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ABSTRACT

A NARRATIVE INQUIRY OF WOMEN'S SUBSTANCE USE
IN PREGNANCY AND MOTHERHOOD

By
Rebecca Jane Grainger Stone

Substance use during pregnancy and motherhoodhsalqmublic health and criminal
justice concern. Negative health consequencesiasstevith substance use impact both the
mother and the developing fetus, and there areinggtempts to criminalize substance use
during pregnancy that put pregnant substance-wsamgen at risk of detection, arrest, and
punishment. Although there has been research ocoteequences of maternal substance use,
little is known about why some women are motivdtedesist during pregnancy and why others
persist. The purpose of this dissertation was t@ace the understanding of (1) women’s
decision-making regarding substance use and matbért{2) how women desist from substance
use during and after pregnancy, and (3) how wonasitgate or overcome barriers to care. To
accomplish the aims of this study, narrative idgrthieory was employed as a theoretical
framework for understanding women’s sense-makinh@f experiences.

Based on data from in-depth life history interveewith thirty recently-pregnant women
who had used alcohol, tobacco or other drugs duhieg pregnancies, this study captured the
experiences of substance-using mothers as thegatadi health and criminal justice
consequences and accessed needed resourcesamieicity. The data reveal multiple
patterns of substance use desistance behavior,prompt desistance to persistence throughout
the pregnancy. Women who desisted described theessat exercising their agency in pursuing
opportunities for desistance. Desisting women vesg likely to be embedded in social

networks that included other substance-using iddizis. Women supported their desistance



during and after pregnancy by reinterpreting thigrstories as narratives of redemption. They
achieved this reinterpretation by highlighting pagperiences that demonstrated that they had
good core selves and had simply been overwhelmddstacted by substance use. By
reinterpreting their past suffering as redemptaesisting women were able to narrate prosocial
and generative futures in which they would teliitiséories to others to show that desistance is
possible. Finally, women’s stories highlighted thetrategies for managing their risk of detection
by health or criminal justice authorities and rdedamultiple barriers to treatment and
healthcare, including a lack of suitable treatmagiions. The theoretical and policy implications
of the findings are discussed, particularly thedniee further development of narrative identity
theory and the expansion of treatment programssanidl services to meet the needs of

substance-using women.
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CHAPTER 1
Introduction and Literature Review

Pregnant women who misuse substances (alcohokdopprescription and illicit drugs)
are positioned at the nexus of public health andioal justice intervention. The impact of their
substance use on their health and the health wfféteses is a public health concern, as
professionals in this field are dedicated to impngvnaternal and infant health and improving
the United States’ infant mortality statistics.addition, the past three decades have seen
prenatal substance use become a criminal jussce ias the fetal protectionism movement
spurred the increasing use of criminal sanctionsdeviant” mothers. Substance-using pregnant
women, especially women of color and women in logamioeconomic brackets, are subject to
increased surveillance and may face arrest, prtise¢cgonviction and/or child removal. The
positioning of this topic as both a public healtid @riminal justice issue has resulted in two very
different possible solutions: on the one hand,aghetreatment, social services and needs-
meeting; on the other, child removal, arrest argkfide incarceration.

The purpose of this qualitative study is to explibwe experiences of pregnant women and
mothers who are or were misusing alcohol, tobaitlaot drugs and medications. The following
literature review will detail the health and criraigustice consequences of substance use during
pregnancy and motherhood. It will then discuss padtpresent policies designed to address the
problem of substance use during pregnancy and mimtbe and the unintended consequences of
these policies. Finally, a novel theoretical framewwill be suggested for improving the
understanding of mothers’ substance use with tlaé@janforming effective and compassionate

social policies.



Alcohol and Tobacco Use

Figures from the most recently-published reponmrfithe National Survey of Drug Use
and Health (Substance Abuse and Mental Health &s\Administration, 2012) show that, of
pregnant women aged 15-44, 9.4% reported curreahal use, 2.6% reported binge drinking,
and 0.4% reported heavy drinking. Of pregnant woagged 15-44, 17.6% report smoking
tobacco in the last month, a figure that represamstsall, nonsignificant increase from the 2009-
2010 and 2008-2009 findings. The percentage offfaneigvomen in this age group who report
smoking tobacco in the last month has not changgufisantly in the last decade, while tobacco
use among nonpregnant women in the same age gasugelecreased slowly but significantly
each year. Of pregnant women aged 15-44, 5% repaent illicit drug use, a proportion not
significantly different than in the previous stuglsar. The rate of illicit drug use varies widely
with the woman’s age. Teenaged pregnant women thaeighest rates of illicit drug use (15-
17, 20.9%), followed by young adult women (18-2298) and adult women (26-44, 2.2%). The
known health consequences of each type of substaratiscussed below.

Alcohol. Alcohol is one of the most commonly-used substaaoaesng both pregnant
and nonpregnant women. It is an interesting substanrelation to the topic of this study, as it
is legal for adult women to consume in any quardity its teratological properties are quite
clear. Alcohol is the human teratogen that prodalcesnost serious neurobehavioral effects on
fetuses (Bennett, 1999). In fact, fetal alcoholasye is one of the leading known and
preventable causes of mental retardation and hexslvéked to long-term consequences like
craniofacial abnormalities, motor deficits, leagnuhisabilities, and behavioral problems
(NIAAA, 2012). Fetal Alcohol Syndrome (FAS) wasstidescribed in 1973 and is now

considered part of Fetal Alcohol Spectrum Disol@&SD), the umbrella term now used to



encompass the physical symptoms once alternatielsred to as fetal alcohol effects, prenatal
alcohol effects, alcohol-related birth defectslophol-related neurodevelopmental disorder
(Sokol, Delaney-Black & Nordstrom, 2003). Fetaladlol syndrome is at the most severe end of
this spectrum and is characterized by facial dysimalogy, growth restriction, and central
nervous system or neurodevelopmental abnormalfieddren may show some but not all
characteristics of FAS and therefore be diagnos#dRASD. FASD is the preferred term of
advocates, educators and federal agencies whanmgfto the range of outcomes associated
with prenatal alcohol exposure (Sokol, Delaney-Bl&d\Nordstrom, 2003).

While there is substantial evidence that exposueddohol can be very harmful for the
fetus, resulting in FASD or intrauterine deathdsts have not yet determined a “safe” amount
of alcohol use for pregnant women. Curiously, astéo those of us today who are aware of
FASD, alcohol was used clinically to avoid prematlabor in the late 1960s and during the
1970s (Albertsen, Andersen, Olden and Gronbael4)2@@ough studies find no evidence of any
significant tocological effect. FASD is certainipked to heavy drinking during pregnancy
(Coles, Brown, Smith, Platzman et al., 1991; Mattséoodman, Caine, Delis & Riley, 1999;
Roebuck, Mattson & Riley, 1999), but the relatiapdetween light drinking and deleterious
outcomes is unclear. Though some researchers deskedrinking” during pregnancy (enough
to potentially damage the fetus) as an averageooé itthan one drink (0.50z) per day (less if
consumed in binge-drinking episodes) (Hankin & Spk695), other research has documented
FASD in children prenatally exposed to even smalfaounts of alcohol (Sood, Delaney-Black,
Covington, Nordstrom-Klee et al., 2001). The timofglrinking during pregnancy has been
linked to the development of certain anatomicakdesf or neurodevelopmental issues. For

example, the characteristic facial features usatidgnose FAS are short eye openings, a smooth



philtrum (the vertical groove between the nose @mgkr lip), wide-set eyes and a thin upper lip.
These facial features develop during the sixthinthnwveek of gestation. If the mother’s drinking
results in high blood-alcohol contents during timse, then these features are likely to be
negatively affected (May & Gossage, 2011). Thigadicularly important because many women
may not know they are pregnant during this timpeeglly if they have previously had irregular
menstrual cycles. Finally, frequency of maternabhbl use is thought to be a necessary
condition for FASD. It has been suggested thaF®® to occur, drinking must be frequent and
heavy over the course of the pregnancy (e.g. wdaklye episodes) (Abel, 1998).

The relationship between alcohol and fetal healttuither complicated by what appears
to be varying susceptibility to FASD. Animal andnman models have linked susceptibility to
FASD to genetic and epigenetic factors in the motindetus (Warren & Li, 2005). Alcohol
metabolism varies from one individual to the nexig pregnancy can affect alcohol metabolism
in a variety of ways. Furthermore, other physiaaiditions interact with genetic conditions.
Maternal undernutrition and low socioeconomic ggtesulting in high stress and poor health)
may increase the likelihood of fetal damage (Ah8B5; Abel & Hannigan, 1995). Women who
are older, have had a higher number of previougnamecies and a higher number of previous
births have been found to have children who areersewerely affected by fetal alcohol exposure
(Jacobson et al. 1996, 1998; May et al., 2005, 2P067, 2008). The combination of these
maternal risk factors suggests that it is womethénmost disadvantaged populations whose
children will suffer most severely from fetal al@texposure, further compounding existing
race and class health inequities.

Tobacco.Tobacco cigarette use is the leading preventahisecaf disease and death in

the United States (CDC, 2005). Despite numerousighbalth campaigns to combat maternal



smoking, 17.6% of pregnant women aged 15-44 reporent tobacco use (SAMHSA, 2012).
Tobacco use during pregnancy is especially preval@ong women with less than 12 years of
education, 20% of whom report smoking in theirditinimester of pregnancy (CDC, 2007). The
connection between education and maternal smokiggite strong. In one study, only 2% of
college-educated women reported smoking duringriamecy, whereas 25% of women who
attended but did not complete college smoked (Makamilton, Ventura, Menacker et al.,
2002).

There is unequivocal evidence that maternal smo&myexposure to second-hand
smoke cause lower birth weight (Cnattingius, 2dDdjmek, Solansky, Podrazilova & Sram,
2002; DiFranza, Aligne & Weitzeman, 2004; Misra &WNen, 1999; United States Department
of Health & Human Services, 2004, 2006; Ward, Le&iSoleman, 2007; Windham, Eaton &
Hopkins, 1999) as a result of fetal growth reswitt The underlying mechanism is not well-
understood and is likely complex, but it is thoutitstt smoking compromises uterine blood flow
and the carbon monoxide in cigarette smoke caugesxkmia (a deficiency of oxygen in the
blood). The consequence is a reduction in blooda {land therefore oxygen) to the fetus,
resulting in restricted growth. A meta-analysisl8fstudies (considering a total of 1,358,083
pregnancies) found that smoking was associatedavd®% increase in risk of placental
abruption (Ananth, Smulian & Vintzileos, 1999). As#-response relationship between maternal
smoking and preterm birth (33-36 weeks gestatiod)\aery preterm birth (<33 weeks gestation)
has been repeatedly established (Burguet, KamiAskgham-Lerat, Schaal et al., 2004;
Cnattingius, Granath, Petersson & Harlow, 19991tdan, Aggazzotti, Righi, Facchinetti et al.,
2007; Kyrklund-Blomberg & Cnattingius, 1998; Nable¢long, Ancel, Saurel-Cubizolles &

Kaminski, 2007). Smoking during pregnancy is alssogiated with a wide array of other



adverse birth outcomes, including spontaneous iabogrenatal death, cleft chins and deficits
in learning and behavior (Bennett, 1999; Lorenterdi@r, Goujard, Aymé et al., 2000;
Pastrakuljic, Derewlany & Koren, 1999). The freqexenf smoking-related adverse birth
outcomes has led the Surgeon General to statelthabating maternal smoking and smoke
exposure “may lead to a 10% reduction in all inféeaths and a 12% reduction in deaths from
perinatal conditions” (USDHHS, 2001).
lllicit Drugs

Heroin and prescription opioids. The issue of prenatal illicit substance use garhere
national attention in the 1960s and 1970s, wheonfluence of discoveries regarding the
“placental barrier” prompted concern about the thead fetuses. The rubella epidemic and the
thalidomide and diethylstilbestrol (DES) tragediesnonstrated to the public that the placental
barrier, once thought to protect the fetus, wasallst quite porous (Lester, Andreozzi and
Appiah, 2004). The diets and behaviors of pregmanmien suddenly presented potential threats
to the health of the next generation, and pregwanten’s bodies became the sites of public
health intervention. These discoveries coincidetth wie heroin epidemic of the 1960s-70s, and
thus some of the first research on the impactioftidrugs fetal development focused on heroin
and methadone (e.g., Blinick, Wallach, Jerez ankkAnan, 1976; Kandall, Albin, Gartner et
al., 1977; Naeye, Blank, LeBlanc and Khatamee, 1Pé8mutter, 1974; Pelosi, Frattarola,
Apuzzio, Langer et al., 1975). The 2011 Nationav®y of Drug Use and Health showed higher
numbers of heroin users and initiates than in spnoe years. News reports have linked this
trend to the rapid increase in prescription opsdiese, citing individuals who report replacing
expensive prescription opiates with cheaper, meadable heroin (Schwartz, 2012; Steinway,

2008). This connection appears to have found sampeast in scholarly and professional



literature (Inciardi, Surratt, Cicero and Beard)20Lankenau, Teti, Silva, Bloom et al., 2012;
Office of National Drug Control Policy, 2007; Siég@arlson, Kenne and Sworda, 2003).

The NSDUH includes in its measure of illicit drugeuthe nonmedical use of prescription
drugs. Nonmedical use of prescription drugs isthivel most common drug category of abuse
after marijuana and tobacco. The most frequentlsat) prescription medications are opioid
pain relievers (SAHMSA, 2012). White women are mldeely to abuse prescription opioids
than women of color. Alarmingly, prescription dralguse appears to be increasingly at a rapid
pace. The number of individuals receiving treatnienprescription pain reliever abuse more
than doubled from 2004-2009, far exceeding treatmisits for other drugs of abuse
(SAHMSA, 2010). Data from the Centers for Diseasattbl and Prevention (CDC) National
Center for Health Statistics indicate that abusepadids is driving the increase in drug overdose
deaths, which increased in 2010 for the eleventisecutive year. In 2010, nearly 60% of drug
overdose deaths (22,134 of 38,329) involved phaeotazal drugs, and three of every four of
these cases involved opioid pain relievers suatxgsodone, hydrocodone and methadone
(Jones, Mack & Paulozzi, 2013). Between 2000 ar@®2prenatal maternal opiate use increased
from 1.19 to 5.63 per 1000 hospital births per y@atrick, Schumacher, Benneyworth, Krans et
al., 2012)

Taken as prescribed, opioids can provide powedir pelief, as they bind with natural
morphine omureceptors in the human body to produce feelingauphoria and decreased
perception of pain (Trescot, Datta, Lee & Hans@&9&). These medications have a powerful
potential for physical and psychological addictiaa,a common complication of opioid
treatment is increasing tolerance resulting in easing effectiveness (Benyamin, Trescot, Datta,

et al., 2008). As tolerance increases, greatergissanust be taken to achieve the same effect,



increasing the potential for overdose. Overdosereanit in death through respiratory depression
or aspiration of the stomach contents (Americanegel of Obstetricians and Gynecologists,
2012).

While withdrawal from opioids is unpleasant for mosers, it is especially dangerous for
pregnant women, as withdrawal has been linked dotsppeous abortion. Other obstetrical
complications among opioid-dependent women inclattauterine growth retardation (resulting
in low birthweight), preeclampsia, placental ingtiéncy, chorioamonionitis (bacterial infection
of the fetal membranes), premature labor, prematyptire of membranes and intrauterine death
(Kaltenbach, Berghella & Finnegan, 1998). Aftetiinfants may exhibit symptoms of
Neonatal Abstinence Syndrome (NAS), including hypiability and dysfunction of the
nervous system, gastrointestinal tract, and respyaystem (Finnegan & Kaltenbach, 1992).
Between 2000 and 2009, the incidence of NAS amasgital-born newborns increased from
1.20 to 3.30 per 1000 births per year. Total hasgharges for NAS during this time period are
estimated to have increased from $190 million t&Gbmillion, adjusted for inflation (Patrick et
al, 2012). State medicaid programs are the predamhipayer for opiate-using mothers (60.0%)
and exposed newborns with NAS (78.1%) (Patrick.eR812). However, it is possible that
some of the increase in NAS diagnoses could bipatixd to growing recognition of NAS
symptoms and increased surveillance of pregnantemom

Cocaine Cocaine is perhaps the substance most strongbgiassd, at least in the minds
of the public, with maternal drug use, fetal drug@sure and adverse fetal health outcomes.
This connection was formed during the crack cocepidemic of the 1980s and early 1990s.
The shift in cocaine consumption patterns facitblby the development of “crack” cocaine

reduced the price and availability of the drugvirresly, powdered cocaine was associated with



middle- and upper-class users. It was the “champafdrugs,” expensive, high-status and
linked to Hollywood playboys and Wall Street busismen. The introduction of “crack,” a
relatively cheaper, smokeable form of cocaine différed a short, intense high, increased the
availability of the drug to urban minorities (Lyo&sRittner, 1998).

The link between crack use and poor communitietdr heightened public anxiety and
incited more negative and punitive attitudes towalsse using crack, especially pregnant
women and mothers. Mothers using crack were allégédve multiple pregnancies within short
periods of time, to exhibit little interest in ataloften abandon their infants, and to be sexually
promiscuous (Boyd, 2004). Crack was believed to anwvoman’s “maternal instincts”, leading
to widespread child neglect and abuse (Gomez, 1985(Jical literature on this topic from
1985-1990 was alarmist in tone, linking cocaineasxpe to physical, mental and emotional
irregularities. Early studies suggested that crexgbesed infants had low birth weights, small
heads and neurobehavioral deficiencies. An eaunlyysof 36 primarily urban hospitals led to an
estimate that 11% of women abused chemical sulegahaing their pregnancies (Chasnoff,
1989). This figure was then hastily extrapolatethnational population to result in an estimate
of 375,000 drug-exposed infants born each yearsd karly estimates of the number of “crack
babies” were widely publicized in news coverage, d&nydhe time more realistic figures
emerged, the impact of the ensuing public pani¢dcoat be reversed (Daniels, 1997; Gomez,
1997; Lyons & Rittner, 1998; Roberts, 1999). Theatave of the crack-using mother and her
addicted baby was created, the crack epidemic&lftey characters — the pregnant addict and
the crack baby, both irredeemable, both Black. griegnant crack addict was portrayed as an
irresponsible and selfish woman who put her lovecfack above her love for her children”

(Roberts, 1999: 156).



In the early 1990s a second wave of research walsspad, indicating a serious lack of
scientific rigor in first-wave studies and showithgt, after controlling for poverty and polydrug
exposure, there were few differences in the devetagal scores of two-year olds from the
cocaine-exposed and control groups (Azuma & Ch&sh993; Hurt, Brodsky, Betancourt,
Braitman et al., 1995). These later studies ideatithe influence of other drugs (especially
alcohol and tobacco), poverty, and poor environmasrotential contributors to gaps in
development originally attributed to illicit drugmosure. A 2001 meta-analysis on prenatal
cocaine exposure found scant evidence of longtéiente (Frank, Augustyn, Knight, Pell &
Zuckerman, 2001), leading Chavkin (2001: 1626)aoctude that “The modest and inconsistent
nature of findings [of the effect of prenatal comaexposure] to date suggests that these harms
are unlikely to be of the magnitude of those asgediwith in utero exposure to the legal drugs
tobacco and alcohol.” The differences initially ebg&ed between exposed infants and their
unexposed peers were likely due to confoundingpfaassociated with poverty (Hurt et al.,
1995).

Methamphetamine Relative to cocaine, heroin, alcohol and tobacaethemphetamine
use during pregnancy has received substantiakyd&ention in the media and in academic
literature. This is likely due to its more recenpplarity as a drug of abuse and because
methamphetamine use is not concentrated in impshvedi urban areas historically associated
with drug use and other social problems. Methangyhite has existed as a synthetic substance
since 1919, but it was not until the 1990s that mewys to “cook” methamphetamine appeared,
resulting in a more potent substance. At this timethamphetamine use increased in the rural
Midwest, as rural locations are ideal for cookimgéuse they are isolated and have available

supplies of anhydrous ammonia, a common farm ifegtilnd methamphetamine ingredient.
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Since this time, methamphetamine has become thet‘widely abused and most frequently
produced synthetic drug in the United States” (Dleu2011: 1).

Methamphetamine users are disproportionately ventetend to be unemployed or
working in blue collar occupations (Herz, 2000; &® Hansell, 2005; SAHMSA, 2005;
Rodriguez et al., 2005). Women who use methamphe&during their pregnancies are more
likely than non-using women to be of lower socicemic status, to receive less prenatal care
and to have been diagnosed with psychiatric dissrdemental illnesses (Shah, Diaz, Arria,
LaGasse et al., 2012). Though both the methamplhetansing and non-using groups studied
by Shah and colleagues (2012) included individudie had used alcohol, tobacco and
marijuana during their pregnancies, use of theseraubstances was more common and more
frequent in the methamphetamine-using group. Expogants were slightly shorter and had
smaller head circumferences (Shah et al., 2012)idunot exhibit other conditions previously
associated with methamphetamine exposure, inclutting withdrawal symptoms, tachycardia,
facial dysmorphism, skeletal or cardiac defectsespiratory problems (Plessinger, 1998). Shah
and colleagues (2012) attributed the more sevathheonsequences found in earlier studies to
poor study design, including the lack of matcheahparison groups and failure to control for
polydrug exposure.

Mothering and Substance Use

Pregnancy is not the only time period in which maésubstance use presents a
challenge for maternal and child health and devekg. There are concerns that substance use
problems interfere with a mother’s ability to nudwand protect her children. Parenting problems
in populations of substance-using women are ofteibated to the substance use lifestyle.

Research suggests that children whose parents abbstnces are more likely to experience

11



maltreatment (Chaffin, Kelleher & Hollenberg, 19®%agura, Laudet, Kang & Whitney, 1999)
and abuse (Walsh, MacMillan & Jamieson, 2003). Aasanalysis of 155 studies found parental
substance misuse to be significantly associatell thvé physical abuse of children (Stith, Liu,
Davies, Boykin, et al., 2009). However, in thewigav of literature linking parental substance
abuse to child maltreatment, de Bortoli and collesy(2012) find that many of these studies
draw their samples from social services or cowtrrgs and thus the sample likely represents the
most serious cases of child abuse. Women of loa@osconomic status are also more likely to
be overrepresented in samples drawn from socigicgeagencies. Finally, many of the studies
fail to take into account contextual factors likeorbid psychopathology, parents’ experiences
of abuse, and risks associated with living in poxerhe authors conclude that there is an
alarming lack of studies examining the interplagn®en other risk factors like polydrug abuse,
paternal drug use, stress, domestic violence amdaineealth (de Bortoli, Coles & Dolan, 2012).
Many studies have demonstrated that women are leaphbsing substances and
adequately parenting their children, though ags thédstance use becomes more severe, this
balance becomes more difficult to maintain (Harg&sBlack, 1999; Murphy & Rosenbaum,
1999; Scannapieco & Connell-Carrick, 2007). Muclhef risk to children may come not from
the parental substance use itself, but from thadth and high risk lifestyle” associated with
illicit drug use (Hulse, Milne, English & Holman928: 1040; Hulse, English, Milne, Holman &
Bower, 1997). Others argue that many of the pargrdifficulties attributed to substance use are
common among non-using populations of mothers éasimilarly difficult life circumstances
like parenting in poverty, social isolation, vioterlationships or unstable housing (Banwell &
Bammer, 2006), though women who use illicit drugsaften blamed for their parenting

difficulties in ways that other women are not. distbeen suggested that women’s substance use
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and parenting difficulties may have common causesdhildhood trauma, violence in their
families of origin, the stress of living in povergxperience of violent intimate relationships, and
mental illnesses (Hans, Bernstein & Henson, 1998ix. and colleagues (2003) found that
greater parenting stress and potential child abndeneglect were associated with maternal drug
users who had at least five of the following risketernal depression, domestic violence, non-
domestic violence, larger family size, no co-pararitome, negative life events, psychiatric
problems, homelessness, and severe drug use.iThppears that the factors that increase the
risk of child abuse and neglect by maternal sulcstaisers are likely to be the same factors that
increase the risk of abuse from non-using paréits.authors conclude that their findings
support a theory of risk accumulation, that “redesd of the specific risk, as the number of risks
increase or when they reach a threshold, ther@aégative impact on parenting and on
children’s development” (Nair, Schuler, Black, Keetter & Harrington, 2003: 1013).

Though they may be depicted in the media as urnganmacking maternal instincts,
women struggling with substance use have demoadttaith a desire and an ability to be ‘good
mothers’, to provide for their children and to malexisions regarding their care (Baker &
Carson, 1999; Brudenell, 2000; Hardesty & Black9)9 Interviews with substance-using
mothers have revealed a hierarchy of strategiesogmnh by these women to protect their
children, including desisting from drug use or shihg to a less harmful substance, organizing
childcare with family members or trusted friendsimtaining active roles in their children’s
lives, and even voluntarily placing the childreritwa family member (Boyd, 1999; Hardesty &
Black, 1999; Murphy & Rosenbaum, 1999). Despits¢hmothers’ efforts, children removed
from substance-using parents are less frequenihifred with their mothers, tend to remain in

out-of-home placement for longer periods of timd are more likely to experience multiple
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placements than the children of non-users (Beshda@80; Walker, Zangrillo & Smith, 1991).
This is especially the case for children from mityolamilies (Tracy, 1994). There is evidence
that loss of child custody can be a trigger foapsk for recovering women (Smith, 2009; Sun,
2007; VanDeMark, 2007), which may complicate worsattempts to reunify their families.
Past and Present Policies

The legacy of the “crack baby” panic has been #&fpration of deterrence-based
criminal justice policies. These policies are hbaeen criticized for contradicting the
recommendations of major medical groups, for disggng women from seeking prenatal care
and substance abuse treatment, and for discrinmpatdacomes for poor and minority women
(Figdor & Kaeser, 1998; Paltrow, 1997; National égation of Alcoholism and Drug Abuse
Counselors, 1998).

The American College of Obstetricians and GynedstedACOG, 2008: 1)
recommends that pregnant women abstain from ala@ropletely, taking the position that “no
amount of alcohol consumption can be consideregldafing pregnancy.” The recommendation
of complete abstinence from alcohol during preggdras been translated into law. For
example, in Wisconsin the state may take a womtananstody if she is pregnant and
demonstrates “habitual lack of self-control” in tlee of alcohol or controlled substances (Wis.
Stat. Ann. § 48.193). South Dakota (S.D. Codifieavk § 34—20A-63) and Minnesota (Minn.
Stat. Ann. § 253B.02, subd. 2) laws authorize thié @mmitment of women who are pregnant
and abusing alcohol or drugs. Where states lackifsplaws mentioning drug or alcohol use
during pregnancy, prosecutors have used laws writt¢arget for child abuse, child neglect,
contributing to the delinquency of a minor, caudimg dependency of a child, child

endangerment, delivery of drugs to a minor, drugspesion, assault with a deadly weapon,
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manslaughter, and homicide (Paltrow, 1992) despitepme cases, explicit provisions
protecting pregnant women from punishment (Fla00Q9; Paltrow and Flavin, 2013). In their
study of state actions taken against 413 womeharunited States between 1973 and 2005,
Paltrow and Flavin (2013) identified 15 cases inchfalcohol was the only drug mentioned.
While this may seem a tiny number, it is importentemember that in most of the cases
identified by Paltrow and Flavin (2013), state actwas taken with no evidence of actual harm
to the fetus or newborn and no adverse pregnantcpme was reported. In one particularly
startling caseState of Wyoming vs. PfannensteR9-year old woman went to the police to
report that she had been physically abused byusyand. She had bruises on her neck, arms
and back and was concerned that her fetus migle been injured. She went to the hospital
emergency room for treatment, but was arrestedusecshe was intoxicated and deemed to be
abusing her unborn child (Lewin, 1990; Paltrow, 2909 he judge dismissed the case on the
grounds that no harm to the fetus had been showtmdmetheless, in this case, a battered
woman seeking treatment was still deprived of Hirty for alcohol use during pregnancy.
Similar policies have been enacted to detect améspypregnant women who use
cocaine. Despite new evidence that prenatal coedpesure was not as harmful as initial
studies suggested and that abject poverty may blatoe for poor infant health, the image of the
“crack baby” and his wanton mother survived. Theatave of the monstrous crack-using
mother is reflected in news media depictions olsatice-using mothers. Springer (2010) found
that, despite greater evidence for the teratogenuiperties of alcohol and tobacco, crack
cocaine-using mothers were more likely to be depiad New York Times articles as “bad
mothers” and to be scapegoated for social probléMhshol- and tobacco-using mothers were

less likely to be portrayed using negative franvgsmen in the news articles, regardless of the
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drug they used, were more likely to be portrayed megative frame if they were low-income or
race/ethnic minorities. Pregnant alcohol and cresges were also blamed for overburdening the
foster and adoption systems with damaged and utaolepchildren. Given what we now know
about the lack of long-term effects of prenatalaine exposure, it is more likely that the “crack
baby” epidemic manufactured in part by the medar$a greater share of responsibility for
exposed infants being deemed damaged and unadegiadplosed children were described in
the articles as “languishing,” “damaged,” “neglekteaand “abused” (Springer, 2010: 495) while
mothers were “evil” women who deserved to “getithebes tied” or “buy a gun and shoot
themselves with it” (2010: 492).

In their review of the literature, Banwell and Baem(2006) note the epidemiological
construction of a deviant risk group that stigmegimothers seeking treatment for substance use.
The authors argue that the construction of risegates pits the health and welfare of young
children against the behaviors (and failures) efrtmothers, who are considered only to the
extent that they transmit harms to their childr2d06: 505). Substance-using mothers and
pregnant women are considered part of a highercaségory than other women and may be
placed under heightened surveillance by healthwagithre professionals, increasing the
likelihood that they will suffer consequences ramggirom subtle discrimination to child removal
and arrest (Boyd, 1999; Murphy and Rosenbaum, 1P8Rrow, 1999). Fear of these
consequences represents a significant barrier&éofeamothers and pregnant women, with
many mothers reporting that they delayed or avomtedatal care altogether out of fear of
punishment (Murphy and Rosenbaum, 1999; Poland,dowski, Ager & Sokol, 1993; Roberts
& Nuru-Jeter, 2010; Roberts and Pies, 2011). Thexebdf stigmatization, discrimination and

fear of punishment present a barrier to wanted. ddris creates a health risk, since substance-
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using women whalo receive prenatal care experience more positiva bitcomes and have
greater opportunities for other health promotingnventions than women who do not receive
care (Berenson, Wilkinson & Lopez, 1996; EI-Mohandeal., 2003; Green, Silverman, Suffet,
Taleporos & Turkel, 1979; MacGregor, Keith, Baclaidh Chasnoff, 1989; Racine, Joyce, &
Anderson, 1993; Richardson, Hamel, Goldschmidt &,[1899).

When pregnant women seek treatment for their snbstase, they may find that there
are no suitable treatment programs available. Mmaograms refuse to treat pregnant women and
do not allow children to stay with their motherscassitating some sort of long-term childcare
while women are in treatment. For example, in #te 1990s hospital staff at the Medical
University of South Carolina (MUSC) worked with & to secretly search pregnant patients
(predominantly African American women) for eviderafedrug use and facilitate in-hospital
arrests. Defenders of this policy claimed thatgbal was to get women into treatment, because
they would not go voluntarily. At the time, notiagle drug treatment program in the state
provided services for pregnant and parenting wo(Rattrow, 2002: x). Furthermore, in spite of
the claim that drug-exposed children were sevdratyned (and thus the justification for
punishment of drug-using women), no program tottoeanonitor the children existed (Paltrow,
2000: x).

Policies and procedures designed to detect preginagtusers are organized in a manner
that disproportionately impacts low-income womertaibr. For example, South Carolina’s
program, which requires medical professionals pmreprenatal drug use, is instituted only in
Charleston’s low-income urban hospital and enfoimelg for Medicaid clients (Springer, 2010).
In Pinellas County, Florida, despite urine toxigpioesults demonstrating equal prevalence of

substance use for white women and black womenk laenen were reported to criminal justice
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authorizes at a rate approximattdn times greatethan the rate for white women (Chasnoff,
Landress, Harvey and Barrett, 1990). Low-income womvere also more likely to be reported.
The cumulative effect of socioeconomic disadvantageeased surveillance and monitoring,
and discriminatory and punitive policies placesmpwomen of color and their children at a
greater risk of negative health outcomes, lossustarly, and involvement with the criminal
justice system. These policies persist despitaerdinary consensus by public health and
medical associations that such actions undermteengts to improve maternal and infant health
(e.g., American College of Obstetricians and Gytagists, 2011; National Perinatal
Association, 2011; American Psychiatric Associat®®01; American Nurses Association,
1991; American Academy of Pediatrics, 1990; Martbimes, 1990; National Council on
Alcoholism and Drug Dependence, 1990).

The stigmatization and poor treatment of illiciugrusers stands in stark contrast to the
treatment of those who use alcohol and tobaccoléfinegnant women are likely to be
monitored by others and have others pass comm#myfchoose to use alcohol or tobacco, the
criminal penalties attached are not nearly so gevéris is in contradiction to the known
teratogenic properties of alcohol and tobacco, Wwhie better known than the effects of many
illicit drugs. This is further evidenced by the fdlcat major public health and medical
associations are in consensus that such policésromine maternal, fetal and child health.
Deterrence-based policies treat women’s substase@sia monolithic issue of deviance
divorced of socioecological influences like womepé&st or current victimization, lack of

resources, and possible comorbid mental healthecigs.
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The Need for a New Theoretical Model

The punitive approach towards substance-using pregmomen is grounded not in
medical or public health research but in criminadagdeterrence or rational choice theories.
These theories are rooted in the classical scHawiminology, which views human behavior as
a function of rational choice (e.g., Beccaria, 11663). Deterrence theory assumes that severe
penalties imposed on offenders will prevent theomficommitting further crimes and will also
deter others from committing similar crimes. Thesories remain popular in the United States
because they resonate with “common-sense” beledfatahe causes of crime, and they are
reflected in the preponderance of “get tough” m¢ettions that have dominated criminal justice
policymaking over the last several decades (CuReatt, Miceli and Moon, 2002). The
deterrence approach remains popular despitedwidence that it is effective. Two meta-
analyses have sought to answers questions aboepieical status of deterrence theory. Pratt
and Cullen (2005) examined over 200 aggregate-uelies of crime and found that many of
the variables specified in macro-level tests oédence approaches were consistently among the
weakest predictors of crime rates. At the micreelegonsidering how individuals weigh or
perceive the costs and benefits associated widndiihg, Pratt and colleagues found that the
mean effect sizes of the variables specified bgrdence theory are modest to negligible,
concluding that this finding “suggests that thesesuof criminal conduct are multifaceted and
extend far outside the limited range of deterrgheery” (Pratt, Cullen, Blevins, Daigle &
Madensen, 2009: 383-4). Further evidence sugdestsvhile imprisonment may actually
increase the likelihood of recidivism for a gengrapulation of offenders, the criminogenic
effect of imprisonment on drug offenders may beneawere pronounced (Spohn & Holleran,

2002).
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For the issue of illicit substance-using mothers,drgument seems to be that if women
are sufficiently afraid of punishment, they wilthél a way to change. Such an argument ignores
the multitude of socioecological factors influergcinmomen’s health behavior. It also assumes
that women are not already concerned about thé¢hhefatheir fetuses and that they make no
efforts to seek help. In contrast to these assumgtimany substance-using pregnant women
report that their pregnancies served as catalgstshange, prompting them to decrease or cease
their substance use (Copeland, 1998; Mallory &r§t2000; Murphy & Rosenbaum, 1999;
Noble, Klein, Zahnd & Holtby, 2000; Pursley-Crottie& Stern, 1996; Sterk, 1999). This
evidence stands in stark contrast to the notionthiese women do not care about their health or
the health of their children. It does not appeat thational actor” models offer a sufficient
explanation or understanding of the issue of matesabstance use.

The weakness of rational choice and deterrence Imade=xplanations of the behavior of
substance-using women or to offer effective intataas suggests that we must find a new
approach. This is necessary for both practicalmachl reasons. Practically, deterrence models
appear unlikely to achieve the purported goalsngfroving maternal, fetal and infant health
outcomes. The threat of punishment is unevenlyidiged by race and class and discourages
women from seeking treatment that may improve healtcomes. Furthermore, the risk of
punishment appears to be lowest for the use ohaland tobacco, when these substances have
the strongest potential for fetal harm. A differémtory of behavior motivation may better
explain women'’s pathways in and out of substaneentsle pregnant or mothering and the
various strategies they employ as they experidmsdransition. Sociopsychological theories of
identity offer a promising avenue of inquiry seldemployed in criminology. Specifically,

narrative identity theory offers an explanationttoe construction of identity over the life course
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and the power of identity to explain behavior. Tiisory would provide a more complex
understanding of women’s experiences told in tbein words, situating their experiences of

motherhood and substance use within the contetkieif lives.
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CHAPTER Il

Theoretical Framework

Narrative identity theory states that individuagmdities are constituted by the integration
of life experiences into a “personal myth” or “lééory,” which provides the individual with a
sense of coherence and purpose. This is a promapipgpach for the study of substance use
during pregnancy and motherhood because it linkmevos experiences and the meanings they
attach to these experiences to both their positidhe social structure and to their behavioral
motivations and intentions. By understanding hownsa experience pregnancy/motherhood
and substance use, we may improve our understantithgir perspectives and health behavior
and better inform our models of intervention andltiepromotion.

This chapter presents the theory of narrative ideas an alternative to the
deterrence/rational choice approach to the toproatherhood and substance use. This
sociopsychological theory examines the way thawviddals construct their identities through
the telling of stories about their lives. In thedaof “master narratives” that stigmatize or spoil
certain identities, individuals craft stories tohtallenge these narratives and allow them to form
coherent, agentic selves. The chapter begins wittvarview of the theory, followed by an
explanation of the development of the identity-¢tasng narrative over the life course. It then
turns to the role of master narratives in castergain identities as damaged or spoiled. Finally,
it concludes with a discussion of resistance toteragrratives through the telling of
“counterstories” and how telling and hearing cousttwies can help to repair damaged identities

and restore moral agency.
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The Relevance of Story-Telling to Identity Developrant

Studies have found that story-telling is ubiquit@Bshanek, Marin, Fivush and Duke,
2006; Miller, 1994; Miller, Fung & Mintz, 1996; Mér, Wiley, Fung & Liang, 1997; Thorne,
Korobov & Morgan, 2007; Wang & Fivush, 2005): huradell stories. We tell them to entertain,
educate, explain, and persuade. We tell them teluldren to put them to sleep at night. We tell
them to our friends and loved ones when we retomeheach day or see each other after long
periods of time. Importantly, we tell stories tokaaense of our lives and the lives of others, to
imbue them with meaning and continuity. As McAda@2806) explains, we cannot understand
others and what their lives might mean without hg\some sense of their life stories, and we
cannot understand ourselves and what our lives m&ancannot see our lives as intelligible
and coherent stories. In essence, “stories givaiugentities” (McAdams, 2006: 76). It follows,
then, that an individual’s identity can only be lamothrough the stories she tells and the stories
told about her. Bruner (1990, 2002), Gergen andy&e(1988), McAdams (1988, 1997, 2006),
and Polkinghorne (1988) all contend that persoaaiatives, both their form and their content,
are people’s identities. The relationship betweenystord identity is reciprocal: identity is
shaped by the life story being told while simultangly infusing the life story with content and
meaning (McAdams, Josselson & Lieblich, 2006). identity is particularly important in the
modern world, where the self has come to be searreffexive project for working on,
developing, improving and perfecting (McAdams, 198897, 2001). While people see the self
as complex, layered, and dynamic, they also fe#lang urge for a coherent self that is unified
and purposeful — they seek to lead “a life of psgiar to “make life meaningful.” This quest
for self-coherence is situated within discordarituwzal parameters wherein every positive model

and example of how to live a meaningful life hasiealrawbacks and nothing close to
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consensus about “meaningful life” exists. Thus, MaAs (2006: 313, n. 19) concludes that
“[iln modern life, constructing your own meaningfid€ story is a veritable cultural imperative.”
Human Capacity for Storytelling

Psychologist Jerome Bruner (1986) distinguishewéden two different forms of human
knowing: paradigmatic knowing and narrative knowiRgradigmatic knowing is the knowing of
cause and effect through science and rational diseoParadigmatic knowing concerns the
search for a logical and causal truth. In contrgestrative knowing is what we learn from stories.
Bruner argues that it is through stories that wdax human conduct. According to Bruner,
stories are told when there is a “deviation froouliure’s canonical pattern” (1990: 49-50).
Something must happen to make the story wortmteHi the character’s intentions must be
thwarted or some obstacle arise that must be ower@y resolved before the story’s end. In this
way, narratives are deeply embedded in a cult@mabi of expectations. The structures of
cultures, societies, polities and economies shapeatations of how individuals move through
time and place and engage in interactions withretideaning is made of human behavior in the
context of these structures, and deviations fraocatrally-informed expectations must be
explained and resolved through story-telling.

Bruner cites, as support for his argument that mawaae natural story-tellers, the
phenomenon of episodic memory. Episodic memorydgmponent of human psychology that
allows us to recall specific events (episodes) foampasts. We can recall memories of
important events and, in a sense, relive and regque them. This is in contrast to semantic
memory, which is our ability to remember factudbnmation (important dates, figures, numbers
and locations). Not all that we experience is inigarenough to be coded as an episodic

memory. We tend to create episodes of particukamgtional events. These episodes are the
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“dots” connected by stories; our episodic memaoalésy us to connect past episodes to
imagined futures and thus explain our own or othetons over time. Episodic memory is
necessary for story-telling, as McAdams (2006: B9#Bustrates through the story of a young
man who survives a motorcycle accident. In thedmetti the young man suffers a brain injury,
specifically an injury of his brain’s medial tempblobes and hippocampus. As a result of the
injury, the young man in this story is unable toess his episodic memories — he cannot
remember any important life events from the timéisfbirth until the present day. Unable to
recall or create episodic memories, he is also lertalxonstruct a narrative to explain his
conduct or to predict his future. He is unablexplain what he plans to do later in the day or
why. He can still, however, recall facts and figufieem before his accident. He remembers
where he was born, the names of the schools hedatle and other factual information stored in
his semantic memory, but he cannot remember thet®teat happened at these locations. It is
clear that his semantic memory is at least somewakeatt, but his episodic memory is not, and it
is the loss of his episodic memory that prohibita from connecting past events to imagined
futures. This suggests that the human story-tettaqgacity is key for formulating behavioral
intentions and making plans for the future, botpamant factors in understanding of how
substance-using individuals employ strategies ahh@&duction or make plans to quit.
The Development of Narrative Identities

Early childhood. The capacity for story-telling develops throughchitdhood and
adolescence. The developmental psychologists disduselow have identified several critical
stages for identity development. It is importantitmlerstand this process in order to place

women’s life stories in context. Disruptions, traatra experiences, or changes in the social
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environment during childhood may have a lastingaotn the stories women tell as adults.
Understanding this process helps to connect indalidtories to theory.

McAdams (1997) traces the development of storytglability and narrative identity to
its roots in early childhood. He begins by recogrgzhat most peoples’ episodic memories
begin around the time they were three or four yeltsHe connects this recognition to
neuroscience research suggesting that humans dawet'extended consciousness” until
around two years of age (Damasio, 2000). Extendadaousness allows children to take the
role of narrator. At this age children start to elep reflexivity, the ability for the “I” to think
about and act towards the “me.” By the end of teegond year, most children have started to
personalize episodic memories and are developiragieobiographical memorgHowe and
Courage, 1997) by organizing past events as “thimgishappened to me.” From this point on,
“the “me” expands to include autobiographical rémxtions, recalled as little stories about what
has transpired in “my life”” (McAdams, 2006: 312,1%).

The development of reflexive thought is an imparfast step in the development of
storytelling, but it is for another year or two tlehildren start to understand human behavior as a
result of motivation. Children first understandttpbaople do things becauey want tpand
later understand that people do things becausdnaft they believeA large body of
developmental psychology research demonstrateslthizig the preschool years, children
develop aheory of mindthey come to understand that other people hasesdeand beliefs and
that they act upon those desires and beliefs @agan-Cohen, 1995; Sodian & Kristen, 2010;
Bretherton & Beeghly, 1982). Parents typically amege their children throughout this
developmental period (Fivush & Kuebli, 1997), stlating each child’s memory and telling of

the past by reminding the child of recent evenRefthember when we went shopping yesterday
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and you rode in the cart?”) and encouraging childeetalk about their personal experiences
(“What happened at school today?”).

Life motives begin to form in the elementary schpedrs. These motives provide energy
and direction for behavior, and thus motives shapddentities by emphasizing particular
themes in our life stories. McAdams (1997), drawamgthe work of psychologist David Bakan
(1966), suggests that there are two major motimatithemes: agency and communion. Agentic
themes concern power, autonomy, independence ang stvhile communal themes include
strivings for love, intimacy, interdependence andeptance (McAdams, 1997: 71). Individuals
whose narratives feature strong agentic themesemgohasize the importance of individuality,
mastery of a skill, knowledge set or the environtnand the quest for self-improvement. In
contrast, individuals with strong communal motigas are more interested in feeling connected
to others, fostering strong relationships and pigdting in something larger than themselves.
These themes emerge in late childhood and begjouvern goals and behaviors. It is in the
adolescent years that the narrative identity iy weeated, though it is clearly built upon and
structured by the images, themes and self-reflestexperienced by the individual during
childhood. The stories that children see, hearlawelinfluence the kinds of images and themes
they eventually incorporate into their own sto@ssadults.

AdolescenceThe biological changes of puberty coincide withmitige changes and
adolescents become increasingly capable of abstraatiht. The adolescent is now able to
reason abouwhat isversusvhat might beand to view reality as a subset of possible adtiera
realities. McAdams (1997) argues that these nelitiabimay prompt the adolescent to look
back on her life and note inconsistencies, occasiren she acted in one way but could have

acted in another. For example, an adolescent giyl be well-mannered and deferential at her
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father’s company picnic but be more rebellious whenwith her friends. This inconsistency
prompts her to wonder “Who am 1?” — the well-mamaedaughter or the independent rebel?
It is at this stage that individuals start to realihat they can be many things to many
different people. The adolescent girl can playrtile of the student, the daughter, the fun-loving
friend, the anti-establishment rebel. Of coursehithe realization that one has many selves
comes the realization that the “real self” is uaclds the girl not her “real self” when she’s at
home with her family, or is she being “fake” whéress out partying with her friends? Of
course, the answer is that all these “selves” areqd who she is, and the solution to her
confusion is to find a way to incorporate these ynsglves into a coherent life narrative. The
adolescent does this by “backgrounding” her maihyesewith an ideological setting. McAdams
(1997: 84) states that this ideological backgrowsniecessary for the fashioning of narrative
identities, because “each of us must also comertesmplicit conclusions about the meaning of
the world, so that our identities may be anchongdibological truths.” These truths are
discovered through interactions with others; theldgical truths available to us are restricted
by our positions in the social structure, at l@aisially. We consolidate the ideological settings
for our narrative identities through interactionghwthose around us. Like motivation and
behavior, fundamental beliefs and values also dedm characterized by the tension between
agency and communion. ldeologies concern whatiesand what is good. Agentic ideologies
emphasize autonomy and well-being of the individaral the importance of ethics that protect
individual autonomy from encroachment by othersn@wnal ideologies, in contrast,
emphasize group and interpersonal relationship mighly than individual rights and
freedoms. In this sense, the “goodness” of a pdaiaction can only be evaluated by

considering its social ramifications; “What is gamadd what is true depend on who is involved
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and what is at stake” (McAdams, 1997: 88). Whileas been suggested that women are more
likely to adopt communal ideologies and men to adgentic ideologies (Gilligan, 1982), to
date, psychological research has not provided itiegrsupport for such a gender division
(Brabek, 1983; Ford & Lowery, 1986). It is cleaowever, that the ideological settings
established in adolescence remain relatively sthibteighout the adult years (Krosnick &
Alwin, 1989; Loevinger, Cohn, Bonneville, Redmoteak, 1985).
Structural Restraints on ldentity Construction

The fledgling narratives of adolescents are oftanidstical and self-aggrandizing, stories
that affirm perceived uniqueness. Elkind (1981 )cdbss the content of teenage diaries and
letters as affirming the individual’s perceived queeness (“Nobody understands me,” “I am
different,” “Nobody has ever felt the way | do”)dpotential for greatness (fantasies about
changing the world or achieving celebrity). Thesespnal fables may be dismissed by adults as
flights of fantasy or delusions of grandeur, b@ytlare healthy and developmentally appropriate:
these adolescents are simply flexing their imagreanuscles and considering the whole range
of possibilities open to them. With time and expecde, their expectations will be adjusted; these
first attempts at narrative are just drafts that lsa “rewritten, reworked, and made more realistic
as the young person becomes more knowledgeable titgoopportunities and limitations of
defining the self in his or her particular socief{iMicAdams, 1997: 80). Sadly, or perhaps just
realistically, young adults become aware that tigintities are grounded in a social world that
imposes restrictions and limitations on those wiihiWWe must all come to the realization that
“identities begin and must ultimately remain woveto a historical and social fabric”

(McAdams, 1997: 80).

29



The individual's social, political and culturalveronment structures the availability of
resources for constructing identities. An indivilsi@osition in the social structure may
determine the images and narrative fragments dlaita her as she creates her own narrative
identity. As Foote and Frank (1999: 177) explajtihe social availability of preferred stories,
and the assimilation of experience to these nagsiis how power works. The power of the
dominant discourse is to include some storieslibte and to exclude others as marginal and
abnormal.” Each individual adopts a narrative basethe archetypes “proposed, suggested and
imposed on him by his culture, his society andsbisial group” (Foucault, 1988: 11). Thus, the
types of narratives individuals concoct and thedsdhey use to construct them reflect the
dominant sociocultural and historical paradigms.

Identity Construction through Interaction

Of course, we are not the sole creators of ourtitiest despite what the motivational
posters may tell us, we cannot be whoever we veabét We live in a social world full of other
storytellers casting us as characters in their pamnatives; at best, “we are never more than
coauthors of our life narratives” (Maclintyre, 1924:3). If one’s identity is constituted by the
content of her life narrative, comprised of thetfiees of her life and herself that she cares most
about, then there is also an extent to which hamtit) is constituted by the content of others’
narratives and the features of her life and hetbalitheycare most about.

Identities require social recognition. The powethd life narrative is in the telling, and
listeners can choose to affirm or contradict tloeiss we tell about ourselves. Our stories are
limited by what Nelson (2001: 92) terms “the crakitjpconstraint.” First, the narrative must
havestrong explanatory forcel'he narrative must satisfactorily explain theiwalal’s

motivations and actions as part of her cohereffiseahat others may understand her past
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experiences and perhaps predict how she may respau in the future — to “know” her.
Credible identity-constituting narratives must diewve someorrelation to action Not only

must an individual’s narrative correlate to herger® behavior, it must satisfactorily explain her
actions in the past and, to some extent, predictutere behavior by structuring the field of
action. Finally, credible stories must haeft In other words, the content of identity-
constituting narratives must have considerablegmeismeaning — the images and experiences
that we incorporate into our stories must be imgdrto us, otherwise they would not warrant
inclusion in the story.

Thus, identity is created through personal namagiod through interaction with others,
who must receive and confirm the stories we tall @ho, in turn, tell stories about us. These
stories may contain verbal instructions, guideliaeprescriptions for behavior. Some of these
messages are forgotten or intentionally ignoretlpkhers are retained and integrated into the
individual’'s identity. The messages that are re&diand integrated are known as “memorable
messages” (Knapp, Stohl and Reardon, 1981). Merteonabssages are thought to “transcend
any one specific context” (Knapp et al., 1981: @2influence the message recipient’s general
life actions. Previous studies have found that nralrle messages may guide people in sense-
making processes by influencing the self-assessofdsghavior (Smith & Ellis, 2001; Smith,
Ellis, & Yoo, 2001; Ellis & Smith, 2004), as membla messages are recalled when individuals
self-assess their behavior as in violation of tpeirceived “selves” or identities. These messages
function to maintain or enhance personal standafréghavior.

Messages that substance-using women receive thoatigteir lives about how others
perceive them, cultural meanings of motherhoodr 8teengths and deficits as mothers, and how

to care for themselves and their children may grilee the course of their lives in ways that can
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be detected through their narratives. Messagesomaypsitive or negative and be linked to
different outcomes. For example, women who receigay positive messages about their
efficacy as mothers may experience increased Healkey that helps them overcome barriers to
substance use treatment and desistance. Womenrea#iog negative messages may internalize
these negative perceptions and feel incapablersymg harm reduction strategies, or they may
rebel against these negative messages and be detdnm prove that the message is wrong. The
concept of memorable messages and their incorparatio identities has important
implications for health risk communication betwdwalth providers and substance-using
women.
Master Narratives and Spoiled Identities

In the introductory chapter, moral panic about térhabies” was identified as a
precursor to current deterrence-focused policiesiabubstance use during pregnancy. The
stories told about “crack babies” and “crack whbeeg perfect illustrations of “master
narratives.” The concept of the master narrative intoduced by Boje (1991) to explain how
members of organizations constructed organizatinaahtives to legitimate particular values
and actions (and to delegitimize others). The "srasabel indicates that these are the narratives
propounded by those with some amount of culturtiaity, and these narratives are not just
seen as guidelines but are often enforced. Certdires and actions are legitimated through
"master narratives," dominant cultural standardsresy which community members feel
compelled to position their personal experienceo(ib & McLean, 2003).

Master narratives can come to be so widely accaptdther possible narratives are
rarely considered. It is neither possible nor @dde to fully escape these cultural clichés — after

all, these are the understandings we share in comtie cultural shorthand through which we
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understand each other and convey shared meaninggnportant to recognize, however, that
these narrative fragments exercise great poweraweimaginations and that it takes a
conscious effort to become aware of and to criéiciech “culturally entrenched figurations,”
which are otherwise “passed on without obligingarey/to formulate, accept, or reject repugnant
negative propositions about any group’s standinggetfrcongratulatory positive propositions
about one’s own” (Meyers, 1994: 53). The contennhakter narratives is presented to us in such
a way that makes no evaluative demands on usustit§ what it is. It is only when we
consciously challenge the narrative that we redheee are alternative narratives to be told.

When used by a dominant group to justify the oppogsof a less powerful group, these
narratives distort and falsify the group’s identtyd the identities of its members. They are
depicted as morally subnormal. In this way, maségratives assist in “cultivating and
maintaining norms for the behavior of the peopl®wklong to these groups, and weighting the
ways others will or won't tend to see them” (Nels2@01: 106). For individuals subjected to
multiple oppressions, master narratives are esjhedeamaging:

“If you are poor, African American, and pregnaiot, €&xample, you are likely to be
buffeted by the pressive forces running througlisra@nd sexism; dismissive forces
surrounding your poverty, race, and impending miithed; preservative forces that keep
ideologies of class, race, and gender in placepasdibly expulsive forces if you fail to
comply with the norms of behavior to which pregnaoitnen are held. You'll be
confronted not only by the large signs in bars aaistong all pregnant or potentially
pregnant women to refrain from alcohol, but alsori®dical professionals and
professional social workers, who are ten times ntikedy to report you for a positive
drug screen than they would a pregnant white wowtamalso tests positive (Nelson and
Marshall 1998, 130). To one degree or anotherfdioes that run through this particular
nexus of multiple oppressions bring it about that gre exploited, marginalized,
powerless, and a victim of cultural imperialism@elson, 2001:117)

A large body of literature on recovery from subs@abuse draws on the symbolic
interaction tradition and argues that the socidl antural associations between drug use and
addiction, criminality, disease and lack of selfiol result in the drug user’s identity becoming
“spoiled” or stigmatized, a condition that thoseecovery work to restore (Vandermause,
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Severtsen & Roll, 2012; Martin, 2011; Radcliffe &8ens, 2008; McIntosh & McKeganey,
2001, 20004, 2000b; Anderson, 1993). Many of tiseselogical studies argue that recovery
depends on the “addict” building a new non-addientity, often in the face of “powerful
countervailing forces” in her social world (McInto& McKeganey, 2000b: 181). Many
pregnant women seeking drug treatment see thisiti@mal period of pregnancy as an
opportunity to turn their lives around (Tobin, 200%ylor, 1993). A fear of the impact of their
substance use on their children is a major motifatowomen to reduce or desist from
substance use (Daley, Argeriou & McCarthy, 1998y&and, 1998; Martin, 2011; Powis,
Gossop, Bury, Payne & Griffiths, 2000; Tobin, 200B)is is because harming their children or
being “selfish” is inconsistent with ideals of methood that condone selflessness and
protectiveness.

However, becoming a mother can also complicate vwsragtempts to repair spoiled
identities. Pregnant women and mothers are heatrgynatized for their substance use
(Radcliffe, 2009; Boyd, 1999; Murphy & Rosenbaur@99; Taylor, 1993; Rosenbaum, 1981,
Springer, 2010; Banwell & Bammer, 2006). In theiview of the literature, Banwell and
Bammer (2006) note the epidemiological constructiba deviant risk group that stigmatizes
mothers seeking treatment for substance use. Tigelg &hat the construction of risk categories
pits the health and welfare of young children agiaihe behaviors (and failures) of their
mothers, who are considered only to the extentthegt transmit harms to their children (2006:
505). This concern for the welfare of children ®ahh and social service professionals can
inadvertently harm children when mothers’ needsgmered because of the stigmatized identity

of the “bad mother.” This representation of thestabce-using mother can serve as a master
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narrative with which women self-identify, espegyafithey face extreme discrimination when
seeking treatment.
Resisting Master Narratives: The construction of canterstories

To combat oppression and reclaim moral agencyyiddals with damaged or spoiled
identities may create a “counterstory”, “a storgtthesists an oppressive identity and attempts to
replace it with one that commands respect” (Nel200,1: 6). Counterstories aim to alter not
only social perceptions of the oppressed groupthmibppressed individual’s perception of
herself. If the retelling is successful, memberthefgroup can reclaim their moral agency and
combat the disrespectful treatment they have redeailue to the master narrative. Narrative
repair is achieved through resistance. Counteest@an be constructed by groups or by
individuals, but individuals alone cannot legitimat counterstory. Legitimation requires the
recognition of a community willing to listen. Nels¢2001: 175) labels such communities
“morally abnormal,” a phrase that is confusingiegtfout simply indicates that this community
does not ascribe strictly to the morality espousgthe master narrative. These communities
produce advances in moral knowledge that survigestitial mechanisms for disseminating and
enforcing master narratives, opening a gap betwde “everyone knows” about people with
spoiled identities and creating room for an altesrerspective. For example, sympathetic
treatment communities that emphasize substancg-ugimen’s strengths rather than their
deficits could be such a community. Rather thanrinto the master narrative that stigmatizes
the addict identity, these communities recognizi rastore the moral authority of those with the
addict identity.

Frye (1983: 66) distinguishes between the “arrogget and the “loving eye.” Master

narratives, created as they are by those with lsagthority and privilege, view oppressed
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groups with an arrogant eye, which assumes thatbeesf oppressed groups cannot possibly
have agency or authority and must be deviant. itrast, “morally abnormal” communities see
these identities through a “loving eye,” a gazé thaows the independence of the other... It is
the eye of one who knows that to know the seenpmm& consult something other than one’s
own will and interests and fears and imaginatidgay€, 1983: 75). Of course, counterstories are
still subject to the credibility criteria mentionedrlier and there are many counterstories that
lack credibility. The power of a good counterst@yhat it pulls apart the master narrative and
replaces it with anorecredible, less morally degrading narrative. Bpwlhg substance-using
mothers to construct and tell their counterstomescan empower women and improve our
understanding of the challenges faced by this @tjaul.
Studies of Identity Change and Desistance from Crim

The best-known application of the identity theopyp@ach in criminology is likely
Shadd Maruna’'#laking Good(2001). Maruna employs narratology (consistenhthe
biographical-historical perspective on identity)etplore the process of identity reconstruction
through which repeat offenders reform and go dedd social and productive lives. Maruna
found that the offenders who successfully desistad criminal activity had powerful personal
narratives that helped them make sense of theis pasl feel in control of their futures.
Maruna’s work is reminiscent of Singer’s (19%Megssage in a Bottla study of men and
substance addiction that finds that the first stefne men’s recovery from addiction was the
creation of a personal narrative that could sudabg®xplain their past substance use and
connect them to the rest of the world. Individualsecovery relied on an “antithetical” narrative
framework to explain how a bad past could lead go@d present. Individuals still suffering

from chronic addiction were more likely to emplayompensatory” (good past leading to a bad
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present; drug use as compensation for uncontrelladgative experiences) or “self-absolutory”
(bad past leading to a bad present; drug use gmnpthe price” for past failings) narratives
(Singer, 1997: 108).

The work of Peggy Giordano and colleagues (200272 emphasizes the influence of
social processes like social interactions, socipkgaences and socially-derived emotions in
driving the motivation to change through self-impgment. Giordano and colleagues refer to
catalysts for cognitive change as “hooks for changédighlight the actor’s role in “latching
onto opportunities presented by the broader enmeot” (2002: 1000) and also to describe the
components of narratives that seem essential todimenunicator — the “hooks” that the
communicator emphasizes when telling her story amemts or objects of significance.

More recently, criminologists Paternoster and Buesh(2008) ventured an identity
theory of criminal desistance that examines onefsenit or “working” identity and one’s
“possible self.” These conceptualizations certagdgm consistent with the “perceptions” and
“identity standard” components of contemporary jpsjyogical identity theories (e.g. Burke and
Stets 2009) or the “ideal self’ of McCall and Simmsb(1978) prominence hierarchy.
Paternoster and Bushway (2008) argue that motivétiochange (in this case, for desistance
from criminal offending) can be driven by fear of ansatisfactory “future self.” If a present-day
offender looks forward and sees a “future self” veoatinues to offend and ends up in prison,
the fear of this future self may motivate him tsidefrom crime if his ideal future self is a man
with a stable job and a family. This approach isststent with work from the field of addiction
recovery. Denzin (1987) argued that an individaahore likely to desist from alcohol abuse
when “she comes to define herself in terms of wierso longer wants to be” (Paternoster and

Bushway's “feared self”). Biernacki observed a samphenomenon among opiate addicts who
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come to “see the continued use of opiates, andith@mlvement with other addicts and the
world of addiction, only as undesirable” (1986:.71R)these examples, the addicts were
motivated to change by concerns about the idestjikcoholic, opiate addict) they dadt want
to claim for themselves. It may be that these itiestare in conflict with other pro-social
identities the individuals wanted to claim, likeotd mother” or “valuable employee.” The
advances made by Maruna (2001), Giordano and goiésa(2002; 2007) and Paternoster and
Bushway (2008) suggest that identity theories &kl relevant for the study of desistance.
Narrative identity theory offers a promising framewfor examining the problem of
substance use during pregnancy and motherhoodxd@yiring women’s stories holistically,
embedded in the context of their lives within aiagbstructure, we have the opportunity to better
understand their health behavior in a way thatgezes both their agency and their constraints.
This more multifaceted and complex vision of theuis of maternal substance use offers better
opportunities than deterrence/rational choice tlesdor crafting more effective health-
promoting interventions and reducing negative cqusaces of substance use for maternal, fetal

and infant health.
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CHAPTER Il
Method and Data

Current Research

Aim. The purpose of this qualitative study is to battederstand how women make
sense of their experiences throughout the prodesarsitioning to motherhood while being
actively involved in or desisting from substanceusie. The study will explore how women
connect their present circumstances to their @agismake plans for the future and how their
interactions with others shape their personal tigesthrough messages about health risks and
good motherhood.

Research questionsThis study is designed to explore and answer ttesearch
guestions. The first is, how do substance-usindgierstmanage their identities as mothers and
substance users? The second research questiow dohmothers who are desisting from
substance use narrate coherent identities thadiexjbleir past substance-using identities and
present non-using identities? Finally, the thirésfion is how do fear and stigma create barriers
to care and result in unmet needs for this popani&ti
Research Design

This study follows the traditions of narrative imguby employing a qualitative method.
The qualitative research design allows for the wagof rich and intricate detail in participants’
narratives. For the purposes of narrative inquhg,research interview is viewed as a
conversation in which both the interviewer andrggearch subject are participants who jointly
construct narrative and meaning (Riessman, 20@hdiques of narrative inquiry depart from
traditional structured interview formats and empt@seciprocity in the conversation. A loosely-
structured interview schedule of open-ended questielped to guide the conversation through

the topics of identity, health behaviors and basrte care. Participants were encouraged to tell
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their stories using their own words and narratiyées. All interviews were audio-recorded on

an electronic recorder and written notes were gEbon interview booklets for each participant.
Written notes reflected the immediate thoughtdefihterviewer and served as a back-up in case
sections of the audio recording were unclear.

Sampling strategy and recruitment.The target population for this study was women
who were pregnant or recently pregnant (withinl#se twelve months) and who had used
alcohol, tobacco, illicit drugs, or misused pregton or over-the-counter medications at any
time during their most recent pregnancies. Theetadysample size was 30 women.

The participants were selected through purposiuwgsag with the goal of sampling a
wide range of women with different sociodemograptaracteristics and substance use
histories (Kerlinger & Lee, 2000; Patton, 2002).iA®rviews were completed, sections of the
interviews were transcribed and analyzed for keyrths, and additional participants were
recruited with the purpose of further exploringgd¢hemes. This constant comparative method
of jointly collecting, coding and analyzing datadasampling for the purpose of developing
emerging themes is consistent with the ground thewmthod (Glaser and Strauss, 1967). The
sampling strategy is consistent with theoreticatliing, as developed within the grounded
theory method (Glaser, 1978; Strauss, 1987). Asalt;, the sample is not representative of any
general population, but is selected for the purgdsggenerating “theoretical jumping off points”
(Thompson, 1999).

Entry into the target population was first gaineithwhe assistance of public health
nurses employed by the county health departmemt h€alth department runs a home visitation
program for at-risk mothers to help connect eligitaimilies with needed social services, provide

them with health education, and to support heditldlcood growth and development. Public
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health nurses agreed to disseminate recruitmerdriakst (flyers [Appendix A] and business
cards) to women on their caseloads. No identifyirigrmation was shared with the investigator.
Women were free to contact the investigator to heare about the study and, if eligible and
consenting, schedule an interview. The public healirses also distributed flyers and business
cards to other clinics within the health departm@itthe final sample of 30 women, five were
recruited from the public health nurses’ casel@ad, a further six were recruited through flyers
posted by the public health nurses around thelihdalartment offices.

In addition to recruitment through the health dapant, efforts were made to recruit
from public areas. Recruitment flyers were postethe maternity wards of local hospitals and at
drug treatment centers, community centers and@eenrollment offices. Advertising in
treatment centers has proved to be an effectivetavagcruit research participants for health
research (Frosch, Shoptaw, Huber, Rawson & Lin§61Metzger et al., 1993; Paul, Stall, &
Davis, 1993; Perlis, des Jarlais, Friedman, Ara&t@lirner, 2004). Participants have
successfully been recruited from substance useatetp programs (Metzger et al., 1993; Perlis
et al., 2004) and in-patient programs (Paul etl@93; Perlis et al., 2004). Flyers posted at local
transportation hubs (e.g., the central bus statharg especially productive. Examples of other
recruitment locations included bathrooms at thallbrary, pregnancy support clinics,
obstetricians’ and pediatricians’ offices, and sabse abuse support group meeting locations.
Nine women were recruited through flyers and bussreards posted in public locations.

Women who completed interviews were also invitedefer others to the study. In fact,
invitation was not usually necessary; women volergd to pass along recruitment materials to

other women they knew might like to participatefufther ten women were recruited through
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referrals by study participants. No one participaas responsible for more than two referred
participants.

Interview guide and procedure.The interview schedule (Appendix B) was composed of
three sections. The first section collected basmagraphic data and assessed lifetime and
recent substance use. Substance use was asseesgth th modified section of the World
Health Organization’s Alcohol, Smoking and Subsealmvolvement Screening Test (ASSIST).
The ASSIST was designed by substance abuse reseatoldetect problem or risky substance
use. It was designed to be used in primary health settings across a range of countries and
cultures. The WHO conducted a test-retest religistudy in nine countries between 1997 and
1999 and found that ASSIST items were reliableahldity study was conducted in seven
countries in 2000 using a population that inclukedwn substance users. The results of this
study indicated that the ASSIST had good “concurmemstruct, predictive and discriminative
validity” (Humeniuk & Ali, 2006). The ASSIST instraent was modified for the purpose of this
study to inquire about lifetime substance use, tsuige use in the three months prior to
discovery of the most recent pregnancy, and substase after discovery of the pregnancy.
Participants were also asked about their currdvdgtance use.

The second section of the interview schedulead.ife Story Interview, developed by
Dan McAdams and colleagues at the Foley Centahfo6tudy of Lives. It was most recently
revised in 2008. This instrument focuses the redpots story-telling on “chapters” of interest
while still satisfying Mishler’'s (1986) prohibitioagainst fragmenting and interrupting story
sections. Respondents may tell stories for eacptehan full without interruption. The use of
this instrument assists in the focused and efftaeflection of data while still empowering

respondents to tell their stories in their own vgorthe first section of the instrument asks
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respondents to tell their “life stories” in fullh& second section then draws the respondents back
to key “episodes” in the story to elicit more digdiinformation about high points, low points,
turning points, positive and negative memoriesaghe and goals for the future, and recognized
life “themes.” Out of concern about the lengthrerviews and participant fatigue, the

instrument was modified by removing questions alpalitical and religious ideology. This

allowed for the inclusion of the third section bétinterview schedule.

The third and final section of the interview guitentained supplementary questions
regarding the major themes of this study. Thisisedhcluded questions about women'’s
mothering experiences, their mother role modelsideas about “good” and “bad” mothers,
their experiences with law enforcement and Chilotéutive Services (CPS) authorities, and
their history of treatment-seeking and health beiravin this section, women were invited to
share their experiences interacting with legal, iceddind social work professionals and to
identify their unmet needs.

Interviews were completed in a single sessionplaae where women felt comfortable.
These locations included restaurants at non-peakshoafes, private rooms at a local library,
and in a private area overlooking a neighborhoagground. Women were asked to choose an
interview location where they could have a disaussvith the interviewer and that would be
convenient for them. In some cases, the intervigsavided transportation to and from the
interview location. At the end of the interview, men received a $50 VISA giftcard.

Analysis

Audio-recordings of each interview were downloadad transcribed soon after each

session. The transcriptions were then importedhforo (QSR International, 2013) qualitative

analysis software. The transcriptions were firsbazoded according to the interview schedule
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topics for organization purposes, and then codestlly-line by hand. This required multiple
close readings of every interview. Existing codsepemes published by the Foley Center for the
Study of Lives were used to code for themes ofmgat®mn and contamination, agency,
communion and generativity. The data were also @doiethemes relating to the meaning of
motherhood and parenting, pathways into and ostib§tance use, experience of stigmatization
and attempts at narrative repair of spoiled idestitsubstance use and risk, unmet needs and
barriers to care, and memorable messages reca&gadding motherhood.

Categories were developed through a process of opaing. In open coding, the
researcher examines the text and develops catsgurieformation supported by the text
(Creswell, 2007). As these categories are idedtitiee research attempts to “saturate” the
categories by locating in the text all instancethefcategory and conducting further interviews
until new information obtained provides no furtivesight. Open coding reduces the database to
a set of themes that address the research quésiiog explored by the study (Creswell, 2007).
Once these themes have been identified througprtdeess of open coding, they are each
examined in turn and the process is repeated niatuto the database or conducting further
interviews to understand the sub-themes that rédat@s major theme. For example, a major
theme identified in this study was women’s stragedor avoiding detection of their substance
use when they sought prenatal care, and eacheathtfstrategy became a sub-theme. This
process was repeated for all major themes andhsrés relevant to the purpose of this study.
Validity and Reliability

Validity. There are some researchers who argue that traalitoncerns about reliability
and validity are not appropriate for evaluatinglgatve research with a hermeneutic emphasis

(Becker, 1996). This is especially true for reskatesigned to generate detailed descriptions of
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individuals’ experiences and the meanings they Fmithese experiences. However, even when
the focus is description rather than measuremleatigsearcher must still establish that the
accounts produced through narrative inquiry arelate or valid representations of the
interviewee’s interpretation of her experiencessTf a key point: the narratives should not be
accepted as valid or accurate accounts of objebtstery, but as accounts of how the
intervieweemakes sense objective history. A narrative does not captusgnaple record of the
past, but reflects an individual’s interpretatiafiier experiences.

For most researchers, there is a necessary tratetofeen breadth and depth: should the
researcher focus on in-depth interviews to prodistailed and contextualized descriptions, or
should she prioritize breadth in the form of lasgenples in order to produce more generalizable
findings? Elliott (2005) suggests a ‘common-ser’gggroach to generalizability by which the
reader is left to decide how far the evidence feoapecific study may be transferred to other
settings. By describing the sampling method anddbkaltant sample, the researcher provides the
reader with the information necessary to assesgédheralizability of the results.

At any rate, the generalizability of the findingsnarrative inquiries concerns not the
subjective meanings of individuals, but the intéfeative meanings shared between individuals
— in other words, a generality of findings acrosmsnindividuals within the sample.
Intersubjective meanings are “constitutive of theial matrix in which individuals find
themselves and act” (Taylor, 1987: 58). If indivadl life narratives are considered as
interpretations of objective history according tondnant cultural themes and master narratives,
then life narratives reveal “the relation betweeis tnstantiation (this particular life story) and
the social world the narrator shares with othdrs;ways in which culture marks shapes and/or

constrains this narrative; and the ways in whigk tfarrator makes use of cultural resources and

45



struggles with cultural constraints” (Chase, 198®). Thus, the external validity of evidence of
intersubjective meanings depends on a demonstratibaw widely these meanings are shared.

A common method of increasing validity in quaiiatwork is the triangulation of
multiple data sources. Due to the highly sensitbygac of this study and the pressing need to
protect women’s confidentiality, triangulation witificial records or other individuals was not
possible. However, it has been argued that theatetampling is an example of triangulation
(Denzin, 1989). Through theoretical sampling, tineestigator searches for many different data
sources (for the purposes of this study, partidipaerviews) that can speak to the events under
analysis. This was accomplished in the currentaredethrough a constant comparative method
and purposive sampling of participants to developamtradict emergent themes.

In cases where women described experiences oglit®that contradicted the themes
present in other cases, negative (or discrepam¢\dant) case analysis was conducted. This
analysis approach increases rigor by examiningdesulissing pieces of data that differ from
expectations or working theories.

Reliability. Interrater reliability was assessed according ¢onttethod described in
Maruna’sMaking Good(2001). The data were unitized first accordinghi® interview schedule
(the primary phase of coding) and then assigngdttcular subnodes during analytic coding. A
random sample of these units was taken from sulsnadievant to the research questions. The
subnodes sampled were desistance/persistence bebategorizations, redemption and
contamination sequences, and memorable messagi#sh@iks for these themes were
developed to inform independent coders how to assmjs to their subcategories. These

codebooks and the reliability samples were givetwtoindependent coders (fellow graduate
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students at Michigan State University with quaktatanalysis experience), who were asked to
code each section according to the categoriesiigehin the codebook.

Conger’s kappa (1980) was calculated to measuragreement between all three coders.
Conger’s kappa is a form of Cohen’s kappa modifeedccommodate more than two coders
(Dates, 2008). Calculation of these measures isidered preferable to simple measures of
percentage agreement because they correct foragnédy chance alone. Kappa values range
from -1 to 1, where values above zero reflect agese greater than what would be expected by
chance. There is no set threshold for “acceptadidgpa values, but a commonly cited rubric
suggests that values under 0.40 indicate poor agnee 0.41-0.60 indicate moderate agreement,
0.61-0.80 indicate substantial agreement, and 0.8Q-indicate almost perfect agreement

(Landis and Koch, 1977).

Table 1. Interrater Reliability Metrics with 5,000 Bootstrap Replicates
Thematic Area Conger’s Kappa Bias SE 95% Confidence
Observed / Bootstrapped Interval
Redemption Themes .869 / .857 -.011 .093 .6676- 1.0
Memorable Messages .839/.823 -.016 119 .52P06 1.
Desistance Behaviors .753/.739 -.014 .10¥ SIBE

Reliability analyses were performed in the R st&i$ computing environment (R Core
Team, 2013). Results from the reliability analyaespresented in Table 1. All reliability sample
areas generated kappa values in the “substargiadje. Due to the small number of passages
used to generate point estimates, bootstrap resagith 5,000 replicates was used to generate
95% confidence intervals and to check the sensitofithe results. The small reliability sample
results in some variation in the results acrossdiapped samples, so the bootstrapped
estimates are lower than the observed point estsndthe lower bound of the confidence

interval suggests that the estimates fall withenioderate to substantial levels of agreement.
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CHAPTER IV
Patterns of Desistance and Persistence

Description of the Sample

A comprehensive list of all women in the sample tadr pseudonyms may be found in
Appendix C. The sample consists of 30 women betwleeages of 19 and 41 (Table 2). The
mean age is 28.5 years old. Slightly more thanthalfvomen in the sample self-identified their
race or ethnicity as White (n = 16, 53.3%). Eigloiwen in the sample self-identified as Black or
African-American (n = 8, 26.7%), one woman ideetifias Hispanic (3.3%) and one woman as
Native American (3.3%). Four women in the sampleidentified as “other” (13.3%). Two of
these women were of mixed race, one woman was ed@ptd did not know the races of her
parents, and the fourth preferred not to answee. SEimpling strategy was not designed to
collect a representative sample, but it is worttingpthat the racial composition of the sample
loosely reflects the composition of the city of karg, which, according to the 2010 census, is
61.2% White, 23.7% African American, 6.2% “two oore races” and 0.8% Native American.

Participants in the study represent a spectrundot&ional achievement. Seven women
(23.3%) had dropped out of high school and hadattatned a GED. Six (20.0%) had dropped
out of high school before graduating but had lgtare on to earn a GED. Eight (26.7%) women
had successfully completed high school, five (16.%%& completed at least some college
coursework, and four (13.3%) had attained a coltezggree of some kind (ranging from two-year
Associate degrees to a Master of Education). Maaa half of the participants (n = 18, 60.0%)
were unemployed at the time of the interview. Twanven (6.7%) were receiving disability

benefits. The remaining participants were emplagiéter part-time (n = 4, 13.3%) or full-time
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(n =6, 20.0%). Common areas of current or past@mnpent included nursing and health care,
food service, childcare, customer service and ashtnative work.

The criteria for participation in the study includieeing currently pregnant or having
recently (within the past 12 months) given birtheTcurrent pregnancy or recent birth did not
have to be the participant’s first child. The numbkborn children per participant ranged from
one to eight = 2.8).

More than half of the women in the study were ordidaid (n = 17, 56.7%). Five
women (16.7%) had private insurance. This insuravaee provided either through their
employers, or because they were young enoughlitbesteligible for coverage through their
parents’ plan. Four (13.3%) women relied on a cptetlth plan that provides some
prescription coverage and affordable office vibiis does not cover emergency room Visits,
surgeries or other types of expensive care (R&tone, Gordon, Boffi & Hunt, 2012). It is
important to note that this is a “health plan” arad “insurance.” Finally, four (13.3%) women
reported having no health insurance at all atithe of the interview.

The sample was purposively selected to include wowith experience using a broad
array of substances. The two time periods of isteigr this study are the three months prior to
discovery of the most recent pregnancy, which foshwomen included some time before they
became pregnant and some time when they were prelgagdid not know yet, and the time
period between discovering the pregnancy and gikirt. In the three months prior to

discovery of the most recent pregnancy, the masineon substance used was tobacco (n = 26,
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16, 53.3%) were also very commonly used.

86.7%). Alcohol (n = 18, 60.0%), marijuana (n = %8,7%) and prescriptidmedications (n =

Table 2: Description of sample (n=30)
Item Mean or Percent | Min — Max
(n)

Age 28.5 19-41
Number of children 2.8 1-8
Race/Ethnicity

White 50.0% (15

African American 26.7% (8)

Hispanic 6.6% (2

Native American 3.3% (1)

Mixed/Other 13.3% (4
Health Insurance

None 13.3% (4

Health Plan 13.3% (4)

Medicaid 56.7% (17

Private Insurance 16.7% (B)
Education

Less than high school 23.3% (7)

GED 20.0% (6

High school graduate 26.7% (8)

Some college 16.7% (b)

College + 13.3% (4)

Of the 16 women who reported misusing prescriptn@dications in this time period, 12
(75% of prescription medication users) reporteagisipioid analgesics like Vicodin, Percocet,
Dilaudid, Fentanyl and Lortab. Siwomen (37.5% of prescription medication userspru
misuse of prescription benzodiazepines. The mashwon benzodiazepines used by participants
were Valium and Xanax. Women usually referred odhug by its brand name or with the

catch-all “benzos.”

! For the purposes of this study, “prescription roation use” refers only to misuse of prescripticedinations, i.e.
use of the medication in any way other than ascpitesd by a medical professional or use of medicatinot
prescribed to the participant.

2 The sum of the number of participants using déffertypes of prescription medications exceedsdts humber
of participants misusing prescription medications tb polysubstance use. Women misusing presatiptio
medications may be misusing numerous types of rrexic

50



Less common were other substances including cocaetamphetamine, heroin and
hallucinogens. These substances were far more likedppear in women'’s lifetime histories of
substance use than to be mentioned in the threéhsiprior to the most recent pregnancy. For
example, 14 (46.7%) women reported lifetime uskadiucinogens, but only two (6.7%) women
reported using hallucinogens three months prialigoovering their recent pregnancies.
Patterns of Substance Use Desistance

This being a study of identity and desistancefitisetask is to assess the desistance
behavior of women in the sample. “Desistance” reenliraditionally defined as the behavioral
change from active involvement in offending to zermear-zero involvement in crime
(Bushway, Thornberry and Krohn, 2003: 149). In adaace with this definition, desistance has
been conceptualized aslscrete eventr astateof non-offending and has been examined
through the use of static measures. Bushway amelagples (2003) identify three weaknesses of
this approach. The first is that the selectiorhef‘tcut off point,” the point after which any
offending makes the offender a “persister,” is wfaebitrarily selected not for theoretically
relevant reasons but by the availability of datae $econd weakness is that this approach does
not recognize the heterogeneity of offenders agatdrthe desistance behavior of offenders with
criminal careers of varying length, seriousnessfegmgliency as equal. Furthermore, because
low-frequency offenders may have long periods betwaffenses, any post-“cut off” observation
period will likely observe more high-frequency ofteers than low-frequency offenders,
resulting in the “desister” group simply consistmigow-level offenders who offend at widely-
spaced intervals. Finally, there is no way to datee whether desistance is permanent. This is
recognized as one of the key problems in the sthidiesistance (Elliott, Huizinga & Menard,

1989). The conceptualization of desistance asta sfaero involvement in crime means that
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any future involvement erases the previous achievemwf a long period of non-offending. The
conceptualization of desistance as a discrete erestate obscures important theoretical and
practical concerns about why and how offendersstiésim crime.

Instead of treating desistance as a discrete evenstate of being, scholars (Bushway,
Thornberry and Krohn, 2003; Fagan, 1989; Laub ad&on, 2001) have argued for a
reconceptualization of desistance gg@cess Rather than “a state of non-offending,” desistanc
should be examined as a transition from offendmgdn-offending. This dynamic approach is
inherently descriptive (Bushway, Thornberry and ikro2003) and allows for a more in-depth
examination of the process of behavioral changes ddnceptualization of desistance is also
better suited to studies of substance use andtaadievhere desistance from substance use has
long been recognized as a process that may betjiratiturning point” event (Prins, 1994;
Simpson, Joe, Lehman & Sells, 1986; Mcintosh an&&faney, 2000) but often includes a
cycle through periods of relapse and recovery (Bndglser & Grella. 1997; Anglin, Hser,

Grella, Longshore et al., 2001; Hser, Anglin, Gaellongshore & Prendergast, 1997; White,
1996).

When examining the desistance behavior of womehdrcurrent study, it quickly
became apparent that women could not be neatlgeativinto “desisters” and “persisters.”
Maruna encountered the same difficulty when hegeto study persisters and desisters in his
Liverpool Desistance Study. He reflects on hidahgtudy design as “more than a little naive”
and concludes that “most of the persisters onesfdanot seem to really persist, most desisters
do not seem to really desist” (2001: 3). He arghassuch classifications have been made
purely for the convenience of statistical analysed conceal meaningful variation in patterns of

desistance. This is the finding of the presentyaisl Though some women promptly desisted
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from (most) substance use and others clearly pedsé& the same frequency and amount of
substance use throughout their pregnancies, masewdell somewhere in between these two
extremes.

When the participants’ substance use in the thr@aims prior to pregnancy discovery is
compared to their use post-discovery, four behgvadterns emerge. These patterngpaoenpt
desistancécessation of use within one month of discovedglayed desistandgontinuing to
use for a month or more after discovery, but degjdtefore delivery)partial/incomplete
desistancdpersisting use of the substance but in smallenatsoor are less frequent intervals),
andpersistencg€no change in amount or frequency of use). Inre@bto Maruna’s (2001: 5)
approach of selecting individuals at “two extreroéa long process of change,” this analysis
compares four groups between which the differeacesnore nuanced.

A complicating factor in assessing women'’s desistebehaviors was their use of
nicotine. 26 women (86.7%) of women in the sampielsed tobacco in the three months prior
to discovering their pregnancies. After discovetimgir pregnancies, only three women (11.5%)
desisted, two promptly and one after a few morithss makes tobacco the most commonly-
used substance both before and during pregnantlgdavomen in this sample. Responses to the
guestion about substance use after discovery ghareey revealed that 23 women persisted
smoking tobacco throughout their pregnancies, eéstiime frequency and amount (n = 12,
46.2%) or “cutting back” to some degree (n = 1134@. Two women in the study were
included because they were primary tobacco usetsiiamnot use alcohol or other drugs. All
other women in this study who used tobacco were w#g alcohol or other drugs.

Cigarette smoking was widely acknowledged by woimethis study as addictive and

harmful, but continuation of cigarette smoking was$ perceived by the women as ongoing
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involvement in substance ugalesstobacco was the primary substance of use fovtbatan.
The focus of this study is not objectively definiagon-substance-using group, but instead
exploring women’s experiences of the desistancega® In consequence, women identified as
“prompt desisters” for the purposes of this studyyrhave continued with tobacco use but
desisted from their primary substances of use. $matessation as a requirement of inclusion
in a desistance category obscured women’s meanidgsistance from other substances. Thus,
for the purposes of this study, only primary tolmause was considered when deciding to which
desistance category women belonged. For examplepsan who was a primary tobacco
smoker who discovered her pregnancy after threegmsand desisted from tobacco use in the
sixth month of her pregnancy would be categorized &elayed desister.” A woman who was
using heroin, alcohol and tobacco before discogehner pregnancy and immediately desisted
from everythingout tobacco use would be considered a “prompt desister

The differences between women in each desistategary were not immediately
apparent. Desistance behavior did not appear telaged to demographic variables like race or
ethnicity, age, education or marital status. It @wis® unrelated to women’s substance of choice
or histories of trauma and abuse. However, womehdarsame desistance/persistence group
revealed some common within-group themes, whickigeal evidence of the validity of the
approach to categorizing the women. These themebeuviliscussed within and across

desistance/persistence categories.

Prompt desistanceEight women (26.7%) promptly desisted from substaumse.
Women who promptly desisted from substance use dpmovery of their pregnancies did not
have in common the use of any one substance. Tegarg included women using cocaine,

prescription opioids and heroin, alcohol, marijuamathamphetamine and benzodiazepines.
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There was broad variation in the timing of pregnyatiscovery, with some women discovering
their pregnancies at only five weeks and othergdismovering until their third trimesters. Thus,
though the behavior pattern here is “prompt descgd defined as desistance within a month of
discovering the pregnancy, this category does deluomen whose fetuses were exposed to
substances for much of their development. Womehiscategory shared themes of immediate
and successful help-seeking, experience with [bsssiody of older children, and a
commitment to motherhood ideals of responsibibsiflessness, and protectiveness.

Agentic selvesWomen who promptly desisted from substance use dszovery of
their pregnancies emphasized their own agencyoonsihg to quit and seeking treatment. Their
descriptions of this time period were dotted wititements about “I,” “me” and “myself.”
Women who desisted expressed a sense of mastartheuesubstance use, even while
revealing that they had been through this cycldesistance many before.

Natalie, Shannon and Loretta all sought treatraeah after the discovery of their recent
pregnancies. At the times of their interviews, the®men were still desisting from substance
use (other than Loretta’s tobacco use). Pregnamsyanrsignificant motivating factor for these
women to seek treatment and desist from substasee u

Shannon | found out | was pregnant at the end of Aprdgimning of May, and that

kinda kicked my ass into gear to get help, becauwsanted to get help but kinda didn’t

know — it just kinda made me want it more. Becdlysbeen wanting another baby and
pregnancy itself is stressful and | didn’t wantaatdiction on top of that.

Loretta: Oh, boy. | realized | was pregnant, | guess & Vilke four months. | got into the
clinic right between four and five months.

Interviewer: So from that point you were only on methadongheatclinic?

Loretta: Yeah. Because it's always worked for me, | always know, was able to stop
everything on it. Everybody else, | don’'t know,drdt understand — | don’t think they
really want to quit, is what the problem is.
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Seeking treatment required motivation, knowledge rsources. Natalie, Shannon and Loretta
all returned to treatment facilities that they hased at other times in their lives. They knew how
to find these resources, how to be admitted and tohexpect. As will be demonstrated in the
later discussion of women in the “persistence” gatg, the knowledge of how to access
treatment and the belief that treatment is a spfi@ likely play a greater role in women’s
behavior than Loretta’s assertion that “they [dpréally want to quit.”

Cora was able to cut back or desist from substaseealuring her pregnancies but not at

other times. When asked how she achieved sobrnigtgglpregnancy, she responded:

Cora: | don't know, because | have another person esidne, and they’re not saying
“Yeah, | want to get high, too.” They don’t haveay, and | think that if | don’t have that
kind of self-control, what kind of person am 1?

Cora’s questioning “what kind of person am I?”he trux of identity, and implied in her
response is that if she had not stopped getting tige she discovered her pregnancy, she
would not be the type of person she wants to be.eSpresses her agency as “self-control” and
employs it to avoid what Paternoster and Bushwa9&2 have labeled the “feared self,” what
Cora fears she would be if she lacked such selfraband continued to expose her fetus to
drugs. Paternoster and Bushway’s “feared self” eptwalization of identity-driven desistance
emphasizes deliberate self-change and recogniaemittvement out of a “spoiled identity” is
likely to be based not only on a sense of whatwaets to become, but on what one doet

want to become. This is consistent with the worbehzin (1987) and Biernacki (1986)
regarding alcoholism and opiate addiction, respebti In Cora’s case, Cora does not want to be
the type of person who exposes her fetus to damg$this motivates her to move toward
desistance. In this way, Cora emphasizes her oencygand deemphasizes the role of structural

events that supported her desistance.
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Social network alignmentldentities dictate how we think about ourselved also the
types of others with which we associate. Desistati@esurrender of an offending identity,
necessitates the severing of ties with offendifngi® and a realignment of one’s social network
with prosocial others. These prosocial others Heen identified as “structural supports”
(Kiecolt, 1994) or “hooks for change” (Giordano,rleovich and Rudolph, 2002). For desisting
offenders, these hooks for change are a socialanktf others more prosocial or conventional
than herself. Kiecolt (1994) and Giordano et a02) both argue that intentional self-change
and successful desistance from crime are unlikelgsas there is a social network realignment
with non-offending, prosocial others.

Bushway and Paternoster (2008) argue that saadipnment is not exogenous (driven
by external factors) but endogenous, suggestingathandividual intentionally affiliates with
more prosocial others as part of the change intitgeihis makes sense, because if one is trying
to “go straight,” one would want to surround hefrgath others who will verify and support this
new identity. However, social network alignment nmay be such a simple task, especially for
offenders deeply embedded in a criminal contexés&hoffenders may have few or no prosocial
others to support their desistance and may bewulen by active offenders who encourage
them to continue offending (Giordano et al., 20@aternoster and Bushway, 2008).

Women who promptly desisted were supported by ordsvof prosocial others. They
spoke of their relationships with male partners wigpe not substance-involved and did not
approve of substance use. Much of this informatime up when women were asked about a
“turning point,” as they identified the beginninfthis prosocial relationship as the point where
their lives changed for the better.

Shannon Um, well obviously | was still using when | math but... 1 don’t know, |
just found myself, you know, falling in love withrh and wanting to change for the
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better, so that's when | stopped the heroin, bubu know, | didn’t have insurance, so |
knew to get on Suboxone from the family doctor, ohthose — they come in either
tablets or like, films that absorb on your tongDee of those apiece is $9.34 from
RiteAid, so | just didn’t know if | had any otheptions, so... he just kinda made me
want to be a better person. He wanted the samgstioat of life that | did, like wanting
another baby, and then when that happened | maddettision to want to get help, to go
to rehab. [...] So yeah, but... just, you know, | kneswas somebody that | didn’t want
to lose, that | wanted in my life for a long tins®, I'm like, you know, something’s gotta
give.

Shannon expresses a desire to “change for therbetw that she is in a relationship
with a supportive and non-using man. This suppbesdea of prosocial relationships as support
structures or hooks for change through which wobwster their own prosocial identities.
Faced with the choice between keeping this maririte or returning to heroin use and losing
this highly valued relationship, Shannon concluthed “something’s gotta give” and that
something was her heroin use. She went to treatamehtvas looking forward to her new life.

Other women had cut ties with men they felt wead imfluences. When asked about
turning points in her life, Ebony identified hecemst break-up with the father of her infant son.

Ebony: When | broke up with my oldest son’s dad. Becausas like... he pulled me

down in ways, and he made me irresponsible a lttefime, too, because it was stuff

that | wouldn’t normally spend money on or thingattl wouldn’t normally do, | would

do it because he was doing it, or we were togetbéifelt like that was my obligation.

Interviewer: So breaking up with him — what changed, how va&sa turning point?

Ebony: | got control of my life again and | was ableb® myself.

In this exchange, Ebony clearly expresses thatddationship with her son’s father was
something that made her “not herself.” “Herselfs@neone who is in control of her life, who
spends money on the things she wants and neellsrk®lf and her children, who is responsible
and who makes choices in her own best intereshgBeeérself necessitated disentangling herself

from this antisocial relationship. In the same wlaat prosocial relationships can be “hooks for

change,” antisocial relationships may sink theimk®into women and try to drag them down.
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This will become all the more apparent when disicigs&omen in the “partial desistance” and
“persistence” categories.

Second chance€xperiencing a loss of custody of an older chiltbv@nother powerful
shared experience for women in this category. Mgtgleanor, Shannon and Ebony shared the
experience of losing custody of an older child, #nd experience shaped their behavior in their
most recent pregnancies. Ebony had lost custotgiofhree older children because her oldest
child’s father reported her to CPS for smoking foamna while she was pregnant with her
second child, a daughter. Her daughter was bohywdnen she tested positive for THC, she was
placed in a foster home. While working to regaistody of her two older children, Ebony gave
birth to a third child, another daughter. Both Efpand her baby tested clean, but because of the
ongoing custody case, this child was also placddster care. After the custody case had been
drawn out for three years, the court determinetiE@ny did not have enough of a relationship
with her children (two of whom had been in fostarecsince birth) and terminated her rights. At
the time of the interview, she was single-parentiagfourth child, her ten-month old son.

Ebony: | was just so happy to have a baby. It was Hautlit was like, everything | went

through made it worth it for me to have him. So whéost him, it was like—well, when

| lost my three kids, it was like, | promised mys€l ever got pregnant again, | was not

gonna let all the things that you have to go thirowgh the state and the court system, |

was not gonna let that, like, defeat me, ‘causel like, | was younger at the time, so |
didn’t know how to approach all that stuff that &svgoing through, so 1 felt like | was
cheated. So | kinda promised myself, like, 'm gohna give up, ‘cause those are my
kids, and they’re gonna look back like “Maybe seally didn’t care about us,” or

something like that, ‘cause that’s how | felt whrag mom just up and left me, so. Yeah,
so | don’t want my kids to feel the same thing.

Ebony’s mother was a crack cocaine addict and éfadéwborn Ebony at the hospital and
disappeared. Ebony was raised by her maternal grathér and did not want to repeat her
mother’s behavior, because she did not want hédrehni to feel the same way towards her that

she had towards her mother. Ebony wanted to proteself in case she ever had to go to court
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again, so she took initiative to contact the hedéhartment and enroll in the home visitation
program for pregnant women and new mothers. Shedet@smined to prove to herself, her
children, and everyone else that she was not tine seoman her mother was and that she could
be a loving and capable parent. She was deterntia¢dher experience with the court and loss of
custody of her older children would not changedwee self.

Natalie expressed a similar motivation. She, baml experienced the painful loss of her
oldest child and vowed that she would never puséiethrough that again.

Natalie: | went to inpatient treatment on my own, | wazatly clean a month when |

went in there, they released me in 14 days andlshdh’t need it. I've paid for drops

and outpatient classes on my own, completed allathd am still taking drops that | got

funded through a woman’s program on my own. I'mlike, all kinds of things, anything

| put myselfin. [...] I guess it shows like, losifigy first daughter], what it did to me

and then... you know, even though with the closewdh losing [my second daughter],

like how soon that | stopped and, ‘cause if | hast her then — and | knew it, | think

that’'s why | quit like 1 did. | knew if | didn’t gwand if | lost her, my life would be no
more good to nobody. | wouldn’t be able to livedtingh it.

Having her role as a mother negated by the costesyfor a second time would devastate
Natalie. She “wouldn’t be able to live through iElrthermore, the loss of such a highly valued
identity would cause her self-worth to plummetthe point that she feels her “life would be no
more good to nobody.”

Eleanor identified the experience of losing cugtoflher first daughter as a motivating
force to desist from substance use when she bepegeant with her second child. When asked
what effect the loss had had on her life story,estained “I think it’s just made me wanna do
better and strive to... be a better mother, to ty mwake up for that, not being there in the
beginning.” She described how having another deilidike an opportunity for missing out on
her first daughter’s childhood.

Eleanor: So | met [my boyfriend] and we started dating] ah, like | said, | got

pregnant and had a miscarriage. And then it’s likeshouldn’t have been, but | really—

like, because that was an accidental pregnancyhbuatl was like, “I want a baby.” Even
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though | shouldn’t, because | didn’t have my owacgl, you know, still at my mom'’s,
and it's irresponsible, but | was just like, | féigk | needed to fill the gap, that | never
got to really like, participate in [my first daugints] babyhood. | was gone, | was in
North Carolina, and | know that’s not a good realsonl just... you know. That's what
happened.

Eleanor strongly identified as a mother, repeativg always loved babies, I've always wanted
to be a mom,” throughout her interview. When sheab®e pregnant with her second daughter,
she did a lot of her own research on attachmeminpiaig, breastfeeding, and what to expect
when having a baby while on methadone. In herviger, she talked at length about how her
infant daughter was so “bonded” to her, how muahlskied mothering, and how much she
“overcompensates” for missing out on her older dééeigs childhood by spending extra time
rocking her younger daughter to sleep every nighe had also surrounded herself with
prosocial others, including contacting Family Oatrle Services and working with a public
health nurse. For Eleanor, her new baby preseatsgportunity for a second chance at claiming
for herself the mother identity she had always wdnt

In conclusion, women who promptly desisted empdeaktheir own agency in
recognizing their need to desist and taking stepadke that happen. They located the source of
their motivation to desist within themselves aneittipregnancies. They resisted a “feared self,”
a self who lacked self-control and who would put ¢taldren at risk, perhaps because they had
knowntheir feared selves when they experienced a lbsgstody of their older children.
“Prompt desisters” had realigned their social nekson favor of prosocial others and away
from people who “pulled them down.” Finally, thegst their recent pregnancies as “second
chances” at achieving a desired mother identitgrafkperiencing past failures. These themes set
‘prompt desisters” apart from women in other catego

Delayed desistanceSix women (20%) were categorized as “delayed dasiStThey

desisted during their pregnancies, but not immedbliatpon discovery. Whereas prompt desisters
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took action within a month of discovery and eiteeught treatment or desisted alone, delayed
desisters took more than a month to decide whaotd heir desires for healthy pregnancies
were similar to those of prompt desisters, but womehis category were more likely to feel
uncertain about their pregnancies. Once the unogrtaas resolved, women in this category
were motivated to desist by their desire to ava@adith complications.

Uncertainty. One theme that set delayed desisters apart fromgirdesisters was
uncertainty about their pregnancy outcomes. Thegaainty could stem from a woman’s
indecision about continuing with the pregnancy cartainty about her ability to carry a wanted
pregnancy to term. For example, Rosa discoverddstieawas pregnant with her third child and
wanted to have an abortion, but couldn’t afford.dfeen with partial financial assistance, Rosa
would still have to come up with several hundretladls to cover her portion of the cost. As she
said, “Can’t have an abortion if you can’t pay yéght bill.” In the time period when she was
aware of her pregnancy, considering abortion ayidgrto raise money, Rosa drank heavily to
manage her stress about her situation.

Rosa [l stopped drinking a] month aglafighg. | was like... ‘cause | was still debating

on if | was gonna have the abortion or not, and the stressing financially, so... | was

drinking. Pregnant and all. Even when | knew | wesgnant.
Lauren, a primary tobacco user, had struggled t@gggnant for three years before resorting to
fertility treatment. When she finally became pragnahe had difficulty believing that she would
successfully carry her pregnancy to term and dehee baby.

Lauren: Um, honestly I think in the beginning, | was saifful that he wasn’t going to

make it that | didn’t really even try to quit, ine very beginning, because | was kind of...

| guess in shock, and then | started cutting dovwat and | was able to quit once |
realized we made it through the difficult part.

There are interesting parallels between Rosa andehss stories. Although their pregnancies

occurred under very different circumstances, bagressed a lack of control over the process.
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For Rosa, pregnancy was something that seeme@pehdo her. She revealed she had
considered abortion for her last three pregnarimesuse of the stress of being a single parent to
multiple children and the fragility of her finantgtuation. She didn’t appear to want or plan for
more children, but spoke of pregnancy as sometihiagjust seemed to happen outside of her
control. Lauren, in contrast, desperately wanteoet@regnant but could not conceive without
medical intervention. Pregnancy was something sh&aot control, either, but in the opposite
sense: when she wanted it, she couldn’t make pémpvhereas pregnancy happened to Rosa
when she didn’t want it. Lauren describes a feetihgowerlessness over the survival of her
fetus early in her pregnancy, and it was not wgiitéd was sure that the pregnancy would continue
that she was motivated to stop smoking cigareltt®@gs at that point that Lauren felt she had
more control over the situation and could exerhiseagency to desist from substance use.

Once the uncertainty about the pregnancy wasvedd@k.g., Rosa passed the 24-week
limit for abortions in Michigan; Lauren’s fetus swred the first trimester), the women desisted
from substance use to protect the health of tledirskes:

Lauren: | needed to be healthy for him, we had gone tinaad0 much to get him and
why would | keep trying to hurt him in any way?

These same concerns for fetal health were echoethiey women in this category:

Elizabeth: | had to stop, because you know, it was alreadyy system, but | didn’t
want to harm my baby or anything like that.

Sarah: | was scared! | didn’t know—like | felt bad besaul didn’'t know, and then | was
scared, | was like “I hope nothing’s wrong with ilmgby,” you know, stuff like that.

These motivations correspond to women'’s definitiohsiothers as providers and protectors of
their children. The women’s words emphasized beeifiess and putting the fetus’ needs above
their own, especially because fetuses had no clobibeing exposed to harmful substances.

Their words echo those of the women who promptkisied, like Cora’s question “What kind of
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person am |?” if she could not stop using to priotiee health of her children. These statements,
when compared with women’s uncertainty earlietigitt pregnancies, seem to indicate that
women had experienced a shift in their orientatewsards their fetuses from something
uncertain and perhaps unwanted to “my baby.” Thggests that women defined their identities
in relationship to another (the fetus), only assugithe conventional identity of “mother” once
they accepted that they had a “baby.” Whereas wamére “prompt desistance” category
immediately reacted to discovery of their pregnasdiy taking steps to desist, women in the
“delayed desistance” category needed more timedomae their identities as mothers.

Social network alignmentMuch like women who promptly desisted, women irs thi
category achieved desistance by aligning themseWtbsprosocial others and distancing
themselves from other substance users. Hazel healdgltaken steps towards desistance when
she met her husband:

Hazel | was done with it anyways, but then | met tlid and | knew that he wasn't

going to date nobody smoking crack so | just knleat then, | knew | wanted to be with
him.

This supports Paternoster and Bushway'’s (2009)tams¢hat social network realignment is
endogenous. Hazel had already taken steps towasikstidg from crack cocaine use when she
met her current partner, but her relationship Wwith is helping her maintain her desistance. Her

identity as a wife and mother is now insulating fiem returning to her former lifestyle:

Hazel It's stopped me from going back, it's definiteopped me from going back. |
still get attention, | have guys pull over all tivee, perverts and stuff like that, and |
choose not to. | choose that I'm a better perschobse to turn my back and keep
walking because I've been there, and you just nkewew where that could go. [...] | see
people nowadays that | used with before, and jesike... | would never go back there
and be that person, ever again. | see them nowhaydeep me stronger.

In these others, Hazel sees her feared self asdtit@ngthens her resolve to stay away from

crack cocaine. Her narrative highlights her ownnagen doing so, emphasizing her choice to
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stay away from that lifestyle.

Women in the delayed desistance category weresmrlar to women who promptly
desisted. They echoed prompt desisters’ emphasigdondual agency in desisting from
substance use and aligned themselves with prosmbiats to support their changing identities.
Their narratives depicted them as women who camedgh to desist from substance use to
protect their children. The key difference betwpesmpt and delayed desisters appears to be
uncertainty surrounding the beginning of the pregyawhether it be indecision about going
through with the pregnancy or uncertainty aboutpfeginancy outcome. Once the uncertainty
was resolved, delayed desisters acted much likeprdesisters and narrated similar reasons for
desisting.

Partial/incomplete desistanceThe most common pattern of desistance behavior was
partial or incomplete desistance. Twelve (40%) womescribed patterns of reducing their
substance use but not desisting entirely, redusirggasing their use of some substance but not
others, or substituting substances that they pezdas “less harmful” than their normal
substances of choice. Women in this category egpcegreater attachment to and investment in
their identities as addicts, often citing their @tion or their addict identity as the reason they
did not completely desist from substance use. Tverg also more deeply enmeshed in valued
relationships with other substance users.

Cutting back Women in this category discussed a wide rangesisthnce behaviors
that included reducing the frequency of substarseean the amount used each time, desisting
from some substances but not others, and substjtatibstances they perceived to be less
harmful to help them desist from substances likeiheprescription pills, and cocaine. Kim, for

example, was using tobacco, alcohol and marijuamenvehe discovered her pregnancy:
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Kim: | continued to use tobacco every day, the amaastcut down to half, so about
five. | discontinued the marijuana use at all, &atill continued to drink some wine, but
it wasn't like a daily wine bottle.
Some women were aware of the negative appraisaihefs, especially once they were visibly
pregnant and others could identify them as substastg mothers. In response to perceived
judgment, women would adjust their substance usbhatat was less visible. Kathryn, for
example, had a job as a cashier at a gas statienfef self-conscious about going outside for
her smoke breaks because, in the past, she hadbealeed for smoking while pregnant:
Kathryn : Even customers, like when | was working at Budgerg and I'd be out on my
cigarette break, they'd be like [angry voice] “Yshiouldn't do that, da-da-da, this and
that, blah blah blah,” so, um. With this one, ¢jh out, try to sneak out, because at the
gas station | see the same customers every ddil, tspto sneak out, | know about the
time they’re coming, and | get caught once in alevfiaughs], but... um, yeah, like |
said, with her especially, because | didn’t re#tiiyk about it that much until people

started making all their smirks and comments, &atls what really made me insecure
about smoking in public.

In response, she “cut back” by smoking fewer citjasea day and tried to avoid smoking in
public. Kathryn’s behavior is an example of beha@djustment in the face of (perceived)
negative appraisals by others. Such adjustmentsoar@discussed in narrative identity theory but
feature heavily in psychosocial identity theorigs Burke’s (1991) perceptual control model. In
these theories, the negative appraisals of otleess g threat to identity verification, the
acceptance of our performed identities by othersalrrative identity theory, such discord may
be considered a threat to narrative integrity. Byaealing her smoking from her regular
customers, Kathryn maintains the integrity of hetmerhood narrative.

Substitutions Another pattern of partial desistance was “sult#tif’ Some women,
upon discovery of their pregnancies, desisted foom substance but initiated or increased use of
another. Women made these decisions by assessimghk of one substance over another, and

these assessments included both risks to fetahhaadl the risk of having their substance use
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detected. For example, Suzanne discovered hergmegrat the end of a several-month long
crack cocaine binge. She had previously indicatatighe had used Xanax and Vicodin during
her pregnancy, but when asked about her use o thesstances in the three months prior to
discovering her pregnancy, she admitted that stually began using the pills as a substitute for
crack cocaine:

Suzanne | didn’t really start doing [Xanax and Vicodinhtil | was pregnant, and

actually | guess | was trying to do like, a sulsétfor... you know? And so, | mean, |

was taking them like | was supposed to at the g, but I'm an addict, so before long

| was eating them up like candy.
Suzanne felt that Xanax and Vicodin were safehtarfetus than crack cocaine, but her decision
was also based on her own safety; she was ablk forgscriptions (albeit illegal prescriptions
from a “pill doctor”) for these medications, scslie happen to be drug tested and came up
positive for these substances, she would have seeasure of protection from penalty.

Tasha also made substitutions during her pregnlycytting back on her prescription
opioid abuse and increasing her use of Xanax idstea

Tasha | would say | used more [Xanax after discoveting pregnancy], just because |

tried to stay away from the pain pills, and | figdrthe Xanax would kind of be better in

some odd way, | guess? [...] And | guess in my owadhbecause my mom had taken it

when she was pregnant with me and my brother, $guthought it was okay.
In Tasha’s case, she was self-medicating her omidlttirawal by increasing her Xanax use, and
she felt that this would be safer for the health@ffetus because she knew her mother had used
Xanax while pregnant. This was how Tasha couldnafize her substance use, by making what
health changes she could and following her own ertglexample.

Social network alignmentin one case, the substitution was not a case apging a

more harmful substance for a “safer substance,thmiteverse. Latoya had been injured in a car

accident two years prior and was prescribed metimadtr pain management. She had been
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abusing her methadone prescription by taking teheeprescribed dose. When she discovered
her pregnancy, she immediately quit her methadgaaat medical advice. She was worried
about the effect the methadone would have on lies Band chose to stop taking it, even though
her prompt desistance put her at risk of withdrasyahptoms that can cause miscarriage. After
quitting methadone, Latoya used heroin and cocameuple of times” throughout the rest of
her pregnancy:

Latoya: Well, | stopped taking the methadone, and | dictheroin a couple of times,

because my husband is actually a junkie. [...] Heda®s it in front of me all the time

and I'm just like “What the fuck?” and he’s justéi “Rrrrr!” and we just get into it and
then he’s like “You want some?” and I'm like, “Su&hatever.”

Latoya’s relationship with her husband interferathvaer desire to protect the health of her
fetus. He continued to use heroin in front of hat ancouraged her to use it with him. They
would argue about it but Latoya would sometime givand use.

Latoya’s story highlights the role of significasthers in women’s desistance behavior.
Women'’s lives as substance users included reldtipasvith family, friends, and intimate
partners, and many of these relationships suppatemburaged or enabled women’s substance
use. For women connected to these meaningful eekdtips with other substance users,
narrating their identities away from “substanceriaad towards “mother” meant the possibility
of losing these attachments. For some women, tbiddiset them intolerably adrift,
disconnected from relationships they felt were inguat. Vicki's story exemplified this theme.
Vicki had two adult daughters and was pregnant witlon at the time of her interview. Her life
story showed a pattern of substance use when shenwwelationships and sobriety when she was
single. From a very early age, Vicki had felt discected from people she cared about. When
she was in relationships with substance-using siemwould start using with them as a way of

feeling connected and involved in their lives.
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Vicki: | feel like that's because | couldn’t connecttwit | felt like | wasn’t connecting

with him and for me to connect with him then | negdo do what he was doing, yeah.

[...] The times that | felt like | couldn’t [cut baak quit], it was because I felt like | had

to fit in.

Interviewer : With whom?

Vicki: With... I don’t know, like, with my boyfriend, oriends, or...
At the time of her interview, she was in a relasioip with a man who used methamphetamine.
She had started using with him so that she co@ldciennected to him and do something he liked
to do, but now she desperately wanted to stop di#imét enjoy using methamphetamine and she
was worried about her baby and her risk of beirtgated, but desisting from methamphetamine
use would mean losing that connection with her bewtl. In this way, Vicki and Latoya’s
attachments to other substance users functionttbaks” that kept them at least partially
involved in substance use, even when they expresdgegire to desist. Belinda had a similar
experience, not with a romantic partner but with dgreup of friends:

Belinda: | tried stopping [drinking], like, after | found buwas pregnant | had stopped,

and | wanted to stop after that, too, even aftead him | didn’t want to start, but | was

hanging with friends again, didn’t really want tordk, but | ended up starting and I'm
back at it again.

Similarly, during her pregnancy Denise was embeddedsocial network of other substance

users:

Denise | just fell into the wrong crowd, ‘cause I'm aryebig people person. I'm friends
with everybody up until you give me a reason nottdd... | really started falling with
the wrong crowd, didn’t see it, and finally stafedhen | was smoking my pot and
stuff, people were lacing it with other things, ardtop of it my friend’s like “Try this,”
and then I'd try it, and... like, it just, it all bame an overwhelming thing.

For Belinda and Denise, as with Vicki, Latoya, alder women in this category, relationships
with other substance users kept them involvedan lifestyle. For Vicki and Latoya, it was
highly-valued romantic partnerships. For Belindeni3e and others, their involvement in these
social groups was a product of their narrated itleatas a “people person” or a member of a

particular friendship group. In Belinda and Densseases, they achieved partial desistance by
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isolating themselves from these influences, that fiteps in social network realignment:

Denise So in the long run, | started distancing mysedfri people. | kind of keep to
myself, go to and from friends’ houses, to and fjolminterviews and stuff, | don’t
associate with people as much.

Belinda: Like every once in a while they would come argituine and stuff at home, but
| really didn’t hang out with them like that, ‘causknow that that's what they’re around
and | didn’t really want to be around that stuff.

Although this distancing behavior helped womenédsist from some substance use, it is
important to acknowledge the negative consequenicgscial isolation. For women deeply
embedded in a criminal context, distancing ondsafh a substance-using social group may
mean losing access to needed resources, like hidlgransportation, childcare, and job-seeking.
Amelia, for example, relied heavily on her frieidgprovide childcare for her infant son while
she went to work. Her friendship group was largaebde up of other substance users. Distancing
herself from these friends would mean losing thpartant resource, which might then result in
her losing her job. Many women had very few praadamily members or friends to support
their desistance. Faced with the choice of beifgsbut alone and unsupported, or using but
having access to instrumental and emotional supthate is little wonder why some women
remained embedded in antisocial networks.

“Pawn” selves.Unlike women in the “prompt desistance” and “delhylesistance”
categories, women in the “partial desistance” aatggvere more likely to claim an addict
identity. From women who used only tobacco or abddt women using crack cocaine, heroin
or prescription medications, the common refrain Was an addict” or “| am addicted”:

Kim: [The alcohol] was more of a stress reliever,lmgntinued it throughout my
pregnancy, just because of the addiction.

Kathryn : | don’t even—I don’t like smoking cigarettes,drdt even like to smoke

cigarettes. | don't like the taste, | can’t freakibreathe, |1 don'’t like to smoke cigarettes, |
just am addicted. | am.

70



Suzanne But I'm an addict, so before long | was eatingefgeription pills] up like
candy.

These refrains suggest a feeling of helplessnetgiface of addiction, indicative of low
self-efficacy and lacking a language of agency gbar 2000). Maruna (2001) draws on the work
of de Charms (1968) and identifies the persistéfienders in his study who express a similar
lack of agency as subscribing to a “Pawn” storgeadf. As suggested through the analogy of a
chess game, pawns are considered weak, easily oiaeig, and meant for sacrifice. Women
who only partially desisted appeared to subscol@is story of self, positioning themselves as
helpless in the face of other powerful forces auking any control over the direction of their
lives. Where desisters emphasized their agenaymediately deciding to desist and seeking the
treatment to help them, women who only partiallgisied demonstrated a weak sense of
personal control over their substance use. Theg ware likely to claim an “addict” identity for
themselves and to attribute their persistent snbstase to their addictions.

PersistenceWWomen who persisted with substance use througheutpregnancies were
most likely primary users of heroin (n = 2, 50%y&m marijuana (n = 2, 50%), in addition to
other substances. The remaining persisting womarapPwas pregnant at the time of her
interview and drinking heavily as she tried to decif she would seek an abortion or not. She
was, in her words, “80/20” about aborting her pewry, but was struggling with the idea that
this was her last chance to “do it right.” As ayEar old woman in a rocky marriage, Darla felt
that this pregnancy was her one opportunity tceraishild the way she had always wanted, with
a husband to co-parent, explaining that she rembeedlJD because she thought she was too
old to conceive, though “I'm not lying, part of m&nted a kid by him, ‘cause I love him... but,
God, that was fairytale thinking.” She had her wider children when she was much younger,

unmarried and unemployed, and she wanted the apptyrto live her “fairytale.” She remained
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poised at the point of a decision. Her pregnaneynsel to offer the possibility of living the life
she had wanted to lead, the possibility of beirggrttother she had wanted to be but had not
managed to be in the past. Continuing the pregnafieyed an opportunity for the alignment of
Darla’s “imagined life” with her real life. As Dalherself recognizes, though, her current
situation was not really as close to her “imagihfsd as she hoped, and the likelihood of
bringing her “real” and “ideal” into congruence sesl low. As she concluded at the end of her
interview, “reality is gonna win over the fairytaefinitely.”
Good intentionsKellie and Brittany both used heroin throughowitipregnancies.
Kellie was actively using when she discovered hestmecently pregnancy, and Brittany had
just left a treatment facility and was trying tee“good” but struggling to maintain her sobriety.
Both women'’s persistent heroin use was associatidmissed opportunities for help from
others. Brittany was trying to regain custody of tveo young children after her stay in a
residential treatment facility, but the stress ofking with the court system and then becoming
pregnant again resulted in her relapsing first @sgription opioids and then on heroin.
Brittany : | found out that | was pregnant and then, umgn'dknow, it’s just... | first
started maybe using like, prescription pills thimkthat | could, | don’t know, | could do
it maybe just on the weekend, keep it on the weagkgou know, like, I'd never tried
doing it that way. So | stupidly thought maybe ultbfigure it out, I think just ‘cause |
was just so hurt by everything else that happehaidn’t know how to deal with it, so |
guess it just kind of, almost, looked at it likeeavard in a sense.
Brittany quickly slipped back into daily use:
Brittany : At first, yeah, I'd say like once a week or ewmrte a month sometimes, like at
the beginning. It didn’t stay like that for the wag@regnancy. By pretty much the end, |
had pretty much stopped using pills and was pratigh using heroin every day. [...]
Middle towards the end, and still trying to do exking with, like, CPS and the drug

tests like three times a week and everything. Bwoskill trying to do all this and then use,
it’s ridiculous in that way.
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Brittany’s desire to seek help was complicated &ygdrecarious relationship with the court. She
was trying to regain custody of her two sons atidii@at any admission of “slipping up” or not
“being good” would result in termination of herhig. Instead, she tried to get along by herself,
but quickly lost control of the situation. She eadrher pregnancy to term and gave birth to a
third son around the same time that her one-yea fieriod for regaining custody of her older
two sons expired. Her rights to all three childwre permanently terminated. Brittany’s story
illustrates the way that pregnant substance ugetgtiemselves between the idiomatic “rock
and a hard place.” Already involved with the caant burdened with the task of proving herself
an adequate mother, Brittany knew that admittirag she had relapsed would put her at risk of
losing her children because her one-year periagitdhem back would expire. Without
admitting to relapsing and seeking help, she caoldstop using, which was what made her an
inadequate mother in the eyes of the court initisedlace. She could not conceal her relapse
and was identified again as an inadequate motltelosh custody of her children. In her position
at that time, Brittany lacked the resources tcsfatiorily perform her role as a mother to her
sons. The court did not believe her story of hé@selh good mother who was just overwhelmed
by addiction and terminated her parental rights.

Kellie was injecting heroin multiple times a daydaat “a really bad spot in [my]
addiction,” living out of her car and “down to, y&aoow, nothing, exhausted everyone and
everything.” She and her boyfriend decided to sesktment together. The treatment program
they chose prescribed Suboxone (buprenorphing)palar opioid receptor agonist approved for
the treatment of opioid dependence. Buprenorphasedeen demonstrated to be safe for use
during pregnancy, with some evidence that fetarbogrphine exposure results in milder

neonatal opioid withdrawal than observed in neamaig@osed to methadone (Jones, Kaltenbach,
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Heil, Stine et al., 2010). When Kellie was subjddie a pregnancy test at the treatment center
and the result was positive, she was quickly infedrthat Suboxone was not safe for pregnant
women and told to seek help elsewhere. Reluctanirtoto methadone, but urged by nurses at
the treatment program and her local hospital tokesure you don’t go into withdrawal because
it will put a lot of distress on your baby, anavitl probably most likely induce a miscarriage,”
Kellie continued to use heroin. She approachedipteltioctors and asked if they would oversee
her unmedicated detox but was turned away afteigideld that the risk to her fetus was too
high and the hospital would not accept the ligpiliinally, she tried to get help from her

obstetrician:

Kellie: I was doing dope and | had gone to my OBGYN fgrfirst appointment when |
was probably about ten weeks along, and | toldteetruth — well, | kinda told her the
truth, 1 didn’t want to say | was doing heroin,lgast said “Look, I've been taking
Vicodins for my teeth, ‘cause they're really badivkich | was, a couple of years ago,
which is kinda how | got back into doing heroird tried it when | was younger and then
quit for a while, and | was taking Vicodin for mgetth, which | did have a valid script
for, but then | was taking more and more and mackibwasn’t enough, and it was too
expensive, so then | went back to doing heroinl 8t my OB that | was just taking the
Vicodins and when | stopped | was having withdrasyehptoms, and | didn’t want to
hurt the baby, and blah blahblah, and she said I'\usk try and wean yourself down, do
the best you can, blah blahblah,” this went omfiaybe two or three months and | just
kept going in there saying “It's not working, | ¢ai’m getting too sick, I'm scared
something’s going to happen to the baby,” and sitt“$Vhere are you getting this
prescription?” and | said “My mom’s just been giyime her pain pills, | don’'t have a
valid script for it, that’'s another thing I'm woed about.” So she actually said, “Okay,
I’'m going to write you a script for Vicodin so ydave a valid script,” [laughs], “and |
want you to take — I'm gonna write you for fouraycand | want you to take one at a
time, four times a day, and that should keep yal and that way we’ll try to taper you
down, or at least when the baby comes, at fouryaittevon’t be as excessive as what it
sounds like you're taking.” So | said okay, so siete me out 120 for the month, and of
course they were gone in, you know, how many—a veeawo, whatever.

After this, the doctor became suspicious and regluiellie to submit to a drug test if she
wanted another prescription. The drug test showedbre than just the prescribed medications,

and the doctor told Kellie she needed to stop whatwas doing. By this point, Kellie was into

74



her third trimester and running out of time. Shedito find treatment facilities that would accept
pregnant women and could find only one, locatedlamedred miles from her home. She finally
checked in there and was immediately offered Subexthe same treatment for which she had
been turned down in the beginning of her pregnaBbg. started treatment (opting for
methadone instead) but continued using heroin eddse was adjusted, and delivered her baby
several weeks early. She has continued with hatnrent and has not used heroin since delivery.

Kellie and Brittany’s stories both highlight misisepportunities for intervention that
might have interrupted their substance use. Irtdnt's case, her fear of the court system drove
her to conceal her escalating substance use. fitieed a cycle of feeling like a failure and
using pills or heroin to feel better; the more ity tried to cooperate with the court, the more
stressed she felt, and the more stressed shéhielhore she wanted to use. When she used, she
felt guilty and like she was a failure, which exdozded her negative feelings and drove her to
use even more. She was caught in a paradox: usnognh

In Kellie’s case, her initial motivation to getain was not sufficient because she
encountered barriers at every turn. She wantedttalgan because she was pregnant, but her
very status as a pregnant woman made help-seekitng anore difficult. She was told that her
first treatment choice, Suboxone, was not saf@fegnant women. Her second choice
(unmedicated, medically supervised detox) was @atevailable, due to the risk of miscarriage.
Her third attempt to seek help from her obstetnaias curbed by her fear of being discovered
as a pregnant heroin addict, which prevented loen fseing honest with her doctor. Her
substance use was enabled for several more montihshe finally found a treatment center that
would accept pregnant women, at which point she“aatsof time” and her pregnancy was

over. It is interesting to consider how these s®might have unfolded had women'’s fear not
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been such a powerful factor. Fear of discovery@mndshment prevented Kellie and Brittany
from being honest with people in their lives whoeve the position to intervene and help them.
If Brittany had felt comfortable telling the couhiat she wasn’'t managing well and needed more
help, and if Kellie has felt comfortable tellingriaoctor that she was using heroin and couldn’t
find the help she needed, their substance use otayane persisted for so long.

Social network alignmentAll four women in this category were in committed
relationships with substance-using men who enablgahorted and encouraged their persistent
substance use. Kellie and Brittany both used hemtimtheir male partners. Elsie, who used
marijuana and assorted prescription pills, conthusing with her boyfriend throughout her

pregnancy, even when she was on bed rest at tipggdlds stall premature labor:

Elsie: Me and my boyfriend, the dealer would actuallyneomeet us up at the hospital
and we’d go out in the parking lot and smolkei§hg. It's so horrible! Right at the
hospital! Like, how horriblelaughing.

Elsie’s boyfriend offered no resistance to her et keep using pills. In contrast, Brittany’s

boyfriend criticized her persistent opioid use etleyugh he was also using heroin:

Brittany : Rick knew | was using, | was just taking pillsdame was constantly on me,
like, “What if this baby’s deformed or, like hasopiems?” You don’t know what could
happen.

Interviewer: Was Rick using as well?

Brittany : Yeah, he was.

Rick and Brittany went to separate treatment faediafter an intervention by their families, but
both relapsed soon after leaving treatment. Byttaecame pregnant again and went back to
using heroin, and Rick convinced her to leave thtes

Brittany : What happened with that was, um, we ended upgiusig off, | guess, like a
month before | was due. Rick was, | don’t knowever really pictured being away from
him and we were just unprepared for everything lzami nowhere to go, and his family
was pretty much done helping us out at that pdimtas obvious we weren’t doing good
anymore, you know? [...] He just told me he was Iegythat he loved me and if |
wanted to go he would take me. [...] | remember likst sobbing and telling him that |
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didn’t wanna go, | didn’t want him to leave me, asypregnant, but | didn’t wanna go. At

that point, you know... And | guess | couldn’t seg ather choice, | couldn’t really see

any.
Brittany’s attachment to her boyfriend enabled fhwdystance use. She attributes her lack of a
criminal record to the fact that it was her boyfidevho took most of the risk by going out to buy
their drugs, so she was “kinda sheltered in thatin&hen she was using during her pregnancy,
he argued with her about putting their childrenigk but made no change to his own use. When
Brittany and Rick were involved with the court sstand trying to win back custody of their
two older boys, Rick encouraged Brittany to leawe dtate. Brittany’s ongoing association with
Rick kept her involved with substance use. At theetof the interview, Brittany had lost custody
of her three children. She and Rick were both éenladt a methadone clinic and were still in a
relationship.

“Pawn” selves.In contrast to the narratives of women who desjsiduch emphasize
agency and choice, the narratives of women whagtedsinstead emphasize what they felt was
a lack of choice. Kellie felt she encountered ofistato desistance everywhere she turned.
Brittany felt that she was out of chances, thatciwt was going to take her older children
anyway and that her only option was to leave thteswith Rick. To observers, it likely appeared
that Brittany was abandoning her older children teeing from her responsibility to them in
favor of continuing her substance use, but this mehow Brittany saw it. Instead, she narrates
a story of being trapped and running out of opti@m&l of being forced to do something that she
says she didn’t want to do. Kellie said she didwant to continue using heroin but describes
her attempts to get help being thwarted at every Brittany said she did not want to run away

from her children but described it as the only ce@he could see at the time. Like women who
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only partially desisted, persisters narrated ssoalgout themselves as pawns and not as agentic
beings.

Narrative resistanceFrom both the criminal justice and public healéngpectives,
women who persisted with substance use through phegnancies are living out the worst-case
scenario. From the public health perspective, treyplacing themselves and their fetuses at the
greatest risk of negative health consequences ilyncong to use. From the criminal justice
perspective, they are at the greatest risk of lgatheir substance use detected (either in
themselves or their neonates) and becoming invatvélae criminal justice and child protection
systems. Despite being the “worst cases,” womehisncategory resisted master narratives that
would depict them as bad women and bad mothergaByis narrative cast her as a loving
mother with good intentions who became overwhelimegdarenting stress and substance use
that spiraled out of her control. Though the ctwad terminated her rights to her three children,

she maintained that she was not the terrible petsoourt had made her out to be:

Brittany : | met this other lady who went there, she’s @atment, too, and she had six
kids that she had lost to CPS, like at all différtemes, and it seemed kinda like she was
feeling the same way as | was, just like... a bad@eror she didn’t love the kids
enough, or that kind of thing, and... you know, | ggighat’s the main thing I'd wanna
say, is that I'm not, like — like a monster. | care

Elsie was unapologetic about her substance usadmdted that she was still using marijuana
and prescription pills regularly. She describedmaversation with her mother, who disapproved
of Elsie’s substance use but had conceded th#&at I'm not on meth or heroin or something.”

Elsie also emphasized that she was a better mibtherothers she knew:

Elsie: But | mean, for instance, these two girls | waiikh, this one girl is a year older
than me and is on her fifth fucking kid. Her fikid! [...] And, you know, she don't act
like I do. I'm like “Oh my god, my baby, my babyR&nd she’s like “Yeah, get them kids
away from me.” | know she loves her kids, what neottioes—I mean, there’s mothers
who don’t, but you know, | know she loves her Kiulg she’s not at all like the mother |
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am.

In this excerpt, Elsie positions herself as a gomather because she only has one child and she
misses her daughter when she’s at work. Theserfaate more important than her persistent
substance use. Bad mothers, by Elsie’s definitoa those who have too many children and
don’t want to spend time with them. This definitiohmotherhood allows Elsie to tell a self-
narrative of being a good mother even as she adaiishavior that others consider

incompatible with good mothering.

Discussion

Rather than a clear dichotomy between substanctasssters” and “desisters,” the
data revealed a spectrum of desistance behavretstghg between these two poles. The
behavior patterns fell into four broad categormempt desistance, delayed desistance, partial
desistance, and persistence. Demographic varibkéeage, race and educational achievement
were not related to persistence or desistanceyastthe type of substance used, age of
substance use onset, or experience of trauma. gialf/the accounts of women in each
category revealed that substance use desistanmetleé end of pregnancy was supported by
women'’s perceptions of themselves as having agandynot being “pawns,” the realignment of
their social networks with more conventional indivals who did not support their substance
use, and their determination to avoid a “fearet|"saften motivated by prior experiences with
substance use persistence in pregnancy and lesstidy. In contrast, women who partially or
completely persisted spoke about themselves asrigaand “addicts” who were not able to
desist. They were embedded in social networkssiingported their substance use and thwarted
their attempts to desist. Despite their continudsssance use, women who persisted offered

some resistance to master narratives that wouldtiddyem as “monster mothers,” emphasizing
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their love for their children and their capabilgias mothers and attributing their substance use to
being “overwhelmed” or to failed help-seeking atpgs) for which the women felt health
practitioners or medical professionals shared ellaahe.

This chapter has described women’s behavior dymmagnancy, from the time they
discovered the most recent pregnancy until thé leiftheir youngest children. Curiously,
desistance during pregnancy did not necessarilytresdesistance after pregnancy. Some
women who had desisting from substance use whagrant relapsed after pregnancy, and other
women who had persisted until the birth of theitdren desisted soon after and had been
maintaining their desistance for many months. Géraytexplores how desisting women were
maintaining their desistance by restorying theiedi as redemption narratives, which enabled

them to continue making prosocial and health-pasithanges in their lives.
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CHAPTER V
Restorying and Restoring Identities
Desistance and Redemptive Narratives

The previous chapter explored women'’s desistanbavi@rs during pregnancy. This chapter
examines the ways that women’s narrative identtietained desistanaéer their pregnancies.
Of the 30 women in the sample, seven (23.3%) wergnant at the time of their interviews. Six
of these seven were persisting with some substageeOnly one woman, Shannon, was
pregnant and desisting. Of the remaining 21 womlen were not pregnant at the time of their
interviews, 13 (61.9% of non-pregnant sample; 43d8%tal sample) were desisting from
substance use. It is important to note that th8s@oh-pregnant desisters were not necessarily
women who had desisted during their pregnanciesneSsomen had been categorized as
“persistent” substance users during pregnancy adtdesisted in the months following the birth
of their youngest children. Similarly, women whore/eategorized as “desisters” during
pregnancy often returned to substance use onceméeyno longer pregnant. Women'’s
desistance from substance use during pregnancyetagways followed by continued
desistance after birth.

How, then, do women maintain desistance from suabstase? It seems clear that
continued desistance is not the result of justahimce to stop using substances, but the product
of many choices, multiple times a day, to maintprosocial identity and resist falling back into
old patterns of behavior. To achieve this, wome wiere desisting at the time of the interview
narrated a redemptive self. To support such aidrelsainge in behavior, from offending to non-
offending, women had to recreate their narratieeshiow that their capability to lead a prosocial
life was there all along. They drew on past expees to depict themselves as strong, resilient,

and good. Maruna writes that the purpose of sumftest“maintain[s] equilibrium by connecting

81



negative past experiences to the present in suaydhat the present good seems an almost
inevitable outcome” (2001: 87). The opposite of tbdemption script is the “contamination”
(McAdams, 2001) or “condemnation” (Maruna, 2001y 3&ipt, in which positive or neutral
episodes are transformed into negative episodédatmna’s sample, active offenders “largely
saw their life scripts as having been written faerh a long time ago,” and the scripts were not
positive. Contamination scripts feature the idécdiion of points where everything goes wrong,
a downward deflection in the narrative arc thataser corrected. This sets contamination scripts
apart from redemption scripts, where negative evard reinterpreted as necessary experiences
for personal growth and development.

Maruna (2001) identities five common themes in ¢heslemptive scripts. The first is the
establishment of the “true self” or “core self’ettreal me” that is good and normal. The second
theme is the identification of a bad “it,” a fort®&t is responsible for bad behavior and
experiences. The establishment of a bad “it” exetmthe self helps to protect the core “good”
self, as it allows the narrator to escape beingwlvelmed with shame for past transgressions.
For substance users, the substance or the addisially fills the role of the bad “it.” The third
theme is the acknowledgement of helpful otherstugher power that believed in the
individual's potential and showed them that theyehaorth and value. These helpful others are
often described as seeing the individual for wheythreally are” (i.e., good and normal) when
others could not. A fourth and very powerful theisithat of “redemptive suffering.” Individuals
narrating a redemptive self must find a way to @ntitheir negative pasts with more positive
futures. This is vital for achieving a coherentrative identity. Redemption stories cast past
negative experiences as necessary for the popitegent and future: “If | hadn’t gone through

that, | wouldn’t be the person | am today.” Finalgdemption narratives forecast a purposeful
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future. The storyteller demonstrates commitmergeoerativity, “the concern for and
commitment to promoting the next generation [...] gederating products and outcomes that
aim to benefit youth and foster the developmentwaelltbeing of individuals and social systems
that will outlive the self” (McAdams and de St. Anp1998: xx). Women who were desisting
spoke at length of their desire to be better parentheir children and to teach them well so that
they didn’t have to learn things “the hard way, Wwa@men in this study had done. They
expressed interest in writing books about theiregigmces or becoming motivation speakers so
that they could help others, and identified areafe criminal justice and child protective
systems that needed to be changed so that otheemvavould not struggle the way they had
struggled. Women who were currently desisting fearhstance use expressed a greater number
of these five themes than women who were currqrgtgisting.

Good core self.The first theme in this set of five, and perhdpsfirst step on the path to
identity change, is the recognition of a good s®#, a true self that was there all along, even if
it was buried under layers of negative circumsta@fehe fifteen women who were desisting at
the time of their interview, fourteen (93.3%) exgzed their belief in their good core self. Only
six (40%) persisting women made similar claims.

Women who were desisting from substance use irgergmpast experiences in a way that
highlighted glimpses of themselves as good pe@pyien though they had made some bad
decisions or done some things that they regret Mélaen asked about a low point in her life,
Natalie talked about losing custody of her firstiglater and how this loss had sent her on a
“suicide mission” to take as many drugs as posdibwuse she felt she no longer had a reason
to live. She felt she was “no better than [her] Imeof” who had also battled addiction. When

asked what this memory says about her life, sheoresed
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Natalie: That | at least still have a heart. Because hmdpposite of my brother, like
what we went through, what both of us went throbgh turned him, like, unemotional
and like, hard, and like, he can’t show his ematiand he’s like, a sociopath, swear to
God. And me, I'm still a loving person, like — & tif my therapists say it's just amazing
that | still care the way | do, I still see the daa the world the way | do. [...] That it
hasn’t-- it didn’t totally ruin me as a person.

In this excerpt, Natalie demonstrates a proteatidmer core “good” self by explaining that her
traumatic experiences haven'’t “ruined” her. Shand always has been “a loving person,” a

quality that has persisted through bad life expegs that would ruin others, like her younger
brother. Kellie, who persisted with heroin and quema use until the birth of her son but was

now desisting, explained:

Kellie: Ummm, | don’t know, | guess it kind of always—whkthink about it, reminds
me that no matter how bad | feel about myself ierthings I've done, that | am a good
person, and | am special, and, um, you know, yagespite all the crap and all the dirt
and whatever, that deep down | am, you know, a gavsgon and capable of loving and
deserving of love, and | get really down on myseldl | just kinda—seems like | kinda
go back to just myself at my purest state, | guebgn | was a kid, and that's how |
really am. | thought | had it all figured ouapghg.

Kellie refers to going back to herself at her “mirstate,” when she was a child, because that’s
how she “really” is. “Deep down” she is a good jpersvho is capable of loving and being loved,
“despite all the crap” of her years of heroin ugkich included periods of homelessness, losing
custody of her older son, and being disowned bydmaily. When she starts to feel
overwhelmed by shame and guilt, she reminds hettssifat her core, she is still the good person
that she was as a child, before her addiction.

These excerpts stand in marked contrast to theesgions of women who were
persisting. Elizabeth was using cocaine and Vic®dihen she became pregnant with her son.
She persisted until the end of her second trimestérthen quit, but her son tested positive for
some substances when he was born and was platestancare. Elizabeth shared that she was

not allowed to see him and had not yet had a daig to find out what she needed to do. At the
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time of her interview, she was trying to get intsheelter and “staying anywhere” right now. Her
two older daughters were living with an aunt. Wlsked about her current substance use, she
said,

Elizabeth: | still smoke marijuana and pop Vicodins. | hateid any cocaine lately, but
if it comes around I'm pretty sure I'll join in, yoknow.

Elizabeth’s son was born in April and she had regdrto cocaine use in July. Her interview date

was in late August. She talked about her feelifgaiapersisting:

Elizabeth: | feel like I'm a bad mom and a bad person, ‘eauteel like I'm putting my
kids through the same thing | went through as Elchnd they don’t deserve that. [...]
I’'m a bad person, a bad mother. I'm being selfisti aot thinking about my kids and just
thinking about me.

Six women who were persisting with substance use expressed the theme of a good core self.
These cases were examined as negative or devses.d&omen who were persisting and
claimed a good core self did not exhibit other theraf redemptive narratives, particularly the
themes of redemptive suffering and narrative a iggive future. It appears that claiming a good

core self is necessary for redemptive narrativesnbt sufficient.

Bad “it". Desisting women accounted for their past transgras by assigning them to
the influence of a bad “it,” a force that had caligeem to act badly in the past but was now
controlled or eradicated. This force is internal @xample, an addiction) but is responsible for
behavior the women considered unintentional or otrotiable. Eleven (73.3%) desisting
women attributed negative experiences in their fmaatbad it, whereas only five (33.3%)
persisting women did so.

Alyssa, for example, had struggled with her adadicto heroin and crack cocaine for
decades. She had spent months living in hotel rooamemunicating with no one but her drug

dealer, while her children stayed with relativesilfe time of her interview, she was receiving

85



methadone treatment and caring for her three-maldtdaughter. She spoke about how her drug
use created a “not-real me” that was different ftentrue self:

Alyssa The not-real me was when | was using drugs. iwaise real me, you know, |
did it to fit in, in the beginning, at the end kjdid it to stay numb. And the real me
cares. When | was on drugs, | didn’t care abouhingt You know, I'm a caring, loving
person, I'm very into my children’s school actietiand wasotwhen | was doing

drugs, so. | mean, you don’t give a damn, becawmtentasn’'t me, because none of that
stuff | believed in, you know. | never believeddaing—believe in some of the stuff, like
sleeping with that guy for drugs, | don’t beliewvethat shit, that wasn’t me. That was me
on drugs. | mean, it was me, | take responsibibty, | also know | would’ve never done
it if | wasn’t on drugs. It's something I’'m not prd of, and | would never do in my right
state of mind, so to me, that's what | mean “not’ree.

In this excerpt, Alyssa simultaneously confirmsoad) “real me” while explaining how drugs
made her “noteal.” She “would’'ve never done it if | wasn’t onugis,” so now that she is not on
drugs, she is free to be her “real” self, whickasing, loving, and involved in her children’s
lives. She can attribute her past behavior tortHaence of her substance use and confirm that as
long as she stays clean, she can be her “real” self

Casting substance use and addiction as the Bgarégented an interesting tension with
public narratives that encourage patients to ckmnaddict identity and recognize that they may
be “in recovery” for life. Some women, like Diarsgtongly resisted the notion that they would
always be addicts:

Diane: You know, a lot of people just don’t understalikk you were saying, people

look at people different when they use drugs. ‘@dike they say, when you'’re

recovering—an addict is always gonna be an addictnatter what, and it’s like, I'm not

no addict no more. | don’t care what anybody, A&, Mo, I'm not no addict no more.

‘Cause | don't, ‘cause I'm not always gonna be dietdNo possible way. I'm not no

addict no more. ‘Cause if | was an addict, | wouddielapsed three, four times, you
know, a lot of people just don’t understand that.

Interestingly, Dianéad relapsed multiple times in the past. Her substaiseehistory was
lengthy and punctuated by periods of desistancgwhén she was pregnant. In between

pregnancies, she had always returned to crackro®caie. However, at the time of her interview
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she was maintaining her longest period of desistaime she had started using and expressed a
determination to be done with her old lifestyleaBhon, in contrast, was desisting with the help

of a treatment program and the support of her ¢haoenmunity and her new fiancé:

Shannon Let me figure out how | want to word this... Becawgldiction is a disease, |
have this disease but it doesn’'t have to defin@nmay life, or where I'm going in life. |
can still accomplish anything, plus more than atgumquote “normal person”, a person
without addiction. It just means that the disedsadaliction doesn’t define who | am, it's
just a small part of me and... you know. [...] It'sig part of my life ‘cause naturally

I’'m always in recovery, everything, | do have tegen mind that it's healthy and safe,
but yeah.

Shannon identifies her addiction as an internal glanerself but something that “doesn’t define
who | am.” “I'm me who’s in recovery, I'm me who &mom, I'm a fiancée, I'm a teacher,” she
explained. Where Diane rejects the “once an addistays an addict” narrative to support her
continued desistance, Shannon integrates her addietf with her multiple other selves and
simply downplays the primacy of this part in hereceelf. Both women were successfully
desisting at the time of their interviews, suggesthat both strategies have merit, at least in the
short-term. Both strategies include the identifmaiof addiction as a “bad it,” but present
different responses. Women may reject the additirstotal, or downplay it relative to their
more prosocial selves.

In contrast, Suzanne was persisting with heawytalcuse and expected to return to
cocaine and prescription pill abuse in the fut@iee, too, claimed her addiction as part of
herself, but did not downplay the addiction or eaghe her prosocial roles. Where Shannon and
Diane express some degree of control over theiicadds and refuse to be defined as addicts,
Suzanne embraces this definition of herself andesges a lack of control over her addiction:

Suzanne I'm an addict, and | fall off, and | have problepand my kids know, my
family knows, | don't hide it, | don’t lie about, it don’t have an issue with people
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knowing that it's — it's a sickness, it's a diseamed it's not always something that | can
control.

Even though both Shannon and Suzanne describetiaddis a “disease” and recognize that
they are people with addiction, they take veryadight approaches to this “bad it.” For Suzanne,
her addiction is a flaw in her core self that igdr@d her control, and she expects that it will
continue to negatively impact her life. Shannonickspgher addiction as something that does not
have to define her or hold her back from accompighvhat “normal” people can accomplish.

In her view, addiction has hurt her in the past,dhe is capable of overcoming it and achieving
her goal of being a good mother and fiancée.

Suzanne was one of five persisting women who egaathe theme of a “bad it”
responsible for their past behavior. In Suzannaseand two others, women identified the “bad
it” but expressed the feeling that they were poessito stop it. They lacked the “good core self”
underneath or a sense of empowerment through dtiersould help them overcome their
addictions. Suzanne recognizes her addiction ésait” but expects that she will continue to
“fall off.” Elizabeth recognized that “drugs makewbe bad,” but had no expectations of
overcoming her addiction to cocaine. Women who vpemrsisting but expressed the “bad it”
theme thus seemed to lack the sense of agency astény present in desisting women'’s
redemptive narratives.

Finally, in two of these five cases, persistingwem identified a “bad it” as one
particular substance like heroin or crack cocaamel they had desisted from that substance but
were continuing with others, like marijuana, benaadpines and alcohol. In this way, it appears
that some themes of redemptive narratives may é&gept when women overcome an addiction
to one particular substance but are not fully diegjsFuture research should examine how

redemptive narratives develop throughout the dmst&t process, for example, which themes are
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embraced first, in which order they are added toatizes, and which themes are most strongly
related to total and sustained desistance.

Empowerment Women who were desisting frequently mentioned bemgowered by
others, describing scenes in which they were “geldrenhanced, empowered, ennobled, built
up, or made better through his or her associatitin semething larger and more powerful than
the self” (McAdams, 2001: 7). This force could bed®r some other higher power, or an
influential mentor, parent, treatment professiarabther figure who “believes in” the woman
and made her feel valued and worthy. Nine (60%iftelen desisting women described being
empowered by a parent, an intimate partner or lagnigower, versus only two (13.3%)
persisting women.

Hazel met her husband shortly after leaving treatnfior her crack cocaine addiction.
She ran away from home when she was only fourtearsyold and was introduced to crack
cocaine by an older woman, who Hazel now believightihave been running a prostitution
ring. Hazel was soon working as a prostitute tqsupher crack cocaine addiction. This
continued for ten years until her mother helpeddetraway from that lifestyle:

Hazel | had so many—I got so many tickets from doingpfpitution], | started getting

tickets and tickets and... they were misdemeanotshioee misdemeanors is a felony, so

then | got tired of getting caught and they, whalidy do, they sent me to a rehab and
then after that | had talked to my mom, and she-hslde told me that if | came back

home, she had something for me and if | did gobd,vgould show me the way to be a

real lady. [...] My mom was my biggest influence, st@yed by me, she coached me,

she paid for me to get my hair and nails donelsoM like something else, and | had
never looked like that before. She bought makelup b®ught me towels, | just... | didn’t
know | was worth all this. | mean, she set it ud dan’t have to go out there and look
for anything or ask anybody for anything. And tlsgyy money isn’t everything, but that
part helped me the most so that | wasn't out theking for anything. | didn’t have no
excuse. | had a house, a fully furnished houselthatl picked everything in, and that
was nice, | thought that helped. | had no excugmtmoking for anything. And she was
trusting me with money and stuff, more money thaad ever been trusted with. It was

different. This was a new feeling for me. [...] My m@ave me every right to stay clean.
She told me three words, “Look presentable, lok& yiou want it,” something like that —
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not look like you want it, but you have to look hgau want to be, basically. If you're

not that trashy person no more, you can't dressthiat. Keep yourself up, and — that was

one of the first things she told me, so | did itd@very morning | woke up and | prayed

on it.
Hazel's mother had received some money from a rakdialpractice lawsuit and this allowed
her to financially support Hazel while she tramsigd into her new lifestyle. Hazel describes not
only the emotional support her mother provided dgahing and trusting her, but also the
material resources that helped her actualize hemmesocial identity. She had a new hairstyle, a
new manicure, a new house to live in and new farngs that all supported her identity as a
non-addict, and this helped Hazel to sustain tlséstieg behavior she had already started when
she entered treatment.

Ongoing support was important to women'’s succedsaas highly valued. When asked
about a high point in her life, Alyssa identifideetpositive appraisal of her mother-in-law and
her older daughter:

Alyssa It'd been last Christmas, when my mother-in-lamme to me and told me she

was proud of me, and [my daughter] told me sheongér feared me leaving and not

coming back. That's when | realized—I was pregngot, know, and | realized “I am
doing the right thing.”
Even though Alyssa had started to desist on her tvensupport of her family encouraged her to
keep going. This support helped her to maintairnstiasce and to keep making healthy choices
for herself, like staying in her methadone treattpgogram and seeking permanent
contraception so that she didn’t have any moream@d pregnancies.
For many women in the study, assistance cameeifotim of a new romantic relationship

with a non-using partner. The love of this partm@ade women feel worthy and deserving of a

better life for themselves, and this feeling pr@ddnotivation to start the process of desistance
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or to keep desisting. Tasha, for example, was geateful for having met her fiancé and credits
him with her desistance from prescription pill use:

Tasha From the day | started dating him, he acceptedichy, he loved my kids, and he
treated me how | should've been treated from day e actually made me feel special
and like | was loved. At that point, | realizedod Il realized that | am worth something to
somebody and | needed to get my shit together.tAats when | said enough is enough.

Hazel, too, felt empowered by a relationship witrasocial partner. She met her husband
shortly after leaving a treatment facility. She Wweamg in the apartment her mother was
providing and he knocked on her door to collectdignature for a political campaign.

Hazel: So he was trying to get people to register t@ysb... | ended up seeing him and
he said he was going to come back later and seamdd,told him no, don’t do that, |
didn’t want no boyfriend. And, anyway, he did cobeek that night and we sat up and
talked, and | ended up keeping him as a friend,ldvadl my place, and | got on Social
Security, and | just ended up staying clean. [.kiiéw that he wasn’t going to date
nobody smoking crack so | just knew that then,dwn wanted to be with him. He didn’t
even want to have sex with me when | tried, | dyd lhe told me no. And he told me the
reason why no, and | knew he was telling the stmy | still tried for like three months,
and he never messed with me. And | thought thatseagspectable. But he was still
there every single night. And he would always talk,would talk until we fall asleep, he
wouldn’t even sleep in the bed with me, he wouégplon the side of the bed and he’'d
stay on his knees, like he didn’t even want t@sity bed. | used to laugh, like, “Yo,
you can sit on my bed, it's okay, we're talkinglajighg It’'s like a fairytale to me. It's
like a fairytale to me, and | believe in myselhdd a man, | had a house, and | had
somebody who loved me, my mom.

Hazel's resources — her house and furnishingstremtbve and support of her husband and her
mother — helped her “believe in” herself, or moregisely in herself as a person who could and
should have such things. These resources helpdd bastain her prosocial identity because
returning to crack cocaine use would be incongruetht her current lifestyle, and taking up her
old lifestyle would mean losing valued resourcks the trust of her mother and the love of her
husband. This could be described as a feedbackh@bpolsters desistance. The more Hazel
“went straight,” the more reinforcement she receifrem her mother and her husband. The

more reinforcement she received, the stronger élegflihat she can maintain her desistance.
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The stronger her belief that this prosocial peiisamho she really is, the more likely she is to
continue desisting and continue receiving reinforest from her loved ones.

Children could also empower women to maintainrtdesistance. Women spoke about
their children giving them a reason to live, “td ge in the morning,” and “to keep going.”

Ebony: It makes me... appreciate life more, and apprecmtd&ids more, and it even
actually makes me appreciate myself more, ancdhtes me to be more independent and
be responsible, and to be mature. And to never, ever do anything to lose my
freedom. Um, so... | don’t know, that's why | saidy kids are like—they are my life,

my kids are my foundation, that’s what I'm tryingluild myself up on, my kids, even
though that might sound backwards to somebody, ¥keir kids are supposed to build
themselves up off you!” No, my kids are my foundatbecause they are my backbone.
When I'm down, they make me smile. Not my frienaisd | don’t really have any family
so | can’'t say my family, so | say my kids are myridation and my backbone, ‘cause
they're the ones that give me their hand to pickumeand they’re the ones that make me
feel good when I'm not feeling the best, so thatts/ | say I'm building myself up off of
them because they motivate me to do everythingltinaoing now, they motivate me to
work these ten days that I've worked non-stop Es@rything I'm doing, I’'m doing for

my children.

Women spoke about their children as a support nétafopeople who would love them “no
matter what,” people who were “here to stay” andildo’t leave them as other loved ones had
in the past, and who made them feel “needed,” “irtgma,” and “here for a reason.” Women
described themselves as being empowered by thédremto keep doing well.

Finally, women said they were empowered by thelielbin a higher power who had
intervened in their lives when they were at thewest. This was common in Maruna'’s (2001)
study, too, but women in the present study spetifiedentified their pregnancies as messages
or gifts from God that helped them to desist.

Kellie: Then, when | found out | was pregnant with dvas kind of like.... nakes

heavenly noidelike God had just sent down this life raft, thisvhat are those circle

things they throw out to you when you’re drowning?

Interviewer: A lifesaver?

Kellie: Yes, like, God was just like “Here!” BecauseWwalys, for some reason, had in

my head when | was going through this drug stu®od, if | could just—if | just had a

baby, if | had my baby or | had another baby, | idaiop doing all this stuff, | know |
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would, and | would just be fine and all | would vsando is just take care of my baby and
it would fix everything and blah blahblah.” And th& was like, | found out | was
pregnant with him but it was just in the most halgicircumstance that | even could
imagine, | was so overjoyed and happy but alscesastated because | was like, “How
could God give this gift to me like this, in thisustion where there’s a chance for him to
be taken again, and | can’t get any help?” Sowlsat kind of a big turning point, too,
where | thought this is it, this is what I've alveayanted and maybe needed, and I've
gotta figure out a way to do this somehow.

Naomi: | think... that... God always knows when I've hit mock bottom and when |
need help, like when | was pregnant with my firstighter, we were out doing
everything stupid. Getting high, wherever, whengliewever we could, and then | got
pregnant so | stopped. Then my grandpa got sickssxgpped. Then | got pregnant again,
so | stopped.

In both Kellie and Naomi’s interviews they idengii their pregnancies as sent by God to help
them turn their lives around. They described théwesenot as passive recipients of this gift;
rather, they saw receiving this gift as the catalyat empowered them to “figure out a way to do
this somehow” or motivated them to seek treatmerthese stories, it is God who “believes in”
the woman'’s ability to mother the child he is segdio her. This belief in motherhood bestowed
by a higher power supports the fifth theme in repigom narratives, that of narrating a
purposeful and generative future.

Only two persisting women expressed the themengiosverment through others. These
cases were examined to understand why the womenpeesisting with substance use despite
feeling strongly about the help they had receiviedenise’s case, she reported feeling very
empowered by her new relationship. She felt thanhlees boyfriend saw her ability to succeed
and believed in her, “because he don’t want meotaldthe stuff | was doing, he wants me to do
better, he wants me to go back to school.” DernlwslIthat her boyfriend was the first person to
take care of her, but then mentioned that he wagmtly in prison in a fourteen-month sentence
for “boosting,” stealing “clothes, hats, whateverdould get his hands on” and selling it to pay

rent and buy food and bus passes, “whatever weedeelde was also part of Denise’s
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substance-using circle of friends. It appearsttirasource of empowerment may be important
for the support of desistance. For desisting woraerpowerment from pro-social others or a
higher power helped them to desist. In Denise’s csise felt empowered but by an individual
still embedded in a social network of substancesuaed offenders. This finding supports the
concept of “social network realignment” discusse@hapter IV. Denise had not yet realigned
her social network, whereas desisting women, tHrdbgir empowerment by others, had taken
further steps in that process.

Suzanne had also been empowered by a man whdfeaedoher a job. At the end of a
recent relapse, Suzanne had been offered a joldrignd who ran a construction company. She
felt empowered by his belief in her and by the ptaisdemands of her job. She spoke proudly
about learning everything “from scratch,” like heavwuse all of the different tools of the job, and
boasted that by the end of the summer, she haddedrow to put a roof on a house.
Unfortunately for Suzanne, the work was only seaband when she got pregnant she could no
longer keep up with the physically demanding wit&w that she was trying to parent her infant
daughter and her older children, she wasn't sueecshild return to construction work because of
the very long hours. She was desisting from cocairibe time of her interview but persisting
with alcohol and prescription pills. She expectedfall off” from sobriety in the future and her
narrative lacked other redemptive themes like athoore self” or “redemptive suffering.”
Though Suzanne had briefly been empowered by leedfigiving her a job on his worksite, the
effect of the empowerment seems only short-termisufficient for sustaining her desistance.

Redemptive suffering The fourth theme identified in the redemption néweais that of
“redemptive suffering.” Desisting offenders needhtake sense of their traumatic experiences in

light of their new, prosocial selves. They neefind “some reason or purpose for the long
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stretches of their lives for which they have “nathto show™ (Maruna, 2001: 98). The solution
is to reinterpret one’s history in such a way aallow the good to emerge from or be caused by
the bad. Ten (66.7%) desisting women had reinteggdrgaumatic incidents from their past as
necessary for their heightened strength and wisibolay. Only three (20.0%) persisting women
interpreted their suffering as redemptive.

Desisting offenders demonstrate a belief that thdffering has made them stronger and
wiser, and, most importantlipetter suitedo their new purpose:

Naomi: | don’t think... well, I know if | wouldn’t have len addicted, | would’'ve been

farther along in my life, but who's to say if | did have my addiction | would’ve known
what | wanted to do in my life or, you know, whad of things needed to be done.

Women spoke of being “behind” in life because @fitladdictions. As Naomi describes, if not
for her addiction, she “would’ve been farther albimglife, as measured by prosocial milestones
like graduating from high school, going to collegetting married, owning a house, and so on. If
not for her addiction, though, Naomi would not haiscovered her true purpose in life. She
feels she had to experience her suffering in aciegalize “what kind of things needed to be

done.” Women frequently cited their traumatic pastsvhat “made” them who they are today:

Alice: That | can overcome issues, things, | can magesituation better than what it
was. And I'm forgiving, ‘cause | still speak to [napusive male relative]. I'm not as
close to him as | was, but | am very forgivingidmt forget, but | forgive him. [Long
pause] | feel like my childhood was horrible. Costply horrible. But that's what makes
me who | am today.

Many desisting mothers expressed the belief theat #xperiences with substance use made
them better mothers, because they would be aldegiain the dangers of substance use to their
children. In this way, they turned negative expaees into resources for better performing their
more prosocial roles. What might once have beesidered weaknesses in their identities are
now narrated as strengths. Some women reinterptte¢edsuffering as a sign that they were

destined for a greater purpose:
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Natalie: Yeah, | don’t think | went through it — | donhihk God let me go through
everything | went through without a reason, arfink it has to do with me helping
somebody in the future. | don’t think I've done whavas supposed to do yet. And |
think, | absolutely think it has to do, whateverd’gotta do is connected to what | went
through. It’s just gotta be.

Natalie felt that she must have been put on earfBdd for the purpose of helping others avoid
the suffering she had experienced. By doing socehtl interpret her life as planned or
orchestrated by a higher power to deliver her tophesent self. She interpreted her suffering as
a necessary precursor to her purposeful and gerefature.

The most interesting negative case for the theimiedemptive suffering” is Sara. Sara
had been taking prescription methadone prior tgohegnancy to help manage pain from an
injury she suffered two years ago, when she waslved in a near-fatal car accident. Concerned
about the effect of methadone taken during pregnaste quit methadone “cold turkey” against
medical advice, but then used heroin approximaietie a month throughout her pregnancy and
cocaine “once or twice.” At the time of her inteawi, she was back on her methadone but using
twice the prescribed amount. She had used herdirt@raine “a couple of times” in months
prior to her interview.

Despite being categorized as a “persister,” Sqpaessed very strong redemption themes
throughout her interview. When analyzed as a negatse, the explanation became clear:
Sara’s redemptive themes are all associated withelsevery from injuries sustained in her car
accident and not with her substance use. In faetjrssisted that despite a lifetime of substance
use, she was not addicted to anything. After heidaat, she had overcome extreme odds to
wake up from a coma and to learn to walk and tglkkira She had amazed her doctors, friends
and family and now felt near-invincible. “I thinkn special,” she said, laughing. “I survived,

like, a hardcore accident. I'm not addicted to &mg.” She recalled her time in the hospital:
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Sara: When | was in the accident and everybody s@surprised | made it through the
accident, they started calling me a miracle antf,stnd | would go around the hospital
saying “I'm a beast! I'm a beast!” Because | liveadhe hospital for like, three months.
But | was just like, “I'm a beast,” whatever. And/mgrandparents would say “It’s the
Irish in her!” and my dad would say “It's the Indi& And | would say “IT'S THE
DRUNK?!" [laughg | mean, if | wasn’t drunk | would’ve died. | wa® drunk, | didn’t
even realize what was going on and my whole bodyt\ap instead of tensing up. |
would’'ve died if | wasn’t drunk.

Sara felt that her accident had changed the cairser life. She felt that she would not have her
husband or her daughter today if she had not likiexligh this experience. This fits the theme of
“redemptive suffering,” where the past trauma @heident) was necessary to the present good
(her relationship and her daughter). The themenloglling to do, however, with desisting from
substance use. This suggests that the conten¢ oetlemption themes is important, not just the
presence of the theme in the narrative. Sara’sitiaerwas coded for the presence of the
“redemptive suffering” theme, but on closer exartiorg the theme was not related to her
desistance from substance use. Future researcldshqlore the relationship of redemptive

suffering to desistance when the “suffering” is oatised by the offending behavior itself.

Generativity and purpose The preceding themes — the good core self, thaetbad
empowerment by others and redemptive suffering thgestage for the narrator’s greater
purpose. The “good self” was destined for this psgall along, but waylaid by the “bad it.”
With the assistance of others who could see thrdlgbadness and recognize the narrator’s
core goodness, the narrator comes to see thatiffeeisg caused by the “bad it” was necessary
for their personal growth and development. The@esghey are today is the culmination of
these experiences and is uniquely positioned fol falgreat purpose. Nine (70%) desisting
women and two (13.3%) persisting women narrate@igeive futures for themselves that

included goals such as raising their children wetl{ing books about their experiences,
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becoming motivational speakers to serve as inspirddr others, and working to “change the
system” so that others did not have the diffictitgy had faced accessing needed resources.
Motherhood as purposdn the Liverpool Desistance Study, Maruna (200J): &@¥served
among desisting offenders a theme of role hypeop@idnce, such that
The fathers | talked to were not just fathers,duger-fathers. The volunteers were super-
volunteers. The counselors were super-counselotbelredemption narrative, making
good is part of a higher mission, fulfilling a rdleat had been inherent in the person’s
true self.
The same was true of desisting women in the prededy. They were not content just to be
mothers, they were the best mothers. They talkézhgth of their philosophies on child-rearing,
including appropriate discipline, boundary-settangl attachment parenting. They were
effusively joyful in their descriptions of their riieering experiences and how much they loved
being mothers. Jenny’s children were in foster e she was working hard to meet the court’s
requirements so that she could bring them homenagai
Jenny: | love being with my kids, I love playing withéim, | love taking them places,
shopping with them, going to their school eventatoing them grow up, watching them
fight. I love to hear them nag me. | didn’t realle®v much | loved it until they were
gone
Kellie had struggled to find treatment for her ag@iaddiction while she was pregnant, but had
desisted once her son was born. At the time ofrtterview, she was keeping up with her
methadone program and enjoying raising her son:
Kellie: [Being a mom] is the most important thing to heean, sometimes—I always
tell my girlfriends, “I'm sorry I’'m not being a ge¢ friend right now, I'm never around,
I’'m too busy being a super-good mom,” you know. fidhast all that matters to me and
all that’s important. I've spent my last thirty ysdeing a party girl and Miss Here,

There and Everywhere, hanging out, and | don’'t event any of that, | just want to sit
home with my baby, that’s all | want.

Women who were persisting expressed greater angnigalabout motherhood:

Amelia: Sometimes | love it, other times | hate it. A% I5ure you can tell, I'm the kind
of person who enjoys being able to do whatever iahtime. Usually I'd like to just go
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out to the lake and trip and take my clothes off am around bonfires and shit, but on
nights when | want to do that, | have to look fdyadbysitter. And can | afford to pay for a
babysitter? And if | can’t afford a sitter, will nigmily babysit for me? And what do
people think about me when | leave my child witerth do they think I'm a bad mom for
wanting someone to babysit him so | can go out? Rfaw, it's just constant thoughts.
Although Amelia talked about loving her son and #fge enjoyed interacting with him, she
expressed frustration that her responsibilitiea a®ther conflicted with her desire to party with
her friends.
Amelia: My thing is like, | spend as much time with my lad | possibly can, but... like,
people don’t understand how limited my freedomlyeial you know. Yeah, | have my
kid with me when I’'m going to my friend’s houseablblah blah, but | want to be able to
go to a friend’s house without having to changedmagper every few hours. | need time to

myself, too, outside of work and taking care of hirthink moms that go without
“mommy time” are the ones that go crazguighg

Amelia’s description of her restricted freedom &ed ambivalence about motherhood may be
more realistic than the descriptions of desistimgnen wanting to spend every waking moment
interacting with their children. It seems likelyathmost mothers experience moments of
ambivalence or frustration about the demands tieidren make on their time. These
frustrations were not frequently expressed in @weatives of desisting women, however,
perhaps because their descriptions of motherhood performances designed to convince both
the interviewelndthemselves that they were dedicated, capablendaviothers. By talking
about motherhood in positive terms and affirmingiitlattachment to the role, women may have
been practicing active desistance from lifestyles tvere not consistent with the type of
motherhood they described. In the descriptions @therhood offered by Amelia and other
persisting women, there remained a space for sutistase during “mommy time” or as “stress
relief” or “nerve medicine.”

Motivational speakingWomen who were desisting often looked outside eirtbwn

families and expressed a desire to take their gessaa broader audience. Two women
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reported that they were in the process of writirfgpak about their lives because, as Eleanor
joked, “People love it when people fail and suc¢e@dhers wanted to become youth mentors,
motivational speakers, or substance abuse coussdlsMaruna (2001: 102) recalls, “one
reintegration worker told me, “I don’t know how nmiuttme you’ve spent around recovering
addicts, but every addict who gives up drugs wamtseecome a drug counselor.” Desisting
women in this study felt especially qualified torbentors and counselors because they had
experienced substance abuse themselves:

Natalie: | don’t know if really mentor is the word, maybe. wanna help the ones that
went through, that's going through the streetsstntf like that, that are really, really
lost, and | think they need more than just mentgprBet something up, maybe... And |
know that, like, for me, there was nobody that readly been through anything of any
kind of nature that — the people that were steppirtg help just sat behind a desk a lot.
They had no-- they mighta had life experience baytdidn’t know shit about what was
going on with me, and | guess that brings to mivat therapist that wanted to blame
everything on the rape and not the four years Iliwagy on the street. Are you fucking
kidding me? | still don’t believe it. | still don'To this day | can still hear her saying
“Welllll, let’s not talk about...!”

Eleanor: | would like to work in substance abuse, you knaith... um, people who are
addicted to substances. Just in some sort of figldnt to turn my experience into
something positive, so. [...]I'd get involved in thgmlike charity and, you know, like
start my own, and just raise awareness on substdnu=e. A big dream is if | could
speak about it, at schools and just wherever, ymwk and tell people my story, tell
people that they can, they can get better. Likewént to rehabs and talked to people.
[...] Because you feel kinda hopeless in rehab, ahthk to have somebody speaking to
you that has been through it and is better, itdielp

For Natalie and Eleanor, such futures were styddeams. For Hazel, her desire to “tell my
story to thousands” was off to a promising stadzél had been invited to speak in front of
“younger girls that were like, 12 to 16 year olfisfm “a youth or bad girls camp.” She had the
opportunity to talk about her experience as a tgemanaway who wound up working as a
prostitute to support her crack cocaine addict®ime recalled telling them to turn their lives

around now, “cause you never know where you’'ll eipgl’ “’cause | always said that would be

me and, guess what?” She reflects on this experiaa@ high point in her life:
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Hazel: | think there was like over a thousand girlshere, and they let me stand up and
speak to them. | felt good that day, I did. | wi&e |wow! All my life | wanted to stand
up and like, I'm somebody now. That felt good. Isvedmost about to cryldughg

Goffman (1963: 24-5) identified the task of theéaker” as a representative for the stigmatized:

Another of their usual tasks is to appear as “spesdlbefore various audiences of
normals and of the stigmatized; they present te &ar the stigmatized and, when they
themselves are natives of the group, provide adivhodel of fully-normal achievement,
being heroes of adjustment who are subject to paiards for proving that an
individual of this kind can be good.

For Hazel, sharing her experience with others vea®only an act of generativity that showed her
concern for helping young girls avoid the pain bhd experienced, but also an affirmation of
her “success story.” She was demonstrating to dreace of stigmatized young women that
they, too, could be “good” and follow her “modelfafly-normal achievement,” her transition
from cocaine addict and prostitute to the marriedhar of twin girls. Telling her story to others
fulfilled Hazel’'s need to legitimize her identitgnd this identity was confirmed by the
counselors who invited her to speak as a positieemodel.

Women who were desisting from substance use ifeldtiories that featured a greater
number of Maruna’s (2001) themes of redemptiveatames. Though women who were
persisting sometimes expressed some of these thékeethe “good core self,” they lacked
other important themes like redemptive sufferind aarrating a generative future. In some cases
when persisting women did express a high numbesddmptive themes, analysis of their stories
reveals that the themes were not related to desestaut to overcoming some other significant
obstacle, as in Sara’s recovery from a car acciddns analysis suggests that it is a combination
of multiple themes and not the presence of anytioae that is supportive of desistance, and
that it is important not only to look for the prase of the theme, but at the content, as
demonstrated by cases like Sara, Suzanne and Denise

An important subtheme of the “empowerment” thenas women'’s reflections on the
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things that others have said to them and about #rehow this helped them to reframe their
experiences in a way that supported their desistabther women described messages from
others that hurt them and made them feel hopetebsvarthless. The next section describes the
findings of the analysis of “memorable messageshewo recalled in relation to their identities
as mothers.

Memorable Messages as Behavioral Guides

Previous studies have found that memorable messagg guide people in sense-making
processes by influencing the self-assessment @vi@h(Smith & Ellis, 2001; Smith, Ellis, &
Yoo, 2001; Ellis & Smith, 2004). Memorable messagan be recalled when individuals self-
assess their behavior as exceeding or violatingpéhavior standards of their identities. These
messages function to recalibrate, maintain, or ecé@ersonal standards of behavior. Twenty-
seven of the thirty women in this study recalledmoeable messages about motherhood. This
unusually high number of recalled messages magbause women were primed by the
preceding interview questions about their histotiesir relationships with others and their
perceptions of motherhood. It is also possible these messages were particularly memorable
for women regardless of the interview context.

The twenty-seven memorable messages recalled byewamthis study were evenly split
between two different categories: action-orienteddvioral guides and assessment-oriented
identity appraisals. Memorable messages that fonetl as behavioral guides contained
instructions about how to be a good mother and tooawoid being a bad mother. Memorable
messages that functioned as identity appraisalsstomen something about their core selves,
either by affirming and supporting their identites mothers or raising questions about their

abilities to mother effectively.
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Action-oriented behavioral guides.Thirteen (48.1%) of the memorable messages
women recalled functioned as behavioral guidesittiatmed women either how to be good
mothers or how to stop or avoid being bad moth&msith & Ellis, 2001; Smith, Ellis, & Yoo,
2001). Instructive messages about how to be a gutler came from women’s mothers or
aunts and emphasized calmness, patience and pretess. For example, Shannon’s mother
told her “Just take one day at a time,” and Sharimiued this phrase to the similar message of
her rehabilitation program. Lauren’s mother told tee"Just walk away” before losing her
patience with her son. Jenny’s aunt emphasizedyZeroie as a protector, telling her “You
always have to be there for her and watch ovef Nettalie took instruction from her religious
aunt, who told her “Spare the rod, spoil the chilatalie described her interpretation of the
“rod” not as a punishment device, but as a shephetdff, which symbolizes protectiveness and
leadership.

For these women, these messages structured tb#hiemdentities by shaping their
definition of a “good” mother. Good mothers, acéogdto these messages, take one day at a
time, do not lose their patience with their childrare always there to watch over them, and take
the role of leader and protector. When women redadkting in accordance with these
instructive messages, they remembered feeling praddcapable. Jenny’s message emphasizing
the importance of “being there” for her daughted halped her walk away from fights with
other women because she knew that if she wentlisl@ wouldn’t be able to be with her
daughter and something might happen to her. Shasmnmwssage about taking things one day at
a time helped her manage her anxiety about hesg$onire (“paying for college and that type of
stuff’) and also helped her stay in recovery antdfeel overwhelmed by the process of desisting

from opioid abuse. When women acted against thessages, they felt bad about their
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behavior. Natalie and Lauren both mentioned th@ssages coming to mind when they lost
their tempers and yelled at their children, andlteg the messages at those times made them
feel “bad” and “frustrated with myself.” Natalieh&non and Jenny were desisting at the time of
their interviews, and Lauren was a primary tobacser who had desisted during pregnancy but
returned to tobacco use after the birth of her son.

The remaining nine messages in this category wegative in tone and told women not
to behave in certain ways or to stop the way thesevibehaving. These messages came from
family members, friends, and people women encoadtethen trying to seek treatment. These
messages included phrases like “You'd better get gtuff together,” “Look at your kids, you
should be able to stop,” “You have to do this fouydaughter! Think about her instead of
yourself!” and “Don’t let drugs get your kids takéihese messages emphasize themes of good
motherhood like responsibility and selflessnessa@mdlemn mothers who put their needs before
the needs of their children.

Darla’s friend told her “You’d better get your #ttogether” because Darla would
“scream and yell [at the children], and | wouldthiem.” “I don’t hold my anger real well,”
Darla explained. When asked when this messagedrad to mind and how it made her feel,
Darla explained that she had pulled her life togetiut “still would yell and scream” and would
slap her teenage son. The message had not stopp&drn behaving this way, but she was able
to recall the message and see that there wasraphkscy between her behavior and the ideal
motherhood behavior. Tasha’'s mother had told Tdsbak at your kids, you should stop, you
should be able to stop.” She communicated to THsdtaf she really loved her children, the
sight of them should be enough to make her stopiagyprescription opioids. Tasha did

eventually seek treatment, but even this did npeape her mother, who told Tasha that
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methadone was “just a crutch.” This message madbkalfeel bad about herself, even though
she was in treatment and had been sober for manyhsd'lt just really hurt,” she explained. I
would cry all the time, | would feel so guilty.” 8telt confused about why she couldn’t “just
stop,” and she was worried about what would happdrer if she stopped taking methadone. In
this case, the negative tone of Tasha’s memorabksage from her mother was complicating
her attempts to desist, because it made her faégf gbout relying on methadone and not being
able to “just stop” and desist without treatment.

Other messages of this type were helping womendre responsible and achieve their
motherhood or desistance goals. Eleanor's memorabssage was “You have to do this for
your daughter! Think about her and not yourselftiiSTwas yelled at her by a counselor in a
rehabilitation facility as Eleanor walked out theod and away from treatment. Eleanor still
ended up leaving treatment at that time, but nosvteimks back on that memory and appreciates
how different things are today. She recalls thissage every day:

Eleanor: | can't think of any big events, but just my eyday, the everyday way | live,
how I'm choosing to put my kids first, and everelikecently, I've been saving my
money. | don’t have a job, but my boyfriend gives money to spend for gas and I've
been saving it. My dad gives me money sometimeas)'aa been saving all of it. | used
to be like the most ridiculous spender, and | hemgeod amount of money in the bank,
not a huge amount or anything, buf...] Yeah, saving, just the fact that I'm savingn|
proud of that. And just to have emergency monest, ljtile things like that, like I think

“Wow, I'm doing a lot different, that’s good for miyds that I'm actually being
responsible.” Just being responsible, little thitigs | do.

How can such a message help her act this way ndeeh& explains, “God, | don’t want that
woman to be right about me.” For Eleanor, the ngs®d that woman and the way the woman
saw her in that moment is a representation of ‘eve who was against me,” all of the people
in Eleanor’s life who thought she was a selfisig beother for putting drugs before her daughter.
“I don’t want to fulfill their expectations of meThis message comes to mind when she thinks

about reconnecting with old friends who are ssiing heroin and makes her feel bad about all
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the times that she wasn’t there for her first daeigiNow that she is raising a second daughter,
she is determined not to be the woman she wa®ipdht.
Alice’s uncle told her “Don’t be selfish with yobody. Y’all deserve way more than
what you have, so it’'s up to you to become thas@eryou want to be.”
Alice: “Who you are is who you want to be.” So, it's besticking with me for years, and
he said it to me a loooong time ago and it's beighkiag with me, so | been trying to
make the right decisions. | fall off sometimes,.hutreally been trying to make the right
decisions, ‘cause like he said, who | am is whahma be, so... if I'm making the right

decisions and trying to stay on the right pathnttieat shows me to myself that | want
more than what | have and I'm capable of gettingat if | put forth effort.

“Who | am is who | wanna be” is an expression @ itnportance of identity performance. If
Alice wants to be a good mother and wants othesg¢oher as such, she has to act that way. The
identity she performs, “who | am” is the identityeschooses for herself, “who | wanna be.” If
she keeps making the “right decisions,” like stgyimone place and “making it work,” she
shows herself that she is capable of achievingpitisocial identity. Her uncle’s message
continues to help her “move forward” towards healgmf stability for her family and “making
everything right from it being so wrong for so marears.”

In summary, just less than half of the memoraldssages recalled by women in this
study were action-oriented guides to behavior. €messages could be instructions for how to
behave or messages that communicated that the i®@manent behavior was not appropriate.
When women acted in accordance with positive messdlgey felt proud and capable, and when
they failed to act in accordance with the messabey, felt frustrated and upset. When women
recalled messages that were negative in tone astimmen their behavior did not match the
motherhood ideal, they felt guilty. In some caslkes,message was negative at the time but
women could look back on it from their current piasi and be proud that they were now living

up to a more ideal motherhood standard. Actionrbei@ messages provided women with
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instruction for how to behave. These messagesrdifien the other half of recalled messages,
which featured assessments of women’s mother itksti

Assessment-oriented identity appraisaFourteen (51.9%) of the twenty-seven recalled
messages functioned as assessments of women’sriidgthgties. Three of these messages were
variations of “I always knew you would be a goodmbEleven of these messages were
negative, for example “You're a bad mom,” “You’kwer do nothing with your life,” “You're a
piece of shit for choosing a needle over your Ridad “You ain’t gonna be nothing, you gonna
be just like your momma.” These messages cameomen’s parents, other family members,
the fathers of their children, and friends.

Three women recalled messages that supporteddieetities as good mothers. Kim
recalled her first child’s father telling her “ivedys knew you were gonna be a good mom,” and
this made an impression on her because she fdiblight she was a horrible mother. This
message came to mind when she went to great letwphrsvide for her two daughters when she
has no income, no transportation, and no socig@aup

Kim: When | walked three miles with my baby in my ayifilee we’re in a foreign

country with no vehicles, and | get to my destio{...] | always think to myself, this

walk is long, and I'm hungry and I'm tired and wéagr, but | did it, we made it, we're

here at the zoo or wherever it is. From my hoube, pet store] is a nice walk, and my
daughter, she loves—we have some bettas, so sbe dang shopping for the fish food
or just looking at the other animals, so. To nis,like, | could be sitting around crying,
having a pity party for myself, sitting in the heusn a beautiful day because | have no
money. Instead, let me take the change that | kdeause it's never money, it’s just
change -- let me take these bottles or this changgt me call my mom and ask for $10,
and let me take my child out to a restaurant @oimewhere and just get them out of the
house and get some fresh air, and it makes mgdeel because we don't have
transportation and we don’t have anyone that’s stipg us to where they’d be like “Oh

hey, here’s a car, let's to go to the park,” or yiHeet's go to a barbeque,” we don’t have
any of that.

This message helped Kim keep going even thoughvakesxperiencing a very dark time in her

life. She was recovering from an episode of inter@drtner violence that had resulted in her
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being hospitalized for some time and felt “likeoluddn’t protect my girls anymore.” Thinking of
this message helped her see “l was a good mom faadi just made bad choices, and | started to
think “Well, maybe | am just a horrible mom,” budwa | feel like I'm an okay mom.” Latoya

and Hazel recalled similar messages that affirrhed tnothering capabilities and reported that
thinking of these messages made them feel proudyaaaid that thinking of this message
“pushes me to keep on her, you know, I've gottaenskre that she’s taken care of,” and Hazel
shared that recalling this message told her “I 'dioelong out there” on the streets and hanging
around with other cocaine users.

Most of the identity appraisal messages womerilegtavere negative. Elsie’s father told
her “You’re not gonna be shit, you'll never do niathwith your life,” and Diane’s parents told
her “You'll never be nothing.” Alyssa’s sister-iaw called her a “piece of shit for choosing a
needle over my kids.” Vicki, Ebony, Belinda, Naomgnise and Amelia all recalled messages
from their family members telling them they weratbmoms” or “not good moms.” Kathryn
and Elizabeth’s family members told them they wdugdust like their own substance-using
mothers.

Many women who recalled negative messages sdidhnibse messages motivated them
to prove the speaker wrong. Women cited holdingrdmks, keeping custody of their children,
buying things for their children and spending tiwiéh their children as proof that they were
good mothers and those who said they were bad msotfexre wrong.

Vicki: | mean, she can think whatever she wants to ttonkl was actually there for my

daughter, at least | was there for my daughter,kyamw, and gave her—and | feel like |

gave her her basic needs and did stuff with har,kyww, and that’s being a good mom.
That’s being a good parent, is somebody who'’s dgttieere for their kids.

Belinda: Like when | get my check or whatever and | bugnsthing for him, like shoes
or clothes or something, | feel like “I'm not a bambm, I’'m taking care of my child, I'm
doing on my own, I'm not bad, I’'m doing real gootike. It makes me not really pay
attention to what anybody says that’s negative.

108



Amelia: [My mother] says I'm a bad mom, blah blah blahe ¢hinks I'm neglectful of

my child, but how am | neglectful? | take very gamade of him. I'll bend over

backwards for that kid. I'll take three buses te @ioctor’s appointment. It’s just that...
and I'm sure she would agree, it's that | can’etalare of him the way she can, with her
money. | can’t take care of him at that level, ahd’s ashamed of that, and she’s made it
pretty clear that it's shameful. You know, | bouginh a brand new car seat, she said it
was too ghetto, she went and got me, she got neeaar seat and a nice stroller, but,
you know, the little bit that | did have, yeah, egr seat didn't fit in my stroller right, but

it was my car seat and my stroller. They werergagyrbut | got them.

Women resisted the negative appraisals of othetsdhfighting the things they did that made
them good mothers, even when they were persistitigsubstance use. Vicki was using
pregnant and using methamphetamine, but she edispending time with her older children
because she felt that was something missing franosue childhood. Belinda drank too much on
weekends and felt ashamed when she came home thuineceiving paychecks from her job
and buying clothes for her son made her feel lige@d mother. Amelia was smoking large
amounts of marijuana, but she bought her son aezdrand stroller. Amelia’s actions did not
meet her wealthy mother’s expectation, which anddymelia because she was proud that she
had purchased these items herself, even if theg lo@rer quality than what her mother could
afford. Women resisted the negative appraisalghwdre by emphasizing the mothering tasks
theycouldachieve and downplaying the importance of the ienathat marked them to
observers as bad mothers.

Motivation to prove others wrong was not the amlycome of negative messages. For
some women, negative identity appraisals infilulateeir perceptions of themselves and lowered
their self-esteem and their belief in their abitibybe good mothers. Naomi’s mother told her she
“was a bad mom because of choosing drugs over ds/’KThe message had come to mind when
she relapsed, and it had not motivated her to tlesis

Naomi: [l felt] like | was a bad mom, like she was righitmade it worse, made me think

“Well, she’s right, | am a complete screw-up. Mdkido deserve better.” [...] It made

me—you know, a lot of people want to get clean,thay just can’t. So it made me want

109



to get clean, but then it made me want to get lmigkeause | knew that | wasn’t gonna
get clean.

Elizabeth’s extended family told her “You ain’t ganbe nothing, you gonna be just like your

momma, not good for nothing.” “They won,” she said,

Elizabeth: | feel like they're right, because look how | gm.] It just makes me wanna
do it more, because | don’t have to think about, thdon’t have to think about them, I'm
just thinking about being high.

At the time of her interview, Elizabeth was peiisigtwith cocaine use and Naomi was desisting
from all substances, including tobacco. She hatael desistance by taking Suboxone and
then weaning herself from it. She did not attribarg of her success to the negative message,
suggesting that it had only complicated her pastgtts to desist and was not supporting her
current desistance. Similarly, Elizabeth felt canded by her family’s negative appraisal and
felt doomed to continue an intergenerational cpéladdiction. “Our generation, we’re supposed
to break the cycle, you're not supposed to do #meesthings, you know?” she explained,
referencing her mother’s cocaine addiction. “I ddeél like | broke it, because I'm doing the
same things my mom did.” Elizabeth wanted to brtbakcycle, but at the time of her interview
she identified herself as a “bad mom” and expesteriwould continue to use cocaine in the
future.

Finally, some women didn’t disprove or internalimgative identity appraisals, but
simply attributed them to external forces. Denidaiily told her she was a bad mother for
using methamphetamine and marijuana, but shenflither substance use was their fault:

Denise They feel that I'm a bad mom because | focus neoreny drugs and partying

and boys, this that and the third. In realityhiéy stopped and paid attention, if | felt that

| had the support system that | needed, that Féuedly that was there for me, versus to
hurt me, | probably wouldn’t be where | am today.

When asked if this message came to mind when shsodnething she wasn’t proud of, she

deflected, “Mmm, not really, because | feel 'ma@d mom, | just made bad choices, and who
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doesn’'t sometimes?” In this way, Denise protectedperception of herself as a good mother
and shifted the blame for her substance use ttatkeof support from her family and “bad
choices” that anyone could have made.

Ebony’s memorable message was spoken to herdyidyfcourt judge, who told her
“We’re not gonna terminate your rights to your @tigon, because you have a relationship with
him but you don’t have a relationship with your dhaters.” This may seem a strange message
for Ebony to recall, but she identified it as agadelling her that she was an unfit mother.
Ebony reported that the message had not come t when she did something she wasn’t
proud of, because:

Ebony: | don’'t—I really don’t try to dwell on that sittian, ‘cause like | said, | am to

blame, but then, in ways, I’'m not to blame, soliks... | take probably like, eighty-five

percent responsibility for that because, | donwnlike | said, | feel like there’s a lot

that | could’'ve done and... then at the same tinfieelllike | just picked the wrong
person to be with, as far as my son’s dad, so.

Denise and Ebony both demonstrate, through thedatian to their memorable messages, what
Maruna (2001) identified as the “bad it.” The cintstances they were in that would lead
observers to condemn their mothering abilities weretheir faults. Denise felt she would not be
using methamphetamine and marijuana if her fanaly been more supportive of her in the past.
Ebony took some blame for the circumstances tlaak g to her loss of custody of her daughters
but also attributed blame to the negative influenickeer son’s father.

The valence, content and response to the memarasdsages women recalled were not
related to their current desistance behavior, tugtrhay be because women were asked about
memorable messages regarding motherhood, not sgbsige or desistance. The messages
about motherhood did women’s mothering behaviortaed explanations of their behavior.
Women who recalled messages that instructed thewtdwbe good mothers reported feeling
proud when they behaved accordingly and guilty famstrated when they did not. Women who
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recalled messages about whatto do felt shame when they engaged in those bersg\but did
report being motivated to avoid those behaviorstohsnessages that contained appraisals of
women’s mother identities, women who received pasinessages were encouraged to keep
moving forward in a positive direction, but thigldiot necessarily include desisting from
substance use. Finally, women who recalled mesghgesontained negative appraisals of their
mother identities responded in different ways. Samernalized the negative appraisals that
affirmed their “addict” identities and increaseeithsubstance use, at least in the short-term.
Others rebelled against the negative appraisalfigmdighted the ways in which they were
“proving wrong” those people who would call thendbaothers. Finally, women deflected
negative appraisals, not by changing their behamiany way but by attributing the appraisal to
forces beyond their control, like lack of familypgort or the bad influence of another person. It
appears that memorable messages were incorporatedomen’s identities, but in
unpredictable and unexpected ways. This is anthegaalls for further research.

Discussion

This chapter has demonstrated that the narrativeemen who are desisting from
substance use more frequently feature the themeglemptive narratives as identified by
Maruna (2001). It has also elaborated on the fdramh these themes might take in the narratives
of substance-using women. For example, where M&{B801) work identified the sources of
empowerment as authority figures, mentors or higlogrers, some women in this study were
also empowered by their children. Negative caséysisaevealed that when persisting women'’s
narratives featured some redemptive themes, theseets were related to experiences other than
substance use (e.g., recovering from a car acgideme chapter then turned to an analysis of
motherhood-related “memorable messages” womenleedcahd how these messages had shaped

their identities and their mothering behaviors. &halysis showed that memorable messages
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instructed women on appropriate mothering behasi@ssessed their identities as mothers, and
these messages were incorporated into women’siiésrin various ways. Positive messages
encouraged women to keep doing the right thingraade them feel proud and accomplished.
Negative messages were either rebelled againsternalized. These findings highlight a need

for further research on the role of others’ ap@iaish shaping narrative identities.
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CHAPTER VI
Fear, Stigma, and Barriers to Care

The third and final research question for this gtisd do stigma and fear create barriers to
care and result in unmet needs for substance-usatigers and, if so, how? Women were asked
if they ever feared coming into contact with crimifustice agencies or child protective services
(CPS) and, if they had had such contact, how takyabout their experiences. Women reported
feeling fear of being identified as substance-ubgmnedical professionals or other authorities
and discussed their strategies for avoiding deteclihey described how they felt that others’
perceptions of them as substance-users had infidahe type of medical care they received.
Finally, women talked about their experiences eksgy treatment for their substance use, the
barriers they encountered, and which types ofrireat were most effective for them and why.
Fear of Detection

Twenty-two women (73.3%) reported that during tipeegnancies they had been afraid of
being identified as substance-users. The scenairi@hich they were most afraid were testing
positive for substances at prenatal visits or afedivery, losing custody of their newborns
and/or their older children, and experiencing cniahjjustice consequences for their substance
use.

The remaining eight women (26.7%) in the sampleneg that they were not afraid of
detection. For most of these women, this was bectey were not using illegal substances.
Though they recognized the harmful effects of abd@md tobacco, they were not worried about
being tested, having positive test results, losiegr children or being arrested. Women who
were using illegal substances but were not afraltkong detected said that they felt they had
their substance use “under control” and that treyccavoid detection. Some women were

simply unaware that they might be tested at prénagits or at the hospital and that they could
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lose their children. For example, when asked iftsdd feared coming into contact with the
police or CPS, Brittany said that it hadn’t reallycurred to her to be afraid until it was too late:

Brittany : Honestly, no. | would have to say | think I'm Kiof — me and [my boyfriend],
because we were together all the time — we’re kingdeird that way in that we never had
any issues with getting arrested or with policevith CPS until that... one. You know?
So...

Interviewer: So you weren’t, even like before that, you weradrried about getting
caught?

Brittany : | didn’t really. | mean, | knew it probably wassomething | would walk

down the street doing or advertising it, but... | meladon’t know, | guess | wasn’t

like... I don’t know. | guess | would say it was sommat contained maybe more at that
time, so that’s... why | can say | wasn’t worried tooach about it.

Interviewer: Did you have any concerns about CPS taking thdrein?

Brittany : | guess | would say no, only because nothingtlitet had happened before. So
| hadn’t seen it and | never really knew anybodywthad happened to, either, so it
really almost didn’t even seem like a possibilltypean. That's why there’s kind of like a
lot of like, that feeling, like the CPS thing ‘cauléke | said | never knew anyone really
before that it had happened to, so there’s nobaaw Irelate with or, you know, hear
about how it went or it worked out with them or #ngg like that, so.

Brittany had permanently lost custody of her tHyegs. Her case presents an interesting
example of the way that some women were protected €onsequences by their relative
privilege. Brittany is white, in a long-term andlke relationship with the father of her boys, and
had previously enjoyed a certain amount of familgort. She had managed to keep her opioid
addiction a secret for many years until it spirabed of control. She spoke about how her
addiction had never resulted in contact with thiicpdecause it was her boyfriend who would
take risks and go out to buy their heroin. “So éggil was kinda sheltered in that way,” she
reflected, “We were a using couple, so | guessshfiferent than doing it yourself.”

Women who were using illegal substances and didesb afraid of being identified as
substance users were the exception. Pregnancy twae af great uncertainty for most of the
women, and this was compounded by the threat etcten. This was especially true for women

who did not know what to expect at prenatal apmpoarits or delivery. Some women believed
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they were drug-tested at every prenatal visit &atl ¢very baby delivered at the hospital had his
or her meconium tested for drugs. Other womerili@lt the decision to test mothers and babies
was on a case-by-case basis. Others thought thetsbeould not be drug-tested without the
parents’ permission.

Denise | didn’t find out about it until after | asked napctor, and that was because all
my friends were saying “Oh, you need to stop sngkiat, you need to stop doing this,
da-da-da-da-da.” And | was like, wait a minute,dlked in my doctor and | asked him,
“When the baby’s born, are you doing to test me® yau going to test me and the
baby?” “No, we’re not gonna test you unless youdtwty at your visits.” And | was
like, so wait, when you make us pee in the littlegvery time....

Interviewer : It's a drug test every time?

Denise Yes, that’s a drug test every time. And that'sdaese it's CPS’s way of knowing
if you're doing drugs beforehand, they're gonneetdkat baby instantly from you. It's
only for the hardcore drugs.

Interviewer: And were you ever worried that you would drogydat the hospital when
you delivered?

Loretta: This [pregnancy] was the only one | was worrigthwwell, Kerry, yeah. | take
that back. Kerry, because they asked me to dogstmeen and | told them no, and they
took it anyways. And Kerry was the only one whére law switched and they could do
it. Because with Tammy and Andi, they never did ghat back then. They couldn’t. It
was against the law. And it still should be agaihstlaw to take part of your body, and it
is part of your body, it's your bodily fluids, amdw they don’t need a warrant, they
don’t need nothing, they can do it without yourrpession.

Interviewer: Do you know if they drug test every baby?

Sarah: | don’t know. | would imagine it's every baby. &ruse | don’t know why they
would single-handedly pick out me, maybe becaus&mugkles are tattooed [laughs].
Well, I mean, [my husband]'s got track marks, yowww, they might have saw that and
thought that maybe | was doing it, too.

Others were uncertain about the “rules,” like whsciostances could be detected, which would
trigger CPS involvement, and how far back intoghegnancy a meconium test could detect
substance use.
Vicki: Well, ‘cause my friend Karen says now is a gaotetto quit cold turkey, because
they do check—Sparrow does check the umbilical ,cand... her baby had—but she
had different, she had an addiction, like my fridaghie, like to heroin, but she said if

there’s like a certain time limit that if you stapywon’t show up in your system or
whatever. It's like... see, | didn't—I don’t know attyng about that.
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Eleanor: No, | don'’t think they even tested her. | don’t knahough. Because | wasn'’t

doing anything, so she would’ve been clean thenless they did a thing where they

could see the whole, throughout the whole pregnaBegause | think they can, now.
Some uncertainty may be attributable to variatiotesting and reporting policies between
different obstetric clinics and hospitals. Medioaanizations have some discretion in their
policy decisions, although they are of course suilifefederal and state laws and administrative
codes. At the federal level, hospitals must compth the Keeping Children Safe Act of 2003,
which added requirements to the Child Abuse andtirent Act. Under the new act, states had
to develop procedures requiring healthcare prositienotify CPS if they suspect a child has
been subjected to drugs, or is suffering from witlnehl symptoms at birth. Michigan likely
complies with this requirement by having mandateqorting statutes within the Michigan child
protection laws. In Michigan, “mandated reportarglude physicians, physicians’ assistants,
and nurses, among many others.

At the state level, Section 722.623 of the chilotgction laws lists those who are
required to report suspected abuse to the Deparifié¢tuman Services (DHS). This list
includes healthcare professionals that a womandvoaiine into contact with at a hospital.
Section 722.623a requires reporting to the DHS whbaealthcare professional has “knowledge
or suspicion of alcohol, controlled substance, etaholite of controlled substance in body of
newborn infant Thus, a nurse or other healthcare professional nloielsave to have specific
knowledge to report a mother to DHS; they need bale suspicion.

Finally, clinics and hospitals must comply withdfligan’s administrative codes. These
are the regulations that help describe the lawspatidies of the state. The specific section that
deals with hospital regulations is R 325.1051 tgioR 325.1059. Within the regulations for

hospitals is section 325.1058(2)(f), which stakeg tinless admitted in an emergent situation,
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records for admittance to the maternity ward muosiuide a urinalysis. However, the rule does
not state what must be checked for within thatalysis, just that a urinalysis must be included
within the mother’s records. Individual clinics andspitals likely have varying internal policies
regarding what is to be detected through urinalydeng with other testing and reporting
procedures. It is unlikely that most women are awdithese numerous federal and state laws
and policies. Inquiring about the drug testing gek at a clinic or hospital may increase staff's
suspicion of one’s substance use habits and ikalplio be of much use, as most women in this
study had no choice in the clinic they attendedloere they delivered their babies.

Strategies for Avoiding Detection

To manage the risk and uncertainty of being idieatias a substance-using pregnant
woman, women in this study adopted various strage@g@ome strategies seemed pro-social and
pro-health, like being honest with medical practigrs or seeking out treatment. Other strategies
seemed more damaging, like isolating oneself froemfls and family who might detect the
substance use, hiding or denying the pregnancindiprenatal appointments so that persistent
substance use would not show up in drug testspsigmsome prenatal visits or avoiding prenatal
care altogether.

Honesty.Some women adhered to the idiom that honesty ibekepolicy and were up-
front with medical practitioners. They felt thatitg honest showed that they were good mothers
despite their substance use and they hoped thaird@nd nurses would appreciate their honesty
and affirm their motherhood identities:

Interviewer: Are you worried about them drug-testing you oythimg like that?

Vicki: [emphati¢ Yeah. pervous laugh

Interviewer: Do you still go?

Vicki: Yeah. That's why I still go, because | want towithem I'm not a big time drug

user — if something does happen, I'm not a big-taney user and... | do care about
myself and | do care about the baby’s health, yook | have a friend who has a baby
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due any day, or in a week or so, and she hasn’hbaitenatal care through her whole
pregnancy.

Kim: I mean, | was honest, and I think that's the besit, so | was able to tell them
“Look, | did smoke marijuana and | didn’t know tHatias pregnant, and I'm not
addicted, and is there anything you can give meftere it would be out of my system or
anything you can tell me about the effects on bemegnant?” | asked for information,
and | think a lot of those people respect youtklihore, as to where there won't be so
much concern, because if you're hiding it and tbey it right in your levels, especially
being pregnant, there’s going to be some concetritay’re going to go behind your
back and call CPS. With me being so blunt, so @ehwanting the help, | think it shied
a lot of people away from being so concerned duthed.

In these excerpts from interviews with Vicki, a imahphetamine user, and Kim, who was using
alcohol and marijuana, both women express theie hibat being up-front with doctors would
help them be perceived as good mothers who wergecoed about the health of their fetuses,
resisting the master narrative of substance-usiothens who are selfish and unconcerned. Vicki
was pregnant at the time of her interview and wadqg see if her strategy would be successful.
Kim had stopped smoking marijuana before the lbfther daughter and was only using alcohol,
so she did not have any contact with CPS.

Not all women were pleased with the outcome oif thteategy to be honest with their
doctors. Melinda had been honest with her doctbosither opioid and benzodiazepine use but
felt that this strategy had not worked for her,daese she was unhappy about how long her son
had to stay in the nursery before he could comeewith her:

Melinda: | would neveradvise somebody to have a child [at the hospitd)v, yes, if

your child has some horrible, crazy thing that rseeate, alrightthentake them where

they need to go, but | would advise a home birgfoif could manage it before ever

taking them to a hospital. | had advised mothersotitell them honestly about the
substance abuse because otherwise they’re opemird thought | was helping my

child by being honest during my pregnancy, | thdughas helping him if | was honest

with my doctors. No, | wasn’t. All | did was damatlat relationship and our early

bonding by letting them have that “in” to keep Hmom us. We could’ve, and we would

have, taken better care of him than what theyldal;ing him in his bassinet with a
million other babies in there and not enough petplake care of all the babies.
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The risk of being honest may be lower when womeruaing legal or socially-accepted
substances or when a woman has a trusting relatmsth her medical provider. The
relationship between a woman and her medical pesvidght be one way that socioeconomic
status may grant some substance-using women ga@gland health benefits. If a woman has
health insurance and a private doctor with whomhselsea long history, honesty may be a safe
strategy that allows her to receive support anatitnent specific to her risk status. If, in contrast
a woman must rely on a public health clinic tha shn attend only when pregnant and where
she may see a different doctor every time, shemaknow the doctor or the practice’s drug
testing and reporting policies and will not have @pportunity to develop a trusting relationship
with the practitioner. In this case, revealing @dentity as a substance-user seems a more risky
strategy, because the outcome is more uncertagselpossibilities suggest an area in need of
further research.

Social isolation and denial of pregnancyAnother set of strategies women employed
was to keep to themselves, avoiding friends andlyanino might report them to CPS. For a
small number of women, this went as far as conegalr denying their pregnancy:

Interviewer : Did you do anything to try and hide it or avoietiing caught?

Kim: Yes, | did, I did, um, to hide the pregnancyehikd that | was pregnant. | drank as

if  wasn't pregnant, and | denied some more, ltidemying. And I lied, a lot.
Of course, pregnancies are typically only concdalédr a limited amount of time. A more

common strategy for women was to socially isolagrtselves from anyone who might report

them to CPS:

Interviewer : Did you do anything to avoid getting caught? Wihas your way of
dealing with the fear?

Loretta: Just trying to stay away from anybody that yaankiwould call CPS or do
anything to you, but, you know, it didn’t matter.
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Interview: Did [fear of detection] stop you from doing anyitp you might've otherwise
wanted to do, like stop you from doing something yanted because you were
worried?

Alice: Yes, yes. | had stopped talking to everyone,goetbecause | didn't want the

wrong person to go over there and say somethidiginft want them to go do that and |

didn’t know who to trust, so | wasn’t saying anyip
The strategy of avoiding people may be based onemsrpast experiences with CPS. Of
twenty-two women who reported having past contatitt ®PS, the most commonly mentioned
source of contact (n = 10, 45.5%) was a reportR& By a third party. These third parties
included roommates and friends, family membergp@&tners, and neighbors. Some of these
reports were made out of concern for the childberh,many reports were identified by the
women as acts of retaliation. For example, a motfwerd get into an argument with another
woman and that woman would report her to CPS aliegton. In another case, a mother broke
up with her abusive boyfriend and, in retaliatiba,called CPS and told them she was pregnant
and smoking marijuana. Other women had family memiaao wanted custody of their children
and would call CPS very frequently, forcing CP$teestigate every time, even though they had
found time and time again that the children wengplyaand healthy. In light of these
experiences, women may feel that isolating thenesely an effective strategy for avoiding
contact with CPS and law enforcement.

Avoiding medical care.The most common strategy employed by women afriaid o
detection was avoidance of medical care (n = 18%2 This strategy included scheduling
visits around their substance use so that anywesigl come up negative, skipping some visits,
or avoiding prenatal care altogether.

Women who used substances that are only detec¢tablegh urinalysis for several days

after use were able to schedule their appointmamotsnd their substance use.
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Interviewer : And during this time, while you were pregnantrevgou ever worried that
if you went to a doctor, they would drug test you?

Sarah: Kind of, yeah. Kind of. But that was only a coaipif days after | did the heroin.
But | would make sure that, um, | would do it orysléike, ‘cause you know, that stuff
lasts in your system for three to four days, s@uld make sure not to do it around the
time of the appointment, just to be on the safe.sid

Denise | drank a lot of water. | always made sure thstbpped certain stuff before |
went in. | had it already charted out for how lahpok to get out of my system, this,

that and third, like, | made sure | had my stuffieck. It's the good thing about being
able to make your appointments before you go in.

Some women, like Denise and Amelia, seemed protidenf ability to avoid detection. Amelia
laughed, “A lot of people think drugs are dumb mpies are stupid, but it's some hard work,
man, it’s like chemistry.” Women would “chart oudh a calendar the days that they used and
how long it would be before they would test clead then schedule medical appointments
accordingly. By doing so, they were able to avadifive prenatal drug tests. This method is not
effective for avoiding detection at delivery, théwdpecause meconium begins to form in the
second trimester of pregnancy and a positive sasirtdicate substance use a month or longer
prior to delivery (Farst, Valentine & Hall, 201 T)his is an important consideration if meconium
testing is triggered only by positive prenatal¢eas women who use substances that pass
quickly through the body may successfully evadedsein at prenatal appointments and also at
delivery. This strategy is less effective if wondliver at a hospital that tests all mothers and/or
babies or makes decisions about testing basedhen faictors, like late prenatal care or the

mother’s appearance, demeanor, or history of ireraknt with CPS.

Some women would skip appointments if they hadl useently and others would avoid

care altogether:

Suzanne | wouldn’t go to the doctor’s. | would skip apptinents and things, and stretch
them out. | always went because, again, CPS wiliny@lved if you don’t go to the
doctor’s, so you still have to go, but you knowuydidn’'t—you just have to stretch it out
or go late or delay it or whatever.
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Interviewer : And did worrying about being involved with CPSgatting her taken
away, did it keep you from doing anything you migttierwise do?

Elsie | just didn't go.

Interviewer: Didn’t go to the doctor?

Elsie Yeah. I just wouldn’t show up, | was so scared.

Alice: | stopped going to my doctor’s appointments beedtthought that they were

going to test me and see it in my system and d2%$.C

Interviewer: So you stopped going to your appointments?

Alice: Yes. And CPS is in the same building so | jugsihi um, wanna, didn’t want

them to do that, didn’t want them to do that, stopped going. | missed a whole four or

five months of prenatal care. And then when | wablississippi, same thing with

[second-youngest child], | didn’t have no prenataie with her.

Interviewer: No prenatal care?

Alice: My third child, | had no prenatal care.

Interviewer: For what reason?

Alice: Because | was taking drugs, well, not drugs-drugss down there smoking on

marijuana and drinking liquor. And they told mehéy see THC or something like that

in my system, then protective services would gedived. So | didn’t go to no care for
her, none.

Research repeatedly demonstrates that substamgewsmen who receive prenatal care
experience more positive birth outcomes and hasatgr opportunities for other health
promoting interventions than women who do not nezeiare (Berenson, Wilkinson & Lopez,
1996; EI-Mohandes et al., 2003; Green, Silvermarffe§ Taleporos & Turkel, 1979;
MacGregor, Keith, Bachicha & Chasnoff, 1989; Racii®yce, & Anderson, 1993; Richardson,
Hamel, Goldschmidt & Day, 1999). Prenatal care agpuents provide practitioners the
opportunity to connect women to needed resouroes;reen them for dangerous illnesses or
injuries, to screen for intimate partner abuseiwiation, and to implement many other public
health interventions. By adopting policies thatreacgomen away from treatment, clinics and

health organizations lose the opportunity to inteer and promote maternal and infant health.

Experiences with Medical Care

Pregnancy and childbirth frequently brought worimea contact with medical

professionals who suspected or knew them to baautes users. Many women recalled
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individual nurses who had been very kind and héliut they also recalled doctors, nurses or
staff who treated them poorly, and women beliewved¢me cases, knew) that this was because

of their stigmatized identities.

Kellie: | was treated—there was a few nurses that waneniee and treated me like a
normal person, and the doctor that | dealt wittkilydreated me that way, but for the
most part, all of the other staff were very rudenyv.. like | said, just judgmental. They
watched me very closely when | was with him, likeds going to—I mean, | gave him a
bath one day and one nurse literally stood behiadha entire time, watching me, and |
mean, they just basically treated me like a pidahit drug addict, like “Look at what
you’re doing to your baby, how could you do this.”

The consequences of this stigmatization ranged baraqueness and heightened scrutiny, as
Kellie describes, to more serious outcomes. Sonmaemodescribed doctors misattributing their
medical complaints to women'’s substance use andheaking for other underlying conditions.

In Alyssa’s case, she felt that her identity asraner addict and current methadone user resulted
in mistreatment by an urgent care physician andquehtal attitudes from her labor and delivery

nurses:

Interviewer: How did the doctors and nurses treat you, like dad they interact with
you?

Alyssa Pretty crappy back then, but it was probably heeaof my behavior, so, you
know. Now, | can say I've seen a bunch of it, yowww, and | don’t like it. My daughter
had thrush, the baby, and | took her into the gadiargent care right down the street,
and the doctor proceeded to tell me that | needeake her to the emergency room
because it wasn’t common, blah blah blah. Thrusinesof the most common things a
baby gets, and we feel he did it because he fouhtlwas on, you know, methadone
during my pregnancy, and just didn’t want to treat, because the hospital couldn’t
believe it and, you know, I've had another doct@t bhim and really cuss him out,
because it wasn’t right. They told me—he triednellme she would have to be hooked
up to an antibiotic IV and everything else, told im@as so uncommon for my baby to
have thrush, and it was one of the most commormyshifihe hospital looked at me like |
was crazy. And I'm like, well, Urgent Care sent hexe. So | think that was over, you
know, me being on methadone and then when | gatletboi her, there was two nurses
that were really... judgmental, you could tell thagtjdidn’t care for me because of the
situation.

Interviewer: And did it come through in the way they caredyou?

Alyssa Yeah, the one—you know, she actually made itwoveouldn’t have nothing to
do with me and my daughter, because me and my hdsttapped out to smoke and she
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proceeded to ask my mother-in-law if my other kiglse born on methadone and if |

believed in birth control and stuff she shouldeeh asking me, not my company [...]

You know, you could just tell she did not approv¥ét.oShe was just really foul.
While this treatment may be unconscious or maynbended to shame women for their behavior,
it can have the unintended consequence of pushamgen back towards substance use. Just as
the women who lost custody of their children felittthe court’s decision to terminate their
rights was a condemnation of their “mother” ideasitand an affirmation of their “addict”
identities, women who were treated poorly by mddicafessionals were at risk of using
substances to soothe their guilt and shame:

Kellie: It just made me feel even more horrible tharréady felt to begin with. | mean,

of course | was already devastated and crushethd sit there and watch him go

through this, especially knowing how he felt, yowow, I've detoxed before and it’s

horrible, | couldn’t imagine my poor two-day olddyahaving to go through this, | mean,

it just killed me to watch him, and then to havesh people who were supposed to be

helping me take care of him treat me like that hvasible. To read the CPS paperwork

and to see how | was actually referred to, as gogteator” and my child a “victim”

when | didn’t do anything but follow the advicetbe medical professionals themselves.

[...] No, it honestly at some points made me so cthay | just wanted to go back and

not feel, because it just made me feel so horahk | think that's—that’s just one thing

that is common in people who have substance akases, when things go crazy and you

feel horrible, that’s automatically somewhere whgya think about turning, you know,
you just don’t want to feel that anymore.

Medical professionals do not see a substance-ugangan’s history of abuse, her chaotic life
circumstances or her failed attempts to seek Adlpy see infants in withdrawal and medical
complications stemming from maternal substance lugeunderstandable that they feel
negatively towards substance-using mothers. Howavéhneir role as caregivers, it is their duty
to promote not only the infant’s health, but thetheo's health, and actions that stigmatize (or
are perceived as stigmatizing) mothers who usetanbss not only break down the doctor-
patient relationship, but may push women away foame and treatment and towards continued

substance use.
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Finnegan scoring.In three cases, women who had used opioids meictitheg infants
being “scored” or assessed using a “Finnegan” séasearch of the literature on the treatment
of drug-exposed neonates revealed that this ify/ltke Finnegan Neonatal Abstinence
Syndrome Test (FNAST), a 31-item scale designaplsmtify the severity of neonatal opioid
withdrawal symptoms and to guide treatment decssiofhe scale, developed by pediatrician
Loretta Finnegan and her colleagues (Finnegan, &ggirion, Kron & Emich, 1975), is one of
the most popular assessment tools for neonatahahse syndrome. In general, it has been
found to be an inclusive, easy-to-use tool for ra¢aincare nurses, but only when paired with
suitable education. However, the test has beeicizet for being too subjective, allowing for
inaccurate scores that lead to inappropriate treatthmcreased length of hospital stay, and
increased incidence of poor neurodevelopmentabowus (D’Apolito, 2009). Studies of the use
of the FNAST have found scoring inconsistenciesughout infants’ charts (D’Apolito, 2009;
Lucas & Knobel, 2012; O’'Grady, Hopewell & White,3%). The problems with using the
FNAST include inconsistency regarding scoring wés and the infants’ sleeping and feeding
schedule (e.g., nurses waking infants just to sttam), inconsistencies in scoring between staff
members, and difficulty defining the signs and stongs of withdrawing, for example,
differentiating between mild, moderate and sevgneptoms.

A few women in this study highlighted the subjeityi of the FNAST in their stories
about their experiences. Kellie felt that thereev®me nurses who consistently scored her son
higher than others, and this kept him in hosptalédnger than necessary:

Kellie: And then, um, so after the first couple of daydjd start showing withdrawal

symptoms, so they started him on morphine anddigeit, administered him the

morphine and slowly dropped down the dosage, yawkevery day or two they’'d drop
it down 10%, so anyway—and they scored him ongb#de, | can’t even remember what

it's called now, but they’d give him a score abbawv many withdrawal—what kind of
withdrawal symptoms he was having. Finnegan... lilsi&gan or something like that.
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They wanted it to be in the low numbers, like Below means he was doing good and
not having many symptoms, and the higher numbess imawas really having a lot of
symptoms, and as long as he was staying low ogsyhiptoms they would decrease him.
So they kinda just monitored him on that, but isend of odd because different nurses
would come in and it was kind of a matter of opmithey would judge him on how rigid
he was or how many—if he was sneezing a lot, dotl@ that is kind of up to the
interpretation of the specific nurse, so I'd haeet@in nurses that would consistently
score him high and certain nurses that would ctersily score him low, which got kind
of frustrating because they were basing these seatlgey were taking the results of
these scores and basing when his dose would go,d@sed on these scores, and | kind
of felt like it was very subjective.

After eighteen days, Kellie was allowed to take $mm home. Eleanor reported a similar
experience, remembering that her daughter wasdétaogber whenever Eleanor was not sitting

in the nursery with her and that her daughter’'satodisagreed with the nurses’ scores:

Eleanor: So they do a score, a Finnegan Score, whergulgg them on certain
withdrawal symptoms that they see. And, oh, it Wasl for me, because she would do so
good, and | was up theadl the time, like, the only time | would leave, badig, is when

| had to go get [my older daughter] from school...][But | was, you know, always
there, but when | would leave for a couple of houvgould come back and her scores
would be higher than when | was there. So it wkes lyou know, it depended on her
scores whether they could lower the medicationfibatly my doctor came in and said
like, “They are mis-scoring her. Stop the medica@md let her go home in a couple of
days.” So she got to come home. | think she gobtoe home sooner than most babies
because of her doctor. He stepped in.

Interviewer: What do you mean, they were mis-scoring her?

Eleanor: | don’t know, it was really weird. I've heard therses at the hospital can be
really mean to women. They were—they didn’t evavslit to me, | don’t know if it was
because | was there all the time so they saw... [ut] 8Bm, what would happen is like,
she—they would score, the main things she wouldgeted for were like, stiffness,
yawning, um, sneezing, sweating, I'm just namingie®f the other things, too...
Diarrhea or loose stools, and what they were saymgdoctor was saying, they would
score her for loose stools, and that was a bigesit@t would add a lot, and [the doctor]
would say, “She’s breastfed. Breastfed babies hanae stools.” And he would look at
her stools and say, “These are normal breastfed §tabls.” Because there was a time
when it was a little watery and | could see thart,they were scoring when it was just
like normal.

This perceived mis-scoring of normal infant behaa®s withdrawal symptoms was also reported
by Melinda, who complained that her newborn sonlielthved no differently than her older

daughters, who were born before she started abogingls and benzodiazepines
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Melinda: | went to [this particular hospital] because Inted to go to a hospital where if
my child was going through withdrawal, they woukhidle that, but | also wanted a
hospital that was not going to prevent me fromrtgkny child home, and they kept him
for a month, without him needing to be there fon@nth. They did not— | am not stupid.
| understand the rating scales, and | understaatdithat they were rating my child on,
they were rating my child worse than—okay, my &std, I've already had two kids. |
know how babies behave. My first two children haatenchallenging behaviors on the
things they rated him on than he did, and yet theyld put him higher for those
behaviors, having no physical withdrawal symptomfgey went through totally
behavioral scales and rated him higher on thingdatl could not take him home for
over a month. | missed all of these things, mometitts my baby. | missed Christmas
and New Years with my baby when he should’'ve beenéwith me by then, because it
had already been almost a month, and there wablysgal withdrawal symptoms.
Everything they were rating him on were normal bablgaviors, because my girls, when
| hadn’t usedanything had worse behaviors in those areas than whatdh&loere was
no reason for them to keep him from me.
Melinda has no medical training, so it is very likthat the nurses could detect withdrawal
symptoms that she could not see. However, her piksaggests that there was inadequate
communication between Melinda, the nurses and detiod about which symptoms her son
displayed that suggested the need for more tredtinew the scoring system worked, and how
long Melinda should expect him to stay at the hiaépMelinda felt very negatively towards the
hospital staff after her experience and now adwiglkesr women she meets at her methadone
clinic to avoid the hospital and to avoid being éstwith medical practitioners lest they suffer

the same bad experience.

Custody Loss, ldentity Loss

In some cases, women’s substance use was detectedesy temporarily or permanently
lost custody of their children. In some cases, worneided losing legal custody by placing
their children with other family members, althouggime of these cases resulted in legal battles
when family members resisted returning the childeetineir mothers. Other women lost legal
custody but were able to place their children wetlatives. If no family members were available
or capable, children entered the foster care system
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Women who had lost custody of their children spalkeut this event as the darkest
period of their lives. They frequently used thegs® “downward spiral” to describe their
reaction to the loss.

Eleanor: So they took her away, and thank God for my mioacause she took her, so
she wasn't in foster care or anything. Um, but—gost like, went, just terrible from
there. Just a downward spiral. And | just starteidgiall the time, and it’s like, | cared,
but what do addicts do when they’re sad or depd&sge.] | remember | would just—
living with Dan, | would just start crying non-stagmd | would just think “I want to stop
using but | don’t have my daughter, and what isethie live for, what is there to stop for?
Even if | stop, they're still going to do this toem’m not gonna have her,” so. It was just
that constant battle with myself that | really, yaow, felt hopeless and like, “What am

| gonna do?” So that, yeah.

Eleanor’s feelings of hopelessness and lack ofgaepvere shared by other women who had
lost custody. Women felt that, without their chddr they had no reason to try and stop using,
especially if the custody loss was permanent aacettvas no hope of reunification.

When Natalie’s first daughter was taken from tieere was initially an opportunity for
reunification. However, Natalie’s negative expeceswith child protection authorities when
she was a child led her to believe that she woalgnbe able to convince them to reinstate her
custody. In her mind, the authorities had nevenladse to protect her or help her when her own
mother was addicted to crack cocaine and when idatals a homeless teenager, so they would
certainly not be able to help her now. In respohsgalie went on a “suicide mission”:

Natalie: So, like... here’s the thing. | was, | wasn'’t tyaung, | was twenty, but | had
been through the court system and stuff all my litebeen lied to by the court system
and the foster homes, some of our homes were ssygegr, really, really bad, | had no
trust for anybody in authority because of whatd&kn through as a child. So when they
released -- | had to go to CMH [Community MentabHiig], like a temporary insanity
thing, and they released me from the hospital bag $end you out in a cab and from
that moment -- | just had them drop me at the digsder. And from that moment | never
even... like, | tried a little bit to try and get rbpby back, but | didn’t really believe... to
me, she was gone, lost already.

Interviewer : Because you didn’t think they would give her Back

Natalie: Right. So... that brought me to drugs so bad thatbody could ever know. |
had always said that | wasn’t going to be like mynmand that | would never put my
kids through, you know she put us through so matilihose years on the streets by
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ourselves, it's just... So losing [my daughter] waswas bad. It was bad. | committed
so many crimes, | would rob people, | was on aidaimission. | was one of the worst,
probably, out there. Um, and the things that | dike... ‘cause | was like, not just
tricking, 1 wasn’t just ho-in’ for twenty dollarseine and there, no, | was hitting like, for
thousands, so | was smoking like thousands of goifadrugs a day, not just twenty here
and twenty there, twenty here and twenty theréyags had that much in my pocket. So,
and | was doing the heroin and the pills and amghicould get my hands on. | could
find a pill on the floor and not know what it wasdatake it. Self-destructing. And then
the day they actually terminated my rights to mygtaer, which was about a year later, |
took a needle of heroin and slammed it into my thed sliced my wrists and cut my
tendons in my arm. | almost died.

In contrast with Natalie, Ebony and her partner medie an effort to comply with the court’s

request. Ebony came into contact with the courtesysvhen she tried to end her relationship

with her emotionally and physically abusive boyfideand father of her oldest son. When she

told him that she didn’t want to see him anymorechlled CPS and reported that Ebony was

pregnant and smoking marijuana. Ebony’s son welwaowith his paternal grandmother. When

Ebony delivered her daughter at the hospital, bother and baby tested positive for THC and

the baby was placed in a foster home. While codimgravith the court to regain custody of her

daughter, Ebony became pregnant again and deliaeretther daughter who, despite testing

negative for any substances, was placed in fosterdue to Ebony’s ongoing CPS case for her

older daughter.

Ebony: And [the case] was drug out for like three yearsd all to end with them telling
us, uh, basically, well, you guys aren’t good ptse&md we're throwing the books at you
and taking your rights. Get out of my courtroom.

Interviewer: And what was this failing on your part?

Ebony: They said | did—basically, | didn’t complete tblasses the way they wanted me
to complete the classes. And... what was so crazytabwas | had certificates from
where I'd graduated, all the classes they’d sentanpny daughters’ father] had
certificates from where he graduated and all taesgs he went to, he even went to a
father’s retreat for this parenting class that itk @nd he got two certificates from that,
and I'm just like, “How in the hell are you guysrga sit here and say that we didn’t--?!”
The instructors obviously seen a change.
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Ebony insists that she has no idea why her custadg dragged on for so long and why the
court wasn't satisfied with her compliance withitirequests. She shared that at the end of the
three years, the judge told her that she hadn’e dmmough and that, furthermore, she did not
have enough of a relationship with her daughtehs nad been in a foster home since the first
days of their lives.

Ebony was confused about the outcome of her caséett she had been treated unfairly.
In her opinion, she had done everything the coaut dsked of her, and yet they had still
terminated her parental rights to her daughterterAhe court decision was final, Ebony
experienced a downward spiral:

Ebony: | don't feel like it's necessary for you to takemeone’s child. Um, not
especially if you want them to do classes and kmyv that if they don’t, they’re gonna
lose their child. | don't feel like it's necessdoy you to take their child anyways,
because | feel like if they are a real parent ey teally cared, they’re gonna stop doing
whatever they’re doing and go to those classesowittheir kids being taken from them.
So that was one thing with [the CPS worker], arahthfeel like she lied to us because
they told me if | went and got my own place, arntiei got a job or went to school, and
my son’s dad went and got a job or went to schibely we could have our kids back. |
had an apartment for two years, | was going to skchind he was working. They
terminated our rights that year, and it was just,Iscrew everything, | got—I lost my
apartment, | just, | went on this binge of drinkialgohol, that was probably the only
time where | just really didn't care.

At the end of Ebony’s interview, when asked if slagl anything else to say about her
experiences, she offered some insight on her utaoheling of the relevance of her race to her

custody case:

Ebony: | was looking at something on the internet wheweas talking about, um, like...
kids being taken from their parents for using nuaara, or just any type of different drugs
or whatever, and it's almost a given fact thattaofdhe kids that are taken, they’re
African American kids. I've always—I really want kmow why that is, though. | really
feel like it's because of how we’ve been categatias, you know, uneducated, and just
belligerent, obnoxious type of people and we dbaite many, you know... | guess, like
real upbringing or whatever, proper upbringing, atidnk that’'s why, like... | don’t

know. | don't like being part of that statistic la@rse it's not true to everyone. Maybe you
could conduct a study with just—not to be racisaoything, but just, you know, African
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American women, because | feel like that is a moblLike | was telling you, | know
people that are doing services like, a lot of ttemof the Caucasian or even Hispanic
race, and it seems like the African American raoesd’t get that great of a chance that
any other race would, and I've always wondered vidit just actually because of the
whole color, or is it because of everything thatrgone said and they've kinda built the
system from their own opinions or... what?

For Ebony, losing custody of her children was nady@ terrible personal loss, but a reflection
on her race, making her just another “part of thatistic” of African American women who

have lost custody of their children. Without havne@d the book, Ebony, through her lived
experience, has arrived at a similar conclusiondoothy RobertsShattered Bond&003),
wherein Roberts dissects the overrepresentatiddrafan American children in the child

welfare system. Roberts’ (2003) review of the &tare on abuse symptom misdiagnoses,
substance use testing and reporting, and child veha@cisions suggests that White parents are
less likely to be seen as being at risk of seradusse, while African American parents are more
likely to be viewed with suspicion. Furthermore bieds (2003) finds that after contact with the
child welfare system has occurred, African Ameritamilies are less likely than White families
to be offered in-home services and housing assistamd that African American children
placed with relatives receive fewer services, fasmcial support and less health care. It appears
that Ebony’s suspicion is not inaccurate and theihér study of the role of race in child welfare
decisions is indeed necessary.

Kellie's parents took temporary custody of her sden he was a toddler and later
permanently adopted him. In talking about the doamrspiral she experienced when this
decision was finalized, Kellie elucidates how th#ure to claim a “mother” identity can push
women further towards the “addict” identity:

Kellie: When it was official that my dad had adopted [goy] and there was absolutely

no chance of me ever getting him back, um—becdusek a few years between when

he got temporary guardianship and then for theahetdoption to be final, so for those
couple of years | was kinda thinking “Well, mayb&ybe | still have a chance,” and
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then once it was finalized and | knew that thers afasolutely no getting him back, | was
just kinda like... fuck it. I've lost my child, | h&—you know, I've spent most of my late
teens and early 20s, the time people are settingaipfoundations for the rest of their
life, their credit and their schooling and theibgoand getting ready, I've been dicking
off, doing drugs and doing nothing. | have no baok&ount, no credit, nothing, and |
guess I'm just kinda—I just thought, okay, I'm dastl to be a fuck-up forever, and
that's it. I'm better at, obviously, getting intasohief and maintaining a drug habit and
procuring drugs and finding them all day than | getting up and going to work nine-to-
five, and it seems like that’s just kinda wheren and | don’t really have any reason to
go right.

Kellie echoes the sentiments of other women whbthasr children when she describes her
feeling of having “no reason to go right.” She tsagén her motherhood role as an opportunity to
make up for her transgressions as a teenagehdilngs of her son made her feel that her worst
perceptions of herself must be true: her secrettfed she was “destined to be a fuck-up
forever” and that she wasn't cut out for a convamdi lifestyle was affirmed. It wasn’t until

Kellie became pregnant again ten years later tiatsas able to reclaim a mother identity:

Kellie: And then when | had [my second son] it was kihtike a second chance
[crying], you know, to — sorry — to actually live my liéand be a mom, which is all I've
ever really wanted to be. So I've just been retddnkful for that, | don’t know how, why
| managed to get so lucky to get this second chdndd am grateful that God let me
have it.

The stories of women who lost custody of theitdriein demonstrate how the loss of such
a valued identity as “mother” can trigger a downvspiral characterized by feelings of
hopelessness, loss of purpose, and affirmatiomath&r role, that of the addict. Women
described their feelings in the wake of custody las “What good am | now?” “I had no reason
to live,” “ had no reason to get clean,” and “lalestined to be a fuck-up forever.” These
reactions may explain why some women appear to maleffort to regain custody, as Natalie
explains that she had no belief that she woulddbe ta achieve this goal. Women’s accounts
also suggest that some sort of support or courgsphiovided for women after custody loss may

be necessary to prevent injury or death from perafdyrief-induced binging behavior.
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Substance Abuse Treatment-Seeking Experiences

Medical care for pregnancy and delivery was notathlg time women had sought
professional help. Twenty women (66.7%) had sogghstance abuse treatment at some point
in the past and had navigated barriers to findafigrding and attending different types of
treatment programs. Of the ten women who had ngglgareatment, most used only alcohol,
tobacco, and/or marijuana. Two of these ten wonsea immethamphetamine, one used assorted
prescription pills, and a fourth used hallucinogens

The twenty women who had experience with substabase treatment had explored a
variety of different programs, from short-term detmd outpatient support groups to residential
treatment and long-term methadone maintenance. [iagnam type came with its own
limitations and barriers to entry.

Detox. Three women had sought out treatment facilitias would allow them to detox
(most commonly from opioids). These programs weny ghort-term, usually less than a week,
and offered medically-assisted or unmedicated démmen were in agreement that
unmedicated detox was an awful experience andhbgtwould only stay at places that would
give them medication to help with their withdrawgimptoms. At some places, such medication
was promised but not delivered:

Tasha When | went there, oh my God, [treatment cent&$ awful. | wouldn't send my

dog there. | went there during the day and the \ady really nice. “Oh we'll help you,

we'll give you something to ease the withdrawal el you sleep and we'll keep you

comfortable.” I'm like okay, this is what | neetigis where | need to be. And that night,

they refused to give me anything to help with théhdrawals and | was freaking out and

| was sick and | had just had it. Two o'clock ie thorning, | ended up walking out of

there. They wouldn't help, they just basically ledkat me like | was some horrible drug

addict.

Interviewer: So you walked out of there?
Tasha Mmhmm [yes], gave up on that and went right bacising.
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Even if Tasha had stayed and detoxed, such prodgraggently offer little in the way of
aftercare unless they are paired with residentialudpatient counseling. Women who had
detoxed, with or without medical assistance, regmbthat the process did nothing to address the
triggers for their substance use. They spent @pvteek in detox but then returned to the same
environment and same social setting they had beemeén they were using.
A problem with detox is that it is rarely a poskip for women who are already
pregnant. Though the physical withdrawal symptornesuapleasant for adults, they can be lethal
for the fetus. For substance-dependent women wimbeddo continue their pregnancies,
withdrawal was a dangerous choice, and few megicdessionals would agree to supervise the
process. Kellie found out that she was pregnantdgshalt want to start taking methadone, so she
tried to find a treatment center or a hospital weh&re could be monitored while she went
through withdrawal from heroin. She couldn’t fingdyane who would help her:
Kellie: It was just the whole, | guess liability issuetloé miscarriage associated with
treatment and withdrawal of the pregnancy thatyealared people. And even when |
went to [the local hospital] and said “Can you gusgch me while | detox?” and they
said no, | mean, | even—and then they ended uprsgnte home, and | was like “I'm
sick, can you at least send me home with some Yhamdsomething?” and they were
like, no, so | said “So you'’re going to send me ledmhave a miscarriage, then?” and
they ended up writing me, like 10 Vicodin or soniegh But | had—I remember asking
the nurse, like, “What kind of signs should | Idiok that might be happening if | start to
have a miscarriage or something?” and they woulelen talk to me, the lady wouldn’t
answer any of my questions, she actually, like, kusd of ignored me and turned around
and walked out of the room. They would not talkrte, they would not give me any
information, they were just very—I| mean, | was aeth4 was just like “Wow, really, are

you serious? Because you're worried something ygogring to say is—What about me,
what about my baby?”

According to Kellie’s understanding, the medicalffstlid not want to monitor her withdrawal
for fear they would be liable if anything happenedher fetus. Instead, they gave her more
opioids to stave off the withdrawal and then turhedaway. Kellie continued to use heroin

while seeking out other treatment possibilities.
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Support groups.Five women had attended support groups of diffekerds, including
outpatient group counseling and Narcotics Anonym@dsmen’s experiences with support
groups were mixed. For some, support groups wesiive experience that helped them form

new pro-social friendship networks that supportedrtongoing desistance:

Shannon [Quitting] was more of a process, like... | hadmped in aspects, | started to

change my lifestyle, but it's not just one changeere’s a lot of things you have to

change about yourself.

Interviewer: Sure, like what?

Shannon You have to change your friends, you can’t hamigvath using people

anymore. You have to change the places you goddhenthings that you do. Um, you

don’t wanna continue hobbies that you used to derwou were using or that might

remind you of using. Those kinda things.

Interviewer: So how did you do it, how did you get through it?

Shannon:With my support system, faith, and meetings, NAetimgs.
Women reported that it was helpful to find othemwem who had shared their experiences. In
contrast, some women strongly disliked support gsduecause they didn’t want to hear “war
stories” about other peoples’ substance use. Thdyrouble relating to other people in the
group:

Jenny. Oh my god, it's the worst, | don’t think | nedd i

Interviewer: So inpatient worked really well, but outpatieouyre not a big fan of?

Jenny: No. | go there and they’re not even talking akemuthing, they're talking about

smoking crack and heroin, no one’s in there foravées | am, so.
Others felt that support groups were of limiteceefiveness because they did not address their
physical dependence on a substance. Although sugqmups were free to attend, they could be
difficult to access. Women reported taking multibleses to get to group meetings or
complained that the meeting times were inconvenient

Opioid replacement therapy.Opioid replacement therapy is the practice of ra@pta
illegal opioids with longer-acting opioids like rheidone or buprenorphine administered under

medical supervision. Methadone emerged as a tredtsoution for heroin addiction in the
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1960s. A team of researchers at Rockefeller Unityelngpothesized that heroin addiction was a
disease of the brain with behavioral manifestations simply a criminal behavior. Clinical
observations suggested that treatment with a latigegaopioid agonist (in this case, the

synthetic opioid called methadone) could help ®vpnt withdrawal symptoms, reduce or
prevent drug cravings, and block the narcotic-8Kects of any additional short-acting opiates
the patient used (Kreek, 2000). Over the next 2Bsyehe safety and effectiveness of methadone
maintenance for heroin addicts was repeatedly detraded, but federal regulations on the
distribution of narcotics combined with the stigimation of addiction prevented widespread
adoption of the treatment protocol. Finally, in 49¢he Institute of Medicine of the National
Academy of Sciences recommended changes to theafedgulations to allow the

medicalization of pharmacotherapy for the treatnedér@ddiction (Kreek, 2000). In 1998, the
National Institute of Health published a reporttthaequivocally supported methadone
maintenance therapy for heroin addiction and cdthedhcreased access to treatment program
(NIH Consensus Conference, 1998). Methadone maintantherapy spread quickly and became
the gold standard for treatment of opioid dependgefprobably the most evaluated form of
treatment in the field of drug abuse treatment’ri(@lg Ward, Mattick, Hall et al., 1994: 997). It

is recognized as the most effective treatment éooin addiction according to reviews by the
Institute of Medicine (1995) and the National Ihgts of Health (1998).

Despite such robust evidence of the benefits dhat®ne maintenance therapy, it
remains for some a highly controversial practiagac&the beginning, methadone programs have
been accused of merely substituting one drug fothean (Joseph, Stancliff & Langrod, 2000).
Methadone maintenance programs have been citatd@saaple of evidence-based medical

programs that have been adversely impacted by neespigons and biases, limiting their
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implementation and reach (Gordis, 1991). As a tepatients fear that the stigma associated
with being a methadone user will negatively imgaeir jobs, their social relationships and the
medical care they receive (Joseph, 1995). Stigrdadetrimination appear to be powerful
forces preventing the full acceptance of methadwrsment, and likely impacts both pregnant
and non-pregnant women seeking treatment.

The controversy surrounding methadone maintenaasedemonstrated by women in the
current study. Eleven women had, at some poirtteir tives, sought opioid replacement therapy
with either methadone or buprenorphine, anothergbampioid agonist more recently approved
for opioid addiction treatment known by common proichames like Suboxone and Subutex
(FDA, 2013). Although most women were overwhelmynigl favor of opioid replacement
therapy, many of the same women were concerned abwar being able to stop taking

methadone.

Alyssa | would honestly say it's the day | got on metbae, because it totally, has
totally changed my life, because as an adult, yoawk | really didn’t lead the greatest
lifestyle up until the last two years, and priotthat | don’t have any good memories, so.
[...] I had a lot of people say “Methadone’s likedid handcuffs.” You still have to get it
every day. | look at it as you’re not going out ay&tting into trouble, but some people
still look at it as you have to have it, and yowd#o have it every day or else you're
sick, so it’s a... you know, now | look at it differe I'm glad it was there to change my
life.

Others were slightly less effusively appreciativen@thadone treatment but still felt that they

could not have achieved sobriety without it:

Eleanor: | needed something — no. | mean, | wish | dish@ed, didn’t need to get on the
methadone, | wish that | would’ve been able totdbe other way, you know, without
any medication, but no, | wouldn’t say it makesweak. | would just—you know, |
didn’t need some help, but when | got on it, | wae to do it. Because there are some
people on methadone that still use, and continuség and even that doesn't... doesn’t
help them. So you know, with a little help | wadeato pretty much beat my addiction.
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Kellie: I guess it is working for me, as far as contnglcravings. | haven’t been using
any other opiates, once | got my dose right. | fged, you know, | go about my daily
business, I'm able to function, I'm able to be amal person, which I think is good. The
only thing that worries me about it is, um, whés iime to come off it. | mean, how long
do | stay on it? And then people say that once sghewly taper you off, you still have
withdrawals and you're never really right, and timaist people either go back to using
drugs or they end up being on methadone for thkalevlives, and that’s something I'm
worried about.

Most women shared similar experiences, but two woeeressed a strong dislike for
methadone maintenance. One woman called methadlqon&l“handcuffs,” because she felt that
once someone started taking methadone, they wauddh lit for life. Naomi explicitly described
many of the arguments made against opioid replaserSée had recently used Suboxone
(buprenorphine) to recover from her dependencepimidpainkillers but had made a point to

wean herself from it quickly thereafter:

Naomi: | went to [a residential treatment facility] andl. forgot what they gave me, it
wasn’'t methadone... Suboxone.

Interviewer: Suboxone?

Naomi: Yep. And | got Suboxone, and I've been cleanesinc

Interviewer: So you got the Suboxone at [treatment facility]?

Naomi: Yep. | was in their detox facility for three daysd then | went into their
residential program.

Interviewer: Are you still on the Suboxone?

Naomi: Nope.

Interviewer: Oh, wow. Some people stay on for years, I've tiear

Naomi: Yeah, and | don’t agree with that. Suboxonekis & quick detox, is more what
Suboxone is. Some people stay on Suboxone mairdenbut other people don't. |
didn’t want to. There can be Suboxone maintenanaea lot of people don't do it.
Interviewer: So you didn’t want to be on maintenance?

Naomi: Nope. | think it's retardedqughg. All it is is a legal way for you to get high.
Most people abuse it, they don’t take it the wagytre supposed to. [...] You're still
getting high, and you're not going through withdedwAll it is is a state-funded way for
you to get high. Now the state’s paying for youyv@ get high, and that’s the way | feel
about methadone.

Women on maintenance programs were aware of tleseqtions of their treatment programs

and explained why “substituting” opioids was socassful:
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Loretta: And people are all “Well, you're substituting fanother drug” and da-dada-
dada, well, the reason why it works is becausdatial, so you change your whole
lifestyle. Because of the fact of it being legaluydon’t have to deal with the illegal
aspect of taking it and dealing with all the illegaople and all the stealing and doing
this to get it and doing that to get it and runnamgund with drugs on you. You don’t
have to do that no more, ‘cause it’s legal, sogon’'t have to be in that whole circle no
more, and you get yourself away from places, peaptethings, and it works.

Of course, as with other treatment options, womeoentered barriers to enrolling in
methadone programs. Interestingly, the barrierg #dmeountered were the opposite of what one

might expect. Women who were pregnant were abéntoll in programs immediately:

Interviewer: How was your experience trying to get into [thethadone clinic]?
Cora: It was really easy, because | was pregnantged dn the same day. But if | wasn’t
pregnant then it takes a couple weeks, so you teanse, and so on and so forth.

Women who sought out methadone maintenance treatmiem they were pregnant had no
difficulty enrolling in a clinic. Women who were hpregnant when seeking treatment were not
so successful. Brittany had unsuccessfully sougtthadone treatment after the birth of her
second son and had not been able to overcome therbahe encountered. She continued to use

and became pregnant again, and finally lost custd@y three of her children.

Brittany : | think, | think the program has changed a loaugh, honestly, because in
between the time when | — after | had [my secomy,dikke a couple of months, we really
briefly tried looking into going to another onethat time... | don’t know if like the
requirements changed or something, but it wasag avdifferent point, too, though, but it
was a lot more running around and we never endegbung through with it. ‘Cause it
was like, well, first they wanted us to go see atdig and they wouldn’t take our
insurance, because they wanted us to take a lesafirst... and then it was just like, so
much drama with that that we never ended up gdirgugh with it.

Interviewer: So there was a lot of screwing around?

Brittany : Yeah, like I said, | don’t know if the requirenterthanged, ‘cause it was a
couple of years before when | started coming te timie and it was a different clinic, too,
so maybe they had different requirements, but & where it was so ridiculous in the end
that we didn’t go through with it, whereas withghine, if you have your money for the
week, you show up that day and you're basicallgtisigthat day. Whereas the other one
it was different, it was like they wanted us to inacouple of weeks in between, you
know. And you have like a fleeting moment betwedrewyou have the money in your
hand and you wanna start to when you start shudiowen, so...
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Once enrolled in methadone programs, women weresraed about continuing to pay
their bills. Women who were pregnant or who ha@énly given birth were eligible for
Medicaid, which would cover the cost of treatmémit, they worried about what would happen
to them once they no longer had insurance:

Alyssa With the methadone, | do have my Medicaid thatsfar it, and | do sometimes
worry like, “What if that gets cut off?” Becaus&siexpensive. But | would just have to
find — I would have to find a way to pay for it. Blimean, it's... the community has
been pretty good in helping find, you know, helping find the help that | need to get
clean.

Other women were cobbling together some Medicdahances and assorted grants, but were
facing the possibility of being rapidly tapered oféthadone if they could not afford to continue

paying for it:

Melinda: | got a grant to go to [a treatment program]ngfanding, and then | somehow
got Medicaid to help with the methadone treatmieotyever, that may be in jeopardy,
and if they’re not going to pay for it, 'm gonnave to get off of it a lot faster than
would be healthy, and I'm scared. [...] | think | htdhave some Medicaid, like, a
special thing maybe covering it, but I've been nbt@a spend-down, which isn't really
any insurance at all, unless it goes past somg,caaronomical number, and I'm not
sure they’re gonna continue to cover me. I'm noégbat | don’t already have some
hundreds of dollars of bills just sitting theretttteey may be one of these days saying,
okay, we’re going to start dropping your dose usijgsu pay, and I'm just gonna be
screwed, and then there’s gonna be no way outsihlese heroin or something to
survive. | don’t know. I'm scared of that possityili

Finally, women who did take methadone during tpe&gnancies felt that there was insufficient
information about what they should expect at thgpital and when they brought their infants
home. Methadone has been deemed safe for use gweggancy but can still produce
symptoms of withdrawal in exposed infants. Some @onvere surprised at the severity of their

infants’ withdrawal symptoms:

Alyssa But man, having my daughter, being on methadbkeow it changed my life,
but shoot, | went and got my tubes tied. That's mowch that methadone—I don’t
understand how women can have child after chilthermethadone.

Interviewer : Really? That bad, huh?
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Alyssa Watching my daughter go through it? Yeah, thak areally woke me up, |

want to come off methadone, I'm at that point, ¥oow, yeah. It wasn't fair, it wasn’t
fair to her. | don’t think my doctors were 100% lest) you know, | was already on the
methadone when | got pregnant, so there was ale$phathing | could do, but, you
know, they sugar-coated it. We were in the hosfital weeks, she was on a very high
dose of morphine, and she had to be on phenoblaabiigust, it sucked. And now it's
like she’s very sensitive, her stomach — her foaisu$54 for a can of formula. And still,
if you get loud and go up to her, you'll startle,hend she’s just now getting on a normal
sleeping pattern and, yeah, it's hard thing—it'sthi@ watch your child go through that,
knowing it's something you did, you know.

Loretta: When they tell you about, you know—what they teluys that it don’t matter
what kind of dose you're on, you know, that ainltat matters about the kid going
through withdrawals, is not your dose, which itrlihere is no record of doctor records
where it don’t matter, someone could be on 180,esmma could be on 120, the person
that’s on 120, the baby will end up with more withaals than the person that’s on 180.
So it don’t have nothing to do with dosage. Theb#en records of that. But they don't
tell you, you know, what you’re going to be goimgdugh, what the baby’s going
through, how the hospital’'s going to treat you, tW@u're going to do if you're there,
they don’t—it’s just that type of stuff. They donéll you, “Hey, get ready, because
you’re going to be seeing your baby go through skand tremors, when you feed her
she’ll go through tremors,” you know. That's hatal see a little baby go through that,
it's terrifying. None of my girls went through thand | was on Vicodin through all my
kids. None of my kids went through tremors and dagtwal, you know?

Others were unprepared for how they would be tceatehe hospital. In some cases, they were

informed by medical personnel that CPS was cabbe@lf mothers using methadone, whether it

was prescribed or not. Others reported that CPSwistakenly called. Kellie felt trapped by

hospital policies about methadone use, as she tidogt enrolling in the methadone clinic

would help her escape involvement with CPS:

Kellie: I guess | feel kind of confused as to, theyyell [methadone treatment]’s your
only option yet it's considered so questionabl&amful that they have to call CPS, it's
required for your baby and stuff.

Kellie had used other opioids and marijuana througlher pregnancy, so it is possible that CPS

was called because of the presence of those sebstanher son’s meconium and that she

misunderstood the hospital’s policy. However, slas wot the only woman confused about, on

the one hand, methadone as a prescribed treatme&ndm the other, its role in their newborns’
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withdrawal symptoms and their involvement with CFPBe confusion was shared by other
women in the study and by the public health nuvgésthe County’s Family Outreach Services,
who were in the process of trying to assemblelagiand pamphlets about methadone use
during pregnancy so that they can better prep&&timen on their caseloads for their
experiences with hospital delivery, watching thegwborns’ withdrawal symptoms, and

soothing their babies when they go home.

Residential treatment.Fifteen women, half of all women in the study, lexgerience
with residential or in-patient treatment prograifisese ranged from general “rehabs” to special
programs in prisons. Natalie said that the mogtotiffe treatment she had ever received was an
inpatient program inside a women'’s prison. Sheedall “RSAT,” which may be the Residential
Substance Abuse Treatment program administereddghrthe Bureau of Justice Assistance
(2012).

Natalie: And the last six months of my prison sentencel ladprogram called RSAT and
it's an inpatient treatment inside the prison,tseas like 40 or 50 girls in the program
and we all lived in the same unit, and you do tresit from, you know, 7, 8 in the
morning to 4 in the afternoon, Monday through Fyidand classes on Saturday and
Sunday, but they, um... go into a lot of the cogmitikinking, a lot of, you know, they
look at the addiction as a symptom of whateverdaulying, like PTSD or mental issues
or some kind of trauma, and | think that’s wheedlly started working through, like,
everything from my childhood. [...] | don’t think Ifhadn’t went through and really
realized, like, all my background was what was kegme sick, like... not dealing with
it, not talking about it, not saying this is whappened and this is what happened, ‘cause
like, | was never one to put blame anywhere, | yustild say this is what I'm gonna do,
and | just gave up. But when | went through alt #ad | started bringing them emotions
out and digging deep and talking about what | vierdugh and stuff, | had to look at it
and deal with it. And a lot of that has so mucheang me, anger towards my mom,
towards the court system, towards everybody thigifane all my life, as a child. And
then, you know, anger at myself with losing [cugfo®nce | dealt with all of that, it
really, really changed who | was inside and it magestronger. You would think | had a
lot of strength going through everything | wentatingh, but | just buried everything
under drugs.
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Natalie had been in other residential programsreeRSAT and had not found them effective.
After leaving prison, she did return to substaree loriefly before desisting for some time. At
the time of her interview, she reported that stekretapsed for a few months at the beginning of
the current year and became pregnant at the etfioperiod, and now she felt that she would

be clean for good.

Hazel had been to a residential treatment progoamelp her overcome her addiction to
crack cocaine. She found the classes offered treggehelpful, both in their instruction but also

for the social opportunities:

Hazel: Well, the classes helped, too. They had classteirehab, the lifestyle changes
class, different classes | could take. The, umaylthe lifestyles class is the one that
helped me more, because they helped me to prepandat the real life was really all
about, and beside the drugs and all that, | wasallgtsomebody else. And the dance
class helped me, because | could try somethingreifit with girls that—it was girls there
that wasn’t all on drugs, or girls that claimedytheasn’t on drugs but really was...
[laughg, yeah.

Natalie and Hazel's comments both draw attentiodeatity change during treatment. Natalie
says the RSAT program helped her deal with henedic memories and “it really, really
changed who | was inside and it made me strong&azel also found that “beside the drugs and
all that, | was actually somebody else.” This siggi¢hat the programs Natalie and Hazel
attended helped them to restory their lives in g that supported desistance.

Residential treatment was not effective if it was short or there was no outpatient
support. Women who returned immediately to substarsing social networks and
environments quickly returned to substance usesgsyecalled finishing three months in
treatment and being picked up at the facility bymether, who drove them straight to the “dope
house.” Elizabeth had recently spent two weekssiatinent but was not optimistic about the

future:
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Elizabeth: Yeah, but once | left — | just recently left —cenl left, I'm just back out here
in the real world.

Interviewer: When were you there?

Elizabeth: | went on the 21st, | think.

Interviewer: Oh, wow, you were just there. So after release?

Elizabeth: | started back drinking. Haven't found any coegiar it hasn’t been an urge
right now. I've popped Vicodins.

Interviewer: So the real world is not the same as the treatmerid?

Elizabeth: No. Lot of temptation. [...] It's not long enoughdon’t think so either. It's
not, it’s so not long enough. It’s like a vacatfoom the real world.

In interviews with women who had sought residdnteatment during their pregnancies,
references to the same treatment facility in teestown in Michigan repeatedly arose. It
became obvious that women were talking about thilestreatment facility because, to their
knowledge, it is thenly residential substance abuse treatment programahighn that will

accept pregnant women.

Kellie: [The nurses at the local hospital] gave me tteoli methadone clinics in the area,
there’s a couple, and some other rehabs in the iafeab clinics, and | called all of them
on the sheet. None of them would accept pregnantemaunless | was already detoxed
or on a methadone maintenance. None of them waubdwlithdrawal while | was
pregnant, until | finally foun@neplace that was in [distant town], Michigan, italled
[name of program]. And they are, as far as | knih@,only place in the state that will
take pregnant women who are, you know, addictexpiates and have to go through
withdrawal or be put on methadone or whatnot. Biibriunately | did not find them

until I was probably about seven and a half moatbeg...

The facility women mentioned is located 104 milesf the study site. At this location, there is
an option for children to stay at the facility witheir mothers. Childcare during treatment has
previously been identified as a barrier to carestdvstance-using mothers (Blume, 1990; Center
for Substance Abuse Treatment, 1994; Finklest&ii41Marsh, D’Aunno & Smith, 2000), but

women in this study reflected that having theildi@n there was not necessarily helpful:

Cora: Yeah, | went somewhere where | could take my,laasl | ended up taking my
youngest, and she ended up getting abused by dihliéren in there that had it way
worse than my kids had it. They had no traininglathey didn’t have contact, they were
almost feral. [...] I think it's the only place in Rhigan. And | don’t really think it
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should be a setting—I mean, it's good for some fgedut you can’t concentrate when
you gotta go everywhere with screaming kids in vecg, you just can't.

Cora ended up sending her daughter to live witrdaeghter’s father, but for women lacking
that option, it is not clear what the solution ntigk. Cora’s experience suggests that although
allowing children to stay with their mothers atatmaent facilities may reduce barriers to care for

some women, it may reduce treatment effectivermssthers.

Past failures, “readiness” and agencyAs demonstrated by the preceding discussion,
women in the study had experiences with many diffetreatment programs. Some women had
experienced success in effective programs and eesisting at the time of their interview, but
most women had experienced at least one “failuréheir past attempts to desist. The way that
women who were desisting at the time of their witaw spoke about their past failures revealed
a tendency to blame these failures on a lack @fdireess” to change. This time, they believed,
they were truly “ready” and that’s why it would téferent. For example, Shannon had tried
Suboxone in the past but relapsed after a few nsosthe had repeatedly tried to desist without
treatment, but had not been successful. When steartgepregnant, she went to a residential
treatment and was now attending an outpatient stugpaup. She talked about how things were
different now because she “wanted it”:

Shannon (on Suboxone)tt was good, like it made me feel normal, but fome reason, |

just think if you're really, really ready to giveup and you put in all the work and go to
meetings and stuff, you know, it'll work, but mydrejust wasn't in it at all.

Shannon (on present day)What was different about it this time was thegdlly, really
wanted it in my heart and | wasn’t doing it for &gy else. There were other things that
motivated me to do it, but at the end of the desa$ doing it because | wanted it.

Other desisting women expressed similar thoughtsash versus present “readiness”:

Alyssa | mean, you've gotta put your kids first, you knofd if you're truly ready to stay
clean, you know, if you do get a doctor, you teluydoctor you're an ex-addict. |1 did that.
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Naomi: Because | went a time before, too, and it didrdidn’t want to get clean then. |

went ‘cause | had to. [...] [This time] | was rea@gfore, | don’t think | was completely

ready to give it up or stop that.

Cora: | wasn’t ready. [...] You can’t do that for anyouneless they're willing to do it for

themselves, and that's why | said you have to tle @nd tired of being sick and tired. They

have to be ready to do it. If they're not readgrtithere’s going to be no change.
The “readiness” and “wantedness” narrative apptapsotect women from the implications of
past failures. It allows them to attribute pasiuiics not to a flaw in themselves, like some sbrt o
fundamental incapability to “go straight,” but silppo not being ready at that time. This time,
women would assert, things are different. It isthat they are different people today, no more
or lesscapableof change, but simply that they are more preptrexercisetheir capability to
change. The capability was there all along. Thdiress narrative protects women'’s sense of
agency by making success or failure the produttaf own decisions and not external factors
like the grip of addiction or uncontrollable life@umstances. It appears that failure is sufficient
evidence that one was “not ready” at that timerbight be ready at some point in the future. In

this way, narratives about readiness can be coathiéatnarrative identity theory by supporting

the concepts of the “good core self’ that has likere all along, waiting for an opportunity.

Discussion

This chapter provides an overview of the issuestsuige-using mothers encounter when
negotiating prenatal care, hospital delivery, ameksg substance abuse treatment. First, women
discussed the strategies they employed to avoilm@tected as substance-users or, in some
cases, explained why they had not feared detedfitmmen who used alcohol and tobacco were
less likely to fear being identified by medical fassionals or law enforcement authorities than
women who were using illicit substances. Some wowlen were using illicit substances were

not afraid because they had no personal or vicamoperience with the consequences of
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detection, particularly loss of custody. Of the wasnmwho did fear detection, some were up-front
and honest with their doctors, and they felt that would protect them from the worst
consequences because their doctors and nurses amurieciate their honesty. Others hid or
denied their pregnancies, isolated themselves &wayothers who might report them to
authorities, and delayed or avoided prenatal care.

Some women perceived that they were stigmatizesdilastance-using mothers and that
this affected the quality of the medical care thegeived. Women'’s stories about receiving
medical treatment highlight a need for better comication between medical staff and their
patients. For example, women’s anger and frustratlmut what they perceived as subjectivity
in the scoring of their substance-exposed babigsbeaeduced through clearer communication
between nurses and mothers about the purpose td@gtieéhe scoring criteria, and the baby’s
prognosis. Future research may delve deeper iststue of subjectivity in the Finnegan
assessment method for the purpose of improvingmatare and reducing mothers’ perceptions

of stigmatization and unfairness.

Finally, women shared their experiences accessibgtance use treatment. The benefits
and drawbacks of different treatment options weseussed, as well as the barriers women
encountered as they searched for and receivedneeat The findings identify a need for more
residential treatment facilities that will treakgnant women, greater dissemination of
information about treatment options available toneo in the study area, and more financial

support to allow women to stay enrolled in the#atment programs.
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CHAPTER VII

Conclusion

The purpose of this study is to explore substarstegumothers’ desistance behavior
during and after pregnancy through a frameworkaofative identity theory. This chapter
summarizes major findings and discusses the limitatof the current study. It then turns to a
discussion of the implication of the findings faebry development and policy improvement,
and concludes with suggestions for future research.

Summary of Findings

Consistent with scholars who argue for the con@djzation of desistance as a process
rather than a state or discrete event (Bushwayrnfigory and Krohn, 2003; Fagan, 1989; Laub
and Sampson, 2001; Maruna, 2001), women in thi/stauld not be categorized neatly as
“desisters” and “persisters” but instead demonstiat spectrum of desistance behaviors best
categorized as prompt desistance, delayed desgstpadial or incomplete desistance, and
persistence. Women’s membership in any of thesedategories was related to their narrations
of themselves as agents or “pawns” (de Charms,;1@6&8ina, 2001) and to the composition of
their social networks. As Paternoster and Bush\2899) predicted, women'’s social network
realignment appears to be endogenous, not driveaxteynal factors but by the women
themselves as they intentionally affiliate with mqrosocial others as part of their change in
identity.

The analysis then turned to the content of wompaisatives and their desistance
behavior at the time of their interviews. Consistsith narrative identity theory (Maruna, 2001;
McAdams, 1997; McAdams, Josselson & Lieblich, 20@6jntosh & McKeganey, 2000Db,

2001), women who were desisting from substanceaute time of their interview narrated life
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stories rich with the themes of “redemptive namedi’ (Maruna, 2001). Desisting women spoke
about themselves as good people who had beentlag &y drugs and alcohol, but through
empowerment by others and their own agency, theyoawne their addictions and had intentions
to use their past suffering to help others. In @stt persisting women’s narratives did not
prominently feature these themes. When their naesdid feature themes common to
redemption narratives, they were aligned towaraicoed substance use. For example, some
persisting women reported being empowered by athetghese others were part of a
substance-using social network. Another woman’satiae was rich with themes of redemptive
suffering, but connected to overcoming injuriesyira car accident, not to overcoming her
addiction.

Communication from other people proved to havea@sgtimpact on women'’s claiming
of prosocial identities and their appraisals ofrtbevn behavior, as demonstrated by the analysis
of women’s “memorable messages.” Women recalledsages that were either action-oriented
or assessment-oriented. Action-oriented messag#ained prescriptions for appropriate
mothering behavior. When women acted in accordanitethese messages, they felt proud;
when their behavior fell short of these standattusy felt guilty and upset. Assessment-oriented
messages were others’ appraisals of women’s maibdrientities. When these appraisals were
positive, women felt empowered to keep up theirdvadr. When the appraisals were negative,
women either internalized the negative messagdeainiticapable and inadequate, or rebelled
against the message and tried to prove the speakag.

Women'’s fear of punishment and perceptions of sttigation were explored as possible
barriers to treatment. Most women who used ilbcibstances during their pregnancies reported

that they were afraid of being identified as substausers; women who were not afraid
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explained that they had not thought about theafs#etection until it was too late, or that they
had employed various strategies that they thouglildvconceal their substance use. Women
who felt afraid responded by using strategies likag honest with medical professionals,
isolating themselves from people who might reploet to authorities, and avoiding medical
care. In the delivery ward, women’s perceptionst@matization resulted in confusion about the
treatment their neonates received. Women who had éecouraged to start methadone
maintenance treatment during their pregnancies disreayed to learn that their babies still
went through opioid withdrawal after birth. Somenagn felt that their children received
unnecessary treatment or were kept in the nurserpbd long. In both of these situations, there
seems to have been a breakdown in communicatiovebatwomen, treatment professionals,
and labor and delivery medical professionals tefitwomen feeling vulnerable and angry.

In cases where women'’s strategies failed and theg detected and lost custody of their
children, women described experiencing a “downveuidal” that led them into increased
substance use and risk-taking behavior. The lofisenf valued role as mothers left them feeling
hopeless and without purpose. The path out ofsihiiml was the acquisition of other prosocial
roles, like becoming employed or, in some cases;awing another child.

Finally, women’s treatment-seeking experiencesliggted the benefits, drawbacks, and
barriers to various treatment options, includingesuised detox, support groups, opioid
replacement therapy and residential treatment. Wisrexperiences with these treatment
options suggest many areas where policies mighthpeoved. Importantly, women cast past
failed attempts to desist as failures of readingsggesting that their present desistance would be

sustained because they were truly “ready” this time
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Limitations

The current study was limited in sample size bgtical considerations of time and cost.
The target sample size of 30 women was set witresgotimism that at least 30 women could be
recruited to participate in this exploratory studifae recruitment efforts were highly successful,
resulting in an unexpected number of responsesioe amount of time. This suggests that a
much larger sample might be recruited for fututelsts using a similar recruitment approach. A
larger sample would allow for more comparison witand between groups of women who share
similar characteristics. For example, a larger darmajze would allow for a better understanding
of women’s experiences specific to their substariaese. It would also allow for a better
understanding of the role of race and class in wosnexperiences with help-seeking and
desistance.

This study was designed with a goal of minimizing tollection of identifiable
information about the study participants. Many wanrethe study would be considered “active
offenders” by criminal justice authorities. To nmmze their risk, the investigator did not collect
legal names, addresses or other identifying inféilonaNo signatures were collected on consent
forms or incentive receipts. The advantage ofdpisroach was increased protection for
participants, but the disadvantage is that it goipdifollow-up interviews or check-ins, because
participants cannot be tracked or contacted dfterriterview. The analysis, therefore, offers
interesting insight into the way women who are skasj support their desistanaethat time
through their redemptive narratives, but cannoakpe the way that redemptive narratives
might sustain desistance over time. If the degistomen from this study were contacted six
months or one year later, would they still be desy® If they had relapsed, would their

narratives have changed? The findings of this stumygest that yes, if women relapsed then
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their stories would have to account for the penbdesistance, the relapse, and their intention at
that time to desist again or not, but this is sfs@n without a longitudinal research design. In
light of the findings of Maruna’'Making Good(2001) and this study, it seems time to assess
narrative identity theory and desistance over tinmeugh a multiple-interview study.

Finally, the exploratory nature of this study puelds the ability to control for the
influence of women’s mental health. Consideringwled-supported comorbidity of substance
use and mental illness (e.g., Chilcoat & Menard@@rant, Stinson, Dawson, Chou et al.,
2004; Kessler, Sonnega, Bromet, Hughes & Nelso@518ajavits, Weiss & Shaw, 1997;
Stinson, Grant, Dawson, Ruan et al., 2005), iigbly likely that substance use, mental health
and narrative are interconnected. This does nohried narrative plays no role in substance use
desistance, but it seems likely that women whaggieiwith depression, anxiety, or more severe
mental illnesses may struggle with the task oftezpreting past negative experiences in a
positive light. Many women in this study had higgsrof neglect and abuse; very few could say
that their childhoods had formed a foundation feyghological health. The effects of unstable
and unsafe childhoods are likely exacerbated byilmeme women'’s difficulty accessing
mental health care (Anderson, Robins, Greeno, @abkadt al., 2006; Angold, Erkanli, Farmer,
Fairbank et al., 2002; Edlund, Wang, Berglund, Katal., 2002; Olfson, Marcus, Druss, Pincus,
& Weissman, 2003; Sturm & Sherbourne, 2000). Womehis study reported that their
substance use was a form of self-medication far thstories of trauma and abuse, a
relationship supported in other literature (BrowM&lfe, 1994; Brown & Stewart, 2008; Jarvis,
Copeland & Walton, 1998; Leeies et al., 2009). fdsearch design for this study does not allow
for the assessment of women’s mental health, asdithitation should be addressed in future

research. A mixed-methods research design thatic@sguantitative mental health scales and
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the qualitative life history interview would be eomising approach that may elucidate the
relationship between narrative identity construttimental health and desistance from substance
use.

Despite these limitations, this study makes an ntgmd contribution to the literature on
women, motherhood, substance use and identityifipkcations of the findings for theory
development and policy are discussed below.

Implications for Theory

The findings of this research support narratientdy theory as a promising framework
for the study of desistance from substance useottaptly, this approach allows for a process-
oriented understanding of desistance that is waled to the study of substance use and
addiction. The findings contribute to the developt narrative identity theory in several key
ways. First, they highlight the importance of othetors to the construction of narrative identity.
Second, the findings demonstrate that it is ndtthes presence of redemption themes that is
important, but the content of those themes. Fin#g findings draw attention to the
consequences of identity damage or loss.

The findings highlight the importance of othetaas to the construction of narrative
identity in several ways. Social network realigninappeared as an important correlate of
women’s desistance during pregnancy. Women who ptlgrdesisted or desisted after some
delay were more likely than others to have realigtheir social networks to include more
prosocial others, including supportive parents,-asimg romantic partners, and new friends who
were not connected to past antisocial friendshqus. The importance of social network
realignment has been mentioned in recent work entity and desistance (e.g., Paternoster &

Bushway, 2009), but does not yet seem to have ineerporated into the main body of
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literature for this theory. This study contributeghis literature and supports Paternoster and
Bushway'’s assertion that social network realignnoemesafter initial steps towards identity
change have been made. In the narratives of wom#nmsi study, they reported deliberately
seeking out prosocial others to support their ithenhange, rather than finding prosocial others
first and then initiating identity change. Thigngportant for several reasons. Prosocial others
can help to connect women to needed resourcesupport their continued desistance, like the
way that Hazel's mother supported her by buyingresy clothes and paying for an apartment.
They can also be sources of empowerment, an imgdhame in redemptive narratives. This
suggests that there may be a time-order to thenadation of redemptive themes, beginning
with the “good self” and “bad it,” which may promgdcial network alignment that puts
offenders in contact with candidates for supportimgywomen’s “empowerment.” These three
themes may then support the restorying of pasesoff as redemptive and the narration of a
generative future. A longitudinal research desigmuid allow for further development of this
theory. For example, narratives collected at midtiptervals could be analyzed by the time of
collection, desistance progress, and the numbetygedof themes present.

The importance of communication from others tatdg construction and change is also
supported by the analysis of memorable messagashavioral guides. The findings were
consistent with previous studies that suggest mabli@messages guide people in sense-making
processes by influencing the self-assessment @vb@h(Smith & Ellis, 2001; Smith, Ellis, &
Yoo, 2001; Ellis & Smith, 2004). This is closelyatd to other identity theory development that
suggests that individuals constantly assess tlediaior against an internalized identity standard
and make adjustments as necessary to conformttettradard (Burke, 1991; Powers, 1973).

Narrative identity theory appears to stand aparnfother theories of identity, but the findings of
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this study suggest that an integration of percéutmatrol theory and narrative identity theory
might be warranted. Individuals’ perceptions ofidéen from an identity standard may be
important triggers for behavioral change, which tithen be incorporated into the narrative
identity for the purpose of maintaining a coher@vtiole” identity. The integration of narrative
identity theory with other psychological identityebries could be a rich area for future research.
Finally, the findings of this research contribtaeheory by highlighting an area in need
of further development, namely the symptoms andgequences of identity damage or loss. The
literature on narrative identity is largely conastlrwith the way narratives are adjusted to
account for failure episodes post-hoc. Little islsbout the immediate consequence of having
one’s identity damaged or stripped away. For séwavanen in this study, the loss of custody of
their children stripped them of their identitiesnasthers, leaving them feeling hopeless and
without purpose. This triggered a “downward spi@increased risk-taking behavior, described
as “a suicide mission” and “self-destructing.” Oraggin, this is an underdeveloped area of
narrative identity theory that may be strengthetiedugh integration of other psychological
theories of identity, specifically those that comcthe importance of reflected appraisals and
support for identities. For example, McCall and Bioms (1978) assert that when others fail to
support an individual’s role performance (e.qg.,rble of “mother”), the role identity has failed
to be “legitimated” and individuals will experiennegative emotions like shame, guilt, anger
and frustration. In response, they may employ “rae@ms of legitimation” (McCall and
Simmons, 1978: 92) to cope with these negative mm&t There are multiple mechanisms of
legitimation, but two that are particularly relevam the current study assvitching identities
andwithdrawal When faced with an ongoing lack of support foidentity, an individual may

switch to an alternative identity with better chesof being legitimated. An individual can also
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simply withdraw from the interaction. If the probigersists, an individual may cease trying to
activate the problematic identity or restrict mgeractions to only those he can be sure will
legitimate the identity. Women'’s narratives of thewnward spiral” certainly demonstrate this
response to a failure of identity legitimation @hd mechanisms employed in response,
suggesting that these role identity concepts shioelthcorporated into narrative identity theory.
Finally, the findings of narrative resistance o8epport for Nelson’s (2001) description
of “narrative repair,” suggesting yet another imgipn that might strengthen narrative identity
theory. Nelson describes the process of narragipair of damaged identities, writing that
individuals with damaged or spoiled identities ncagate a “counterstory,” “a story that resists
an oppressive identity and attempts to replacetit ene that commands respect” (2001: 6). The
goal of such stories is to open a gap between Velvatyone knows” about people with spoiled
identities, which creates room for an alternatespective. Women in this study offered narrative
resistance to master narratives about substanong-osthers, crafting stories that demonstrated
their ability to mother effectively and insistingatt not all substance-using women are “the
same,” that they are not “monsters” but simply wamdao are doing their best in the face of
adverse circumstances. Women resisted the nar@tsubstance-users as a homogeneous group
and described the efforts they were taking to defyative stereotypes. These findings lend
support to Nelson’s (2001) ideas and suggest tieatelationship between offender’s narratives
about themselves and the master narratives totith®rs about offenders should be further

examined.

Implications for Policy
This study was conducted with a goal of making sstjgns for informing policies

concerning substance-using mothers, and the fisdBoggest many areas for improvement.
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First, the support for narrative identity theorggasts that narrative therapy may be an effective
counseling approach for substance-using womenah\agrtherapy builds on narrative identity
theory and focuses on externalizing and objectifyoroblems so that the patient can better
understand them (Morgan, 2000). Through the telbhlife stories, patients reflect upon and
connect with their intentions, values, hopes, asmdmitments. Once values and hopes have been
located in specific life events, they help to “ngfsor” or “re-story” a person's experience and
clearly stand as acts of resistance (Epston & WhR80; Etchison & Kleist, 2000; Freedman &
Combs, 1996). This therapeutic technique has meived widespread attention, but the findings
of the present study suggest that women might dn&in some assistance in reinterpreting
past events in order to restory their identities. &ample, one study found that women with
backgrounds that included substance abuse, donvesgace, and imprisonment who were
encouraged to “tell their stories” were able tdtdinom focusing on their deficits to focusing on
their potential for living more positive lives (Fsilver, Murphy & Anderson, 2007). Other
research shows positive results when programsvaetpan offenders restory their lives in a way
that supports desistance (Andrew, 2011; Surra@528wora, 2001; Weegmann & Piwowoz-
Hjort, 2009). This is a promising area of theory @mnactice that is in need of further research
and evaluation before widespread implementation.

More broadly, women are in need of more treatroptibns, better access to the
treatment of their choice, and more support foyistain treatment. The women in this study
revealed that in their searches for residentiattnent centers they could locate oahgefacility
that would accept pregnant women or women who reebring their children with them. This
treatment facility is located more than a hundrél@sfrom the study site, making transportation

and visitation expensive and time-consuming. Womeuld benefit from an increased number
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of residential care facilities. There are severatiradone clinics in the study area and women
who sought treatment there when pregnant were gieiasfind that their status as pregnant
women afford them expedited enrollment in treatme&hts is an excellent policy that should be
continued, as most women spoke positively about éx@eriences on methadone. However,
when women sought methadone treatntetiveerpregnancies, they faced waiting periods of
days or weeks. During this delay, women continweeltgage in risky substance use and, in
some cases, lost their desire to enter treatmeeredased funding for methadone treatment
clinics to support larger client populations wohklp to cut down on these waiting periods and
get women into treatment when they are motivatezhtoll. Additionally, increased grant
funding to help women stay in treatment once threyearolled would help to decrease women’s
anxiety about what will happen if they can no longkord to pay for their methadone.
Women'’s experiences seeking methadone treatmsmhajhlighted a need for more
information about this treatment option, both imgel and specifically for pregnant women. In
general, women harbored some misconceptions abetitacione and were unclear about the
treatment process. They were concerned that if shey taking methadone, they would never be
able to stop. Women who were pregnant and on mettgagere not well-informed about what
to expect when their babies were born. They didempect to see such severe withdrawal
symptoms, they did not know that CPS would be dahefor hospital and home visits, and they
did not understand the way doctors and nursesseséseir infants’ withdrawal symptoms and
administered treatments. This lack of informatieft Women feeling confused, vulnerable and in
some cases mislead or betrayed by treatment profeds. Better communication between
medical staff and mothers may help to ease sorttesotonfusion and reduce feelings of

stigmatization and unfair treatment. Methadoneicsishould offer information sessions and
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materials to help prepare pregnant women for tipeeance of delivering their babies at
hospitals, including what to expect in regard tmmpaanagement, infant withdrawal symptoms,
CPS involvement, treatment approaches for withdrgwnfants, and how to work with doctors
and nurses to help the process go smoothly. Tinésenation sessions could also include advice
for comforting methadone-exposed babies once thmediome.

Women'’s descriptions of a “downward spiral” aftiee termination of their parental
rights suggest that a support program for thesenpaiis sorely needed. Women reported using
illicit drugs and alcohol in greater amounts anthvgreater frequency after the termination of
their parental rights. They also described prawgienuch less caution when using substances
during this time, including using others’ hypodetmeedles and taking unidentified pills. These
practices represent a huge increase in risk for evosrhealth and contact with the criminal
justice system. To reduce this risk, a program khbe implemented to provide parents who
have lost their children with counseling and suppbine program could be run by a local
substance abuse or mental health treatment proardecould offer free individual counseling
sessions and group sessions and connect pareesotaces like employment assistance,
substance abuse treatment, and housing assis&udea program may help to decrease the
likelihood or severity of “downward spirals” andopnote parents’ health in the wake of
termination of parental rights.
Directions for Future Research

A major contribution of this study is that it sugggso many avenues for future research.
The exploratory design allows for the identificatiof numerous questions that remain
unanswered and provides a background from whiclet@lop the next generation of inquiry.

The first step is to address the limitations of¢beent research by increasing the sample size
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and incorporating scales to measure mental heatttother relevant conditions. As
recommended above, a mixed-methods research desidphbe a promising approach to
exploring the potential of narrative identity thgavhile controlling for rival explanatory factors.
The relationship between mental health, substasegand the ability to reinterpret past trauma
as “redemptive suffering” is one area in particulaed of further exploration, and there are
doubtless many intersections in need of untangling.

Future research should also feature a larger and diverse sample for the purpose of
analyzing race and class differences. The sampli®study was recruited with the intent to
include diverse voices, but the small sample ®z#ricts the ability to explore, for example,
variation in the experiences of women of differexgdes using the same substance. In addition,
the results of this study suggest that a quantdatnalysis of termination of parental rights in
cases of parental substance use may help to ideniiér factors in the decision to terminate
rights. Such an analysis should focus on the r&tieegparents, the substance used, the
requirements placed on the parents by the cowtpainents’ adherence to court orders, and the
time to family reunification or termination of righ

The current research presents only the perspsativeubstance-using mothers. They
expressed frustration and anger with the systenghwhcluded treatment professions, CPS
caseworkers, judges, attorneys, social serviceiggos and law enforcement. In some cases,
women’s anger and frustration with the system selgonsified, but there is a need for a better
understanding of the perspectives of individualstbe other side” of this social problem.
Future research should incorporate the perspeaivesdical professionals, CPS caseworkers,
and members of the court system to develop a nmmplete picture of how the system

functions and how women'’s frustration and angerhiniong reduced.
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Finally, future research using a narrative idgritieory framework should employ a
longitudinal research design. The findings of #tisdy, consistent with those of Maruna (2001),
support the prediction that women who are desidtimg substance use are supported in their
desistance by redemptive narratives that cast plasir negative experiences in a more positive
light. This seems a fragile support structure, tiglas past events may be reinterpreted at any
time. A depressive episode may result in a reinéghion of one’s past experiences as
overwhelmingly negative and hopeless. The suppomérrative identity theory would be
strengthened if it could be demonstrated that raaiintg a redemptive narrative supported
ongoingdesistance and helped women desist even in thefamb/ersity. A recommended
approach would be a prospective, mixed-methodgdekat allowed for data collection and
multiple interviews, perhaps every three to six therfor a two-year period. The difficulty of
such a design would be the tedium of participamés/ing to re-tell their life stories at each
interview point. A possible solution would be teewfferent interviews each time, so that the
story was told anew at each meeting, but this thieaduces the risk that the identity or skill of
the interviewer could influence the telling of ttery. Whatever the solution to this issue, the
prospective, multiple-measure design would allonafiealysis of the way narratives change over
time and how they coincide with desistance frormeti

Concluding Remarks

Substance use during pregnancy and motherhoatiss@ae of concern in the fields of
public health and criminal justice. Research andipyolicy have largely focused on
identifying and detecting pregnant substance-ugertdijttle is known about why and how some
women desist from substance use during pregnanayibe mothering. This study explored
mothers’ desistance from substance use througimaefvork of narrative identity theory. The
findings suggest that women’s substance use dpregnancy is not as simple as matter of
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“desisting” or “persisting,” as some women desistif some substances but not others, and
other women cut back on all substances but doegsticompletely. The differences in
desistance behavior are related to women’s alighwfaheir social networks (in support of
desistance or persistence) and their perceptiotigeaiselves as agents or “pawns.” Women who
were desisting at the time of their interviews tiifiel stories rich in themes of redemption and
generativity that support their prosocial idengti€inally, women described their treatment
experiences and the barriers to care they had at@ea, which highlighted the need for more
treatment options, greater access to treatmentingmbved communication between treatment
professionals and their patients. The findings sgggultiple areas for policy improvement and
future research. Additionally, proposals were miadéntegration of other identity theories with
narrative identity theory and the consideratiomarfratives as “counterstories” told in resistance

to master narratives.

Substance use during pregnancy and motherhoadamationally-charged social
problem in need of a compassionate and evidencedlsdution. A greater effort should be
made to incorporate women'’s voices, as they arauki®orities on their experiences. This study
provided an outlet for their voices and has idediforomising avenues for future research and
policy development. Future research should contindkis direction with the goal of improving

maternal and infant health outcomes for this pdpa
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APPENDIX A: RECRUITMENT FLYER

Meanings of Motherhood:
A Study of Maternal and Infant Health

Researchers at Michigan State University want to understand how women
who use substances during pregnancy experience the transition to
motherhood. This research study is for women who are or have recently
been pregnant and used alcohol, tobacco, or other substances during that
pregnancy.

Participation is always voluntary!
Would the study be a good fit for me?
This study might be a good fit if you:

e Are currently pregnant or gave birth in the last 12 months AND
e Used any of the following substances at any point during your most
recent pregnancy:
0 Alcohol
o Tobacco
0 Medication in any way other than as directed
o0 Any illegal substances

What will happen?
If you decide to take part in the study, you would:

e Meet with an interviewer at a convenient location
e Take part in 1 confidential interview (approx. 2 hours)
e Receive a Visa gift card as payment for $50

To take part in the Meanings of Motherhood research study or for
more information:

Call or text Rebecca Stone: (910) 467-8678
Email: stonere3@msu.edu

The principal researcher for this study is Dr. Merry Morash at Michigan
State University.
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ID:

Age:

APPENDIX B: INTERVIEW INSTRUMENT

Race and/or Ethnicity:

Education:

Employment Status:

Marital Status:

Health Insurance/Plan:

Children: Sex Age

SECTION |
Substance Use Assessment

Some of the substances listed may be prescribeddogtor (like amphetamines, sedatives, pain
medications). For this interview, | will not recamkedications that are used as prescribed by your
doctor. However, if you have taken such medicationseasons other than prescription, or

taken them more frequently or at higher doses tinascribed, please let me know. While | am
interested in knowing about your use of variousitldrugs, please be assured that information
on such use will be treated as strictly confiddntia

In your life, have you ever used any of the follomig substances? (Non-medical use only

a.

@ ~ooo0CT

Over-the-counter medications (pain relief, couglupy, decongestants)
Prescription medications not prescribed to you

Prescription medications in a manner other thasqpiteed

Tobacco products (cigarettes, chewing tobaccossjgdc.)

Alcoholic beverages (beer, wine, spirits, etc.)

Cannabis (marijuana, pot, hash, grass, etc.)

Cocaine (coke, crack, etc.)
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h. Amphetamine-type stimulants (speed, diet pillsiaxs etc.)
i. Inhalants (nitrous, glue, petrol, paint thinnec, et

j. Sedatives or sleeping pills (Valium, Serepax, Roloypetc.)
k. Hallucinogens (LSD, acid, mushrooms, PCP, Specia@t&)

I.  Opioids (heroin, morphine, methadone, codeine) etc.

In the three months prior to discovering your current/most recent pregnancy, how often
did you use the substances you mentioned?

Never | Once | Monthly |Weekly| Daily or
or Almost
Twice Daily

a. Over-the-counter medications (pain
relief, cough syrups, decongestants)

b. Prescription medications not prescribed
to you

c. Prescription medications in a manner
other than prescribed

d. Tobacco products (cigarettes, chewing
tobacco, cigars, etc.)

e. Alcoholic beverages (beer, wine, spirits,
etc.)

f. Cannabis (marijuana, pot, hash, grass
etc.)

g. Cocaine (coke, crack, etc.)

h. Amphetamine-type stimulants (speed,
diet pills, ecstasy, etc.)

i. Inhalants (nitrous, glue, petrol, paint
thinner, etc.)

j. Sedatives or sleeping pills (Valium,
Serepax, Rohypnol, etc.)

k. Hallucinogens (LSD, acid, mushrooms
PCP, Special K, etc.)

I.  Opioids (heroin, morphine, methadone
codeine, etc.)

m. Other — specify

U

After discovering your pregnancy, how often have yo used the substances you mentioned?

Never | Once or| Monthly | Weekly | Daily or
Twice Almost
Daily

a. Over-the-counter medications (pai
relief, cough syrups, decongestants)

=)

b. Prescription medications not
prescribed to you
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c. Prescription medications in a manner
other than prescribed

d. Tobacco products (cigarettes,
chewing tobacco, cigars, etc.)

e. Alcoholic beverages (beer, wine,
spirits, etc.)

f. Cannabis (marijuana, pot, hash,
grass, etc.)

g. Cocaine (coke, crack, etc.)

h. Amphetamine-type stimulants
(speed, diet pills, ecstasy, etc.)

i. Inhalants (nitrous, glue, petrol, paint
thinner, etc.)

J. Sedatives or sleeping pills (Valium|
Serepax, Rohypnol, etc.)

k. Hallucinogens (LSD, acid,
mushrooms, PCP, Special K, etc.)

|.  Opioids (heroin, morphine,
methadone, codeine, etc.)

m. Other — specify

CURRENTLY?

SECTION I
LIFE HISTORY INTERVIEW

This section is about the story of your life. Asagial scientist, | am interested in hearing your
story, including parts of the past as you rementitiem and the future as you imagine it. Your
task is simply to tell me about some of the mogiartant things that have happened in your life
and how you imagine your life developing in theuhet | will guide you through the interview so
that we finish it all in about two hours or lesseTinterview is for research purposes only, and
its main goal is simply to hear your story. Evenythyou say is voluntary, anonymous, and
confidential. Do you have any questions?

A. Life Chapters

Please begin by thinking about your life as if @ére a book or novel. Imagine that the book has a
table of contents containing the titles of the n@hapters in the story. To begin here, please
describe very briefly what the main chapters intibek might be. Please give each chapter a
title, tell me just a little bit about what eachaplter is about, and say a word or two about how
we get from one chapter to the next. As a stosttélere, what you want to do is to give me an
overall plot summary of your story, going chaptgrchapter. You may have as many chapters as
you want, but | would suggest having between aBand 7 of them.

B. Key Scenes in the Life Story
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Now that you have described the overall plot oethor your life, | would like you to focus in on
a few key scenes that stand out in the story. Adaeye would be an event or specific incident
that took place at a particular time and place.qiter a key scene to be a moment in your life
story that stands out for a particular reason hayes because it was especially good or bad,
particularly vivid, important, or memorable. Foichaf the eight key events we will consider, |
ask that you describe in detail what happened, vamelnwhere it happened, who was involved,
and what you were thinking and feeling in the evéanaddition, | ask that you tell me why you
think this particular scene is important or sigeafit in your life. What does the scene say about
you as a person? Please be specific.

1.

N

|

|

|on

High point Please describe a scene, episode, or momentiidifgthat stands out as an
especially positive experience. This might be tigh Ipoint scene of your entire life, or else
an especially happy, joyous, exciting, or wondenfidiment in the story. Please describe this
high point scene in detail. What happened, whenvarete, who was involved, and what
were you thinking and feeling? Also, please sayedvor two about why you think this
particular moment was so good and what the sceryesenaabout who you are as a person.

Low point The second scene is the opposite of the firshKiig back over your entire life,
please identify a scene that stands out as a I, pionot the low point in your life story.
Even though this event is unpleasant, | would apate your providing as much detail as

you can about it. What happened in the event, waredewhen, who was involved, and what
were you thinking and feeling? Also, please sayedvor two about why you think this
particular moment was so bad and what the scenesenagibout you or your life.

[Interviewer note: If the participants balks atmpthis, tell him or her that the event does not
really have to be the lowest point in the storyimetely a very bad experience of some

kind.]

Turning point.In looking back over your life, it may be possibbeidentify certain key
moments that stand out as turning points -- epistaE marked an important change in you
or your life story. Please identify a particularsegle in your life story that you now see as a
turning point in your life. If you cannot identify key turning point that stands out clearly,
please describe some event in your life whereinwent through an important change of
some kind. Again, for this event please describatvappened, where and when, who was
involved, and what you were thinking and feelings@ please say a word or two about what
you think this event says about you as a persaout your life.

Positive childhood memoryhe fourth scene is an early memory — from clutsthor your
teen-aged years — that stands out as especiailyypaa some way. This would be a very
positive, happy memory from your early years. Réedesscribe this good memory in detail.
What happened, where and when, who was involvetiydrat were you thinking and
feeling? Also, what does this memory say aboutgmabout your life?

Negative childhood memoryhe fifth scene is an early memory — from childti@r your
teen-aged years — that stands out as especialativegn some way. This would be a very
negative, unhappy memory from your early yearshges entailing sadness, fear, or some
other very negative emotional experience. Pleaseribe this bad memory in detail. What
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happened, where and when, who was involved, andwadr you thinking and feeling?
Also, what does this memory say about you or yibe®? |

|©

Vivid adult memory Moving ahead to your adult years, please idemtifg scene that you
have not already described in this section (inotveds, do not repeat your high point, low
point, or turning point scene) that stands outspeeially vivid or meaningful. This would be
an especially memorable, vivid, or important scerusitive or negative, from your adult
years. Please describe this scene in detail, tedt Wappened, when and where, who was
involved, and what you were thinking and feelings@® what does this memory say about
you or your life?

I~

Wisdom eventPlease describe an event in your life in which gisplayed wisdom. The
episode might be one in which you acted or intexat an especially wise way or provided
wise counsel or advice, made a wise decision,lm@rotise behaved in a particularly wise
manner. What happened, where and when, who wal/ed,cand what were you thinking
and feeling? Also, what does this memory say apoutand your life?

Now, we’re going to talk about the future.
C. Future Script

1. The next chapteXour life story includes key chapters and scenas fyour past,

as you have described them, and it also includesylool see or imagine your future. Please
describe what you see to be the next chapter inlifeuWhat is going to come next in your life
story?

2. Dreams, hopes, and plans for the futilease describe your plans, dreams, or hopekdor t
future. What do you hope to accomplish in the fataryour life story?

3. Life project.Do you have a project in life? A life project @nsething that you have been
working on and plan to work on in the future chaptef your life story. The project might
involve your family or your work life, or it mighie a hobby, avocation, or pastime. Please
describe any project that you are currently worlangor plan to work on in the future. Tell me
what the project is, how you got involved in thejpct or will get involved in the project, how
the project might develop, and why you think thigject is important for you and/or for other
people.

D. Challenges

This next section considers the various challengfesggles, and problems you have
encountered in your life. | will begin with a geakchallenge, and then | will focus in on three
particular areas or issues where many people experichallenges, problems, or crises.

1. Life challengel ooking back over your entire life, please idgnahd describe what you
now consider to be the greatest single challengengwe faced in your life. What is or was
the challenge or problem? How did the challengeroblem develop? How did you address
or deal with this challenge or problem? What issigmificance of this challenge or problem
in your own life story?
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2.

|

|

Health Looking back over your entire life, please idgnéind describe a scene or period in
your life, including the present time, wherein yaa close family member confronted a
major health problem, challenge, or crisis. Plabeseribe in detail what the health problem
is or was and how it developed. If relevant, plediseuss any experience you had with the
health-care system regarding this crisis or problenaddition, please talk about how you
coped with the problem and what impact this heaiiis, problem, or challenge has had on
you and your overall life story.

Loss As people get older, they invariably suffer Iass€one kind or another. By loss | am
referring here to the loss of important peopleonnyife, perhaps through death or
separation. These are interpersonal losses —sbBefa person. Looking back over your
entire life, please identify and describe the gsiainterpersonal loss you have experienced.
This could be a loss you experienced at any timunr life, going back to childhood and up
to the present day. Please describe this losshenprocess of the loss. How have you coped
with the loss? What effect has this loss had onamiyour life story?

Failure, regretEverybody experiences failure and regrets in &feen for the happiest and
luckiest lives. Looking back over your entire lifdease identify and describe the greatest
failure or regret you have experienced. The faitureegret can occur in any area of your life
— work, family, friendships, or any other area.a@Bke describe the failure or regret and the
way in which the failure or regret came to be. Hmve you coped with this failure or
regret? What effect has this failure or regret biagou and your life story?

F. Life Theme

Looking back over your entire life story with at ichapters, scenes, and challenges, and
extending back into the past and ahead into thedutlo you discern a central theme, message,
or idea that runs throughout the story? What isrilhgor theme in your life story? Please explain.

SECTION llI
SUPPLEMENT TO LIFE HISTORY INTERVIEW

Thank you for sharing your story with me. Next apene questions about being a mother and
using cigarettes, alcohol, and other substances.

Section I: Motherhood

1. How do you feel about being a mother/mom? Whatthaesen like for you?

2. Where did you learn how to be a mom?
a. Was there anyone who really helped you or set ameie for you that you did or
didn’t want to follow?
b. What sort of messages did you receive about wimag#ns to be a mom?

3. What do you think are the most important thingshect do? What does a “good mom”
do?
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How has your substance use influenced your meefitigese criteria, for better or
worse?

4. We get a lot of messages every single day. Sortteosé messages become really
memorable, and we remember them word for word a&edhem in deciding what to do
in our lives. They help us to decide “I should shouldn’t do this.” Also, after you do
something the message could help you to decideotiably shouldn’t have done that” or
“I am really proud of myself for doing that.” Thigtwhat we are going to ask you about
now. Do you have any message about motherhoodh&sabecome memorable to you?

a. What is that message word for word?

b. Who told you that message — not the name, butdlee fior example relationship
to you or what kind of professional.

c. Has the message come to mind when you to do samyettéat you were proud
of? If so, what was it that you did?

d. Has message helped you stop from doing somethatg/ttu would later regret?
If so, what was it that it helped you stop fromrays

e. Has the message come to mind when you did sometidgou were not proud
of? If so, what was it that you did that you weog proud of?

Section Il: Substance Use

5. Have you ever tried to cut back on your substaseeon tried to quit altogether?
a. When?
b. What motivated you to try?
c. Were you successful? Why/why not?

6. Have you ever sought treatment for your substase€ u
a. When? What happened?
b. Did you encounter any difficulties trying to getétment?
c. Was it effective? Why or why not?

7. Have you ever been afraid that your substance ikgeat/you into trouble with the law
or Child Protective Services?

a. When?

b. How did it make you feel?

c. Did this thought stop you from doing anything yoight otherwise do, like
asking someone for help or getting medical advice?

d. Did you do anything to avoid coming into contactwaw enforcement or social
services? Did it work?

e. Did you get prenatal care?
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8. Has your substance use ever resulted in contalettiagt criminal justice system or with
Child Protective Services/child welfare? If so, kkbyou tell me about it?

Section Ill: Health and Social Services

9. Have you ever felt that your substance use wasmgutbur own health at risk?
a. How?
b. Did you hear this information from someone?
c. Did you take any action to try to keep yourselflttgaor reduce your risk?

10.Have you ever felt that your substance use wasgutour child(ren) at risk?
a. How?
b. Did you hear this information from someone?
c. Did you take any action to try and protect yourdnen) from this risk?

11.What sort of help, services or information do y@ea to promote your health?
a. The health of your child(ren)?
b. Do you know where to get/find this help/servicedimhation?
c. Have you tried to access this help/service/inforomabefore?
i. If you have tried before but have been unsuccessbuld you tell me
what happened?
d. How would it help?

Section IV: Reflection

12.1s there anything else you would like to say abautr experiences, anything that you
feel is important for someone to know about you @ haven’t covered or didn’t talk
about as much as you'd like?

13.Do you have any questions for me?
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APPENDIX C: PARTICIPANTS

Table 3: Comprehensive List of Part|C|pants (n=30)

Pseudonyn Age | Race or ethnicity NC. Substance(s) of choite
childrer?

Brittany 28 | White 3 Prescription opioids, heroin

Lauren 29| White 1 Tobacco

Jenny 25| African American 5 Marijuana

Darla 41 | White 2 Alcohol

Natalie 32 | White 2 Cocaine, heroin

Tasha 26| Hispanic 2 Prescription opioids

Elsie 19 | White 1 Marijuana, assorted prescriptitis p

Eleanor 28| White 2 Heroin

Alice 23 | African American 3 Marijuana

Kathryn 26 | White 2 Tobacco, alcohol

Melinda 32 | White 3 Cocaine, heroin, benzodiazepines

Alyssa 31| White 3 Heroin, cocaine, marijuana

Vicki 39 | White 3 Methamphetamine, marijuana, tolmacc

Kim 28 | Other 2 Alcohol, marijuana, tobacco

Sarah 27| African American 1 Alcohol, marijuana,aobo

Shannon 29| White 1 Prescription opioids

Ebony 26 | African American 4 Marijuana, tobacco

Belinda 20 | Other 1 Alcohol, marijuana

Rosa 25| African American 3 Alcohol, tobacco

Kellie 31 | White 2 Heroin, prescription opioids, njana

Elizabeth 27 | African American 3 Cocaine, marijuaadaphol

Naomi 29 | White 3 Prescription opioids, cocaine

Diane 27 | Other 4 Alcohol, cocaine, tobacco

Latoya 29 | Native American 1 Methaddnkeroin, tobacco

Denise 23| African American 2 Methamphetamine, marip, alcohol

Hazel 29 | African American 2 Cocaine, marijuana

Cora 33 | White 4 Benzodiazepines, tobacco

Loretta 34 | White 4 Prescription opioids, methamahehe

Suzanne 39| White 8 Cocaine, alcohol

Amelia 21 | Other 1 Alcohol, marijuana, hallucinogens

1: Women were asked to self-identify their racethinicity. “Other” category includes
responses of “Mixed,” “Unknown,” and “Prefer notdaaswer.”

2: Number does not include current pregnancies(igipants were pregnant at the time of th
interview). Number may include children to whom gagticipant no longer has parental right

3: Most-preferred substances women self-reportedjus the three months prior to the
discovery of their most recent pregnancies.
4: Prescribed, but using double prescribed amount.

e
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