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What happens when people who 
use drugs get pregnant?

Not Pregnant First Trimester Second Trimester Third Trimester

National Survey Drug Use and Health 2013/2014 Past Month Use Data



The Pregnancy Box



DSM5 OUD criteria



Individuals with the Disease of Addiction 
Need Treatment

Prenatal 
Care

Medication

Behavioral 
Counseling

“Gold Standard” is Integration: Comprehensive co-located service delivery



LOW
BIRTH 

WEIGHT
PNC No PNC

No drug 
use

14% 19%

Drug 
Use

19% 48%

1978



No Addiction Treated Addiction Untreated Addiction

Preterm Birth 8.7% 10.1% 19.0%

Low Birthweight 5.5% 7.8% 18.0

Fetal Death 0.4% 0.5% 0.8%

Neonatal Mortality 0.4% 0.4% 1.2%

Post Neonatal 
Mortality

0.05% 0.03% 0.1%

Treated vs Un-Treated Addiction

Optimizing Maternal Health = 
Core Principle of Prenatal Care



SAMHSA Clinical Guidance

• Buprenorphine and methadone are the safest 
medications for managing OUD during 
pregnancy

• Transitioning from methadone to buprenorphine 
or from buprenorphine to methadone during 
pregnancy is not recommended

• Medically supervised withdrawal is not 
recommended during pregnancy https://store.samhsa.gov/system/files/sma18-5054.pdf



Medications for opioid use disorder in 
pregnancy

Maternal

• Reduction in overdose and overdose 
death

• Decrease in risk of HIV, HBV, HCV 
acquisition/transmission

• Increased engagement in prenatal 
care and recovery treatment

• Treatment is platform for delivery of 
other services

Fetal

• Reduces fluctuations in maternal 
opioid levels;  reducing fetal stress

• Decrease in intrauterine fetal demise

• Decrease in intrauterine growth 
restriction

• Decrease in preterm delivery



Pregnant 
People 

with OUD

Any 
Treatment

Medication

Integrated 
Care

Medications, much 
less comprehensive 

care, much less 
culturally 

appropriate care are 
rare and unavailable 
for most pregnant 
people with OUD



Recovery is the Goal of Treatment

• Recovery is more than 
abstinence

• Building a life of integrity, 

• Connection to others, 

• Purpose and 

• Serenity

• Recovery is fully compatible with 
the use of medications



Pregnancy, Treatment and Recovery: 
Part of the Life Course





Is Addiction a Recurring / Remitting Illness?

Or

Is Addiction Recurring / Remitting because we only 
provide Episodic Care for a Chronic Condition?



The 4th Trimester - Postpartum 

• Critical Period
– Newborn care, breastfeeding, maternal/infant bonding
– Mood changes, sleep disturbances, physiologic changes
– Cultural norms, “the ideal mother” in conflict with what 

it is actually like to have a newborn
– Insurance and welfare realignment

• Neglected Period
– Care shifts from frequent to infrequent
– From Mom-focused (PNC provider) to Baby-focused 

(Pediatrician)
– From “medical” to “social” (WIC)
– Continuity of Care: Addiction Provider, if any



Maternal mortality in the past and its relevance to developing countries today

Am J Clin Nutr. 2000;72(1):241S-246S. doi:10.1093/ajcn/72.1.241S

The 4th Trimester:
Maternal Mortality









The Opioid Crisis and Child Welfare



State Policies on Substance Use during 
Pregnancy

Policy Number of States

Substance Use Considered Child Abuse 23+DC 

Substance Use Grounds for Civil Commitment 3

Mandatory Reporting 25+DC

Targeted Programs for Pregnant Women 19

Pregnant Women Given Priority Access 17+DC

Pregnant Women Protected from 
Discrimination

10

Guttmacher Institute January 1, 2020



Punitive State Policies:

Evidence-Base = Worse Public 
Health Outcomes



“Punitive policies are associated with 
efforts to restrict women’s reproductive 

rights rather than policies that effectively 
curb alcohol-related public health harms.”



Evidence-Based

AND

Person-Centered

Do Less Harm



Do Less Harm

• Evidence-Based: Grounded in Science
– Focus on the Life Course

– Harms of illicit substances exaggerated; Effects of licit substances 
minimized

– Overstate the importance of intrauterine exposure; Neglect the role 
of the care-giving environment

• Person-Centered: Ethical and Grounded in Human Rights
– Reproductive Health as a Human Right - Right to determine whether 

and when to become pregnant

– Support autonomy and maternal subjectivity in decision making 
surrounding pregnancy

– Remain attuned to the unique demands we place on pregnant and 
parenting people and their bodies



Thank You

• Mishka Terplan

• @do_less_harm

• Mishka.Terplan@ucsf.edu



Equity, Autonomy and Substance Use 

Disorder: Lifecourse Considerations for 

Pregnant and Parenting People

Kima Joy Taylor MD, MPH

Anka Consulting, Founder and Managing Principal

Urban Institute, Non-Resident Fellow

Mom, Pediatrician



Autonomy

• Women Who Report Having No Personal Doctor/Health Care 
Provider by Race/Ethnicity | The Henry J. Kaiser Family 
Foundation; 2016-2018 https://www.kff.org/disparities-policy/state-indicator/no-

personal-doctor/

• All women-18%
– Non-Hispanic White-14%

– Non-Hispanic Black-18%

– Hispanic-33%

– Asian and Native Hawaiian and Pacific Islander-21% 

– American Indian and Alaska Native-26%

– Other -20%

https://www.kff.org/disparities-policy/state-indicator/no-personal-doctor/


Equity https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-on-Health-Care-for-

Underserved-Women/Racial-and-Ethnic-Disparities-in-Obstetrics-and-Gynecology?IsMobileSet=false

https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-on-Health-Care-for-Underserved-Women/Racial-and-Ethnic-Disparities-in-Obstetrics-and-Gynecology?IsMobileSet=false


Baseline

• We are on shaky grounds in terms of autonomy 

and equity for women without substance use 

• If you add care for pregnant and parenting women 

with substance use you must also address 

underlying systemic flaws



Nation and Health System’s Relationship to 

Caring for People Who Use Drugs

• Justice and other Punitive Responses

• War on Drugs 
• Ehrlichman was quoted as saying: “We knew we couldn’t make it illegal to be 

either against the war or black, but by getting the public to associate the 

hippies with marijuana and blacks with heroin, and then criminalizing both 

heavily, we could disrupt those communities. We could arrest their leaders, 

raid their homes, break up their meetings, and vilify them night after night on 

the evening news. Did we know we were lying about the drugs? Of course, 

we did.””

» https://www.history.com/topics/the-war-on-drugs



What should happen when a pregnant 

woman uses drugs?

• Easy access to high quality, culturally effective, evidence informed 
substance use services including harm reduction, treatment including 
medications if available, recovery and other social services and supports 
as needed and use the results as a means to improve mothers/families 
outcomes

• Easy access to high quality, culturally effective evidence informed OB 
and other physical and mental health services as needed

• Screening for and referral to social services and supports as needed

• Case management  to help navigate the needlessly complicated health 
and social systems and continued outreach even if she does not make it 
to every appointment

• Assess whether care, services, and outcomes are consistent across 
different populations or do you need to work with patients to make 
practice more effective? Or do you need to refer? 

• Listen! 



What happens when women use drugs? 

• Difficulty accessing trauma informed, culturally effective patient 
centered care
– https://pubs.niaaa.nih.gov/publications/arh291/55-62.htm

• Study of Pregnant women with OUD and Commercial 
Insurance

• “Pregnant women with [opioid use disorders] face not only 
medical consequences, such as an increased risk [for] 
obstetric morbidity and mortality, but also a predisposition to 
the potential loss of child custody and even criminalization in 
some states,” they wrote. “Overall, 18 states since 2012 have 
required health professionals to report substance use disorder 
in pregnant women and have established civil or criminal laws 
that consider substance use to be child abuse.” 
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2727267

https://pubs.niaaa.nih.gov/publications/arh291/55-62.htm
https://www.healio.com/family-medicine/addiction/news/online/%7bf6d945d9-bd4f-4e2c-a4e5-5d4a3ed4210a%7d/cdc-opioid-use-disorder-rate-quadruples-among-pregnant-women


Why aren’t we there yet in pregnancy

• Opioid focus  as opposed to other drugs licit and illicit 

more broadly

• Fear of Child Removal and inability to achieve the 

hurdles to reunification

– The complexity of non-consent based universal screening

• Patients know the racial/ethnic and other disparities; they 

know they are treated differently even if the system 

pretends this is not so 

• Health System rarely thinks about what is best for each 
individually and the dyad. 



Ok, you have had the baby; now what 

happens?

• Who knows?

• Who cares?

• Who is supposed to care?

• Who has incentive to care?

• How can we get them to care? 



History Can be Altered for the Better

• What could the new world look like? One size never fits all

– Linked Care (OB, SU, MH, other physical health, social services) 
• Care manager across pregnancy, post-partum (though ideally even before 

pregnancy)

– Culturally and linguistically appropriate/effective care in all realms
• Humility, Time and ability to listen, Flexibility to change to fit patient needs-payment 

that allows this 

– Supportive SUD services for ALL types of substances
• Non-punitive, community-based prevention, harm reduction, treatment (including 

medications as clinically appropriate), recovery services that are evidence informed 

– Physical and mental health services that are accessible, affordable and 
effective

– Social supports and connections; rethinking what is available and 
changing to what should be available to improve health and social 
outcomes which benefit the individual, families and communities. 



Is there Hope? Promising Principles

• Take Ideas from other areas

– Maternal depression, early social and emotional learning work

• Embrace culturally effective, patient centered high quality, 
evidence informed policies, programming and practices 

– Humility

– Implicit Bias work

• Seek to increase access to services AND to eliminate 
disparities at the same time

– Requires Data and subgroup data

– Know your service area

– Ask the people who come to and use your clinic services



Is there Hope? Promising Principles

• Training
– What is SU; what does care look like? What DOES happen after 

pregnancy? 

– What are the referral sources available in your community etc. 

• Diversify and expand the care team; including but not 
limited to case management
– Include people with lived experience, experience of the 

neighborhood, from different cultures at ALL levels of the team

• Reject the punitive frame at all turns 
– When looking at new policies; think how you can support the family

• There are no perfect parents or parenting situations, we are all 
winging it



Promising Ideas/Policies/Programs

• Insurance coverage over the entire span; Medicaid 

included

– Medicaid for a year post partum with easy access to care

• Payment Reform

– Payors should Incentivize high quality, equitable outcomes and 

care that addresses social needs; 

– Providers should be given the time, funding and research 

partners to innovate 

• Two Generation Family Policies



Challenges to new vision

– Focus on opioids on and only certain populations that use 

opioids

– Law enforcement/justice approach still embedded in all arenas

• Collateral consequences

– Funding-not just reimbursement, but up front funding needed to 

change infrastructure and ”business as usual”

– Research-the punitive frame slowed much needed research 

into honest effects of licit/illicit drugs and slowed research on 

new treatments, harm reduction and recovery measures



Challenges to new vision

– Data-Random data sharing not the answer

• Privacy

– Stigma –Society’s response to people who use drugs 

– Racism-policies, systems, practices and people still embrace 

past racist infrastructure and beliefs and at times do not seem 

to realize this

– Politics-US likes to punish; punishment wins more votes than 

compassion
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