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Abstract
Background: Medication-assisted treatment is recommended for pregnant women with opioid use
disorder (OUD), yet only 50% receive the treatment. Knowledge de�cit, limited access to prescribing
providers, and complex delivery models are known barriers to treatment. Strategies for improvement of
medication-assisted treatment during pregnancy require multi-disciplinary provider input. The objective of
this study is to explore provider perceptions and factors critical to medication-assisted treatment delivery
for pregnant women with OUD. 

Methods: A qualitative research approach was used to gather data from individual provider and group
semi-structured interviews. Providers ( n =12) responded to questions in several domains related to
perceptions of medication-assisted treatment, treatment delivery, access to resources, and
challenges/barriers. Data were collected, transcribed, coded (by consensus) and emerging themes were
analyzed using grounded theory methodology. 

Results: Emerging themes in this pilot study, revealed persistent provider knowledge/training gaps,
inadequate service coordination, inconsistent treatment guidelines, stigmatization, and lack of resources
such as housing and transportation. Providers found medication-assisted treatment offered pregnant
women with OUD, a “lifeline.” 

Conclusions: In this pilot study, we conclude that, MAT variances can be improved by leveraging
healthcare provider perceptions, direct experiences and recommendations towards a team-based, patient-
centered integrated approach.

Introduction
Maternal use of prescription opioids and illicit drugs increased from 1.5 to 6.5 per 1000 deliveries from
2000 to 2014, according to the Centers for Disease Control and Prevention.1 Under-treatment of pain and
provider prescribing practices were contributory factors associated with this increase.2,3 The incidence of
pregnant women with opioid use histories presenting to addiction treatment centers also increased from
2% to 28% between 1992 and 2012.4 Opioid use disorder (OUD)5 predisposes pregnant women to adverse
birth and maternal/neonatal outcomes.6,7 Recent data from state maternal mortality reviews identi�ed
substance use/overdose deaths as a major cause of death in pregnant women.8,9 Among opioid-exposed
babies, national incidence rates for neonatal abstinence syndrome have increased by at least �ve times
since 2000, concurrent with the rise in OUD.10

The recommended treatment for pregnant women with OUD is medication-assisted treatment
(MAT).6,11,12 MAT consists of opioid agonist pharmacological treatment options, such as buprenorphine
(Subutex® and Suboxone®) or methadone.13–15 Both medications have been proven to be effective in
reducing severe withdrawal symptoms and improving adherence to treatment when combined with
behavioral counseling and prenatal care.16 Buprenorphine, a partial agonist with unique pharmacological
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properties has advantages over methadone, a full agonist, which can lead to improved treatment
compliance.15 Despite these promising outcomes, only 50% of pregnant women on Medicaid, diagnosed
with OUD received MAT.17 This less than optimal utilization has been mostly attributed to provider, health
systems, and patient factors.6,10

The Substance Abuse and Mental Health Services Administration (SAMHSA), among several leading
agencies, encouraged obstetricians and other providers to play “an active role” in screening, identifying,
treating, and referring patients appropriately, along with adapting strategies for multidisciplinary
coordination to address de�ciencies in treatment.18 Under the Drug Abuse Treatment Act (DATA) of 2000,
SAHMSA created a waiver program that certi�es qualifying providers to prescribe buprenorphine.19 This
critical pathway to increase treatment and access to MAT was emphasized in the �nal report of the
President’s Commission on Combating Drug Addiction and the Opioid Crisis.20

Among patient factors, the challenges in managing pregnant women with OUD are compounded by
mental health co-morbidities21 often outside the scope of any one healthcare provider’s expertise. While
most studies focused on the pharmacological bene�ts of MAT, the challenges of treatment for providers
have not been explored to the best of our knowledge. The study’s objective was therefore to understand
factors critical to delivering the recommended treatment among pregnant women with OUD from the
provider perspective, given that pregnancy is a time of multiple patient-provider interactions.

The lead author has built a career in maternal and child health and initiated this study during
postdoctoral training in behavioral health research. The study was conducted to obtain the perspectives
of both providers and patients on MAT during pregnancy. The patient data will be reported in a separate
manuscript in a future manuscript. This provider pilot study will highlight challenges and opportunities to
inform future larger research studies.

Methods
This qualitative descriptive study elicited in-depth information through semi-structured interviews with
healthcare providers. Twelve interviews were conducted by telephone and face-to-face meetings. Eligible
providers included those with experience in maternal healthcare, obstetrics, perinatal mental health,
addiction, clinical research, and MAT. Overall, six individual telephone interviews, one face-to-face
interview and two group interviews (2–3 providers/group) were conducted. Each interview lasted
approximately 60 minutes. Permission to audio record was obtained and a facilitator was assigned to
recording, time-keeping, and note-taking. Participants were interviewed from October 2017 to August
2018. A gift card incentive was offered to participants who completed the interviews. All interviews were
conducted in English. The study was conducted in collaboration with practitioners from the non-
academic University of BLINDED and the Women’s Obstetrics Clinic. The study team developed 16 open-
ended questions (Appendix A). Questions included practice characteristics and demographics (age,
education, years of practice, setting/patient population served). Interview questions were reviewed for
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relevance and clarity by our partners. Two content area experts modi�ed questions to include practice-
relevant probes.

Recruitment
During the planning phase, the team contacted clinicians and administrators within the medical network
systems who served pregnant women with substance use histories to generate a pool of providers
through purposive sampling. Providers were recruited by word-of-mouth informal inquiries, email,
telephone calls, and through referrals from those who had completed interviews. Participants received
study-related information/questions to encourage re�ection before interviews and to facilitate
discussions. Informed consent was received from all participants. The study reached saturation at N =
12, with the depth, similarities, and su�ciency of the information gathered from providers.

Sample
The study sample (n = 12) consisted of a psychiatrist (1), obstetrician/medical director (1), neonatologist
(1), psychologists (3), social workers (3), midwives/nurse practitioners (2), and a mental health nurse
practitioner (1), who practiced in outpatient clinic/hospital settings. Approximately half of the providers
were also engaged in teaching at the University of BLINDED. Social workers provided services to pregnant
women and families with substance use histories in both outpatient and hospital settings. The
psychologists and two social workers had backgrounds in addiction and behavioral health counseling as
well as with the Child/Welfare system. Provider professional experiences ranged from 3–28 years (Table
1).
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Sample Characteristics Values (%) 

(N=12) 

Age (years)

     20-29 

     30 or over 

 

1 (8%)

11 (92%)

Educational level

     Bachelors 

     Masters

     Doctorate  

 

0 (0%)

4 (33%)

8 (67%)

Race 

     White 

     Black 

     Unknown  

       

10 (83.4%) 

1 (8.3%)

1 (8.3%) 

Ethnicity                             

     Hispanic

     Non-Hispanic

 

0 (0%)

12 (100%)

Practice Setting           

     Inpatient/Outpatient

     Outpatient Clinics (only)

 

5 (42%)

7 (58%)

Years of Practice 

     Less than 10 years

     10-20 years

     More than 20 years

 

3 (25%)

5 (42%)

4 (33%)

Table 1: Sample Characteristics 

Five providers (a psychiatrist, nurse practitioners and the obstetrician/medical director) obtained MAT
training/waivers through SAMHSA, but the only active prescriber during the study was the psychiatrist.
Although waivers were recently obtained, it is unclear why the remaining providers were not prescribing
MAT. It is possible that the opportunity for patient induction may not have presented itself, or the referral
process to the waivered psychiatrist for prescriptions and behavioral health counseling remained a
convenient option for both providers and patients. The psychiatrist had a long history of prescribing MAT
over many years in both outpatient and inpatient settings.
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Analysis
All interview responses were transcribed and analyzed according to an inductive grounded theory
approach.22,23 At least three coders from the research team analyzed transcripts and coded each
transcript no less than two times, using Microsoft Word/Excel (Microsoft Corporation, Redmond, WA,
USA) to initiate coding and NVIVO 12 software (QSR International, Victoria, Australia) in the �nal analysis.
Data were organized by coding schemes and themes. Responses were analyzed by domain and process-
related broad categories were aligned with the inductive nature of qualitative research.22,23 Multiple-tiered
processes were conducted to assign and reassign codes, inclusive of inputs from three reviewers, until a
consensus was built around overarching themes. The study was approved by the University of BLINDED.

Results
The study borrowed from Anderson’s framework for healthcare access24,25 and focused on facilitating
inhibitory and operational factors that informed the interview questions depicted in the following four
domains (Figure 1): Provider perceptions of MAT; Treatment delivery; Access to resources; and
Challenges/barriers. Recommendations from providers are reported in a separate section.

Provider Perceptions of MAT, Treatment delivery and
Access to resources
Five central themes (Figure 1) emerged from the three domains (Perceptions of MAT, Treatment delivery,
and Access to resources) and are presented in this section.

MAT is a better option for pregnant women with OUD
Mostproviders (n = 11) perceived MAT to be a better option for treatment compared to reports of
immediate cessation of drug use recommended by some clinicians during pregnancy. Several providers
shared the perceptions of MAT for pregnant women:

“MAT makes so much sense, and for most of them [women], it is a lifeline. It is how they survive. I think
without it, they would be back to where they started” (Participant (P) 2, P8).

“Treatment with medications reduces risky behaviors, infections, and other negative factors that
compromises the health of pregnant women” (P3).

Many providers (n = 6) argued that a safer and controlled environment, as well as well-established current
neonatal abstinence syndrome (NAS) treatment modalities, reduced the severity of withdrawal
symptoms. In one provider’s word, “withdrawal [for babies] outside of the mother is much better than
withdrawal inside the mother” (P4).
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Overall, many providers (n = 6) with outpatient/inpatient experience, favored buprenorphine, over
methadone. Two providers shared the following statement:

“Buprenorphine was more likely to lead to successfully being able to stop use. The majority [patients],
�nd it helpful” (P7).

“People in general on buprenorphine feel the effects of the medication less than methadone” (P5).
Most providers (n = 11) acknowledged buprenorphine was easily accessible on the streets and the likely
source was from prescriptions diverted by patients in treatment.A clinic provider reported that about half
of the patients on buprenorphine knew of the bene�ts during pregnancy and were “already getting it on
the street, to manage their addiction as best as they can” (P5), prior to being started on MAT in the clinic.

Pregnancy: A time to promote MAT
This perception was widely shared by most providers (n = 10) who found pregnancy to be a motivating
time for change. “Younger women who had not previously sought help for their addiction were motivated
to get healthy and found in pregnancy something they want to address” (P5). Providers reported that
patients believed MAT would help their babies and prevent withdrawal symptoms. One provider spoke
about the potential for behavior change during this period:

“Pregnancy offered a precious opportunity to start fresh. A time when patients were the most motivated”
(P7).

Integrated and co-located models can improve treatment
Recent and ongoing discussions about treatment modalities have shed light on the variability of
treatment for pregnant women with OUD.32 Providers operated in practices that were linked to referral
services such as medical, addictions and psychiatry specialties, as well as to programs in facilities that
were separated but proximal to essential clinics throughout the university networks. Most providers (n =
10) were unclear about their practice delivery models, which were described, as “traditional collaborative,”
“integrated,” “co-located,” “embedded,” or “traditional substance abuse programs.”

Providers (n = 10), uniformly described the co-located (or integrated) or “embedded” model as crucial to
treatment and viewed the approach more positively than other models. To study providers, practice
delivery models were not fully integrated. One outpatient provider commented that the integrated model
was, “an effective strategy, not 100% co-located care, but as close as we have” (P5). The perception of
most providers was that it was not enough to have a co-located model, and the most desirable approach
was one that was also patient-centered.

Hospitalization and prenatal care link women to MAT and healthcare
services
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Hospital admissions provided an opportunity to treat at-risk women who may otherwise be lost to the
healthcare system.Providers (n = 8) reported an opportunity to “catch them…” (P2) during inpatient
admissions when women presented for preterm labor, withdrawal symptoms, or other conditions. Two
inpatient providers commented:

“We [hospitals] are their entry into getting care. It’s the �rst time they were getting care, for some women
(P1). They [women] are referred appropriately and not discharged without an outpatient plan to continue

treatment” (P6).
Outpatient clinic providers also described prenatal visits as a “gateway” (P2) for pregnant women to
access healthcare and meet prenatal objectives of engaging women during pregnancy:

“I am like the �rst step in their process to connect with treatment for women seeking prenatal care and
who have typically been struggling with substance abuse for a long time” (P2).

Supportive services improve MAT delivery
Allproviders (n = 12) acknowledged the critical role of social workers in supporting MAT delivery initiated
by waivered prescribers. One provider spoke about the work of social workers:

“In our clinic, it’s the social worker. We pretty much, the two of us, deal with the bulk of them. They [social
workers] are critical for continuity of care. If we didn’t have a social worker, we couldn’t do any of this. We

will work with a social worker to get them into an outpatient facility” (P3, P6).
Social workers described engagement opportunities with the healthcare team beyond prenatal
appointments, such as, screening and assessing new/returning pregnant women, coordinating referrals,
locating resources, providing psychosocial support, building relationships, and working closely with
local/state agencies to identify suitable programs and services.

All providersn = 12) spoke about the diminishing support women with OUD on maintenance MAT received
post-pregnancy. Providers described postpartum support as a critical time when women were already
overwhelmed with the care of newborns and were therefore at risk of relapsing.

“Women worried about managing their recovery in the context of parenting. Relapse is about two issues:
removing the motivator of doing something for their babies… and visitation with providers that occurred

weekly in the third trimester…. I worry about the moms once the baby is here and the attention goes
away…our ability to help in the postpartum period…is particularly worrisome” (P7).

Another provider concluded, “You don’t stop being an important person when you are not pregnant
anymore” (P1).

Challenges and barriers
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Overall four themes emerged in relation to provider/health systems (2) and patient factors (2), when
providers were asked about challenges and barriers to MAT delivery (Figure 1).

Lack of provider knowledge, inadequate training, and inconsistent
treatment guidelines
Most providers (n = 8) found inpatient medical residents lacked knowledge of current MAT information
and updated guidelines for clinical decision making, often “citing old research” (P9). Inpatient providers (n
= 4), reported feeling inadequately prepared to screen and assess the increasing number of pregnant
women with OUD on admissions and did not “necessarily feel comfortable” (P7, P9) counseling women
without adequate MAT training. Treatment guidelines were reported to be inadequate or absent for post-
operative cesarean sections and immediate postpartum because of unresolved MAT concerns. One
provider added:

“We don’t have written protocols in place. It is an issue when the recommendations can change. Tell us
what to do! We want to do the right thing. We want to treat the pain, but not in a way that risks relapse.

But then there can be contradictory recommendations given to us” (P7).

Lack of follow-up and inadequate coordination
For women on MAT maintenance, inpatient providers (n = 5) complained that there was “no good plan for
follow up and coordination” (P5) with prescribing practitioners whose patients were on MAT. Attempts to
communicate with these practitioners during inpatient admissions to determine the right dosage was
time-consuming and frustrating when patients did not have prescriber contact information. Similar
frustrations were also expressed by outpatient providers (n = 5) by the following comments:

“A lot of them [providers] are very busy, so getting someone to call back and con�rm their dose can take
too long. A provider would have to seek out notes from other providers, to con�rm medication dosages”

(P7, P12).
A few providers (n = 3) found methadone clinics were less forthcoming with information-sharing and one
provider added that the clinics “lacked real coordination with goals for treatment.”

Lack of external support/resources
Among the challenges and barriers, providers identi�ed two main themes related to patient factors which
impeded treatment. The �rst factor is the lack of external and additional support and resources for
pregnant women with OUD.Most providers (n = 8) stated MAT delivery was impacted by limited childcare,
transportation, and housing. Providers called transportation a major barrier that affected appointments,
work, attendance, timeliness, child visitation/child custody and therefore, treatment.
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“We don’t have a good way of addressing a lot of other psychosocial needs they have like helping with
transportation” (P5).

“I think we forget sometimes how hard it can be to get across town if you don’t have a car. If you’re trying
to bring along a toddler, or you need to go check in with your probation o�cer or have to provide a
document you can’t produce…. Every time I hear about some of the things our clients deal with, I’m

amazed they’re ever there” (P7).
Providers (n = 9) complained about lack of access to residential placement facilities and programs for
MAT patients. Few programs existed, particularly for pregnant women with children, and those with a
critical need such as the homeless or women living with another drug user. Social workers who
coordinate MAT delivery summed up their efforts to locate residential services as beleaguered by:

“Availability, geography, insurance, and transportation… Barriers related to availability of services are the
most frustrating… Because when I have a woman who’s willing and able and covered, to not be able to

place her in treatment is very frustrating” (P2, P12).
A few providers familiar with the justice system (n = 3), expressed concerns about MAT access and the
criminal justice system. They reported a system that lacked clear guidelines and avenues to
communicate with providers and women about MAT resulting in inadequate or no access to MAT for
incarcerated pregnant women as reported in the following comment by one provider:

“The courts don’t understand when they [women] are on their medication, what the levels are, and might
make judgements about the appropriate dose rather than talk to the individual or doctor” (P8).

Stigma, shame, and guilt
The second major patient factor revealed the theme of stigma, shame, and guilt which providers
considered to be barriers to effective MAT delivery. Providers (n = 5) reported that women often felt
stigmatized by healthcare professionals. Stigma was a barrier to treatment and women were fearful of
being discovered to be utilizing MAT and may be the biggest barrier as noted in the following provider
comments:

“For the people I see who are on it [MAT], to take care of their kid, but they don’t want to have to be on it
and they don’t want their children to know they are on it. I have one client whose sisters are on treatment;
methadone and she goes over to watch the kids in the car when they go to pick up the medications. They

feel very stigmatized of being on it [MAT] and needing it” (P3).
“For women there is the stigma of being seen in a drug treatment program, which a major hurdle and

discouraged women from keeping appointments. Women were fearful of being discovered to be on MAT”
(P1, P11).

“There is also the fear for example, if they tell other doctors or a pediatrician that they’re on it, that they
might indicate they can’t take care of their kids, when they are aware they need to be on it in order to not

use. There is a lot of stigma, especially for the people who use it to addiction and pain” (P3).



Page 11/20

Providers revealed women reported feeling ashamed and concerned about negative words from
healthcare providers and expressed mixed feelings about staying on MAT. One provider reported, “I hear
nurses all the time say it [MAT] is replacing substance for another” (P9), although MAT was prescribed
and prescribed by a provider. In another area, post-delivery providers (n = 6) stated that their patients
expressed guilt about their babies and NAS. One provider shared this view:

“Part of it is guilt. They don’t want to see the baby shaking and going through withdrawal. I think probably
the biggest thing that prevents them besides the mechanisms of addiction, is the shame and guilt and

worry about what’s going to happen to their kids” (P8).

Recommendations
Overall, providers recommended four areas for improving MAT delivery and focused on recommendations
to improve both provider barriers/challenges, as well as, patient factors that impeded treatment progress.

Improve patient access to resources and education
Most providers (n = 10), recommended improvements to psychosocial needs to complete MAT delivery.
Availability and access to patient resources such as transportation, housing, money, support groups,
parenting education and, outreach workers/recovery support personnel impacted comprehensive
treatment: “Lack of safe and stable housing impacts the ability to keep custody of their children, a major
stressor for women” (P8). A provider with multiple years working with pregnant women found
psychosocial needs to be one of the most important factors for effective treatment, and spoke about d
the importance of available resources:

“Just having more resources, more outreach, some peer recovery navigators, and having more access to
more residential programs will improve treatment delivery. A peer-to-peer, like another mom who’s gone

through it and is on the other side, who is in recovery and who was able to keep her kids, I think that
would probably be the best help” (P5).

Another factor presented by providers (n = 8) was, access to no-cost/free educational materials from
government agencies to reinforce messages about OUD, NAS and postpartum conditions. Additionally,
child welfare providers, recommended anticipatory guidance teaching, “transparency and working with
the parents beforehand” (P1) to reduce fears/anxieties, provide clear guidelines/expectations and prevent
child removal/custody battles.

Advance an integrated “one-stop shop” model
Providers (n = 8) recommended an integrated team-based, and a patient-centered approach as the ideal
model for pregnant women. Existing evidence-based integrative models appear to be effective. For
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women with OUD, having related services in one place as a “one-stop shop” facilitates collaboration,
coordination, and seamless transitions as noted by inpatient providers:

“To have a model where the treatment is done within the OB clinic, would be simple and they might be
more likely to follow through [with treatment] if they go to one place. For some women, there’s the stigma
of being seen in drug treatment program that bothers them. For some, it’s just convenience, (or, they are

familiar with their OB [obstetrics]), so they want to stay” (P5, P11).

Provide education and training to enhance OUD management
All providers recommended education and training to lessen provider discomfort with prescribing MAT to
pregnant women. Training will reduce knowledge gaps in MAT management of pregnant women and
should be embedded into a core curriculum in medical education. Providers (n = 7) reported that
mentorship training with experienced MAT prescribers, such as psychiatrists, will be bene�cial to prenatal
providers.

“Colleagues would be more willing to obtain the waiver if they had the opportunity to practice. If I were to
start in a position where I was expected to prescribe buprenorphine, I would want to spend a little time in

the programs where they already do that. Just to make sure I understand all the subtleties” (P7).

Reduce stigma and promote patient-centeredness
Providers (n = 7) should be made aware of the similarities in addiction and chronic disease management
during encounters and exercise more tolerance towards persons with addictions. Substance use disorders
may lead to “chronic relapsing, just like diabetes and hypertension” (P11).

“No more insulin for you, is not an option offered to diabetics, after eating sweets and reaching high
blood sugar levels” (P11).

Women should therefore not be punished “over a weekend of using,” at a time when the need for
continued treatment is greatest. Providers should use appropriate terminology and language such as
“persons with drug addiction” instead of, “a drug addict,” (P6), to reduce stigma and promote patient-
centered approaches to advance patient/provider relationships as noted by one provider:

“I think the focus on the relationships is really critical, to addressing the roots of addiction, experiences of
childhood trauma or addicted parents, and patients who did not grow up with a lot of support. In keeping
people engaged in recovery and utilizing all the services effectively, I would say relationships are the most

important part” (P5, P6).

Discussion
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In this qualitative pilot study, we found that concerns about inconsistent practice guidelines and outdated
information for clinical decision-making persisted among providers, despite attempts to close known
training gaps in MAT delivery.18 This study identi�ed signi�cant potential areas for focused training that
ful�lls SAMHSA’s recommendation for healthcare provider education and assistance.18 For example,
providers perceived that access to practical hands-on training opportunities or an embedded program
with experienced MAT psychiatrists, will prepare clinicians, such as obstetricians, to prescribe and better
manage patients with OUD. We think that this approach will meet the speci�c needs of practitioners and
enhance the Provider Clinical Support System mentorship program.18

A less stringent de�nition of MAT "qualifying practitioners,” afforded through the "Support for Patients
and Communities Act,”” can potentially create a wider pool of trained professionals to bridge training
gaps.26 The new cadre of waivered practitioners, including, "Clinical Nurse Specialists, Certi�ed Registered
Nurse Anesthetists and Certi�ed Nurse Midwifes,”” will improve access to more and timely providers who
can address barriers such as lack of MAT continuation among incarcerated pregnant women reported.27

This study emphasizes opportunities for MAT initiation during inpatient pregnancy-related admissions to
improve healthcare access for women who may otherwise delay entry fearing stigmatization and
criminalization, including incarceration.6 Sakala and Corry28 reported almost all childbirth occur in
hospitals; therefore, inpatient providers can begin MAT induction during admission for untreated patients
with OUD, where indicated. Inpatient care is also shaped by multidisciplinary approaches that can deploy
pathways to early identi�cation, referrals, coordinated care, and linkages to community agencies for
substance-dependent pregnant women to improve care coordination.18 Provider awareness of major
access points increases optimal maternal and neonatal health outcomes for reproductive age women
who are likely to have unintended pregnancies and �nd themselves pregnant while using.29 Access to
women at risk, may be lost if providers fail to recognize the window of opportunity presented in
pregnancy.

Wright et al.30 recommended screening, brief interventions, referrals, and treatment (SBIRT) in outpatient
settings to identify pregnant women for addiction management. In this study, providers also found that
continuing the trajectory of outpatient accessibility through clinics is critical for MAT delivery. Traditional
outpatient prenatal settings having been wholly established as major access points for early maternal
interventions/services face multiple challenges to integrate and coordinate addiction services, mostly
provided through specialty treatment programs.31 We believe that the �rst step is for providers to
recognize the practice settings as a signi�cant venue for delivering MAT to pregnant women.

Although integrated prenatal and addiction services are reportedly effective,30 o�ce-based opioid
treatment, opioid treatment programs, hub and spoke and other practice models, underscore the
complexity of MAT delivery.32 An effective integrated model, often referred to as co-located, bears the
hallmarks of accessibility, coordination and communication.32 In this study, we found provider practices
were not truly co-located or integrated since referrals for addictions or prenatal care were located
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separately from the primary site. Lack of clarity about practice models is not uncommon among
providers, the reasons for which are beyond the scope of this study.32 Interventions for integrated "one-
stop shop” models, as proposed in this study, have shown notable success in coordinated care,
particularly among non-pregnant HIV populations.32,33 Implementing such a program will require
realigning reimbursements from current sole/primary provider and fee-for-service payer systems (by
individual procedure/visit) to innovative proposals, under consideration, such as value-based bundled
maternity payments or episodic payments for billed services.34 The tenements of value-based care,
quality, coordination of services, interdisciplinary approach, and patient-centered care parallels the
integrated model proposed in this study. The feasibility of the integrated model needs further evaluation
particularly in low MAT provider access areas.

Overall, providers perceived MAT as a promising modality to treatment, consistent with previous studies
that indicated a preference for buprenorphine over methadone during pregnancy.12 For critical barriers to
MAT delivery, such as lack of transportation and residential housing to meet the speci�c needs of
pregnant women (i.e. mothers with small children and pregnant women victimized in domestic violence
situations), funding support remains largely insu�cient and will likely continue to impede comprehensive
treatment.6,30,35 Non-traditional and innovative funding streams can be tapped to assist low-income
women.35 Provider conclusions of MAT “as a lifeline” will be explored in future studies that focus on
patient perspectives.

Stigma of addiction has been well documented in the literature.30,35,36 In this study, providers called for
interventions such as a cultural shift in thinking about addictions as a chronic disease. A patient-centered
approach based on tolerance towards persons with addictions can decrease stigmatization and improve
treatment.37 Brief interventions during initial encounters utilizing a patient-centered approach such as
motivational interviewing can also be effective.30

Through provider input, this study reveals vulnerabilities of de�cient support that could lead to relapse in
postpartum women.6,31,35 Although Medicaid offers postpartum follow-up through 60 days,
researchers/clinicians agree that the service period is inadequate to meet recovery goals.31,35 Under the
Affordable Care Act, postpartum coverage that includes addiction and mental health services can be
expanded to a full year, which 36 states and the District of Columbia have adopted.38 More evidence is
needed to determine the impact on maternal morbidity and mortality, though some studies show that
supportive postpartum resources increase treatment adherence, reduce relapse rates and
hospitalizations, and improve bonding, breastfeeding and paternal involvement.31 Literature from
supportive peer recovery coach studies are promising, but there is little evidence emerging among
pregnant and postpartum women.39

Conclusions
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Overall, providers want better coordination of services across disciplines, enhanced training and
treatment readiness, access to quali�ed prescribing providers, and supportive psychosocial and
educational resources for better management of pregnant women with OUD. Utilizing a team-based
integrated or "one-stop shop” approach, where MAT and prenatal care are delivered simultaneously, has
possibilities for an effective delivery model that should be further explored. The study is limited by a
small sample of providers selected from urban outpatient/inpatient practices located within an academic
network, which may lack generalizability to other settings, particularly to rural areas. We expect to utilize
the �ndings from this pilot study to inform larger and future studies and innovative models. The strength
of the study comes from sharing the perspectives of MAT delivery from experienced providers who have
had direct interactions with pregnant women with OUD. Healthcare providers have a window of
opportunity to improve MAT delivery at a time when the woman is more motivated to change and to
utilize health services to a greater extent. Healthcare providers can lead the pathway to improved care for
pregnant women with OUD. Such a strategy has long-term implications for the recovery process, relapse
prevention, and health outcome improvements for pregnant and reproductive age women with substance
use disorders.
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