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The Lived Experience of Postpartum Women Attending

Outpatient Substance Treatment for Opioid or Heroin Use
Donna Proulx!, PhD, RN, CCRN-CSC ‘¥, Heidi Collins Fantasia?, PhD, RN, WHNP-BC

Introduction: The current opioid crisis and associated heroin epidemic have exhausted the limited community services that are available to
substance users, with only about 12% of substance use treatment facilities offering special programs for pregnant women. Little information is
known about the lived experience of postpartum women in outpatient substance use treatment programs, who are working toward abstinence
and caring for a newborn. The purpose of this phenomenological study was to explore the lived experience of postpartum women attending
outpatient substance use treatment for illicit opioid or heroin use.

Methods: Individual interviews were conducted between December 2017 and November 2018, with 10 postpartum women with opioid use dis-
order (OUD) engaged in outpatient substance use treatment programs. A 4-step conceptual framework as suggested by Moustakas was used to
understand and synthesize the lived experiences shared by the women.

Results: Five themes emerged from the raw data: the presence of a stigma in providers of health care services, a fear of being reported to family
services, children are primary motivators to remain engaged in treatment, concern for the welfare of the infant, and barriers to treatment.
Discussion: Postpartum women with OUD and their infants have complex needs that may best be served by treatment programs that offer
comprehensive care. The fear of being reported to family services and possible loss of custody influenced all aspects of their decision-making.
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INTRODUCTION learning how to breastfeed,” postpartum women with OUD
have an elevated risk of being diagnosed with a behavioral
health disorder (depression, anxiety),® intimate partner vio-
lence (IPV),>!? social adversity (poverty, food insecurity),"
or substance use relapse.”? In fact, women with OUD over-
dose more frequently in the postpartum period when com-
pared with pregnancy; the highest rate occurring at 7 to 12
months postpartum.'® This higher rate of opioid overdose in
the postpartum period may be attributed to the loss of prena-
tal resources, a woman’s sense of shame and stigma related to
withdrawal symptoms in her opioid-exposed infant, and a lack
of specialized services available to postpartum women with
OUD." This vulnerability during the postpartum period un-
derscores the need for access to comprehensive care, includ-
ing behavioral health services, substance use treatment, and

The prevalence of OUD among pregnant women in the relapse prevention programs.

United States quadrupled between 1999 to 2014, increasing " Local ICIOfnr.nun(iities arz ;haller;ged to find ways to meet
from 15 to 6.5 per 1,000 hospital births.® For childbear- t.e overwhelming cemand for st sFance use 'Freatment ser-
vices, with only 23% of facilities offering specialized programs

for pregnant and postpartum women." In addition to the
lack of community resources, prescriber expertise to care for
perinatal women with OUD can further restrict treatment
options.!!® Further exploration of the experience of postpar-
tum women with OUD engaged in outpatient substance use
treatment can lend insight to the lived experience of these

Each day in the United States, 128 persons die from an opioid
overdose." As of 2017, nearly 10 million people had an opioid
use disorder (OUD) associated with prescription pain reliev-
ers, with 808,000 cases being related to heroin use.> Among
individuals who use heroin, 80% reported initial prescription
opioid misuse.> Substance use affects men and women dif-
ferently, partially influenced by biologic differences and soci-
etal gender roles.* According to researchers from the US De-
partment of Health and Human Services Office of Women’s
Health, opioid overdose deaths have increased 218% in men
and 471% in women over the last 15 years.? This significant in-
crease in the number of opioid-related deaths in women high-
lights the critical need for understanding the lived experiences
of women with OUD.

ing women with OUD, the postpartum period represents a
time of increased vulnerabilities. In addition to the need for
a woman’s physical recovery, adaption to parenthood, and
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interviewed.

decision-making.

treatment programs.

4 The perception of being treated differently once a substance use history was disclosed was reported by 9 of the 10 women

4 The fear of being reported to child services and losing custody of their child or children guided all aspects of a new mother’s

4 Children are the primary motivator to retain postpartum women in opioid use disorder (OUD) outpatient substance use

4 Clinicians who serve this population should be familiar with institutional and local policy related to at-risk reporting.

4 Provider education for new and existing clinicians should include OUD content and clinical competency training.

framework proposed by Moustakas was specifically cho-
sen because it supports the critical value of “returning to self
to discover the nature and meaning of things as they appear
and in their essence.”P2) This specific phenomenological
approach guided the exploration of the lived experiences
shared by postpartum women in outpatient treatment for
opioid and heroin use and allowed a deep exploration of some
of the most marginalized women in the United States.’®"
Although a full description of this method is beyond the
scope of this article, briefly, the Moustakas framework affords
for the setting aside of biases, the deep evaluation of findings,
the continuous analysis of participant statements, and the
synthesis of meaning into unified statements."”

Participants were recruited from 2 outpatient substance
treatment programs in the northeastern United States that
offered comprehensive care to pregnant and postpartum
women. Treatment included access to behavioral health
prescribers and medication for OUDs (MOUD). One of the
treatment centers offered no-cost on-site child care (during
scheduled group sessions) and a food pantry to serve the
intersecting needs of the new mothers. Participants were
recruited by flyers posted at both facilities. One site allowed
the researcher to introduce the study to potential participants
with a brief in-person overview at the start of a group treat-
ment session. Postpartum women who were interested in the
study contacted the researcher directly.

Study approval was obtained from institutional review
board of the study authors, and a Certificate of Confidentiality
protecting participant statements was secured from the Na-
tional Institutes of Health, National Institute on Drug Abuse.
Study recruitment efforts took place between December 2017
and November 2018. Inclusion criteria were (1) ability to speak
and read English, (2) postpartum within 6 months of birth, (3)
age between 18 and 50 years, (4) currently enrolled in an out-
patient substance use treatment program, and (5) have a self-
reported use of opiates or heroin (in isolation or part of poly-
drug use). A maximum of 6 months postpartum was selected
to enhance the accuracy of participant recall. Women were el-
igible regardless of child custody or whether their treatment
plan included MOUD. Women with a history of IPV or other
abuse or mental health disorders were not excluded, as these
are common co-occurring conditions with OUD. Data satu-
ration was approached after 8 women were interviewed, and
2 additional interviews were conducted to validate no new in-

212

formation contributed to the phenomenon under exploration.
The final sample included 10 women.

A study overview was provided by the principal investi-
gator prior to obtaining written informed consent, including
study purpose and the right to withdraw at any time or de-
cline to answer questions without impact on their treatment.
A brief demographic questionnaire was completed prior to
each interview. At site 1, interviews took place in a private
room located at the treatment facility, immediately before or
after a group session. Interviews with women from site 2 were
required to be off site and took place in a private room in
a nearby church or, weather permitting, outside in a private
location.

All participants agreed to be audio-tape recorded, and
none of the participants asked to have the recording stopped
or information omitted. An interview guide was used for all
sessions and started with the general question: “Tell me about
your experience as a mother receiving substance use treat-
ment.” This broad question allowed women to direct the con-
versation toward their lived experience and provide rich de-
scription in their own words. Probing questions such as “tell
me more” or “can you talk more about...” were used to more
deeply explore experiences. All 10 of the women completed
the entire interview, and 9 had their infant present. Partici-
pants were remunerated with a $25 gift card as appreciation
for their time.

Interviews were transcribed verbatim by a professional
transcriptionist who signed a confidentiality statement. To
protect privacy, participants were assigned a pseudonym us-
ing a list of retired female hurricane names. To further pro-
tect identity, participants are referred to as 1 to 10 in this re-
port. Transcription and review of participant narratives were
done immediately following each interview to promote im-
mersion in the data and continual analysis of transcripts.
All textual data were imported into NVivo 12 to assist with
data management.?’ During data analysis, transcripts were
reviewed, and raw data reflecting similar participant experi-
ences were labeled as a node in the software. Individual state-
ments within each node were reviewed for accuracy and com-
pletion, consistently referring back to the raw data. Themes
were developed and continually contrasted with raw data to
identify similarities and differences in participant lived expe-
riences. Self-reported demographic data were entered into an
Excel spread sheet under the assigned pseudonym.
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Table |. Participant Demographic Characteristics of Postpartum Women (n = 10)

Characteristics Value
Age,y

Range (mean) 23-33 (26.4)
Race, n (%)

White 10 (100)
American Indian 1(10)
African American 1(10)
Hispanic or Latino, n (%)

Yes 1(10)
No 9 (90)
Marital status, n (%)

Married 1(10)
Never married 5(50)
In a relationship 4 (40)
Highest grade completed, n (%)

Grade 9-11 (some HS) 1(10)
Grade 12 or GED (HS graduate) 4 (40)
1-3 yr college (or tech school) 5 (50)
Employment status, n (%)

Yes 2(20)
No 8 (80)
Infant or newborn age, n (%), wk

2-10 8(80)
11-20 2 (20)
MOUD treatment, n (%)

Methadone 1(10)
Buprenorphine and naloxone (Suboxone) 9 (90)
Ever diagnosed with mental health condition or psychiatric condition,” n (%)

Yes' 5(50)
No 5(50)

aAbbreviations; GED, General Educational Development; HS, high school; MOUD, medication for opioid use disorder.

, Participants could include more than one diagnosis.

Depression 3, posttraumatic stress disorder 3, anxiety 4, attention-deficit/hyperactivity disorder 1, bipolar disease 3.

Multiple validation strategies were used to strengthen
rigor and trustworthiness. The principal investigator used
bracketing to set aside any preexisting personal beliefs or bi-
ases related to women with an OUD.? Bracketing has been
described as the process of actively suspending one’s personal
beliefs and experiences, so interpretation of the new data is
not seen through the lens of a prior experience.” This was
accomplished by having the researcher dedicate time imme-
diately before each participant interview to self-reflect and
document any thoughts related to prior experiences, in an ef-
fort to partition previous experiences from any potential new
data. Field notes were documented after each interview to en-
sure accurate recall and to note any preliminary thoughts or
unexpected findings. Additionally, coding and final themes
were verified by 2 PhD-prepared researchers with expertise
in women’s health and qualitative research. Member check-
ing was not used because of the sensitive nature of the re-
search topic. Any concerns about the meaning of participants’
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statements were discussed and resolved with the research
team prior to establishing the final themes.

RESULTS

The women ranged in age from 23 to 33 years (mean age, 26.4;
Table 1). Most women identified as white and non-Hispanic,
which is representative of the racial and ethnic characteris-
tics of the geographical area where the study was conducted.
Most of the women were unemployed, single, and had earned
a high-school diploma or completed some college. All of the
women were receiving MOUD as part of their care and half
reported one or more mental health conditions. Nine of the
10 women cared for other children at home.

Five broad themes emerged as central to the lived ex-
perience of women who were postpartum, parenting, and
receiving treatment for OUD. The themes represented the
complex lives of these women as they worked through the
process of recovery and included experiences of (1) stigma,
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(2) fear of being reported, (3) children are the primary mo-
tivation for staying in treatment, (4) concern for the welfare
of the infant, and (5) barriers to receiving treatment. The
women reflected on their experiences while pregnant and in
the hospital after birth. These experiences during and imme-
diately after pregnancy framed how they viewed their lives as
mothers.

Experience of Stigma

The experience of stigma from health care providers and the
general public was a predominant focus for these women.
The encounters they shared involved pharmacists, future em-
ployers, treatment counselors, nurses, and other members of
the health care team. The women reported incidents of be-
ingjudged or treated differently when filling MOUD prescrip-
tions (especially when using public insurance), accusations
of intentional harm to their unborn child, and being looked
at differently by staff when MOUD treatment was disclosed.
Other women were denied employment because of substance
use or criminal records.

One participant stopped using heroin during her most re-
cent pregnancy and continued with her previously prescribed
MOUD to control cravings and minimize withdrawal symp-
toms. She shared her experience of stigma from the nursing
staff:

I'm waiting to get induced and ... I started doing my makeup to
kill time and I use like powder bronzer or whatever, and some of
it spilled on the table. The nurse came in and was like freaking
out, saying it was drugs. Security was called to rifle through all
of my belongings and it was all over makeup. Like, it’s supposed
to be one of the most important days of my life and a kind of like
ruined it.

Fear of Being Reported

The women shared their fear of being reported to the local
family services agency despite being in a treatment program,
and 3 women specifically shared they were given inconsistent
information about required reporting to family services. The
fear of being reported guided all decision-making for most of
the women.

One participant discussed her experience of being re-
ported to family services after the birth of her newborn and
being labeled as an at-risk parent. She expressed her frustra-
tion that this contradicted the information she was given at
time of treatment engagement when she was reassured that
treatment would protect her from interaction with family ser-
vices. She shared:

They told me since I was on methadone that they were going to
report me to the authorities. I was like well, they told me that
because I was here and on methadone, they won’t report me
to the authorities. Well, that'’s a crock of crap because they did
report me. They reported me as an at-risk parent. I was doing
my groups and everything I was supposed to, and I was still re-

ported.

As a result of this continued fear of being reported, a few
participants also described that this persistent level of anxi-
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ety had exacerbated other preexisting mental health disorders.
One participant reported 2 of her 3 medications used to man-
age her behavioral health conditions were discontinued by her
prescriber at the discovery of her pregnancy, and needed to
be swiftly resumed in the postpartum period, because of ex-
acerbated anxiety related to the fear of being reported and a
positive depression screening.

Children are Primary Motivator to Stay in Treatment

Nine of the 10 women identified their children as the moti-
vation for continuing treatment. The women described per-
sonal hardships and sacrifices they had to overcome to re-
gain custody of their children, with some efforts spanning
several years. These included transitioning from homeless-
ness to stable housing, obtaining a driver’s license, and serial
drug testing to demonstrate abstinence. One participant de-
scribed a cascade of events including homelessness, loss of
unemployment, health insurance, and loss of custody of her
children, including one child born prematurely with multi-
ple health issues. She expressed her motivation to remain in
treatment:

My kids, definitely......one-hundred percent the baby ... I am
trying to get my son back ... if I got a place tomorrow I could go
to the court and file the petition and I could get him right back.
But just the apartment I am staying in isn’t big enough.

Concern for Welfare of the Infant

Some of the participants were new to treatment and relied
on the services of the treatment center to provide assistance
with housing, clothes, and food. Other women described how
they had reclaimed their independence and were working
toward regaining child custody. The women voiced concerns
regarding the effects of substance use on their neonate’s
health, meeting the newborns needs, and learning to care
for their newborn. Several of the women reported cutting
back on the amount of heroin they used during pregnancy;,
whereas other women spoke about the conflicting nature
of continuing to use heroin only when needed to relieve
cravings and prevent withdrawal symptoms. One partici-
pant explained how she tried to decrease the amount and
frequency of heroin use to minimize the effects on the fetus:
“I was thinking I don’t want to hurt my baby, but sometimes
the cravings were too much. I would try and cut down the
amount... so the baby is not born addicted. It’s not fair to
the baby.” This participant also explained how she chose to
take her daughter to medical specialist appointments over
attending substance use treatment for herself, explaining
the treatment center would not allow her to continue if
she missed a session. Two participants also described their
internal conflict of engaging in prescribed MOUD at the
recommendation of their health care provider, against pres-
sure from the baby’s father not to continue, because of the
potential in utero effects. Another participant shared she
was thankful for the extended hospital stay required for
neonates born with neonatal abstinence syndrome (NAS),
allowing her extra time to learn how to bathe and care for her
newborn.
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Barriers to Attending Treatment

The participants in this study identified cost, lack of aware-
ness of treatment facilities, lack of health care insurance, and
prolonged wait times for treatment as barriers to treatment,
which delayed treatment. One participant who lost employ-
ment and health insurance coverage alternated between pur-
chasing the prescribed MOUD and using heroin, in an effort
to avoid withdrawal. Another participant shared her struggle
of locating treatment services for her heroin addiction, fearful
she was going to relapse or attempt suicide.

Ive tried to kill myself two times in the past ...I knew my head
wasn’t right and I didn’t want to shoot up heroin anymore. I
ended up having to say I felt like I was going to commit suicide
so they would take me to the emergency room at the hospital
and I could get treatment ... The problem is as soon as I tell
them I have attempted to commit suicide before they no longer
are willing to take you in a treatment program.

Participants who were currently receiving substance use
treatment through an integrated delivery network shared they
remained in treatment because of the combination of services
in one location (obstetrics, behavioral health services, and
MOUD prescribing). This allowed for streamlined appoint-
ments and the ability to balance other competing family duties
and childcare. Participants who were unaware of their preg-
nancy prior to the birth were offered outpatient substance use
treatment in the immediate postpartum period.

DISCUSSION

The postpartum women in this study shared their experiences
as they were lived and provided first-hand accounts of their
lives during the perinatal period. The experience of stigma
was a main theme shared by the women, who were in vary-
ing stages of treatment. For some women, this was their first
engagement in substance use treatment; other women had
relapsed and returned to treatment. The women described
feeling unequal, being judged or treated differently by mem-
bers of the health care team once their history of opioid
or heroin use was disclosed. The presence of stigma among
health care providers when rendering care to perinatal women
with substance use has been well documented.'>**** Ren-
barger et al** and O’Rourke-Suchoff et al*® both reported
that women with OUD experienced disparaging comments or
stigmatizing behaviors from members of the health care team
while receiving care related to pregnancy. These findings sug-
gest a common experience when women with OUD interact
with members of the health care team during the perinatal
period.

The fear of being reported to the authorities and poten-
tial for loss of child custody guided all decision-making. This
influenced where and when to seek treatment and whether
to use medication. These findings are consistent with the
outcomes of previous research of women in the postpar-
tum period, which identified fear of loss of custody of chil-
dren if their substance use is discovered during pregnancy or
postpartum?* and the perception that child protective services
case workers could hold a biased view of women they were
assigned to work with.”> One women in this study reported
the exacerbation of mental health issues, secondary to anx-
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iety and fear of being reported to child protective services.
The tandem presence of anxiety in postpartum women with
OUD has been previously reported®2; however, the associ-
ated of mental health issues and fear of being reported to child
protective services warrants further exploration. Previous re-
search finding suggests that psychological distress induced by
a modifiable risk factor in the first year postpartum can be
lessened by providing targeted interventions designed to min-
imize the effects of a trigger and decrease the burden of a neg-
ative outcome."

The health and welfare of their children were of primary
concern to the women, and their children served as the main
motivator for almost all of the women to remain engaged in
substance use treatment. The participants shared their con-
cern of exposing their unborn child to the potential adverse
effects of opioid and heroin use. This finding is similar to
the findings of the study by Van Scoyoc and associates,?”
who noted concern related to the impact of substance use on
a developing fetus among women attending substance use
treatment. The women also shared their ambiguity about fol-
lowing the recommendation of their health care providers to
continue with MOUD after pregnancy was discovered or re-
frain from engagement because of the contrasting opinion of
the father. This sphere of influence should be further explored
in postpartum women in treatment to determine the percent-
age of variance explained by these variables on such a critical
decision.

The women shared experiences related to a deficit in
knowledge on how to best care for their infant. National data
suggest there is a gap in the availability of specialized services
offered as part of comprehensive care to postpartum women
with OUD.M Offering new-mother education with other key
services as part of a comprehensive care treatment program to
postpartum women with OUD has the potential to fill a gap
in care and improve infant outcomes.

The lived experiences shared by the women in this study
have provided insight to the transition to motherhood while
managing an OUD. Health care professionals who provide di-
rect care to postpartum women with OUD should be knowl-
edgeable about OUD and maintain competency in all skills
required to best care for this population. Midwives and
other health care professionals providing care to postpar-
tum women with OUD have the potential to make a differ-
ence in the lives of these women. This requires an examina-
tion of personal biases and self-awareness related to OUD to
provide care that is comprehensive and nonjudgmental. Im-
plicit bias training may be one strategy, especially when used
with additional approaches such as trauma-informed care. Al-
though the women in this study did not discuss IPV or sex-
ual violence, these are previous or co-occurring events for
up to 70% of women with OUD.2->?* Health care providers
should recognize that not all women will disclose violence,
but this history could be considered when caring for women
with OUD.

It is essential that health care providers also have cur-
rent knowledge about mandatory reporting laws. These vary
by state, and women need to understand how reporting laws
may affect them. This is critical to ensure women are pro-
vided with accurate information to make informed decisions,
and trust is not lost. Health policy related to mandatory
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reporting laws for pregnant and postpartum women with
OUD should be evidence-based and therapeutic in nature.
States with punitive reporting policies have higher rates of
NAS, possibly the consequence of women avoiding care out
of fear of being reported.?®

Limitations

The results of this phenomenological research are limited to
the experience of women who used opioid and heroin and
were engaged in outpatient drug treatment after the birth of
their newborn. Although saturation was reached, the sample
was small and homogenous. The focus of this research was
on opioid use, so women with other substance use disorders
were not represented. Additionally, the results are limited to
the lived experience of women in one geographical area and
may not be transferrable to women in other parts of the United
States, where the landscape of drug availability and treatment
options may be different.

Despite these limitations, this study had notable strengths.
A phenomenological approach allowed the women’s voices to
be heard and captured their experience with opioid recovery
and transition to parenting in their own words. These first-
hand accounts confirm the results of similar studies, add to
our knowledge of women with OUD, and provide insight into
areas for improvement of care for postpartum women engaged
in outpatient treatment programs.

CONCLUSION

The results of this study provide valuable insight into the lived
experiences of women who have an OUD and are also ad-
justing to motherhood. Many of the women reported experi-
encing judgment and stigma from health care providers, even
when following all treatment guidelines and adhering to su-
pervised MOUD. Several of the women who shared their hos-
pital experiences were disheartened not only by the percep-
tion of being treated differently but the missed opportunity
of the anticipated “best day of my life” to actually being the
“worst day of my life.” The fear of being reported to family
services and possible loss of custody influenced all aspects of
their decision-making. Health care providers should consider
these first-hand accounts when interacting with women and
use insights generated from this research to improve care for
childbearing women with OUD.

ACKNOWLEDGMENTS

The researchers would like to express sincere appreciation
to the postpartum women represented in this study who are
struggling with opioid and heroin addiction, and gave of their
time to share their lived experience. Your insight, perception,
and experiences have provided us with a foundation to move
forward with improving care for the future. Dr. Ainat Ko-
ren is recognized for her review of the research coding and
themes.

CONFLICT OF INTEREST

The authors have no conflicts of interest to disclose.

216

REFERENCES

1.Centers for Disease Control and Prevention. Understanding the Epi-
demic. Accessed April 2, 2020. https://www.cdc.gov/drugoverdose/
epidemic/index.html
2.Substance Abuse and Mental Health Services Administration. Key
Substance Use and Mental Health Indicators in the United States:
Results from the 2018 National Survey on Drug Use and Health.
Substance Abuse and Mental Health Services Administration;
2019. Accessed June 21, 2020. https://www.samhsa.gov/data/sites/
default/files/cbhsq-reports/NSDUHNationalFindingsReport2018/
NSDUHNationalFindingsReport2018.pdf
3.National Institute of Health National Institute on Drug Abuse. Drug
facts: Heroin. Accessed April 2, 2020. https://www.drugabuse.gov/
publications/drugfacts/heroin
4.McHugh K, Votaw V, Sugarman D, Greenfield SF. Sex and gender dif-
ferences in substance use disorders. Clin Psychol Rev. 2018;66:12-23.
5.US Department of Health and Human Services. Final Report, Opioid
Use, Misuse, and Overdose in Women. US Department of Health and
Human Services; 2017. Accessed March 18, 2020. https://www.rmtlc.
org/wp-content/uploads/2017/08/final-report-opioid-508.pdf
6.Haight S, Ko J, Tong V, Bohm MK, Callagan WM. Opioid use disor-
der documented at delivery-hospitalization United States, 1999-2014.
MMWR Morn Mortal Wkly Rep. 2018;67(31):845-849.
7.Henshaw E, Cooper M, Jaramillo M, Lamp JM, Jones AL, Wood TL.
“Trying to figure out if you’re doing things right and where to get the
info”: parents recall information and support needed during the first
6 weeks postpartum. Matern Child Health. 2018;22(11):1668-1675.
8.Corr T, Schaefer E, Hollenbeak C, Leslie DL. One-year postpartum
mental health outcomes of mothers of infants with neonatal absti-
nence syndrome. Matern Child Health ]. 2020;24(3):283-290.
9.Cizmeli C, Lobel M, Harland K, Saftlas A. Stability and change in types
of intimate partner violence across pre-pregnancy, pregnancy, and
the postpartum period. Womens Reprod Health (Phila). 2018;5(3):153-
169.
10.Pallatino C, Chang J, Krans E. The intersection of intimate partner
violence and substance use among women with opioid use disorder.
Subst Abus. 2019:1-8.
11.Adynski H, Zimmer C, Thorp J Jr, Santos HP Jr. Predictors of psycho-
logical distress in low-income mothers over the first postpartum year.
Res Nurs Health. 2019;42(3):205-216.
12.Gopman S. Prenatal and postpartum care of women with substance
use disorders. Obstet Gynecol Clin North Am. 2014;41(2):213-228.
13.Schiff D, Nielson T, Terplan M, et al. Fatal and nonfatal overdose
among pregnant and postpartum women in Massachusetts. Obstet Gy-
necol. 2018;132(2):466-474.
14.Meinhofer A, Hinde J, Ali M. Substance use disorder treatment ser-
vices for pregnant and postpartum women in residential and outpa-
tient setting. J Subst Abuse Treat. 2020;110:9-17.
15.Greenfield S. Women and opioid disorders. Am ] Addict.
2018;27(8):646-647.
16.Meyer M, Phillips J. Caring for pregnant opioid users in Vermont: a
potential model for non-urban areas. Prev Med. 2015;80:18-22.
17.Moustakas C. Phenomenological Research Methods. Sage; 1994.
18.Bruner C, Johnson K. Federal Spending on Prenatal to Three: Develop-
ing a Public Response to Improving Developmental Trajectories and Pre-
venting Inequities. Center for the Study of Social Policy; 2018. Accessed
March 30, 2020. https://cssp.org/wp-content/uploads/2018/08/CSSP-
Prenatal-to-Three.pdf
19.Lee N, Boeri M. Managing stigma: women drug users and recovery
services. Fusio. 2017;1(2):65-94.
20.QRS International. NVivo qualitative data analysis software. Accessed
April 2, 2020. https://www.gsrinternational.com/nvivo- qualitative-
data-analysis-software/about/nvivo
21.Creswell J. Qualitative Inquiry & Research Design. Choosing Among
Five Approaches. 3rd ed. Sage; 2013.
22.Renbarger K, Shieh C, Moorman M, Latham-Mintus K, Drauker C.
Health care encounters of pregnant and postpartum women with sub-
stance use disorders. West | Nurs Res. 2020;42(8):612-628.

Volume 66, No. 2, March/April 2021


https://www.cdc.gov/drugoverdose/epidemic/index.html
https://www.cdc.gov/drugoverdose/epidemic/index.html
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHNationalFindingsReport2018/NSDUHNationalFindingsReport2018.pdf
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHNationalFindingsReport2018/NSDUHNationalFindingsReport2018.pdf
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHNationalFindingsReport2018/NSDUHNationalFindingsReport2018.pdf
https://www.drugabuse.gov/publications/drugfacts/heroin
https://www.drugabuse.gov/publications/drugfacts/heroin
https://www.rmtlc.org/wp-content/uploads/2017/08/final-report-opioid-508.pdf
https://www.rmtlc.org/wp-content/uploads/2017/08/final-report-opioid-508.pdf
https://cssp.org/wp-content/uploads/2018/08/CSSP-Prenatal-to-Three.pdf
https://cssp.org/wp-content/uploads/2018/08/CSSP-Prenatal-to-Three.pdf
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/about/nvivo
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/about/nvivo

23.0’Rourke-Suchoff D, Sobel L, Holland E, Perkins R, Saia K, Bell S.
The labor and birth experience of women with opioid use disorder:
a qualitative study [published online January 25, 2020] Women Birth.
https://doi.org/10.1016/j.wombi.2020.01.006

24.Stone R. Pregnant women and substance use: fear, stigma, and barriers
to care. Health Justice. 2015;3(2):2-17.

25.Falletta L, Hamilton K, Fischbein R, Aultman J, Kinney B, Kenne D.
Perceptions of child protective services among pregnant or recently
pregnant, opioid-using women in substance abuse treatment. Child
Abuse Negl. 2018;(79):125-135.

Journal of Midwifery & Women’s Health « www.jmwh.org

26.Flaherty L, Matone M, Passarella M, Lorch S. Mental health of moth-
ers with neonatal abstinence syndrome and prenatal opioid exposure.
Matern Child Health J. 2018;22(6):841-848.

27.Van Scoyoc A, Harrison JA, Fisher PA. Beliefs and behaviors of preg-
nant women with addictions awaiting treatment initiation. Child Ado-
lesc Social Work J. 2017;34(1):65-79.

28.Faherty LJ, Kranz AM, Russell-Fritch J, Patrick SW, Cantor J, Stein
BD. Association of reporting state policies related to substance use in
pregnancy with rates of neonatal abstinence syndrome. JAMA Netw
Open. 2019;2(11):¢1914078.

217


https://doi.org/10.1016/j.wombi.2020.01.006

