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Prenatal Exposure to Illegal Drugs and Alcohol: 
Media Hype and Enduring Myths Are Not Supported By Science 
 
Based on the extraordinary misinformation that appeared frequently in the popular press, 
many people believe that a pregnant woman who uses any amount of an illegal drug or 
alcohol will inevitably harm or even kill her fetus.  But media hype is not the same as 
science.  As explained by Dr. Deborah Frank in this on-line video, Prenatal Drug 
Exposure: Award-Winning Pediatrician Discusses What The Science Tells Us,1 popular 
news reports have misrepresented the scientific facts about prenatal exposure to drugs.   
 
What The Experts Have to Say About Cocaine 
 
A 2009 New York Times article tried to set the record straight by reporting that while 
researchers have found some effects of prenatal exposure to cocaine, those “effects are 
less severe than those of alcohol and are comparable to those of tobacco —  two legal 
substances that are used much more often by pregnant women, despite health warnings.”2 
Indeed, the most careful and comprehensive study to consider the medical evidence 
concluded:  “[T]here is no convincing evidence that prenatal cocaine exposure is 
associated with any developmental toxicity difference in severity, scope, or kind from the 
sequelae of many other risk factors.”3 Without knowing that cocaine was used by their 
mothers, clinicians could not distinguish so-called “crack-addicted babies” from babies 
born to comparable mothers who had never used cocaine.4 
 
In 2004, thirty leading doctors and researchers signed an open letter explaining 
“Throughout almost 20 years of research, none of us has identified a recognizable 
condition, syndrome or disorder that should be termed ‘crack baby.’” These researchers 
also explained that the term “crack addicted baby” is scientifically inaccurate.  
“Addiction is a technical term that refers to compulsive behavior that continues in spite of 
adverse consequences. By definition, babies cannot be ‘addicted’ to crack or anything 
else.”5   

 

As the National Institute for Drug Abuse has reported,  “Many recall that ‘crack babies,’ 
or babies born to mothers who used crack cocaine while pregnant, were at one time 
written off by many as a lost generation. . . .  It was later found that this was a gross 
exaggeration.”6 Similarly, the U.S. Sentencing Commission concluded, “research 
indicates that the negative effects from prenatal exposure to cocaine, in fact, are 
significantly less severe than previously believed[.]”7   
 
What The Experts Have to Say About Methamphetamine 
 
In 2005, a national expert panel reviewed published studies about the developmental 
effects of prenatal exposure to methamphetamine and related drugs and concluded that, 
“the data regarding illicit methamphetamine are insufficient to draw conclusions 
concerning developmental toxicity in humans.”8 In that same year more than 90 leading 
medical doctors, scientists, psychological researchers, and treatment specialists released 
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an open letter warning that terms such as “meth babies” lack medical and scientific 
validity and should not be used.9 

 
The American College of Obstetrics and Gynecology’s special information sheet about 
methamphetamine use in pregnancy notes that "the effects of maternal methamphetamine 
use cannot be separated from other factors” and that there "is no syndrome or disorder 
that can specifically be identified for babies who were exposed in utero to 
methamphetamine."10  
 
What The Experts Have to Say About Opiates  
 
Prenatal exposure to opiates, most commonly heroin and oxycodone, is not associated 
with birth defects.11  Moreover, there is no scientific evidence that growth and 
development are compromised by exposure to opiates.12 Some newborns exposed 
prenatally to opiates experience an abstinence (withdrawal) syndrome at birth. 
Withdrawal symptoms may also occur when adults with opioid addictions abstain from 
opiate use.  In pregnant women, withdrawal symptoms are known to cause uterine 
contractions, miscarriage or early labor, but these symptoms can be prevented through 
methadone maintenance treatment, the medically approved treatment for opiate addiction 
that is particularly recommended during pregnancy.  The U.S. Department of Health and 
Human Services advises: 
 

If you’re pregnant and using drugs such as heroin or abusing opioid 
prescription pain killers, it’s important that you get help for yourself and 
your unborn baby. Methadone maintenance treatment can help you stop 
using those drugs. It is safe for the baby, keeps you free of withdrawal, 
and gives you a chance to take care of yourself.13 
 

For those newborns that do experience withdrawal syndrome, safe and effective treatment 
can be instituted in the nursery setting.14 
 
What The Experts Have to Say About Marijuana 
 
As for prenatal exposure to marijuana, the leading researcher in the field has stated 
unequivocally:  
 

Based on my 30 plus years of experience examining the newborn, infants, 
toddlers, children, adolescents and young adults born to women who used 
marihuana during pregnancy it is important to emphasize that to 
characterize an infant born to a woman who used marihuana during 
pregnancy as being ‘physically abused’ and/or ‘neglected’ is contrary to 
all scientific evidence (both mine and subsequent work by other 
researchers). The use of marijuana during pregnancy . . . has not been 
shown by any objective research to result in abuse or neglect.  
 
There have been a few reports of mild negative effects in high-risk 
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populations on the birth weight or birth length of newborns but, in those 
studies, these effects were no longer present after a few months.  This is in 
contrast to many other substances that are commonly used during 
pregnancy, including alcohol and cigarettes, where the effects on growth 
are much more pronounced.15 

 
What The Experts Have to Say About Alcohol 
 
Fetal Alcohol Syndrome (FAS) is recognized by experts as a disorder caused by prenatal 
exposure to alcohol. Much remains unknown about the specific effects, if any, that any 
individual pregnant woman’s pattern of alcohol use may have in any particular 
pregnancy. While many medical experts, particularly in the United States, recommend 
abstaining from alcohol during pregnancy altogether as a precautionary matter,16 there is 
no medical certainty regarding the level of alcohol consumption during a particular 
pregnancy that will result in negative fetal outcomes.17 Even the exact mechanism that 
establishes a causal link between alcohol ingestion and manifestation of harmful fetal 
symptoms has yet to be definitively established.18 
 
As researchers explain, “defining the factors that place certain women at risk of giving 
birth to an alcohol-affected child is a key research issue. Risk factors include maternal 
age, socioeconomic status, ethnicity, genetic factors, and maternal alcohol metabolism, 
among others” and noting that “further research is needed to evaluate the relative 
contributions of the various risk factors for FAS [fetal alcohol syndrome.]”19   
 
Conclusion 
 
The principal import of existing research is not that drug and alcohol use during 
pregnancy is "safe," but rather that no scientific basis exists for concluding that exposure 
to these substances will inevitably cause harm.   In other words, the fact that a baby was 
exposed to a certain drug or alcohol in utero does not mean the baby was harmed by the 
exposure.  Moreover, existing research clarifies that the risks presented by use of illegal 
substances are not any greater than risks associated with many other conditions and 
activities common in the lives of all people. 
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