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North Carolina has a nationally recognized statewide 
approach to family and perinatal substance use disorders 
(SUD) care [1]. Drug-related morbidity and mortality are 
worsening in the nation and require providers to refine and 
improve the diagnosis-referral-treatment pathway.

A few shared recommendations for the treatment of 
SUD in pregnancy may help streamline the treatment 
pathway. 

Providers do not need to perform screening tailored to 
level of risk, but rather can apply universal screening to 
identify persons at risk early utilizing motivational inter-
viewing, and normalize and embed screening questions in 
electronic health records using validated brief screening 
tools [2]. This contributes to increased awareness of the 
conditions and expands treatment while reducing stigma. 
Urine toxicology is not recommended as a first screen-
ing tool for multiple reasons: a short detection window 
for urine drug screens, the need for confirmation testing, 
the inability to capture intermittent or binge use, and the 
tendency to instead detect single-time users, which raises 
ethical issues for clinical reports [3]. 

In particular, according to the standard of care for the 
treatment of opioid use disorder (OUD) during pregnancy 
and postpartum, pregnant persons who use opioids do not 
need to meet full DSM-V criteria for moderate or severe 
disorder in order to receive medications for OUD (MOUD), 
including either methadone or buprenorphine [4]. Access 
to behavioral counseling, as an adjunctive treatment, can 

be performed with the MOUD provider/staff if the referral 
to mental health, an SUD program, or an outpatient dual 
diagnosis program is difficult. 

It is important to clarify with the patient that a referral 
for SUD assessment with a behavioral health provider is 
a consultation, and not a requirement that she enter SUD 
treatment. For those pregnant women who do not want a 
medication for OUD—and there are still many [5]—refer-
ral to a specific syringe services program or prescription of 
needles/syringes, together with the formulation of a safety 
plan that includes counseling on not using substances 
alone, is fully in line with a harm-reduction approach [6].

Once the patient accepts treatment, those provid-
ers who cannot refer the patient directly to a suitable 
community-based SUD treatment program may refer to 
the North Carolina Perinatal Substance Use Coordinator 
through the Alcohol/Drug Council of North Carolina 
for assistance (https://www.alcoholdrughelp.org/home). 
This information is offered through a toll-free number and 
a weekly list of available beds at residential treatment sites 
can be emailed to providers across the state. The Perinatal 
Substance Use Coordinator can also refer patients to Local 
Management Entity/Managed Care Organizations for 
community-based SUD services and outpatient supports. 

In North Carolina, the Perinatal and Maternal Substance 
Use Disorder Initiative and CASAWORKS for Families 
Residential Initiative coordinate 28 SUD treatment pro-
grams for pregnant and parenting women statewide.  
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All residential programs accept women who have MOUD 
as part of their recovery. Pregnant patients who are unin-
sured or on Medicaid and those with intravenous drug use 
are at the center of the process.

An increasing maternal mortality rate in the postpar-
tum period in North Carolina points to the urgent need 
for health care providers to realize the importance of 
fourth-trimester care [7]. Despite a well-defined treat-
ment structure, care coordination with health, judicial, 
and social systems continues to be limited, and provid-
ers may need to assume some of the role of case manag-
ers for their patients [8]. To strengthen a comprehensive 
continuity of care, the perinatal substance exposure clinic 
Project CARA in Western North Carolina has developed 
the complex care navigator (CCN) role (https://mahec.
net/obgyn/project-cara). The CCN can assist at each step 
in the referral process to an outpatient or inpatient pro-
gram. Moreover, this professional figure may become par-
ticularly helpful for pregnant patients who have high levels 
of care-related needs (e.g., chronic medical comorbidities, 
uninsured/Medicaid, and intravenous drug use). Assisting 
and supporting high-risk pregnant beneficiaries in navi-
gating prenatal and postpartum care with their children 
helps address a crucial barrier. Years of research show 
that women are driven to initiate treatment and recovery 
by concern for their children or pregnancy, but that they 
are often unable/unwilling to seek treatment if that means 
leaving their children [9]. 

Of course, the barriers to treatment are not limited to 
the postpartum phase, but begin with the gaps in screen-
ing: women are overall less likely to be vetted in primary 
care and mental health settings for SUDs [10]; local treat-
ment services for pregnant persons and child care services 
for parenting persons are lacking for women who are not 

willing or able to leave their community for care; and eco-
nomic resources, especially insurance and transportation, 
may also be scarce [11]. Perhaps an even more difficult 
barrier to care are the effects of trauma and a history of 
intimate partner violence [12]. 

Despite the urgent need for assistance, there are still 
health care providers who have a conscious or unconscious 
bias against pregnant SUD patients and may be reluctant 
to provide care or may make erroneous judgments about a 
patient’s fitness as a parent [13]. This erroneous interpre-
tation and other sources of discrimination and prejudice 
can impede engagement in care, including prenatal care 
even when available, and can negatively impact parental 
and neonatal health outcomes [14]

The COVID-19 pandemic has affected access to care at 
the global level and offered the opportunity to reflect on 
pre-pandemic quality of services. A recent survey deter-
mined that almost half of the buprenorphine clinics in 
North Carolina were refusing pregnant patients before the 
pandemic [15]. During the pandemic, only 34% accepted 
pregnant patients [15]. We must conclude that the signifi-
cant loss of services following the pandemic was preceded 
by a chronic lack of providers, inevitably influencing health 
outcomes.

The management of SUD in pregnancy is a complex 
clinical challenge. We have highlighted the increas-
ing numbers of effective treatment options for pregnant 
women with SUD, but must recognize that the social 
stigma they suffer often leads to hopelessness and guilt, 
and may serve to prevent attainable results. In a prelimi-
nary survey regarding patients receiving MOUD, medical 
students and medical residents agreed that women with 
OUD, compared to women with bipolar disorder or diabe-
tes, should not try to get pregnant, due to the particular 
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challenges associated with OUD [16]. These stigmatizing 
biases among both patients and providers are a reminder 
that a continuing education process must accompany the 
clinical treatment effort.  
Paolo Mannelli, MD associate professor, Department of Psychiatry 
and Behavioral Sciences, Duke University School of Medicine, 
Durham, North Carolina.
Marla F. Wald, MD associate professor, Department of Psychiatry and 
Behavioral Sciences, Duke University School of Medicine, Durham, 
North Carolina.
Marvin S. Swartz, MD professor, Department of Psychiatry and 
Behavioral Sciences, Duke University School of Medicine, Durham, 
North Carolina. 

Acknowledgments 
Potential conflicts of interest. Dr. Mannelli is a consultant for 

Alkermes, Inc., and Indivior, Inc. Dr. Wald reports no conflicts. Dr. 
Swartz is a consultant to RTI International.

References
1.	 Godwin M, Green S, Jones H, Robbins SS. Perinatal substance use 

disorders treatment. N C Med J. 2020;81(1):36–40. doi: 10.18043/
ncm.81.1.36

2.	 Wright TE, Terplan M, Ondersma S, et al. The role of screening, 
brief intervention, and referral to treatment in the perinatal pe-
riod. Am J Obstet Gynecol. 2016;215(5):539–547. doi: 10.1016/j.
ajog.2016.06.038

3.	 Unhealthy Drug Use: Screening. Final Recommendation State-
ment. US Preventive Services Task Force website. Published June 
9, 2020. Accessed October 27, 2022. https://www.uspreventi-
veservicestaskforce.org/uspstf/recommendation/drug-use-illic-
it-screening 

4.	 Klaman SL, Isaacs K, Leopold A, et al. Treating women who are 
pregnant and parenting for opioid use disorder and the concur-
rent care of their infants and children: literature review to support 
national guidance. J Addict Med. 2017;11(3):178–190. doi: 10.1097/
ADM.0000000000000308

5.	 Schiff DM, Work EC, Muftu S, et al. “You have to take this medi-
cation, but then you get punished for taking it:” lack of agency, 
choice, and fear of medications to treat opioid use disorder across 
the perinatal period. J Subst Abuse Treat. 2022;139:108765. doi: 
10.1016/j.jsat.2022.108765 

6.	 Pregnancy and Substance Use: A Harm Reduction Toolkit. Na-
tional Harm Reduction Coalition website. Updated September 24, 

2021. Accessed October 27, 2022. https://harmreduction.org/is-
sues/pregnancy-and-substance-use-a-harm-reduction-toolkit/ 

7.	 Vestal C. For Addicted Women, the Year After Childbirth Is the 
Deadliest. Pew Trust. Published August 14, 2018. Accessed 
October 27, 2022. https://www.pewtrusts.org/en/research-
and-analysis/blogs/stateline/2018/08/14/for-addicted-wom-
en-the-year-after-childbirth-is-the-deadliest 

8.	 Blake E, Major E, Cody T, Galvin SL, Tak CR, Ramage M. Perinatal 
substance use care coordination: the need for one care plan. N C 
Med J. 2022;83(3):231. doi: 10.18043/ncm.83.3.231

9.	 Frazer Z, McConnell K, Jansson LM. Treatment for substance use 
disorders in pregnant women: Motivators and barriers. Drug Alcohol 
Depend. 2019;205:107652. doi: 10.1016/j.drugalcdep.2019.107652

10.	 Tobon AL, Habecker E, Forray A. Opioid use in pregnancy. Curr Psy-
chiatry Rep. 2019;21(12):118–128. doi: 10.1007/s11920-019-1110-4

11.	 Havens JR, Simmons LA, Shannon LM, Hansen WF. Factors associ-
ated with substance use during pregnancy: results from a national 
sample. Drug Alcohol Depend. 2009;99(1–3):89–95. doi: 10.1016/j.
drugalcdep.2008.07.010

12.	 Hutchins E, Dipietro J. Psychosocial risk factors associated with 
cocaine use during pregnancy: a case–control study. Obstet Gyne-
col. 1997;90(1):142–147. doi: 10.1016/S0029-7844(97)00181-6

13.	 Terplan M, Kennedy-Hendricks A, Chisolm MS. Prenatal sub-
stance use: exploring assumptions of maternal unfitness. Subst 
Abuse. 2015;9(Suppl 2):1–4. doi: 10.4137/SART.S23328

14.	 Jarlenski M, Minney S, Hogan C, Chang JC. Obstetric and pedi-
atric provider perspectives on mandatory reporting of prenatal 
substance use. J Addict Med. 2019;13(4):258–263. doi: 10.1097/
ADM.0000000000000489

15.	 Lensch AC, Hairston E, Carter G, Jones HE. Pregnant pa-
tients using opioids: treatment access barriers in the age of 
COVID-19. J Addict Med. 2022;16(1):e44–e47. doi: 10.1097/
ADM.0000000000000826

16.	 Shadowen C, Wheeler R, Terplan M. Patient and provider knowl-
edge of and attitudes toward medical conditions and medication 
during pregnancy. Addict Sci Clin Pract. 2021;16(1):22. doi: 10.1186/
s13722-021-00228-8

Electronically published January 4, 2023.
Address correspondence to Marvin S. Swartz (marvin.swartz@duke.
edu). 
N C Med J. 2023;84(1):11-13. ©2023 by the North Carolina 
Institute of Medicine and The Duke Endowment. All rights reserved. 
0029-2559/2023/84107 


