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Background
Between 1999 and 2014, the rate of opioid use disorder (OUD) among women who
gave birth at United States hospitals more than quadrupled during 1999 to 2014.1 This
rise in OUD in pregnant women corresponds with an escalation in the prevalence of
Neonatal Abstinence Syndrome (NAS), increasing nearly seven-fold between 2000 and
2014.2 Among women entering treatment for substance use disorder (SUD)--which
includes but is not limited to OUD--approximately 70% have children.3 In recent years,
clinicians and policymakers have become increasingly interested in supporting familycentered OUD treatment approaches that provide comprehensive services to pregnant
and parenting women and their family members.
EXHIBIT 1. Program Framework
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Family-Centered Medication-Assisted Treatment
Family-centered treatment programs recognize women’s roles as primary caregivers
and provide services for women, their children, fathers, and other family members.
Services are delivered during pregnancy for women who are pregnant and ideally
continue up to one year after delivery, and even longer in order to help support women
in recovery. Clinical services include evidence-based treatment such as MedicationAssisted Treatment (MAT) as well as a range of physical health, mental health, and
SUD services. Family-centered care is also comprehensive and emphasizes linkages
with non-clinical support services such as housing, transportation, employment, and
child care.

Challenges to Expanding Access to Family-Centered Treatment
In order to reduce barriers and expand access to OUD treatment for pregnant and
parenting women, policymakers face several challenges.










Workforce Capacity: Many state policy officials report shortages across all
types of addiction treatment professionals, which they attributed to insufficient
training for clinical and non-clinical professionals in addiction medicine and to
limited applicant pools.
Funding Concerns: Insufficient block grant funding for pregnant and parenting
women has raised concerns about the availability of SUD services, particularly
inpatient residential care, in future years. Additionally, limited sustainability of
new funding opportunities for the opioid epidemic has left some providers
reluctant to expand and experiment with new service delivery models.
Coverage Challenges: According to policy officials and providers, private and
public insurance programs do not typically reimburse for case management or
support services provided by non-clinical professionals such as peer recovery
coaches, patient navigators, lactation consultants, and child life specialists.
Provider Reluctance to Provide MAT: Despite guidelines4,5,6 indicating that
MAT is the recommended best practice in treating pregnant women, state policy
officials asserted that provider resistance to provide MAT points to ongoing
stigma and inhibits states’ efforts to expand access.
Fear of Criminal Prosecution: In some states substance use by pregnant
women has to be reported by providers to law enforcement and can even be
used as grounds for civil commitment. The practice of characterizing OUD as
criminal behavior can prevent women from seeking treatment and re-enforces
stigma, according to providers and academic researchers.
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Family-Centered Treatment is Effective
 As compared to a Medicaid comparison group, participants in the Maternal Opiate
Medical Supports (MOMS) program in Ohio which provides maternal care home for
women with OUD were significantly more likely to receive MAT during all trimesters
of pregnancy and postpartum.
 MOMS participants were more likely to receive prenatal and postpartum behavioral
health care.
 Findings of maltreatment, including neglect and abuse, were less common among
families in the MOMS program.

Opportunity for Policymakers













Many states and programs focus on treatment during pregnancy but do not
extend services to women after delivery, despite treatment in the postpartum
period being critical to prevent relapse. Some states like New Mexico used
Medicaid 1115 waivers, others like Texas used state dollars to fund services for
postpartum women in recovery.
While services for infants and younger children are incorporated into many
comprehensive treatment models, few state programs offer care to older children
and partners. There is a need for additional programming for adolescent children,
fathers, co-parents, and other key family members.
Research examining integrated primary care/OUD treatment models that improve
outcomes for women, partners, and children would help advance the
implementation of family-centered programs nationwide.
Alternative payment models, like the recently announced MOM model,6 could
allow providers greater flexibility in designing programs that support case
managers, peer recovery specialists, and other non-clinical support professionals
and services deemed essential to facilitating family-centered care.
Flexible funding streams would allow states to allocate resources to their highest
priority substance use issues, such as methamphetamine misuse, and not only
OUD among women.
Innovative practices for integrating housing supports into treatment programs
could help improve recovery outcomes for pregnant and postpartum women.
Provider education, especially around the use of MAT as a best practice for
treating pregnant and parenting women with OUD, is fundamental to improving
access to services. Mentorship of newly waivered physicians has proven
successful to increase their comfort in treating pregnant women.
Formal and informal partnerships among state agencies that serve this
population can address many of the barriers to consistent treatment that social
risk factors, like housing, food, and transportation insecurity can present.
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