in individual patients, the duration and all other aspects of medical management should 
be left to physicians rather than dictated by laws and regulations. 
  
I will be pleased to provide any and all references to statements made.   
  
 
Respectfully, 
 
  
Robert G. Newman,  MD,  MPH 
Professor of Psychiatry,   Albert Einstein College of Medicine (NY) 
 


