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DRUG FREE  
MOMS + BABIES PROJECT 
2020-2021 Biennial Report

The terms woman, mother, she, or her are used in reference to the birthing person throughout 
the report. The West Virginia Perinatal Partnership recognizes that not all birthing people identify 
as mothers or women, and we believe all birthing people are equally deserving of patient-
centered, respectful care.



If I had a heart, I would trade it for you.  
With guilt and sadness it broke in two. 
With every breath I plead for release.  
I’ve come to realize I’m not in so deep.  
With stitches being slowly sewn. 
 I realize now my heart is my own. 

 —poem by a DFMB participant
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DRUG FREE MOMS AND BABIES PROJECT

A MESSAGE FROM THE EXECUTIVE DIRECTOR

The West Virginia Perinatal Partnership is happy to share the 
2020 - 2021 Biennial Report of the Drug Free Moms and 
Babies (DFMB) Project. The DFMB Project was launched 
in 2011 and first enrolled participants in 2012 at four pilot 
sites. Since that time the project has expanded to 16 sites 
across the state of West Virginia. This project is a critical 
component of the work we are doing to help improve 
health outcomes for pregnant women and their babies 
throughout the state.

Pregnancy is a unique time in a woman’s life. For women 
with substance use disorders, pregnancy is perhaps one of 
the only times some women can gain access to health care 
coverage for their medical care. The increased motivation 

for improved health that often comes with pregnancy coupled with access to health care 
coverage makes the prenatal and postpartum periods ideal for addressing substance use. 
Research repeatedly demonstrates that women who use substances but who receive prenatal 
care experience improved birth outcomes  and have greater opportunities for other health 
promoting interventions than women who do not receive such care.1 Further, research also 
demonstrates that maternal, fetal, and child outcomes are improved when pregnant and 
parenting women receive care that addresses physical, mental, and care coordination needs.2 
That is why the DFMB Project was structured using an integrated approach that combines the 
medical and nursing team, behavioral health providers, substance use treatment providers, 
and community resources into a seamless partnership to provide the best care for mothers 
and their babies.

As detailed in this report, the DFMB Project effectively serves women who are disenfranchised. 
During 2020 and 2021, 1,666 pregnant and postpartum women misusing substances were 
served across the state of West Virginia. Since the first patient was enrolled in 2012, more than 
3000 women and their babies have received care under this program. This report outlines the 
overwhelming need for services supporting pregnant and postpartum women with substance 
use disorders; the history, structure, and components of the project and service sites; 
demographics of the women served; outcomes; and a discussion of where we go from here.

Through this project, we have shown that together we can improve outcomes for pregnant 
women and their babies.

Amy N. Tolliver 
Executive Director
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No state has been as profoundly affected by the 
epidemic of substance use and misuse, especially 
opioid abuse, as West Virginia. For the last several 
years, the state’s rate of overdose deaths has been 
the highest per capita in the country and over 
double the national rate. In 2019, West Virginia 
had a drug overdose death rate of 52.8 per 
100,000 people compared to the national rate of 
21.6 per 100,000.3 The epidemic has devastated 
individuals, families, and entire communities 
across the Mountain State.4, 5, 6, 7

Substance use disorder knows no boundaries 
and the epidemic has not spared West Virginia’s 
expectant mothers and women of reproductive 
age.  Substance use in pregnancy (including 
the use of tobacco, alcohol, prescription, and 
illicit drugs)  has long been identified by West 
Virginia healthcare professionals as a major factor 
contributing  to poor health outcomes for mothers 
and babies. The following 2020-2021statistics 
paint a troubling picture:

14% of West Virginia infants are born with 
intrauterine substance exposure.8

5.5% of West Virginia infants are diagnosed with 
Neonatal Abstinence Syndrome (NAS). This is 
significantly higher than the national prevalence 
of 0.68%.9, 10

West Virginia has the highest percentage of 
pregnant smokers in the nation. Approximately 
23% of West Virginia mothers smoke during their 
pregnancy, which is nearly four times the national 
average of 6% and well above the Healthy People 
2020 target of less than 1%.11

The number of children in foster care has risen from 
an average of 4,000 children a year in care to over 
6,870 in December 2020.12 Substance use disorders 
are a significant contributing factor to this increase.

In 2019, substance use was the cause of 4 
maternal deaths, but drug use was noted in 8 of 
the 16 deaths that year.13

Addressing the significant problems of substance 
use and substance use disorders has been a major 
focus of the West Virginia Perinatal Partnership 
since it was founded in 2006. To reduce substance 
use and substance use disorders in pregnancy, 
and the alarming rise in rates of NAS, the West 
Virginia Perinatal Partnership’s Substance Use 
During Pregnancy Committee identified the need 
for a collaborative and coordinated approach 
to improve identification and care of pregnant 
women using substances. The Committee 
developed the Drug Free Moms and Babies 
(DFMB) Project to establish an integrated and 
comprehensive care model for pregnant and 
postpartum women with substance use disorders.

Our Perinatal Transition Program provides a wonderful system for both identifying 
patients as well as supporting them prenatally and after the baby is born. Our families 
have greatly benefited from the program’s services. The number of infants requiring 
pharmacologic intervention has steadily decreased.

— Pediatric Provider, Wheeling Hospital

“

NEED FOR SERVICES
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H I STO RY
In 2012, the Drug Free Moms and Babies (DFMB) 
Project, with funding from the West Virginia 
Department of Health and Human Resources and 
the Claude Worthington Benedum Foundation, was 
initiated as a pilot at four sites across the state of 
West Virginia. The key components of the project 
included screening, integration of maternity and 
behavioral healthcare services, comprehensive needs 
assessment, coordination of care, long-term follow-up, 
provider outreach, and program evaluation.

The pilot sites represented diverse geographic and 
delivery care settings:

Greenbrier Physicians, Inc.: a rural, small group 
physician practice in Greenbrier County;

Shenandoah Health System: a federally qualified 
health center in Berkeley County;

Thomas Health: an urban delivery hospital with 
comprehensive behavioral health services in 
Kanawha County; and 

West Virginia University Ob-Gyn Department: a 
university-affiliated Ob-Gyn practice within a tertiary 
care hospital in Monongalia County.

From commencement of services in 2012, through 
March 2018, the pilot sites served 550 women.14 

The qualitative and quantitative evaluation of the 
programs demonstrated a significant reduction in illicit 
substance use of the participants, as well as improved 
birth outcomes for their children. Urine drug screen 
data showed a decrease of non-prescribed positive 
screens from 81% positive in the first trimester to 
22% positive at delivery. With an effective and tested 
model, by 2020 the DFMB project had expanded to 12 
additional sites across the state with the support from 
a variety of state, federal, and private foundation funds. 
The program continues to grow and add new sites.

G OA L
The goal of the DFMB Project is to develop, 
evaluate, document, and replicate programs that 
support healthy baby outcomes by providing 
prevention, early intervention, treatment, and 
recovery services for pregnant and postpartum 
women with substance use disorders.

D E S I G N  OV E RV I E W
The DFMB Project works in communities by 
integrating medical and behavioral healthcare through 
a strong care coordination model that incorporates 
wrap around recovery support services and social 
services. While all sites are built upon the central hub 
of care coordination and provide required service 
components, they have the flexibility to provide 
services in a way that meets local needs and demands 
and is responsive to available resources. 

DRUG FREE MOMS AND BABIES PROJECT
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DRUG FREE MOMS AND BABIES PROJECT

2 0 2 0  —  2 0 2 1  P R OJ E CT S I T E S

AccessHealth, Associates in OB/GYN: Mommy and Me, As Healthy as Can Be, 
Beckley

Charleston Area Medical Center, Women and Children’s Hospital,  
Family Resource Center: Baby First, Charleston   

David Patton, MD: Drug Free Moms and Babies, Charleston

Davis Medical Center: Treatment for Two, Elkins

Greenbrier Physicians, Inc.: Drug Free Mother/Baby, Ronceverte

Logan Regional Medical Center: Drug Free Moms and Babies, Logan

Marshall Health: Healthy Connections, Huntington

Southern Highlands Community Mental Health Center and Brandon Lingenfelter, 
DO, PhD: BIBS Program, Princeton

Tug River Health Association: Drug Free Mother/Baby, Northfork 

Valley Health Systems, Inc: MAT Maternal Care Program, Huntington

Weirton Medical Center: The Perinatal Recovery Center, Weirton

WVU Medicine Camden Clark Medical Center: CARE Program, Parkersburg

WVU Medicine Children’s Hospital: ACE Program, Morgantown 

WVU Medicine St. Joseph’s Hospital, Center for Women’s Health: Baby on Board, 
Buckhannon

WVU Medicine Thomas Health: Pregnancy Connections, South Charleston

WVU Medicine Wheeling Hospital: Perinatal Transitions Program, Wheeling
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P R OJ E CT CO M P O N E N T S 

Integration of behavioral health and 
maternity care;

• Screening, Brief Intervention, and Referral 
to Treatment (SBIRT) Model.

• Comprehensive needs assessment.

• Individualized plan of care identifying 
prenatal and postpartum care needs, 
substance use treatment, mental health 
care, social services, and identification of 
pediatric providers.

• Care coordination (including monitoring 
and follow up), identification of community 
resources, individual and family supports 
(referrals and navigation assistance), and 
communication across multiple service 
providers.

• Direct services or referrals to tobacco 
cessation programs, lactation counseling/
support, contraceptive counseling, 

childbirth education, nutrition counseling, 
infant care (including NAS symptoms and 
management), parenting education, child 
development, home visitation programs, 
peer recovery support specialists, and 
individual and group behavioral health 
counseling.

• Medication for opioid use disorder 
(MOUD). For pregnant women with an 
opioid use disorder, the standard of care 
is MOUD and is preferable to medically 
supervised withdrawal. High rates of a 
return to illicit opioid use is associated with 
withdrawal, which leads to worse outcomes 
for mother and  baby.

• Referrals and linkages to social supports 
such as housing, education, clothing, 
utilities, and other forms of assistance.

1

2

3

4

P R OJ E CT S I T E S  S E RV I C E  C H A R ACT E R I ST I C S

Incorporation of the Screening, Brief 
Intervention, and Referral to Treatment (SBIRT) 
model into existing service delivery;

Long-term follow-up with participants from 
pregnancy through their infant’s 2nd birthday; 

A commitment to work with statewide and/or local 
committees to address the issue of substance use 
in pregnancy.

DRUG FREE MOMS AND BABIES PROJECT
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WOMEN SERVED

D E M O G R A P H I C S
The DFMB Project reaches a low-income, at-risk population. A “typical participant” is a white, 27 year-old 
woman who uses tobacco and one or more illicit substances. She is single, has one or two other children, is 
unemployed with a high school diploma or GED, and is covered by Medicaid. Her pregnancy is unplanned. 
She most likely is identified as using illicit substances during an initial prenatal visit.

During 2020 and 2021, 1,666 women were served by the DFMB Project statewide. Most enrolled in the 
program during 2020 and 2021 (79%) with the remaining joining prior to 2020 (21%). The percentage 
of DFMB participants served in each site during 2020-21 is displayed in the figure above, with the most  
served in programs at WVU Wheeling Hospital, Charleston Area Medical Center, and Greenbrier Physicians. 
Programs at AccessHealth in Raleigh County, WVU Medicine Camden Clark Medical Center, and Dr. Patton’s 
practice first enrolled patients in 2020.

31.9% 14.8% 12.1% 9.4% 8.3% 5.3% 5% 4.1% 3.6% 1.6% 1.3% 1.3% 0.7% .03%
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88%
Medicaid Coverage

91%
White

53%
Intend to Breastfeed

68%
Unemployed

87%
Unplanned Pregnancy

73% 
Never Married
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WOMEN SERVED

E D U CAT I O N
While education levels ranged from below a high school diploma to graduate degrees, the ma-
jority (51%) of participants had a high school diploma or equivalent and over one-fourth (26.7%) 
had post high school education. More than one in five had less than a high school education. 
West Virginia has one of the lowest rates in the country of individuals aged 25 and older with a 
bachelor’s degree or higher at 19.7%,15 and program participants are far below that at 6%. 

While earning a bachelor’s degree is not the only avenue for financial stability, bachelor’s degree 
holders earn an average of 66% more than high school graduates and will add $1 million to their 
total lifetime earnings compared to someone without a degree.16 The DFMB sites all work with 
participants to help them advance their level of education if they have an interest or desire to 
continue their education.

D F M B  PA RT I C I PA N T S  2 0 2 0 - 2 1 :
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WOMEN SERVED

AG E  AT P R O G R A M  E N T RY 
Program participants ranged in age from 14 to 45 years old. The average was 27.5. Most par-
ticipants (54%) were between the ages of 25 and 34. 

 
YE

AR
S 

O
F 

AG
E

 
NUMBER OF DFMB PARTICIPANTS, 2020-2021

I thought that I was hiding it (my drug use) well, but 
ya’ll  knew how much I was struggling.

— DFMB Participant“
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OT H E R  C H I L D R E N
The vast majority (90%) of participants had given birth to one or 
more children prior to entering the program. DFMB participants 
often have numerous demands on their time and child rearing 
responsibilities may interfere with their ability to make it to all the 
appointments needed to access the range of services they and 
their children need. Child care is a barrier to care for many women. 
Additionally, in many WV counties, once a parent has her rights 
terminated to one child, the child protective services (CPS) system 
can use that decision to justify the termination of parental rights to 
another child. It is often traumatic to mothers to have one or more 
children removed from their care, which often compounds multiple 
and complex existing problems. It is also distressing to children 
as it affects bonding and attachment. The WV foster care system 
is overwhelmed and under resourced. DFMB programs work with 
participants to locate child care resources and help them navigate 
multiple systems of care for them and their children. They also 
seek to maximize the parent-child relationship by working closely 
with CPS to reduce the number of infants placed in foster care and 
help reunite mothers with their children who are in out-of-home 
placement when it is safe to do so.

117

418

337

195

75

57

You were one of the main reasons I got to keep my baby. You 
told me everything I needed to do, and you were right.” 

— DFMB Participant

NUMBER OF  
OTHER  
CHILDREN

NUMBER OF 
DFMB  
PARTICIPANTS

WOMEN SERVED

“
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H O U S E H O L D  CO M P O S I T I O N
Most participants lived with others, but only 68% 
reported living in permanent housing. The DFMB sites 
work with participants to help them find stable housing 
when needed. They also work with participants to 
assess their living environments and make referrals 
to substance use disorder treatment programs for 
household members also using substances, to ensure 
participants have  the best environments to succeed in 
their recovery.

41

276

271

186

199

NUMBER OF 
DFMB  
PARTICIPANTS

NUMBER IN 
HOUSEHOLD

“
Tomorrow is my fresh clean day.  Say some prayers for me please because  
I know I can do this. I just needed a slight push.

—DFMB Participant

WOMEN SERVED
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PROGRAM ENTRY CHARACTERISTICS

S U B STA N C E  U S E
Research suggests that the use of more than one substance, polysubstance use, during pregnancy is 
common. At program entry, 65% of participants were polysubstance users. For individuals using only 
one substance, cannabis and opioids were the most common. Of the 1,055 individuals served who were 
polysubstance users, cannabis, opioids, and tobacco were the most common. Polysubstance use can 
complicate treatment because the combined effects on infants are not as well-known. Further, the risk of 
adverse health outcomes may be higher for newborns of mothers who used multiple substances during 
pregnancy than for newborns of mothers using a single substance.

I didn’t have an OB. When I was in the ER a 
doctor came to see me and said he wanted to 
be my doctor. No one has ever told me that. 

— DFMB Participant
“
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PROGRAM ENTRY CHARACTERISTICS

DFMB site staff seek to enroll women in their 
programs as early in pregnancy as possible. 
This is especially important as recent evidence 
suggests that polysubstance use is highest 
during early pregnancy. Scientific evidence 
indicates that substance misuse and substance 
use disorders can be reliably and easily identified 
through screening. Patients with less severe 
forms of substance misuse often respond to 
brief provider advice and other types of brief 
interventions.17 For those with more severe 
substance use disorders, evidence shows that 
behavioral therapies can be effective. Finally, the

 most severe cases require referrals to residential 
and in-patient services.

Women can enter the DFMB program 
throughout pregnancy and postpartum, and 
almost one-third enroll in DFMB in the 3rd 
trimester or the postpartum period. Challenges 
to early identification and enrollment include 
stigma/fear of judgment and CPS, unplanned 
pregnancy, and access to care, including 
transportation barriers. A foundational goal of 
the DFMB program is to provide care in a non-
judgmental setting which reduces stigma and 
removes barriers to care. 

28% 
enrolled in their  
first trimester

 

41% 
enrolled in their  
second trimester

 

21% 
enrolled in their  
third trimester

 

10% 
enrolled  
postpartum

T R I M E ST E R  E N T RY I N  D F M B  P R O G R A M
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OUTCOMES

D R U G  S C R E E N I N G  B Y T R I M E ST E R
DFMB participants are required to undergo drug tests at a minimum of once per trimester. Negative drug 
screens rose from 25.1% at baseline to 64.2% at delivery. Women positive for illicit substances decreased 
from 74.9% at baseline to 35.8% at delivery. This is significant evidence of the ability of the DFMB program 
to affect behavior changes in participants and help them remain free from substance use. 

D R U G  S C R E E N I N G  R E S U LT S

Pregnant women who smoke, who drink, who use 
prescription or illegal drugs are as deserving of 
compassion, comprehensive support, interventions and 
treatment—and perhaps even more so—as anyone else 
presenting with an addiction issue.

— DFMB Program Provider

“
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OUTCOMES

D E L I V E RY O U TCO M E
The vast majority of women (84%) in the DFMB program who delivered a baby during 2020 and 2021 gave 
birth to a full-term infant.

The rate of pre-term birth for DFMB participants was 12%, the same rate as the general population in West 
Virginia in 2020.18 According to an analysis of statewide data of the infants identified with intrauterine 
substance exposure in 2020, 19.4% were born prematurely. This data highlights the healthy delivery 
outcomes achieved through the DFMB Program.19 Prematurity and its complications are the number one 
cause of infant death in the United States, and those who survive may have long-term health problems, 
including cerebral palsy, intellectual disabilities, chronic lung disease, blindness, and hearing loss.20
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OUTCOMES

U M B I L I CA L CO R D  T E ST R E S U LT S
Critical to the program evaluation, all DFMB sites are required to collect 
and test the umbilical cord tissue of each infant born to a program 
participant. Of the 795 tests returned in 2020 and 2021, 67% were 
negative for illicit substances. Two-thirds of women in the program were 
successful in delivering babies free of illicit substances.

D I AG N O S I S  O F  N E O N ATA L A B ST I N E N C E 
SY N D R O M E  ( N A S )
All infants born to a DFMB participant are screened for NAS at 
birth. For women using medication for opioid use disorders, NAS is 
an expected and treatable outcome that is discussed by program 
providers during the prenatal period so mothers are prepared  to 
deal with the diagnosis and treatment of their babies. Twenty-eight 
percent (28%) of the babies born to women in the DFMB Program 
were diagnosed with NAS. Of those, over half (57.1%) of the babies’ 
umbilical cord tissue was positive for prescribed substances only.
Symptoms of NAS may vary in severity depending on the type of 
substance(s) used, the last time it was used, and whether the baby was 
born full-term or premature. 

INFANTS DISCHARGED TO MOTHER’S CARE
DFMB sites work closely with Child Protective Services before and 
after birth to ensure the safety and wellbeing of babies. According 
to attachment theory, humans are born with a need to form a close 
emotional bond with a caregiver. Starting in infancy, humans develop 
mental representations of the caregiving relationship based on their 
early experiences. These mental representations of the caregiving 
relationship are thought to influence expectations and interactions 
in relationships, including parent-child relationships in the next 
generation.21 Supporting secure mother-infant bonds are critical for 
healthy development. The vast majority (74%) of infants born to DFMB 
participants were discharged to their mother’s care, giving the best 
chance for parent-child bonding.
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To combat the spread of COVID-19 in West 
Virginia, Governor Jim Justice issued a Stay-
at-Home order effective March 24, 2020. The 
order directed all West Virginians to limit their 
movements outside of their homes beyond 
essential needs. The Stay-at-Home order was 
replaced by a Safer at Home plan on May 4, 2020.

Some DFMB program sites were able to continue 
providing services in-person with no disruption, 
following all mask mandates and social distancing 
guidelines. Most sites were forced to become creative 
in how they offered care and added new services. 

T E L E H E A LT H
Several programs transitioned all group and 
individual therapy sessions to a telehealth 
platform.

D R I V E  T H R U  D R U G  T E ST I N G
One DFMB site created a mobile drug testing 
lab in their parking lot to provide ongoing and 
efficient drug screens using a blood micro 
serum process to assess patient adherence to 
medication maintenance protocols.

COVID-19 IMPACT

“ I was afraid that I would be alone if I decided to get clean.

 — DFMB Participant
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“

LOOKING TOWARD THE FUTURE

The DFMB program began as a pilot in four sites to test the effectiveness of 
new treatment models in addressing substance use disorders in pregnancy 
and postpartum. Since this modest start, the DFMB Program continues to 

grow and incorporate new models of care for this vulnerable and hard-to-
reach population. As one provider said, “Pregnant women who smoke, who 

drink, who use prescription or illegal drugs are as deserving of compassion, 
comprehensive support, interventions and treatment—and perhaps 

even more so—as anyone else presenting with an addiction issue.” This 
program makes critical services available and accessible to pregnant and 

postpartum women.

Addressing stigma and providing screening and brief 
interventions for all prenatal patients are critical to 
improving care for this population. Stigma and blame have 

prevented many women from seeking help and receiving 
the care they need.  Many DFMB sites provide stigma education 
about substance use in pregnancy in both the clinical setting 

and in their communities. All DFMB sites provide screening 
to all patients and provide brief interventions and referrals to 

treatment for women using substances during pregnancy.

The program is structured to remove barriers to care that many individuals with addictions 
experience—especially pregnant women. As one participant remarked, “I was afraid that I would 
be alone if I decided to get clean.” Another participant explained, “The Drug Free Moms & 
Babies Project has helped me connect with other moms in recovery and with resources to use as 
a mom in recovery.” The program is life changing for participants and their families.

The West Virginia Perinatal Partnership consistently monitors and evaluates the impact of 
our efforts and continually seeks to develop resources to drive program expansion and 
enhancements. Current initiatives designed to advance the work of the DFMB program 
include an emphasis on tobacco cessation, comprehensive contraceptive services, program 
sustainability,  advancement of Peer Recovery Support Specialists, and building capacity to 
support family-centered care.

The program has helped prepare moms prior to delivery. It has helped us as nurses 
taking care of the babies. The moms know what to expect when they come in to 
deliver which enables them to work with us to help their baby and themselves 
through this difficult period.

—Clinical Nurse Specialist, Newborn Nursery
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LOOKING TOWARD THE FUTURE

TO B ACCO  C E S S AT I O N
As the state with the highest rate of smoking 
in the nation, and the highest rate of pregnant 
and parenting women who smoke, West Virginia 
medical practitioners have witnessed the negative 
impact that smoking during pregnancy has 
on birth outcomes. The West Virginia Perinatal 
Partnership provides education and skill building 
to healthcare and social service providers to help 
their patients quit using tobacco and nicotine 
products. As part of this work the Partnership 
is partnering with the Baby & Me Tobacco Free 
Program. Baby & Me Tobacco Free is an evidence-
based, smoking cessation program created to 
reduce the burden of tobacco on the pregnant 
and postpartum population. The program 
incorporates education and support for quitting 
smoking and staying quit and provides incentives 
for staying tobacco free and nicotine free. 
Smokers who live with pregnant women are also 
eligible to enroll into the program and receive the 
same supports provided to pregnant women.

CO M P R E H E N S I V E 
CO N T R AC E PT I V E  S E RV I C E S
Studies have found that individuals with substance 
use disorders have higher rates of unintended 
pregnancies than the non-drug using population, 
and they use less reliable forms of contraception.22 
In West Virginia, 87% of the DFMB participants’ 
pregnancies were unplanned, compared to 28.8% 
of all WV pregnancies.23 Unintended pregnancies 
may be associated with adverse health outcomes 
for mothers and babies.24  The West Virginia 
Perinatal Partnership is focusing on expanding 
access to comprehensive, noncoercive and shared 
decision making contraceptive counseling through 
the Love Your Birth Control project. The project 
provides trainings and materials to health care, 
social service, and behavioral health providers, 
and aims to reduce barriers and improve access 

to the full spectrum of contraception options 
available to women of childbearing age as well as 
increasing patient satisfaction with their choice of 
contraception. 

S U STA I N A B I L I TY 
Since the establishment of the DFMB project, 
sustainability has been a foremost goal of the 
West Virginia Perinatal Partnership. Over the last 
decade we have continued to seek funding for 
the program, as well as develop strategies for 
financing the critical services delivered as part of 
the model. We have collaborated with national 
and state partners to explore multiple avenues for 
sustainability. 

In 2020 West Virginia became one of eight states 
chosen to participate in the national Maternal 
Opioid Misuse (MOM) model. The West Virginia 
Department of Health and Human Resources, 
Bureau for Medical Services is building upon the 
success of the DFMB Program to improve quality 
and reduce spending utilizing the MOM Model. 
The cooperative agreement with the Centers 
for Medicare and Medicaid Services Innovation 
Center provides funding to test this model of 
care. The proposed model extends care for one 
year postpartum, transitions postpartum women 
to well-woman care, and fully integrates the 
model into West Virginia’s maternity care system. 
Under the MOM model mother-baby dyads 
receive ongoing comprehensive care, including 
care coordination services, and are aligned with 
a specialized community health worker. A key 
component of this initiative is the addition of the 
DFMB service as a covered benefit of the West 
Virginia Medicaid program.

The West Virginia Perinatal Partnership has also 
worked with an outcomes-based capital firm to 
analyze the investment potential of the program. 
The consulting firm Quantified Ventures provided 
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an outcome-based financing model that can 
sustain DFMB programs. As part of this work, 
Quantified Ventures developed a cost-benefit 
analysis. This work is intended to help the West 
Virginia Perinatal Partnership accelerate the 
impact of the DFMB Program through innovative 
financing.

P E E R  R E COV E RY S U P P O RT 
S P E C I A L I ST
According to the Substance Abuse and Mental 
Health Services Administration (SAMHSA), a peer 
recovery coach (referred to as a Peer Recovery 
Support Specialist [PRSS] in West Virginia) “brings 
the lived experience of recovery, combined 
with training and supervision, to assist others in 
initiating and maintaining recovery, helping to 
enhance the quality of personal and family life 
in long-term recovery.” Within this framework, 
a PRSS engages with her clients in the areas of 
self-help, system advocacy, individual advocacy, 
recovery planning, crisis support, relapse 
prevention, housing, and education/employment. 
A PRSS working in a DFMB program also brings 
a personal understanding of pregnancy and 

motherhood in a recovery context. Since 2018, 
at least seven DFMB programs have added a 
PRSS and by 2022, it is expected that most of the 
DFMB sites will utilize the PRSS position in their 
model of care.

FA M I LY C E N T E R E D  CA R E
In 2021, The West Virginia Department of 
Health and Human Resources (DHHR), Bureau 
for Behavioral Health was awarded one of four 
grants under the State Pilot Grant Program for 
Treatment for Pregnant and Postpartum Women 
(PPW-PLT). The new project builds upon the work 
of the DFMB program and will propel a statewide 
coordinated continuum of care with a focus 
on collaborative family-centered approaches 
and evidence-based service delivery. The West 
Virginia Perinatal Partnership will work closely 
with our state partners to build capacity by 
increasing the knowledge, skills, partnerships, 
connections, and networks of the DFMB sites 
and other service providers, in order to provide 
more family-centered services inclusive of this 
population.

LOOKING TOWARD THE FUTURE

I have always felt embarrassed of my addiction. Like I was a bad mom in 
other people’s eyes even though I have done the work to become sober. I’m 
proud of myself, but I wish others knew how much I would appreciate them 
to be proud of me too.

— DFMB  participant

“
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CONCLUSION

DFMB programs throughout the state have effectively helped their patients to reduce substance use 
during pregnancy leading to more babies being born substance free in West Virginia. This results in 
healthier babies, intact families, and more resilient communities. The benefits of the program are many: 
dollars saved by keeping newborns out of neonatal intensive care units, stronger bonds between mothers 
and babies, decreased strain on the foster care system, less emotional and physical damage, and the 
movement of mothers and babies from survival mode to thriving. The DFMB program has been a lifeline 
for hundreds of women, infants, and their families.

The Drug Free Moms & Babies Project 
has helped me connect with other 
moms in recovery and with resources 
to use as a mom in recovery.

— DFMB  participant

“
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