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Like other women, women with various addictions bear children,
but not all women with addictions are able to retain custody of their
children.1–3 This is because, although many such children are wanted,
a substantial percentage of pregnancies in women with addictions
are unplanned and inadvertent.4 Such pregnancies cause distress not
only to the mother,5 but to an extended family who may not have the
financial or emotional resources to help care for the children,6 and
also to a larger community that may resent providing for the children.
Most importantly, depending on the addiction, the children may be
exposed to potentially toxic substances in utero and, thus, enter the
world with a handicap.7–8 Their development further suffers if their
biological mother, because of her addiction, is unable to provide them
with the safety and nurturing they require.9,10
Although society at large has a responsibility to care for neglected
and/ or disabled children, it remains controversial whether it has the
responsibility, or the right, to prevent children-at-risk from being
born.11
Access to contraception and to termination of pregnancy at the
request of the mother has become possible in many jurisdictions
around the world, although the prevention of birth and, especially, the
termination of new life, breaches many sacred moral principles and
contravenes many religious traditions. Such access is theoretically
also available to women with addictions but many argue that
stigma, shame, poverty, and distrust of the medical profession
raise insurmountable barriers. Addiction may impair judgment and
cognition, making it difficult to be consistent about contraception.
Motivation is undermined by the urgency of addictive needs. Selfefficacy is damaged so that insisting on a partner’s use of a condom
becomes impossible. Visiting doctors for IUD insertion or long term
contraceptive injections is possible for some women with addictions,
but may not be for those whose relationship with their doctor has
become antagonistic, or for those who are without adequate medical
insurance, or for those who find it difficult to plan ahead in a realistic
way. For many women, sterilization is not an option because they
would like to be mothers in the future, when they are no longer
addicted. In this population, abortion often seems to be the only
solution when a woman becomes pregnant.12
To prevent the birth of at-risk children and to prevent abortion, some
have struggled with a quasi-ethical solution- incentivizing reversible
contraceptive measures that do not depend solely on the mother
for their efficacy [intrauterine devices and long-term contraceptive
injections]. Some have used financial incentives, paying women
with cash or vouchers for adherence to long-term contraception.11
The ethics of financial incentives have been questioned because
they awaken memories of the eugenics movement- government
paying ‘undesirables’ to not procreate. Because even a relatively
modest amount of money may unduly influence decision-making in
an impoverished population, such incentives are seen as potentially
coercive, taking away a woman’s autonomy in making her decision.
Incentives, however, need not be financial. The best ones consist
of contraceptive education, motivation enhancement strategies,
provision of free contraceptive measures at easily accessible locations,
and psychological counseling.
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For women with addiction problems, the contemporary literature
recommends:
a. The reduction of barriers to preconception care, contraception,
and post conception information and to pregnancy termination
for women with addictions. This includes the free provision of
contraceptive measures on-site at drug treatment facilities and
easy access to liaison with other needed services.
b. The free provision of individual, marital, parenting and family
psychological counseling.13,14
c. Non-discriminatory, culture-sensitive provision of care based
on the assumption that there is no ‘conflict’ between what is
best for the woman and for her child-to-be, that all women want
healthy babies and all babies need healthy mothers.
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