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Background 
 
Over the past two decades, the United States has experienced a public health crisis related to 
substance use disorders (SUDs). This crisis is especially pronounced with regard to opioid use 
disorders (OUDs), to which women are increasingly vulnerable. Between 1999 and 2016, the 
rate of deaths from prescription opioid overdoses increased 507% among women, compared 
with an increase of 321% among men.1  Also, between 1999 and 2014, the national 
prevalence of OUDs among pregnant women increased 333%.2  This increase among women 
who are pregnant can have far-reaching impacts on quality of life and health care costs for 
mothers and their infants. Maternal SUDs can cause several birth-related complications that 
can increase hospital costs and length of stay.3  However, expanded insurance coverage and 
increased interaction with health care professionals during pregnancy provide opportunities to 
link pregnant women experiencing SUDs to treatment services in order to reduce the impacts 
of SUDs on mother, child, and health care spending. This brief is based on findings from an 
environmental scan of peer-reviewed and grey literature and a technical expert panel meeting 
that RTI held on behalf of ASPE in July 2019 to discuss policies on integrating Obstetrics and 
Gynecology (OB/GYN) and SUD services. 
 
 

Defining Integrated OB/GYN and SUD Care 
 
Integrated OB/GYN and SUD services may be a viable option for providing access to SUD 
care for women of child-bearing age. Although models for integrated primary and behavioral 
health care in general are well known4,5 and their effectiveness6 is established, models for 
integrating OB/GYN and SUD care are less researched. This issue brief seeks to define 
integrated OB/GYN and SUD care, describe promising models, and describe barriers to and 
opportunities for expanding integrated care. Building upon existing definitions of integrated 
care,7 we define integrated OB/GYN and SUD care as follows: 
 

The clinical and non-clinical care that results from a practice team of OB/GYN and SUD 
clinicians, case managers, and care coordinators working together with woman, infant, and 
family, using a systematic and cost-effective approach to provide family-centered care. This 
care may address OB/GYN needs, substance use conditions, mental health conditions, health 
behaviors (including their contribution to chronic medical illnesses), life stressors and crises, 
stress-related physical symptoms, impact of traumatic experiences, ineffective patterns of 
health care utilization, and systematic barriers to seeking and utilizing physical and behavioral 
health care. 
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Models of Integrated Care 
 
Established and emerging models of care meeting the definition of integrated OB/GYN and 
SUD care include collaborative systems of care, patient-centered teams, evidence-based 
models, trauma-informed care, co-located corrections treatment, reverse co-located treatment, 
hub-and-spoke centers, and teleconsultation and telehealth models. These models of care can 
be categorized using the Center for Integrated Health Solutions’ Standard Framework for 
Levels of Integrated Health Care.7  This framework provides a classification of the levels of 
collaboration and integration to promote planning, financing, and stakeholder engagement 
efforts around integrated care. Select models and example programs are depicted in Exhibit 
1, which also shows the relationship between each model and the level of integration. 
 
 

Implementation Challenges and Policy Options 
 
Despite the existence of several models of integrated OB/GYN and SUD care, there are 
barriers to implementation.  
 
Funding.  Limited reimbursement and provider confusion about reimbursement can serve as 
barriers to implementing and expanding integrated care.8  This includes lack of reimbursement 
within a standard maternity payment bundle for SUD-related services such as screening, 
counseling, or referral that an OB/GYN may provide, or providers’ confusion around what they 
can and cannot bill. Providers report difficulties with simultaneous billing for physical health 
and mental health care for the same visit, double co-pays for patients, and lack of coverage for 
necessary non-clinical services such as childcare, transportation, and housing support.  
 
Opportunity for policymakers: 

• States can allow providers to use care coordination billing codes with flexibility for 
reimbursing non-clinical, essential services such as childcare, transportation, and 
provide gap funding for postpartum services. 

• Policymakers can incentivize the adoption of innovative payment models that 
compensate OB/GYN providers and the primary care workforce for treating patients with 
SUD, such as pay for performance or prospective, population-based payments.9 

 
Stigma.  Unfortunately, pregnant and postpartum (or parenting) women (PPW) with SUD can 
experience both individual stigma (from providers) and structural stigma (from mandatory 
reporting). Some health care professionals may be hesitant to treat PPW with SUD due to lack 
of comfort or understanding of appropriate treatment modalities. This can limit access to 
integrated care. In addition, state laws mandating that health care providers report substance 
use during pregnancy may discourage some from treating this population. Fear of disclosure 
and child welfare involvement, as well as judicial system barriers, may also be a disincentive 
for pregnant women with SUD to seek health care.10,11 
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Opportunity for policymakers: 

• Embedding SUD treatment within behavioral health care more broadly may reduce 
stigma associated specifically with SUD.   

• Changes in state statutes on reporting and notification may incentivize women to seek 
treatment for SUD.12  

 
Locus of treatment.  Clinical experts have noted that the primary treatment provider 
(obstetrics vs. SUD treatment provider) may change depending upon the needs of the woman 
and where she is in her pregnancy. Experts have also noted that access to services can be 
largely dependent upon the geographic location of patients. Although integrated models 
provide optimal care, access to fully-integrated services may vary by geographic location 
(urban versus rural) or need for services. 
   
Opportunity for policymakers: 

• Tailoring models to serve the geographic area and the specific needs of the population 
could improve access to critical treatment. Telemedicine and hub-and-spoke models 
may serve to meet this need.  

 
Pregnancy timeline.  Experts emphasized that postpartum SUD treatment is critical. Women 
with OUD are least likely to overdose during pregnancy and most likely to overdose in the 
postpartum period--peak risk is around 7-12 months after delivery.13  However, states are 
required to provide pregnancy-related Medicaid eligibility through 60 days postpartum, at which 
point women ineligible for Medicaid through another pathway may not be able to access SUD 
treatment services when coverage ends. It is important that women are connected to 
appropriate care throughout this critical postpartum period.  
 
Opportunity for policymakers: 

• The postpartum period for the year after birth is important for preventing overdose 
among women. Previously states have used the 1115 Waiver authority,  Medicaid 
1915(b) Waivers or state-only funds to extend postpartum coverage.14  In 2021 the 
American Rescue Plan allowed states to extend postpartum coverage up to 12 months 
for 5 years in both Medicaid and CHIP plans. CMS has released guidance to states on 
expanding postpartum coverage through this option.15  If passed, the pending Build 
Better Back Act will make the postpartum coverage in Medicaid and CHIP permanent 
and mandatory for all states. 

• Policymakers can incentivize pediatric providers to provide screening and support 
services for postpartum women with or at risk for SUD to increase stability for women 
and their families. 

 
Integrated OB/GYN and SUD models of care could provide more comprehensive treatment 
services for women, thereby serving as an important benefit for pregnant women and 
newborns. There are many opportunities to expand and refine existing and emerging models 
of integrated care to combat this significant public health concern. The pending Build Back 
Better Act, if passed, can further expand access to integrated care models for pregnant and 
postpartum women that incorporate mental health and substance use services for sustained 
recovery and reduced morbidity and mortality. 
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EXHIBIT 1. Example Models of Integrated OB/GYN and SUD Care by Level of Integration 

Model Example Program Name and Description 

Level 1 -- Minimal Collaboration. Providers work at separate facilities and communication is rare. 
Referrals are made based on past collaboration and communicate only when needed. 

This level of collaboration may exist when formal programs are not in place. 

Level 2 -- Basic Collaboration at a Distance. Providers work at separate facilities and view each 
other as resources. They communicate periodically about shared patients and patient care when 
specific issues arise. 

This level of collaboration may exist when formal programs are not in place. 

Level 3 -- Basic Collaboration Onsite. Providers are co-located in the same facility but may practice 
in different spaces. Though systems are separate, regular proximity increases communication. 

Screening, Brief 
Intervention, and 
Referral to Treatment 
(SBIRT) 

Project Link is a standalone hospital-based program in Providence, Rhode 
Island that delivers SBIRT training to OB/GYN providers to refer patients to 
the in-house intensive outpatient substance use treatment program within 
the hospital. 

Level 4 -- Close Collaboration with Some System Integration. Collaboration among providers is 
closer due to co-location, shared practice space, and some shared systems. Typical models are found 
in hospital OB/GYN departments delivering limited outpatient SUD care. 

Centering Pregnancy 
Group 

Summa Health System is a regional health system in Ohio that uses the 
Centering Pregnancy model to provide care, education and support in 10 
group sessions lead by a provider. 

Level 5 -- Close Collaboration Approaching an Integrated Practice. Providers begin to function as 
a care team, with frequent direct communication and integration of a range of services. 

Maternal/Pregnancy 
Health Home 

Perinatal Assistance and Treatment Home is a statewide program in 
Kentucky that integrated SUD treatment with OB/GYN care through available 
group counseling and peer support network that prepare women for labor, 
delivery and infant care. 

Level 6 -- Full Collaboration in a Transformed/Merged Practice. Integrate care blurs into a single 
program. Providers work closely with patients and each other. A case manager or social worker 
coordinates external support services as directed by providers. 

Integrated Care Moms in Recovery is a standalone program in New Hampshire that 
employs a team of OB/GYN physicians, a clinical psychologist, and nurse 
care coordinator for PPW to receive group prenatal care and education by 
OB/GYN physicians as well as group counseling led by a psychologist. 

 


