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IMPORTANCE Some states have implemented policies that consider substance use during
pregnancy as child abuse and require mandated reporting of substance use during pregnancy.
Implications of these policies for health care receipt among pregnant people who engage in
substance use are unknown.

OBJECTIVE To examine the association of state child abuse policies and mandated reporting
policies with prenatal and postpartum care among women who engaged in substance use
during pregnancy.

DESIGN, SETTING, AND PARTICIPANTS In this cross-sectional study, data from the 2016-2019
Pregnancy Risk Assessment Monitoring System survey were analyzed. The study population
included 4155 women from 23 states who reported substance use during pregnancy. Data
were analyzed between August and November 2021.

EXPOSURES Delivery in a state with a child abuse policy only (n = 6), a mandated reporting
policy only (n = 4), both policies (n = 7), or neither policy (n = 5). One state switched from
a mandated reporting policy only to having both policies.

MAIN OUTCOMES AND MEASURES Month of gestation at prenatal care initiation (ie, months
1-10, with a higher number of months indicating later initiation), receipt of adequate prenatal
care, and receipt of a postpartum health care visit 4 to 6 weeks after delivery. Sample
characteristics were calculated using unweighted frequencies and weighted percentages and
means. Associations of state policies with the outcomes were examined using generalized
linear regression with generalized estimating equations, adjusting for potential confounders
and accounting for the complex sampling design of the Pregnancy Risk Assessment
Monitoring System survey.

RESULTS The study sample included 4155 women who reported substance use during
pregnancy; 33.9% of these women delivered in states with a child abuse policy only, 16.4%
in states with a mandated reporting policy only, 32.9% in states with both policies, and 16.8%
in states with neither policy. Overall, 14.7% of women were Black, 69.0% were White, and
64.6% were aged 18 to 29 years at delivery. Women who delivered in states with a child
abuse policy only, mandated reporting policy only, or both policies initiated prenatal care
at a later month of gestation (β = 0.44 [95% CI, 0.10-0.78], 0.32 [95% CI, 0.04-0.59], and
0.40 [95% CI, 0.09-0.72], respectively) and had a lower likelihood of adequate prenatal care
(risk ratio, 0.85 [95% CI, 0.79-0.91], 0.94 [95% CI, 0.87-1.01], and 0.95 [95% CI, 0.89-1.03],
respectively) and a postpartum health care visit (risk ratio, 0.89 [95% CI, 0.82-0.96], 0.89
[95% CI, 0.80-0.98], and 0.92 [95% CI, 0.83-1.02], respectively) compared with women
who delivered in states with neither policy.

CONCLUSIONS AND RELEVANCE The results indicate that state child abuse policies and
mandated reporting policies are associated with reduced receipt of prenatal and postpartum
care among women who engage in substance use during pregnancy.
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S ubstance use during pregnancy remains a persistent con-
cern in the context of the US overdose crisis. According
to the 2020 National Survey on Drug Use and Health,

8% of pregnant people reported recent illicit drug use, and
the incidence of opioid- and amphetamine-affected births has
increased substantially in recent years.1-3 Existing evidence
indicates that substance use during pregnancy is associated
with an increased risk of adverse outcomes, including pre-
term birth, low birth weight, and severe maternal morbidity
and mortality.3-5 States have implemented policies specific to
prenatal substance use, including policies that consider sub-
stance use during pregnancy to be child abuse under civil child
welfare statutes (hereafter referred to as child abuse policies)
and policies that require health care professionals to report sus-
pected or identified substance use during pregnancy to child
welfare agencies (hereafter referred to as mandated report-
ing policies). Currently, 23 states and the District of Columbia
have a child abuse policy, and 26 states and the District of
Columbia have a mandated reporting policy.6

Leading medical and public health organizations, includ-
ing the American Public Health Association, American
Medical Association, American College of Obstetricians and
Gynecologists, and American Academy of Pediatrics, have
recommended against child abuse policies and mandated re-
porting policies, stating that these policies may undermine care-
giver and infant health by discouraging pregnant people who
use substances from engaging in prenatal care and substance
use disorder (SUD) treatment in order to avoid punitive re-
sponses to their substance use.7,8 Previous research has shown
that child abuse policies and mandated reporting policies are
associated with reductions in SUD treatment admissions and re-
ceipt of medication for opioid use disorder among pregnant
people9-11 and lower rates of family reunification among in-
fants in foster care because of parental substance use.12 Al-
though no studies have specifically examined the association
of these policies with health care use, qualitative studies have
indicated that pregnant people with SUD delay or avoid prena-
tal and postpartum care because of fear of detection and legal
consequences, including loss of infant custody, suggesting that
these policies may contribute to decreased receipt of prenatal
and postpartum care.13,14 This is important because early and
consistent prenatal care is critical to ensuring healthy out-
comes, particularly in the context of prenatal substance use.15-19

A comprehensive understanding of the association of child
abuse policies and mandated reporting policies with health
care use is key to informing empirically driven policy making
and supporting healthy outcomes. The aim of this study was
to examine the association of state child abuse policies and
mandated reporting policies with prenatal and postpartum
care among women who engaged in substance use during
pregnancy.

Methods
Design and Data Sources
In this cross-sectional study, we used 2016-2019 survey data
from the Pregnancy Risk Assessment Monitoring System

(PRAMS), a population-based surveillance system conducted
by state and local health departments in partnership with the
Centers for Disease Control and Prevention (CDC). Each year,
states use their birth certificate files to select a systematic,
stratified sample of women who delivered a live birth in that
year, with stratification by factors such as maternal race and
ethnicity and infant birth weight to ensure sufficient sample
sizes for subgroup analyses.20 Participating women com-
plete a mail or telephone survey 2 to 6 months post partum,
with survey questions specific to the preconception, prena-
tal, and postpartum periods.20

We used PRAMS data from states and survey years that
included a question about prenatal substance use and had a
55% or greater response rate for the overall survey, in accor-
dance with CDC guidelines20 (eTable 1 in the Supplement). Be-
cause prenatal substance use policies should affect health care
use among only those with substance use during pregnancy,
we restricted our sample to women who reported use of pre-
scription opioids (eg, hydrocodone, oxycodone), marijuana,
synthetic marijuana, heroin, amphetamines (eg, speed, crys-
tal meth [methamphetamine]), cocaine, tranquilizers (eg,
downers, quaaludes), or hallucinogens (eg, LSD/acid [lyser-
gic acid diethylamide], Ecstasy [3,4-methylenedioxymetham-
phetamine]) during pregnancy. We also restricted our sample
to women aged 18 years or older because some survey ques-
tions are not asked of female respondents younger than 18
years. Our final sample included 4155 women across 23 states
and 45 state-years.

This study followed the Strengthening the Reporting of
Observational Studies in Epidemiology (STROBE) reporting
guidelines. The institutional review board of the University of
North Carolina at Chapel Hill considered this study exempt
because it used secondary, deidentified data.

Measures
State Policy Categories
We identified the year in which states first implemented child
abuse policies and mandated reporting policies through state
policy documents from the Guttmacher Institute,21 reports
from the Children’s Bureau,6 and other peer-reviewed
studies9-11 (eTable 1 in the Supplement). We categorized each

Key Points
Question Are state child abuse policies and mandated reporting
policies for prenatal substance use associated with receipt of
prenatal and postpartum care?

Findings In this cross-sectional study of 4155 pregnant women
who engaged in substance use during pregnancy, women who
delivered in states with a child abuse policy, a mandated reporting
policy, or both policies initiated prenatal care later and had a lower
likelihood of adequate prenatal care and a postpartum health
care visit compared with those who delivered in states with
neither policy.

Meaning These results suggest that programmatic and policy
strategies that emphasize supportive, nonstigmatizing approaches
to substance use during pregnancy are needed.
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state-year as having a child abuse policy only, a mandated
reporting policy only, both policies, or neither policy.

Prenatal Care
We examined 2 measures of prenatal care: timing of prenatal
care initiation and prenatal care adequacy. We measured the
timing of prenatal care initiation as the month of gestation at
the first prenatal care visit as recorded on the birth certificate
(ie, months 1-10, with a higher number of months indicating
later initiation). We measured the adequacy of prenatal care
using the Kotelchuck Index, which uses the timing of prena-
tal care initiation and the total number of prenatal visits
received to calculate a ratio of expected to received visits.22

On the basis of the Kotelchuck Index, we categorized prena-
tal care as adequate (adequate or adequate plus) or not ad-
equate (intermediate or inadequate). Data for prenatal care
outcomes were missing for less than 4% of observations.

Postpartum Care
We examined 1 measure of postpartum care, receipt of a post-
partum health care visit, using women’s self-report of whether
they had a postpartum visit for themselves 4 to 6 weeks after
delivery. Data for receipt of a postpartum health care visit were
missing for less than 1% of observations.

Covariates
We identified potential confounders using a conceptual dia-
gram (eFigure in the Supplement). On the basis of our concep-
tual diagram, we included several variables in multivariable
models to minimize bias due to confounding (eTable 2 in the
Supplement). Variables included measures of the underlying
state policy context specific to substance use and maternal
health care use (priority access to SUD treatment and tar-
geted SUD treatment programs for pregnant people, medical
marijuana legalization, Medicaid expansion, Medicaid Fam-
ily Planning expansion, presumptive eligibility for Medicaid,
and number of obstetricians and gynecologists per 100 000
female population), maternal demographic characteristics
(age, self-reported race and ethnicity, per capita household
income, and education), and women’s experiences and be-
haviors before pregnancy (mental health, experiences of vio-
lence, and pregnancy intention). Data for maternal demo-
graphic characteristics and prepregnancy experiences and
behaviors were missing for 0% to 6% of observations.

Statistical Analysis
Data were analyzed between August and November 2021. We
described characteristics of our sample by the 4 state policy
categories, calculating unweighted frequencies and weighted
percentages and means with corresponding 95% CIs, with
weighting used to account for the complex sampling design
of PRAMS. We did not conduct statistical tests for compari-
sons in accordance with recommendations to avoid an over-
emphasis on P values and to place greater emphasis on the
actual size of observed differences.23

To examine associations of child abuse policies and man-
dated reporting policies with prenatal care initiation, we con-
ducted generalized linear regression with an identity link and

normal distribution to calculate differences in average month
of gestation at initiation and corresponding 95% CIs. To ex-
amine associations with the adequacy of prenatal care and re-
ceipt of a postpartum health care visit, we conducted gener-
alized linear regression with a log link and Poisson distribution
with a robust error variance to calculate risk ratios (RRs) and
95% CIs.24 In all models, we included a linear time trend
and compared outcomes for women who delivered in states
with a child abuse policy only, a mandated reporting policy
only, and both policies with outcomes for women who deliv-
ered in states with neither policy. We used generalized esti-
mating equations and an independent working correlation
matrix to account for repeated measures within states over
time. We weighted the analyses to account for the complex
sampling design of PRAMS. To interpret results from multi-
variable analyses, we relied on the magnitude of point esti-
mates and the width and location of the corresponding 95%
CIs. We did not rely on P values in accordance with guidance
from the American Statistical Association.25

Because the mandated reporting policies in Kentucky and
Massachusetts require reporting only if maltreatment is sus-
pected, we conducted sensitivity analyses classifying Ken-
tucky and Massachusetts as not having a mandated reporting
policy. Results were unchanged. Statistical analyses were con-
ducted using SAS, version 9.4 (SAS Institute Inc) software.

Results
Our study sample included a total of 4155 women aged 18 years
or older across 23 states. From 2016 to 2019, 6 of the included
states had a child abuse policy only, 4 states had a mandated
reporting policy only, 7 states had both policies, 5 states had
neither policy, and 1 state switched from a mandated report-
ing policy only from 2017 to 2018 to both policies in 2019.
A total of 33.9% of women delivered in states with a child abuse
policy only, 16.4% delivered in states with a mandated report-
ing policy only, 32.9% delivered in states with both policies,
and 16.8% delivered in states with neither policy. Overall, 14.7%
of women were non-Hispanic Black, 6.8% were Hispanic,
69.0% were non-Hispanic White, and 64.6% were aged 18 to
29 years at delivery. There was a higher percentage of births
to non-Hispanic Black women in states with a child abuse policy
only (19.6%; 95% CI, 16.3%-22.9%), a mandated reporting
policy only (16.3%; 95% CI, 11.0%-21.5%), or both policies
(15.0%; 95% CI, 13.1%-17.0%) than in states with neither policy
(5.9%; 95% CI, 3.9%-8.0%) (Table). There was also a higher per-
centage of unintended pregnancies in states with a child abuse
policy only (63.1%; 95% CI, 58.9%-67.3%) compared with states
with neither policy (56.6%; 95% CI, 52.2%-61.0%). More
women had adequate prenatal care in states with both poli-
cies (75.1%; 95% CI, 71.0%-79.2%) or neither policy (75.0%; 95%
CI, 71.2%-78.8%) than those in states with a child abuse policy
only (64.1%; 95% CI, 59.8%-68.4%) or a mandated reporting
policy only (66.4%; 95% CI, 59.1%-73.7%). The mean gesta-
tional month of prenatal care initiation was later among women
in states with a child abuse policy only (3.3 months; 95% CI,
3.1-3.5 months) or a mandated reporting policy only (3.1
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months; 95% CI, 2.8-3.5 months) than in states with neither
policy (2.8 months; 95% CI, 2.7-3.0 months).

In adjusted models, women who delivered in states with
a child abuse policy only (β = 0.44; 95% CI, 0.10-0.78), a man-
dated reporting policy only (β = 0.32; 95% CI, 0.04-0.59), or
both policies (β = 0.40; 95% CI, 0.09-0.72) initiated prenatal
care, on average, at a later month of gestation than women who
delivered in states with neither policy (Figure 1 and eTable 3

in the Supplement). On average, women who delivered in states
with a child abuse policy only initiated prenatal care at 2.6
months of gestation (95% CI, 1.6-3.5 months of gestation), in
states with a mandated reporting policy only at 2.4 months
of gestation (95% CI, 1.7-3.2 months of gestation), in states
with both policies at 2.5 months of gestation (95% CI, 1.8-3.2
months of gestation), and in states with neither policy at
2.1 months of gestation (95% CI, 1.3-3.0 months of gestation).

Table. Characteristics of Women Reporting Prenatal Substance Use by State Prenatal Substance Use Policies for 4155 Birthsa

Characteristic

Child abuse policy only
(n = 987 births)

Mandated reporting policy only
(n = 610 births)

Both policies
(n = 1276 births)

Neither policy
(n = 1282 births)

No. % (95% CI) No. % (95% CI) No. % (95% CI) No. % (95% CI)
Age, y

18-24 298 32.2 (28.1-36.4) 166 31.6 (24.3-38.9) 407 31.0 (26.7-35.4) 408 35.9 (31.6-40.2)

25-29 331 34.3 (30.2-38.4) 213 36.2 (28.9-43.5) 436 31.9 (27.4-36.4) 407 30.9 (26.9-35.0)

30-34 243 23.0 (19.5-26.6) 143 16.7 (12.0-21.4) 289 23.4 (19.4-27.3) 298 22.4 (18.8-26.1)

≥35 115 10.5 (7.9-13.0) 88 15.5 (9.9-21.1) 144 13.7 (10.3-17.2) 169 10.7 (8.2-13.3)

Education

<High school 172 17.8 (14.3-21.3) 92 20.4 (13.3-27.5) 208 13.7 (10.5-16.9) 184 14.0 (10.9-17.2)

High school diploma
or GED

335 38.7 (34.4-42.9) 204 32.6 (25.7-39.4) 442 36.7 (31.9-41.4) 476 37.8 (33.5-42.1)

Some college or more 475 43.5 (37.1-50.0) 305 47.1 (35.8-58.3) 607 49.6 (41.6-57.7) 613 48.2 (41.1-55.3)

Per capita household
income (quartiles)

<$4000 223 21.6 (18.0-25.2) 98 15.3 (9.4-21.2) 248 16.1 (12.4-19.7) 240 21.7 (17.9-25.5)

$4000 to <$8000 218 23.1 (19.3-26.8) 163 31.9 (24.6-39.3) 319 24.0 (20.0-28.0) 316 26.6 (22.5-30.7)

$8000 to <$15 000 244 28.5 (24.5-32.5) 150 26.4 (19.5-33.3) 345 30.1 (25.6-34.6) 319 25.2 (21.3-29.1)

≥$15 000 235 26.8 (23.0-30.7) 180 26.4 (20.6-32.2) 277 29.9 (25.3-34.4) 328 26.5 (22.5-30.4)

Race and ethnicity

Non-Hispanic Black 192 19.6 (16.3-22.9) 115 16.3 (11.0-21.5) 401 15.0 (13.1-17.0) 80 5.9 (3.9-8.0)

Hispanic 71 6.9 (5.0-8.8) 44 6.6 (2.6-10.5) 131 7.4 (5.8-9.1) 78 5.9 (3.7-8.0)

Non-Hispanic White 500 64.5 (60.6-68.3) 259 68.5 (62.5-74.5) 346 65.6 (63.1-68.2) 929 80.7 (77.4-84.0)

Other or multiple
raceb

222 9.0 (7.0-11.1) 185 8.7 (6.5-10.9) 385 11.9 (10.5-13.3) 188 7.5 (5.5-9.5)

Pregnancy intention

Not intended 606 63.1 (58.9-67.3) 351 59.3 (52.3-66.4) 745 54.0 (49.2-58.9) 719 56.6 (52.2-61.0)

Intended 357 36.9 (32.7-41.1) 245 40.7 (33.6-47.7) 512 46.0 (41.1-50.8) 545 43.4 (39.0-47.8)

Felt down or depressed
before pregnancy

No 632 65.4 (61.3-69.5) 376 61.0 (53.5-68.5) 847 64.1 (59.3-68.9) 764 62.3 (58.0-66.6)

Yes 348 34.6 (30.5-38.7) 229 39.0 (31.5-46.5) 417 35.9 (31.1-40.7) 514 37.7 (33.4-42.0)

Experienced violence
before pregnancy

No 819 83.5 (80.2-86.8) 522 84.3 (78.3-90.4) 1097 89 (86.4-91.6) 1111 87.3 (84.2-90.3)

Yes 165 16.5 (13.2-19.8) 86 15.7 (9.6-21.7) 176 11.0 (8.4-13.6) 157 12.7 (9.7-15.8)

Month of prenatal care
initiation, mean (95% CI)

3.3 3.1-3.5 3.1 2.8-3.5 2.9 2.8-3.1 2.8 2.7-3.0

Adequacy of prenatal care

Not adequate 336 35.9 (31.6-40.2) 202 33.6 (26.3-40.9) 385 24.9 (20.8-29.0) 319 25.0 (21.2-28.8)

Adequate 594 64.1 (59.8-68.4) 376 66.4 (59.1-73.7) 827 75.1 (71.0-79.2) 955 75.0 (71.2-78.8)

Postpartum health
care visit

No 216 21.0 (17.5-24.6) 112 19.2 (12.8-25.6) 245 14.5 (11.3-17.6) 213 16.4 (13.1-19.7)

Yes 765 79.0 (75.4-82.5) 495 80.8 (74.4-87.2) 1027 85.5 (82.4-88.7) 1060 83.6 (80.3-86.9)

Abbreviation: GED, General Educational Development.
a All numbers are weighted and all percentages and means are weighted to

account for the complex sampling design of the Pregnancy Risk Assessment
Monitoring System survey.

b Includes women who self-reported multiple races and women who
self-reported their race as Alaska Native, American Indian, Chinese, Filipino,
Hawaiian, Japanese, other Asian, race other than White, or mixed race.
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Women who delivered in states with a child abuse policy
only (RR, 0.85; 95% CI, 0.79-0.91), a mandated reporting policy
only (RR, 0.94; 95% CI, 0.87-1.01), or both policies (RR, 0.95;
95% CI, 0.89-1.03) had a lower likelihood of adequate prena-
tal care than women who delivered in states with neither policy
(Figure 2 and eTable 4 in the Supplement). Women in states
with a child abuse policy only, mandated reporting policy only,
and both policies were 17.6%, 6.4%, and 5.2% less likely to
receive adequate prenatal care than those who delivered
in states with neither policy (as determined by the equation
[(1 / RR) − 1] × 100).

Women who delivered in states with a child abuse policy
only (RR, 0.89; 95% CI, 0.82-0.96), a mandated reporting policy
only (RR, 0.89, 0.80-0.98), and both policies (RR, 0.92; 95%
CI, 0.82-1.02) had a lower likelihood of a postpartum health
care visit than women who delivered in states with neither
policy (Figure 3 and eTable 4 in the Supplement). Women in
these states were 8.7% to 12.4% less likely to have a postpar-
tum visit 4 to 6 weeks after delivery than those who deliv-
ered in states with neither policy.

Although some 95% CIs overlapped with the null value
of 1.0 for RRs, the overlap was small, and the location of the
95% CIs was consistent with a decreased likelihood of ad-
equate prenatal care for women who delivered in states with
a mandated reporting policy only or both policies and a de-

creased likelihood of a postpartum health care visit for women
who delivered in states with both policies compared with those
who delivered in states with neither policy.

Discussion
Overall, the results of this cross-sectional study indicate that
child abuse policies and mandated reporting policies are asso-
ciated with reduced receipt of prenatal and postpartum care
among women who engaged in substance use during pregnancy
according to data from the 2016-2019 PRAMS surveys. Specifi-
cally, we found that women who reported prenatal substance
use and delivered in states with a child abuse policy only, a man-
dated reporting policy only, or both policies initiated prenatal
care later, were less likely to receive adequate prenatal care, and
were less likely to have a postpartum health care visit than those
who delivered in states with neither policy. These results are
consistent with previous research that showed reduced admis-
sions to SUD treatment among pregnant people in states with
these policies.9-11 Our research supports statements issued by
leading public health and medical organizations,7,8 suggesting
that child abuse policies and mandated reporting policies may
deter pregnant people who engage in substance use from receiv-
ing essential care and treatment.

Figure 2. Risk Ratios (RRs) Comparing Adequacy of Prenatal Care by State Prenatal Substance Use Policies

–0.3 0–0.1 0.1 0.2 0.3

Adjusted log RR (95% CI)e
–0.2

Lower likelihood of
adequate prenatal care

Higher likelihood of
adequate prenatal careState policy category (vs neither category)a

Child abuse policy onlyb

Log RR (95% CI)

–0.17 (–0.24 to –0.10)

Mandated reporting policy onlyc –0.06 (–0.14 to 0.01)

Both policiesd –0.04 (–0.12 to 0.03)

a Among 4155 births to women who reported substance use during pregnancy.
b RR, 0.85 (95% CI, 0.79-0.91).
c RR, 0.94 (95% CI, 0.87-1.01).
d RR, 0.95 (95% CI, 0.89-1.03).
e Adjusted for maternal age, education, race and ethnicity, per capita household

income, pregnancy intention, mental health prior to pregnancy, and

experiences of violence prior to pregnancy and for state-level Presumptive
Eligibility for Medicaid, Expanded Family Planning under Medicaid, Medicaid
expansion, priority access to substance use disorder treatment for pregnant
people, targeted substance use disorder treatment programs for pregnant
people, medical marijuana legalization, and number of obstetricians/
gynecologists per 100 000 female population.

Figure 1. Mean Difference in Month of Gestation at Prenatal Care Initiation by State Prenatal Substance Use Policies
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Mandated reporting policy only 0.32 (0.04-0.59)

Both policies 0.40 (0.09-0.72)

a Among 4155 births to women who reported substance use during pregnancy.
b Adjusted for maternal age, education, race and ethnicity, per capita household

income, pregnancy intention, mental health prior to pregnancy, and
experiences of violence prior to pregnancy and for state-level Presumptive
Eligibility for Medicaid, Expanded Family Planning under Medicaid, Medicaid

expansion, priority access to substance use disorder treatment for pregnant
people, targeted substance use disorder treatment programs for pregnant
people, medical marijuana legalization, and number of obstetricians/
gynecologists per 100 000 female population.
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In adjusted analyses, results indicated that initiation of pre-
natal care was latest among women who reported substance
use during pregnancy and delivered in states with a child abuse
policy only or both policies, with those who delivered in these
states initiating prenatal care on average at 2.6 and 2.5 months
of gestation, respectively, compared with 2.1 months of ges-
tation among women who reported substance use during preg-
nancy and delivered in states with neither policy. Although the
absolute difference in the month of gestation at prenatal care
initiation was small between these groups, previous research
has shown that women who engage in substance use during
pregnancy initiate prenatal care later than those who do
not.26,27 Our results indicate that child abuse policies and man-
dated reporting policies are associated with further delays in
prenatal care in this population.

Similarly, results from adjusted analyses indicated that the
likelihood of adequate prenatal care was lowest for women who
reported substance use during pregnancy and delivered in
states with a child abuse policy only, with women in these states
being 18% less likely to receive adequate prenatal care than
those who delivered in states with neither policy. These re-
sults suggest that even if people who engage in substance use
during pregnancy initiate prenatal care, they are less likely to
receive the recommended number of visits under these poli-
cies, particularly in states with child abuse policies.

For postpartum health care, results from adjusted analy-
ses showed that women who reported substance use during
pregnancy and delivered in states with a child abuse policy only,
a mandated reporting policy only, or both policies were 9%
to 12% less likely to have a postpartum health care visit 4 to 6
weeks after delivery than those who delivered in states with
neither policy. As with prenatal care, previous studies have
shown that people who engage in substance use during preg-
nancy are less likely to receive timely postpartum care than
those who do not,26 and our results indicate that these poli-
cies are associated with further reductions in postpartum
care in this population.

Prenatal and postpartum care are critical to healthy out-
comes, with previous research demonstrating multiple ben-
efits for caregivers and infants in the context of prenatal sub-
stance use. In this population, early and consistent prenatal

care is associated with a reduced risk of preterm birth and
low birth weight.15 Prenatal and postpartum care also offer op-
portunities for health care professionals to make referrals to
evidence-based SUD treatment and harm reduction services
to further promote healthy outcomes and prevent harms, in-
cluding overdose and acquisition and transmission of infec-
tious diseases.16-19,28,29 However, qualitative studies have con-
sistently indicated that delayed or inconsistent prenatal and
postpartum care among pregnant people who engage in sub-
stance use is tied to the role of health care professionals as man-
dated reporters and caregivers’ fears of loss of infant custody,
with child abuse policies and mandated reporting policies am-
plifying these fears and hindering engagement in care.14,30,31

These fears have been supported by recent research showing
that child abuse policies and mandated reporting policies are
associated with lower rates of family reunification among
infants in foster care because of parental substance use.12 Im-
portantly, our results showing a higher percentage of births to
non-Hispanic Black women in states with a child abuse policy
only, mandated reporting policy only, or both policies than in
states with neither policy indicate that these policies have the
potential to exacerbate the effects of structural racism and
worsen existing inequities in prenatal and postpartum care,32

SUD treatment,16,33 and child welfare involvement34 by race
and ethnicity.

Limitations
This study has several limitations. First, information on sub-
stance use during pregnancy was based on women’s self-
report at 2 to 6 months post partum. Although PRAMS survey
responses are confidential, because of social desirability, some
women may not have disclosed substance use during preg-
nancy and thus been excluded from our analyses. This limita-
tion could potentially result in selection bias if women who
did and did not disclose substance use differed with respect to
prenatal and postpartum care and whether they delivered in
states with child abuse policies and mandated reporting poli-
cies. Specifically, if women who did not disclose prenatal sub-
stance use were less likely to engage in prenatal and postpar-
tum care and were more likely to deliver in states with child
abuse policies and mandated reporting policies, this would have

Figure 3. Risk Ratios (RRs) Comparing Receipt of a Postpartum Health Care Visit by State Prenatal Substance Use Policies

–0.3 0–0.1 0.1 0.2 0.3

Adjusted log RR (95% CI)e
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postpartum health care visit

Higher likelihood of 
postpartum health care visitState policy category (vs neither category)a

Child abuse policy onlyb

Log RR (95% CI)

–0.12 (–0.20 to –0.14)

Mandated reporting policy onlyc –0.12 (–0.22 to –0.02)

Both policiesd –0.08 (–0.18 to 0.02)

a Among 4155 births to women who reported substance use during pregnancy.
b RR, 0.89 (95% CI, 0.82-0.96).
c RR, 0.89 (95% CI, 0.80-0.98).
d RR, 0.92 (95% CI, 0.83-1.02).
e Adjusted for maternal age, education, race/ethnicity, per capita household

income, pregnancy intention, mental health prior to pregnancy, and

experiences of violence prior to pregnancy and state-level Presumptive
Eligibility for Medicaid, Expanded Family Planning under Medicaid, Medicaid
expansion, priority access to substance use disorder treatment for pregnant
people, targeted substance use disorder treatment programs for pregnant
people, medical marijuana legalization, and number of obstetricians/
gynecologists per 100 000 female population.
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biased our results toward the null. Of note, previous studies
have indicated that self-reported data from the PRAMS sur-
vey, particularly for sensitive topics such as smoking during
pregnancy, result in improved ascertainment compared with
other data sources, including birth certificate data,35,36 be-
cause PRAMS responses are confidential. Second, given sample
size limitations, we were unable to conduct analyses by type
of prenatal substance use (eg, prescription opioids, mari-
juana, illicit drugs). Results may differ depending on the types
of substances used prenatally. We also did not have data on the
timing, quantity, and duration of prenatal substance use, which
may provide more nuanced insights. Third, although we ad-
justed the multivariable analyses for a comprehensive set of
confounders, unmeasured confounding may exist, specifi-
cally confounding due to unmeasured differences between
states. To assess the potential for unmeasured confounding to
bias results, we calculated E-values (eTable 5 in the Supple-
ment), which indicate the strength of an association on the
RR scale that an unmeasured confounder would need to have
with the exposure and outcome to account for observed
associations.37 The association of an unmeasured confounder
with all policy categories and the outcomes would need to be

moderate or strong to fully explain the results. Finally, al-
though states may adopt similar policies, there is often varia-
tion in policy implementation. We did not have data on how
child abuse policies and mandated reporting policies are imple-
mented across states. Future qualitative research is needed to
explore variation in policy implementation from the perspec-
tive of health care professionals, child welfare social workers,
and pregnant people and how these variations affect care.

Conclusions
A recent report from the CDC on state strategies to address sub-
stance use and SUD among pregnant and postpartum popu-
lations found that only 2 of 12 states were considering strate-
gies to address ethical, legal, and social factors, including child
abuse policies and mandated reporting policies, that affect
engagement in treatment and care.38 Our results underscore
the importance of more widespread consideration of these
strategies, specifically strategies that take a more supportive,
nonstigmatizing approach to addressing the needs of preg-
nant people who engage in substance use.
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