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Substance use during pregnancy is a growing public health concern, in part due

to increasing rates of pregnancy criminalization that are heavily concentrated in

the United States (US) Deep South. While existing public health models of care

are designed to address substance use during pregnancy, these models often

center the fetus rather than the pregnant/birthing person. We argue that patient

and community centered models of care are needed to ensure pregnant people

who use substances have access to respectful and safe care. We identify person-

centered and community-care models for birthing people that rehumanize the

birthing person and transform their subjectivity, moving from an object of

medical intervention to a collaborator in their own care. By integrating

matricentric feminist framings with the Dynamic Sustainability Framework

(DSF) we build on theorizations of person-centered care to further invert the

medical gaze, resist the governing of pregnant bodies, and proactively prevent

self and other regulation of birthing persons. In doing so, we identify

opportunities to sustain community-centered peer support specialist,

substance use doula, and peer support group care models into the unique

cultural contexts, healthcare settings, and policy climates of the post-Dobbs

Deep South.
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Introduction

Perinatal substance use in the United
States

Substance use during pregnancy and the postpartum period is a

growing public health concern. Accounting for 25% of all

pregnancy-related deaths in the United States (US), substance use

is a leading cause of maternal morbidity and mortality and is

associated with a multitude of risks for adverse health and social

outcomes for pregnant people and their offspring and families. Most

pregnant people do not choose to begin using substances once they

know they are pregnant, and those who have the capacity to choose

to quit or abstain on their own usually do so (1). This is the key

distinction between substance use and substance use disorder

(SUD) (2021). Substance use is the consumption of substances

that alter physical, emotional, or cognitive states, and SUD is a

chronic disease characterized by a cluster of cognitive, behavioral,

and physiological symptoms indicating that the individual

continues to use substances despite significant substance-related

problems (2). Similar to the general population, many genetic,

environmental, psychological, biological, and socioeconomic

factors contribute to a pregnant individual’s substance use and/or

SUD (3). These include an individual’s history of trauma, stressful

interpersonal relationships, and poverty (1, 4). The most frequent

substances used during pregnancy are tobacco, alcohol, and

marijuana, followed by opioids and cocaine (3, 5). Notably, the

legality of these substances varies considerably across the US but

narratives of criminality and morality during pregnancy may render

all people who use these substances during pregnancy subject to

surveillance and critique.

According to the National Survey on Drug Use and Health 2020

report, approximately 14.9% of the pregnant population in the US

reported using tobacco in 2015. Of the substances listed under the

“illicit” (i.e., illegal) category, cannabis was the most widely reported,

accounting for 112,000 (93.3%) of the 120,000 pregnant people

reporting any illicit substance use. Those who reported past-year

cannabis use were more likely to report using other substances,

including cocaine, opioids, and alcohol (2020). Substance use

during pregnancy is associated with a range of adverse health

outcomes for pregnant individuals and their neonates, including

postpartum depression (6), preterm birth, maternal mortality,

stillbirth, neonatal abstinence syndrome (NAS), and infant death

(7). In a cross- sectional analysis of inpatient pregnancy

hospitalizations from the Healthcare Cost and Utilization Project

National Inpatient Sample from 2016 to 2020, Ragsdale et al. (8)

found that SUD was an independent predictor of fetal growth

restriction, antepartum hemorrhage, and preterm birth. From 2010

to 2017, maternal opioid-related diagnoses increased approximately

130% from 3.5 to 8.2 per 1,000 hospital deliveries, and NAS increased

83%, from 4.0 to 7.3 per 1,000 hospital deliveries (9). This increase

coincides with increasingly restrictive barriers to care that are

prominent in the South.
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Barriers to clinical care access and
continuity

While evidence-based treatments for perinatal substance use

exist, they are difficult to access for many systems-marginalized

birthing people1 and women. Barriers to clinical care include fear/

risk of stigma, discrimination, potential Child Protective Services

(CPS) involvement, penalization or criminalization, custody

challenges, limited socioeconomic resources and logistical

supports, and lack of understanding of local policies and

reporting mandates on part of healthcare providers and systems

(10–12). State actors, including local police departments and CPS,

rely heavily on substance use allegations as a basis for charging

pregnant people with criminal child (fetal) neglect (13). This legal

apparatus lends itself to excessive surveillance of pregnant persons

from within the healthcare and justice systems (2024). Such

surveillance can occur when individuals are drug tested without

their knowledge or consent (2024). Universal substance use

screening for pregnant individuals has been shown to improve

perinatal health outcomes by facilitating early identification and

treatment of SUDs (14). However, universal screening becomes a

dangerous practice when it is weaponized by state-level actors to

criminalize pregnant people (15). Non-consensual drug screenings

and subsequent engagement with CPS can also be due to

misinterpretations of federal and state Child Abuse Prevention

and Treatment Act (CAPTA) requirements (16). This is why

consensual drug screenings are critical, as non-consensual drug

screenings and engagement with CPS extends throughout the

perinatal period and the pregnant person’s behavioral health

needs can become grounds for child abuse cases (National

Advocates for Pregnant Women, 2024).

These forms of surveillance amplify social stigma surrounding

substance use during pregnancy that is already rooted in a general

societal judgement towards people who use substances and the

harmful stereotype that individuals who use substances are “weak”

and “undeserving” of care (1, 17). This stigma is compounded by

narratives of normative motherhood2 (i.e., cultural stereotypes of

who/what the mythical ‘perfect’ parent is/does) (18), which

characterizes the ideal pregnant person as selfless, devoted, self-

sacrificing for the fetus/baby/child (18). At the expense of her own

wellbeing, the normative mother dedicates her own life – even her

own biological needs – to the infant. As such, addiction is framed

“as weakness” (1, 17).

Narratives of the selfless mother can be internationalized and

perpetuated by healthcare providers and others within the

healthcare system, leading to increased referrals to child welfare

services and removal of parental rights for those that are perceived

as “unfit to parent” (1).

Stigma towards pregnant people who use substances is

particularly salient in rural areas, where communities are tight-

knit and confidentiality can be difficult to maintain (19). Birthing

people and women report that in attempts to avoid detection from

state actors, they will isolate themselves, skip treatment, or avoid
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treatment altogether (20). Further, they may avoid disclosing the

need for care or hide their substance use while seeking prenatal

care (21).

Roberts writes that the employment of the welfare system

against Black patients (i.e., criminalization) is fundamental to the

pathologization of families and birthing people/women who are not

White and middle class (22, 23). Black birthing people/women are

disproportionately impacted by non-consensual substance use

screenings during pregnancy and receive harsher punishments

and penalties for suspected substance use (24–26). Thus, the

clinical setting can be a space of surveillance for pregnant people

who use substances, leading to barriers in access to care, especially

for Black birthing people/women and other communities of color

intending to reproduce (12, 27).

In addition to legal mechanisms, stigma impacts help-seeking

behaviors and healthcare behaviors through psychological

mechanisms. For instance, stigma undermines self-efficacy, self-

esteem and a pregnant individual’s belief that they deserve or are

worthy and capable of accessing care and treatment. (1, 28). Thus,

pregnancy may become a point of internalized guilt and shame,

leading pregnant people to self-surveil their own behaviors,

reconstructing the meaning they attached to their bodies,

pregnancies, and psychological development as maternal beings

(2021). This can lead to the avoidance of care (20). Self-surveillance

and the embodiment of normative motherhood can manifest in

worsened mental health outcomes, including reports of guilt and

shame, which hinder recovery and health. Further, stigma isolates

mothers from social benefits, support systems, provider networks,

and community resources (28–30).

The internalization of normative motherhood can lead mothers

to feel shame and embarrassment if they deviate from the norm.

Mothers report feeling like a ‘failure’ when they do not match the

idealized version of birthing people/mothers (31). When birth

parents who use substances receive affirmation and recognition of

their subjective experiences as real and understandable from others,

they are more likely to seek support (31, 32). In doing so, mothers

may look to individuals with similar lived experiences—specifically,

other birthing people/mothers who used substances during their

pregnancy and throughout the postpartum period. These shared

experiences are validating in that they help birth parents/mothers

understand they are not alone. In the absence of this support,

mothers can feel shame, denial, and emotional isolation. These

feelings translate to inaction: mothers have difficulties seeking

support, sharing needs, and may mask or obscure their needs

from others (31). This may lead to elevated needs for mothers

who use substances during pregnancy as this often requires clinical

intervention. Mothers may become further isolated from care when

they do not feel recognized by the healthcare system. In the instance

that mothers are connected to care, they may desire feeling

emotionally safe with providers (33).

Discrimination is also a barrier to care. Individuals who are

Black, Latine, and/or uninsured experience higher rates of

discrimination in healthcare settings when seeking treatment for

substance use relative to their White and/or insured counterparts

(34). Discrimination has tangible effects on experiences of care:
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patients who experience discrimination leave treatment prior to the

necessary duration and report treatment as less helpful compared to

those who are not discriminated against (34). Individuals on

Medicaid are more likely to experience discrimination than those

who are privately insured (35). This can compound with other

barriers to care, including access to transportation and childcare,

that prohibit individuals from seeking treatment (2015).
Under prioritization and utilization of
community and person-centered models
of care

Increasing rates of pregnancy criminalization, which

disproportionately impact Black birthing people and birthing

people living on low incomes, challenge public health and cross-

sectoral partners to reconsider the ways in which we respond

to substance use during pregnancy. Birthing people are forced

to navigate excessive surveillance in sociocultural and healthcare

systems, which is often in tension with self-defined health needs

and the subjective experiences of pregnancy. Use of opioids

and other illicit drugs have not been well prioritized in broader

efforts to prevent and reduce maternal morbidity and mortality,

especially those that are women- and community-centered (36).

The political climate highlights opportunities to invest and

sustain matricentric, women- and community-centered models

of care.
Matricentric approaches to care

Narratives of normative motherhood demand that birthing

people/mothers “efface [their] own subjectivity” to be a selfless

protector and producer of the fetus (17). Narratives of normative

mothering and the selfless mother have become embedded into

clinical practices regarding substance use during pregnancy and as a

result, fetal-centered models of care–which mirror trends towards

pregnancy criminalization–have been prioritized by state

legislators, public health departments, and the biomedical

apparatus (36). Centering the birthing person and their subjective

experience of motherhood, pregnancy, and substance use is

necessary to adequately respond and prevent maternal death and

suffering (2024). Evidence-based interventions exist to support

person-centered models of care for improving access and quality

of care for birthing persons who use substances. Among them, peer

support specialists, support groups, and community-based doulas

hold promise as supportive, ancillary models of care for pregnant

people who use substances.

These models are particularly valuable now that the US

Supreme Court has eliminated the constitutional right to an

abortion (i.e., a ruling that took place on June 24, 2022 in a case

titled Dobbs v. Jackson Women’s Health Organization) because peer

support specialists, support groups, and community based doulas

transverse both formal (e.g., clinical, institutionalized) and informal

(e.g., community-based, locally situated) systems of care. This
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allows them to center the birthing person, bridge sectors of care,

and expand access to treatment while prioritizing client

confidentiality and safety. Furthermore, a matricentric feminist

framing3 to care can help resist the harms of fetal-centered

models which have led to, or at the very least excused,

criminalization of substance use during pregnancy. Matricentric

feminism has been applied in public health and related sectors (e.g.,

social work) to confront patriarchal ideologies which may structure

services, policies, and practices (Epstein & Mulley, 2024).

The conditions of the Deep South are not static. Sustaining care

requires attending to the ever-shifting public health infrastructure,

increasing rates of pregnancy surveillance, and stark issues in access

to care which continue to grow post-Dobbs. The Dynamic

Sustainability Framework (DSF) is an Implementation Science

(IS) framework which helps “[address] the paradox of

sustainment amid ongoing change” (37, pp. 1). While

interventions may remain evidence-based, their “fit” within the

broader system of care and political climate may not be fixed. Thus,

the DSF provides a foundation to refine and improve models of care

so they remain reliable and accessible to patients/clients amidst an

ever-changing landscape (37). As Chambers and colleagues describe

(2013), change exists in the use of interventions over time and is

impacted by the characteristics of practice settings and the broader

system that establishes how care is delivered. The DSF model is

composed of three layers: the intervention (layer 1) is nested within

the practice setting (layer 2), which is nested within the ecological

system (layer 3).
Purpose

In this article, we explore the potential role of peer support

specialists, support groups, and community-based doulas in

mitigating the criminalization and surveillance of pregnant people

who use substances. We situate their position as community-based

caregivers in the post-Dobbs landscape, recognizing the dire need to

rehumanize the birthing person as more than a subject of state-level

control and public health intervention. We suggest that these

models may serve as protective factors against the harms of fetal-

centered care through their centering of each birthing person’s

subjective experience. Further, we integrate our matricentric

feminist framing with the DSF, providing an outlet for public

health actors to theorize ways to implement, scale, and sustain

evidence-based patient-and community-centered modes of care.

The DSF framework offers insight into how actors across fields can

problem-solve and adapt person-and community-centered care

into the unique and precarious cultural contexts, healthcare

settings, and policy climates of the post-Dobbs Deep South.
Positionality

We bring together our voices across women’s and gender

studies, public health, and medical anthropology to propose a

matricentric framing to support birthing people who use
Frontiers in Psychiatry 04
substances during pregnancy. The first author brings experience

in co-designing community- based and grassroots-led health

interventions for/with systems-marginalized mothers that center

their subjective experiences of motherhood. Her research has

examined how well-meaning public health and clinical actors may

further marginalize mothers by (unintentionally) perpetuating

harmful narratives or stereotypes about their experiences. The

deficits of public health interventions are especially stark in low-

resourced and underinvestment areas, where birthing people have

limited choice in the interventions they choose or have access to.

Due to her upbringing in a low-resourced and conservative region

of the Ozarks, she has worked to understand how public health

interventions can help confront or further social stigmas for people

living in rural communities. In addition, her lived experience in a

low-resourced setting provides insight into opportunities to sustain

models of care in spaces with a lack of infrastructure. She believes

that matricentric feminist theory and maternal psychology can be

applied in tandem with behavioral sciences to more aptly respond to

the maternal health crisis.

The second author has been a community-based doula in

[hidden for review] for four years. She has supported multiple

clients with substance use disorder and has learned how to navigate

complex clinical settings and legal systems. She is trained to provide

trauma-informed doula care, mental health first aid, and

postpartum support. As a PhD candidate in medical

anthropology, she is committed to understanding the lived

experiences of nurses, obstetricians, midwives, and doulas who

provide care to pregnant people in hospital settings. She has

conducted research in [hidden for review], where she helped

identify strategies for increasing access to doula care and

collaborative perinatal care across the state. She is a member of

the Institute for Medicaid Innovation’s Doula Learning Action

Collaborative for the state of [hidden], an intensive 3-year effort

that will increase access to evidence-based community doula

services for families who have Medicaid insurance coverage. Her

current research explores the relationship between interprofessional

collaboration, patient-centered care, and hospital-based doula care.

She is committed to fostering collaborative, perinatal healthcare

that respects the ancestral practice of midwives and doulas and

centers the needs of birthing people.

The third author brings a medical anthropology and public

health background alongside direct clinical experience supporting

people navigating reproductive healthcare under criminalized

conditions. Her commitment to this work emerged through

providing emotional and clinical support to patients navigating

and receiving surgical abortions, many of whom concurrently

navigated substance use disorder. Currently, as a doctoral

candidate in medical anthropology and recent MPH graduate, she

continues community-based work as a medical assistant alongside

supporting public health measures, in a local reproductive health

clinic in the Deep South. This clinic transitioned from providing

abortion services to focusing on comprehensive reproductive care

post-Dobbs, serving primarily low-income, minority patients

through an integrative care team. This direct experience of how

criminalization reshapes healthcare delivery, combined with
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witnessing patients navigate substance use, pregnancy, and systemic

barriers, drives her interest in research that centers pregnant and

birthing people’s experiences and challenges punitive approaches to

reproductive healthcare.
Matricentric person- and community-
centered models of care

Ecological system: pre and post-Dobbs
climate

Meeting the complex needs of birthing persons who use

substances can present unique care challenges and broader

sociocultural and political considerations within the perinatal care

space. These challenges are magnified in the Deep South where

punitive policies designed to police women and pregnant people

restrict access to substance use treatment (38). For example, in 2006,

Alabama passed Chemical Endangerment of Exposing a Child to an

Environment in Which Controlled Substance Are Produced or

Distributed, an act originally intended to protect children from the

dangers of methamphetamine labs that has since been reinterpreted

to prosecute pregnant people who test positive for controlled

substances (39). In 2014, Tennessee explicitly authorized assault

charges against people who used narcotic drugs during pregnancy

(40). Although it expired in 2016, this “fetal assault law” has been re-

introduced several times to Tennessee’s legislature in support of

permanent implementation (2021). Similar laws have been

introduced in South Carolina, Tennessee, Oklahoma, and

Mississippi. As a result, nearly four in five criminal arrests of 1,379

pregnant people between January 2006 and June 2022 took place in

Alabama (46.5%), South Carolina (13.05%), Tennessee (9.4%),

Oklahoma (8.1%), and Mississippi (2.6%).

The Dobbs vs. Jackson Women’s Health Organization ruling has

only served to heighten rates of pregnancy criminalization in the

Deep South. In the year following the Dobbs decision (2023),

pregnancy criminalization cases reached 210, a record high in a

given year, and a major acceleration in the 1,600 cases from the 16

years preceding Dobbs (38). Punitive laws can turn routine patient-

provider interactions into potential legal threats, in which pregnant

people can be persecuted for seeking either prenatal care or

substance use treatment (41, 42).

For pregnant people who use substances, healthcare encounters

carry perpetual threats of criminalization, which can lead to

potential risks of CPS involvement after childbirth (43). This

transforms spaces of healing into sites of violence and

criminalization, often against the clinical providers’ will. This

state-sanctioned violence is a deterrent to treatment (44).

Without treatment, pregnant people who use substances are at an

increased risk of poor perinatal health outcomes, including fetal

outcomes (43). This creates a public health paradox whereby

heightened surveillance and criminalization undermines the

outcomes it purports to protect.

Further, Medicaid restrictions exemplify how policy functions

as systematic exclusion. Pregnancy verification, long waiting
Frontiers in Psychiatry 05
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health barriers that disproportionately impact pregnant people

who use substances (45). This will become an even deeper,

ongoing challenge as the “One, Big Beautiful” Act plans to cut

Medicaid by at least $600 billion–the largest cut Medicaid will have

experienced–further restricting access at a time when more support

is needed. Medicaid is the backbone of obstetrical care, covering

40.2% of births in the US (CDC, 2024), and foundational to the

provision of behavioral health care within the US. The impacts of

this bill will likely have stark consequences for pregnant people use

substances, widening access to care and increasing the prevalence of

maternity care deserts. Notably, regions experiencing behavioral

health provider shortages in the US are often the same regions with

limited access to obstetrical care. Even in spaces without provider

shortages, pregnant people who use substances are more likely to be

denied access to behavioral health services as compared to their

non-pregnant peers (46).
Hybrid practice setting

Community and person-centered models of care can serve as a

potential buffer to this paradox. Such models often exist within and

beyond the public health sectors, rendering them uniquely vulnerable

to funding cuts but also uniquely positioned to support birthing people

that experience marginalization. In many cases, they function as hybrid

practice settings, in which they bridge gaps between clinical and

community support. The hybrid practice setting provides a unique

opportunity for person-centered and community-centered models of

care as these models are increasing in availability for people within and

outside of formal care settings; however, they may also be

underinvested as they are not one sector’s sole responsibility.

This is particularly important, given that many pregnant people

who use substances must also navigate a dearth of perinatal

healthcare resources. Since the 1980s, maternity care deserts (i.e.,

counties where there is no access to birthing hospitals, birth centers

offering obstetric care, or obstetric providers) have increased in

prevalence (47).
Person and community-centered
models of care

The embodied experiences addressed within community-

centered models of care encompass the full spectrum of maternal

experiences that can be criminalized in the Deep South. These

experiences are shaped by racialized and classed norms of “good

mothering” that create additional trauma for birthing people who

use substances, particularly Black and minoritized women who face

intensified surveillance and criminalization (1, 48). Gender-specific

and trauma-informed care recognizes these intersections and

provides opportunities for reconstructing maternal identity

outside of dominant narratives that reduce birthing people to

vessels for fetal protection rather than whole human beings

deserving of care and support (49–51).
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Importantly, therapeutic monitoring within community-

centered care creates a fundamentally different dynamic than

punitive state surveillance systems. Professional guidelines within

community-centered care models are designed to support maternal

goals and protect maternal interests rather than police maternal

behavior or enforce compliance with external standards. This

approach explicitly addresses how criminalization systems target

birthing people and provides collective strategies for resistance and

protection (20).

Community-centered care providers, including peer support

specialists and community-based doulas, can deliver care through

both group based and individual modalities that embody harm

reduction principles—respecting people seeking care and

providing opportunit ies to set real is t ic goals in safe

environments that prioritize relationships over surveillance (52).

Community-centered care models indicate that enforcing harm

reduction while focusing on trauma-informed and gender specific

care is highly beneficial and leads to addressing social

determinants of health through non-punitive, continuous care

approaches rather than taking an abstinence-only approach (50,

53, 54). Matricentric community-centered care approaches center

the pregnant person’s subjective experience and resistance to

oppressive systems (55).

Community-centered models of support have been found to be

impactful in integrative, trauma informed care for pregnant people

who use substances (3, 56). This is not to say that we propose

community-centered models replace clinical care; rather, they can

serve as a collaborative, supplemental measure for improving

outcomes (57).

In integrative care teams or community-centered care teams,

many pregnant people who use substances find increased

engagement and accountability. Notably, there is community

created through these modalities, an integral piece of care that

can encourage continuation in substance use treatment as well as

support in and out of group sessions (58). Community-centered

care structures are beneficial for both people who use substances

while pregnant and postpartum. Trauma-informed spaces where

pregnant and postpartum people have the space and security to

disclose their experiences increases self-efficacy and can lead to

more accountability to pursue and follow through with substance

use disorder treatment (59, 60). Community-centered models

provide crucial advocacy support and practical guidance for

navigating hostile systems while maintaining focus on maternal

wellbeing and family preservation. In a post-Dobbs landscape,

pregnant people who use substances are most targeted. When

options for abortion and contraception are cut drastically,

especially in the Deep South, pregnant people who use

substances, specifically people of color, will be most targeted for

criminalization and other punitive measures (61, 62).

Peer Support Specialists: “It’s the sharing of experiences with

other women which really matters (63).”

Peer Support Workers or Peer Support Specialists (PSS) in the

context of substance use related care are certified professionals who

often have lived experience with substance use and parenting/

pregnancy (64). In addition to lived experience, PSS may become
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certified by working with birthing people who use substances. While

PSS are certified, they are not necessarily formally employed by

healthcare systems, positioning their role as abridged between

formal and informal public health spaces. For instance, PSS may

be tied to a nonprofit organization or employed by a public health

agency. Likewise, mothers report that PSS can be a form of formal

support or serve as an adjunct to formal support (65).

PSS have positive benefits especially for mothers who

experience social stigma within and outside of the clinic. Mothers

who use substances may become isolated from other mothers. They

report experiences of isolation and disengagement from care when

their mental health needs are not “shared by other mothers”,

leading to limited understanding among “peers” or other mothers

without the same needs (31). PSS help build social cohesion and

affirm positive psychological developments of maternal identity.

Clients/patients attribute health improvements to “receiving

empathetic listening, acceptance, affirmation and normalization”

(66). The relationships may mitigate the harms of social stigma (67).

PSS care and support may vary as it is centered on the birthing

person’s unique needs. Support can be grouped into four key

domains: emotional, informational, instrumental, and affiliations

(64). PSS support facilitates the development of formal and

information supports who can instill confidence, assist in goal

setting, and serve as advocates, mentors, and facilitators for the

resolution of issues related to health and well-being. PSS are

necessary for enhancing and improving the health of individuals

with emotional, behavioral, and/or co-occurring disorders (68).

The PSS model recenters the mother in care and recognizes her

subjective experience with substance use during pregnancy. PSS is

believed to be effective as it fosters shared affiliation, a deep

understanding of [shared] experiences, and a sense of belonging

—all key to recovery from behavioral and mental health needs (68)

PSS recognize the pregnant person’s subjective experience of using

substances, which serves as the foundation for helping them

navigate the clinical care space.

PSS address systems of marginalization while ensuring the

client/peer is still connected to needed care, increasing adaptive

help-seeking behaviors. In addition, birthing people with PSS

support report increases in self-efficacy, trust, and safety, (31)

Other benefits include: reduced substance use and SUD relapse

rates, improved relationships with treatment providers and social

supports, increased treatment retention, and greater treatment

satisfaction (69).

PSS may be integrated into healthcare teams. Olding et al. (31)

describes how integration of PSS into care teams shifts relations

among clinical staff and may transform clinical practices towards

more patient centered models of care. Providers can have deeper

engagement with reflection and mindfulness to confront social

stigma and shift towards patient-centered models of care and

away from criminalization of health behaviors (3). Mothers who

use substance report these changes to be beneficial (31). Integration

has unique potential in the post-Dobbs, Deep South where care is

fragmented. However, if integrated, peer support specialists must be

integrated equitably and supported adequately (31), which may be

unique to sustain in care deserts and areas where public health has
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experienced mass disinvestments. When PSS are not integrated into

healthcare systems, they may express challenges in “establishing

credibility [… ] managing system barriers”, perceived stigmas from

clinical care providers, and navigating clinical boundaries (69, 70).

Clinical boundaries may be challenging as PSS report unclear job

descriptions (69, 71). Other barriers include low compensation and

a lack of investment in the PSS workforce, which leads to high

burnout and turnover rates (72, 73). While PSS experience high

rates of burnout and low compensation, they report a sense of social

support and satisfaction in their job, highlighting opportunities to

sustain their care with meaningful public health investment (74).

Group based PSS can additionally be delivered both in person

and virtually, with particular advantages for birthing people in rural

Deep South areas where services are limited, and criminalization fears

are heightened. Virtual delivery provides increased accessibility while

reducing exposure to surveillance systems that may be embedded in

formal healthcare settings (75). In-person PSS groups offer stronger

community building while providing direct support for navigating

local systems that may be hostile to birthing people who

use substances.
Community-based doulas

Doulas are globally recognized perinatal healthcare

professionals found across many different cultures and

traditions. The role of a doula has, in many respects, existed

throughout human history: individuals have supported one

another throughout the reproductive life course for millennia

(76). In the US, doulas are most commonly recognized as

trained, non-clinical perinatal healthcare professionals who

provide emotional, physical, and informational support to

birthing people during the prenatal, intrapartum, and

postpartum period (77). While birth doulas are the most utilized

by pregnant persons, there are several other types, including

fertility, postpartum, bereavement, and full-spectrum doulas

(78). Full-spectrum doulas offer support throughout the entire

spectrum of pregnancy, from preconception to birth, abortion,

miscarriage, adoption, and the postpartum period (79). Support

can be informational, emotional, and/or physical, depending on

the individualized needs of each client (2022). Many birth and

full-spectrum doulas are community-based, meaning they support

low- income families for little to no cost (80). Most community-

based doulas are employed by or volunteer with local non-profits

(81). In some states, community-based doulas are reimbursed

through Medicaid and provide services to Medicaid- eligible

families through community doula hubs and/or hospitals that

offer billing support for the doulas.

Community-based doulas have an expanded scope of care

relative to private-practice doulas because they spend

considerable time helping low-income clients access safe housing,

food security, and comprehensive systems of social support (80 82).

Many community-based doulas are racially and linguistically
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concordant with their clients (2025). Such concordance can help

Black, Brown, Indigenous, Latine, Medicaid-eligible, and/or

substance-involved individuals feel safe and understood when

encountering a healthcare system that has historically limited

their access to respectful maternity care (83, 84). This sense of

safety can also be facilitated by doulas who are not from the same

community as their clients but engage in cultural humility and

structural competence, i.e., the process in which providers analyze,

challenge, and intervene on cultural issues through a social-

ecological lens (83, 85).

An emergent body of literature suggests that structurally

competent, community-based doulas can and should be

leveraged as a first line of defense in identifying substance use

challenges among pregnant persons (86). Community-based

doulas center the subjective experience of the pregnant person,

and in doing so, build trusting relationships with their clients (84).

Trusting relationships may lead pregnant people who are

substance-involved to disclose their substance-use to their doula

before seeking treatment, allowing the doula to facilitate access to

care (86). Substance use screening and treatment are beyond the

scope of a community-based doula; however, an opportunity

exists to leverage their position as relationship-oriented,

perinatal healthcare professionals (2024).

Community-based doulas can refer clients to inpatient or

residential treatment for pregnant people, clinics that offer

suboxone (buprenorphine/naloxone) and Subutex (buprenorphine)

treatment, and local support groups (87). This is critically important

in the Deep South, where some clinics may surveille and criminalize

pregnant people more than others, usually in fear of being

criminalized themselves (88). Community-based doulas can guide

their clients towards treatment centers with reputations for protecting

pregnant people from criminalization (2023). They can also attend

prenatal and postpartum appointments with their clients to facilitate

interprofessional communication and provide a sense of emotional

safety (89, 90). This type of support has the potential to enhance

experiences of dignity and respect for pregnant people who use

substances in healthcare settings while also minimizing sites of

surveillance and criminalization in socio-political regions like the

Deep South. However, community-based doulas must navigate a

patchwork of licensing, certification, and regulatory policies that are

not always evidence-based and can exclude culturally specific

practices (91).
Sustaining care models

The DSF framework gives insight into how actors across fields

can problem-solve and adapt person- and community-centered in

the unique cultural contexts, healthcare settings, policy climates of

the post-Dobbs Deep South. In review of these models, there are

clear opportunities for these models of care to be sustained,

requiring action by legislators, clinical staff, public health

actors alike.
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Sustaining interventions: ecological system

PSS and doulas are not strictly within one sector. As a result,

their support may fall to the wayside. While the value of their care

lies in part to their fluidity across sectors, formalizing the support

they receive across sectors is critical. Adequate compensation for

their labor is a critical step in sustaining the workforce. As 40.2% of

births in the US are covered by Medicaid (92), many non-clinical,

perinatal healthcare professionals (e.g., doulas and PSS) have

articulated a desire for Medicaid coverage (93). However, there is

not one best-practice model for Medicaid reimbursement of these

services (93). Doulas and PSS across the US have reported the need

for increased reimbursement rates and pathways to refine and

improve Medicaid coverage models (94). The Institute for

Medicaid Innovation (IMI) Doula Learning and Action

Collaborative is currently working with seven states to identify

best practices in an effort to address low or non-existent

reimbursement rates and poor compensation, which can lead to

burnout, distress, and mental health challenges (95).

Ensuring these models of care are covered by Medicaid is

critical to support perinatal healthcare professionals and clients/

patients. Many states have taken to reimburse these care providers

and illustrate high returns on their investment, including improved

perinatal health outcomes (96). Medicaid coverage for doula

services is complex due to state-by-state variability in coverage,

requirements, and reimbursement rates. While some states have

implemented Medicaid reimbursement for doulas, challenges such

as administrative barriers, inconsistent policy implementation, and

low compensation limit widespread access and participation.

Additional investment in these workforces includes continued

education pathways, specifically surrounding best practices to

supporting clients with substance use related needs.
Sustaining interventions: practice and
intervention settings

One of the key barriers to sustaining care is clinician-facilitated

discrimination or judgement towards non-clinical support

professionals, such as doulas and peer support specialists, that are

part of the care team. As Scanell (70) and Eddie et al. (69) illustrate,

paraprofessionals navigate stigmas and challenges establishing

credibility within care settings. A multi-disciplinary commitment

to collaborative care models can help address stigmas and

challenges in integrated PSS and doulas into the clinical

care environment.

Public health and healthcare administration should ensure

clinical staff are trained in the benefits of multidisciplinary care

teams and confident in applying interprofessional communication

stigmas. Not only should clinical staff know the benefits of these

other providers, but they should collaborate with them and

strengthen the continuity of care as a result. Enhanced

partnership working is foundational to care continuity across the

perinatal mental health care pathway (33). Members of the care
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team can work with PSS and doulas to co- create clear job

descriptions to collaborate with other members of the care team

while providing the flexibility to remain person-centered and

adaptive to the needs of the client.
Resisting criminalization

While many actors have worked to integrate these care models

at least partially into clinical settings, the post-Dobbs climate

challenges the field to consider how formalization of a role within

a clinical care setting may lead to criminalization. Healthcare

systems should work to integrate PSS, doulas, and support groups

into referral pathways and ensure the perspectives of PSS and

doulas are honored by staff. The Deep South is not the only

region of the US experiencing stark barriers in access to care

amidst growing maternity care deserts and behavioral health

shortages (97). These models of care will have benefits for others

in different cultural contexts and may even provide the foundation

to proactively prevent heightened pregnancy criminalization in

other regions of the US.
Conclusion

Many pregnant people in the post-Dobbs Deep South face unmet

care needs for a broad range of obstetric and behavioral conditions.

Birthing people who use substances are forced to navigate surveillance,

criminalization, and stigma, which leads to inaccessible care, poor

mental health, and further marginalization within care systems.

Excessive surveillance within clinical settings undermine public

health efforts to minimize pregnancy criminalization. We argue that

future efforts can include matricentric, community-centered models of

care that do not force birthing people to sacrifice their maternal role

and needs. When the care model is fetal-centered, the birthing persons

who is substance-involved is more likely to experience discrimination,

stigma, and avoidance of care. Recognizing the call to “embrace the

culture of a learning healthcare system” (66), we integrate matricentric

feminist framings with the Dynamic Sustainability Framework to

underscore how matricentric- models of care are necessary for

sustaining matricentric, community-centered care models in the

post-Dobbs Deep South.

Birthing people who use substances desire and deserve

recognition, affirmation, and social support in order to

successfully engage in treatment and have adaptive transitions

into their experience as a mother. Pregnancy, childbirth, and the

postpartum are not merely sites for biomedical intervention, but

rather a critical point in matrescence. Supporting birthing people in

their transitions to childbirth and/or parenthood requires

recognizing them as whole people, rather than a biomedical

subject. Peer support specialists, support groups, and substance

use doulas all inherently center the birthing person as they are

relational care models and define human connection as the lever for

changes in health status.
frontiersin.org

https://doi.org/10.3389/fpsyt.2025.1646213
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Moss et al. 10.3389/fpsyt.2025.1646213
Author contributions

RM: Conceptualization, Writing – review & editing, Supervision,

Writing – original draft, Project administration. EL:Writing – review&

editing, Writing – original draft. AI: Writing – original draft, Writing –

review & editing. KS: Supervision, Writing – review & editing.
Funding

The author(s) declare that no financial support was received for

the research and/or publication of this article.
Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be

construed as a potential conflict of interest.
Frontiers in Psychiatry 09
Generative AI statement

The author(s) declare that no Generative AI was used in the

creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this

article has been generated by Frontiers with the support of artificial

intelligence and reasonable efforts have been made to ensure

accuracy, including review by the authors wherever possible. If

you identify any issues, please contact us.
Publisher’s note

All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.
References

1. Weber A, Miskle B, Lynch A, Arndt S, Acion L. Substance use in pregnancy:

identifying stigma and improving care. Subst Abuse Rehabil. (2021) 12:105–21.
doi: 10.2147/SAR.S319180

2. Centers for Disease Control and Prevention. CDC Program Evaluation Framework,
2024. MMWR Recomm Rep. (2024) 73(6):1–40. doi: 10.15585/mmwr.rr7306a1

3. Shank TM, Tjahaja S, Rutter TM, Mackiewicz Seghete KL. Substance use during
pregnancy: the role of mindfulness in reducing stigma. Front Psychol. (2024)
15:1432926. doi: 10.3389/fpsyg.2024.1432926

4. Latuskie KA, Andrews NCZ, Motz M, Leibson T, Austin Z, Ito S, et al. Reasons for
substance use continuation and discontinuation during pregnancy: A qualitative study.
Women Birth. (2019) 32:e57–64. doi: 10.1016/j.wombi.2018.04.001

5. Substance Abuse and Mental Health Services Administration. (2020). Results
from the 2020 National Survey on Drug Use and Health: Detailed Tables. Available
online at: https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/
NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR102121.htm.

6. Pacho M, Aymerich C, Pedruzo B, Salazar de Pablo G, Sesma E, Bordenave M,
et al. Substance use during pregnancy and risk of postpartum depression: A systematic
review and meta-analysis. Front. Psychiat. (2023) 14, 1264998. doi: 10.3389/
fpsyt.2023.1264998

7. Grossarth S, Osmundson SS, Wiese AD, Phillips SE, Pham A, Leech AA, et al.
Maternal Opioid Use Disorder and the Risk of Postneonatal Infant Mortality. JAMA
Pediatrics. (2023) 177(7):675–83. doi: 10.1001/jamapediatrics.2023.1047

8. Ragsdale AS, Al-Hammadi N, Muench TR. Perinatal substance use disorder:
Examining the impact on adverse pregnancy outcomes. European Journal of Obstetrics &
Gynecology and Reproductive Biology. (2024) 22:100308. doi: 10.1016/j.eurox.2024.100308

9. Jilani SM. Evaluation of state-led surveillance of neonatal abstinence syndrome—
Six U.S. States 2018–2021. MMWR Morbidity Mortality Weekly Rep. (2022) 71:37–42.
doi: 10.15585/mmwr.mm7102a1

10. Choi S, Rosenbloom D, Stein MD, Raifman J, Clark JA. Differential gateways,
facilitators, and barriers to substance use disorder treatment for pregnant women and
mothers: A scoping systematic review. J Addict Med. (2022) 16(3):e185–96.
doi: 10.1097/ADM.0000000000000909

11. Han X, Call KT, Pintor JK, Alarcon-Espinoza G, Simon AB. Reports of
insurance-based discrimination in health care and its association with access to care.
Am J Public Health. (2015) 105(Suppl 3):S517–25. doi: 10.2105/AJPH.2015.302668

12. Martinez-Gonzalez KG, Santiago DI. Status and innovation needed to address
health disparities in opioid use disorders among hispanic pregnant individuals. Front
Global Women’s Health. (2025) 6:1575164. doi: 10.3389/fgwh.2025.1575164

13. National Advocates for Pregnant Women. Understanding CAPTA and State
Obligations (2020). Available online at: https://www.pregnancyjusticeus.org/wp-
content/uploads/2020/11/Understanding-CAPTA-and-State-Obligations_2020.pdf
(Accessed May, 10, 2025).

14. Prince MK, Daley SF, Ayers D. Substance Use in Pregnancy. In: StatPearls.
Treasure Island, FL: StatPearls Publishing (2025). Available online at: http://www.ncbi.
nlm.nih.gov/books/NBK542330/.
15. National Advocates for Pregnant Women. (2024). More than 200 pregnancy-
related prosecutions in first year post-Roe. https://www.theguardian.com/us-news/
2024/sep/24/abortion-prosecutions-roe-v-wade

16. Shah SK, Perez-Cardona L, Helner K, Massey SH, Premkumar A, Edwards R,
et al. How penalizing substance use in pregnancy affects treatment and research: a
qualitative examination of researchers’ perspectives. J Law Biosci. (2023) 10:lsad019.
doi: 10.1093/jlb/lsad019

17. Cummins MW. Reproductive surveillance: The making of pregnant docile
bodies. Kaleidoscope: A Graduate J Qual Communication Res. (2014) 13:33–51.

18. O'Reilly A. Normative Motherhood: Regulations, Representations, and
Reclamations. Bradford, Ontario, Canda: Demeter Press (2023).

19. Pancake K. Impact of stigma: Help-seeking behaviors of mothers with substance
use disorder. (2019).

20. Stone R. Pregnant women and substance use: fear, stigma, and barriers to care.
Health Justice. (2015) 3:2. doi: 10.1186/s40352-015-0015-5

21. Paris R, Herriott AL, Maru M, Hacking SE, Sommer AR. Secrecy versus
disclosure: women with substance use disorders share experiences in help seeking
during pregnancy. Matern Child Health J. (2020) 24:1396–403. doi: 10.1007/s10995-
020-03006-1

22. Hyacinthe MF. Child care and carcerality: reviewing dorothy roberts' “Torn
apart. Health Equity. (2023) 7:713–4. doi: 10.1089/heq.2023.0119

23. Roberts DE. Killing the Black Body: Race, Reproduction, and the Meaning of
Liberty. New York: Pantheon (1997).

24. Azimi V, Trammel C, Nacke L, Rubin A, Stevenson L, Vaughn B, et al. Racial
equity in urine drug screening policies in labor and delivery. JAMA Network Open.
(2025) 8:e250908. doi: 10.1001/jamanetworkopen.2025.0908

25. Maclean JC, Witman A, Durrance CP, Atkins DN, Meinhofer A. Prenatal
substance use policies and infant maltreatment reports. Health Aff (Millwood).
(2022) 41:703–12. doi: 10.1377/hlthaff.2021.01755

26. Roberts DE. Punishing drug addicts who have babies: women of color, equality,
and the right of privacy. Harv Law Rev. (1991) 104:1419–82. doi: 10.2307/1341597

27. Javdani S, Berezin MN. April K. A treatment-to-prison-pipeline? Scoping review
and multimethod examination of legal consequences of residential treatment among
adolescents. J Clin Child Adolesc Psychol. (2023) 52:376–95. doi: 10.1080/
15374416.2023.2178003

28. Afreen R, Surya SL, Jara T, Islam I, Parvin R, Ferdousuzzaman SM, et al.
Enhancing mental health literacy and care through community-driven solutions in
rural Bangladesh. Front Global Women's Health. (2024) 5:1478817. doi: 10.3389/
fgwh.2024.1478817

29. Corrigan PW, Druss BG, Perlick DA. The impact of mental illness stigma on
seeking and participating in mental health care. Psychol Sci Public Interest. (2014)
15:37–70. doi: 10.1177/1529100614531398

30. Corrigan P. How stigma interferes with mental health care. Am Psychol. (2004)
59:614. doi: 10.1037/0003-066X.59.7.614
frontiersin.org

https://doi.org/10.2147/SAR.S319180
https://doi.org/10.15585/mmwr.rr7306a1
https://doi.org/10.3389/fpsyg.2024.1432926
https://doi.org/10.1016/j.wombi.2018.04.001
https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR102121.htm
https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR102121.htm
https://doi.org/10.3389/fpsyt.2023.1264998
https://doi.org/10.3389/fpsyt.2023.1264998
https://doi.org/10.1001/jamapediatrics.2023.1047
https://doi.org/10.1016/j.eurox.2024.100308
https://doi.org/10.15585/mmwr.mm7102a1
https://doi.org/10.1097/ADM.0000000000000909
https://doi.org/10.2105/AJPH.2015.302668
https://doi.org/10.3389/fgwh.2025.1575164
https://www.pregnancyjusticeus.org/wp-content/uploads/2020/11/Understanding-CAPTA-and-State-Obligations_2020.pdf
https://www.pregnancyjusticeus.org/wp-content/uploads/2020/11/Understanding-CAPTA-and-State-Obligations_2020.pdf
http://www.ncbi.nlm.nih.gov/books/NBK542330/
http://www.ncbi.nlm.nih.gov/books/NBK542330/
https://www.theguardian.com/us-news/2024/sep/24/abortion-prosecutions-roe-v-wade
https://www.theguardian.com/us-news/2024/sep/24/abortion-prosecutions-roe-v-wade
https://doi.org/10.1093/jlb/lsad019
https://doi.org/10.1186/s40352-015-0015-5
https://doi.org/10.1007/s10995-020-03006-1
https://doi.org/10.1007/s10995-020-03006-1
https://doi.org/10.1089/heq.2023.0119
https://doi.org/10.1001/jamanetworkopen.2025.0908
https://doi.org/10.1377/hlthaff.2021.01755
https://doi.org/10.2307/1341597
https://doi.org/10.1080/15374416.2023.2178003
https://doi.org/10.1080/15374416.2023.2178003
https://doi.org/10.3389/fgwh.2024.1478817
https://doi.org/10.3389/fgwh.2024.1478817
https://doi.org/10.1177/1529100614531398
https://doi.org/10.1037/0003-066X.59.7.614
https://doi.org/10.3389/fpsyt.2025.1646213
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Moss et al. 10.3389/fpsyt.2025.1646213
31. Olding M, Cook A, Austin T, Boyd J. They went down that road, and they get it”:
A qualitative study of peer support worker roles within perinatal substance use
programs. J Subst Abuse Treat. (2022) 132:108578. doi: 10.1016/j.jsat.2021.108578

32. Jones CC, Jomeen J, Hayter M. The impact of peer support in the context of
perinatal mental illness: A meta-ethnography. Midwifery. (2014) 30:491–8.
doi: 10.1016/j.midw.2013.08.003

33. Darwin Z, Blower SL, Nekitsing C, Masefield S, Razaq R, Padgett L, et al. Addressing
inequalities in the identification and management of perinatal mental health difficulties:
The perspectives of minoritised women, healthcare practitioners and the voluntary sector.
Front Global Women's Health. (2022) 3:1028192. doi: 10.3389/fgwh.2022.1028192

34. Mays VM, Jones AL, Delany-Brumsey A, Coles C, Cochran SD. Perceived
discrimination in health care and mental health/substance abuse treatment among
Blacks, Latinos, and Whites. Med Care. (2017) 55:173–81. doi: 10.1097/
MLR.0000000000000638

35. Han X, Call KT, Pintor JK, Alarcon-Espinoza G, Simon AB. Reports of
insurance- based discrimination in health care and its association with access to
care. Am J Public Health. (2015) 105:S517–525. doi: 10.2105/AJPH.2015.302668

36. Wisner KL, Murphy C, Thomas MM. Prioritizing maternal mental health in
addressing morbidity and mortality. JAMA Psychiatry (2024) 81(5):521–6.

37. Chambers DA, Glasgow RE, Stange KC. The dynamic sustainability framework:
Addressing the paradox of sustainment amid ongoing change. Implementation Science.
(2013) 8(1):117. doi: 10.1186/1748-5908-8-117

38. Pregnancy Justice. (2024). The Rise of Pregnancy Criminalization Post-Dobbs.
Available online at: https://time.com/7024133/pregnancy-criminalization-post-dobbs/

39. Hunter C. When prenatal care becomes a crime. Fordham Law Rev. (2025)
93:2273. doi: 10.2139/ssrn.5285090

40. Darlington CK, Compton PA, Hutson SP. Revisiting the fetal assault law in
tennessee: implications and the way forward. Policy Politics Nurs Pract. (2021) 22:93–
104. doi: 10.1177/1527154421989994

41. Carroll JJ, Ostrach B, El-Sabawi T. Health inequities among people who use
drugs in a post-dobbs America. J Law Med Ethics: A J Am Soc Law Med Ethics. (2023)
51:549–53. doi: 10.1017/jme.2023.96

42. Dellinger J, Pell S. Bodies of evidence: the criminalization of abortion and
surveillance of women in a post-dobbs world. Duke J Constitutional Law Public Policy.
(2024) 19. doi: 10.2139/ssrn.4599445

43. Bruzelius E, Underhill K, Askari MS, Kajeepeta S, Bates L, Prins SJ, et al. Punitive
legal responses to prenatal drug use in the United States: A survey of state policies and
systematic review of their public health impacts. Int J Drug Policy. (2024) 126:104380.
doi: 10.1016/j.drugpo.2024.104380

44. Biondi BE, Frank C, Springer SA. Pregnancy, Substance Use, and Research: How
do We Protect Women while Increasing their Participation in Research? J Addict Med.
(2020) 14:182–4. doi: 10.1097/ADM.0000000000000565

45. Bellerose M, Rodriguez M, Vivier PM. A systematic review of the qualitative
literature on barriers to high-quality prenatal and postpartum care among low-income
women. Health Serv Res. (2022) 57:775–85. doi: 10.1111/1475-6773.14008

46. Choi S, Rosenbloom D, Stein MD, Raifman J, Clark JA. Differential gateways,
facilitators, and barriers to substance use disorder treatment for pregnant women and
mothers: A scoping systematic review. J Addict Med. (2022) 16:e185–96. doi: 10.1097/
ADM.0000000000000909

47. March of Dimes. Nowhere to Go: Maternity Care Deserts Across the US (2024).
Available online at: https://www.marchofdimes.org/maternity-care-deserts-report.
(Accessed May, 10, 2025).

48. Gartner K, Elliott K, Smith M, Pearson H, Hunt G, Martin RE. People in regular
society don’t think you can be a good mother and have a substance use problem”:
Participatory action research with women with substance use in pregnancy. Can Family
Physician. (2018) 64:e309–16.

49. Abreu Minero V, Best D, Brown L, Patton D, Vanderplasschen W. Differences in
addiction and recovery gains according to gender – gender barriers and specific
differences in overall strengths growth. Subst Abuse Treatment Prevention Policy.
(2022) 17:21. doi: 10.1186/s13011-022-00444-8

50. Coupland H, Moensted ML, Reid S, White B, Eastwood J, Haber P, et al.
Developing a model of care for substance use in pregnancy and parenting services,
Sydney, Australia: Service provider perspectives. J Subst Abuse Treat. (2021)
131:108420. doi: 10.1016/j.jsat.2021.108420

51. Terplan M, Kennedy-Hendricks A, Chisolm MS. Prenatal substance use:
exploring assumptions of maternal unfitness. Subst Abuse: Res Treat. (2015) 9:1–4.
doi: 10.4137/SART.S23328

52. Mathias H, Foster LA, Rushton A. Programs and practices that support pregnant
people who use drugs’ access to sexual and reproductive health care in Canada: A
scoping review. BMC Pregnancy Childbirth. (2024) 24:72. doi: 10.1186/s12884-023-
06225-w

53. Lipsett M, Wyant-Stein K, Mendes S, Berger E, Berkman E, Terplan M, et al.
Frontiers | Addressing stigma within the dissemination of research products to improve
quality of care for pregnant and parenting people affected by substance use disorder.
Front Psychiatry. (2023) 14:1199661. doi: 10.3389/fpsyt.2023.1199661

54. Terplan M, Ramanadhan S, Locke A, Longinaker N, Lui S. Psychosocial
interventions for pregnant women in outpatient illicit drug treatment programs
Frontiers in Psychiatry 10
compared to other interventions. Cochrane Database Systematic Rev. (2015) 2015:
CD006037. doi: 10.1002/14651858.CD006037.pub3

55. Walker JS, Sanders B. The Community Supports for Wraparound Inventory: An
Assessment of the Implementation Context for Wraparound. J Child Family Studies.
(2011) 20(6):747–57. doi: 10.1007/s10826-010-9432-1

56. Morton Ninomiya ME, Almomani Y, Dunbar Winsor K, Burns N, Harding KD,
Ropson M, et al. Supporting pregnant and parenting women who use alcohol during
pregnancy: A scoping review of trauma-informed approaches.Women’s Health. (2023)
19:17455057221148304. doi: 10.1177/17455057221148304

57. Kropp FB, Smid MC, Lofwall MR, Wachman EM, Martin PR, Murphy SM, et al.
Collaborative care programs for pregnant and postpartum individuals with opioid use
disorder: Organizational characteristics of sites participating in the NIDA CTN0080
MOMs study. J Subst Use Addict Treat. (2023) 149:209030. doi: 10.1016/
j.josat.2023.209030

58. Gruß I, Firemark A, Davidson A. Motherhood, substance use and peer support:
Benefits of an integrated group program for pregnant and postpartum women. J Subst
Abuse Treat. (2021) 131:108578. doi: 10.1016/j.jsat.2021.108450

59. CDC. Treatment of Substance Use Disorders. In: Overdose Prevention (2025).
(Atlanta, GA: Centers for Disease Control and Prevention (CDC)). Available online at:
https://www.cdc.gov/overdose-prevention/treatment/index.html. (Accessed May 9,
2025).

60. Kuo C, Schonbrun YC, Zlotnick C, Bates N, Todorova R, Chien-Wen Kao J, et al.
A qualitative study of treatment needs among pregnant and postpartum women with
substance use and depression. Subst Use Misuse. (2013) 48:1498–508. doi: 10.3109/
10826084.2013.800116

61. Barber CM, Terplan M. Principles of care for pregnant and parenting people
with substance use disorder: The obstetrician gynecologist perspective. Front Pediatr.
(2023) 11:1045745. doi: 10.3389/fped.2023.1045745

62. Slavin M, West B, Levin F, El-Bassel N. Women with substance use disorders are
highly impacted by the overturning of Roe v. Wade: Advocacy steps are urgently
needed—ScienceDirect. J Subst Use Addict Treat. (2023) 150:209052. doi: 10.1016/
j.josat.2023.209052

63. Raymond JE. ‘Creating a safety net’: Women’s experiences of antenatal
depression and their identification of helpful community support and services
during pregnancy. Midwifery. (2009) 25(1):39–49. doi: 10.1016/j.midw.2007.01.005

64. Pantridge CE, Charles VA, DeHart DD, Iachini AL, Seay KD, Clone S, et al. A
qualitative study of the role of peer support specialists in substance use disorder
treatment: Examining the types of support provided. Alcoholism Treatment Quarterly.
(2016) 34(3):337–53. doi: 10.1080/07347324.2016.118281u

65. Rice C, Ingram E, O’Mahen H. A qualitative study of the impact of peer support
on women’s mental health treatment experiences during the perinatal period. BMC
Pregnancy Childbirth. (2022) 22:689. doi: 10.1186/s12884-022-04959-7

66. McLeish J, Ayers S, McCourt C. Community-based perinatal mental health peer
support: a realist review. BMC Pregnancy Childbirth. (2023) 23:570. doi: 10.1186/
s12884-023-05843-8

67. Nichol E, Pauly B, Milligan K, Urbanoski K. Help-seeking among pregnant and
parenting women who use drugs: Mitigating stigma through relationships. Int J Drug
Policy. (2025) 140:104818. doi: 10.1016/j.drugpo.2025.104818

68. Louisiana Department of Health. Peer Support Specialist . Available online at:
https://ldh.la.gov/page/2578. (Accessed May, 10, 2025).

69. Eddie D, Hoffman L, Vilsaint C, Abry A, Bergman B, Hoeppner B, et al. Lived
experience in new models of care for substance use disorder: A systematic review of
peer recovery support services and recovery coaching. Front Psychol. (2019) 10:1052.
doi: 10.3389/fpsyg.2019.01052

70. Scannell C. Voices of hope: substance use peer support in a system of care. Subst
Abuse: Res Treat. (2021) 15:11782218211050360. doi: 10.1177/11782218211050360

71. Du Plessis C, Whitaker L, Hurley J. Peer support workers in substance abuse
treatment services: A systematic review of the literature. J Substance Use. (2020) 25
(3):225–30. doi: 10.1080/14659891.2019.1677794

72. Almeida M, Day A, Smith B, Bianco C, Fortuna K. Actionable items to address
challenges incorporating peer support specialists within an integrated mental health
and substance use disorder system: Co-designed qualitative study. J Participat Med.
(2020) 12(4):e17053. doi: 10.2196/17053

73. Bell JS, Watson DP, Griffin T, Castedo de Martell S, Kay ES, Hawk M, et al.
Workforce outcomes among substance use peer supports: a scoping review of
individual and organizational influences. Front Public Health. (2025) 12:1515264.
doi: 10.3389/fpubh.2024.1515264

74. Scannell C. By helping others we help ourselves: Insights from peer support
workers in substance use recovery. Adv Mental Health (2022) 20(3):232–41.
doi: 10.1080/18387357.2021.1995452

75. Newell S, Stem J, Lanzillotta-Rangeley J. Virtual peer support in women’s health
for pregnant people and mothers with substance use disorder—Nursing for women’s
health. Nurs Women’s Health. (2022) 26:226–33. doi: 10.1016/j.nwh.2022.03.001

76. Davis-Floyd R, Cheyney M. Birth and the Big Bad Wolf: An Evolutionary
Perspective1. In: Selin H, Stone PK, editors. Childbirth across cultures: Ideas and
practices of pregnancy, childbirth and the postpartum. Dordrecht: Springer Verlag
(2009).
frontiersin.org

https://doi.org/10.1016/j.jsat.2021.108578
https://doi.org/10.1016/j.midw.2013.08.003
https://doi.org/10.3389/fgwh.2022.1028192
https://doi.org/10.1097/MLR.0000000000000638
https://doi.org/10.1097/MLR.0000000000000638
https://doi.org/10.2105/AJPH.2015.302668
https://doi.org/10.1186/1748-5908-8-117
https://time.com/7024133/pregnancy-criminalization-post-dobbs/
https://doi.org/10.2139/ssrn.5285090
https://doi.org/10.1177/1527154421989994
https://doi.org/10.1017/jme.2023.96
https://doi.org/10.2139/ssrn.4599445
https://doi.org/10.1016/j.drugpo.2024.104380
https://doi.org/10.1097/ADM.0000000000000565
https://doi.org/10.1111/1475-6773.14008
https://doi.org/10.1097/ADM.0000000000000909
https://doi.org/10.1097/ADM.0000000000000909
https://www.marchofdimes.org/maternity-care-deserts-report
https://doi.org/10.1186/s13011-022-00444-8
https://doi.org/10.1016/j.jsat.2021.108420
https://doi.org/10.4137/SART.S23328
https://doi.org/10.1186/s12884-023-06225-w
https://doi.org/10.1186/s12884-023-06225-w
https://doi.org/10.3389/fpsyt.2023.1199661
https://doi.org/10.1002/14651858.CD006037.pub3
https://doi.org/10.1007/s10826-010-9432-1
https://doi.org/10.1177/17455057221148304
https://doi.org/10.1016/j.josat.2023.209030
https://doi.org/10.1016/j.josat.2023.209030
https://doi.org/10.1016/j.jsat.2021.108450
https://www.cdc.gov/overdose-prevention/treatment/index.html
https://doi.org/10.3109/10826084.2013.800116
https://doi.org/10.3109/10826084.2013.800116
https://doi.org/10.3389/fped.2023.1045745
https://doi.org/10.1016/j.josat.2023.209052
https://doi.org/10.1016/j.josat.2023.209052
https://doi.org/10.1016/j.midw.2007.01.005
https://doi.org/10.1080/07347324.2016.118281u
https://doi.org/10.1186/s12884-022-04959-7
https://doi.org/10.1186/s12884-023-05843-8
https://doi.org/10.1186/s12884-023-05843-8
https://doi.org/10.1016/j.drugpo.2025.104818
https://ldh.la.gov/page/2578
https://doi.org/10.3389/fpsyg.2019.01052
https://doi.org/10.1177/11782218211050360
https://doi.org/10.1080/14659891.2019.1677794
https://doi.org/10.2196/17053
https://doi.org/10.3389/fpubh.2024.1515264
https://doi.org/10.1080/18387357.2021.1995452
https://doi.org/10.1016/j.nwh.2022.03.001
https://doi.org/10.3389/fpsyt.2025.1646213
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Moss et al. 10.3389/fpsyt.2025.1646213
77. Ramey-Collier K, Jackson M, Malloy A, McMillan C, Scraders-Pyatt A,
Wheeler SM. Doula care: A review of outcomes and impact on birth experience.
Obs t e t r i ca l Gyneco l o g i ca l Su rv e y . ( 2023) 78 :124–7 . do i : 10 . 1097 /
OGX.0000000000001103

78. The Black Doula Inc. (2023) What Do All These Doula Terms Mean? A BADT
Glossary and Guide. Birthing Advocacy Doula Trainings. Available online at: https://
www.badoulatrainings.org/blog/doula-terms-a-badt-glossary-and-guide. (Accessed
May 9, 2025).

79. Goodman S, Arora A. Our Communities Hold the Solutions: The
Importance of Full-Spectrum Doulas to Reproductive Health and Justice.
Washington, DC: National Partnership for Women & Families (2022).
Available online at: https://nationalpartnership.org/report/full-spectrum-
doula/. (Accessed May 9, 2025).

80. Guenther G, Kett P, Skillman SM, Frogner BK. The Birth Doula Workforce in
the U.S.. (2022) (pp. 1–11) [Rapid Response Brief]. Center for Health Workforce
Studies. Available from: https://familymedicine.uw.edu/chws/wp-content/uploads/
sites/5/2022/08/Doula-Workforce-RR-2022.08.22.pdf

81. Gentry QM, Nolte KM, Gonzalez A, Pearson M, Ivey S. Going beyond the call of
doula”: A grounded theory analysis of the diverse roles community-based doulas play
in the lives of pregnant and parenting adolescent mothers. J Perinatal Educ. (2010)
19:24–40. doi: 10.1624/105812410X530910

82. Maru S, Porchia-Albert C, Lockworth K, Hall C, Boychuk N, Calliste N, et al.
Building HOPE: Integrating community-based doula care in public hospitals in New
York City. Health Affairs Scholar. (2025) 3:qxaf033. doi: 10.1093/haschl/qxaf033

83. Falade E, Cornely RM, Ezekwesili C, Musabeyezu J, Amutah-Onukagha N,
Ferguson T, et al. Perspectives on cultural competency and race concordance from
perinatal patients and community-based doulas. Birth. (2023) 50:319–28. doi: 10.1111/
birt.12673

84. Mallick LM, Thoma ME, Shenassa ED. The role of doulas in respectful care for
communities of color and Medicaid recipients. Birth. (2022) 49:823–32. doi: 10.1111/
birt.12655
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