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Background: About 5% of women are pregnant at substance use disorder (SUD) treatment entry, and pregnant 

women with SUD often belong to marginalized groups experiencing social, economic, and health care barriers 

associated with stigma from prenatal substance use. Pregnant women in SUD treatment have high rates of trauma 

and posttraumatic stress disorder (PTSD). This study sought to (1) examine the lived experiences of pregnant 

individuals with PTSD symptoms in SUD treatment and (2) understand the roles of systematic or contextual 

barriers to the pursuit of prenatal abstinence. 

Methods: We draw upon in-depth semi-structured interviews to examine relationships between SUD, psycholog- 

ical trauma/PTSD experience, social resources, and lived experiences among patients in prenatal SUD treatment 

with PTSD symptoms. Our sample was pregnant patients ( N = 13) with prior DSM-5 Criterion A trauma and cur- 

rent PTSD symptoms enrolled in a comprehensive program integrating prenatal care, substance use counseling, 

medication for opioid use disorder and case management at three sites affiliated with an urban academic medical 

center in New Mexico. 

Results: Using thematic analysis, four main themes identified structural forces influencing alcohol and drug use: 

(a) lack of access or ability to obtain resources, (b) substance use to cope with negative affect, (c) social stigma, 

and (d) interpersonal relationships. 

Conclusions: Despite receiving high-quality integrated prenatal and SUD care, these pregnant patients with PTSD 

symptoms in SUD treatment still experienced substantial social and structural hurdles to achieving abstinence 

during pregnancy. 
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. Introduction 

.1. Prenatal substance use 

Prenatal alcohol and substance use can have long-term consequences

or children and families. From 2014 to 2019, 5.8% percent of pregnant

omen in the United States reported illicit drug use and 9.5% reported

lcohol use within the past month ( Substance Abuse and Mental Health

ervices Administration, 2020 ). About 5% of women entering substance

se disorder (SUD) treatment programs are pregnant ( Substance Abuse

nd Mental Health Services Administration, 2013 ) and are vulnerable
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o health disparities, which can affect mental health and pregnancy out-

omes. Many women with SUD prior to pregnancy detection are able

o abstain from or substantially reduce substance use during pregnancy,

ut many others continue to struggle with substance use throughout

regnancy, and postpartum substance use recurrence rates are high for

oth groups ( Forray et al., 2015 ). Women with prenatal opioid use disor-

ers are at high risk of overdose during pregnancy and the first postpar-

um year ( Schiff et al., 2018 ). In contrast to cultural norms that view pre-

atal substance use as behavior in conflict with the construct of “good

otherhood ” ( Nichols et al., 2021 ), pregnant women with SUD often

eek treatment to improve prenatal health, child welfare, and mother-

hild connections ( Hubberstey et al., 2019 ). 
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.2. Rhodes’ risk environment 

Rhodes’ risk environment framework acknowledges that the social

nd/or physical space produces or mitigates risk and harm for individ-

als and communities ( Rhodes et al., 2003 ). Rhodes et al. (2003) stated

he risk environment “…envisages drug harm as a product of social

ituations and environments in which individuals participate. It shifts

esponsibility for drug harm… from individuals alone to include the

ocial and political institutions, which have a role in harm produc-

ion ” (p.193). Rhodes described how there are micro- and macro-level

hysical, social, economic, and policy risk environments that impact

ndividuals’ health. Collins et al. (2019) further added to this frame-

ork by highlighting the need for multi-level complexity and recur-

ive relationality related to understanding health outcomes across pop-

lations ( Collins et al., 2019 ). For instance, risk environments can be

een as products of social, historical, and geographical context that

re produced by social and structural vulnerabilities and inequalities

 Collins et al., 2019 ). 

Applied to the current study, pregnant individuals and their fam-

lies are impacted by various psychosocial and environmental factors

hat impede access to appropriate treatment and resources. Economic

isk level factors for continued substance use during pregnancy reflect

hat pregnant women with SUD have lower average socioeconomic

tatus and are more likely to receive inadequate prenatal care than

omen without SUD ( Mrav čík et al., 2020 ). Social level risks include

hat women with prenatal SUD tend to be younger, unmarried, less

ducated, and use nicotine more compared to pregnant women with-

ut SUD ( Mrav čík et al., 2020 ). These women experience substantial

tigma, have limited resources, and often lack access to transporta-

ion ( Kramlich et al., 2018 ). Unclear or mixed messages from med-

cal providers or the media about alcohol, cannabis, or other sub-

tance teratogenicity can inadvertently lower women’s motivation to

educe prenatal substance use ( Jarlenski et al., 2016 ; Latuskie et al.,

019 ; Meurk et al., 2014 ). These serve as barriers to receiving ade-

uate treatment for substance use, prenatal care, and parenting sup-

ort ( Kramlich et al., 2018 ), increasing physical level risk. Further-

ore, women with prenatal SUD are more likely to have poor men-

al health outcomes related to psychosocial factors associated with sub-

tance use including stress, guilt, negative self-concept, and low self-

fficacy ( Latuskie et al., 2019 ; Meurk et al., 2014 ). Despite advances

oward understanding the social and structural vulnerabilities and in-

qualities impacting this population, gaps remain in the research liter-

ture regarding the personal experiences of pregnant individuals with

UD and trauma, particularly how they themselves perceive their risk

nvironments. It is critical that such personal experiences are given

oices, so that social and structural inequities can be addressed with

 greater depth of comprehension. In this paper, we document the lived

xperiences of patients with PTSD symptoms receiving care for prenatal

UD. 

.3. Pregnant individuals with SUD and trauma 

Exposure to trauma has been conceptualized as a marginalizing

haracteristic contributing to social identity and health disparities

 Seng et al., 2012 ). Among this population of women with SUD, there is

 high rate of comorbidity with PTSD ( Pietrzak et al., 2011 ), and PTSD

ymptom exacerbations are linked to increases in substance use both

mong pregnant women and in the general population ( Linden et al.,

013 ; Ouimette et al., 2010 ; Possemato et al., 2015 ; Sanjuan et al., 2019 ,

020 ; Seng et al., 2014 ). Quantitative research has established that preg-

ant women with SUD have high rates of PTSD ( Linden et al., 2013 ;

oylan et al., 2001 ) and temporal associations have been found between

TSD symptoms and prenatal substance craving and use ( Sanjuan et al.,

019 , 2020 ), however it remains unclear how PTSD impacts the lived

xperiences of pregnant individuals with SUD. 
2 
To address this gap, we are focusing on a population of pregnant

articipants with prior DSM-5 ( American Psychiatric Association, 2013 )

TSD Criterion A traumas and SUD to better understand the roles played

y social and structural barriers in these participants’ pursuits of pre-

atal abstinence. The objective of the study is to examine the lived

xperiences of pregnant individuals with trauma exposure who are in

reatment for SUD to provide a deeper conceptualization of their unique

truggles. 

. Methods 

The sample we describe is from a larger observational study

xamining PTSD symptoms, prenatal bonding, and substance use

 Sanjuan et al., 2019 , 2020 ). We conducted semi-structured inter-

iews with 13 pregnant participants recruited from clinics in New Mex-

co. These clinics are part of a program providing integrated substance

se, including medication for opioid use disorder (MOUD), prenatal

are, case management, labor and delivery, and postpartum/neonatal

are at a public sector university hospital. Potential participants were se-

ected by homogeneous purposive sampling and recruited for the study

n three ways: (1) through informational flyers at the clinics, (2) through

ord-of-mouth, or (3) by being approached by research staff in private

ooms at the clinics while waiting to see providers. Researchers had

o previous established relationships with participants before the com-

encement of the study. 

The parent study examined temporally proximal relationships be-

ween PTSD symptoms, prenatal bonding, and substance use episodes.

he methodology and study procedures of the parent study have been

escribed previously ( Sanjuan et al., 2019 , 2020 ). Inclusion criteria

ere (1) age 18 or older; (2) ability to read, write, and speak in En-

lish; (3) pregnancy estimated at 20–35 gestational weeks at baseline;

4) enrollment in the integrated substance use, prenatal, maternity, and

eonatal care clinic; and (5) exposure to a DSM-5 Criterion A traumatic

vent ( American Psychiatric Association, 2013 ). Participants were ex-

luded if they had (1) acute or uncontrolled severe mental illness (e.g.,

urrent psychosis) or suicidality, (2) inability to provide informed con-

ent, (3) pregnancy complications that would interfere with involve-

ent in the study, (4) plans to relocate during the study, (5) current

ncarceration, or (6) enrollment in other studies with conflicting study

rotocols. University institutional review board approval was granted to

onduct the study. While federally-mandated Comprehensive Addiction

nd Recovery Act (CARA) reporting requirements for substance-exposed

ewborns are in place in New Mexico, participants were informed that

ere there are no mandatory reporting requirements for researchers or

unitive statutes for prenatal substance use, thus, any reports of sub-

tance use during these interviews would remain confidential ( New Mex-

co Department of Health, 2021 ). A Certificate of Confidentiality from

he National Institutes of Health was granted to this project, further pro-

ecting participants from legal risks. 

Participants were enrolled in the main ( N = 33) study and completed

 baseline assessment followed by four weeks of ecological momentary

ssessment (EMA) data collected three times per day via smart phones

istributed by the study. Participants came to the study offices approxi-

ately weekly to upload EMA data and receive monetary compensation

or providing these data. Timeline Followback ( Sobell and Sobell, 1996 )

alendar-style assessments were conducted at these appointments to ver-

fy EMA reports. 

At baseline, trauma and PTSD were assessed by an experienced

linician who administered the Event History Module from the Na-

ional Women’s Study (NWS) ( Resnick, 1996 ) adapted for DSM-5

 American Psychiatric Association, 2013 ) to determine lifetime expo-

ure to PTSD Criterion A events and the Clinician-Administered PTSD

cale-5 (CAPS-5) 30-day version ( Weathers et al., 2013 ) to determine

aseline current PTSD severity and diagnosis. All participants had re-

orted prior exposure to at least one DSM-5 Criterion A traumatic event

o be included in the study. During the CAPS-5 assessment, all symp-
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oms must be linked to a Criterion A traumatic event. SUD was assessed

t baseline by a trained research assistant or an experienced clinician

sing the Structured Clinical Inventory for DSM-5 Substance Use Mod-

le E (SCID-E: First et al., 2015 ) and nicotine dependence severity with

he Fagerstrom Test of Nicotine Dependence ( Heatherton et al., 1991 ). 

At follow-up appointments, participants who reported any use of

on-prescribed psychoactive substances (e.g., alcohol, heroin, other opi-

ids, cannabis, methamphetamine, benzodiazepines) during the prior

eriod of EMA collection (approximately one week) on the Timeline Fol-

owback assessment were invited to be interviewed for approximately

0 minutes. All participants were informed during consent that they

ight be invited for an additional interview. At the time of the invita-

ion, to prevent demand characteristics ( Orne, 1962 ), participants were

ot explicitly told that the interview invitation was dependent upon

heir use of substances during this period, and no participants requested

his information. Instead, participants were asked whether they would

e able to complete an interview where they would be queried about

hat was going on in their lives that week, and they were informed that

his interview would be audio-recorded. 

All 15 participants reporting substance use on Timeline Followbacks

uring the 4-week EMA period were invited for interviews and none re-

used to participate. However, two of these participants were unable to

ttend their qualitative interviews (one was incarcerated and one gave

irth prior to their scheduled appointment), and were lost to follow-up.

his resulted in 13 participants who completed interviews. Each partic-

pant received an additional $25 gift card for doing so. Each participant

as only invited to one qualitative interview during the 4 weeks of EMA

ollection, regardless of how many instances of substance use they re-

orted during this time. 

.1. Sample and data collection 

Thirteen semi-structured interviews were conducted in private study

ffices by the principal investigator (P. Sanjuan: Research Assistant Pro-

essor) and her research assistant, both trained female doctoral-level in-

erviewers. Interviews typically lasted 30 minutes and included just one

nterviewer and no observers. The interviewer began with introducing

hemselves, their credentials, reasons for doing the research, and the

road study aims for the interviews. The interview protocol included

road study-specific opened-ended questions focusing on the partici-

ants’ personal opinions about their pregnancy experiences, the recently

eported substance use event, and thoughts and beliefs about medication

or opioid use disorder (MOUD) or substance use during pregnancy. The

nterviewers took measures to create safe, respectful, and confidential

limates during interviews and offered emotional support at the end of

nterviews. Interviews were digitally audio-recorded without field notes

nd not repeated. Four research assistants transcribed the digital record-

ngs and reviewed each other’s transcriptions, in lieu of participants re-

iewing transcriptions for accuracy because reducing participant burden

as an overarching goal of study design. 

.2. Data analysis 

To maximize interrater reliability, three research assistants (not in-

olved in the data collection process) coded transcribed interviews in-

luding those they had transcribed ( Barbour, 2001 ; Campbell et al.,

013 ). A systematic line-by-line categorization of data into codes was

tilized to determine prominent themes in the data. Research assistants

ere trained in this method and then worked as a group to identify rel-

vant codes and engage in the reconciliation process without software

ssistance. Coders reviewed each other’s findings for consistency across

he coding process ( Miles et al., 2018 ). 

Braun and Clarke’s (2006) six phases of thematic analysis were used

o analyze transcribed data. Themes were identified using a seman-

ic approach, which is explicit and does not try to identify underly-

ng ideas, assumptions, or concepts; we honored what participants said
3 
nd avoided adding our own interpretations to the material participants

ommunicated to us ( Braun and Clarke, 2006 ). 

Participants were not asked to provide feedback on the codes,

hemes, or findings. However, validity concerns were addressed using

n independent researcher not involved with the data collection, tran-

cription, or analysis, who reviewed all the transcriptions and the anal-

sis, checking specifically for representation of data and grounding of

hemes. 

.3. Study context 

One-third of New Mexico’s population resides in Bernalillo County

here the study took place. Bernalillo County is a mix of urban, rural,

nd federal land use areas where more than 20% of its residents lack

ealth insurance coverage ( Bernalillo Community Health Council 2020 ).

he distribution of residents in Bernalillo County is predominately His-

anic (50%) followed by a large portion of non-Hispanic whites (39%)

nd smaller distributions of American Indian, African American, and

sian communities. Significant income inequalities are present in the

egion, where household income range varies greatly across neighbor-

oods, with the highest median income reported at $136,944 and the

owest at $18,356. Approximately 17% of households live below the fed-

ral poverty line and 32.9% of the population has less than high school

ducation and an average median salary of $19,980 ( Bernalillo Com-

unity Health Council 2020 ). Additionally, 71% of pregnancies in New

exico are covered by Medicaid ( Gifford et al., 2019 ). 

.3.1. Treatment availability 

The clinic from which this study recruited served patients from both

rban and rural areas across the state. This included patients who were

nrolled in a county-run residential program for pregnant individuals

ith SUD, some of whom were from rural areas up to a three- to four-

our drive away from Bernalillo County. Additionally, pregnant patients

ith SUD may travel to Bernalillo from other counties or nearby states

o receive treatment at the clinic from which we recruited. New Mex-

co has a medical and behavioral health care provider shortage, partic-

larly in rural areas and for marginalized populations ( Chiedi, 2019 ).

ait times for routine appointments range from 20 to 90 days, and SUD

reatment or counseling is the most common outpatient waitlisted ser-

ice ( Chiedi, 2019 ). While treatment for SUD is rapid once pregnant

ndividuals contact or are referred to the program from which we re-

ruited, most individuals still enter SUD treatment during pregnancy af-

er facing barriers prior to pregnancy or prior to contacting the program.

n New Mexico there is an identified treatment gap of more than 100,000

eople who need, but do not receive, treatment for SUD ( New Mexico

epartment of Health, 2020 ), which means many participants may not

ave been able to access services prior to pregnancy. 

. Results 

.1. Research overview and sample population 

The mean age of the 13 participants was 28 years old ( SD = 3.8,

ange 23 to 37). At the time of the qualitative interview, 23% of partic-

pants were in their late second trimester and 77% were in their third

rimester ( M = 31 weeks, SD = 5.9, Range = 22.4 to 39.6). Seventy-

even percent of the participants had children living at home at their

aseline appointments and 46% had more than two children at home .

eported combined household incomes for 62% of participants were be-

ow the federal poverty line, at less than $19,000 annually. See Table 1

or participant characteristics. 

All participants met DSM-5 criteria ( American Psychiatric Associa-

ion, 2013 ) for at least one current (past 3-months) alcohol or other SUD.

ost participants (85%) met criteria for an opioid use disorder (OUD),

2% for a stimulant use disorder (methamphetamine), 31% for an alco-

ol use disorder, 31% for a sedative/anxiolytic/hypnotic use disorder,
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Table 1 

Participant Characteristics ( N = 13). 

Demographics N % 

Relationship Status 

Never married 7 53.8 

Currently married 1 7.7 

Divorced 1 7.7 

Widowed 1 7.7 

Separated 1 7.7 

Living together 2 15.4 

Education 

No high school 1 7.7 

Some high school 2 15.4 

High school graduate or GED 2 15.4 

Some college or technical school 7 53.8 

4-year college graduate or higher 1 7.7 

Employment 

Part time (1–34 h) 3 23.1 

Unemployed, disabled, retired, or other 10 76.9 

Household Income (per year) ∗ 

$0–9999 4 30.8 

$10,000–19,999 4 30.8 

$20,000–29,999 1 7.7 

$30,000–39,999 1 7.7 

$40,000–49,000 1 7.7 

Over $50,000 2 15.4 

Race ∗∗ /Ethnicity 

Hispanic/Latina 8 61.5 

Non-Hispanic White 5 38.5 

American Indian/Alaska Native 1 7.7 

Current Living Situation 

Homeless 1 7.7 

Staying with family 4 30.8 

Staying with romantic partner 1 7.7 

Renting an apartment 3 23.1 

Own a house 2 15.4 

Other 2 15.4 

∗ Household income includes participant and all 

other household members’ incomes. 
∗∗ Participants could check more than one race cat- 

egory. 
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nd 31% for a cannabis use disorder. All participants with OUD were

rescribed either methadone or buprenorphine (as MOUD). Sixty-nine

ercent of participants reported smoking cigarettes with a Fagerstrom

est of Nicotine Dependence ( Heatherton et al., 1991 ) mean score of

.2 ( SD = 3.26, Range = 0 to 8). More than half (62%) of the sample

et DSM-5 ( American Psychiatric Association, 2013 ) criteria for current

30-day) PTSD with a PTSD symptom severity mean of 32 ( SD = 17.4,

ange = 2 to 54). 

Four prevailing themes emerged: (a) lack of access to or ability to

btain resources, (b) substance use to cope with negative affect, (c) so-

ial stigma, and (d) interpersonal relationships. Each theme is described

elow. We provide exemplary quotes from the participants in the text

hat best reflected the themes that were found. Some quotations were

lightly edited to enhance readability. 

.2. Lack of access or ability to obtain resources 

The participants in our study commonly reported lacking access to

helter, food, transportation, medical care, or other necessities for them-

elves, their babies, or their families due to current hardships. They

requently shared examples of economic instability related to their liv-

ng environment, neighborhood, and social and community contexts. All

articipants identified lack of access to such resources as playing signifi-

ant roles in their recent difficulties reducing or abstaining from alcohol

nd other drug use. One of the main resources that participants reported

acking was adequate prenatal and neonatal care prior to enrollment in

he current program. 
4 
Financial distress was also a factor that participants felt lead to their

ecent substance use episode. One participant stated, 

“well I lost my job, and then the time we didn’t have a vehicle-so like just

 lot of money issues like we got our electricity turned off we couldn’t afford

he bills. ” (P1) 

Another participant captured the spirt of this theme for her cohort

verall when she remarked, 

“it’s just, it’s very frustrating and when drugs and alcohol are easier to

et than fucking food is, you just take what you get. ” (P10) 

Even though at the time of the interview these participants had ac-

ess to a program aiming to provide judgement-free and supportive pre-

atal, maternity, and neonatal care integrated with SUD treatment and

ase management, and most had access to the Special Supplemental

utrition Program for Women, Infants, and Children (WIC), they still

ound it difficult to maintain a stable and non-chaotic life for themselves

nd their families during pregnancy because they lacked access to these

ther basic resources. 

.3. Substance use to cope with negative affect 

All participants in this sample had experienced at least one Criterion

 psychological traumatic event, and all had experienced some level of

TSD symptoms in the prior month, which for most participants was

t clinically significant levels (see Section 3.1 ). Most participants re-

orted receiving psychiatric diagnoses (primarily PTSD and depression)

n addition to AUD and other SUD, and they often stated that alcohol

nd other drugs had been used to provide relief from negative affective

tates. This is illustrated by this woman who said: 

“…heroin helped me kinda like get a, how you say relaxed, cuz I felt like

eally tensed up…like everything that I’ve been through, you know, the right

ow what I’m going through and the future what’s gonna happen, you know

hat I mean…I thought that- that was gonna help me and it-it kinda did help

e, you know, relax but only for a little bit. ” (P6) 

Almost all participants used alcohol and other drugs to manage psy-

hiatric symptoms. As noted above, sixty-two percent of our participants

et criteria for PTSD diagnosis. Many spoke of their PTSD in terms of

oping; for instance, one woman explained, 

“with my PTSD, and my anxiety, when situations repeat themselves, or

ertain triggers or reminders [I] want to go back to that euf-euph-euphoric

m, feeling where I felt like, numb, and just didn’t care. ” (P11) 

Another participant stated, 

“I don’t wanna feel, you know, with all my memories that I have- that

’ve been, you know, all the stuff that I’ve been through I just don’t wanna,

uz then I-I get worse, you know what I mean, I-I’m trying to cope with it, I’m

rying to medicate it, you know what I mean, I’m trying to medicate myself. ”

P6) 

Participants also reported using alcohol and other drugs to achieve

inimal daily functionality, such as this woman who explained her

ethamphetamine use, 

“I get in my really depressed- depressed- depression- states or, I’ll stay in

ed for a week and, I can’t- can’t be like that so, I’ll do a line to at least try

o get myself to get out of the bedroom…. ” (P9) 

Untreated and chronic medical health conditions were also listed by

articipants as reasons why they recently used alcohol or other drugs.

n particular, despite that most of the participants were being treated

ith buprenorphine or methadone, it was still common for participants

o talk about chronic unmanaged pain, 

“Oh gosh, um, maybe the chronic daily pain that I have every day, like in

y back, and in my neck, that does make it tempting even to this day while

eing pregnant, like I said it’s- it’s, you know, sometimes I do wish I still had

hat- that prescription for my pain pills because sometimes it just gets the best

f me and I just- I just wanna be normal and move and be able to, like walk

omewhere and not hurt and feel like I’m wanting to just cut my body in half,

r not feeling like my body is literally being ripped from the inside. ” (P11) 
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1 When participants disclosed any suicidal ideation they were assessed for 

suicide risk by a licensed psychologist and referred to appropriate care. Any 

disclosure of physical abuse was also followed by an assessment and discussion 

of resources and referral when appropriate. 
Another participant echoed many of the participants’ attempts to

oderate use but also treat their own pain in the best way they felt

hey could at the time, 

“I mean nothing was helping, and all I wanted was…relief and try to stop,

ike, the pain and the nausea, so at that point I was just desperate, so I used

y medical marijuana. ” (P12) 

Efforts to manage emotional and physical pain were reported as com-

on motivators for using alcohol and other drugs prenatally by partic-

pants. Despite also mentioning the use of healthy coping mechanisms

parenting groups, family/friends, and participation in this study), their

ost frequently cited mechanisms for coping involved alcohol and other

rug use. 

.4. Social stigma 

Participants identified social stigma for being pregnant with SUD

s a major obstacle to their accessing accurate information and re-

ources. Stigma was a theme that often centered around participants’ be-

iefs about medical providers, their ability to disclose SUD to providers,

nd their perceived success acquiring information about SUD and preg-

ancy. One woman shared that she believed that health care providers

ere very judgmental and that: 

“…they went to school, but I don’t feel that they actually know, or have

xperienced it…it’s not easy to sit there and kick a habit whether you’re

regnant or not. ” (P11) 

The concept of feeling unfairly disrespected by providers was re-

eated by the same participant when she said, 

“… [I want to] prove these doctors wrong, not every person who’s on

ubutex, you know, is an addict, or is a bad person or an unfit parent. ”

P11) 

Although not experiencing it herself, another woman stated how, 

“Moms, they aren’t completely honest when they are… telling doc-

ors…because they’re afraid of that- that ridicule and that judgment that

sually gets passed down to them. ” (P10) 

On the other hand, stigma did not deter others from engaging in

reatment. It is important to note that at the time of the interviews

he participants were already enrolled in the high-quality integrated

UD/prenatal care program providing both MOUD and mental health

ounseling. Many participants expressed willingness to disclose alcohol

nd other drug use to their healthcare providers. Although some did

xpress a fear of child protective services involvement or other custody-

elated actions from others, this did not seem to deter participants from

eing honest with their doctors and providers about substance use be-

aviors. One woman recalled her experience, 

“I told the doctor, ‘…I had a relapse,’ and I explained the situation to

er, I was like, ‘and I’m telling you because I’ve always said I’m gonna be

onest with my pregnancy.’ ” (P3) 

Despite the participants recognizing and experiencing stigmatiza-

ion, they reported disclosing alcohol and other drug use openly to the

ealthcare providers with whom they were currently in treatment. 

.5. Interpersonal relationships 

Across all participants, interpersonal relationships (e.g., intimate

artners, fathers of the baby, other family members, close friends) di-

ectly impacted participants’ lives, affecting their beliefs about and use

f prenatal alcohol and other drugs. Within families, intimate partners

eatured repeatedly in participants’ narratives sometimes as triggers for

ubstance use and at other times as supporters of recovery. 

Interpersonal relationships were frequently mentioned as the pri-

ary contributor to, or as a trigger for, prenatal substance use. Partici-

ants often reported that their alcohol and other drug use was a direct

onsequence of recent interpersonal interactions. For example, many

articipants reported increased stress related to their intimate partners’

ubstance use and/or mental health. One participant made her partner’s

egative impact very clear: 
5 
“My boyfriend. He’s a really big trigger. He’s one of my only triggers I

ave left…he has a lot of anger issues. ” (P2) 

There were also more severe instances where participants described

motional and/or physical abuse by their partners. For instance, another

articipant also disclosed the following: 

“He’s very violent, and he tends to be physical with me, you know what I

ean, even though I’m pregnant you know, and also verbally and emotion-

lly…he always makes me want to get on the edge- or get very, how to say,

ike a little bit like suicidal– he wants to make me feel as worthless as I can

eel, you know, as helpless, or hopeless. ” (P6) 

A few participants at times, connected the physical and emotional

buse and/or neglect back to the impact on the baby and how being

regnant was used as a tool for further abuse and control. The above

articipant further explained: 

“My boyfriend’s family or my ex-boyfriend’s family, they don’t really

are about the baby, you know what I mean. It’s like my boyfriend doesn’t

are- just because he sees it as an object and then to control me, - not because

e cares about the baby cuz I- if he did care about the baby, he wouldn’t be

ushing me, and choking me, and hitting me. ”1 (P6) 

In contrast to the participants who shared traumatic experiences with

omantic partners, others described relying on relationships with family,

riends, and intimate partners as a coping strategy. Interpersonal inter-

ctions sometimes inhibited substance use and reinforced prenatal ab-

tinence goals. For example, one participant mentioned that her friends,

ne of whom was also pregnant, frequently discouraged her alcohol and

rug use during pregnancy and acted as a social support. In some cases,

ntimate partners or family members helped participants abstain from

ubstance use. One participant described her partner’s positive impact: 

“My boyfriend helps me stay clean a lot- he’s like, really been a big support

or me…he never put me down or never judged me, never like, you know,

alked down to me. ” (P8) 

Our participants’ interactions with family, friends, peers, and inti-

ate partners had major impacts on their health and well-being and

hus their pregnancies and SUD treatment course. 

. Discussion 

Our study examined the lived experiences of pregnant participants

ith PTSD symptoms in treatment for SUD, exploring the risk environ-

ent that influenced prenatal use of alcohol and other drugs. These

ndings highlight the ways in which various levels of social-structural

onditions (e.g. social, political, and economic institutions) can rein-

orce marginalization in the context of prenatal abstinence treatment.

articipants faced multiple circumstances that made them more vulner-

ble to social and structural health disparities including stigma, unsta-

le housing, food insecurity, and barriers to health care. Still, among the

articipants we interviewed, many had substantially reduced substance

se following pregnancy recognition despite not having achieved full

bstinence. 

The stories these participants shared with our team highlighted the

ital role that social and structural conditions often play in determin-

ng treatment success and health outcomes for pregnant individuals and

heir children. Despite receiving integrated prenatal medical and SUD

reatment in a program designed to provide judgement-free prenatal

are, medication for opioid use disorder (MOUD), counseling, case man-

gement, inpatient MOUD induction, labor and delivery, and a dedi-

ated mother-baby rooming-in unit, participants described systemic bar-

iers, marginalization, and psychosocial challenges that they felt im-

eded their successful transitions to abstinence. This study adds a new

imension to the conceptualization of intersectionality between obsta-

les faced by individuals with prenatal SUD and PTSD symptoms. 



M.C. Henry, P.M. Sanjuan, L.C. Stone et al. Drug and Alcohol Dependence Reports 1 (2021) 100013 

4

 

l  

c  

i  

e  

a  

$  

o  

m  

p  

s  

o  

d  

a  

d

 

m  

m  

r  

b  

g  

v  

i  

(  

e  

t  

d  

i  

a  

2  

p  

S  

m  

t  

s  

t  

a  

(

4

 

l  

u  

S  

e  

m  

s  

2  

d  

a  

i  

t  

u  

a  

t  

f

 

s  

c  

s  

e  

1  

a  

(  

P  

a  

s

 

u  

W  

t  

e  

t  

G  

a  

s  

u

4

 

p  

t  

a  

s  

(  

s  

m  

u  

e  

c  

o  

w  

l  

p  

t  

2  

s  

h  

g  

c  

f  

t  

(  

P  

c  

S  

w  

S  

n  

c

 

g  

v  

l  

b  

i  

t  

e  

b  

p  

c  

t  

p  

i  

r  

i  

c  

c  
.1. Health care access and treatment 

People from marginalized groups experience disproportionately high

evels of political-economic conditions (e.g. inequalities related to in-

ome, class, gender, and ethnicity) that contribute to health dispar-

ties ( Galea and Vlahov, 2002 ). Our participants experienced various

conomic factors that they felt influenced their substance use. For ex-

mple, (1) 8/13 participants had a combined household income under

20,000, (2) 10/13 reported being either unemployed, disabled, retired,

r otherwise not working, (3) only 5/13 had a secure living environ-

ent (renting or owning a home), and (4) 8/13 identified as of His-

anic/Latinx ethnicity. Most SUD programs do not have sufficient re-

ources to target environmental factors at the interpersonal, community,

r societal levels ( Lloyd, 2018 ). Alcohol and drug use are structurally

etermined by political-economic conditions. Therefore, risk and harm

re outcomes inseparable from these environmental processes and con-

itions ( Rhodes, 2009 ). 

At the policy level, treatment programs and governmental policies

ust recognize that by addressing the needs of the whole patient (e.g.,

ental health, social stigma, pain management, economic, and envi-

onmental needs in addition to SUD) they can help not only the mother

ut also her children and their children, limiting the cascading inter-

enerational detrimental effects of political-economic conditions. Pre-

ious research has addressed how important addressing maternal SUD

s for reducing the impact on maternal and child welfare outcomes

 Lloyd, 2018 ). Traditional alcohol and drug prevention and treatment

fforts have focused on changing behavior at the individual (i.e., pa-

ient) level; however, these methods are limited in that they do not ad-

ress the entire risk environment of substance use ( Spooner, 2009 ). Sim-

larly, comorbid SUD/PTSD responds better to an integrated treatment

pproach versus treatment for either disorder alone ( McCauley et al.,

012 ; Simpson et al., 2017 ), and patients with both disorders have

oorer treatment adherence and improvement than people with just

UD or PTSD alone ( McCauley et al., 2012 ), supporting advantages of a

ore holistic approach to prenatal SUD care. Governmental and institu-

ional policy change is needed to provide greater access to empirically

upported addiction and mental health treatment to individuals before

hey become prospective parents, and to facilitate access to prenatal SUD

nd PTSD treatment to begin to address systematic barriers to recovery

 Alexander, 2013 ). 

.2. Personal vulnerability and coping 

In the absence of support or emotional resources, often people are

eft with less effective coping strategies (e.g., alcohol and other drug

se) to draw upon in the face of adversity. Many factors associated with

UD and PTSD symptoms, (e.g., living in a chaotic environment; lack of

conomic, social, or tangible resources) are theorized to limit the attain-

ent of psychosocial and economic stability and contribute to continued

ubstance use as a coping mechanism for ongoing distress ( Sutter et al.,

017 ). Our participants provided examples of using alcohol and other

rugs when they felt no other coping methods were available for man-

ging the stress of uncertainty and insecurity in their lives. In many

nstances, use was associated with long-held and firmly-established pat-

erns and behaviors involving interpersonal interactions and substance

se. Substance use as a coping strategy, although having adverse short

nd long term outcomes, has been characterized as a functional adap-

ation to chronic, uncontrollable stress rooted in childhood that stems

rom early stress-producing environments ( Wadsworth, 2015 ). 

Numerous theories exist that explain the association between sub-

tance use and PTSD symptoms, including the self-medication and so-

ial learning theories of substance use disorder, which postulate that

ubstance use is motivated by a desire to manage negative and positive

motions, such as negative affect from PTSD symptoms ( Cooper et al.,

995 ; Khantzian, 1997 , 2004 ). It is now well-recognized that alcohol

nd other drugs are often used to alleviate symptoms related to PTSD
6 
 McCauley et al., 2012 ). In our results, participants frequently cited

TSD symptoms or other mental health and chronic pain problems

s barriers to abstinence during pregnancy, despite participants’ often

trongly stated desires to achieve such abstinence. 

PTSD alone and PTSD comorbid with SUD are associated with greater

se of less effective emotion regulation strategies ( Boden et al., 2013 ;

eiss et al., 2013 ). For example, in one study, greater use of catas-

rophizing and lower use of positive reappraisal strategies each influ-

nced cognitive coping strategies, which were associated with worse in-

egrated PTSD and smoking treatment outcomes ( Asnaani et al., 2020 ).

iven the additional emotional, physical, and economic stressors associ-

ted with pregnancy, pregnant individuals in SUD treatment with PTSD

ymptoms may benefit greatly from therapies that include emotion reg-

lation and coping skills training. 

.3. Interpersonal relationships and community 

The Rhode’s risk environment framework conceptualizes how ex-

eriences of risk are socially situated ( Rhodes, 2009 ). Social prac-

ices that influence substance use and health outcomes are shaped by

n individual’s social location and cannot be separated from broader

tructural issues such as racism, neoliberalism, and gender inequalities

 Collins et al., 2019 ). Our results showed that participants’ relation-

hips and interactions with family, friends, providers, and community

embers impacted their well-being and clinical treatment. Women who

se alcohol and other drugs prenatally challenge the traditional soci-

tal norms involving motherhood and femininity ( Stengel, 2014 ). So-

ial stigmatization is subsequently internalized by these women. More-

ver, such stigma influences the way healthcare workers treat pregnant

omen with SUD, resulting in a stigma/shame-perpetuating feedback

oop. The culture at the integrated prenatal medical and SUD treatment

rogram where these women received care provided a largely safe and

rusting space that mitigated stigmatization ( Howard, 2015 ; Lamb et al.,

008 ; Renbarger et al., 2020 ; Stengel, 2014 ). Yet, many participants

till voiced their feelings about, or experiences of, being stigmatized by

ealthcare providers in general (potentially outside of the specialty pro-

ram). When patients experience stigma or negative bias during health

are interactions, this can result in avoidance of such care resulting from

ear of further stigmatization or of consequences experienced as puni-

ive, such as medication changes or referrals to child protective services

 Delker et al., 2020 ; Hui et al., 2017 ; Jessup et al., 2003 ; Roberts and

ies, 2011 ; Stengel, 2014 ; Stone, 2015 ; Van Scoyoc et al., 2017 ). Spe-

ialized training for health care providers operating beyond specialty

UD clinics is needed. This training should be informed by individuals

ith lived experience of prenatal SUD and their community advocates.

uch training can reduce systemic barriers and stigma that deter preg-

ant individuals with SUD and PTSD symptoms from seeking medical

are or openly disclosing substance use to medical providers. 

High-quality interpersonal relationships with family and friends can

ive patients greater self-efficacy and, thus, empower pregnant indi-

iduals to abstain from substance use. This was illustrated in a re-

ated qualitative study where pregnant women identified and called for

uilding such relationships ( Latuskie et al., 2019 ). The same was true

n our sample, where close family members and partners were men-

ioned most prominently. SUD can be conceptualized as a family dis-

ase perpetuated by complex systems of interaction amongst its mem-

ers ( Saatcioglu et al., 2006 ). When feasible, active family and partner

articipation in SUD treatment is important for favorable treatment out-

omes. Families are often locked in their own patterns of substance use,

hus family members can be critical to the development of new health-

romoting patterns ( Sheridan, 1995 ). Women often experience this fam-

ly dynamic alongside interpersonal violence, and, thus, developmental-

elational strategies ( Motz et al., 2019 ), if possible, should be explored

n treatment planning. Among pregnant women in treatment for SUD,

urrent interpersonal violence is associated with trauma and other psy-

hiatric symptoms ( King et al., 2015 ) and poor maternal and neona-
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al outcomes ( Alhusen et al., 2014 ). Pregnant women who use alco-

ol or other drugs or who have partners who use substances are more

ikely to experience interpersonal violence than other pregnant women

 Amaro et al., 1990 ; Martin et al., 2003 ), and intimate partner violence

uring pregnancy tends to be severe ( Brownridge et al., 2011 ). The cur-

ent standard of care is that all patients be screened for interpersonal

iolence throughout pregnancy and postpartum and referred to support

ervices as needed ( American College of Obstetricians and Gynecolo-

ists, 2012 ). This may be particularly critical for pregnant patients with

UD and PTSD symptoms. Additionally, referral to or provision of treat-

ent addressing interpersonal violence may be essential for successful

UD treatment outcomes for pregnant patients in currently violent re-

ationships. Other sources of social support, such as continuous labor

upport or expanded doula care, may provide similar scaffolding, in

articular for cases where other positive interpersonal relationships are

acking ( Lanning and Klaman, 2019 ; Stanley et al., 2015 ). 

. Limitations 

This exploratory study was limited in sample size. It also reflects

ocal demographics of New Mexico, which has large Hispanic/Latinx

nd American Indian populations, but results may not generalize to

ther racial/ethnic groups in the U.S. or globally. Additionally, in New

exico, prenatal substance use is neither defined as child abuse nor re-

uired to be reported to any authority. In most respects this is a strength

hat may have facilitated recruitment, participants sharing their feelings

bout prenatal substance use with our team, and participants reporting

ubstance use to medical providers. However, laws and cultural pro-

ibitions against prenatal substance use vary widely around the world

nd even across different regions of the United States ( Hui et al., 2017 ).

hus, the manner in which participants in this sample engaged with

edical providers may not generalize to other states or countries with

reater legal consequences. Also, we recruited participants already well

nto their second or third trimesters of pregnancy who were still hav-

ng episodes of substance use, therefore our results illustrate challenges

aced by pregnant individuals with SUD who had not yet responded to

reatment or who did not receive treatment earlier in pregnancy. Within

he parent EMA study, 15 of 33 participants self-reported alcohol or

ther drug use during 4 weeks of EMA monitoring in the second or third

rimesters of pregnancy. Thus, slightly more than half the participants

n the parent study were able to maintain abstinence from prenatal sub-

tance use during the study period. The majority of the participants in

he parent study achieved abstinence after receiving some treatment

often MOUD) from the integrated prenatal medical and SUD program,

lthough a few were already in SUD remission (on MOUD) when they

ecame pregnant. Many who were not initially abstinent at the initia-

ion of prenatal care had achieved abstinence by the time they entered

he parent study, partly because baseline visits occurred at a minimum

0-weeks of gestation. Therefore, the participants interviewed for this

ualitative study represented cases of prenatal SUD that had not yet

ully responded to treatment. As such, these results may not generalize

o individuals who achieve abstinence earlier in pregnancy. 

onclusion 

This qualitative study provides new insights into pregnant individu-

ls’ perceptions of, and experiences with, prenatal SUD and PTSD symp-

oms. Our results suggest that, despite access to quality prenatal medi-

al care integrated with SUD treatment, individuals with prenatal SUD

nd PTSD symptoms still experience systemic barriers. Participants de-

cribed examples of these barriers they felt obstructed their goals to

bstain from alcohol and other drugs during pregnancy. 

This research addresses an important gap in understanding the com-

lex lived experiences of pregnant individuals with SUD and PTSD symp-

oms. Applying Rhodes Risk Environmental framework allows those
7 
nvolved with these patients to understand the complex interplay be-

ween policy, economic, physical, and social environments that serve

s risk factors or protective factors related to prenatal alcohol and drug

se ( Voon et al., 2018 ). This data can help clinicians, researchers, and

olicy-makers move towards reducing adverse health effects related to

tigma, psychosocial challenges, and other systemic barriers encoun-

ered by pregnant individuals with SUD and PTSD symptoms. Medi-

al systems, beyond those directly treating people with SUD, could im-

rove training of health care providers of all levels of service to include

rauma- and SUD-informed care. Further research is warranted that ex-

lores how to best provide support to these pregnant individuals, such

s through enhancing treatments and providing more integrated com-

unity, family, economic, and social support services. 

ata statement 

Data not available / The data that has been used is confidential 

Due to the sensitive nature of the questions asked in this study, sur-

ey respondents were assured raw data would remain confidential and

ould not be shared. 

ontributors 

Author Henry was responsible for methodology, formal analysis,

ata curation, writing the original draft, reviewing and editing, project

dministration, and supervision. Author Sanjuan was responsible for

tudy conceptualization, methodology, investigation, resources, writing

he original draft, review and editing, project administration, supervi-

ion, and funding acquisition. 

Author Cacari Stone was responsible for conceptualization, writing

ortions of the original draft, reviewing, and editing. Author Cairo was

esponsible for formal analysis, data curation, writing portions of the

riginal draft, reviewing, and editing. Author Lohr-Valdez was respon-

ible for formal analysis, data curation, writing portions of the origi-

al draft, reviewing, and editing. Author Leeman was responsible for

onceptualization, methodology, validation, reviewing, and editing. All

uthors contributed to and have approved the final manuscript. 

eclaration of Competing Interest 

None. 

cknowledgments 

We would like to thank Emily Arnold, Ph.D. at the University of Cal-

fornia, San Francisco for her advice on the development of our guiding

uestions for these interviews. We would like to acknowledge the criti-

al contributions to the study design and conduct of the study by the late

cott Coffey, Ph.D. Finally, we would like to thank all of our participants

ho generously shared their stories with us. 

ole of funding source 

This research was supported by the National Institutes of Health

 R25DA035163 , K23AA025094 , U54MD004811, and R21DA048058 ).

he funding source had no involvement in study design; in the collec-

ion, analysis, and interpretation of data; in the writing of the report; or

n the decision to submit the article for publication. 

upplementary materials 

Supplementary material associated with this article can be found, in

he online version, at doi:10.1016/j.dadr.2021.100013 . 

http://dx.doi.org/10.13039/100000002
https://doi.org/10.1016/j.dadr.2021.100013


M.C. Henry, P.M. Sanjuan, L.C. Stone et al. Drug and Alcohol Dependence Reports 1 (2021) 100013 

R

A  

 

A  

 

A  

A  

 

A  

A  

 

 

B  

 

B  

B  

 

B  

B  

 

C  

 

C  

 

 

C  

 

C  

 

D  

 

 

F  

F  

G  

 

G  

 

H  

 

H  

H  

 

 

H  

J  

 

J  

 

K  

K  

 

K  

 

K  

 

L  

 

L  

 

L  

 

 

L  

 

L  

M  

 

M  

 

M  

 

 

M  

M  

 

 

M  

 

M  

 

 

N  

N  

N  

 

O  

 

O  

P  

 

 

P  

 

 

R  

 

R  

 

R  

R  

 

 

R  

 

S  

S  

 

 

eferences 

lexander, K., 2013. Social determinants of methadone in pregnancy: violence, so-

cial capital, and mental health. Issues Ment. Health Nurs. 34 (10), 747–751.

doi: 10.3109/01612840.2013.813996 . 

lhusen, J.L., Ray, E., Sharps, P., Bullock, L., 2014. Intimate partner violence during

pregnancy: maternal and neonatal outcomes. J. Women’s Health 24 (1), 100–106.

doi: 10.1089/jwh.2014.4872 . 

maro, H., Fried, L.E., Cabral, H., Zuckerman, B., 1990. Violence during pregnancy and

substance use. Am. J. Public Health 80 (5), 575–579. doi: 10.2105/AJPH.80.5.575 . 

merican College of Obstetricians and Gynecologists, 2012. Committee opinion

No. 518: intimate partner violence. Obstetr. Gynecol. 119 (2), 412–417.

doi: 10.1097/AOG.0b013e318249ff74 . 

merican Psychiatric Association, 2013. Diagnostic and Statistical Manual of Mental Dis-

orders: DSM-5TM. American Psychiatric Publishing, Inc 5th ed. . 

snaani, A., Kaczkurkin, A.N., Fitzgerald, H.E., Jerud, A., Foa, E.B., 2020. The as-

sociation between cognitive coping strategies and treatment outcomes in smok-

ers with PTSD. Psychol. Trauma: Theory, Res., Pract. Policy 12 (1), 92–100.

doi: 10.1037/tra0000473 . 

arbour, R.S., 2001. Checklists for improving rigour in qualitative research: a case of the

tail wagging the dog? BMJ 322 (7294), 1115–1117. doi: 10.1136/bmj.322.7294.1115 .

ernalillo Community Health Council. (2020). Bernalillo county community health pro-

file. http://www.bchealthcouncil.org/CommunityHealthProfile 

oden, M.T. , Westermann, S. , McRae, K. , Kuo, J. , Alvarez, J. , Kulkarni, M.R. , Gross, J.J. ,

Bonn-Miller, M.O. , 2013. Emotion regulation and posttraumatic stress disorder: a

prospective investigation. J. Soc. Clin. Psychol. 32 (3), 296–314 psyh . 

raun, V., Clarke, V., 2006. Using thematic analysis in psychology. Qual. Res. Psychol. 3

(2), 77–101. doi: 10.1191/1478088706qp063oa . 

rownridge, D.A., Taillieu, T.L., Tyler, K.A., Tiwari, A., Chan, K.L., Santos, S.C., 2011.

Pregnancy and intimate partner violence: risk factors, severity, and health effects.

Violence Against Women 17 (7), 858–881. doi: 10.1177/1077801211412547 . 

ampbell, J.L., Quincy, C., Osserman, J., Pedersen, O.K., 2013. Coding in-depth semistruc-

tured interviews: problems of unitization and intercoder reliability and agreement.

Sociol. Methods Res. 42 (3), 294–320. doi: 10.1177/0049124113500475 . 

hiedi, J.M. (2019). Provider shortages and limited availability of behavioral

health services in New Mexico’s medicaid managed care (OEI-02-17-00490).

U.S. Department of health and human services, office of inspector general.

https://oig.hhs.gov/oei/reports/oei-02-17-00490.pdf 

ollins, A.B., Boyd, J., Cooper, H.L.F., McNeil, R., 2019. The intersectional

risk environment of people who use drugs. Soc. Sci. Med. 234, 112384.

doi: 10.1016/j.socscimed.2019.112384 . 

ooper, M.L. , Frone, M.R. , Russell, M. , Mudar, P. , 1995. Drinking to regulate positive and

negative emotions: a motivational model of alcohol use. J. Pers. Soc. Psychol. 69,

990–1005 . 

elker, B.C., Scoyoc, A.V., Noll, L.K., 2020. Contextual influences on the percep-

tion of pregnant women who use drugs: information about women’s childhood

trauma history reduces punitive attitudes. J. Trauma Dissociat. 21 (1), 103–123.

doi: 10.1080/15299732.2019.1675221 . 

irst, M.B. , Williams, J.B.W. , Karg, R.S. , Spitzer, R.L. , 2015. Structured Clinical Interview

for DSM-5 Research Version (SCID-5-RV). American Psychiatric Association . 

orray, A., Merry, B., Lin, H., Ruger, J.P., Yonkers, K.A., 2015. Perinatal substance use:

a prospective evaluation of abstinence and relapse. Drug Alcohol Depend. 150, 147–

155. doi: 10.1016/j.drugalcdep.2015.02.027 . 

alea, S. , Vlahov, D. , 2002. Social determinants and the health of drug users: socioeco-

nomic status, homelessness, and incarceration. Public Health Rep. 117, S135–S145

Suppl 1 . 

ifford, K., Ellis, A.L., Nardone, M., Hinton, E., Rudowitz, R., Diaz, M., & Tian, M. (2019).

A view from the states: key medicaid policy changes. Henry J. Kaiser family founda-

tion and national association of medicaid directors. 

eatherton, T.F. , Kozlowski, L.T. , Frecker, R.C. , Fagerstrom, K.-.O. , 1991. The fagerstrom

test for nicotine dependence: a revision of the fagerstrom tolerance questionnaire. Br.

J. Addict. 86, 1119–1127 . 

oward, H., 2015. Reducing stigma: lessons from opioid-dependent women. J. Soc. Work

Pract. Addict. 15 (4), 418–438. doi: 10.1080/1533256X.2015.1091003 . 

ubberstey, C., Rutman, D., Schmidt, R.A., Van Bibber, M., Poole, N., 2019. Multi-service

programs for pregnant and parenting women with substance use concerns: women’s

perspectives on why they seek help and their significant changes. Int. J. Environ. Res.

Public Health 16 (18), 3299. doi: 10.3390/ijerph16183299 . 

ui, K., Angelotta, C., Fisher, C.E., 2017. Criminalizing substance use in pregnancy: mis-

placed priorities. Addiction 112 (7), 1123–1125. doi: 10.1111/add.13776 . 

arlenski, M., Tarr, J.A., Holland, C.L., Farrell, D., & Chang, J.C. (2016). Pregnant women’s

access to information about perinatal marijuana use: a qualitative study. Women’s

Health Issues, 26(4), 452–459. https://doi.org/10.1016/j.whi.2016.03.010 

essup, M.A., Humphreys, J.C., Brindis, C.D., Lee, K.A., 2003. Extrinsic barriers to sub-

stance abuse treatment among pregnant drug dependent women. J. Drug Issues 33

(2), 285–304. doi: 10.1177/002204260303300202 . 

hantzian, E.J. , 1997. The self-medication hypothesis of substance use disorders: a recon-

sideration and recent applications. Harv. Rev. Psychiatry 4, 231–244 . 

hantzian, E.J., 2004. Review of trauma and substance abuse: causes, conse-

quences, and treatment of comorbid disorders. Am. J. Psychiatry 161, 587–588.

doi: 10.1176/appi.ajp.161.3.587 . 

ing, P.A.L., Duan, L., Amaro, H., 2015. Clinical needs of in-treatment pregnant women

with co-occurring disorders: implications for primary care. Matern. Child Health J.

19 (1), 180–187. doi: 10.1007/s10995-014-1508-x . 
8 
ramlich, D., Kronk, R., Marcellus, L., Colbert, A., Jakub, K., 2018. Rural postpar-

tum women with substance use disorders. Qual. Health Res. 28 (9), 1449–1461.

doi: 10.1177/1049732318765720 . 

amb, C.E.F. , Boers, M. , Owens, A. , Copeland, J. , Sultana, T. , 2008. Exploring experiences

and attitudes about health care complaints among pregnant women, mothers and staff

at an opioid treatment service. Aust. Health Rev. 32 (1), 66–75 Gale OneFile: Nursing

and Allied Health . 

anning, R.K., Klaman, S.L., 2019. Evaluation of an innovative, hospital-based vol-

unteer doula program. J. Obstetr., Gynecol. Neonatal Nurs. 48 (6), 654–663.

doi: 10.1016/j.jogn.2019.08.004 . 

atuskie, K.A., Andrews, N.C.Z., Motz, M., Leibson, T., Austin, Z., Ito, S., Pe-

pler, D.J., 2019. Reasons for substance use continuation and discontinuation dur-

ing pregnancy: a qualitative study. Women Birth: J. Aust. Coll. Midwives 32 (1).

doi: 10.1016/j.wombi.2018.04.001 , e57-e64 . 

inden, I.A., Torchalla, I., Krausz, M., 2013. Addiction in maternity: prevalence of mental

illness, substance use, and trauma. J. Aggress. Maltreat. Trauma 22 (10), 1070–1084.

doi: 10.1080/10926771.2013.845279 . 

loyd, M.H., 2018. Health determinants, maternal addiction, and foster care: current

knowledge and directions for future research. J. Soc. Work Pract. Addict. 18 (4), 339–

363. doi: 10.1080/1533256X.2018.1517009 . 

artin, S.L., Beaumont, J.L., Kupper, L.L., 2003. Substance use before and during preg-

nancy: links to intimate partner violence. Am. J. Drug Alcohol Abuse 29 (3), 599–617.

doi: 10.1081/ADA-120023461 . 

cCauley, J.L., Killeen, T., Gros, D.F., Brady, K.T., Back, S.E., 2012. Posttraumatic stress

disorder and co-occurring substance use disorders: advances in assessment and treat-

ment. Clin. Psychol.: Sci. Pract. 19 (3), 283–304. doi: 10.1111/cpsp.12006 . 

eurk, C.S., Broom, A., Adams, J., Hall, W., Lucke, J., 2014. Factors influencing women’s

decisions to drink alcohol during pregnancy: findings of a qualitative study with

implications for health communication. BMC Pregnancy Childbirth 14 (1), 1–9.

doi: 10.1186/1471-2393-14-246 . 

iles, M.B. , Huberman, A.M. , Saldana, J. , 2018. Qualitative Data Analysis: A Methods

Sourcebook. SAGE Publications 4th ed. . 

otz, M., Andrews, N.C.Z., Bondi, B.C., Leslie, M., Pepler, D.J., 2019. Addressing the

impact of interpersonal violence in women who struggle with substance use through

developmental-relational strategies in a community program. Int. J. Environ. Res.

Public Health 16 (21), 4197. doi: 10.3390/ijerph16214197 . 

oylan, P.L., Jones, H.E., Haug, N.A., Kissin, W.B., Svikis, D.S., 2001. Clinical and psy-

chosocial characteristics of substance-dependent pregnant women with and without

PTSD. Addict. Behav. 26 (3), 469–474. doi: 10.1016/S0306-4603(00)00141-6 . 

rav čík, V., Nechanská, B., Gabrhelík, R., Handal, M., Mahic, M., Skurtveit, S., 2020. So-

cioeconomic characteristics of women with substance use disorder during pregnancy

and neonatal outcomes in their newborns: a national registry study from the Czech Re-

public. Drug Alcohol Depend. 209, 107933. doi: 10.1016/j.drugalcdep.2020.107933 . 

ew Mexico Department of Health. (2020). New Mexico substance use disorder treatment

gap analysis. https://www.nmhealth.org/publication/view/marketing/5596/ 

ew Mexico Department of Health. (2021). CARA comprehensive addiction and recovery

act evaluation report. New Mexico Department of Health. 

ichols, T.R., Welborn, A., Gringle, M.R., Lee, A., 2021. Social stigma and perinatal sub-

stance use services: recognizing the power of the good mother ideal. Contemp. Drug

Probl. 48 (1), 19–37. doi: 10.1177/0091450920969200 . 

rne, M.T., 1962. On the social psychology of the psychological experiment: with partic-

ular reference to demand characteristics and their implications. Am. Psychol. 17 (11),

776–783. doi: 10.1037/h0043424 . 

uimette, P. , Read, J.P. , Wade, M. , Tirone, V. , 2010. Modeling associations between post-

traumatic stress symptoms and substance use. Addict. Behav. 35, 64–67 . 

ietrzak, R.H. , Goldstein, R.B. , Southwick, S.M. , Grant, B.F. , 2011. Prevalence and Axis

I comorbidity of full and partial posttraumatic stress disorder in the United States:

results from wave 2 of the national epidemiologic survey on alcohol and related con-

ditions. J. Anxiety Disord. 25 (3), 456–465 . 

ossemato, K., Maisto, S.A., Wade, M., Barrie, K., McKenzie, S., Lantinga, L.J.,

Ouimette, P., 2015. Ecological momentary assessment of PTSD symptoms and

alcohol use in combat veterans. Psychol. Addict. Behav. 29 (4), 894–905.

doi: 10.1037/adb0000129 . 

enbarger, K.M., Shieh, C., Moorman, M., Latham-Mintus, K., Draucker, C., 2020. Health

care encounters of pregnant and postpartum women with substance use disorders.

West. J. Nurs. Res. 42 (8), 612–628. doi: 10.1177/0193945919893372 . 

esnick, H. , 1996. Psychometric review of the National Women’s Study (NWS) event histo-

ry-PTSD module. Measurement of Stress, Trauma, and Adaptation B. H. Stamm (Ed.).

Sidran Press . 

hodes, T., 2009. Risk environments and drug harms: a social science for harm reduction

approach. Int. J. Drug Policy 20 (3), 193–201. doi: 10.1016/j.drugpo.2008.10.003 . 

hodes, T., Lilly, R., Fernández, C., Giorgino, E., Kemmesis, U.E., Ossebaard, H.C.,

Lalam, N., Faasen, I., Spannow, K.E., 2003. Risk factors associated with drug use:

the importance of ‘risk environment’. Drugs: Educ., Prevent. Policy 10 (4), 303–329.

doi: 10.1080/0968763031000077733 . 

oberts, S.C.M., Pies, C., 2011. Complex calculations: how drug use during pregnancy

becomes a barrier to prenatal care. Matern. Child Health J. 15 (3), 333–341.

doi: 10.1007/s10995-010-0594-7 . 

aatcioglu, O., Erim, R., Cakmak, D., 2006. Role of family in alcohol and substance abuse.

Psychiatry Clin. Neurosci. 60 (2), 125–132. doi: 10.1111/j.1440-1819.2006.01476.x . 

anjuan, P.M., Pearson, M.R., Fokas, K., Leeman, L.M., 2020. A mother’s bond: an

ecological momentary assessment study of posttraumatic stress disorder symptoms

and substance craving during pregnancy. Psychol. Addict. Behav. 34 (2), 269–280.

doi: 10.1037/adb0000543 . 

https://doi.org/10.3109/01612840.2013.813996
https://doi.org/10.1089/jwh.2014.4872
https://doi.org/10.2105/AJPH.80.5.575
https://doi.org/10.1097/AOG.0b013e318249ff74
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0005
https://doi.org/10.1037/tra0000473
https://doi.org/10.1136/bmj.322.7294.1115
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0009
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0009
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0009
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0009
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0009
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0009
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0009
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0009
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0009
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1177/1077801211412547
https://doi.org/10.1177/0049124113500475
https://doi.org/10.1016/j.socscimed.2019.112384
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0015
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0015
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0015
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0015
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0015
https://doi.org/10.1080/15299732.2019.1675221
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0017
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0017
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0017
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0017
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0017
https://doi.org/10.1016/j.drugalcdep.2015.02.027
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0019
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0019
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0019
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0021
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0021
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0021
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0021
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0021
https://doi.org/10.1080/1533256X.2015.1091003
https://doi.org/10.3390/ijerph16183299
https://doi.org/10.1111/add.13776
https://doi.org/10.1177/002204260303300202
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0027
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0027
https://doi.org/10.1176/appi.ajp.161.3.587
https://doi.org/10.1007/s10995-014-1508-x
https://doi.org/10.1177/1049732318765720
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0031
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0031
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0031
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0031
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0031
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0031
https://doi.org/10.1016/j.jogn.2019.08.004
https://doi.org/10.1016/j.wombi.2018.04.001
https://doi.org/10.1080/10926771.2013.845279
https://doi.org/10.1080/1533256X.2018.1517009
https://doi.org/10.1081/ADA-120023461
https://doi.org/10.1111/cpsp.12006
https://doi.org/10.1186/1471-2393-14-246
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0039
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0039
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0039
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0039
https://doi.org/10.3390/ijerph16214197
https://doi.org/10.1016/S0306-4603(00)00141-6
https://doi.org/10.1016/j.drugalcdep.2020.107933
https://doi.org/10.1177/0091450920969200
https://doi.org/10.1037/h0043424
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0047
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0047
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0047
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0047
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0047
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0048
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0048
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0048
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0048
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0048
https://doi.org/10.1037/adb0000129
https://doi.org/10.1177/0193945919893372
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0051
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0051
https://doi.org/10.1016/j.drugpo.2008.10.003
https://doi.org/10.1080/0968763031000077733
https://doi.org/10.1007/s10995-010-0594-7
https://doi.org/10.1111/j.1440-1819.2006.01476.x
https://doi.org/10.1037/adb0000543


M.C. Henry, P.M. Sanjuan, L.C. Stone et al. Drug and Alcohol Dependence Reports 1 (2021) 100013 

S  

 

 

S  

 

 

S  

 

S  

 

 

S  

 

S  

 

 

S  

S  

S  

 

S  

S  

S  

 

S  

 

S  

 

V  

 

V  

 

W  

 

W  

 

W  

 

 

anjuan, P.M., Pearson, M.R., Poremba, C., Amaro, H., de, L.A., Leeman, L., 2019. An eco-

logical momentary assessment study examining posttraumatic stress disorder symp-

toms, prenatal bonding, and substance use among pregnant women. Drug Alcohol

Depend. 195, 33–39. doi: 10.1016/j.drugalcdep.2018.11.019 . 

chiff, D.M., Nielsen, T., Terplan, M., Hood, M., Bernson, D., Diop, H., Bharel, M.,

Wilens, T.E., LaRochelle, M., Walley, A.Y., Land, T., 2018. Fatal and nonfatal overdose

among pregnant and postpartum women in Massachusetts. Obstetr. Gynecol. 132 (2),

466–474. doi: 10.1097/AOG.0000000000002734 . 

eng, J.S. , D’Andrea, W. , Ford, J.D , 2014. Complex mental health sequelae of psycholog-

ical trauma among women in prenatal care. Psychol. Trauma: Theory, Res., Pract.

Policy 6 (1), 41–49 . 

eng, J.S., Lopez, W.D., Sperlich, M., Hamama, L., Reed Meldrum, C.D., 2012. Marginal-

ized identities, discrimination burden, and mental health: empirical exploration of

an interpersonal-level approach to modeling intersectionality. Soc. Sci. Med. 75 (12),

2437–2445. doi: 10.1016/j.socscimed.2012.09.023 . 

heridan, M.J., 1995. A proposed intergenerational model of substance abuse,

family functioning, and abuse/neglect. Child Abuse Negl. 19 (5), 519–530.

doi: 10.1016/0145-2134(95)00012-w . 

impson, T.L., Lehavot, K., Petrakis, I.L., 2017. No wrong doors: findings from a critical

review of behavioral randomized clinical trials for individuals with co-occurring al-

cohol/drug problems and posttraumatic stress disorder. Alcohol.: Clin. Exp. Res. 41

(4), 681–702. doi: 10.1111/acer.13325 . 

obell, L.C., & Sobell, M.B. (1996). Timeline Followback user’s guide: a calendar method

for assessing alcohol and drug use. Addiction Research Foundation. 

pooner, C., 2009. Social determinants of drug use - barriers to translating research into

policy. Health Promot. J. Aust. 20 (3), 180–185. doi: 10.1071/HE09180 . 

tanley, D., Sata, N., Oparah, J.C., McLemore, M.R., 2015. Evaluation of the East Bay

community birth support project, a community- based program to decrease recidivism

in previously incarcerated women. J. Obstetr., Gynecol. Neonatal Nurs. 44 (6), 743–

750. doi: 10.1111/1552-6909.12760 . 
9 
tengel, C., 2014. The risk of being ‘too honest’: drug use, stigma and pregnancy. Health

Risk Soc. 16 (1), 36–50. doi: 10.1080/13698575.2013.868408 . 

tone, R., 2015. Pregnant women and substance use: fear, stigma, and barriers to care.

Health Justice 3 (1), 1–15. doi: 10.1186/s40352-015-0015-5 . 

ubstance Abuse and Mental Health Services Administration. (2013). Trends in substances

of abuse among pregnant women and women of childbearing age in treatment. Au-

thor. 

ubstance Abuse and Mental Health Services Administration. (2020). 2019 national survey

on drug use and health: women. https://www.samhsa.gov/data/report/2019-nsduh-

women 

utter, M.B. , Gopman, S. , Leeman, L. , 2017. Patient-centered care to address barriers for

pregnant women with opioid dependence. Obstetr. Gynecol. Clin. 44 (1), 95–107

http://dx.doi.org/10.1016/j.ogc.2016.11.004 . 

an Scoyoc, A., Harrison, J.A., Fisher, P.A., 2017. Beliefs and behaviors of pregnant

women with addictions awaiting treatment initiation. Child Adolesc. Soc. Work. J.

34 (1), 65–79. doi: 10.1007/s10560-016-0474-0 . 

oon, P., Greer, A.M., Amlani, A., Newman, C., Burmeister, C., Buxton, J.A., 2018. Pain as

a risk factor for substance use: a qualitative study of people who use drugs in British

Columbia. Canada. Harm Reduct. J. 15 (1), 35. doi: 10.1186/s12954-018-0241-y . 

adsworth, M.E., 2015. Development of maladaptive coping: a functional adap-

tation to chronic, uncontrollable stress. Child Dev. Perspect. 9 (2), 96–100.

doi: 10.1111/cdep.12112 . 

eathers, F.W., Blake, D.D., Schnurr, P.P., Kaloupek, D.G., Marx, B.P., & Keane, T.M.

(2013). The clinician-administered PTSD scale for DSM-5 (CAPS-5). National Center

for PTSD at www.ptsd.va.gov. 

eiss, N.H., Tull, M.T., Anestis, M.D., Gratz, K.L., 2013. The relative and unique con-

tributions of emotion dysregulation and impulsivity to posttraumatic stress dis-

order among substance dependent inpatients. Drug Alcohol Depend. 128, 45–51.

doi: 10.1016/j.drugalcdep.2012.07.017 , 1-2 . 

https://doi.org/10.1016/j.drugalcdep.2018.11.019
https://doi.org/10.1097/AOG.0000000000002734
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0059
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0059
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0059
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0059
https://doi.org/10.1016/j.socscimed.2012.09.023
https://doi.org/10.1016/0145-2134(95)00012-w
https://doi.org/10.1111/acer.13325
https://doi.org/10.1071/HE09180
https://doi.org/10.1111/1552-6909.12760
https://doi.org/10.1080/13698575.2013.868408
https://doi.org/10.1186/s40352-015-0015-5
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0070
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0070
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0070
http://refhub.elsevier.com/S2772-7246(21)00013-5/sbref0070
https://doi.org/10.1007/s10560-016-0474-0
https://doi.org/10.1186/s12954-018-0241-y
https://doi.org/10.1111/cdep.12112
https://doi.org/10.1016/j.drugalcdep.2012.07.017

	Alcohol and other substance use disorder recovery during pregnancy among patients with posttraumatic stress disorder symptoms: A qualitative study
	1 Introduction
	1.1 Prenatal substance use
	1.2 Rhodes’ risk environment
	1.3 Pregnant individuals with SUD and trauma

	2 Methods
	2.1 Sample and data collection
	2.2 Data analysis
	2.3 Study context
	2.3.1 Treatment availability


	3 Results
	3.1 Research overview and sample population
	3.2 Lack of access or ability to obtain resources
	3.3 Substance use to cope with negative affect
	3.4 Social stigma
	3.5 Interpersonal relationships

	4 Discussion
	4.1 Health care access and treatment
	4.2 Personal vulnerability and coping
	4.3 Interpersonal relationships and community

	5 Limitations
	Conclusion
	Data statement
	Contributors
	Declaration of Competing Interest
	Acknowledgments
	Role of funding source
	Supplementary materials
	References


