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LETTER FROM THE AUTHORS

T

he removal of children by the child
welfare system is a burden that
families who are Black, Indigenous,
and People of Color (BIPOC) carry
disproportionately. Through the
lens of birth equity and reproductive justice,
this disparity represents the failure of our
systems of care. Birth equity is “the assurance
of the conditions of optimal births for all people
with a willingness to address racial and social
inequalities in a sustained effort,” according to
Dr. Joia Crear-Perry of the National Birth Equity
Collaborative.1 Advocacy for birth equity builds
on reproductive justice, defined by one of its
progenitors, Loretta Ross, as “the human right to
maintain personal bodily autonomy, have children, not have children, and parent the children we
have in safe and sustainable communities.”2 In fighting for birth equity and reproductive justice, we
center communities who have been marginalized and over-surveilled.
This paper is written by two physicians working at the county hospital of San Francisco and one
medical student at UCSF School of Medicine. Our medical training prepared us to look out for
stigmata of abuse and to have a low threshold to call the CPS hotline, and only recently are we
learning of the harm: disparate representation and outcomes by race in the child welfare system.
Together we are moved to action by what we see in our clinical settings of Family Medicine and
Pediatrics, especially during the perinatal and early childhood periods, and want to share our
perspective and expertise to shift the power and outcomes of family-serving systems.
Heather Briscoe, MD, works primarily in the birth center, and is collaborating with a
multidisciplinary team to disrupt racially disparate practices and improve the experience of parents
impacted by substance use disorders. She has been part of a citywide effort to implement the
use of Plans of Safe Care in hopes of reducing the need for CPS involvement. Snehal Murthy, MS,
is a UCSF PRIME medical student and certified doula who has worked closely with pregnant and
postpartum women who interact with CPS, as well as their community health workers and case
managers working towards family reunification. Simone Vais, MD, is a Family Medicine resident
whose primary interests include caring for people with substance use disorders, particularly in the
perinatal and postpartum period. We recognize that while individual growth is important across
our child facing programs and systems, we are all working within the confines of laws and systems
that must be transformed.
CONTACT: Heather.briscoe@ucsf.edu
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Introduction

A

dverse Childhood Experiences
(ACEs) and toxic stress are a root
cause of some of the most harmful
societal and health challenges
facing our world today.3The
intergenerational accumulation of impacts for
individuals, families, and communities, have
resulted in a public health crisis, with the greatest
impacts on already marginalized individuals and
communities.4The removal of children by the
child welfare system is both a result and cause of
Adverse Childhood Experiences (ACES), and it
is a burden that marginalized communities bear
disproportionately.5
The child welfare system and other systems
that intersect, and in some cases, sustain it—
including law enforcement, health care, foster
care, education, and juvenile justice—are steeped
in a long history of racism and socioeconomic
discrimination. Since its inception, our child
welfare system has over-surveilled and disrupted
marginalized communities, including communities
of color, and those impacted by substance
use disorders.6,7 Schools, police, social service
agencies, medical professionals, and other
community members who interact with children,
are furthering systemic racism and classism,
as their interactions with children and families
are an essential part of child welfare’s network
for surveillance. “This institutional feature—a
multi-organizational system of maltreatment
surveillance—also creates conditions under which
inequalities generated from one set of state actors
can cause inequalities in proximate policy areas.”8
As safety net hospital providers, we care for these
families, and witness the harms that our systems

of surveillance cause them. Our duty to treat, and
do no harm, is often challenged by the mandate
to report, especially in cases where there is no
imminent risk, or where there is subjectivity and
room for bias.
In the case of neglect, the leading reason for child
removal, we lean on child welfare to ensure the
safety of children before looking to society and
our safety nets to help meet families’ basic needs.
The child welfare system is not funded or designed
to address the social determinants of health9—
the social, physical, and economic conditions in
the environment that contribute to a person’s
health, functioning, and quality of life. Clinics and
hospitals and their community partners should
focus on addressing social determinants of health
and deliver care in an anti-racist and relational
model, while leveraging community strengths to
provide support for families. This would allow us
to reserve child welfare resources for children who
are truly in danger of maltreatment and not simply
living in poverty.
It is a time of national racial reckoning and an
opportunity to think critically about the structure
of our child welfare system, and our participation
(and thus complicity) in it. Racism, poverty, and
surveillance collide with families’ need for support
in the delivery room, where we were seeing
newborns removed from their birth parents for risk
of neglect about once every month in our hospital.
Separation of a newborn from its parent is both a
result (for the parent) and cause (for the newborn)
of Adverse Childhood Experiences (ACEs), and we
have growing evidence4,10,11,12,13 of the downstream
costs to the health of individuals, communities,
and our society.
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We can disrupt this cycle of generational ACEs
by preventing unnecessary removals and
creating alternative pathways for families to
obtain the support they need. The Surgeon
General of California’s Roadmap for Resilience5
outlines strategies for decreasing ACEs and toxic
stress in the healthcare setting. It recommends
interventions at three levels: primary preventionthe avoidance of harm by promoting stable, safe,
nurturing relationships; secondary preventionearly intervention to avoid harmful outcomes; and
tertiary interventions—intended to be resilience
optimizing and toxic stress mitigating. Importantly,
interventions that are tertiary for one generation
serve as primary prevention for subsequent
generations. Investing in the family unit and
strengthening protective factors can serve at each
level of these prevention efforts.
In this paper, we will outline data which reveal
inequities in the current child welfare system of
California, review the evidence suggesting harms
of over-surveillance and separation, and highlight
policy actions and community-based solutions that
have the potential to shift agency and resources to
families who have been marginalized.

METHODS
Quotations from care team members were
collected in response to standardized prompts
solicited by email to a diverse group of staff
and providers in San Francisco known to Dr.
Briscoe. Dr. Vais and Ms. Murthy did outreach
to system impacted families who were referred
to us by trusted members of their care team for
compensated listening sessions, but the few
individuals who agreed to be interviewed were
unable to make it to the scheduled listening
sessions. Included quotations from impacted
families were collected as part of a grant funded
research project with Homeless Prenatal in
collaboration with Solid Start. Ms. Murthy, Dr. Vais,
and Dr. Briscoe completed a medical, legal, and
social literature review and observed emerging
themes, which are outlined in the solutions section.

Causes of Separation
In an unpublished review of newborns in our
hospital from 2019-2020, the primary reasons
for child welfare removing newborns from their
parents included substance use, intimate partner
violence, unstable housing, mental health
disorders, and history of involvement with the

DO NO HARM : Rebuilding Trust & Keeping Families Together • 4

criminal justice or child welfare system. These
challenges often correlate with poverty and the
effects of systemic racism, and disproportionately
result in child welfare involvement for BIPOC
families. For example, while substance use is
evenly distributed across racial demographics,
in pregnancy, Black and Indigenous women
are tested for it at higher rates,14 are referred to
Child Protective Services (CPS) more often,15 and
are more likely to have their newborn removed
as a result.14,16 The consequences for parental
substance use vary from state to state, county to
county, hospital to hospital; ramifications range
from surveillance to incarceration.

Results of Removal
The impact of a child’s removal after a mandated
report is profound. Broadly, forced separation
perpetuates generational cycles of trauma17 and
creates distrust between the medical system and
the communities it seeks to serve.18 Families who
distrust medical providers—either because they
have experienced the removal of a child or know
others in their community who have—are less likely
to access medical care and entitlement resources
such as housing and mental health treatment,
which often leads to a higher likelihood of family
stress and disruption.18
During the perinatal period in particular, distrust
of the medical system undermines a valuable
opportunity to engage families in care. In the
case of substance use disorder (SUD), prenatal
care presents a unique opportunity to engage in
primary prevention strategies to buffer against
the negative impacts of substance exposure
and support and prepare an individual as they
transition to parenthood. Prenatal visits provide
health care teams time to get to know a family,
engage community-based support, complete a
Plan of Safe Care,19and connect families to housing
and recovery services, all of which can decrease the

likelihood that a reporta to child welfare will need
to be made at birth. Unfortunately, a history of
over-surveillance and family disruption has given
safety net hospitals and other medical entities the
reputation of “baby snatchers,”b alienating patients
from accessing essential care and perpetuating
cycles of mutual distrust and trauma.20

Call for Transformation
The extremely negative impacts of removing
infants—disproportionately affecting BIPOC
children—from their families, requires a significant
disruption of the status quo. Health care systems
have long contributed to the racial disparities
in child welfare, including the disproportionate
removal of BIPOC children. As Jamila Perritt, MD,
MPH, put it, “the notion that medical providers
are unbiased and objective, practicing within
a profession free from the legacies of racism,
genocide, and White supremacy, is fictitious.”21
As perpetrators of this problematic legacy, health
care professionals must join with others in the
community to prevent unnecessary removals.
These efforts should include shoring up the
resources and connections in marginalized
communities, bringing people with lived
experience to the table when designing and
implementing solutions, and providing optimal
support to parents and improving community
conditions so that when families are experiencing
challenges, they are able to safely stay together.
In the following sections, we aim to outline some
of the inequities of our systems that lead to
disproportionate removal of BIPOC children, the
harms of this removal, and despite the complexity,
the opportunities for disrupting the current system
governing health care’s interaction with child
welfare.

a What triggers a mandated report varies by state	 
b Trainees who volunteer in our community have heard parents use this term to describe our hospital, and this same term has been used in
community conversations authors have participated in.
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PART I: The Problem
Section 1: Racial disparities, poverty,
and reporting
“There are three types of associations between
poverty and child maltreatment: maltreatment
may be indirectly caused by parental poverty,
detected because of parental poverty, or defined
by parental poverty.”22
Our aim is to focus our efforts on prevention
strategies that serve to support families, bolster
resilience, and mitigate risk well before child
welfare is involved. We know that such primary
prevention will help foster more resilient
communities in which families can thrive without
state intervention.23,24 However, in order to do so,
we must step back and do the work to identify what
causes us to suspect and report risk in the first
place, and analyze critically the implicit and explicit
biases entrenched in these perceptions.
The disproportionate involvement of child welfare
in the lives of BIPOC families, including oversurveillance, is a direct manifestation of structural
and systemic racism. The majority of children are
removed from their families due to a finding of
neglect or risk of neglect. Deliberately oppressive
and racist policies have created the community
conditions and resulting circumstances that are
judged as at risk for neglect. For a thorough review
of the data and literature on disproportionality
in child welfare, look to this report by Robert
Hill.25It is important to note that when controlling
for socioeconomic factors, a large study in
California did not show a substantial difference26
in reporting by race. This finding likely reflects
the impact of systemic racism on wealth disparity.
For generations, systemic racism has denied

investments and services to communities of color,
preventing wealth accumulation.27Unfortunately,
factors like substance use, mental health concerns,
criminal records, interpersonal violence, and
housing instability are used as proxies for risk
of child abuse— factors that are over-surveilled
and overreported in communities impacted by
poverty.28
In California, one in every two Black and Native
children will be the subject of a child welfare
investigation in their lives, as compared to 26%
of all California children.29 The sheer number of
families investigated speaks to our overuse of
this system, which is in part due to problematic
mandated reporting law.30 In California, 21.5%
of children in foster care are Black identifying,
four times their percentage of the population of
California children (5.4%). This overrepresentation
of Black children in foster care is worst in California
(see figure of 2019 Disproportionality Index for
black children in foster care). Native Americans
are similarly overrepresented with the percentage
of Native children in care four times that of their
percentage of the population (1.24% vs. 0.3%).
Latinx children are 51.5% of the foster care
population, comparable to the state’s population
of Latinx children (48%). White children comprise
29.2% of the state’s children and only 20.9% in
care, and Asian children, comprising 12.7% of the
population, make up only 1.87% of the in-care
population. These disparities warrant action and
accountability, both of which have been a priority
for child welfare for decades, yet little has changed.
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CCWIP report: Continuum of Care Reform: The Promise, Progress and Moving Forward

From the National Center for Juvenile Justice/AFCAR- Disproportionality Rates for Children of Color in Foster Care Dashboard

“The proximity of policing to clinical care is nowhere closer than on labor and delivery.”
—MISHKA TERPLAN, MD (OB/ADDICTION)
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The majority of child removals are due to neglect,
representing more than 85% of removals in
California overall in 2020 and 87% of removals
in San Francisco.31 The largest subset of these
removals occur in infancy (about 20% in SF) and
are due to maternal substance use, coupled with
risk factors. Studies have shown Black women
with substance use were up to 10 times as likely
to be reported to child welfare, as were women
living in poverty.32 In our hospital, the newborns
removed are primarily white, due in part to the
demographic of the opioid epidemic, despite them
making up only 11% of the birthing demographic
in our institution. Only 1 in 3 infants removed for
parental substance use are ultimately reunified,
and non-Hispanic Black infants have a significantly
lower rate of reunification than non-Hispanic white
children.33
To understand the racial disparities in testing
and reporting for substance use, it is important
to highlight the Amnesty International report
published in 2017,15 Criminalizing Pregnancy:
Policing Pregnant Women Who Use Drugs. This
report outlines a history of “repressive drug
control policies in the so-called ‘war on drugs’
and a political turn toward stigmatizing urban
poverty,” and articulates how women have been
prosecuted for their behavior in pregnancy along
racially disparate lines. “The American Civil
Liberties Union Reproductive Freedom project first
documented prosecutions in 1990; by 1992, there
were more than 160 prosecutions in 24 states.
About 75% of the prosecutions were brought
against women of color, though approximately
75% of the US population was white.” The vestiges
of these racist and misogynistic practices remain
baked into state and hospital policy and continue
to perpetuate disparate racial and gender harms
on the communities entrusted in our care. For
example, until 2010, federal law only required
reporting of “illegal” substance use but not alcohol
exposure,34 despite robust evidence that alcohol
exposure is the most common prenatal exposure
and associated with significant adverse effects
in short and long-term.35 Despite the change in

this law, providers are more likely to contact child
welfare about illicit substance use than alcohol
exposure.36
Given the inequitable representation of BIPOC
families in foster care and secondarily, the
increased likelihood of being involved with
the criminal justice system, many scholars
and abolitionists view child welfare as an arm
of the carceral complex and in need of radical
transformation or elimination. “Residents of Black
neighborhoods live in fear of state agents entering
their homes, interrogating them, and taking their
children as much as they fear police harassing
them in the streets.”29 Much of the racial disparity
in the foster care system has been attributed to
the over-surveillance of people living in poverty,
and institutional racism.31 These racial disparities
are amplified at each step—from allegation to
substantiation to out-of-home placement. Thus,
the distrust and anger of BIPOC communities
toward the child welfare system is well founded.
Another structural factor that may contribute to
racial disparities is the use of predictive analytics
to inform risk models in our child welfare system,
similar to those used in policing. Across the nation,
the most common tool to ascertain risk and safety
is the Structured Decision Making (SDM) tool.32 In
California, ours includes a California Family Risk
Assessment37 which assigns an odds ratio (the
odds that an outcome will occur given a certain
exposure) to twenty items correlated with risk
of maltreatment. The tool does not distinguish
between previous versus current substance
disorder, at times imprisoning parents in their
past. It also assigns risk for even voluntary (not
court mandated) services received. Research
supports that the SDM is helpful in predicting
maltreatment,38 and many in child welfare feel
having a risk stratification in addition to an
investigator’s assessment has fostered a more
objective determination and led to less biased
decisions.
Legal scholars, however, urge caution in the
application of these “objective” tools.39 In
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Automating Inequality, Virginia Eubanks describes
the risk of using proxies to determine risk of
harm, especially when “the choice of proxy
variables, even the choice to use proxies at all,
reflects human discretion,” thereby baking in
bias (choosing a variable that has disparate
representation, perpetuates the disparity).40
The variables themselves are drawn from data
collected exclusively from public records, which
thereby engineers the surveillance of people
living in poverty, and misses middle and upper
class families, serving as an engine of poverty
management. In our hospital, we realized one of
the “risks’’ which triggered a urine toxicology test
(absent prenatal care) was more common in Black
identifying patients and would lead to increased
testing of Black parents relative to others.
Identifying and eliminating risk proxies (variables)
seen disproportionately across racial subgroups is
an opportunity for broader systems reform.

Section 2: Stigma of substance
use disorder in pregnancy,
fear of Child Welfare, and their
impact on access to care
The population we have focused our research and
efforts around are parent-baby dyads impacted by
substances. Pregnant persons using substances
are often shrouded in shame and secrecy, and the
way we treat them can affirm or allay their fears
of judgement and child removal. They are one of
the most stigmatized groups in our society and
medical providers have played a significant role in
perpetuating this stigma.36 Despite our knowledge
that substance use disorder (SUD) is a chronic
relapsing illness—strongly correlated with greater
burden of ACEs37—we continue to hold implicit
beliefs that it is a moral failing. This is especially
true for non-white parents, as evidenced by the
criminalization of pregnant mothers who used
crack (more often “inner city”) in contrast to the
public health crisis of mothers who use opiates
(more often white rural/suburban41,42). Such
beliefs manifest themselves in how we speak to
and about patients, how we perceive their “fitness

to parent,” and how we choose whom to report
to CPS.36 By perpetuating this stigma, we impair
our ability to take advantage of the pregnancy
period to engage families in care and implement
prevention strategies to mitigate the risk of child
maltreatment, ACEs, and toxic stress.
One study examining the role of stigmatizing
language on the care of mothers with opioiduse disorder found that though respondents
supported opportunities for maternal recovery,
they nevertheless blamed mothers for causing
harm to their newborn.36 85% of respondents
agreed the mother was “responsible for her opioid
use,” her “addiction was caused by poor choices,”
and that she “put her baby in danger”—revealing
deeply held beliefs that addiction is a choice, rather
than a chronic illness. These beliefs are particularly
harmful when held by medical providers and other
mandated reporters of child abuse, as they shape
reporting decisions.36
“I was very picky and cautious [about] what
I told any doctor that I saw for prenatal
care. Because the worst thing for a doctor to
do is write down that you use drugs. Every
single medical provider that I have ever
encountered… looks at you instantly [and]
assumes that you’re going to relapse… [They
don’t] care that it has been four, or five, or six
years since you ever did anything... It doesn’t
matter what you have worked on…You’re a drug
addict.”
—CLIENT AT THE HOMELESS PRENATAL
PROGRAM, SAN FRANCISCO

Pregnancy is a powerful window of opportunity to
engage parents in recovery from SUD. As providers
of prenatal and pediatric care, we know parents
want a better life for their children and are often
motivated to make positive changes as their family
grows. Parents who use substances often cut back
or stop using when they become aware of their
pregnancy.43 Those who are unable to do so are deep
in their substance use disorder and are even more
in need of intensive high-touch, patient-centered,
tertiary prevention strategies, and engagement.
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Unfortunately, those very same
people avoid or limit their care,39
“Our data show clearly that most of the mothers
because they know that disclosing
we enroll in Parent-Child Assistance Program
substance use, unstable housing,
were themselves abused, neglected, and deprived
or other needs may trigger child
children just a decade or two ago. Turning our
welfare involvement. Instead, many
backs on them because they are difficult to work
“engage in a selective or constrained
with does not make their problems go away. It
visibility, concealing their hardships,
does ensure that these women will continue to
home life, and parenting behavior
from potential reporters.” This fear of
experience a host of problems associated with
full disclosure of health information,
intergenerational substance abuse, and continue
while perhaps protecting families
to bear children who suffer in turn.”
from child welfare reports, may
preclude opportunities for
assistance44 and cause further
their baby exhibit these symptoms. This guilt is
marginalization. Furthermore, avoidance of
exacerbated by hearing stigmatizing language
prenatal care is worrisome to providers and child
used to describe themselves and their newborns,
welfare alike and increases the likelihood of a
reinforcing feelings of shame and distrust. These
newborn report or removal. In these ways, the
traumatic experiences impact the course of an
position of health care providers as mandated
individual’s recovery in the postpartum period and
reporters at times undermines their ability to form
their decision to seek care in future pregnancies.
therapeutic relationships and engage patients in
care to support their recovery and mitigate the
The perinatal period is one of immense potential
risks to newborns.
for positive change, or profound trauma, in
which the consequences have the potential to
Even for families who have established trusting
span decades. As a society, we must dismantle
provider relationships during the prenatal period,
the systems in which fear of losing their child
the birth hospitalization is often traumatic.45 Many
precludes families from accessing care, which in
hospitals continue to use stigmatizing language
turn leads to worse outcomes including traumatic
and enact dehumanizing policies for patients
birth hospitalization, and child removal. Instead,
with a history of substance use, which creates
we must seek to build in its place a system guided
an atmosphere of judgement and distrust. For
by those with lived experiences and rooted in
example, many parents are tested for substances
relationships, wherein expectant parents trust they
on arrival at the hospital, despite being honest
can safely disclose their needs and be connected
about their use or lack thereof, making it clear
to essential resources in their community. Such
we do not trust them. Immediately after delivery,
interventions mitigate risk, reduce harm, and
substance-exposed newborns are often whisked
enable us to support families in achieving healthy
away to the Neonatal Intensive Care Unit (NICU)
birth outcomes, and in connecting to support
to be monitored for signs of withdrawal, and
before there is any need to make a report to child
not allowed to breastfeed because the milk
welfare.
may contain harmful substances, or providers
anticipate the parent might use again. Moreover,
in subsequent days, infants exposed to opiates—
whether prescribed or not—may exhibit signs
of physiologic opioid withdrawal, and parents
often struggle with profound guilt upon seeing

DO NO HARM : Rebuilding Trust & Keeping Families Together • 10

Section 3: Harms of separation may
outweigh the possibility of harm which
triggers removal
Harm to the newborn
The harms inflicted by separation of the newborn
from their birth parent can begin to accumulate
almost immediately, serving as the first of a
compounding series of ACEs.46 Newborn neural
pathways and physiologic responses are regulated
by close and nearly constant contact with their
birth parents. Separation induces heightened
autonomic nervous system (ANS) activity and
cortisol levels— which utilizes excess calories
and may compromise newborn growth and
brain development during a critical period.47
Additionally, early heightened activation alters
homeostasis setpoints for life, with the most
studied outcome being obesity, and likely
hypertension, hypercholesterolemia, and diabetes,
America’s leading causes of mortality.9,10,26
Furthermore, physical separation compromises
trust and adaptability to the newborn’s cues
between birth parent and newborn. Separation
of even a week in the first two years has lasting
negative consequences, including insecure/
disorganized attachment and subsequent mental
health problems.48
The harms of separation continue to accumulate as
newborns are placed into the foster care system.
Research shows that young people who experience
foster care have higher rates of delinquency, teen
pregnancy, economic disadvantage, homelessness
and incarceration than their peers.12 Even children
who are in and out of foster care within 30 days
carry a residual trauma burden.13 Rates of abuse
and neglect, including fatal abuse and neglect, are
significantly higher in foster care than in children
who aren’t involved in the child welfare system.49
However, the better comparison would be to
compare children who have been in foster care, to
children who similarly had experiences deemed to
be neglect but remained in their homes. Doyle and
peers, through complex modeling, were able to
do just that.12 They found the outcomes were still

better for those children with experiences deemed
to be neglect who remained in their homes, when
compared to outcomes of children in the foster
system. The cause of these poor outcomes is
not well defined, and likely involves a complex
interplay of factors including trauma and identity
loss, ACEs, and several psychosocial factors.50
It is thought that poor outcomes for children in
foster care may be due in part to a lack of stability
and repeatedly broken attachment and trust;
yet efforts to improve these factors have not
dramatically improved outcomes.12 The Adoption
and Safe Families Act (AFSA)51 sought to mitigate
these harms and improve placement stability.
AFSA sets timelines for termination of parental
rights, elevating a goal of permanency—second
only to safety. Unfortunately, the effort to reduce
transitions for the child creates a parallel process
of seeking permanency outside of the family
which can create barriers to reunification.52 The
statutory time allotted for parents of a newborn to
demonstrate a positive behavior change and regain
custody of their child is just six months (though
often extended). More often than not, this doesn’t
align well with the trajectory of recovery51 and has
led many to advocate for the repeal of AFSA.53,54,55
Further, AFSA allows courts to permanently sever a
child from their parents without “any requirement
of a showing that the parents have harmed their
children or that maintaining the relationship would
be harmful to them.”56
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Child Welfare and Recovery Clocks

https://co-invest.org/wp-content/uploads/CCW_Co-Invest_Insights_DIGITAL_FINAL_060617-3.pdf

Harm to the parent
The process of removal profoundly impacts
parents, particularly those with substance use
disorders or generational trauma. The parents who
make it through pregnancy using substances are
extremely likely to have grown up with multiple
ACEs and few protective factors (see figure in Part
II: The Solution).57,58 When faced with the trauma
and gut-wrenching guilt of having their own child
removed from their care, their responses cannot
be expected to be balanced or measured. Yet
in those horrific moments, the health care and
child welfare systems weaponize the maladaptive
parental response as justification for removal.
The justification for removal may be documented
as a “caretaking impairment due to emotional
instability/developmental status/cognitive
deficiency.”59
These moments test our commitment to reform.
In these instances, tertiary prevention strategies
aimed at supporting parents—including
normalizing their experience by treating them with
dignity, supporting bonding and breastfeeding,
and applauding whatever progress they have
made- promote parental resilience and motivate
a commitment to recovery.60,61,62 Such tertiary
prevention strategies aimed at parents will serve
as primary prevention strategies for newborns,
and work to mitigate the harms caused by cycles

of ACEs. On the other hand, a failure to implement
a trauma-informed response can lead to deeply
traumatic experiences for the parent-child dyad
as well as the staff and providers involved in their
care.c
The trauma of the removal of a newborn is
immense for anyone, and can completely derail
a person newly in recovery. This experience is

c The personal experience of the physician authors.
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powerfully captured in an article by Kenny et al
titled “I felt for a long time like everything beautiful in
me had been taken out.”63 The voices of people who
have experienced this trauma make plain there
is nothing comparable to the loss of a child. The
article also outlines the secondary consequences
of this traumatic separation: “increased use of
drugs and alcohol... central in tending to the pain
of separation... often synergistically reinforced by
heightened structural vulnerability observed in
increased exposure to housing instability, intimate
partner violence, and initiation of injection drug
use and sex work.”62 Grant and Graham et al
found that “among women whose child had been
removed from their care, the adjusted odds of
having a subsequent birth increased nearly twofold and the adjusted odds of having an exposed
subsequent birth increased three-fold.”64 Others
have documented a rapid return to pregnancy
following a traumatic removal by child welfare,
usually before establishing a recovery mindset.
One can easily see how the act of removing a
newborn from a mother in early recovery could
potentially create two generations of unhoused
people,65 given the considerable proportion of
chronically unhoused people who are foster care
graduates or have SUD.

Section 4: Laws, policy, and prevention

Mandated reporters are told repeatedly to
err on the safe side and call the child welfare
hotline if there are any concerns about potential
maltreatment including neglect. Mandated
reporting law renders reporters unable to use
their professional judgement, and leads to
overreporting and distrust. Furthermore, due
to the danger of mutual deference66 between
hospitals and courts, reports made purely out of
obligation are given undue weight in the court
system, with grave consequences to families.
The child welfare system, which stands upon our
country’s history of racism and oppression, does
not allow for “no-strings-support” for families to
build protective factors and avoid the harms of
separation, which often outweigh the possibility of
harm to a child. First, do no harm.

# Addresses the health and substance
treatment needs of the infant and affected
family or caregiver.

The laws governing substance use and pregnancy/
childbirth are complex, evolving over many years
and interpreted variably in different states. In 1974,
Congress passed the Child Abuse and Prevention
Treatment Act (CAPTA), which has shaped the
nationwide system of child welfare and foster care
in place today.67 In 2016, CAPTA was amended
with the Comprehensive Addiction and Recovery
Act (CARA) to address maternal SUD and the
needs of licit and illicit substance-exposed infants.
CARA requires appropriate referrals to residential
treatment programs for pregnant and postpartum
women. It also reemphasizes the mandate for
a “Plan of Safe Care” (POSC—see table)68 for all
infants affected by any substance use to ensure
treatment for the affected caregiver as well as for
the newborn’s safety and well-being. Additionally,
it mandates that states report tracked data.69

PLAN OF SAFE CARE (POSC)67
# A plan designed to ensure the safety
and well-being of an infant with prenatal
substance exposure following his or her
release from the care of a health-care
provider.

# May be designed by the state’s child
protective or child welfare agency, but
should involve input from parents or
caregivers, the infant’s health-care
professionals, the parents’ or caregivers’
substance use treatment service providers,
and supportive adults identified by the
parents or caregivers.
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In California, CAPTA triggers a mandated
report after a complete social work assessment
determines that a substance-affected newborn
is at risk. Pursuant to CARA, a Plan of Safe Care
should be made to ensure the parents substance
use disorder is addressed, and the dyad has a good
plan of care, which ideally happens in pregnancy.
Such a plan can create various supportive options
for the parents and child. In the future, Family First
Prevention Services Act funds can be directed to
support the parent entering a residential recovery
program with his/her newborn. If the risks are
believed to be imminent, the child can be placed
in foster care pending positive behavior changes.
As noted above, the AFSA laws trigger deadlines to
achieve permanency with the birth family, kinship
care, or foster care. In the case of a newborn, the
deadline is 6 months, though this is commonly
extended given the cumbersome nature of the
dependency court process.
Each state has varied interpretations of the CARA/
CAPTA laws, which contributes to the complexity
of decision-making around reporting. While
the laws in California provide more pathways to
keeping families together and supporting parents
than those in some other states, practices at
individual clinics and hospitals are often more
antiquated, with heavy use of urine toxicology
testing and child welfare reporting. California
does not require the biologic testing of mothers or
newborns with suspected substance exposure; yet
many institutions, especially safety net hospitals,
use biologic testing to identify and report at-risk
families. Because safety net hospitals care for more
BIPOC people, then consequently, this “test and
report” practice contributes to the racial disparities
in reports to child welfare.

have a report with “risks” process. A notification
pathway70 could support an uncoupling of services
from child welfare in families who are supported
adequately and do not have unmitigated risks that
would warrant a report. Another opportunity is the
Plan of Safe Care (POSC). California initially felt
the Child Welfare Safety Plan met this obligation;
in other words, there was only a POSC if there
was a safety concern (i.e., child welfare was
involved). This left children who were substance
affected but not child welfare involved without the
benefit of this tool, which is potentially a missed
opportunity to bolster community-based support
for these families. California has begun to revise its
statewide guidance especially related to POSCs,
but has room for further reforms.
There was hope that the Family First Prevention
Services Act (FFPSA) of 201871 would be part
of the solution, as it shifts funds from foster
care to prevention. Unfortunately, similar to
the way California implements CAPTA, an open
child welfare case is required to be eligible for
prevention services under FFPSA. Rather than
developing a family and community-centered
system to provide families support--especially
when the primary concerns are related to poverty
or health matters that could be addressed with
access to care and services–FFPSA continues to
tie marginalized families to the stigmatizing and
high-stakes child welfare system. Additionally,
the qualifying services are few.72 True prevention
would mitigate ACEs and build protective factors
before an open case, and this prevention should be
insulated from the child welfare system. For now,
each touchpoint within the systems of care and
emergency response units have to do the best they
can within the confines of the state and federal law.

In Margaret Loyd’s piece “Planning for Safe Care or
Widening the Net,” California is among many states
who get zero of the five components right in Loyd’s
grading of their implementation of key aspects of
the CAPTA/CARA legislation.35 An important gap
is that we do not have a true notification pathway
to support prevention and public health concerns
around parents experiencing SUD; rather we
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KEY POLICIES IN CHILD WELFARE
Child Abuse
and Prevention
Treatment Act
(CAPTA) 197473

# Established today’s system of CPS and foster care

The Adoption and
Safe Families Act
(ASFA) 199750

# Establishes timelines for termination of parental rights to reduce
transitions for the child

Keeping Families
and Children Safe
Act 200374

# Requires Safe Plan of Care established prior to discharge of newborn for
at risk infants due to illicit substance use

Comprehensive
Addiction and
Recovery Act
(CARA) 201668

# Amendment to CAPTA to address maternal SUD and at-risk infants due to
substance use

# Defines mandates to report

# Creates additional barriers to reunification of family

# Reauthorizes funding for residential treatment programs for pregnant
and postpartum women
# Requires Plan of Safe Care (POSC)

Family First
Prevention Services
Act (FFPSA) 201870

# Redirects federal child welfare funds to provide services to keep children
safely with their families and out of foster care
# When foster care is required, federal reimbursement for care in familybased setting and certain residential treatment programs is provided
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PART II: The Solution
Section 5: Promising practice examples,
Plan of Safe Care initiative, and
prevention

For decades, programs have bolstered support
for families through visiting home nurses, peer
support, and linkages to community-based
resources. Part of the solution is in community
building and meaningful access to resources and
support outside of the child welfare umbrella.78,79,80
Health plans and county administrators should
be funding local, family-centered initiatives to
create pathways for linkage to community-based
resources as both counties and communities
benefit.81,82,83 Breaking the generational cycle of
ACEs means not just preventing and mitigating
trauma, but building resilient families and thriving
communities.

Primary prevention strategies are targeted at
preventing harmful events from ever occurring.
These strategies focus on investing in cross-sector
policies and programs that promote stable, safe,
and nurturing relationships and environments.
Medicaid, which cares for BIPOC families
disproportionately, could be the engine of our
prevention and reform efforts.75 Paramount to
operationalizing the recommendations below, is
the creation of support systems to enable families
to remain united and empowered to thrive. Doing
so will require deliberate shifting of power and
resources through
systems and policy
Promising Programs and Benefits to the County & Community
reform which
 Financial savings from reduced dependence on child welfare
should be guided
Parent-Child
76
 Reduced dependence on public assistance
by communities
Assistance
 Increased employment
and those with lived
Program (PCAP)
 Increased levels of education
experiences.77
Strong
Communities
for Children

Family
Connects
Durham

 Decreased isolation by creating community among

low-income and first-time mothers
 Enable communities to accept resposibility

 Reduction in emergency room use by families

https://depts.washington.edu/pcapuw/
Melton GB, McLeigh JD. The Nature, Logic, and Significance of Strong Communities for
Children. Int Journal on Child Malt. 2020;3(2):125-161. doi:10.1007/s42448-020-00050-w
https://www.ccfhnc.org/programs/family-connects-durham/
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In reviewing promising practices for keeping
families together, four concepts emerged:

 Meeting parents where they are
Health care institutions have long approached care
with a dogmatic and authoritative approach, but it
is becoming clear that outcomes can be negatively
impacted when reciprocal trust is lacking.84,85
The most successful programs identified in
our literature review were typically rooted in
attachment and trauma theory, emphasizing
relationship-centered care86,87 and centering the
patient.88,89 The importance of cultural humility,90
shared experience, and racial concordance91,92 in
supporting families who have been harmed by our
systems cannot be overemphasized. Going beyond
our hospital and clinic walls is essential to meeting
the patient where they are, and Public Health
Nurses (PHN) through Nurse Family Partnership93
have been the key evidence-based workforce most
commonly utilized in the past, and increasingly
peer navigators are bridging the gap. Through
these practices and relationships, we can shift
agency to the parent, and begin to rebuild trust.
Care innovations such as our local initiatives,
Team Lily and Road to Resilience are examples of
centering the parent and meeting them where
they are. Team Lily94 is a multidisciplinary team

that works with pregnant and postpartum women
with significant barriers to care and provides
wrap-around care with dignity and flexibility.
Providing low-barrier care by providing services in
nontraditional settings, or on a flexible schedule,
makes it easier for patients with complex
circumstances to get the care they need. Road to
Resilience95 leverages Peer Health Navigators to
bridge pregnant and postpartum parents to the
programming they need to support recovery from
substance use disorders and ensure safety of the
dyad. Many of the above programs are rooted in
harm reduction,96 which is better suited to our
understanding of substance use disorders and
allows one to celebrate progress toward improved
health, and all of these examples hold the patient
as central.
Expecting Justice,97 a Black lead cross-sector
initiative, is piloting a program called The
Abundant Birth Project98 which provides pregnant
Black and Pacific Islanders with supplemental
income in an effort to mitigate stressors that
lead to preterm birth and other poor outcomes.
Efforts such as these are also likely to prevent
child maltreatment and reduce the impact of
ACEs by providing concrete support in a time of
need, and bolstering parental resilience, which
are both protective factors.59,60 An important
finding throughout the
literature is that antipoverty measures99 have
a powerful impact on
rates of maltreatment and
have the best evidence for
maltreatment prevention.
A young MFTi told me the
story of a parent saying,
“get your help up off’a
me!” Let’s empower
people to be the parents
they want to be, by
supporting them in the
ways they identify, and
respecting their autonomy
and parental rights.
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PROTECTIVE FACTORS (from Strengthening Families)59,60
# Parental resilience: managing stress and functioning well when faced with challenges, adversity,
and trauma
# Social connections: positive relationships that provide emotional, informational, instrumental,
and spiritual support
# Knowledge of parenting and child development: understanding child development and
parenting strategies that support physical, cognitive, language, social and emotional development
# Concrete support in times of need: access to concrete support and services that address a
family’s needs and help minimize stress caused by challenges
# Social and emotional competence of children: family and child interactions that help children
develop the ability to communicate clearly, recognize and regulate their emotions, and establish
and maintain relationships

Examples of Promising Programs that Center Care on the Mother-Child Dyad92,93,100,101,102,103,104
Building longitudinal, trusting
relationships from pregnancy
through early childhood.
Mother chooses
services

• Sheway/FirSquare

Peer support through health
navigators and community
health workers builds trust

Direct outreach to mothers at
home or on the streets

• Breaking the Cycle
• Family Connects Durham
• Nurse Family Partnerships

• Breaking the Cycle • Family Connects
Durham • Nurse Family Partnerships
• Parent-Child Assistance Program

Centering
on the
MotherChild Dyad

• Parent-Child Assistance Program
• Sheway/FirSquare • Team Lily
• Collaborative Outreach and
Adaptable Care (Hallmark Health
Program)

“I have seen the drive and resiliency of parents who have made the very deliberate and conscious
decision to do everything in their power to be well and present for their kids and raise healthy
families, against the odds. I have seen the passion and dedication of providers of all kinds (medical,
behavioral, child welfare, community) who want that for the families they serve, too. I want to see
systems in place that can truly rise to the challenge of meeting these families half way—of eliminating
the structural barriers that they so often come up against. They deserve that much.”
—MARCY SPAULDING, MS, RN, PHN, PUBLIC HEALTH NURSE/CHARGE NURSE, BIRTH
TO FIVE PROGRAMS, FAMILY & CHILDREN’S SERVICES NURSING UNIT
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 Meaningfully engaging community
support
Meaningful community engagement is an equally
important part of the solution. This has been
exemplified by Family Connects Durham,82 Harlem
Children’s Zone,105 and Strong Communities
for Children30 in South Carolina. Medical
institutions have often been disconnected from
the communities they serve and thus, from the
resources and people dedicated to the wellness
of the families who live there. Faith-based
organizations and community-based organizations
(CBOs), including Family Resource Centers
(FRCs),106 often have myriad offerings to support
families that can prevent child maltreatment and
removal. In cases where there is not a safety risk
to a child, particularly where the issue is related to
poverty, child welfare will commonly refer families
to FRCs for support and case management. FRCs
are invaluable community resources available
to everyone, and do not require referral to child
welfare or opening up of a child welfare case to
qualify for their services. Crisis nurseries and
respite care are additional resources that help
keep children out of the child welfare system by
supporting families with childcare in times of need.
It is important to ensure the entities you partner
with are trusted by the people you serve by seeking
community input before choosing whom to
refer to or integrate into your Plans of Safe Care.
Patient advisory boards and community-based
organizations serving your clients/patients have
a unique perspective to share. In academia, we
are often beholden to what is evidence-based to
inform decisions and funding streams. While it is
critical that we look at impact, some of the most
trusted partners doing work in our communities
are not grant-funded or research-oriented and
don’t have the bandwidth or resources to look
at data with the rigor needed to be evidencebased by academic standards. This contributes
to a weakness of the FFPSA, which is that only
evidence-based programs (in their clearinghouse)
can seek reimbursement for preventative services,

leaving very few ways for many communities to
divert these funds from foster care to prevention.
A wonderful example of community engagement
was the SF BIPOC-Lead Family Justice Summit in
fall of 2020. BIPOC community leaders organized
a two-day gathering of over 50 San Francisco
organizers, advocates, clinicians, lawyers, and
people impacted by the child welfare system. They
then spent much of a year distilling transcripts
of these conversations into a report75 which
includes recommendations directed to multiple
community stakeholders including schools,
hospitals, and policymakers. Find your local BIPOC
changemakers, engage them, and listen to them.
Mia Birdsong articulates the importance of
community and chosen family in her book How
We Show Up. Throughout stories of different
family configurations, often LGBTQ or Black, the
author makes a compelling case for broadening
the definition of family and community-rooted
support systems.107 Child welfare should expand
the definition of family, so that in the rare instance
children are removed, they remain with familiar
people, in familiar customs, with the highest
chance of staying connected with their families.
Complimenting the essential informal support
of family and friends, a Community Health
Worker (CHW) is more likely than traditional
providers to have shared experiences, and more
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“I have seen mother’s and families in the depth of addiction and despair
benefit tremendously from having a navigator like myself. In building
connection they feel supported, free from shame and guilt. Having
someone believe in them and walk with them through the process
without giving up on them when mistakes are made allows them to
attain sobriety and live a happy and healthy life with their baby.”
—TERESA RONDONE (TEAM LILY PEER NAVIGATOR/CHW)

likely to be culturally concordant.108 CHWs can
bridge the gap between the patient and the
professionals. For example, the Collaborative
Outreach and Adaptable Care at Hallmark Health
Program103 created a multidisciplinary care team
in Massachusetts to coordinate outpatient care for
pregnant and postpartum women with opioid use
disorder, and CHWs played a key role in regularly
engaging with patients and helping them enroll in
services and programs. Despite being mandated
reporters, these CHWs were able to build trusting
relationships that enabled women to disclose their
challenges and social needs that they were less
likely to share with their medical providers.109 With
a more holistic understanding of their patients’
strengths and challenges, the care team could
develop actionable, realistic goals guided by their
patients’ priorities, which encouraged families to
remain involved with the program and seek help
rather than disengage.

At our county hospital, we have seen parents who
had declined much needed services begin to
engage after a nod from a CHW who was able to
earn their trust. This peer-based workforce is an
indispensable asset which Medicaid recognizes as
offering a reimbursable service. In 2020 with the
passage of SB 803, California joined 47 other states
which access Medicaid to reimburse for CHW (aka
Peer Support Specialists) expenditures, so their
role is expected to grow. As many of our clinics and
hospitals work to diversify their workforce to reflect
their patients, the peer health navigator workforce
is often much closer to the community and can
provide connections that are more culturally
relevant and accessible. They also may be better
able to meet the patient where they are, which can
be immensely helpful for those who struggle to
engage in traditional systems of care.

“I feel like I could go to [my case manager] for anything... Believe it or not, she
was on the streets at one point. Like there is no judgment… If I say I can’t afford
to get a new bottle this month, she is not going to be looking at me like I can’t
afford my kid. She [says], ‘Maybe we can find you a bottle.’ If she can’t help me,
she will know where to send me. I [appreciated] just getting to know her and
knowing her story, and knowing how she started here at Homeless Prenatal.”
—CLIENT FROM THE HOMELESS PRENATAL PROGRAM
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 Solutions during pregnancy and birth
for parents experiencing substance use
disorder
For birthing parents with substance use disorders,
pregnancy can be an incredibly motivating time.
It offers the potential to break the cycle of trauma
by harnessing the profound love of a parent for a
newborn, by surrounding them with social support
including a peer health navigator and/or a public
health nurse, or community case manager, and
offering the opportunity to enter drug treatment
programming with their newborns.
Innovative care programs provide prenatal care
wherever possible and recognize the challenges
some face accessing traditional models of care.
Outreach efforts by CHWs, doulas, and PHNs are
critical to the success of these programs, in part
because of the relationships they forge, which
facilitate trust. When engaging with parents who
have been racially marginalized or stigmatized,
providers need to understand that trust is a twosided coin. We cannot expect trust and alignment
without affording trust. Listening to our patients,
honoring their unique experiences and values,
and trusting them is foundational to establishing
alignment and trust. As we shift our culture to
center around relationships and harm reduction,
more people will feel safe disclosing substance
use which will lead to more resources and support
directed to families.
Traditionally, birth hospitals have not been
the most welcoming to BIPOC birth parents,84
or to those with substance use disorders.36,39
Doulas are increasingly supporting racially and
otherwise marginalized women in navigating
the process of birth—making sure their voice is
heard and they feel safe and respected.110,111 Many
institutions offer training in Relationship Centered
Communication85,86 and Respectful Care112 to
develop the capacity of providers and staff in these
healing models of care and to help create inviting
spaces for parents. Because of the limited utility
and racially disparate application,14 some clinics
and hospitals are also narrowing indications for

urine toxicology testing to those that are essential
to direct clinical care and favoring universal verbal
screening with a validated screening tool. At our
hospital, we found indications for urine toxicology
that would lead to overrepresentation of Black
birthing parents among those tested, and removed
them. The more we can use non-stigmatizing
language and practices that don’t disadvantage
any subgroup, the more welcome and safe families
will feel.
One part of any plan should be finding ways to
allow parents and babies to bond in the hospital
and to support breastfeeding. With new evidence
to support rooming-in and functional scoring113 of
substance-exposed newborns, we have license to
optimize early skin-to-skin contact and bonding
of the dyad. This is an antidote to our earlier
practice of separating parents and babies, which
Ron Abraham of Fir Square was early to recognize
as a contributor to withdrawal symptoms.114,115
Breastfeeding can be supported in most prenatal
exposures, and in the cases of recent stimulants
or illicit opiate use (in which there is a concern
for stimulant contamination) there should be a
pathway to breastfeeding if the parent is engaging
in recovery planning, however nascent. Pumping
and discarding until a urine toxicology is negative,
usually 72 hours after exposure, is a way to support
breastfeeding in a new mother entering recovery.
Further, the Plan of Safe Care (POSC), discussed
above, can be used to understand the true needs
of families and support substance-impacted or
other socially complex families in creating a plan
to optimize the safety and care of themselves and
their child. Ideally created in collaboration with
a patient and their care team during pregnancy,
POSCs should be strength-based, and patientcentered. The birth parent sets their own goals,
identifies the support they would like or have,
and revisits their plan as their circumstances
evolve. This process helps ensure a family has
linkages to meaningful support prior to the
birth of their newborn and builds essential trust
and transparency. With connections rooted in
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communities, there is a potential to mitigate
risks that might lead to maltreatment or trigger a
newborn child welfare call, and to support the new
parent in being their best for their baby. Similarly, if
child welfare is called, a robust POSC can facilitate
keeping newborns with their parents by outlining
the support and services to support a safe start.
The Plan of Safe Care is by design a dynamic
process and meant to leverage community
and trusted connections in support of families
impacted by substance use or other complex
circumstances. New York has an excellent strengthbased example of a POSC in the appendix of the
Pregnancy and Substance Use Harm Reduction
ToolKit.116
When there is a risk to a child’s safety and a new
dyad requires child welfare involvement, inviting
their entire care team to inform a multidisciplinary
decision ensures the team has a shared mental
model and each fully understands the strengths
and challenges of the dyad. These conversations
should be well documented, and if a report is
made, it should be clear who will be involved in
the call. When a report is made, it is ideal to ask
the parent(s) whom they’d like to have available
to support them and to prepare them as much
as possible before a case worker arrives for an
investigation. It is difficult to advise families on
what to expect, as many variables are considered
and outcomes can be unpredictable to say the
least, but we can affirm that we will be with
them throughout the process in support of their
parenting goals. Mapping out the process and
timelines can at least give shape to the shadow in
the room—the fear of unbearable loss. Increasingly,
at least in San Francisco, child welfare is supportive
of discharging a newborn to residential treatment if
a solid safety plan is in place.

 Postpartum and early childhood
solutions
The early childhood window is a critical period
of vulnerability and rapid development, and
the postpartum period can be especially
challenging for new parents. While a newborn
can be motivating, it can also be exhausting and
stressful, and potentially compounded by lost
wages, postpartum depression, or relapse. This
is not the time to check a box and walk away, and
while the periodicity of well child visits engineers
regular opportunities to check in on families and
offer support, many families will require support
between these visits with other members of the
care team.
Nurse Family Partnership102 and similar Public
Health Nurse (PHN) models117 have proven to be
integral in meeting families’ needs outside clinic
walls. These trusting relationships are increasingly
augmented by case managers or peer navigator/
CHWs associated with local CBOs or FRCs who
are able to support myriad needs in more nimble
ways than a primary care provider typically can.
Mandated reporting laws can create strain on these
relationships, so it is important these services are
engaged in without coercion. The more we can
move our health care delivery systems toward
an integrated all-in-one visit, the more likely it
is that the family will get their social, emotional,
and physical needs met, such as in the Healthy
Steps model.118 Even without an integrated clinic,
offering flexibility around appointment and arrival
times can go a long way in honoring our patients’
efforts to seek care. Referrals to Early Intervention
and the Infant Parent Program (IPP) are often
recommended for substance-exposed newborns,
and both can enhance the protective factor of
knowledge of parenting and child development.
Regarding substance impacted newborns, more
states should explore a notification pathway.69
This could meet CAPTA reporting requirements
by feeding aggregate data to child welfare, while
maintaining anonymity of those families without
safety concerns. This would allow the uncoupling
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of supportive services from Child Welfare
oversight in cases where there is no concern
for imminent harm. One example is a “Model
Flowchart for a CAPTA Compliant Notification” by
Colorado Coalition to Protect Children and Family
Rights.119 Some states house the notification
pathway within child welfare, but legal advocates
recommend notifications be made to a separate
system from that used for reports of abuse.118
Importantly, the notification system provides a
means of tracking population health to help ensure
the needs of families impacted by substance use
are met. This population data can help identify
gaps in the network of resources and direct
investments at the community level. If states create
a notification pathway for families who qualify for
a Plan of Safe Care and are adequately supported
in their community (or for those at “risk of neglect”
due to living in poverty), we could decrease the
number of unnecessary reports to child welfare.
Strategies such as Plans of Safe Care are examples
of secondary prevention measures which, if
disentangled from reporting, have the potential to
help ensure families receive the support they need
to mitigate ACEs and build protective factors.
Communication remains a tremendous challenge
in the healthcare and social service settings.
Understanding who is on a dyad’s care team,
what they are working on, and how to reach
them if the parent has consented, would help
ensure we are able to mobilize a dyad’s trusted
allies in times of need. This safety net is missing
or lacking infrastructure in most of our current
systems, which leads many to call child welfare
when they are worried about a family’s ability
to care for their children, or the conditions the
family is experiencing. This concern is the driver
of most calls to the child welfare hotline and
could be addressed by building a notification
pathway to support families without involving
child welfare when there isn’t an imminent risk of
safety to the child. Investing in patient-centered,
HIPAA compliant care coordination technology,
to allow communication across systems and with
the patient is essential to leveraging community

support. Creating a notification pathway outside
of child welfare to address SDOH needs would be a
key step toward reducing unnecessary calls to child
welfare.

Section 6: How do we better support
families who will be involved with child
welfare?
As systems of care, we need to advocate for early
family support and treatment whenever possible to
help families stay together and to not experience
the stigma and trauma associated with child
welfare intervention. However, when there is a
safety concern for a child, we have an obligation
to prepare families for child welfare engagement
and support them through the process. We
should share our understanding of the Safety
Organized Practice (SOP) child welfare uses, and
what to expect throughout the process. “Safety
Organized Practice aims to address limitations of
standard child welfare practice by providing tools,
strategies and a framework for practice intended
to achieve lasting behavior change by parents.
SOP also promotes age-appropriate involvement
of children/youth in their own cases, and
development of natural support networks that will
help ensure child safety both during and after child
welfare involvement.”120 Preparing and educating
a family on what to expect from child welfare, can
help a parent have a sense of agency in a process
that is frightening and poorly understood.
Even with preparation, being investigated for child
maltreatment is stressful, and can be especially
retraumatizing for families who have been involved
with the child welfare system. There are strategies
to support families who have histories of trauma,
which may include generational trauma, racial
discrimination, being unhoused, intrapersonal
violence, or any number of other experiences.
Using person-first, non-stigmatizing language
and centering the patient restores dignity and
humanity.107 As discussed above, leveraging
trusted relationships can help mitigate anxiety and
fear when the stakes are high, as in conversations
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around safe discharge plans. These trusting
relationships are often found amongst people
with shared experiences, or cultural concordance,
such as CHWs or parent advocates. Lastly, a Harm
Reduction framework allows us to celebrate any
progress made toward a healthier future and
recognizes relapse as an expected part of the
recovery journey. This is vastly different from the
dichotomous framing of the War on Drugs, which
still holds sway in our laws, policies, and practices,
but can be helpful framing for teams involved in
the care of a parent with SUD.
For most families, the threat of disruption can
provoke a toxic stress response in both parents
and children alike. This is especially true for
people who have already experienced changes
to the regulatory function of their neurologic,
endocrine, immune, metabolic, and genetic
systems due to a history of toxic stress & its
physiologic consequences.27 The toxic stress
response can negatively affect pregnancy and
can lead to parenting behaviors that adversely
impact child health outcomes,121 making this
an important target for secondary and tertiary
prevention. Educating families about the toxic
stress response, its impact, and ways to buffer
their impact is key. There are evidence-based,
integrative strategies that have been shown to
“reduce stress hormones, reduce inflammation,
and enhance neuroplasticity.” These include
healthy relationships, high-quality, sufficient
sleep, balanced nutrition, regular physical activity,
mindfulness and meditation,122 access to nature,
behavioral and mental healthcare (see figure).
Ideally, parents with significant ACEs and toxic
stress are supported to engage in these mitigating
behaviors before Child Welfare is involved, with a
trusted member of the care team.
Many systems, including child welfare, are working
to educate their staff around how trauma and
ACEs manifest, and a common language is taking
root. The Trauma Informed Systems Initiative (TIS)
in San Francisco is one promising example. This
initiative, led by the San Francisco Department

of Public Health (DPH) and Oakland-based
Trauma Transformed (TT),123 focuses on reducing
trauma through a Healing Organized practice, by
educating staff and providers, and by reforming
practices and policies in youth-serving systems of
care. TT and DPH have trained over 17,000 people
across multiple settings including health care,
education, and community-based organizations
throughout the greater Bay Area. How this and
similar efforts will impact the patient/client’s
experience remains to be seen. Our understanding
of poverty and substance use has grown rapidly
in recent years and our trainees are increasingly
skilled at person-first destigmatizing language. It
is essential we develop our workforce so that each
conversation is undertaken with humility and care
for a family’s trauma at the hands of our system,
lest we continue to add to the cumulative burden.
For system involved parents, family defense
lawyers working with interdisciplinary teams,
such as East Bay Family Defenders124 and The
Bronx Defenders125 are providing parents with
quality representation, and decreasing the time
to reunification and days in foster care.126 Also,
within the child welfare system there is promising
evidence to support the use of Sobriety Treatment
and Recovery Teams (START)127 as these teams
have been shown to increase the likelihood a
family can stay together and sustain recovery by
facilitating access to treatment and providing peer
support. Family Treatment Courts (FTC) have a
similar record of helping families with SUD stay
together or by facilitating reunification.128 FTC
programming is voluntary and includes intensive
case management, SUD treatment, and skills
development. Lastly, Casey Family Programs
highlights pilot programs129 in which willing
parents and foster parents partner to support
reunification and long-term family strengthening
and support. Advocating for these or similar
programs when appropriate, as well as any support
the patient/client feels aligned with, can help
support them through the harrowing process of
being involved with child welfare.
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EXAMPLES OF PROMISING PROGRAMS
Community-Based Programs & Community Outreach
Breaking the
Cycle100

# Early intervention and community-based program for pregnant and parenting mothers who use
substances, providing street outreach & home visitation services

Toronto,
Canada

# Grounded in relational, attachment, and trauma theory

Parent Child
Assistance
Program80

# Model based on relational theory, motivational interviewing, and harm reduction

Seattle,
Washington

# Program has decreased child removals, increased access to treatment for SUD, and resulted in fewer
subsequent births of substance-exposed infants (12% of mothers enrolled in PCAP had subsequent
substance-exposed infant within 3 years, compared with 21% of similar mothers without intensive
case management)

Strong
Communities
for Children81

# Community engagement with community-based volunteers as outreach workers to support
families, especially with young children; goal to enable communities to accept responsibility for
parent support and child safety

South Carolina

# Outreach workers build on the resources that they have cultivated to promote the creation of
volunteer-delivered support (occasional childcare, food banks, financial counseling, respite care) for
families of young children in settings not commonly identified as providers of family support service
(fire stations, faith communities, libraries)

# Successfully engaged homeless and substance involved women at earlier stage in pregnancy (about
two-thirds engaged in first and second trimester); about 3 referrals made per woman, and over 50
percent of the referrals resulted in women successfully engaging with the referred providers

# Case workers and paraprofessionals develop trusting and supportive relationships with families,
conducting home visits 2x/month for three years

# Demonstrated that programs can enlist communities in care for children and support for the
children’s parents and to sustain and deepen that involvement across several years; similar models
adapted in other communities, such as fully implemented model in Tel Aviv, Israel
# Mobilization occurred in diverse communities, with the greatest success occurring in the most
disadvantaged communities
Sheway/
FirSquare99

# Community-integrated program with wrap-around services (peer support at drop-in to addiction
and/or trauma counseling) with commitment to caring for dyad, based on mother’s goals

Vancouver,
Canada

# Mothers choose services to receive (SUD and trauma counseling, meal support, baby supplies,
nutrition counseling, practical support navigating medical care/housing/social benefits, medical
care for mother and child, parenting support, referrals to support groups & community resources)
# Successfully reduced substance use and homelessness among mothers, and reduced adverse
obstetric outcomes (low birth weight, preterm delivery, caesarean section)

Harlem
Children’s
Zone104
New York City,
New York
Trauma
Transformed
Initiative120

# Provides programming from birth to college with support of local businesses, families, and
institutions to break the cycle of generational poverty
# 97% of high school graduates get into college, with college completion rates much higher than the
national average
# “Advances trauma-informed and healing-centered system change through community and crosssystem collaboration that mitigates stress, trauma, and oppression impacting our communities”
# Training providers and staff to support organizational healing and structural inclusion practices

Oakland,
California (DPH)
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Direct Resource Support
Expecting
Justice96
San Francisco,
California

# Abundant Birth Project provides unconditional, direct cash aid (direct monthly income supplement
of $1,000–$5,000 for duration of woman’s pregnancy and first two months of baby’s life) to Black
and Pacific Islander pregnant persons to prevent preterm birth
# The strain of ongoing financial insecurity contributes to chronic stress and has a well-documented
relationship with premature birth; Black and Pacific Islander parents experience greatest financial
strain in San Francisco

Nurse Outreach Programs
Family
Connects
Durham82

# Family-centered program with universal eligibility

Durham, North
Carolina

# Parent and community ownership contributes to low-cost program with significant reduction in
emergency room use by families (by 59% in the first 6 months, and 50% first year); demonstrated $3
saved for $1 spent on their program

Nurse Family
Partnership92

# Nurse-home visitation program for first-time mothers and their children; provides preventive health
and prenatal care for mother, health and development education for mother and child, and life
coaching for mother and her family

40 states in USA

# Visiting home nurse (VHN) makes 1–7 home visits to identify family’s needs and make meaningful
linkages to CBO partners; also assess safety and educate parents about their newborn

# Mothers develop close relationships with nurses as trusted resources for advice, caring for their
child, and providing a stable, secure future for both
# 48% reduction in child abuse and neglect, 56% reduction in ER visits for accidents and poisonings,
79% reduction in preterm delivery in women who smoke, 82% increase in months employed,
improved developmental outcomes, fewer arrests of mother and child arrests at age 15

Child Welfare Based Programs
Sobriety
Treatment
and Recovery
Team
(START)130

# Child welfare-based program targeting families with at least one child under 6 years old who are in
the child welfare system and have a parent with substance use as primary child safety risk factor

Kentucky

# Rapid access to intensive SUD treatment services to safely maintain child placement at home when
possible

# Pairs child welfare worker trained in family engagement with family mentors (peer support
employees in long-term recovery); uses a system-of-care and shared decision-making approach
with families, treatment providers, and courts

# Improved sobriety rates from 47% to 66%, and rate of children remaining with their parents
throughout START improved from 31% to 55%

Programs Based in Medical Centers
Team Lily93
San Francisco,
California

Collaborative
Outreach and
Adaptable
Care at
Hallmark
Health
Program103
Boston,
Massachusetts

# With harm reduction methods and acknowledgement of the harms caused by the healthcare
system, the program helps pregnant women to engage in prenatal care in a patient-centered way
# Most newborns in San Francisco who were able to discharge to treatment together were nearly all
supported by Team Lily, PHNs, or Family Treatment Court; a high percentage of Team Lily graduates
have demonstrated sustained recovery
# One among several public health programs developed through collaboration among 4 community
hospitals to provide support for mothers with SUD, including healthcare navigation, longitudinal
relationships with mothers, and peer support groups
# CHWs and multidisciplinary staff implement individualized prenatal and postnatal plans that are
driven by patient’s needs, and provide linkage to treatment providers, parenting resources, and
community resources
# 50% reduction in ED visits 180 days after enrollment; nationally recognized as successful model
based in medical home for engaging mothers with SUD
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Section 7: Restructuring our approach
to better serving the community
Black, Latinx, and Pacific Islander/Native American
children are still greatly overrepresented in the
child welfare system including in San Francisco
and California, despite improvements over the last
decades. In a recent publication by Harleman et al,
they affirm that “the inequities in birth outcomes
experienced by Black individuals are driven by
historical and structural injustice that can only be
remedied through relationships that shift power,
that is, through the application of a critical race
lens to relationship-centered care.”85 We have an
opportunity to stem the tide of children flowing
into our foster care system by organizing around
pregnancy and early childhood as opportunities
for prevention strategies aimed at supporting
families and mitigating risks that may lead to child
welfare involvement. This direct investment in
families, neighborhoods, and communities is likely
to be more effective in child neglect prevention
and to have lasting positive effects on families
and generations to come. Focusing on protective
factors to prevent and mitigate ACEs gives families
and their care team a sense of agency. Only by
breaking the cycle of trauma our systems inflict,

and acknowledging our complicity in past harms,
can we begin the long process of healing. Through
investing in relationships and the wellness of the
communities we serve, we can begin to restore
eroded trust and lay the foundation for families to
flourish.
As we move forward, we should look beyond
trauma-informed care to healing-centered
engagement as outlined by Shawn Ginwright.131
“Without more careful consideration, traumainformed approaches sometimes slip into rigid
medical models of care that are steeped in treating
the symptoms, rather than strengthening the roots
of well-being.” The roots of well-being start with
the protective factor of meaningful connection,
especially for families wrestling with substance
use disorders.132 Clinics and hospitals should not
be the center—rather, the patient or client should
be the center. We need to look to people with lived
experience and hire them as subject matter experts
to help us reform our systems to better serve our
communities. We are at a tipping point in history,
and to be on the right side of it, we must take
deliberate steps toward healing historic and current
trauma.
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PART III: Takeaways & Recommendations
Individual: Shifting agency and power—
Meeting families where they are

Systems: Identifying and Removing
Barriers to Access

# Cultural humility and community input are
cornerstones.

# Review models that remove barriers to care by
conducting statewide comparative research.

# Center the individual and community in
discussions of what is of greatest importance in
meeting their needs (such as when completing
a POSC, or setting goals)

# Use toxicology tests sparingly and in a way that
doesn’t disadvantage or advantage any race or
other identity.

# Build relationships with and invest in the
community through community-directed
efforts.

# Evaluate new and established initiatives to
ascertain impact and replicability.

# Review recommendations from the SF BIPOC
Family Justice Summit75

# Support the development of a broad array
of SUD residential and outpatient treatment
options including models of harm reduction and
family treatment.

# Be accountable to the communities you serve
by being transparent, providing race-stratified
data; allow communities to determine the
metrics of interest.

# Invest in patient-centered technology to allow
ease of HIPAA-compliant communication
between patients and their care teams (access
and coordination).

# Seek and compensate for the expertise of
people impacted negatively by our systems.

# Leverage community health workers with
lived experience and cultural concordance in
providing accessible support and linkages.

# Offer families at risk of neglect the funds
afforded to foster/resource parents (in addition
to needed support) for a period of stabilization
before pursuing removal for neglect.
# Make a public apology for disparate harms
against marginalized races and stigmatized
groups to begin to repair relations.
# Offer flexibility in timing, location, and
duration of services provided, and be empathic
and trauma-informed when circumstances
prevent a person’s timeliness or meaningful
engagement
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Systems: Building professional, allied
professional, and system capacity
# Train providers, staff, and students how to be
patient-centered; inform them about resources
available in the community (and how to serve
as an intermediary to those resources); and
teach them how to advocate for patients
(including advocating for revisions in law and
policy).
# Recruit, hire, promote and retain staff
and providers who reflect your patient
demographic and have shared experiences.
# Train a community workforce such as CHW or
peer navigators to support families where they
are, make successful linkages, and navigate our
systems of care.
# Train mandated reporters about meaningful
linkages to support families when there is not a
concern for the imminent safety of the child.
# Train providers and staff who care for patients
impacted by substance use about SUD,
Medication Assisted Treatment (MAT), and
manifestations of stigma and discrimination.
# Train all who interact with patients/clients on
trauma-informed care
# Ensure all staff/providers understand the
importance of structural racism and poverty
as it relates to ACEs, health outcomes,
and experience of our systems of care &
surveillance.

Policy & Advocacy: Policy Reforms
# Create a notification pathway for substance
affected newborns for the state of California—
make community linkages and meet the CAPTA
mandate to report (in aggregate) without
creating an opportunity for surveillance
# Develop data collections systems with metrics
useful to providers, clients, and communities,
and be accountable.
# Fund a true prevention pathway—outside of
the child welfare system. Child welfare could
subcontract with local community-based
organizations to support families before they
enter the system (if FFPSA funds could be used
for at-risk families, without a case#).
# Review all policies/procedures (including the
SDM) with a race equity tool such as GARE or
Race Forward to ensure these policies aren’t
disadvantageous to persons of any race or
due to other stigmatized identities/social
determinants of health.
# End permanency timelines of AFSA or create a
modified schedule for parents in recovery.
# California should join other states in having a
non-discrimination clause to protect pregnant
persons from discrimination related to
residential treatment for SUD availability.
# Fund/expand a public housing option for
parent(s) pending reunification (currently
family housing and eligibility are lost when
child(ren) are removed).
# PLEASE REVIEW THE RECOMMENDATIONS BY
AMNESTY INTERNATIONAL133 and MOVEMENT
FOR FAMILY POWER134
# Review the Columbia Journal of Race and Law:
Strengthened Bonds: Abolishing Child Welfare
and Re Envisioning Child Well-being135
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Conclusion

W

e hope this paper will be
among the many things that
move you to action within
your sphere of influence.
As a society, we cannot
maintain the status quo, given the historic and
ongoing burden placed on BIPOC families, and
families wrestling with poverty or substances. We
must first reflect on our individual privileges and
biases and accept that there have been and will
continue to be mistakes made along the path to a
more conscientious future. In our workspaces, we
should use an anti-racist tool to review standard
workflows and policies to ensure no groups are
advantaged or disadvantaged. Partner with
the BIPOC community and impacted parents
as you design the future. Integrate CHWs/Peer
Navigators/Doulas/PHNs into your care teams to
ease access and relationship-building for families.
The largest challenges for our society are 1) to
create an alternative to child welfare’s differential
response to better address social needs with
trusted community partners (for the majority of
neglect calls) & 2) to address mandated reporting
laws. Anyone who is concerned about a child’s
safety will make a report, regardless of a mandate.
What needs to end is reporting solely because
of a mandate, and not due to provider concern,
especially given what we are learning about mutual
deference.
In the meantime, training staff, peers, and yourself
on Relationship Centered Communication,
Trauma-Informed Care, and Cultural Humility
can demonstrate commitment to a culture shift.
We can shift toward a culture of listening to and
trusting our patients/clients and, thus, treating

them with dignity and respect. Create safe spaces
for curiosity and feedback and opportunities for
learning from one another when we make missteps
with our wording or assumptions. Learn and
educate your staff and peers about the wide range
of substance use, medication assisted treatment,
and the principles of harm reduction. Similarly,
make sure everyone in your program understands
the historic racism that has disadvantaged BIPOC
families for generations.
We are especially grateful to clients and staff at
the Homeless Prenatal Program (HPP) for sharing
their personal stories and for the tremendous work
HPP does in our community. Special thanks to
Neeti Doshi, Michael Wald, Zabrina Aleguire, Katie
Albright, Claire Brindis, Melanie Thomas, and Jenny
Pearlman for their review of this paper. Thanks to
the SF BIPOC Family Justice Group, for elevating
the voice of our BIPOC community. Thanks to
anyone who made it through this document, which
in no way captures all the great work being done
in this complicated landscape. Lastly, I want to
acknowledge the strong leadership in the Child
Welfare department of San Francisco, who believes
people can change and is collaborating to keep
families together when possible and the foster
parents we have worked with for many years, who
are a font of care and kindness. We are grateful
for your partnership, and hope you don’t feel
personally attacked by our review of the literature
and databases and our hope for a better future.
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