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Abstract

Objectives: Cannabis use disorder (CUD) among pregnant
women is increasing, yet limited information exists on ad-
missions for treatment in this population. This study exam-
ined trends in CUD admissions among pregnant women in
publicly funded U.S. treatment facilities from 2000 to 2021.
Methods: Using the Treatment Episode Data Set-Admissions,
we analyzed 33,729 admissions of pregnant womenwith CUD.
Descriptive statistics were used to assess patterns by race/
ethnicity, age, and co-substance use.
Results: CUD admissions increased 2.7-fold, from 2.3 % in
2000 to 6.2 % in 2009, followed by a decrease to 4.3 % in 2014,
a peak of 6.7 % in 2018, and a decline to 3.0 % in 2021. In 2021,
racial/ethnic disparitieswere noted,with higher proportions
of admissions among White (48.8 %) and Black (32.5 %) non-
Hispanic women compared to Hispanic women (9.6 %).
Admissions decreased for women aged ≤20 years old (y/o),
but increased forwomen aged ≥30 y/o from 2010 to 2021, with

the highest prevalence in those aged 21–29 y/o. Co-substance
use, particularly narcotics, stimulants, depressants, and
hallucinogens, was prevalent from 2017 to 2021.
Conclusions: CUD admissions among pregnant women
have fluctuated over two decades, with variations by race/
ethnicity and age. These findings highlight the need for
tailored interventions and ongoing adaptation of treatment
services for pregnant women with CUD.
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Cannabis use disorder (CUD), defined as “a problematic
pattern of cannabis use leading to clinically significant
impairment or distress” [1], has increased over time among
pregnant women. Estimates indicate a 5.06-fold rise in CUD
from 1993 to 2014 in this population [2]. Infants born to
mothers with CUD during pregnancy have higher odds of
preterm birth, low birth weight, and mortality [3]. Despite
these adverse outcomes and the rising rates of CUD, pre-
vention and intervention programs for pregnant women
remain limited [3].

Only 30% of pregnant women admitted to treatment for
CUD complete treatment [4], and co-substance use is common.
About 40.8% of pregnantwomen admitted to treatment for the
first time reported cannabis as their primary drug of choice [5].
However, data onCUD treatment admission trends in pregnant
women remain limited. This study analyzed admissions for
CUD among pregnant women in publicly funded treatment
facilities in the U.S. from 2000 to 2021.

Data were analyzed from the 2000–2021 Treatment
Episode Data Set-Admissions (TEDS-A) of 33,729 admissions
of pregnant women with CUD. TEDS-A provides data from
federally funded state-licensed treatment facilities including
detoxification (hospital inpatient and free-standing resi-
dential), rehabilitation/residential (hospital-based), ambu-
latory services (intensive outpatient), and State psychiatric
hospitals, among others. The sample was restricted to ad-
missions of pregnant women diagnosed with CUD based on
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the Diagnostic and Statistical Manual of Mental Disorders or
the International Classification of Diseases [6]. Maternal age
was divided into ≤20, 21–29, and ≥30 years old. Descriptive
statistics examined the distribution of CUD admissions by
age, race/ethnicity, co-substance use, and over time. Insti-
tutional Review Board approval was not required for this
study, as it was deemed not human subjects research.

Results showed a 2.7-fold increase in CUD admissions,
from 2.3 % in 2000 to 6.2 % in 2009, followed by a decrease to
4.3 % in 2014, a peak of 6.7 % in 2018, and a decline to 3.0 %
in 2021. Racial/ethnic disparities were evident, with fewer
admissions in 2021 among non-Hispanic White (48.8 %) and
Black (32.5 %) women compared to Hispanic (9.6 %) and
Other (9.1 %) women. While admissions among White
women decreased from 52.2 % in 2010 to 45.4 % in 2018, they
peaked again at 51.2 % in 2020. CUD-related admissions
among Black women increased from 29.6 % in 2014 to 36.1 %
in 2018/2019. Hispanic admissions rose 1.4-fold between 2019
(6.7 %) and 2021 (9.6 %).

Admissions for pregnant women aged ≤20 years
declined since 2011 but briefly spiked in 2020 (19.2 %) before
falling to 14.7 % in 2021. Admissions in women aged≥30
increased 2.3-fold from 12.2 % in 2010 to 28.1 % in 2021, while
admissions among women aged 21–29 years decreased from
62.1 % in 2018 to 57.2 % in 2021 (Figure 1).

Co-substance use was prevalent, peaking in 2018 and
declining since 2019, except for inhalants, which spiked in
2020. Narcotics, stimulants, depressants, and hallucinogens
were the most common co-substances used between 2017
and 2021. Narcotics use increased steadily until 2017 but has
since declined, while the use of hallucinogens, inhalants, and
stimulants varied annually in CUD-related admissions
(Figure 2).

The increase in CUD treatment admissions among
pregnant women aged 21+ and 30+ may reflect broader
societal trends, particularly during the COVID-19 pandemic
when cannabis sales surged in states with legal cannabis [8,
9]. Women in these age groups may have experienced added
stressors – such as economic challenges, caregiving re-
sponsibilities, or heightened anxiety – that contributed to
cannabis use as a coping mechanism. Pregnant women aged
30+ may contributing to higher rates of CUD and treatment
admissions.

Broader trends suggest that pregnant women may
follow or diverge from general treatment trends. Cannabis
use increased during the pandemic, likely leading to more
admissions across all age groups. However, pregnantwomen
may be more vulnerable due to pregnancy-related condi-
tions such as nausea and anxiety, which some use cannabis
to manage. Stigma around cannabis use during pregnancy
may also delay treatment-seeking.

Perceptions of cannabis as a harmless alternative for
managing pregnancy-related symptoms, such as nausea and
anxiety, have increased in recent years [10]. Cannabis re-
tailers and budtenders are often viewed as trusted sources of
information, particularly in states where cannabis is legal [8,
9]. However, these perceptions may not account for the po-
tential risks of CUD. Cannabis potency has also risen over the
last decade, with higher THC concentrations in legal markets
[11]. This could contribute to higher rates of addiction,
especially in pregnant women who may not be aware of the
risks, further driving treatment admissions.

The decline in CUD treatment admissions since 2021may
reflect several factors. First, fewer treatment slots may have
been available during the pandemic, with facilities priori-
tizing severe substance use disorders, like opioid use disor-
der. Societal normalization of cannabis use and perceptions
of its harmlessness may also reduce the likelihood of preg-
nant women recognizing cannabis use as problematic
enough to seek treatment.

Polysubstance use was common among pregnant
women with CUD, with co-occurring narcotics, stimulants,
depressants, and hallucinogens present in many admis-
sions, particularly from 2017 to 2021. This raises the ques-
tion of whether CUD alone is driving treatment-seeking
behavior or if the co-use of other substances plays a larger
role. Many women admitted for CUD may also have sig-
nificant co-substance use, which could be the primary
reason for seeking treatment. Social desirability bias may
also impact CUD treatment admissions. Pregnant women
may underreport cannabis use or avoid seeking treatment
due to fears of legal repercussions or stigma. Studies show
that pregnant women are often less likely to disclose drug
use, especially in states where there are legal consequences
for substance use during pregnancy [10]. This under-
reporting may skew the true rates of CUD among pregnant
women seeking treatment.

The study identified significant temporal variations
from 2000 to 2021 in CUD admissions, as well as differences
by age and racial/ethnic groups. The initial increase from
2000 to 2009 could be linked to early medical cannabis
legalization in several states, which may have set the stage
forwider acceptance and use. The subsequent decrease from
2009 to 2014 could be tied to heightened public health cam-
paigns raising awareness about cannabis use risks during
pregnancy, resulting in lower usage or underreporting [8, 9].

The peak in 2018 aligns with the enactment of recrea-
tional cannabis laws across several states, which likely
contributed to the rise in CUD admissions [11]. Research by
Lee et al. [9] found higher cannabis use rates following
legalization among pregnant women undergoing universal
drug screening. The subsequent decline in CUD admissions
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could indicate shifting attitudes toward cannabis, with some
viewing it as less harmful [10, 12]. Inconsistent screening and
counseling for cannabis use by healthcare providers may
also play a role [13]. The decline in CUD admissions from 2018
to 2021 may reflect changing cannabis use patterns, per-
ceptions of harm, policy shifts, or external factors influ-
encing treatment-seeking and availability.

The rise in CUD admissions among women aged 30+
may indicate delayed treatment-seeking among older
women. The Affordable Care Act’s implementation in 2010,
which expanded healthcare coverage, could have increased

treatment-seeking behavior, affecting admission rates [14].
Younger women’s attitudes toward cannabis as a harmless
drug may affect their treatment-seeking behavior [12]. The
disparities in CUD admissions among racial/ethnic groups
call for culturally tailored interventions. The higher preva-
lence of CUD admissions among non-Hispanic White and
Black women, compared to Hispanic and Other groups,
suggests potential differences in access to treatment, stigma,
or social determinants of health. Further research should
explore these disparities to inform targeted prevention and
treatment strategies.

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

White non-Hispanic 54.6 52.2 54.4 52.6 51.8 53.2 53.9 56.8 54.3 54.3 52.2 53.9 51.3 51.3 50.1 47.9 46.5 46.4 45.4 48.4 51.2 48.8

Black non-Hispanic 40.6 42.2 40.3 41.2 41.8 39.5 35.9 32.6 33.4 33.6 33.9 33.3 33.4 33.6 29.6 33.7 33.2 33 36.1 36.1 31.4 32.5

Hispanic 1 0.1 0.5 1.3 0.5 2.4 4.1 4.2 5.5 6.4 5.9 6.6 8 6.4 10.4 9.1 11 10.6 9.6 6.7 9.5 9.6

Other 3.9 5.5 4.8 4.9 5.9 4.9 6 6.4 6.7 5.8 8 6.2 7.4 8.7 9.9 9.3 9.3 10 8.9 8.8 7.8 9.1
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Figure 1: Cannabis use disorder admissions to treatment among pregnant women by race/ethnicity, TEDS-A 2000–2021. Maternal race/ethnicity was
classified as non-Hispanic White, Black, Hispanic, or Other.

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

NarcoƟcs (%) 0.3 0.7 1.2 1.4 1.6 2.1 2.7 3.3 4.7 4.5 6.4 6 6.4 5.2 5.4 6.5 6.1 9.8 9.4 7.6 4.4 4.5

SƟmulants (%) 2.4 2.8 2.8 3.4 3.6 5 4.5 6.1 5.7 5 4.5 5 4.8 3.7 4.4 4.2 4.5 6.4 7 5.9 4.4 4

Alcohol (%) 3.6 3.7 4.1 4.3 4.7 4.9 5 5.9 6.7 6.7 6.1 5.9 5 4.1 4.1 3.8 3.6 5 4.7 3.7 2.5 1.9

Depressants (%) 1.4 1.6 2.2 2.3 2.6 3.6 4.7 5.1 5.8 7.2 10 4.9 6.9 4.3 3.3 4.1 4.4 7.3 8.2 5.1 3.3 2.7

Hallucinogens (%) 3 5.3 2.3 4.5 4.3 4.5 4.5 3 2.8 7.1 6.3 5.3 5.5 4 3.5 3.3 5.3 5.8 9.8 4.3 2.3 3.3

Inhalants (%) 1.8 5.4 7.1 3.6 3.6 7.1 5.4 1.8 3.6 7.1 5.4 3.6 5.4 3.6 3.6 1.8 3.6 5.4 3.6 1.8 23.2 1.8
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Figure 2: Co-substance use among cannabis use disorder admissions in pregnant women by race/ethnicity, TEDS-A 2000–2021. Co-substance use was
classified into narcotics, stimulants, depressants, hallucinogens, inhalants, and other drugs based on Drug Enforcement Administration categories [7].
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Polysubstance use remains a significant concern, high-
lighting the need for integrated treatment approaches
that address multiple substance use disorders. Although
co-substance use in CUD-related admissions has declined
since 2019, the significant co-substance use underscores the
complexity of substance use disorders in pregnant women.
The increased use of inhalants in 2020may reflect pandemic-
related changes in access [15]. Interventions should address
both cannabis and polysubstance use to mitigate impacts on
maternal and fetal health. Comprehensive care models
integrating obstetric, addiction, and mental health services
could improve outcomes for this vulnerable population.

This study has limitations. First, the data are descriptive
and useful for hypothesis generation but not for testing. The
data are also limited to publicly funded facilities, which may
restrict generalizability to all pregnant women with CUD in
the U.S. Additionally, the data are limited to women who
sought treatment, and prospective data are lacking to assess
long-term trends and outcomes. Finally, limited information
on socioeconomic factors and access to care could influence
both CUD occurrence and treatment-seeking.

Despite these limitations, this study provides valuable
insights into CUD treatment trends among pregnant women
from 2001 to 2021. Continuous monitoring of CUD treatment
admissions, as societal attitudes and cannabis legalization
evolve, is crucial. Clinicians and policymakers should remain
informed to adapt treatment services effectively. Empha-
sizing the risks of cannabis use during pregnancy and pro-
moting treatment resources are key to addressing CUD in this
population.

In conclusion, this study highlights significant temporal
trends and demographic variations in CUD admissions among
pregnant women in publicly funded facilities. While overall
admissions have declined since 2018, racial/ethnic disparities
and high rates of polysubstance use remain significant public
health challenges. Future research should investigate factors
influencing treatment-seeking and develop targeted in-
terventions to support pregnantwomenwith CUD, improving
maternal and child health outcomes.
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