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Cocaine and Pregnancy—Time to Look
at the Evidence
Wendy Chavkin, MD, MPH

IN THIS ISSUE OF THE JOURNAL, FRANK AND COLLEAGUES1

present a systematic review of studies assessing pos-
sible relationships between maternal cocaine use dur-
ing pregnancy and several childhood outcomes. The au-

thors are thoughtful and rigorous in their approach and
carefully evaluate the physiological plausibility of the out-
comes under question and the methodological strengths and
constraints of the studies reviewed. They considered 36 stud-
ies worthy of review; these reported on 17 prospectively re-
cruited cohorts with examiners blinded to cocaine expo-
sure status.

At the end of their effort, Frank et al conclude that crack/
cocaine exposure in utero has not been demonstrated to af-
fect physical growth; that it does not appear to indepen-
dently affect developmental scores in the first 6 years
(although there are insufficient data to assess this for in-
fants born preterm); that findings are mixed regarding early
motor development but any effect appears to be transient
and may, in fact, reflect tobacco exposure; and that expo-
sure may be associated with modest alterations of certain
physiological responses to behavioral stimuli that are of
unknown clinical importance. In sum, the data are not per-
suasive that in utero exposure to cocaine has major ad-
verse developmental consequences in early childhood—
and certainly not ones separable from those associated with
other exposures and environmental risks. Since many co-
caine users also use other illegal drugs, drink alcohol, and
smoke cigarettes, it is methodologically daunting to sort out
consequences attributable to cocaine alone. Frank et al con-
clude that even those studies best designed to tackle this
challenge fail to demonstrate that cocaine use by pregnant
women leads to childhood devastation.

The authors acknowledge limitations to their approach:
data on postnatal sequelae must be considered prelimi-
nary, any differential attrition could bias results, and clas-
sification of exposure based on interview may be impre-
cise. Moreover, the studies in the meta-analysis do not include
follow-up into middle school years and adolescence. How-
ever, even if future research reveals cocaine-related harm
to the fetus, the modest and inconsistent nature of the find-

ings to date suggest that these harms are unlikely to be of
the magnitude of those associated with in utero exposure
to the legal drugs tobacco and alcohol.

Why then all the hullabaloo about crack babies? Why then
the prosecution of 200 women who used cocaine while preg-
nant?2 Why was a program established to pay $200 to crack-
using women as an incentive to become sterilized?2 What’s
going on? The answer, perhaps, is 2-fold. The “crack baby”
became the poster child for 1 side in each of 2 heated con-
troversies in the United States: the war on drugs and the
struggle over abortion.

The war on drugs focused on individual moral failing
rather than social circumstance, and comprised several ba-
sic approaches: an emphasis on drug law enforcement; an
increase in severity of criminal justice penalties, including
mandatory minimum sentences; and a comparative deem-
phasis on treatment of drug addiction. The escalation of this
war occurred during the Reagan Administration, coinci-
dent with the rise of unemployment, homelessness, and ur-
ban poverty that fueled the crack epidemic.2 While cocaine
in inhalation form had been a popular drug for the upper
middle class in the 1970s, it did not draw the same media
or political attention or severity of criminal justice re-
sponse as did crack smoking by inner-city youth.3

There have been dramatic consequences of the war on
drugs. The number of incarcerated individuals in the United
States has more than tripled, resulting in the United States
having the second highest incarceration rate in the world.4

Average length of sentence for drug offenders has tripled
as well, while the proportion of inmates receiving treat-
ment for substance abuse disorders has more than halved.4

While men still predominate within the incarcerated popu-
lation, the proportion of women has increased sharply and
at nearly double the rate for men.5 This increase has been
most dramatic for minority women. From 1986 to 1991 the
number of women incarcerated in state prisons for drug of-
fenses increased by 828% for black women, by 328% for His-
panic women, and by 241% for white women.2

There have also been important public health conse-
quences. Research regarding the physiological and behav-
ioral components of addiction and development of treat-
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ment approaches has been underfunded and has languished.
Advocates of a criminal justice approach to substance abuse
have expressed frustration with the usefulness of drug treat-
ment, pointing to relapse as evidence of lack of efficacy. While
it is certainly true that treatment for drug addiction needs
improvement that further research should address, its effi-
cacy compares with that of commonly used medical treat-
ments for other chronic relapsing conditions such as type
2 diabetes mellitus, hypertension, and asthma.6 The choice
of a criminal justice rather than a public health approach
toward drug addiction has also limited implementation of
novel efforts (such as needle exchange programs) to curb
the spread of human immunodeficiency virus among drug
users, and has resulted in a concentration of the epidemic
in drug users and their sexual partners.

The “crack baby” has become a convenient symbol for
an aggressive war on drug users because of the implication
that anyone who is selfish enough to irreparably damage an
innocent child for the sake of a quick high deserves retri-
bution. This image, promoted by the mass media, makes it
easier to advocate a simplistic punitive response than to ad-
dress the complex causes of drug use.

The crack baby also has served as a potent symbol in the
ongoing struggle over abortion in the United States. Those
opposing abortion generally have done so in the name of
fetal personhood. This same assertion underlies the charges
brought against women who used drugs while pregnant: child
abuse/neglect, homicide, and delivery of drugs to a minor.
In 29 of the 30 states where such charges have been brought
against new mothers, convictions have been overturned on
appeal.2 However, in the 30th state, South Carolina, the state
Supreme Court has departed from the prevailing legal in-
terpretation and has contradicted US Supreme Court pre-
cedent by declaring that viable fetuses are “persons” and,
thus, covered by the state’s criminal child abuse law.2 A re-
lated case, Ferguson v South Carolina, is now before the Su-
preme Court.7

This concept of fetal personhood that derives from the
abortion debate has led to the depiction of the pregnant
woman as one whose selfish negligence or hostility toward
the “innocent” fetus must be constrained by the outside
intervention of the criminal justice system. These prosecu-
tors have not been deterred by evidence from medical
experts that many pregnant addicted women are very con-
cerned about the consequences of their drug use for their
future children and are eager for treatment, even though
that treatment is difficult to access generally, and often spe-
cifically unavailable for pregnant women and for the incar-
cerated.8

The war on drugs and the struggle over abortion are pro-
found multifaceted political controversies. Medical and pub-
lic health experts can try to temper these heated debates by
injecting scientifically garnered data, clinical evidence, and
insistence on the importance of therapy. Since medicine un-
equivocally considers addiction to be a compulsive disor-

der in need of treatment,9 many medical organizations
(American Medical Association, South Carolina Medical As-
sociation, American College of Obstetricians and Gynecolo-
gists, American Medical Women’s Association and more than
20 others) have filed amici briefs in many of these cases,
asserting that addiction is a disease; that maternal and fetal
interests are intertwined and that the pregnant woman speaks
for those interests; that it is in the medical and public health
interest to provide treatment and not punishment; and that
criminal punishment is not therapeutic and is likely to de-
ter frightened women from seeking needed care.10

This next period is likely to bring its own set of compli-
cations. There have been recent signs of abatement in the
war on drugs. In New York, the governor and legislators have
proposed modification of the Rockefeller drug laws to re-
duce mandatory sentences, offer treatment alternatives, and
return discretion in sentencing to judges.11 Proposition 36,
which passed in California this past November, which sub-
stitutes treatment for prison for many nonviolent drug pos-
session offenders, and former President Clinton has called
for reconsideration of mandatory sentences for federal drug
offenses.12

However, the situation for poor addicted women has not
abated as treatment opportunities for them have been fur-
ther compromised by recent changes in welfare policy. Since
passage of the Personal Responsibility and Work Opportu-
nity Reconciliation Act in 1996,13 states can exclude indi-
viduals with previous drug felony convictions from receiv-
ing cash assistance, and attendance at drug treatment
programs does not count toward meeting the work require-
ment on which receipt of cash assistance is now condi-
tioned. Further, drug and alcohol dependence no longer ren-
ders one eligible for Supplemental Security Income (SSI),
with the resulting loss of such income for approximately
108000 SSI recipients and 31000 Disability Insurance re-
cipients as of December 1997.13-15 Disagreement over abor-
tion shows no sign of lessening, and there will likely be ef-
forts to further limit access to abortion for the young and
the poor.

Although the image of the crack baby has stirred parti-
san passions, the review of the evidence in the meta-
analysis by Frank et al indicates that these images are not
based on fact. As citizens, we may fall on different sides of
these debates on abortion and drug addiction. Yet, as phy-
sicians and public health advocates, we can follow the ex-
ample of Frank et al and raise a calm steady voice for sci-
ence and therapy.
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Screening Mothers for Intimate Partner
Abuse at Well-Baby Care Visits
The Right Thing to Do
Robert S. Thompson, MD
Richard Krugman, MD

IN THIS ISSUE OF THE JOURNAL, MARTIN ET AL1 REPORT ON

the prevalence of physical abuse before, during, and af-
ter pregnancy as determined from a random sample of
North Carolina women (1997-1998). Women were sur-

veyed by mail and telephone approximately 3.6 months af-
ter they delivered live infants. Reported physical abuse be-
fore and during pregnancy exceeded 6% and was 3.2% in
the postpartum period. Abuse in an earlier period was
strongly associated with further abuse in subsequent peri-
ods. Mothers reported a mean of 3 well-baby care visits dur-
ing the first 3.6 postnatal months.

The findings from this study suggest that intimate part-
ner abuse (also termed intimate partner violence or domes-
tic violence) is occurring in the immediate postnatal pe-
riod, and an opportunity exists for pediatric health care
practitioners to identify this abuse. The American Acad-
emy of Pediatrics (AAP) issued a policy statement in June
1998 stating, “Pediatricians are in a position to recognize
abused women in pediatric settings. Intervening on behalf
of battered women is an active form of child abuse preven-
tion. Knowledge of local resources and state laws for re-
porting abuse are emphasized.”2 This recommendation could
apply to all who provide postnatal child care.

Martin et al suggest that abused mothers may have as many
as 3 opportunities to be identified at well-baby care visits
in the first 31⁄2 months of their new infants’ lives. The AAP
recommends 3 visits in the first 3 months and 6 visits in
the first 12 months of infancy. Utilization data from Group
Health Cooperative (Seattle, Wash) indicate that the mean

number of encounters for well-baby care in the first 31⁄2
months is 2.5 and that in the first 12 months of life, there
are 4.2 such visits (Virginia Immanuel, MPH, written com-
munication, February 21, 2001). Using data provided by Mar-
tin et al,1 the number of women who would have to be
screened to detect 1 abused mother would be 14.5 before
pregnancy, 16.3 during pregnancy, and 31 during the first
31⁄2 months postpartum.

It is possible to implement this screening opportunity by
building some questions into the standard forms used as a
routine part of well-baby care. For instance, Group Health
Cooperative includes a question about “family history of
physical abuse or sexual abuse” on routine questionnaires
for neonates or new child family members. Clearly, more
in-depth questions are needed, but this example is a start,
and previous work in family violence demonstrated that writ-
ten questionnaires increased abuse screening by 14.3%.3

The second part of the AAP recommendation states that
“intervening on behalf of battered women is an active form
of child abuse prevention.” The literature contains solid links
between domestic violence and child abuse, and suggests
that the link is approximately 50% in either direction.4-6 In-
formation on the long-term adverse effects of child abuse
is also well documented.7-9 Despite these links, the US Pre-
ventive Services Task Force concluded in 1996 that there
was “insufficient evidence to recommend for or against the
use of specific screening instruments”10 for detecting inti-
mate partner abuse. Insufficiency issues boil down to in-
struments for detection of intimate partner abuse, modes
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