
Introduction  

Addictive substances are natural or synthetic sub‐

stances that affect the user's Central Nervous System, 
causing addiction [1]. Addiction to psychotropic sub‐
stances is an uncontrolled state in which users cannot 
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Abstract 

Introduction: Substance use during pregnancy presents critical risks to both maternal and fetal health. 
Addressing addiction in pregnant women requires a multidisciplinary and evidence‐based approach. 

Purpose: This review aims to explore treatment modalities for substance use disorders in pregnant 
women, with emphasis on clinical efficacy, regional programs, and best practices in Greece and Europe. 

Methods: We conducted a literature review from PubMed, EMBASE, and Google Scholar using keywords 
such as "pregnancy," "addiction," "substance use disorder," "methadone," and "treatment" within the time 
frame 2000–2025. Fifty‐two studies were included based on predefined inclusion and exclusion criteria. 

Results: Methadone reduced illicit opioid use by up to 60% but increased neonatal abstinence syn‐
drome by 30%. Buprenorphine showed fewer neonatal complications compared to methadone. Multidis‐
ciplinary programs improved maternal retention in care by 40%. Major barriers included social stigma, 
limited accessibility, and lack of integrated services. Greek‐specific data highlighted gaps in coordination 
and underfunded regional initiatives. 

Conclusions: Effective management of addiction in pregnancy necessitates integrated care models, up‐
dated clinical protocols, and targeted public health policies. Investment in prevention, staff training, and 
postnatal follow‐up is crucial. 
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resist their desire to use these substances, resulting in 
mental and physical depression accompanied by 
symptoms of physical pain, discomfort, and mental 
and social impoverishment [2]. These outcomes are 
often reinforced by neurological adaptations that alter 
reward circuits and impair decision‐making [3]. 

Substance use during pregnancy is an escalating 
public health challenge, particularly in the context of 
the ongoing opioid epidemic and increasing cannabis 
legalization. Pregnant women with substance use dis‐
orders face elevated risks of obstetric complications, 
neonatal withdrawal syndromes, and long‐term de‐
velopmental impacts on the child. Despite its signifi‐
cance, therapeutic strategies specific to pregnant 
women remain under‐researched, especially in re‐
gional contexts like Greece.The Diagnostic and Statis‐
tical Manual of Mental Disorders of the American 
Psychiatric Association (DSMIV) distinguishes be‐
tween substance dependence and substance abuse. 
Dependence refers to a pattern of compulsive use of a 
substance, often accompanied by tolerance and with‐
drawal symptoms, as well as serious psychological 
and physical difficulties. Substance abuse is a less se‐
rious disorder that is perceived as the user's inability 
to meet their obligations and interpersonal and legal 
problems [4]. 

A similar reference is made by the International 
Statistical Classification of Diseases and Related 
Health Problems (ICD‐10), where there is a distinction 
between harmful use and dependence syndrome. The 
term harmful use refers to “the use of psychoactive 
substances that causes physical (e.g. hepatitis after 
drug injection) or mental damage (e.g. depression 
after alcohol use) to the health of the individual” [5]. 
In contrast, the dependence syndrome is character‐
ized by the individual’s strong desire to use sub‐
stances, which is accompanied by signs of 
physiological disorder that, depending on the type of 
substance, may show symptoms of tremor, sweating, 
anxiety, agitation, depression, nausea and discomfort, 

myalgia, muscle twitching, lethargy, instability, distor‐
tion of perception or distortion of body image, etc. [6]. 

 
Legal and illegal substances 
Substances that cause dependence include not only 

the use of narcotic substances that are considered "il‐
legal" and are criminalized, but also other "legal sub‐
stances" that are quite familiar to the population such 
as caffeine, nicotine, and alcohol, which are allowed to 
be used freely [7]. There is also an additional category 
that includes psychotropic drugs such as sedatives 
and hypnotics, which are mainly available for thera‐
peutic purposes upon a doctor's order. Despite their 
regulated use, prescription drugs can also lead to de‐
pendence, especially with prolonged or unsupervised 
use [8]. 

The category of illegal substances includes drugs 
that have a serious harmful effect on the individual, 
such as heroin, cocaine, crystal methamphetamine, 
anabolic steroids, cannabis, marijuana, LSD, and 
MDMA (ecstasy) [2]. These substances are associated 
with high levels of dependence, neurotoxicity, and in‐
creased risk for mental and physical deterioration 
[9].The legalization of addictive substances often de‐
pends on political, cultural, and social factors. For ex‐
ample, tobacco was considered illegal when it first 
appeared in England, but was later legalized and be‐
came a source of revenue for the state [10]. In modern 
times, similar policy transitions have occurred with 
cannabis, which has been decriminalized or legalized 
in various countries for medicinal and recreational 
use [11]. 

Legal substances include alcohol, caffeine, and to‐
bacco, which are freely available in the market, as well 
as prescription drugs such as antidepressants, anxi‐
olytics, and sedatives, which are administered under 
medical supervision [8]. However, concern remains 
regarding the real safety of these substances. For ex‐
ample, although alcohol is legal and socially accepted, 
it is one of the leading causes of preventable illness 
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and death globally [12]. Similarly, tobacco use remains 
a major public health issue, being the single most im‐
portant preventable cause of death worldwide, de‐
spite its legal status [7]. 

 
Methods 
 
Search Strategy: A comprehensive literature search 

was conducted using PubMed, EMBASE, and Google 
Scholar databases. Keywords included combinations 
of the following terms: "pregnant," "pregnancy," "sub‐
stance use disorder," "addiction," "methadone," 
"buprenorphine," "treatment," and "intervention." 
Boolean operators (AND, OR) were used to refine 
search results. The timeframe covered publications 
from January 2000 to March 2025. References of in‐
cluded articles were manually screened to identify ad‐
ditional relevant studies. 

Inclusion Criteria: Articles were eligible if they (1) 
were peer‐reviewed, (2) focused on pregnant women 
with substance use disorders, (3) evaluated treatment 
or care strategies, (4) were conducted in Europe or 
provided comparative insights relevant to the Greek 
context, and (5) were published in English. 

Exclusion Criteria: Studies were excluded if they (1) 
involved animal models, (2) were case reports, (3) ad‐
dressed non‐pregnant populations only, or (4) lacked 
a therapeutic or clinical focus. 

Data Extraction and Synthesis: Relevant information 
was extracted into a structured table summarizing 
study characteristics, sample sizes, substance types, 
treatment modalities, and key outcomes. A thematic 
synthesis was performed to identify patterns and 
group results into categories such as epidemiology, 

treatment effectiveness, barriers to care, comorbidi‐
ties, and regional programs. Quality assessment was 
based on study design, sample size, and clarity of re‐
ported outcomes. 

 
Results 
 
Epidemiology of Substance Use in Pregnancy 
 
Epidemiology of dependent individuals in Europe 
Substance use during pregnancy varies across Eu‐

rope, with increasing cannabis use especially during 
the first trimester. Data indicate that up to 7% of preg‐
nant women in the U.S. report cannabis use, with first‐
trimester prevalence exceeding 12%. In Greece, 
although overall use remains lower, a significant por‐
tion of pregnant users engage in polysubstance use. 
Underreporting and stigma affect the reliability of 
prevalence estimates. A summary of key prevalence 
data is presented in Table 1. 

It is estimated that around 30,000 pregnant women 
in Europe use opioids each year, and the number of 
pregnant women who experience problems with other 
drugs may be comparable. This is of concern, as drug 
use during pregnancy is associated with a variety of 
adverse effects on the pregnant woman, which often 
have adverse effects on the developing fetus and new‐
born infant [13]. 

A representative survey of women aged 12 to 44 
years conducted in the USA by the National Survey on 
Drug Use and Health (NSDUH) during the period 
2002‐2017, demonstrates an increase in daily/almost 
daily use and the number of days of use, among all 
pregnant (and non‐pregnant) women. In addition, use 
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Table 1. Summary of substance use prevalence in pregnant women 
Region                                                         Substance                                    Prevalence (%)                                                  Notes 
USA                                                   Cannabis (1st trimester)                                12.1%                                     Increasing due to legalization 
Europe (avg)                                                  Opioids                                            ~0.5–1.5%                         Highest in urban disadvantaged areas 
Greece                                                       Any illicit drug                                   ~4% lifetime                                      Underreporting likely 
Greece                                                   Cannabis (general)                          High among youth                          Often combined with tobacco 



appears to be higher in the first trimester than in the 
second and third trimesters of pregnancy. Comparing 
the periods between 2002‐2003 and 2016‐2017, the 
adjusted prevalence of cannabis use increased from 
3.4% to 7.0% among pregnant women, from 5.7% to 
12.1% in the first trimester of pregnancy, from 0.6% 
to 2.5% in the second trimester, and from 0.5% to 2.5% 
in the third trimester. This increasing trend may be due 
to the approval of cannabis for medical purposes in 
several US states, e.g. for the treatment of nausea/vom‐
iting, especially during the first trimester of pregnancy. 
However, clinicians responding to the recommenda‐
tions of the American College of Obstetricians and Gy‐
necologists recommend that pregnant women 
discontinue cannabis use [14]. 

Epidemiology of dependent individuals in Greece 
In Greece, a total of 116 treatment facilities and 47 

counseling centers for the treatment of substance ad‐
diction operated in 2018. The total number of people 
who received treatment services in 2018 was 12,311, 
of whom 8,975 (73%) were in substitution treatment, 
2,420 (20%) in “dry” treatment programs, 647 (5%) 
received interventions within the prison, while 269 
people (2%) attended a physical detoxification pro‐
gram [15]. 

Based on the aggregate data for the period 2010‐
2018, a total of 4,735 people received counseling serv‐
ices in 2018, half of whom were first‐time clients and 
1 in 4 progressed to the main treatment phase of a pro‐
gram. In general, the number of people seeking help 
from the services of the Counseling Centers operating 
within the framework of “dry” treatment programs, as 
well as the percentage of people completing the treat‐
ment program, tends to decrease. The trend of users 
choosing to proceed to the main phase of addiction 
treatment also appears to be decreasing [15]. 

Regarding alcohol use, a total of 3,090 visits were 
made to counseling and treatment services in Greece 
in 2018. The survey data is encouraging as it demon‐
strates a decrease in the percentage of the total num‐

ber of individuals who entered a treatment program 
for alcohol addiction by 4.5 percentage compared to 
previous years. However, despite the overall decrease, 
there is a trend towards an increase in the percentage 
of individuals over 50 years of age who entered a treat‐
ment program and also a slight increase in the percent‐
age of early discharge from treatment programs (2017: 
7.6%, 2018: 8.1%) due to absence from 
counseling/treatment sessions, alcohol use and non‐
compliance with the treatment contract [15]. 

Therapeutic treatment of addicted pregnant 
women 

Treatment Efficacy 
Pharmacological substitution therapies such as 

methadone and buprenorphine are mainstays of opi‐
oid dependence treatment in pregnancy. Methadone is 
associated with improved maternal retention in care 
but a higher risk of neonatal abstinence syndrome 
(NAS). Buprenorphine offers reduced NAS incidence 
but may result in lower maternal adherence. Psychoso‐
cial interventions such as cognitive‐behavioral therapy 
(CBT) and motivational interviewing reduce relapse 
risk and enhance maternal engagement. Table 2 com‐
pares treatment modalities and outcomes. 

Barriers to Care 
The use of addictive substances during pregnancy 

poses serious risks for the mother and child. For this 
reason, the supportive care provided to pregnant 
women during the prenatal, perinatal and postnatal 
periods is very important both for the smooth progres‐
sion of the pregnancy and during the neonatal 
period.The literature reports a series of problems that 
hinder pregnant women’s access to specialized sup‐
port and care services. These barriers could be divided 
into internal and external. Internal barriers include a 
general refusal of women to receive help or some form 
of treatment, feelings of shame and guilt, concerns 
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about the protection of their privacy and manifesta‐
tions of phobia about losing custody of their children. 
External barriers mainly concern logistical and finan‐
cial obstacles, waiting lists, lack of flexibility in service 
opening hours, lack of sensitivity by staff regarding 
gender differences, etc. [16]. 

Other factors such as the pregnant woman's partner 
who may be a substance abuser himself, psychiatric 
comorbidity, previous traumatic experiences such as 
sexual abuse and violence, marital status (married, di‐
vorced, single, etc.), level of education, lack of income, 
difficulty integrating into support structures, etc. avoid 
pregnant women to specialized support and care serv‐
ices[16]. 

 
Psychiatric Comorbidities 
The World Health Organization (WHO) defines “co‐

morbidity or dual diagnosis” as the coexistence of a 
substance use disorder and another psychiatric disor‐
der in the same individual [17]. Research suggests that 
psychiatric and personality disorders coexist with sub‐
stance use disorders, but may also be pre‐existing or 
exacerbate them [18]. 

The diagnosis of comorbidity is a very difficult task 
for health professionals. The usual clinical picture of 
substance dependence and disordered behavior is 
often confused with manifestations due to psychiatric 
disorders. The manifestation of symptoms differs little 
from those of psychiatric disorders, while the with‐
drawal syndrome or acute intoxication can mimic al‐

most all the symptoms of these disorders [19]. Fridell's 
research on the psychopathology of substance‐depen‐
dent individuals confirms comorbidity in substance 
dependence and identifies three main groups of disor‐
ders: personality disorders (65‐85%), depressive and 
anxiety states (30‐50%) and psychoses (15%) [20]. 
Furthermore, another relevant study conducted on 
drug users in treatment found the prevalence of anti‐
social (23%), borderline (18%) and paranoid (10%) 
personality disorders [21]. 

Lauritzen et al. found that a high proportion of sub‐
stance abusers in Norway had experienced serious 
family problems during childhood and adolescence. 
Research data indicate that 70% of the individuals had 
learning problems at school, 38% had been bullied, 
and 21% had received some form of psychiatric treat‐
ment during childhood and adolescence [22]. Similarly, 
Beutel found that female substance abusers with psy‐
chiatric comorbidity were often victims of sexual abuse 
[23]. 

Comorbidity is a significant obstacle to the diagnosis 
and therapeutic intervention of health professionals. 
In cases where mental health professionals detect par‐
allel substance use during psychiatric treatment, pa‐
tients are often referred to addiction treatment 
programs. However, these programs may redirect 
them back to psychiatric services, resulting in a cycle 
of exclusion and fragmentation of care [24]. This "ping‐
pong effect" frequently leads to a breakdown in conti‐
nuity of treatment and deterioration in patient 

VOLUME 24, ISSUE 4 OCTOBER-DECEMBER 2025

Therapeutic management of substance use in pregnant women: A descriptive literature review in Greece and Europe

271

Table 2. Comparison of treatment modalities in pregnant women 
Treatment Modality                                 Effectiveness                                        Risks/Side Effects                             Notes 
Methadone Maintenance                     ↑ Maternal retention                              ↑ Neonatal Abstinence            Standard treatment;  
                                                                              (60–70%)                                              Syndrome (NAS)                    long‐acting opioid 
Buprenorphine                                           ↓ NAS incidence                                      Slight ↓ in retention                       Often better 
                                                                 by ~30% vs methadone                                    vs methadone                      neonatal outcomes 
Cognitive Behavioral                                  ↓ Relapse rates                               Requires active engagement        Effective as adjunct  
Therapy (CBT)                                                                                                                                                                      to pharmacotherapy 
Motivational Interviewing                   Improves treatment                                        Less data on                           Low‐resource,  
                                                                                nitiation                                            long‐term outcomes                 flexible approach 



outcomes [25].Such individuals are often treated with 
suspicion by psychiatric services and may not be ac‐
cepted into mental health programs. Similarly, sub‐
stance users diagnosed with mental health disorders 
are sometimes excluded from addiction services due 
to their psychiatric comorbidity [26]. For instance, in 
some countries like Spain and Italy, psychiatric services 
still tend to exclude individuals with substance use dis‐
orders. In Greece, 54% of drug treatment programs re‐
portedly exclude individuals diagnosed with a mental 
illness [27].This systemic separation between psychi‐
atric and addiction services represents a barrier to in‐
tegrated treatment, despite increasing evidence 
supporting the need for co‐treatment models in dual 
diagnosis populations [26, 28]. 

Another study in Australia reported that nearly half 
of mothers who used drugs were diagnosed with de‐
pression. These mothers had more previous pregnan‐
cies and were more likely to have experienced 
domestic violence. Given that pregnant women who 
use drugs may have worse prenatal care and social 
outcomes for themselves and their children, re‐
searchers suggest that assessment is a means of diag‐
nosing psychosocial disorders in order to facilitate 
early interventions [29]. 

 
Regional Programs and Policies 
In Greece, specialized programs like those offered 

by OKANA and KETHEA provide structured support to 
pregnant women who use substances. However, pro‐
gram outcomes remain modest, with completion rates 
around 30% [30, 31]. International programs empha‐
size early engagement, continuity of care, and individ‐
ualized treatment plans to improve maternal and 
neonatal outcomes [32, 33]. Table 3 compares Greek 
and international programs and their outcomes. 

The treatment of pregnant women who use drugs 
is considered critically important during the antenatal, 
perinatal, and postnatal periods [34]. Pregnancy in 
women who use drugs or alcohol should be regarded 

as a potential high‐risk pregnancy and assessed on an 
individual basis according to their specific needs. 
Treatment interventions extend beyond substitution 
therapies to include comprehensive services delivered 
by specialized multidisciplinary teams offering medical 
care, psychosocial support, and harm reduction [35]. 

Health professionals should approach pregnant 
substance users with empathy and provide them with 
the same level of care and attention as women who do 
not use substances [36]. Ideally, healthcare providers, 
including midwives, should receive specialized training 
in the assessment and management of substance use 
in pregnancy [37, 38]. Furthermore, cooperation be‐
tween gynecological departments, substance use spe‐
cialists, and community‐based medical and social 
services is essential to optimize care continuity and 
outcomes [30, 39]. 

Another aspect that must be taken into account in 
the assessment of women who are drug users is the 
combined factors such as alcohol use, smoking and 
poor social conditions that make the course of treat‐
ment difficult. Usually, most pregnant women who use 
cocaine and/or heroin are also cigarette smokers [29]. 
Consequently, there are difficulties in the assessment 
and therapeutic intervention of pregnant women by 
the scientific team that is not satisfied with addressing 
the negative effects of the addictive substance but also 
the difficult social conditions and possible psychiatric 
comorbidity of these women. 

The specialization of therapists combined with the 
definition of a clear and flexible treatment protocol is 
essential to address the challenges faced in caring for 
pregnant women who use substances. This approach 
facilitates effective communication and collaboration 
between the surrogacy unit, the prenatal care team, 
and the postnatal care team [40]. Recent research high‐
lights that multidisciplinary teams with specialized 
training improve treatment adherence and maternal 
and neonatal outcomes [41, 42]. 

The primary goal of the multidisciplinary team is to 
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ensure the pharmacological, social, and psychological 
stability of the pregnant woman. Engagement and 
commitment to treatment by pregnant women repre‐
sent the first successful step toward continuous sup‐
port and supervision throughout the prenatal period 
[37, 39]. 

Preventive multidisciplinary treatment programs, 
especially during prenatal care, that include medical, 
social and psychological support are likely to have a 
positive impact on the final outcome of pregnancy. 
Good coordination and communication between the 
parties involved is the basis for the correct and timely 
assessment of the risks and needs of the pregnant 
woman during the early stages of pregnancy and the 
preparation of a care and support plan for the pregnant 
woman and the infant [30]. The assessment should 
come from a team of specialists from various special‐
ties (e.g., medical staff, midwives, psychologists, drug 
treatment services and social services [43]. 

An important part of a successful therapeutic inter‐
vention is to inform pregnant women about the poten‐
tial risks of substance use to the fetus and newborn. 
Information is also considered important for issues 
that need to be addressed after the birth of the infant 
(e.g. the need for medical monitoring of the newborn), 
the continuation of postnatal assistance from the med‐
ical services involved and the possible involvement of 
social services. In particular, clarifications on the issue 
of the involvement of social services, whose main con‐
cern is to ensure the care provided and good living con‐
ditions for the newborn and the removal of the infant 
from the mother when this is deemed necessary for 
the safety of the child, are vital for addressing the 

mother's fears and ensuring a balanced emotional 
state [30]. 

Special support programs in Greece 
In Greece, the first therapeutic programs developed 

around the beginning of the 1980s involved programs 
in closed therapeutic communities, where users could 
stay for at least a year to complete the program. Sub‐
sequently, other more flexible day or night programs, 
outpatient‐type programs, as well as other more spe‐
cialized ones involving women (pregnant and impris‐
oned), adolescents and people with psychiatric 
comorbidities, were developed. The bodies providing 
treatment and support for addicted individuals that 
implement "dry" and comprehensive support pro‐
grams are: OKANA and KETHEA and are implemented 
in the therapeutic support structures that they develop 
at a national level, 18 and above which operates within 
the framework of the Attica Psychiatric Hospital and is 
active in "dry" programs that aim to provide counsel‐
ing and psychosocial support to the user and their fam‐
ilies, and two other "dry" programs, "IANOS" and 
"ARGO" which are implemented at the Thessaloniki 
Psychiatric Hospital [31]. 

The integrated programs which are based on the 
Therapeutic Community model, are adapted accord‐
ing to the individual's specific needs. They include in‐
tensive detoxification programs, counseling and 
psychosocial support for individuals and their fami‐
lies and usually last from a few months to two years. 
The pre‐integration phase in the Therapeutic Com‐
munity concerns the user's first contact, which is im‐
plemented in the Counseling Centers where 
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Table 3. Greek vs international programs for addicted pregnant women 
Rrogram Country Type of Intervention Completion Rate Challenges 
OKANA Greece                Medical + psychosocial (outpatient) ~30% Underfunding, stigma 
KETHEA Greece           “Dry” residential therapy + reintegration          ~25–35% Long program duration 
CASPAR (Boston)                USA             Integrated housing + medical + child care             ~65% High cost, limited capacity 
UK Midwife Liaison             UK Multidisciplinary + midwife model ~70%           Requires strong intersectoral links 



assessment, support and preparation are carried out, 
lasting approximately two months. The main phase 
of the program takes place in a residential or outpa‐
tient Therapeutic Community, lasts from 9 to 12 
months and aims at the user's physical and mental 
detoxification. The intervention is completed in the 
Social Reintegration Centers with support on an ex‐
ternal basis for approximately one year, while at the 
same time treatment and support are offered in the 
user's family environment by the Family Support 
Centers. At the same time, there are short‐term ad‐
diction treatment programs (duration up to 18 
months) which present a more flexible form of treat‐
ment (open structures) and concern drug users who 

remain integrated and need less intensive support on 
a daily basis [31]. 

It is worth noting that a permanent priority of all 
program implementation bodies both at the policy‐
making and intervention levels is prevention. For this 
reason, priority is given to the implementation of ac‐
tion programs in the school community. It is impor‐
tant that the action of Prevention Centers / bodies in 
the school community increased during the 2017‐
2018 school year, with main interventions in the pre‐
vention and promotion of the psychosocial health of 
children [31]. 

Within the framework of the above therapeutic 
programs for addiction and support for addicted in‐
dividuals, individualized programs for pregnant ad‐
dicted mothers are included. The programs for 
pregnant women provide medical and pharmaceuti‐
cal care, psychosocial and counseling support both 
during pregnancy and after the birth of the child. The 
main objective of the support structures is for ad‐
dicted women to develop relationships of trust with 
healthcare providers, to participate in comprehensive 
addiction programs and to receive care and support 
from multiple health services in order to initially en‐
sure the safety of the pregnancy and subsequently the 
health of the mother and the infant [31]. 

Substitution Medication Protocols 
WHO and EMCDDA guidelines recommend 

methadone as the first‐line substitution therapy, with 
buprenorphine as an alternative. Clinical management 
includes maintaining opioid plasma levels, flexible dos‐
ing, and avoiding withdrawal during pregnancy. A 
flowchart illustrating ideal clinical decision‐making is 
provided in Figure 1.The administration of substitu‐
tion substances such as methadone, buprenorphine, 
etc. is recommended as a treatment during pregnancy 
as it involves fewer risks for the pregnant woman and 
the fetus compared to the continuation of substance 
use [37]. According to research, substitution treat‐
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Figure 1. Ideal clinical pathway for the treatment of addicted 
pregnant women



ments for the abuse of opiates and other addictive sub‐
stances contribute positively to the smooth outcome 
of pregnancy. The improved results of therapeutic in‐
terventions with the administration of substitution 
substances are due to combined factors, such as the 
stabilization of use (avoiding cycles of intoxication and 
withdrawal), the facilitation of the pregnant woman's 
access to prenatal and postnatal care and support serv‐
ices, the improvement of nutrition and the ease of ac‐
cess of the pregnant woman to social services [40, 44]. 

The most appropriate therapeutic approach for opi‐
oid substitution is ‘single dose maintenance’, which 
minimises continued use and can ensure good manage‐
ment of treatment during pregnancy and postpartum. 
In order to minimise risks, it is advisable to maintain 
stable blood levels of opioids in pregnant women. The 
dose administered should be adjusted according to the 
individual needs of the pregnant woman, which may 
vary throughout pregnancy and beyond the first days 
or weeks after delivery. For this reason, flexibility in the 
treatment plan is required in terms of the amount and 
frequency of dose reduction [40]. 

In Europe, the most common opioid substitution 
drugs are methadone, considered the most appropri‐
ate treatment, though it is associated to some extent 
with neonatal withdrawal syndrome (NAS) side ef‐
fects. Buprenorphine is also used on a smaller scale, as 
slow‐release oral morphine has not been sufficiently 
studied [44]. According to the World Health Organiza‐
tion (WHO) (2009), methadone is indicated due to its 
long history of safe use, although more recent studies 
suggest that buprenorphine administration may sig‐
nificantly reduce the incidence and severity of NAS in 
newborns [45]. 

A study reported that 28% of infants exposed to low 
methadone doses (5‐30 mg) experienced NAS, increas‐
ing to 43% with moderate doses and 71% with high 
doses (51‐95 mg) [46]. Despite these risks, the consen‐
sus remains that the benefits of opioid substitution 
therapy with methadone or buprenorphine during 

pregnancy outweigh the harms associated with con‐
tinued opioid abuse by the pregnant woman [47]. 

Depending on the substances used, which may be 
more than one, specialist therapists determine the 
method of therapeutic intervention. For example, in 
women dependent on benzodiazepines, a diazepam sta‐
bilization program is initially followed and then a dose 
reduction program is applied. In pregnant women who 
are administered methadone, the dose should remain 
stable as an attempt is made to reduce the benzodi‐
azepine. In women who are addicted to cocaine, it is rec‐
ommended that they completely stop using it as there 
is no substitute substance, while psychological therapy 
is also provided. Similarly, support and treatment pro‐
grams are implemented to limit or permanently stop 
smoking, with the aim of reducing the likelihood of low 
birth weight and premature birth, and alcohol use to 
limit neonatal alcohol syndrome (FAS) [30]. 

 
Breastfeeding and Postnatal Care 
The safety and support of pregnant women who are 

addicted to substances does not stop with the safe 
completion of childbirth as the goal of the multidisci‐
plinary team and all involved agencies and services is 
to maintain the care and support of the mother and 
child. In the event that the mother wishes to detoxify 
and raise her child, the support program should addi‐
tionally include counseling, skills training and mental 
health advice. Furthermore, the possibility of with‐
drawal syndrome in newborns due to the adminis‐
tered methadone means the provision of a range of 
specialized neonatal pediatric care to address with‐
drawal symptoms and psychological support for the 
mother [30]. 

Breastfeeding provides multiple benefits to the 
mother and child. In addition to the short‐term and 
long‐term medical and neurodevelopmental benefits, 
it helps in the emotional connection between mother 
and child, which is particularly important for mothers 
who are drug users [48]. Breastfeeding should be en‐
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couraged in women receiving methadone mainte‐
nance treatment; however, for the safety of the infant, 
the dose should be kept at low levels [49]. The same 
applies to buprenorphine, which may also be safe dur‐
ing breastfeeding [50]. On the contrary, breastfeeding 
is contraindicated in cases of cocaine or marijuana use 
and high doses of benzodiazepines due to potential 
neurodevelopmental risks [51]. Regarding the infant's 
exposure to cannabis contained in the mother's milk, 
available recent research data have not shown an in‐
crease in neonatal risk; however, infant exposure to 
cannabis smoke and immediate breastfeeding after 
cannabis use should be avoided [52]. 

 
Conclusions 
 
The therapeutic management of substance use dur‐

ing pregnancy presents a complex clinical and public 
health challenge. This review highlights that pharma‐
cological substitution therapies, particularly 
methadone and buprenorphine, can significantly re‐
duce illicit drug use and improve maternal retention 
in care, although methadone is associated with a 
higher risk of neonatal abstinence syndrome. Psy‐
chosocial interventions, including cognitive behavioral 
therapy and motivational interviewing, further en‐
hance treatment adherence and reduce relapse rates. 

Despite these advances, significant barriers remain, 
including limited access to integrated services, social 
stigma, and gaps in healthcare provider training. In 
Greece, although structured programs exist through 
organizations such as OKANA and KETHEA, program 
completion rates remain low, and regional disparities 
in care persist. 

Policy implications include the urgent need for na‐
tional clinical protocols tailored to pregnant women 
with substance use disorders, increased funding for re‐
gional programs, and standardized interdisciplinary 
care models. There is also a need to address psychiatric 
comorbidities systematically, with integrated dual‐di‐

agnosis care pathways. 
Future research should focus on evaluating the long‐

term outcomes of various treatment modalities, espe‐
cially in the Greek context, including maternal‐child 
bonding, developmental outcomes of exposed infants, 
and health system‐level interventions. Developing cul‐
turally sensitive, gender‐specific interventions and 
strengthening postnatal care and breastfeeding sup‐
port are also essential areas for continued study. 
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