
© COPYRIGHT 2012 PHYSICIANS POSTGRADUATE PRESS, INC. © COPYRIGHT 2012 PHYSICIANS POSTGRADUATE PRESS, INC.51J Clin Psychiatry 73:1, January 2012

Case Report

Making Lemonade Out of Lemons: A Case Report  
and Literature Review of External Pressure as an Intervention  
With Pregnant and Parenting Substance-Using Women
Katherine J. Davis, BS, and Kimberly A. Yonkers, MD

S lightly more than 5% of women in the United States use 
illicit drugs during pregnancy.1 Estimates of the proportion 

of Child Protective Services cases that involve substance use 
range from 20% to 80%.2 Pregnant and parenting women who 
misuse substances are frequently involved with child welfare 
services, and this either implicitly or explicitly entails use of 
external pressure or coercion to promote entrance to substance 
abuse treatment. In this context, implicit pressure refers to the 
threat of child welfare intervention or fear of loss of child cus-
tody that a pregnant or parenting woman may feel, whereas 
explicit pressure encompasses pressure in the form of warnings, 
requirements, or mandates (ie, legal coercion) from external 
sources. External pressure in the treatment of substance misuse 
is controversial, and even more so when considering this spe-
cific population of substance users. Between 50% and 75% of 
women entering substance use treatment programs have a his-
tory of trauma3; this mandates a thorough discussion of the 
most effective way to use external pressure to promote positive 
treatment outcomes while remaining sensitive to the unique 
context in which their substance use occurs, such that women 
are not retraumatized. Herein, we present a case report of a 
postpartum woman with substance misuse who faced implicit 
and explicit pressure to enter treatment in order to regain cus-
tody of her newborn child. We follow the case presentation with 
a review of the literature on the use of external pressure as it 
pertains to perinatal and parenting women.

Case Report
Ms A is a 25-year-old woman with a 12-year history of 

substance misuse, beginning with marijuana at the age of 13 
years. By 18 years old, Ms A was using cocaine, ecstasy, and 
alcohol every weekend, and at 21 she started taking prescrip-
tion pills, eventually shifting to heroin. Ms A made multiple 
attempts to attain abstinence from drugs, but it was not until 
February 2010 that she actively sought treatment and entered a 
methadone maintenance program. Despite this, she continued 
to use cocaine intravenously to offset the sedative effects of the 
medication. Later that year, Ms A found out she was pregnant 
at a gestational age of 11 weeks. (This was her second pregnancy 
and would be her first birth.) She was able to attain abstinence 
in the last 2 months of pregnancy, only to relapse to cocaine use 
immediately before delivery.

During pregnancy, Ms A’s social worker notified her that if 
the baby were born with a cocaine-positive toxicology screen, 
she would be removed from Ms A’s custody by child welfare 
services. Her social worker and her counselor at the metha-
done clinic urged her to enter treatment in order to decrease the 
chance of separation. She delayed doing so until her daughter 
was born cocaine-positive, at which point Ms A immediately 
contacted a residential treatment center, motivated by the hope 
that entering treatment would be “the fastest way to get [her] 

daughter back.” Under the impression that she could stay in the 
hospital until her daughter’s discharge to a temporary custody 
placement, Ms A was shocked when a Department of Children 
and Families (DCF) caseworker informed her she had 15 min-
utes to pack her bags, say goodbye to her daughter, and leave. 
Ms A informed caseworkers that the only place she had to go 
was her father’s home and that he is a drug user. She pleaded 
that they allow her to stay to care for her daughter and remain 
clean, but instead they placed her in a cab and sent her away. 
Ms A used cocaine that day, stating that it was brought on by 
the distress of the DCF intervention and the hopeless feeling 
that “even if [she] stayed clean, [she] couldn’t stay” with her 
daughter.

Ms A entered residential treatment shortly after and made an 
agreement with DCF that upon completion of 90 days of sobri-
ety in the residential center she would regain custody of her 
daughter. The two would then spend the remainder of Ms A’s 
6-month stay in the center together. Ms A has complied with her 
treatment program, although at times she struggles to uphold 
a positive outlook. She described feeling that, to the counselors 
and caseworkers, she’s “just a case number,” simply “an addict,” 
but that this is her child’s and her life. Ms A stated that she 
found it easier to cooperate with caseworkers and counselors 
with whom she had a positive connection. When asked if she 
felt coerced to enter treatment, Ms A acknowledged feeling the 
external pressure imposed by the threat of permanently losing 
custody of her child, but also recognized feeling “self-forced” 
to address her substance misuse, as shown by scheduling her 
intake before DCF initially contacted her. Ms A confirmed 
she “actually kind of understood their side,” but that this did 
not mean that her situation was handled appropriately. Ms A 
described the intervention as “an extremely traumatic experi-
ence,” remarking that the “abrasive” manner in which it was 
conducted provoked her to “use heavily” after delivery.

Literature Review
Ms A’s story illustrates the complex roles of maternal sub-

stance use, child custody, and motivation to obtain abstinence 
in the management of pregnant and parenting women who use 
substances. Many women have increased motivation to reduce 
unhealthy behaviors in pregnancy, and this may be an oppor-
tune time to intervene to reduce substance misuse.4 Whether 
implicit or explicit, pressure for women to seek and comply with 
treatment is common in this situation.

To better understand how external pressure affects substance-
using perinatal and postpartum women, we performed a sys-
tematic literature review of PubMed (1966–present), PsycINFO 
(1967–present), and CINAHL (1981–present), using the key-
words postpartum women, mothers, pregnant women, external 
pressure, coercion, substance abuse treatment, drug use, consumer 
attitudes, client attitudes, child welfare, and child protective 
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services and limiting our results to English-language writings. 
We conducted a manual review of relevant articles, including 
reports and literature relevant to published reports. We review 
substance use and treatment among pregnant and parenting 
substance users, and external pressure as it relates to their moti-
vation to enter and succeed in treatment.

Substance use, child welfare involvement, and treatment 
entry barriers. Substance use in pregnancy is a substantial 
health concern.5 Substance-using pregnant women are more 
likely to delay prenatal care and have inadequate prenatal care.5,6 
Prenatal drug exposure can result in prenatal death, premature 
birth, prenatal growth restriction, and infection.7 Potential 
postnatal complications include growth restriction, behavioral 
problems, susceptibility to infections, and death.7

Substance-using parents are less likely to provide adequate 
care for their children, and their children are at a high risk of 
neglect.8 Substance-using mothers have been noted to display 
less-appropriate parental involvement with their children and 
often lack basic knowledge of parenting behaviors.9 The children 
who are exposed are at high risk to continue familial patterns of 
substance abuse10 and are also more likely to have poorer physi-
cal, intellectual, social, and emotional outcomes.11

Efforts to reach out to substance-using populations are 
hampered by the fact that pregnant and parenting women are 
significantly less likely than men to enter and complete sub-
stance use treatment.12,13 This may be a reflection of the relative 
deficiency in programs intended to treat this specific group,14 
as well as barriers to treatment entry that arise from the varying 
contexts of women’s drug use.12,13 Substance-using pregnant 
women report high rates of previous physical abuse, have more 
children in out-of-home placement, lack family support, and 
need more social services than nonusers.12 Compared to male 
users, women are more likely to be unemployed, have high rates 
of mental health problems, and have histories of traumatic life 
events.3,15

Many studies cite lack of child care as a major barrier to treat-
ment entry for pregnant and parenting substance-dependent 
women.13,16–19 Scarcity of transportation, financial difficulties, 
and an overall dearth of gender-specific treatment services 

can also prevent women from seeking treatment.17–19 Another 
noted barrier is the stigma of addiction during pregnancy and 
motherhood and the fear of punitive action from the state or 
health care providers.19,20 Many mothers do not enter treatment 
because they fear they will lose custody of their children20,21 
or be incarcerated20 and believe that they are bad mothers.16 
Shame and the fear of punitive intervention can result in lower 
self-esteem,16 avoidance of seeking treatment,22 and, as a result, 
lower rates of recovery.20

Improving treatment retention and completion rates. 
Pregnant and postpartum women who complete treatment have 
better outcomes with regard to later drug use, criminal activity, 
and employment,14 as well as higher rates of reunification with 
their children, compared to those who do not complete treat-
ment.18 Therefore, providers must identify the most effective 
way not only to facilitate entry into substance abuse treatment, 
but also to encourage maintenance of care.

Components of programming associated with positive treat-
ment outcomes for substance-using women who are pregnant 
or parenting include child care, prenatal care, women-only 
programs, supplemental services, mental health treatment ser-
vices, and comprehensive programs that combine many of these 
components.23 Moreover, women allowed to live with their chil-
dren in therapeutic community treatment programs remain in 
treatment significantly longer and have higher measures of self-
esteem than women whose children are placed with alternate 
caretakers.24 Measures to increase self-esteem may be integral to 
achieving positive treatment and reunification outcomes, given 
that these women often have a history of trauma and experi-
ence guilt secondary to the stigma against maternal substance 
use. Evidence points to utilizing a motivational approach, rather 
than a confrontational one, to best increase self-efficacy and a 
change in drug-using behavior.25

These findings support the development of resources for 
women that promote increased access to treatment, as well as 
the aforementioned specialized services within a supportive 
environment emphasizing self-worth.13,16,17,23 Just as pregnant 
and parenting women begin their substance use in unique cir-
cumstances, the means to end their use must also take place by 
recognizing these circumstances and addressing their special-
ized needs.

The many faces of external pressure. Legislation that leads 
to prosecution of pregnant and parenting women with sub-
stance use problems is a recurring theme in legislative history. 
California and New Jersey have attempted to prosecute women 
for homicide on the grounds of delivering a stillborn or injured 
newborn after using illegal substances.26,27 Fifteen states con-
sider substance abuse during pregnancy to be child abuse, and 
3 consider it grounds for civil commitment.28 Substance-using 
pregnant women have been charged with criminal mistreatment 
of a child,29 child abuse,30 and child neglect.31 Supporters of 
these prosecutions argue that a pregnant woman has a moral 
duty to consider the interests of her future child,32 and postpar-
tum prosecutions are defended on the grounds that “newborn 
infants do not deserve to be burdened for life by the irrespon-
sible behavior of . . . their mothers.”32 These attitudes fail to 
consider the reality that addiction is a medical illness.33

The most severe form of legal coercion is incarceration; 
however, incarceration may not be an effective way to curtail 
illicit drug use.34 Incarcerated pregnant women are at a high risk 
for negative pregnancy outcomes.35 Incarceration of a pregnant 
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Pregnant and postpartum women are frequently   ■
exposed to external pressure to not use substances.  
The way in which pressure is applied in clinical situations 
can potentially influence the trajectory of the woman’s 
addiction, as well as her motivation to seek treatment  
and get prenatal care.

Providers should use external pressure to encourage  ■
pregnant and postpartum substance users to enter 
treatment in a collaborative and supportive manner. 
Confrontational strategies are less likely to be effective in 
addressing addiction, especially in this unique population.

Some strategies include (1) acknowledging individual  ■
women’s needs; (2) building positive, respectful 
relationships with patients; and (3) providing a range 
of resources that address their specialized barriers to 
treatment entry.



© COPYRIGHT 2012 PHYSICIANS POSTGRADUATE PRESS, INC. © COPYRIGHT 2012 PHYSICIANS POSTGRADUATE PRESS, INC.53J Clin Psychiatry 73:1, January 2012

 Case Report

substance user, or the threat of incarceration, can lessen her 
chance of receiving adequate prenatal care or substance abuse 
treatment; consequently, both the mother and her fetus suffer.36 
Prosecution of pregnant women could result in the prejudgment 
of pregnant users and loss of patient-physician confidentiality.21 
Furthermore, prosecution of women immediately after delivery 
is not therapeutic and achieves little beyond the punishment of 
women who used drugs during pregnancy.32 Moreover, it can 
cause psychological damage to the infant by interfering with a 
critical bonding time.37 Extremely punitive actions do not help 
the mother gain control of her life and can further discourage 
women from seeking treatment,32 which argues for the use of 
other forms of legal and nonlegal pressure that may more effec-
tively produce drug use cessation.38

Diversionary programs, such as drug treatment courts,  
are an alternative to incarceration in which treatment is not 
mandatory per se, but offered in exchange for a reduction in 
legal sanctions.39 In a drug treatment court, a judge and collabo-
rating substance abuse professionals construct a comprehensive 
treatment plan, which includes rehabilitation treatment, drug 
education, and drug therapy.40 Drug courts have resulted in low 
rearrest rates and increased program retention rates in popu-
lations of substance users with a history of drug-aggravated, 
nonviolent crimes.41 Supporters of alternatives to incarceration 
of pregnant and parenting substance users contend that society 
has an obligation to protect the children in substance-using 
households, but that the uncertainty of the precise effects of 
substances on a child makes it unethical to incarcerate women.42 
In addition, diversion-to-treatment programs can increase 
timeliness to treatment and improve the quality and delivery 
of services.43

Nonlegal sources of external pressure arise from formal 
noncriminal sources and informal sources. Formal noncrimi-
nal pressure is described as pressure to enter treatment from 
noncriminal organizations, such as employers and government 
agencies.43 This type of pressure was illustrated in the presented 
case study. Informal pressure includes pressure from friends 
and family43 and can be an effective source of pressure to enter 
treatment.44

The controversy of external pressure. Concern over the 
use of pressure with substance users has its origins in multiple 
arguments. Pressure in the form of mandates or incarceration 
is viewed as an infringement on autonomy,45 a notion that 
becomes even more complex when discussing pregnant or par-
enting female substance users, since the well-being of the fetus 
or child is often taken into account. Furthermore, the popula-
tion under question is extremely heterogeneous.43 Substance 
users differ in their social, criminal, and drug history,43 as well 
as in the extent of their internal motivation to seek treatment.46 
As discussed, pregnant and parenting women are a subset of 
substance users with particularly specialized needs that must be 
considered when using pressure to encourage treatment entry 
and completion.

Opponents of the use of external pressure argue that those 
forced into treatment are less motivated to change47 and may be 
less likely to engage in treatment, which hinders their recovery 
process.48 On the other hand, proponents contend that external 
pressure has an important role in motivating users to start treat-
ment,43 arguing that few addicts enter and stay in treatment 
without some outside pressure.49 Motivation is a widely studied 
theme in the field of substance abuse treatment and is seen as 

key to promoting treatment engagement and positive treatment 
outcomes.50 Motivation to enter treatment quite likely depends 
on the influence of external and internal reasons,51 and pressure 
to do so can arise from a wide range of sources.

For instance, external pressure in the form of the threat of 
or actual removal of a child from parental custody can serve as 
a powerful motivator for a parent to enter and complete treat-
ment.45 The National Treatment Improvement Evaluation Study 
of 1,374 women entering substance abuse treatment reported 
that 42% of mothers with dependent children entered treatment 
in order to maintain or regain custody of the children.52 Simi-
larly, for Ms A, it was the certainty of child welfare intervention 
that ultimately galvanized her to seek treatment. In order to 
retain or regain custody of their children, completion of sub-
stance abuse treatment is often considered standard protocol 
for parents involved in child protective services.53 In a study 
of 1,911 women whose children were placed in substitute care, 
mothers who completed treatment were significantly more 
likely to be reunified with their children (60.6%) compared to 
those who did not (35.5%).54 The positive associations between 
treatment completion and reunification and abstinence empha-
size the importance of quick maternal access to treatment after 
the child is removed from her care. This is especially impor-
tant because the mother (like Ms A) may be more motivated to 
change her substance-using behavior if it enhances the chances 
of reunification with her child.54

Perceptions of external pressure. Generally, researchers 
have concluded that external pressure is effective in promoting 
treatment entry, retention, and positive outcomes,43,49 particu-
larly with women who are parenting or involved with the child 
welfare system.2 Mandated patients have been shown to stay in 
treatment longer than those who are not mandated55 and have 
greater rates of treatment completion compared to voluntary 
patients.56

A formal mandate to enter treatment, however, does not 
necessarily mean that an individual feels forced to do so, and, 
conversely, a substantial number of users who enter treatment 
without a mandate report feeling external pressure to do so.57 
Accordingly, providers must consider the full range of treatment 
entry pressures, as well as patients’ perceptions of those pres-
sures, to obtain a better understanding of treatment retention 
and outcomes. It may be that perceptions of pressure exert a 
greater impact on patients’ reasons for entering and succeeding 
in treatment than their objective legal status.43

With pregnant and immediately postpartum women, this 
has particular relevance, as illustrated by Ms A’s case. Although 
never legally mandated to attend treatment, she described her-
self as “self-forced” to do so, driven by the pressure of losing 
custody of her newborn daughter and her ensuing motivation 
to regain parental rights. Although Ms A acknowledged the 
resistance she felt toward the program and the investigation 
process, her intent to be reunified with her daughter allowed 
her to stay motivated to complete treatment.

Likewise, studies find that those who enter treatment under 
some form of implicit or explicit pressure (eg, loss of child cus-
tody) perceive greater pressure to be in treatment, but this does 
not necessarily lead to a difference in motivation to succeed 
in treatment.57 These findings suggest that external pressure 
should be matched with efforts to augment a patient’s internal 
motivation in the early stages of treatment.39 As mentioned, 
one such method is motivational interviewing, which utilizes 
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a client-centered, directive approach to enhance intrinsic moti-
vation for behavioral change.58 A meta-analysis of 30 clinical 
trials involving adaptations of motivational interviewing (AMIs) 
demonstrated moderate effect sizes for AMIs compared to no 
treatment for both drug and alcohol problems.59 Using exter-
nal pressure in a manner that increases internal motivation to 
change drug use behavior has become ever more relevant in 
society’s increasing endorsement of treatment as an alternative 
to incarceration.60

Building positive relationships with substance-using 
mothers. Another approach to augment motivation is through 
the development of positive relationships. There is a significant 
correlation between positive child welfare worker–patient rela-
tionships and improvements in children’s physical and emotional 
care,61 as well as parental coping61 and reunification.62 Positive 
relationships with substance abuse treatment counselors are 
linked to higher rates of treatment retention and can increase 
the likelihood that mothers will attain abstinence and regain 
custody of their children.63 Furthermore, positive involvement 
with child welfare services can encourage women to enter treat-
ment at a younger age and thus interrupt drug use earlier.64

Studies have reported that the development of good working 
relationships relies on workers being respectful, nonjudgmen-
tal, positive, effectively communicative, and genuine.62,65,66 Poor 
relationships occur when workers are perceived as disrespectful, 
judgmental, uncaring, and insincere.65,66

Ms A conveyed her understanding of the need for child 
welfare intervention and treatment to address substance use by 
pregnant and parenting women. Forming positive relationships 
from the start can improve women’s self-esteem and sense of 
control over their lives and promote abstinence.67 External pres-
sure can thus be a means to develop substance users’ motiva-
tion to enter treatment, granted that it occurs in a supportive 
atmosphere.57

Using firsthand accounts to examine the impact of external 
pressure. Little is known about whether pregnant and parent-
ing women find external pressure meaningful to their recovery 
process, or whether they simply comply with mandated services 
to hasten exit from the child welfare system.68 Additionally, few 
studies have viewed the experience of child welfare interven-
tion and substance abuse treatment from the perspective of the 
mother,69 so there is limited knowledge of how patients perceive 
and experience the programs designed for them.70 Maternal 
views can provide a deeper insight into the factors that influence 
case outcomes,68 as well as allow providers to better measure 
substance users’ perceptions of pressure to enter treatment.25

One place to begin is by conducting in-depth interviews 
and focus groups, as done with Ms A. Just as researchers offer 
different definitions for what constitutes external pressure,43 so 
do patients. Assessing individual perceptions of the types and 
meaning of “external pressure” and “coercion” can be instrumen-
tal in examining the role of pressure in a substance user’s entry 
and continuation in treatment. Similar to our discussions with 
Ms A, recent work has focused on incorporating patient views 
on child welfare services and substance abuse treatment interac-
tions.19,68,70 Research has also begun to focus on patient views of 
external pressure in evaluating motivation and the effectiveness 
of external pressure in order to better align the measured experi-
ence of pressure with actual treatment entry and retention.25,60 
For example, one study found that the way in which parents per-
ceive workers to use their authority influenced their reactions to 

an intervention. Although all parents perceived child protective 
services as more powerful than themselves, some viewed this 
dynamic as overly controlling, while others viewed it as sup-
portive. Parents who viewed power as “tyrannical” tended to 
oppose workers or feign cooperation, whereas those who expe-
rienced power as helpful tended to form collaborative relation-
ships with their caseworkers.71 Because many women report 
initial experiences with child welfare services to be intrusive 
and embarrassing, it is important to address existing power dif-
ferentials early on to greater increase the likelihood of building 
a cooperative relationship.71

Conclusions, implications, and future directions. When we 
last spoke with Ms A, she remained resolute to regain custody of 
her daughter “no matter what.” She confirmed that although the 
pressure of losing permanent custody of her child did motivate 
her to enter treatment (essentially a positive outcome), there 
were elements of the intervention that undoubtedly could have 
been improved. Appropriate pressure from child welfare services 
prior to her daughter’s birth could potentially have motivated 
her to seek treatment earlier, and appropriate respect at the time 
of her daughter’s birth may have decreased her postpartum sub-
stance use. Furthermore, forming positive relationships with 
more of her counselors and caseworkers would have benefited 
her recovery process by building from the baseline understand-
ing she had of the need for intervention, as well as her desire to 
stop using for the well-being of her child.

Interviews with recovering substance users like Ms A dem-
onstrate that external pressure encompasses a wide range of 
meanings and is not always perceived in a wholly negative 
light. External pressure can play a beneficial role in promoting 
treatment entry and retention for substance-using pregnant and 
parenting women. Considering that the involvement of child 
welfare services can serve as the proverbial “wake-up call”19 
for substance-using mothers, it is essential that providers uti-
lize external pressure in a way that promotes the formation of 
cooperative relationships with their patients and increases their 
motivation to enter treatment.

Involving parents in program planning, for example, can 
help improve their sense of competency.72 Furthermore, since 
substance-using women often need a spectrum of resources 
to aid in their recovery,73 child welfare services and substance 
abuse treatment providers should identify the range of personal 
and environmental issues in each woman’s life.74 Additional 
studies are needed on the perspectives of mothers involved in 
both the substance abuse treatment and child welfare systems, 
and efforts are needed to develop a regular means of soliciting 
and incorporating this input.70 Further research is also needed 
to study the extent to which clients actually experience exter-
nal pressure, and how it influences their motivation to enter 
treatment.

While acknowledging the role for external pressure in 
encouraging substance use treatment, providers must also 
take care to balance its use with the recognition that external 
pressure could cause women to avoid seeking health care or 
inhibit their honesty regarding substance use for fear of puni-
tive action.22 Providers must be realistic and transparent with 
their clients and acknowledge the particular difficulties that 
women experience.73 Without recognizing individual needs 
and responses to external pressure, a severe approach could 
otherwise cause women to continue engaging in behaviors that 
put their present and future children at risk.33 Also, because few 
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studies have had follow-up periods beyond 6 months, future 
research should include plans to follow participants after they 
leave treatment to determine the long-term effects of mandated 
treatment on sustained abstinence,43 as well as retained custody 
and improved parenting behaviors, all of which are reasonably 
expected benefits.

As mentioned, there are significant barriers to pregnant and 
parenting women entering substance use treatment, such as (1) 
the higher rates of psycho-social issues and trauma compared 
to male counterparts, (2) lack of child care, (3) insufficient 
gender-specific treatment, (4) fear of punitive action, and (5) 
stigma, which leads to shame and low self-esteem. To increase 
the effectiveness of using pressure to promote treatment entry 
by perinatal and postpartum substance users, specialized treat-
ment programs that address these issues will be valuable.73 Such 
programs can offer lengthy intervention13 times and profession-
als who use interdisciplinary approaches so that drug use and 
its attending problems can be effectively combated.37 If pos-
sible, mothers should be offered programs that allow children 
to reside with them and that provide parenting skills; this is 
supported by data showing that women who retained custody 
of their infant had longer treatment stays than those who did 
not retain custody.2

In conclusion, multiple important components should be 
taken into consideration when providers employ external pres-
sure to encourage female substance users to enter treatment, 
including (1) acknowledging individual women’s needs, (2) 
working to form positive and respectful relationships with cli-
ents, (3) focusing on prevention and cooperation rather than 
blame, and (4) minimizing punitive interventions. Addiction 
is regarded as a chronic illness; thus, remaining nonjudgmental 
in situations of relapse is important to improve self-esteem and 
facilitate recovery.67 Child welfare and substance treatment 
systems that focus on cooperation, not blame and punishment, 
have the greatest success.74 It is counterproductive to the goals 
of these systems to set the interests of a substance-using mother 
against those of her child and act punitively.37,74 It is the appro-
priate use of external pressure, therefore, that can best result in 
positive outcomes in the treatment of substance-using pregnant 
and parenting women, as well as increase their readiness for 
treatment.75
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