
	
	

	
	

 
Access Is Power:   

Opioid Use Disorder and Reproductive Health  
  

Background  
 

Opioid use and abuse in the United States has rapidly increased over the past two 
decades, leading to a public health crisis. The prevalence of opioid use disorder 
(OUD) among pregnant women doubled between 1998 and 2011 (from 1.7 per 
1,000 delivery admissions to 3.9 per 1,000).1  
 
As the incidence of OUD in pregnancy has increased, so too has the number of 
infants born with neonatal abstinence syndrome (NAS). The incidence of NAS in the 
United States quadrupled from 1999 to 2013 (from 1.5 per 1,000 births to 6.0 per 
1,000).2 NAS refers to the withdrawal symptoms exhibited by infants who are 
exposed to substances (such as opioids, benzodiazepines, and methamphetamines) 
in utero. These symptoms include irritability, poor sleeping and feeding, high-
pitched cry, diarrhea, and seizures. Though rarely fatal, NAS can lead to significant 
distress, extended hospital stays, and prolonged treatment with medications 
including methadone and morphine.3 These medications and prolonged 
hospitalizations, often in the neonatal intensive care unit, have a large financial 
impact. In 2012, an infant with NAS had an average hospital stay of 17 days and an 
average bill of $66,700 (compared to 2.1 days and $3,500 for a healthy term 
infant). The medical bills for all infants treated for NAS that year totaled $1.5 
billion, 80 percent of which was financed by Medicaid.4  
 
In addition to medical and economic costs, substance use disorder (SUD)i has 
negative social outcomes for families as well. From 2012 to 2016, there was a 10-
percent increase in the number of children entering foster care nationally, which 
has been largely attributed to the opioid epidemic. For the average county, a 10 
percent rise in drug overdose deaths between 2011 and 2016 was correlated with a 
2.2 percent increase in maltreatment reports and a 4.4 percent increase in foster 
care placements.5 While Child Protective Services aims to keep families intact, 
foster placements occur when parents are unable to balance caring for their 
children and successfully treating their addiction. Many of these children have 
																																																													
i Though SUD and OUD are not interchangeable terms, they are both used here because substance 
use disorder is the broader category of which opioid use disorder is a specific type, and many people 
who have OUD use and abuse additional substances including methamphetamines, cocaine, tobacco, 
marijuana, and alcohol. 
 



	
	

	

“At a minimum, women 
should receive non-coercive 
contraceptive counseling 
and the option to leave the 
hospital with a prescription 
for contraception, 
contraceptive supplies, or a 
contraception plan.”i	

behavioral and mental health concerns due to experiencing abuse and/or neglect 
prior to placement, as well as being separated from their parents. The increase in 
children entering foster care also puts strain on state child welfare systems that are 
already struggling to meet the needs of the families they serve.  
 
Among all women of childbearing age, 45 percent of pregnancies are unplanned;6 
however, as many as 86 percent of pregnancies among women with OUD are 
reported as unplanned.7 Given the increased risk of unplanned pregnancy in this 
population, one primary prevention strategy for reducing the incidence of NAS and 
utilization of the foster system that states and communities should consider is to 
address the reproductive health needs of individuals with SUD.8 For women not in 
recovery, many barriers including cost, fear of mistreatment, and lack of 
transportation, contribute to a high rate of unplanned pregnancy. Even for those in 
recovery, barriers remain. 
 
Substance Use Treatment and Reproductive Health 
 
In 2018, the U.S. Substance Abuse and 
Mental Health Services Administration 
(SAMHSA) issued Clinical Guidance for 
Treating Pregnant and Parenting Women 
with OUD and Their Infants that 
underscores the importance of health 
care professionals discussing various 
forms of contraception with all women, 
including those with OUD, before they 
are discharged from the hospital. This is 
critical to preventing unplanned 
pregnancies and reducing the incidence  
of infants born with NAS. The SAMHSA 
guidelines advise providers to encourage 
pregnant women in treatment to 
consider planning future pregnancies 
with the support of the health care team.  
 
For women who have just given birth in the hospital, SAMHSA recommends “Each 
new mother should have the option to receive a long-acting reversible 
contraceptive (LARC) prior to leaving.” This is in accordance with the American 
College of Obstetricians and Gynecologists, the American College of Nurse-
Midwives, and other nurse professional societies that recommend offering 
immediate postpartum LARC to reduce unintended or short-interval pregnancy. “At 
a minimum,” SAMHSA advises that “women should receive non-coercive 
contraceptive counseling and the option to leave the hospital with a prescription for 
contraception, contraceptive supplies, or a contraception plan [emphasis added].”9  
 
However, evidence suggests that these vital conversations are not yet a common 
practice between providers and women with SUD, including for women and their 
providers in treatment facilities. For example, in one study, women in treatment for 



	
	

	

SUD identified myriad barriers to accessing reproductive health services, including 
not being asked about family planning, being unable to fill prescriptions for birth 
control, having difficulty making and getting to appointments with outside doctors, 
and not knowing they could discuss reproductive health with the staff at their drug 
treatment program.10 In another study, of those in SUD treatment, 53 percent and 
60 percent of sexually active women and men respectively were using any form of 
contraception, with 20 percent of women and 14 percent of men using a highly 
reliable form of contraception. Also, 83 percent of women and 58 percent of men in 
the same study said they would be more likely to use reproductive health services if 
they were offered through their treatment program.11   
 
While Congress has so far not addressed this primary prevention strategy in 
legislation, states and communities are leading the way with innovative approaches 
to increase knowledge about, and access to, reproductive health services for 
women with SUD. Several of those initiatives are highlighted below. 
 
State and Community Initiatives at a Glance 
 

Florida 
The Healthy Start Coalition of Bay, Franklin, & Gulf Counties is working to increase 
access to contraception for women with OUD in Bay County, Florida. They are 
offering services to women in treatment at a local methadone clinic and the Bay 
County jail. With a grant from the Bay Health Foundation, Healthy Start has 
partnered with a free clinic in Panama City to provide contraceptive counseling and 
IUD placements for those who desire them.i  
 
Maryland 
Efforts in Baltimore have focused on reaching high-risk populations who are not yet 
in recovery as well as incorporating reproductive health into substance use 
treatment. One initiative used the Health Department’s needle exchange mobile 
vans to go into the city’s "red light district" and provide exotic dancers with services 
including pregnancy and STI testing and contraception counseling and provision. 
From October 2009 to June 2011, there were 220 visits to the vans. Staff provided 
contraception, including the pill and depo shot, at 63 percent of the visits.12 The 
vans served a clear need, as 75 percent of the women who visited them were not 
receiving contraceptive care elsewhere at that time.   
 
After years of formative research, the Baltimore City Health Department’s Bureau of 
Maternal and Child Health and Behavioral Health System Baltimore launched the 
Baltimore Reproductive Health Initiative pilot project (RHI) in 2016. RHI was 
designed to integrate screening, education, and on-site service delivery into 
substance use treatment programs. Patients were screened on their family planning 
needs through a modified One Key Question® guide at intake, educated on 
reproductive health and contraception through a six-week curriculum, and offered a 
full range of on-site reproductive services, including all contraceptive methods.13 
Staff also received extensive training and technical assistance. Private foundation 
and Title X funds helped support these services. Originally integrated into three 



	
	

	

treatment sites, on-site reproductive health services continue to be offered at two 
sites. More than 500 clients have been served to date.  
 
Ohio 
Pilot programs in Cleveland and Columbus are using Title X funding to increase 
access to birth control, STI testing, and other services for women in treatment.14 In 
Cleveland, the efforts are organized by the County Board of Health Title X 
Reproductive Health Clinic in coordination with the Cuyahoga County Opiate Task 
Force and the Better Birth Control NEO initiative. They have been working with 
women's recovery houses in the county to collaborate on ways to increase access to 
reproductive health services for women in recovery.15 In the first year, 122 clients 
at treatment centers received education on a variety of health topics and 60 women 
opted to come in for an office visit where they received a well-woman exam and 
other services. Of the women seeking contraception, 42 percent chose an IUD or 
implant, and there were no unplanned pregnancies.  
 
At the CompDrug treatment facility in Columbus, there is a clinic operating one half 
day a week to provide women with contraception counseling, reproductive life 
planning, and same-day access to birth control, including LARC (IUDs and 
implants).16 By offering walk-ins and same-day method provision, this program 
reduces the barriers of time, transportation, and difficulty making and following 
through on appointments. Women can learn about their contraceptive options when 
they come for their drug treatment services, and if they want to, also receive their 
desired method. Since the clinic opened in February of 2018, there have been 35 
visits. Patients received same-day contraception at 24 of these visits, and 11 (46 
percent) patients chose to start a LARC method.  
 
Tennessee 
In an effort to reduce the rate of NAS in the state through primary prevention, the 
Tennessee Department of Health has worked with the justice system to develop 
pilot programs in county jails. These efforts began in the East Region, in Sevier and 
Cocke counties, in 2014. Programs provided inmates with health education sessions 
on NAS and ways to prevent it. Those who desired more reproductive health 
counseling were transported to their local health department for family planning 
services, including LARCs if desired. In 2015, a year after the pilot program in 
Sevier County began, the county noted a 57 percent reduction in NAS cases 
compared to the previous year. Given the success in these pilot counties, the 
programs were expanded to other counties across the state and as of January 
2017, 41 jails were offering similar programs.17 From January 2014 to 2017, 5,847 
women in the East Region attended these education sessions, 1,012 of the women 
requested referrals for further services, and 935 (92.4 percent) of those women 
selected a method from the full range of options, ranging from the birth control pill 
and the shot to the IUD and the implant. 
 
Washington 
As a part of Medicaid transformation, Washington has created regional opioid 
treatment services with nine regional Accountable Communities of Health, or ACHs. 
Several of these ACHs are starting to incorporate reproductive health into their 



	
	

	

substance use treatment efforts. In Pierce County, the ACH is doing this by 
encouraging providers to use One Key Question®18 to help men and women in 
substance use treatment assess their goals with respect to having children, in order 
to help tailor care to their specific needs. 
 
West Virginia 
The West Virginia Bureau for Public Health, Office of Maternal, Child and Family 
Health, Family Planning Program (WV Family Planning Program) is the state’s sole 
Title X grantee. The WV Family Planning Program has contacted every harm-
reduction clinic in the state to ensure that staff are aware of the full range of 
contraceptive methods and to encourage the provision of family planning services 
simultaneously during harm-reduction clinics. Additionally, the West Virginia Family 
Planning team started training staff at the family planning clinics on appropriate 
provision of care for women with SUD. 
 
In 2018, the legislature provided additional funds to the WV Family Planning 
Program to ensure that more women with substance use disorder have access to 
the full range of contraceptives (including LARC) and that they are provided in a 
non-coercive environment. The WV Family Planning Program will facilitate and 
oversee increased access to contraception at harm reduction clinics, hospitals 
(immediately post-partum), and correctional facilities where contraception will be 
offered to women who are about to be released.   
 
Recommendations  
 

While there are a number of promising efforts around the country, there is still 
much room for program development, improvement, evaluation, and expansion. 
Stakeholders, including policymakers, can help to support and expand these 
initiatives. Many programs need increased funding to be able to offer services 
during more hours of the day and more days of the week. Also, many of the efforts 
are focused on specific populations such as those in the justice system or those in 
treatment facilities, and are only in one or a few communities. Through policies, 
funding, and collaboration, services could be expanded to more women of 
reproductive age with SUD across each state.  
 
Any efforts to expand access to contraception, especially among vulnerable 
populations including women with SUD, should be voluntary and non-coercive, 
patient-centered, and provide the full range of contraceptive options, including but 
not limited to LARC.19  
 
There is also opportunity for states and communities to incorporate reproductive 
health into existing programs for women and their infants. The Maternal, Infant and 
Early Childhood Home Visiting Program (MIECHV), a federal program that was 
reauthorized for five years in February 2018, provides funding to states for 
evidence-based home visiting programs in high-need areas. In 2016, 3,282 local 
programs in 56 states and territories reached 239,662 families through 2,066,227 
home visits.20 Of these, 37.5 percent of enrollees had substance abuse problems 
and 26 percent stopped using alcohol and illicit drugs through their program 



	
	

	

involvement.21 With these home visiting 
programs already reaching and helping 
families struggling with SUD, expanding 
services so that more home visiting 
programs include comprehensive 
contraception counseling and referral 
would more fully meet the needs of 
parents with OUD and their children.  
 
If your state is not mentioned above, find 
out if there are any initiatives to meet the 
reproductive health needs of women 
experiencing SUD. If there aren’t any, talk 
to other stakeholders to start laying the 
groundwork for such efforts. Opioid and 
other substance use disorders are 
prevalent throughout the United States, 
and lack of access to appropriate 
reproductive health services for women 
has profound consequences for women, families, communities,22 and taxpayers.  
 
Conclusion  
 

Many public health efforts to improve pregnancy planning and prevention among 
women with SUD are motivated by a desire to improve the overall health and well-
being of families. Women in substance use treatment programs have acute mental 
health needs, but also reproductive health needs that are often not addressed to 
ensure they have equitable access to these services. By providing women with 
comprehensive, non-judgmental information on, and access to, the full range of 
contraceptive options, as well as STI and prenatal care, we can empower them to 
decide if, when, and under what circumstances to become pregnant.    	
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