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Problem drug use in pregnancy affects a sizeable population in 
Europe. A literature review was carried out of articles in PubMed, 
European Monitoring Centre for Drugs and Drug Addiction 
publications, and related documents in order to assess public 
health challenges and possible intervention strategies related 
to problem drug use and pregnancy in Europe. It revealed the 
following: Involving pregnant drug users in drug treatment is likely 
to decrease the chances of pre- and perinatal complications related 
to drug use and to increase access to prenatal care. Timely medical 
intervention can effectively prevent vertical transmission of human 
immunodeficiency virus, hepatitis B virus as well as certain other 
sexually transmitted diseases, and would allow newborns infected 
with hepatitis C virus during birth to receive immediate treatment. 
Pregnancy may be a unique opportunity to also help women with 
dual diagnosis (substance use combined with mental illness) and 
enrol them into special treatment and support programmes. Issues 
related to homelessness and intimate partner violence can also 
be addressed with appropriate interventions. Treatment and care 
for pregnant drug users should offer coordinated interventions in 
several areas: drug use, infectious diseases, mental health, personal 
and social welfare, and gynaecological/obstetric care.

Background
Problem drug use (defined by the European Monitoring Centre 

for Drugs and Drug Addiction (EMCDDA) as “injecting drug use or 
long duration/regular use of opioids, cocaine and/or amphetamines” 
[1]) and pregnancy affect a sizeable population in Europe. It is 
estimated that there are about 1.3-1.7 million problem opioid 
users in the European Union and Norway [2]. Furthermore, 
approximately 20% of drug users entering drug treatment and 
around 34% of opioid users are women (the great majority of whom 
are of childbearing age) [3], and every year, as many as 6.5-11% of 
female problem drug users may get pregnant or give birth [4,5]. This 
suggests that each year there may be as many as 30.000 pregnant 
women using opioids in Europe, and the number of pregnant women 
using drugs other than opioids may be equally high. The issue of 
pregnancy and drug use is important to address because of the 
associated personal and public health challenges regarding both 
the mother and the unborn child, especially regarding infections 
that are common among drug-using populations. In this article, 
we review some of these challenges: infection with blood-borne 
and sexually transmitted diseases (STIs, including infections with 
human immunodeficiency virus (HIV) and hepatitis C virus (HCV), 
dual diagnosis (substance use combined with mental illness), 
social and personal welfare and drug treatment,; and assess and 
summarise possible solutions to alleviate these challenges.

Methods
A literature review of articles in PubMed published in or after 

1990 was conducted using the keywords “pregnancy” and “drug 
use” / ”substance abuse”, and specific keywords for each area 
of interest (e.g. “dual diagnosis”, “homeless” etc.). Articles 
discussing pregnancy and tobacco or alcohol use without the 
mention of other drugs were not considered. In addition, when 
articles were found that were especially relevant to this review, 
the “Related Articles for PubMed” links were also investigated. 
Furthermore, EMCDDA publications (annual reports, selected 
issues, statistical bulletin) with relevant information were included. 
When the original publication referenced other, non-PubMed or 
non-EMCDDA publications, those references were also included in 
this review. While our focus was on pregnant drug users in Europe, 
some non-European references were included when found relevant. 
In this paper, we use the terms “drug use” to refer to problem use 
of drugs other than alcohol or tobacco, and “pregnant drug users” 
to refer to pregnant women with problem use of drugs other than 
alcohol or tobacco.

Pregnancy complications linked to drug use
Continued drug use during pregnancy may lead to complications 

for the foetus, for the newborn, and later during childhood [6,7]. 
Complications for the foetus include spontaneous abortion, restricted 
foetal growth, incorrect maternal placentation, compromised foetal 
well-being and pre-term delivery. The newborn can be affected 
by low birth weight, postnatal growth deficiency, microcephaly, 
neurobehavioral problems and drug withdrawal syndrome [8,9]. 
In addition, behavioural and cognitive problems may arise later in 
childhood, and children may be affected by the mother’s ongoing 
drug use [7].

Drug treatment
Lack of appropriate obstetric and neonatal care has been 

associated with obstetric complications and with poor pregnancy 
outcomes among drug users [9-12]. Treatment of drug dependence 
of pregnant drug users therefore involves not only a stabilisation 
of their health and social situation as drug users, but also offers 
an opportunity for regular contact with health services, including 
standard pre-natal care [13]. It is thus important to improve pregnant 
drug users’ access to, and retention in, drug treatment. Since the 
1970s, methadone maintenance has been recommended for opioid 
dependence in pregnancy [14], although some studies have shown 
that buprenorphine may offer an advantage over methadone with 
regard to lower intensity of neonatal abstinence syndrome [15-
17]. New guidelines from the World Health Organization (WHO) 
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confirm the recommendation of agonist maintenance treatment for 
pregnant opioid users on the basis of the risks and poor outcomes 
associated with withdrawals [18]. However, the possibility of drug-
drug interactions should be kept in mind, and dose adjustments 
of substitution treatment may be necessary in different stages of 
the pregnancy [19]. A recent systematic review of psychosocial 
interventions suggested that contingency management strategies 
are effective in improving retention of pregnant drug users in 
outpatient treatment, but failed to assess any effects on obstetrical 
and neonatal outcomes [20]. Evidence on the effects of home visits 
by nurses, counsellors or midwives to women with a drug problem 
is currently insufficient [21]. However, several decades of clinical 
management of pregnant drug users point to a need to consider 
the life circumstances of the individual women and apply a case 
management approach [9,10,13,14,17,19,22].

Infectious diseases
Certain infectious diseases such as HIV, HBV, hepatitis C virus 

(HCV), and some other STIs, are more common among illicit drug 
users (especially those who inject) than among the rest of the 
population, and their early detection is essential to reduce the 
risk of vertical transmission [2,3]. The prevalence of infectious 
diseases is also high among pregnant women who use illicit drugs 
[23]. For example, in a sample of 259 pregnant women enrolled in 
drug treatment in France in 1998, 63,3% were infected with HCV, 
8,9% with HBV, 6,2% with HIV and 1,5% with syphilis [24,25]. 
While policies vary across countries, standard antenatal care in 
most European countries today include voluntary screening for 
infections, which can include HIV, HCV, HBV, syphilis, and STIs 
such as chlamydia infection, in order to provide early diagnosis 
and appropriate treatment for the mother and to reduce the risk of 
mother-to-child transmission [26]. Still, many pregnant drug users, 
especially those who have infectious diseases that are common 
among drug users (such as HIV or HCV), may receive suboptimal 
prenatal care due to difficulties accessing prenatal services 
[24,27,28]. This is worrying, since strong evidence supports the 
importance of early diagnosis and the effectiveness of interventions 
aimed at HIV infected pregnant women, with the reduction of 
vertical transmission rates to under 1% [29,30]. 

The risk of vertical transmission of HCV during birth is highly 
variable depending on HCV RNA viraemia and HIV co-infection: 
It is below 10% in HIV-negative study populations (1-3% among 
HCV RNA-negative women and 4-6% among HCV RNA-positive 
women) and up to 41% in study populations in which about half 
of the women were also infected with HIV [31-35]. Co-infection 
with HCV and HIV is also associated with an increased risk of 
vertical HIV transmission [36,37]. In contrast to preventing HIV 
infection of the child, no safe and effective prevention method 
exists to prevent perinatal transmission of HCV [31,34,38]. As no 
viral RNA is present in the breast milk or colostrum of infected 
mothers, there is no evidence of transmission of HCV through 
breastfeeding [32,33]. However, HCV viraemia has been found 
to be associated with active injection drug use among HIV-HCV 
co-infected female drug users, perhaps due to re-infection or 
reactivation of HCV [39]. HCV transmission does not occur through 
breastfeeding but only during pregnancy or birth. The likelihood of 
transmission increases with the viral load, which is higher during 
active injecting drug use. Preventing, reducing or stopping injecting 
(e.g. through opioid substitution therapy) may therefore be a way 
to reduce the probability of vertical HCV transmission. In addition, 
antiviral therapy is indicated for HIV-HCV co-infected women past 

the first trimester in order to reduce the risk of both HIV and HCV 
transmission [40].

Infection with HBV is also common among drug users [2]. The 
current recommendation to prevent the transmission of HBV from 
mother to child is to administer to the newborn a combination 
of anti-HBV immunoglobulin followed by three doses of HBV 
vaccine [41,42]. WHO recommends the global implementation 
of childhood hepatitis B vaccination [43]. Still, many European 
countries (Denmark, Finland, Iceland, Ireland, the Netherlands, 
Norway, Sweden, and the UK) provide immunisation only for at-
risk populations, a practice that is debated due to the difficulty 
of identifying all at-risk individuals [43,44]. Other STIs are also 
common among pregnant drug users [45]. As bacterial STIs (e.g. 
syphilis, gonorrhoea, chlamydiosis) can readily be treated with 
antibiotics, which also prevent vertical transmission [46,47], 
screening for STIs and treatment of those who are infected are 
recommended for pregnant drug users. 

Psychiatric co-morbidity
Dual diagnosis, i.e. co-morbidity of substance abuse and 

mental illness, is common among both drug using and mentally ill 
populations [48]. In Europe, as many as 80% of clients enrolled 
in drug treatment report a mental health problem [2,49-52]. 
Psychiatric co-morbidity is complex because patients may suffer 
from more severe symptoms than people with only substance use or 
mental illness, they may not respond well to treatment, and, when 
in treatment, they may have higher rates of relapse and attrition 
[53,54]. While in the general population men report higher levels 
of drug use than women [55], women report higher rates of mental 
illnesses, especially depression and anxiety disorders [56]. However, 
levels of psychiatric co-morbidity among substance users seem to 
be similar in both sexes [57]. Little is known about pregnant women 
with a dual diagnosis. In a study in France, 22% of pregnant drug 
users in substitution treatment for opioid use reported moderate to 
severe psychiatric disorders, mostly depression, neuroticism and 
anxiety disorders [25]. Pregnant women suffering from psychiatric 
co-morbidity often report a history of emotional, physical and sexual 
abuse as well [57,58]. Pregnancy may be an opportunity of contact 
with care services for both conditions of co-morbidity. However, 
the fear of losing the custody of the child and the feeling of guilt 
about using drugs during pregnancy may often pose a barrier to 
seeking treatment [57]. Interventions among pregnant women with 
psychiatric co-morbidity should target the three problematic areas 
(mental health, drug related problems and pregnancy) in a co-
ordinated and integrated way, taking into account the individual 
needs of these women [10,19,59]. 

Social and personal welfare
Issues related to the social and personal welfare of pregnant 

drug users include, among other things, homelessness and intimate 
partner violence. Overall, about one in ten drug users entering 
treatment in Europe lives in unstable conditions or is homeless [3]. 
Homelessness and drug use in pregnant women are associated with 
problematic perinatal events [11,12], inadequate access to health 
care, social isolation, and psychosocial and physical problems [60]. 
Among female drug users, those who are homeless more often 
face difficulties obtaining public assistance, and are afflicted by 
greater social isolation, a lack of family and social networks, higher 
rates of emotional, physical and sexual abuse as well as under-
nutrition, and they are more likely to engage in survival sex [60]. 
Some homeless female drug users may be able to discontinue the 
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use of those drugs on which they are not dependent, but they may 
maintain the use of their main drug (most often crack cocaine or 
heroin) [57]. Homeless pregnant drug users are less likely to seek 
drug treatment than domiciled pregnant drug users, and, when in 
treatment, they are less likely to maintain abstinence and are more 
likely to leave treatment prematurely [60].

Many women are victims of intimate partner violence [61,62]. 
When compared to women who have not experienced assault, 
pregnant women who have been assaulted were more likely to 
drink alcohol or use drugs [63,64]. In a perinatal substance abuse 
treatment clinic, many pregnant drug users reported being abused 
during their pregnancy: 41% reported emotional abuse, 20% 
physical abuse and 7% sexual abuse [65]. Abused pregnant drug 
users often report that emotional abuse is more disturbing than 
physical abuse, and many report being subject to both emotional 
and sexual abuse [64,65]. The abuser in most of the cases is 
the partner, ex-partner or someone closely related to the victim 
[65-67]. The risk of increasing drug or alcohol use increases after 
experiencing violence [63,65,67]. Intimate partner violence among 
pregnant drug users is responsible for health problems such as 
depression, post-traumatic stress disorder, chronic pain in different 
parts of the body (e.g. in the abdomen), gastrointestinal and 
gynaecological problems [63,65-67]. Clinics, including prenatal 
clinics and drug treatment centres, may be the most appropriate 
place for pregnant drug users to receive interventions in order to 
prevent recurring partner violence and abuse [62,68-70].

Conclusions
Pregnant drug users are at a higher risk than pregnant women 

who do not use drugs of contracting blood-borne and sexually 
transmitted infections.  In addition, they are also affected by a 
number of physical, mental and social health problems. Services 
geared towards the general population need to cater to pregnant 
drug users as well. Special services for problem drug users should 
use outreach methods to timely identify pregnant drug users not 
in contact with services and ensure referral and collaboration 
with pregnancy care givers, using integrated case management 
strategies. Treatment and care for pregnant drug users should offer 
coordinated, multidisciplinary interventions encompassing several 
areas: prevention, screening and treatment of infectious diseases; 
mental health; personal and social welfare; gynaecological/obstetric 
care; and drug use [20,21]. The aim of such treatment and care is 
to reduce risk through the integrated collaboration of obstetricians, 
addiction counsellors, social workers, general practitioners, and 
other health care specialists [71], and to link drug treatment 
with other interventions aimed to help pregnant drug users. In 
addition, to prevent parental neglect that may be the consequence 
of drug abuse, adequate parenting support services should be made 
available and easily accessible to pregnant drug users.

References

1. European Monitoring Centre for Drugs and Drug Addiction. Key Epidemiological 
Indicator: Prevalence of problem drug use. Lisbon: EMCDDA; 2004. Available 
from: http://www.emcdda.europa.eu/attachements.cfm/att_65522_EN_
Guidelines_Prevalence%20Revision%20280704%20b-1.pdf 

2. European Monitoring Centre for Drugs and Drug Addiction (EMCDDA). Annual 
report 2007 the state of the drugs problem in Europe.  Lisbon: EMCDDA; 2007. 

3. European Monitoring Centre for Drugs and Drug Addiction (EMCDDA). Statistical 
Bulletin 2008. Lisbon: EMCDDA; 2008.  Available from http://www.emcdda.europa.
eu/stats08.  

4. Weber AE, Tyndall MW, Spittal PM, Li K, Coulter S, O’Shaughnessy MV, et al. 
High pregnancy rates and reproductive health indicators among female 
injection-drug users in Vancouver, Canada. Eur J Contracept Reprod Health 
Care. 2003;8(1):52-8. 

5. Morrison C, Siney C. Maternity services for drug misusers in England and 
Wales: a national survey. Health Trends. 1995;27(1):15-7. 

6. Bell J, Harvey-Dodds L. Pregnancy and injecting drug use. BMJ. 
2008;336(7656):1303-5. 

7. Shankaran S, Lester BM, Das A, Bauer CR, Bada HS, Lagasse L, et al. Impact of 
maternal substance use during pregnancy on childhood outcome. Semin Fetal 
Neonatal Med.  2007;12(2):143-50. 

8. Minozzi S, Amato L, Vecchi S, Davoli M. Maintenance agonist treatments 
for opiate dependent pregnant women. Cochrane Database Syst Rev. 
2008;(2):CD006318. 

9. Vucinovic M, Roje D, Vucinovic Z, Capkun V, Bucat M, Banovic I. Maternal 
and neonatal effects of substance abuse during pregnancy: our ten-year 
experience. Yonsei Med J. 2008;49(5):705-13. 

10. Kaltenbach K, Berghella V, Finnegan L. Opioid dependence during pregnancy. 
Effects and management. Obstet Gynecol Clin North Am. 1998;25(1):139-51. 

11. Little M, Shah R, Vermeulen MJ, Gorman A, Dzendoletas D, Ray JG. Adverse 
perinatal outcomes associated with homelessness and substance use in 
pregnancy. CMAJ. 2005;173(6):615-8. 

12. Pennbridge J, Mackenzie RG, Swofford A. Risk profile of homeless pregnant 
adolescents and youth. J Adolesc Health. 1991;12(7):534-8. 

13. Howell EM, Heiser N, Harrington M. A review of recent findings on substance 
abuse treatment for pregnant women. J Subst Abuse Treat. 1999;16(3):195-219. 

14. Finnegan LP. Treatment issues for opioid-dependent women during the 
perinatal period. J Psychoactive Drugs. 1991;23(2):191-201. 

15. Schindler SD, Eder H, Ortner R, Rohrmeister K, Langer M, Fischer G. Neonatal 
outcome following buprenorphine maintenance during conception and 
throughout pregnancy. Addiction. 2003;98(1):103-10. 

16. Kakko J, Heilig M, Sarman I. Buprenorphine and methadone treatment of 
opiate dependence during pregnancy: comparison of fetal growth and neonatal 
outcomes in two consecutive case series. Drug Alcohol Depend. 2008;96(1-
2):69-78. 

17. Binder T, Vavrinkova B. Prospective randomised comparative study of the 
effect of buprenorphine, methadone and heroin on the course of pregnancy, 
birthweight of newborns, early postpartum adaptation and course of the 
neonatal abstinence syndrome (NAS) in women followed up in the outpatient 
department. Neuro Endocrinol Lett. 2008;29(1):80-6. 

18. World Health Organization. Guidelines for the Psychosocially Assisted 
Pharmacological Treatment of Opioid Dependence. [In press]. 

19. Jones HE, Martin PR, Heil SH, Kaltenbach K, Selby P, Coyle MG, et al. Treatment 
of opioid-dependent pregnant women: clinical and research issues. J Subst 
Abuse Treat. 2008;35(3):245-59. 

20. Terplan M, Lui S. Psychosocial interventions for pregnant women in outpatient 
illicit drug treatment programs compared to other interventions. Cochrane 
Database Syst Rev. 2007;(4):CD006037. 

21. Doggett C, Burrett S, Osborn DA. Home visits during pregnancy and after 
birth for women with an alcohol or drug problem. Cochrane Database Syst 
Rev. 2005;(4):CD004456. 

22. Lanehart RE, Clark HB, Rollings JP, Haradon DK, Scrivner L. The impact of 
intensive case-managed intervention on substance-using pregnant and 
postpartum women. J Subst Abuse. 1996;8(4):487-95. 

23. Fischer G. Treatment of opioid dependence in pregnant women. Addiction. 
2000;95(8):1141-4. 

24. Lejeune C, Simmat-Durand L, Gourarier L, Aubisson S. Prospective multicenter 
observational study of 260 infants born to 259 opiate-dependent mothers on 
methadone or high-dose buprenophine substitution. Drug Alcohol Depend. 
2006;82(3):250-7. 

25. Lejeune C, Simmat-Durand L, Aubisson S, Gourarier L, Piquet M. Grossesse et 
substitution. Enquęte sur les femmes enceintes substituées á la méthadone 
ou á la buprénorphine haut-dosage et caractéristiques de leurs nouveau-
nés. [Survey on pregnant women on high-dose methadone or buprenorphine 
substiution treatment and characteristics of their newbornes]. Paris: 
Observatoire Français des Drogues et des Toxicomanies; 2003. ISBN 2-11-
094178-2. [In French]. 

26. Anderson SR, Righarts A, Maguire H. Surveillance of antenatal infections--HIV, 
hepatitis B, syphilis and rubella susceptibility in London. Commun Dis Public 
Health. 2004;7(4):251-7. 

27. Sprauve ME. Substance abuse and HIV pregnancy. Clin Obstet Gynecol. 
1996;39(2):316-32. 

28. Thorne C, Newell ML. Injecting drug use in pregnant HIV-infected women in 
Europe. Med Wieku Rozwoj. 2006;10(4):1005-16. 



4  EUROSURVEILLANCE  Vol .  14 ·  Issue 9 ·  5  March 2009 ·  www.eurosurveillance.org

29. Townsend CL, Cortina-Borja M, Peckham CS, de Ruiter A, Lyall H, Tookey 
PA. Low rates of mother-to-child transmission of HIV following effective 
pregnancy interventions in the United Kingdom and Ireland, 2000-2006. AIDS. 
2008;22(8):973-81. 

30. Townsend CL, Cortina-Borja M, Peckham CS, Tookey PA. Trends in management 
and outcome of pregnancies in HIV-infected women in the UK and Ireland, 
1990-2006. BJOG. 2008;115(9):1078-86. 

31. Airoldi J, Berghella V. Hepatitis C and pregnancy. Obstet Gynecol Surv. 
2006;61(10):666-72. 

32. Garland SM, Tabrizi S, Robinson P, Hughes C, Markman L, Devenish W, et al. 
Hepatitis C--role of perinatal transmission. Aust N Z J Obstet Gynaecol. 
1998;38(4):424-7. 

33. Spencer JD, Latt N, Beeby PJ, Collins E, Saunders JB, McCaughan GW, et al. 
Transmission of hepatitis C virus to infants of human immunodeficiency virus-
negative intravenous drug-using mothers: rate of infection and assessment 
of risk factors for transmission. J Viral Hepat. 1997;4(6):395-409. 

34. Dal Molin G, D’Agaro P, Ansaldi F, Ciana G, Fertz C, Alberico S, et al. Mother-
to-infant transmission of hepatitis C virus: rate of infection and assessment 
of viral load and IgM anti-HCV as risk factors. J Med Virol. 2002;67(2):137-42. 

35. Thomas SL, Newell ML, Peckham CS, Ades AE, Hall AJ. A review of hepatitis C 
virus (HCV) vertical transmission: risks of transmission to infants born to 
mothers with and without HCV viraemia or human immunodeficiency virus 
infection. Int J Epidemiol. 1998;27(1):108-17. 

36. Hershow RC, Riester KA, Lew J, Quinn TC, Mofenson LM, Davenny K, et al. 
Increased vertical transmission of human immunodeficiency virus from 
hepatitis C virus-coinfected mothers. Women and Infants Transmission Study. 
J Infect Dis. 1997;176(2):414-20. 

37. Ransy DG, Akouamba BS, Samson J, Lapointe N, Soudeyns H. [Maternal immunity 
and mother-to-child transmission of HCV and HIV-1: challenges and recent 
advances]. Med Sci (Paris). 2007;23(11):991-6. 

38. Tovo PA, Lazier L, Versace A. Hepatitis B virus and hepatitis C virus infections 
in children. Curr Opin Infect Dis. 2005;18(3):261-6. 

39. Nikolopoulou GB, Nowicki MJ, Du W, Homans J, Stek A, Kramer F, et al. HCV 
viremia is associated with drug use in young HIV-1 and HCV coinfected 
pregnant and non-pregnant women. Addiction. 2005;100(5):626-35. 

40. Canadian Paediatric Society. Vertical transmission of the hepatitis C virus: 
Current knowledge and issues. Paediatr Child Health . 2008;13(6):529-34. 

41. Mast EE, Margolis HS, Fiore AE, Brink EW, Goldstein ST, Wang SA, et al. A 
comprehensive immunization strategy to eliminate transmission of hepatitis 
B virus infection in the United States: recommendations of the Advisory 
Committee on Immunization Practices (ACIP) part 1: immunization of infants, 
children, and adolescents. MMWR Recomm Rep. 2005;54(RR-16):1-31. 

42. de Franchis R, Hadengue A, Lau G, Lavanchy D, Lok A, McIntyre N, et al. EASL 
International Consensus Conference on Hepatitis B. 13-14 September, 2002 
Geneva, Switzerland. Consensus statement (long version). J Hepatol. 2003;39 
Suppl 1S3-25. 

43. Nardone A, Anastassopoulou CG, Theeten H, Kriz B, Davidkin I, Thierfelder W, et 
al. A comparison of hepatitis B seroepidemiology in ten European countries. 
Epidemiol Infect. 2008;1-9. 

44. Zuckerman J, van Hattum J, Cafferkey M, Gjorup I, Hoel T, Rummukainen ML, et 
al. Should hepatitis B vaccination be introduced into childhood immunisation 
programmes in northern Europe? Lancet Infect Dis. 2007;7(6):410-9. 

45. Fiocchi FF, Kingree JB. Treatment retention and birth outcomes of crack users 
enrolled in a substance abuse treatment program for pregnant women. J 
Subst Abuse Treat. 2001;20(2):137-42. 

46. Kirkham C, Harris S, Grzybowski S. Evidence-based prenatal care: part II. 
Third-trimester care and prevention of infectious diseases. Am Fam Physician. 
2005;71(8):1555-60. 

47. Brocklehurst P. Interventions for treating gonorrhoea in pregnancy. Cochrane 
Database Syst Rev. 2000;(2):CD000098. 

48. Ringen PA, Melle I, Birkenaes AB, Engh JA, Faerden A, Jonsdottir H et al. 
Illicit drug use in patients with psychotic disorders compared with that 
in the general population: a cross-sectional study. Acta Psychiatr Scand. 
2008;117(2):133-8. 

49. European Monitoring Centre for Drugs and Drug Addiction (EMCDDA). The state 
of the drugs problem in the European Union and Norway, Selected Issue 3: 
on Co-morbidity. Lisbon: EMCDDA; 2004. Available from: http://www.emcdda.
europa.eu. 

50. European Monitoring Centre for Drugs and Drug Addiction (EMCDDA). Co-
morbidity: drug use and mental disorders, Drugs in Focus. Lisbon: EMCDDA; 
2005. http://www.emcdda.europa.eu. 

51. Baldacchino, A and Corkery, J. Comorbidity. Perspectives across Europe. 
Monograph Series N.4. European Collaborating Centres in Addiction Studies. 

52. Frisher M, Collins J, Millson D, Crome I, Croft P. Prevalence of comorbid 
psychiatric illness and substance misuse in primary care in England and 
Wales. J Epidemiol Community Health. 2004;58(12):1036-41. 

53. Buckley PF. Prevalence and consequences of the dual diagnosis of substance 
abuse and severe mental illness. J Clin Psychiatry. 2006;67 Suppl 75-9. 

54. Siegfried N. A review of comorbidity: major mental illness and problematic 
substance use. Aust N Z J Psychiatry. 1998;32(5):707-17. 

55. European Monitoring Centre for Drugs and Drug Addiction (EMCDDA). A gender 
perspective on drug use and responding to drug problems. Annual report on 
the state of the drugs problem in Europe 2006. Luxembourg, Office for Official 
Publications of the European Communities; 2006. 

56. World Health Organization (WHO). Gender and women’s mental health. 
Geneva: WHO. Available from: http://www.who.int/mental_health/prevention/
genderwomen/en/. 

57. Kissin WB, Svikis DS, Morgan GD, Haug NA. Characterizing pregnant drug-
dependent women in treatment and their children. J Subst Abuse Treat. 
2001;21(1):27-34. 

58. Moylan PL, Jones HE, Haug NA, Kissin WB, Svikis DS. Clinical and psychosocial 
characteristics of substance-dependent pregnant women with and without 
PTSD. Addict Behav. 2001;26(3):469-74. 

59. Simons L. Characteristics of drug-abusing women with children in residential 
treatment: a preliminary evaluation of program retention and treatment 
completion. J Ethn Subst Abuse. 2008;7(2):165-87. 

60. Tuten M, Jones HE, Svikis DS. Comparing homeless and domiciled pregnant 
substance dependent women on psychosocial characteristics and treatment 
outcomes. Drug Alcohol Depend. 2003;69(1):95-9. 

61. Rhodes KV, Houry D, Cerulli C, Straus H, Kaslow NJ, McNutt LA. Intimate partner 
violence and comorbid mental health conditions among urban male patients. 
Ann Fam Med. 2009;7(1):47-55. 

62. McNutt LA, Carlson BE, Rose IM, Robinson DA. Partner violence intervention 
in the busy primary care environment. Am J Prev Med. 2002;22(2):84-91. 

63. Martin SL, Beaumont JL, Kupper LL. Substance use before and during pregnancy: 
links to intimate partner violence. Am J Drug Alcohol Abuse. 2003;29(3):599-
617. 

64. Rodrigues DT, Nakano AM. [Domestic violence and drug abuse in pregnancy]. 
Rev Bras Enferm. 2007;60(1):77-80. [In Portuguese]. 

65. Velez ML, Montoya ID, Jansson LM, Walters V, Svikis D, Jones HE, et al. Exposure 
to violence among substance-dependent pregnant women and their children. 
J Subst Abuse Treat. 2006;30(1):31-8. 

66. Campbell JC. Health consequences of intimate partner violence. Lancet. 
2002;359(9314):1331-6. 

67. Amaro H, Fried LE, Cabral H, Zuckerman B. Violence during pregnancy and 
substance use. Am J Public Health. 1990;80(5):575-9. 

68. Glass N, Dearwater S, Campbell J. Intimate partner violence screening 
and intervention: data from eleven Pennsylvania and California community 
hospital emergency departments. J Emerg Nurs. 2001;27(2):141-9. 

69. Koziol-McLain J, Giddings L, Rameka M, Fyfe E. Intimate partner violence 
screening and brief intervention: experiences of women in two New Zealand 
Health Care Settings. J Midwifery Womens Health. 2008;53(6):504-10. 

70. McFarlane JM, Groff JY, O’Brien JA, Watson K. Secondary prevention of intimate 
partner violence: a randomized controlled trial. Nurs Res. 2006;55(1):52-61. 

71. Wright A, Walker J. Management of women who use drugs during pregnancy. 
Semin Fetal Neonatal Med. 2007;12(2):114-8.

This article was published on 5 March 2009.

Citation style for this article: Gyarmathy VA, Giraudon I, Hedrich D, Montanari L, Guarita 
B, Wiessing L. Drug use and pregnancy – challenges for public health. Euro Surveill. 
2009;14(9):pii=19142. Available online: http://www.eurosurveillance.org/ViewArticle.
aspx?ArticleId=19142 


