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Abstract

Background: Families affected by substance misuse are at increased risk for child maltreatment and child welfare
system involvement. The Enhancing Permanency in Children and Families (EPIC) program uses four evidence-based
and informed multi-system practices to promote safety and permanency outcomes for children involved with the
child welfare system due to parental substance misuse: 1) Peer Recovery Support (PRS), 2) Family Treatment Drug
Court (FTDC), 3) Medications for Opioid Use Disorder (MOUD) and 4) Nurturing Parent Program (NPP) relational skill-
building. The purpose of the current study was to identify barriers, facilitators, and lessons learned in the implementa-
tion of and client engagement with the main components of EPIC.

Methods: Seventeen key EPIC personnel participated in the study. Individual semi-structured interviews were con-
ducted. Qualitative analysis involved the thematic coding of the interviews, and program facilitators and barriers were
revealed.

Results: PRS were identified as a primary strength of the EPIC program, providing experiential connection to partici-
pating families and a valuable source of information. High turnover and matching PRS to families were barriers to PRS
implementation. FTDC contributed to client success as judges developed interpersonal relationships with the clients
that balanced support with accountability. Client attitudes toward court presented barriers to FTDC engagement.

MOUD provided stabilization and was perceived by caseworkers as an engagement facilitator and a layer of client

accountability; however, the lack of availability of MOUD service providers presented a barrier for some clients. Paren-
tal relational skill-building was not valued by clients and was perceived as conflicting with sobriety-focused activities.

Conclusions: The EPIC program provides comprehensive, coordinated multi-system support and care to families
affected by parental substance misuse. Continued efforts to improve recruitment and retention of PRS, reframing
client perceptions of FTDC, and increasing access to MOUD may contribute to increased engagement in the program.
Findings highlight the utility of tracking process outcomes in community-based interventions to promote participant
engagement in programs set in complex systems.
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Introduction

An estimated one in five children live in a home with
an adult who misuses drugs and alcohol [1]. Due in part
to a higher likelihood of inadequate shelter [2], lack of
supervision, and impaired parenting behaviors [3], par-
ents who misuse substances have higher child maltreat-
ment potential than those without a diagnosed substance
use disorder [4, 5]. In fact, children in these families
have twice the likelihood of being at risk for child mal-
treatment [6]. Within the child welfare system, parental
substance use is increasingly implicated in substantiated
allegations of abuse and neglect [7]. Nationally, increases
in overdose deaths and drug-related hospitalizations
directly result in increased foster care entry [8], and sub-
stance use factored in 9.5% of all abuse cases and 12.5% of
all neglect cases [9]. Child welfare caseworkers estimate
that 40—80% of parents on their caseloads have problems
with substance use and affected children are more likely
to enter foster care [10-12].

These trends are especially relevant in Ohio, with one
of the country’s highest rates of heroin and synthetic
opioid-related deaths [13]. In 2017, the opioid-related
death rate of 46.3 per 100,000 people was more than
double the national rate of 13.3 [13]. According to the
Public Children Services Association of Ohio [14], the
number of children placed in custody increased by
13.5% between 2016 and 2018. In 2018, parental sub-
stance use accounted for 50% of children in state cus-
tody, with nearly half (28%) due to opioid use [14].

It is essential that families impacted by parental sub-
stance use have access to evidence-based treatment and
supports to promote family unification. Although the
need for evidence-based treatment is evident, barri-
ers to care have resulted in unmet needs [15-17]. One
of the most prevalent barriers is the lack of access to
substance use treatment programs [15-19], and trans-
portation was of particular concern [16, 17, 19]. The
emotional turmoil from the shame and stigma associ-
ated with substance use also contributes to affected
parents not seeking or receiving treatment [16-19]. In
addition, financial barriers, including lacking insur-
ance or insurance coverage, kept some from treatment
[16, 17]. Not being ready to stop substance use has also
been identified as a barrier to treatment [16, 17]. Fur-
thermore, the fear of legal consequences prevented
some from seeking and engaging in treatment [19].

The Enhancing Permanency in Children and Families
(EPIC) program is a collaboration between the [details

omitted for double-anonymized peer review] College of
Social Work, two child welfare agencies in central Ohio,
two juvenile courts, and local behavioral health services
(BHS) providers specializing in addiction treatment
and recovery. EPIC’s cross-system collaboration seeks
to support parents with substance misuse by reducing
barriers to treatment and engagement by implementing
four evidence-based and informed practices to reduce
abusive and neglectful parenting, reduce parental
addiction severity, and improve safety and permanency
outcomes for families involved with the child welfare
system due to substance misuse [5]. To coordinate ser-
vices, each family is assigned a caseworker who assists
the parent(s) with selecting services. The program has
served 102 parents and 151 children through 4 years of
implementation. The overall case flow into EPIC is pro-
vided in Fig. 1.

EPIC program interventions

The EPIC program offers interventions to address paren-
tal addiction and problematic parenting, with alternative
judicial support and peer mentorship. Each interven-
tion has evidentiary support, and EPIC allows families
involved in the child welfare system to choose which
interventions to engage, with their child welfare case-
worker coordinating services [20] at no cost to the
participant. The evidenced-based and informed treat-
ments (EBTs) are 1) Medication for Opioid Use Disor-
der (MOUD); 2) Nurturing Parenting Program (NPP); 3)
Family Treatment Drug Court (FTDC); 4) Peer Recovery
Support (PRS).

Medication for opioid use disorder

MOUD has been found to improve treatment reten-
tion and at least double opioid-abstinence outcomes
in randomized controlled trials compared to placebo
or no medication [21]. MOUD reduces the physiologi-
cal symptoms of opioid withdrawal without providing
the euphoric state from using opioids [22]. The use of
MOUD was also associated with reduced justice system
involvement and increased life expectancy [23]. Despite
evidence supporting the effectiveness of MOUD in pro-
moting treatment and sobriety, the lack of available
MOUD treatment programs [22, 24] significantly limits
access and the number which can be treated. Addition-
ally, the stigma attached to SUD and the use of medica-
tion to treat addiction creates a barrier to treatment that
can be amplified in rural areas [24].
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Within first seven days of child
welfare involvement, parents
complete UNCOPE assessment.

A score of >3 is eligibility threshhold (a 1. EPIC
positive substance screening also

provide eligibility) 2. Treatment as usual

Fig. 1 EPIC Enrollment Steps [20]

Eligible parents are offered:

3. Other available programs

*UNCOPE is a universal screening tool used in the United States for substance use in child welfare families?

EPIC participants offered:

1. Peer recovery supporter (PRS) with
lived experience with both child
welfare and addiction and recovery

2. Incentivized family treatment drug
court (FTDC)

3. Medication for opioid use disorders
(MOUD)

4. Nurturing Parenting Program (NPP)
relational skill building program - also
offered to kinship caregivers

Nurturing parenting program

The NPP was designed for child welfare-involved fam-
ilies to teach parents positive interaction skills, emo-
tional communication, and consistent discipline with
their children with the opportunity to engage their
new skills with children during training [25]. Mul-
tiple studies have found NPP effective for improving
parental attitudes and knowledge and reducing child
maltreatment [26]. However, the lack of randomized
control trials and research of the model for special
populations means that the NPP is not considered
an evidence-based practice and is rated a promising
practice [27]. The most recently published NPP study
continues to support the effectiveness of NPP in pro-
viding parenting changes that promote improved par-
enting, and parents also had decreases in child welfare
system contact and were satisfied with their NPP
experience [28].

Family treatment drug court

FTDC involved a collaborative approach with a multi-
disciplinary team of judges, attorneys, child protective
services, and mental health and addiction treatment
professionals coordinating services to promote parental
sobriety and child safety [29]. Analysis of multiple stud-
ies of FTDC found that families participating in FTDC
were more likely to achieve reunification and not have
an increased risk for future child welfare involvement
[30]. For example, a recent study of FTDC in a rural set-
ting found that the likelihood of family reunification and
permanency were 170 and 58%, respectively, than a com-
parison group that did not participate in FTDC [31]. The
success of FTDC has spurred growth such that there are

approximately 500 FTDCs in 48 states, Guam, and the
District of Columbia [32].

Peer recovery support

PRS provided the assistance of someone with lived expe-
rience with substance use disorder who has achieved
long-term recovery to establish a caring relationship with
peers to connect peers to resources and provide sup-
port, motivation, and hope [33]. The use of PRS has been
shown to positively impact engagement in MOUD treat-
ment [34], faster initiation of treatment, and increased
engagement and longevity of MOUD treatment for par-
ents involved in the child welfare system [35]. Research
has also found improved engagement in drug court and
reduced rearrests for FTDC clients who also have PRS.
In addition to maintaining long-term recovery, peers
complete certification training to provide PRS; the
United States has over 30,000 peer recovery support-
ers [36]. Peers in long-term recovery experienced with
SUD, FTDC, and child welfare provide PRS for the EPIC
program.

EPIC’s interventions align with the desires of policy-
makers to increasingly apply evidence-based treatments
(EBTs) in child welfare systems to increase the quality of
care and treatment effectiveness [37]. While interven-
tion evaluations are critical for determining effective-
ness, it is equally important to understand the context
of interventions. Evaluating ongoing implementation
efforts has the added benefit of identifying and address-
ing barriers to improving the delivery of programs to
fidelity. The purpose of the current study was to identify
barriers and facilitators to the implementation of and cli-
ent engagement with the main components of the EPIC.
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Specifically, we assess stakeholder perceptions related
to each component as follows: 1) recruitment, match-
ing, and retention of peer recovery supporters; 2) FTDC
participation and support of clients; 3) access to and
engagement with MOUDs; 4) utilization of the NPP; 5)
stakeholder perceived client engagement with the EPIC
interventions. The interviews could provide insight into
barriers, facilitators, and perceived levels of engagement
to inform ongoing program implementation and future
attempts to implement EBTs in child welfare contexts.

Methods
The research followed the consolidated criteria for
reporting qualitative research (COREQ) [38]. Additional
file 1: Appendix A provides the completed COREQ
checklist.

Study participants

The EPIC intervention was offered in Fairfield and
Pickaway counties, two neighboring counties adja-
cent to a major population area in Ohio. The counties
share the characteristics of being similar in geographic
size, household income [39], and predominately farm-
ing communities (rural), with each having one census
area with over 10,000 people [40]. Both counties also
have similar poverty levels, with poverty percentages
of 9.4 for Fairfield and 11.7 for Pickaway [41]. However,
Fairfield County has a population of over 150,000, with
87.4% White compared to almost 60,000 and 93.7%,
respectively, for Pickaway County [39].

A convenience sample of 22 key personnel was invited
by email to participate in the study and represented
four of the five stakeholder populations: 1) child welfare
administration; 2) child welfare caseworkers; 3) PRS; 4)
BHS clinicians. All personnel involved in EPIC in both
counties were invited to participate, and 17 agreed to
participate (Table 1). Of the five that declined participa-
tion, one had left their agency, three were transitioning

Table 1 EPIC process evaluation participants
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out of their agency, one was on leave before and during
this study, and all were from Fairfield County; however,
data for the positions of these five were captured by the
participation of the replacement and individuals holding
the same positions. Participants were White (100%) and
predominately female (94%). As shown in Table 1, each
position has at least two participants and represents the
majority of personnel involved in EPIC. Unfortunately,
the fifth stakeholder population of FTDC personnel was
unavailable during interviews to participate in this study.

Data collection procedures

Headed by the lead author, a team of three social work
students conducted in-person, one-on-one semi-struc-
tured interviews beginning late October 2019 through
early February 2020. All interviews took place in the
offices of child welfare or BHS agencies. Participants
provided written informed consent and agreed to the
audio recording of the interview; the interviews lasted
approximately 1 h. The EPIC project director developed
the interview guide to reflect the efforts of each stake-
holder as described in the EPIC protocol, case flow of
program enrollment and engagement, and memoranda
of understanding. Questions were structured to elicit
information concerning barriers and facilitators to com-
ponent implementation and client access and engage-
ment, as well as overall perceptions of each component.
The guide was reviewed for appropriateness and com-
pleteness by the entire research team involved in EPIC
project efforts and, thereby, had detailed information
about stakeholder EPIC actions and responsibilities.
Interviews began with questions related to recruitment,
enrollment, and engagement in the program as a whole.
All stakeholders were asked questions about EPIC train-
ing (readiness) and implementation. Stakeholders were
also asked a series of open-ended questions specific to
their role in EPIC and serving their population. Child
welfare administration and child welfare workers and

Child Welfare Partners Fairfield County Pickaway County Total Percent of Total
EPIC Personnel per
Position

Child Welfare Administration 1 2 3 60%

Child Welfare Supervisors 2 1 3 100%

EPIC Caseworkers (Child Welfare) 4 1 5 83%

Peer Recovery Supporters 3 1 4 80%

BHS Partners® Ohio Guidestone Integrated Services

BHS Supervisors 1 1 P 67%

Total M 6 17 77%

? Behavioral Health providers specialize in addiction treatment and recovery and serve both counties
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supervisors were asked questions about implementing
the four interventions and the barriers and facilitators
to client engagement. Service providers administrators
were asked about the Nurturing Parent Program. Fur-
ther, PRS were asked about their client interactions and
detailed questions about client engagement with FTDC
and MOUD. Caseworkers and PRS were also asked
about collaborating with clients and with each other.
Additional file 2: Appendix B presents the complete
interview guide.

Data analysis

Interviews transcriptions and field notes were reviewed
and independently thematically analyzed by two authors
using ATLAS.ti [42]. The authors identified significant
phrases from each transcript about participants’ experi-
ences to formulate meanings. These meanings (codes)
were clustered into themes allowing for the emergence
of patterns common to all participants’ transcripts [43].
After coding all data, the authors created a table via
Microsoft Word to facilitate data interpretation. Rel-
evant quotes were selected, and naturalistic generaliza-
tions were summarized during team meetings among all
authors.

The sample size of 17 interviews falls within the find-
ings of the Hennink and Kaiser [44] of needing 9-17
interviews to reach saturation. In addition, the approach
recommended by Guest et al. [45] was followed to
determine the adequacy of the sample size after data
collection. The Guest et al. method involves first setting
a new information threshold and establishing a base size
to represent the minimum number of interviews to pro-
vide the base of information already gained on which to
compare. For this study, the new information thresh-
old of zero was selected and the base size set at five

Table 2 Saturation assessment
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interviews — one from each stakeholder category. The
next step is to determine the run length or the number
of interviews to compare to the base for new informa-
tion. The run length was set at five, and interviews were
selected from the other county for each stakeholder
category that was not included in the base. Qualita-
tive analysis of the base resulted in the emergence of 17
codes (Step 1). The 17 codes encompass all four inter-
ventions as well as the EPIC program implementation.
The run did not result in additional codes, but did result
in the final code inclusion for each stakeholder group.
According to the Guest et al. method, data saturation
was reached with the base interviews, making the sam-
ple size of 17 interviews more than adequate. Table 2
shows the saturation assessment.

Results

The results of our thematic analysis are summarized in
Table 3, with Table 4 providing a detailed summary of
themes by intervention. The findings, supported by par-
ticipant quotes, are provided below for each program
component — PRS, FTDC, MOUD, and NPP. For ease of
reading, fillers and false starts (e.g., um, you know) were
removed from quotes except where needed to maintain
meaning.

Barriers

The participants provided client barriers that were uni-
versal to the EPIC program as well as specific to the indi-
vidual interventions within the program. In addition,
barriers related to the implementation of the programs
were also discussed. Both client barriers (e.g., transpor-
tation) and implementation barriers (e.g., lack of service
providers) ultimately affected client engagement.

Interview number 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 Total
New codes (base) 10 1 4 2 0 0 0 0 0 0 17
New codes (run) 17 0 0

% change over base 0% 17

Table 3 Summary of themes

Implementation Barriers

Implementation Faciliators Client Engagement Barriers

Client Engagement Facilitators

« Relationships and Previous Experiences
« Control of PRS Employment
« Lack of MOUD Service Providers

« Relationships
- Structure and Stability

+ Transportation

- Mandatory Child Welfare Involvement

« Relationships and Previous Experiences
« Lack of MOUD Service Providers

- Parenting Intervention Unnecessary

« Relationships
- Structure and Stability
- Incentives
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Peer Recovery Support (PRS) Family Treatment Drug Court

Medications for Opioid Use Nurturing Parent Program (NPP)

(FTDCQ) Disorders (MOUD)
- Facilitators - Facilitators - Facilitators - Barriers
° Impactful relationships with ° Provides structure ° Use shows motivation ° Sobriety efforts take precedent
clients ° Provides accountability & support  ° Stabilization ° Not valued

° Relationship with judge
° Incentives

- Barrier

° Court viewed as punitive

° Connect caseworkers to clients
° Provides purpose to PRSs
- Barriers
° Maintaining boundaries
° PRS turnover
° Matching PRS and client
° Not employed by child welfare

Other Barriers to Engagement - Transportation
- Client resistance
° EPIC program not voluntary

° Client not ready for change

- Barriers ° Redundant with FTDC
° Knowledge of MOUD
° Availability of providers

° Preference for Subutex

° Client animosity toward child protective services

Transportation

The most discussed universal barrier to treatment for
both counties was the lack of transportation. Transpor-
tation impacted clients’ ability to get to FTDC and keep
meetings with protective services and service provid-
ers, thus affecting every EPIC intervention except PRS.
Although PRS provided transportation to clients for
EPIC-related services, caseworkers reported that lack of
planning added to transportation problems:

Transportation is a bit of a barrier here. Just
because...our public transportation system is not
reliable. So, if you live in Circleville, a lot of the cli-
ents could walk, they just don’t want to. So trans-
portation gets to be an issue, but the people that we
work with, our peer mentors are great at getting our
clients to where they need to be. It’s just them using
the resources again. If you reached out to the peer
mentor, wed get your ride. It’s just they wait to last
minute to call.

Another caseworker added:

A lot of it is transportation, or just not remembering
their appointment. We've given ‘em planners. We've
given ‘em reminders. So a lot of it is just not them
utilizing their resources to get a ride...not telling me
when the appointment is so I can schedule one for
them. That’s really the only barrier, because they’re
really good at rescheduling for em. If they do miss
it, and then it’s again, just not telling me when the
appointment is.

Mandatory child welfare involvement
Being involved in the child welfare system was not a
choice parents make; it arose when the well-being of

children was at significant risk. If parents wanted to keep
or regain custody of their children, they had to navigate
the child welfare system and meet change milestones.
Caseworkers explained how this forced involvement with
child welfare caused client resistance to treatment and
a lack of client buy-in. One caseworker described this
resistance and the need for additional efforts to promote
client acceptance:

They keep on saying, well, EPIC isn’t voluntary.
And I'm like, yes, to a certain extent, compliance
is a big thing. So you want to ask them if they’re
going to actually stick with it, so I'm not hunting
down people week after week after week who are
hiding from me, who really don’t want to be in the
program, but you just said you're gonna be in it...
A lot of them are grateful and didn’t realize that
there were these services provided for them. Eve-
rybody has a stigma. Children Services coming in,
taking your child. So letting them know we'’re here
to work on this one on one, really working on what
your needs are.

This caseworker further explained that lack of client
engagement in child welfare services occurred when cli-
ents did not acknowledge problems and, therefore, were
not ready to begin working toward sobriety, saying, “I
think a lot of it’s just the readiness piece, just denying that
there’s any substance abuse disorders or any substance
abuse problems”

Relationships and previous experiences

It was not unusual for clients to have had previ-
ous experience with the child welfare and court sys-
tems. These previous experiences resulted in some
clients having adversarial relationships with children
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protective services caseworkers that presented barriers
to client engagement in EPIC. In addition, prior court
experience left many clients regarding the courts as
punitive, causing them not to be interested in FTDC.

Resistance was noted when clients did not consider
the caseworker and EPIC interventions as allies. As
explained by a caseworker, it was difficult to engage
clients when in addition to not being ready for change,
they view EPIC interventions from a combative, instead
of supportive, stance:

Some people just aren’t ready to be sober, and
that’s just one of the barriers. It’s nothing that any
program can really help with. Sometimes I think it
just primarily is they don’t want to be sober...The
ones that I have in the program, and...have been
engaged, stay engaged, because they really want it
and they understand all the resources.

A PRS also found that some clients viewed protective
services as the “enemy” As a result, this PRS empha-
sized the need to educate clients about the purpose of
child protective services and EPIC:

And even with CPS (child protective services),
because everyone has this [idea] that they're the
enemy. They wanna take my kid. That’s the last
thing they wanna do... it’s a lotta paperwork and a
lot of—They don’t wanna do that, you know. And,
so once I came into this and really saw, we have
a really good protective services. They're so awe-
some, and people end up seeing that. They really
do, but they have had a bad experience in the past,
because it used to be that way, so I think that peo-
ple’s views are really changing.

Previous experience with the court system made
some clients uneasy about participating in FTDC and
often required persuasion by caseworkers and PRS. A
PRS discussed the additional effort needed to help cli-
ents reframe their understanding of court systems:

A lotta times the participants are just hesitant
about the word ‘court] period. They've not had
the best experience in court always...but one of the
selling points I would always make...is that this is
an opportunity to go in front of the magistrate and
really show progress, like, every week, and then it
goes to two, then three, rather than only once every
3 months. And I always sold it as a real opportu-
nity to establish that professional relationship with
the magistrate and the court people.

Relationships also affected PRS-client assignment.
Caseworkers explained that screening and matching
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participants with the appropriate PRS could be chal-
lenging and impact client engagement, especially in a
small town. For example, one caseworker described
these challenges due to the popularity of a PRS peer:

Shannon* knows everyone, so that can be a prob-
lem sometimes. And it depends on how she knows
them. As soon as the name’s mentioned, she’s like,
oh, I know them. Well, how do you know ‘em? We
have to go through that whole—Like, it’s every
time. She is also, I think just a few years into sobri-
ety, where I'm 10, so I'm very far removed from
that world. (*name changed)

Furthermore, participants sometimes refused to be
matched with peers with whom they did not identify.
For example, one caseworker reported one participant
saying, “I'm not working with a male” A second case-
worker related that when a peer recovery supporter
declined to be matched with a client, “She’s like, I don’t
have anything in common with this guy.”

The well-being of PRS, ability to support clients, and
job retention somewhat depended on their interactions
with clients. The ability of the PRS to develop support-
ive relationships with clients and use their experiences
navigating the child welfare and court systems to
help clients do the same defined the PRS role. How-
ever, establishing and maintaining healthy emotional
boundaries was challenging, and their clients’ strug-
gle with sobriety and desire to be with their children
can transfer to the PRS. When PRS could not maintain
those boundaries, their own sobriety was at risk. A PRS
describes one such situation:

So she has her kids back. It’s crazy though, so I
need to talk to someone today about it because her
kids are - ooh, it’s rough. I don’t know... I'm wor-
ried for her because I think I would use in that -
I mean, it’s, — that’s weighing heavy on me today.
Oh, I take it home. I really do, and I try so hard not
to, but man, it’s hard.

A final barrier that arose from previous experience
was clients’ belief that the process of accessing ser-
vices was complex and the services themselves were
complicated. A caseworker explains this phenomenon
regarding MOUD and the need to counter this belief to
encourage client engagement in treatment:

You don’t really have to do anything more. Like, 1
don’t know if they—there’s a stigma or this thought
that they have to do all this— jump through all
these hoops to get their medication. And I'm like,
no, you don’t have to really do anything more than
what you're already doing.
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Control of PRS employment

County caseworkers expressed that having PRS employed
and managed by BHS agencies created barriers to imple-
mentation and increased disruptive PRS turnover. A
caseworker relayed how having BHS agencies, instead of
child welfare agencies, employment of PRS created insta-
bility, discontinuity of service, and added stress:

I've had a lot of issues with this. When I started we
had two peer mentors who, I guess EPIC gave the
money to [BHS agency], and so the two peer men-
tors were through [BHS agency]. Everything was
going really well. Loved our peer mentors. Well then,
they kind of went and just told one of the guys you're
part-time the day before. So, then it kinda—we were
down to one and a half peer mentors that me and
the [another program] worker were sharing. So then
they decided to divvy them up. The one would go
with [another program], one would go with EPIC.
That was working until the one peer mentor was like,
no, I'm not gonna do this anymore. So then we were
down to one peer mentor, sharing EPIC and [another
program].

Another caseworker reiterated the challenges to case
management and client stress related to turnover rates
and matching PRS to clients’ needs.

It’s been difficult with the peer mentors. And I know
the peer mentors have had some stress about it. Like
they don’t understand their job title, because they
keep switching around so much. So I don’t know...
And I know my clients are better with it, cause now
they've gone through three different peer mentors.
They’re like, “So who am I supposed to be calling?”

Relationships of caseworkers with PRS and PRS with
clients were tenuous and affected providing continu-
ity of care. County caseworkers were frustrated by the
investment of time in training and building relationships
with PRS when disrupted by staff turnover and novice
replacements. These changes also interfered with client-
PRS relationships and caused client setbacks, feelings of
abandonment, and treatment disengagement. One case-
worker stated:

So now I'm just paired with this new peer men-
tor who has never done this before. She just started
probably 3 weeks ago. So now I'm on top of trying
to take care of all my cases, I'm trying to train her.
And she just follows me around everywhere I go, so
it's kinda stressful. We had such a good role going
with the other ones... So we were on a great roll and
then we've had this disruption, where we're kinda
trying to get back into the swing of things. I'm, still
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confused on her purpose... It's been difficult with the
peer mentors. And I know the peer mentors have had
some stress about it.

Lack of MOUD service providers

Caseworkers and PRS commented on how the lack of
MOUD service providers interfered with client engage-
ment in the MOUD intervention and with the supervision
of services by caseworkers when clients find their own
MOUD providers. One caseworker discussed the chal-
lenge of case management when clients opt for MOUD
through service providers not connected to their agency:

I know some of my clients go to some strange places
for MOUD, where I don’t [know] where you found
these people? But it's hard to communicate with
those people as well, because some of the treatment
providers are like, nope, they didn’t sign a release
here or they won’t call you back. So it’s just difficult
all around with every treatment provider.

The lack of available MOUD services made clients’ pro-
gress toward sobriety more difficult. A PRS stressed the
importance of accessing MOUD within the clients” win-
dow of readiness to support their addiction recovery:

I would have to say one of the barriers is getting
people in fast enough. Because if you don’t have
someone stabilized, they’re not gonna, I mean, we're
pretty good about it. Not [BHS agency]...I hate to say
it, but they kind of—they don’t run their end because
they’re not getting people in fast enough at all, and if
they do, it’s in Chillicothe or Columbus, which, I'm
willing to do that, take them, get ‘em in, but the case-
workers just stop referring people there because they
couldn’t meet the need. So I think it’s gotten a little
bit better. We have another prescriber now. I think
that’s gotten better, but you gotta be fast with that.
I mean, that’s gotta be quick if you want someone to
really quit.

Another issue challenging client engagement is the
lack of MOUD providers that dispense Subutex.

A PRS explained that clients often prefer Subutex to
Suboxone as it does not contain naloxone and therefore
does not block the opioid euphoric effect. Furthermore,
this peer recovery supporter warned that Subutex has a
street value that may encourage misuse:

One of the issues I see with a lotta people are they
want Subutex...Suboxone has naloxone in it, and
that is the blocking agent, and then just straight
buprenorphine is, like, the craving part of it. That’s
a problem...They only come in pills, not films, so high
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abuse rate - selling. I think that they go for more on
the street, is what I hear, so that's a problem...But I
have a lotta people on it, and...they don’t need to be
on it... people go to cash doctors, because they’ll give
them the Subutex when they have Medicaid, and
I wanna pull my hair out. I'm like, no. And it’s an
hour away. No, right here, Medicaid, go. Yeah, that’s
part of their addiction. It's being in control, and
they’re not willing to let go of.

A county caseworker detailed the challenge of clients
shopping MOUD providers looking for Subutex:

I think the challenge that we have is that there’s some
people that go outside of those service providers, that
the cash-only type things, and we really encourage
people, — I don’t know if it's a control thing for some
people. They're like, this is how I've always done it.
You can’t tell me what to do kinda thing... And 1
think people like these cash doctors will give them
the Subutex as opposed to the Suboxone. But now
I've had a couple of people that their cash doctors
are not giving the Subutex anymore.

Parenting intervention unnecessary

Both counties reported that their clients had little inter-
est in the NPP relational skill building intervention.
Instead, clients prioritized sobriety-related activities and
considered the NPP to be an unnecessary burden that
detracted from attending to working toward sobriety. Cli-
ents also thought the NPP to be redundant; a caseworker
explained that the FTDC program already incorporated a
parenting class as part of the process, so a separate inter-
vention was not necessary:

I don’t have a lotta people in it ...The only thing I can
say about that is I know, in FTDC, once you're in step
three, you have to have some type of parenting class, so
1 feel a lotta people will do that. Once my people move
up further because it’s the easiest one to do because it’s
already linked with someone that they know.

Another caseworker provided a different issue contrib-
uting to parents not engaging with the NPP program -
some parents felt they already knew how to parent their
children properly:

I think that they feel like they know how to raise
children, that they don’t really need that extra sup-
port, that extra help. I always just approach it as,
well, this is just trying to help you, educate you more
about the drug disease and the addiction and how
you can improve your relationship with your adult
child. I haven’t had much success. People just don’t
wanna do it.
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Facilitators

Participants detailed that supportive interpersonal rela-
tionships was the driving force of client engagement. The
structure and stabilization provided by the EPIC inter-
ventions also contributed to implementation and client
treatment involvement. Some participants also found
that clients were motivated by incentives offered by the
EPIC program.

Relationships

Although existing relationships clients had with child
protective services and courts presented barriers to cli-
ent engagement, the positive, supportive relationships
fostered among the EPIC stakeholders and clients dur-
ing the EPIC intervention proved the greatest strength
in promoting client engagement. Clients had not had a
PRS before, which made it easier to develop those rela-
tionships. However, more effort was needed to encourage
clients to engage with FTDC and the support provided by
the judges.

Caseworkers universally viewed PRS as a strength of
the EPIC program. For example, a child welfare admin-
istrator stated, “I think the peer recovery coaches have
made quite an impact” PRS have the lived experience of
child welfare and court involvement that allowed them to
connect with families at a deeper level. The administrator
further explained:

When we first started all this... I didn’t know how
successful it would be. You hear that it's worked
in other states, but, you know, is it really gonna
work here? And it’s been a great process. Our
caseworkers can say the exact same thing that the
peer recovery coach says word for word, but there’s
credibility in the peer recovery coach saying it
because they’ve been down that path. I think it’s
very good.

Caseworkers viewed PRS as a valuable resource that
bridged the gap between child protective services and
the reality of being a parent with an addiction trying
to unify their family. One said, “I feel that we work well
with our peer mentors, that we rely on them a lot to
make those connections with the families” Others ech-
oed this sentiment, explaining that PRS’ struggles with
addiction and child welfare involvement give them the
legitimacy and ability to help families navigate both sys-
tems while also serving as a source of support in cop-
ing with the emotional turmoil brought on by these
circumstances.

Recognized as the most critical component of the EPIC
program, PRS well-being, and job commitment are cru-
cial. Although client engagement could be detrimental
for some PRS, others reported that working with EPIC
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participants was beneficial. They felt a sense of purpose,
knowing they could leverage their past experiences to
help others. One PRS discussed how the role of the PRS
in EPIC removed the stigma of addiction for the PRS and
showed clients the other side of addiction:

I think the whole program is great. I think this is
an amazing thing. Um, I think that, for too long,
the one—the addicts, the ones of us that would get
passed addiction and would go on and lead fulfilling
lives, we always had this secret in our back pocket
that we didn’t wanna anybody to know about, and
that has—it’s kind of gotten rid of that. It’s okay to
say, “Yes, this is part of my life, and I—and this hap-
pens, and I did this. But, look, I'm okay” And-and
I—and by being able to be okay and be open about
it, we're making it available to so many more people,
and so I think it’s an amazing thing. It's an amazing
thing. I really do.

Another PRS explained that her negative perception of
county child protective services changed throughout her
work and made her better positioned to help clients:

Once I came into this and really saw we have a
really good protective services. They're so awesome,
and people end up seeing that. They really do, but
they have had a bad experience in the past because
it used to be that way, so I think that peoples’ views
are really changing. When we got the case, they said,
‘oh, they’ll never work services. We're just gonna
take permanency.” And they have a brand new baby,
seventh baby, and they got their other baby back in
the home, and they see their other kids. So it’s just—
yeah. Like, it melts my heart. It really does. They're
getting ready to close, too. The case is about to close.

Additionally, a third PRS found the benefits of build-
ing supportive relationships with clients and sharing
experiences by being a PRS so personally helpful that she
encouraged a client who successfully completed the EPIC
program to become a PRS:

I do have a client that finished the program, and I
got her a job. She’s gonna be a peer mentor. I know,
right? That’s pretty cool. ...I thought shed be a great
peer mentor. She brings a great story. A different,
good complement to what is already here.

The interpersonal relationships clients built with
FTDC judges also motivated client engagement. Case-
workers noted that EPIC and FTDC provided an
opportunity for clients to develop positive, supportive
relationships with authority figures clients may not have
otherwise had:
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1 think the benefits are keeping them engaged. Going
in front of the judge weekly, we stress it. Like this is
your time for the judge to get to know you, and your
strengths, and what you're doing well. They really
enjoy that, because they do get a different bond with
a judge that they wouldn’t have in normal court...
and he says it to ‘em too, like this is your time to voice
your concerns when you're afraid to with all your
attorneys here... they get time with their kids more
often, and get to increase that, and they see reunifi-
cation happening way sooner. And I think that keeps
them very motivated in this whole process.

Structure and stability

Coordinating multiple interventions through child pro-
tective services to support parents through family uni-
fication and sobriety was considered advantageous for
clients. The EPIC program structure allowed casework-
ers to more effectively connect clients to mental health,
medical, and legal supports that all worked together.
The EPIC program’s approach to care promoted client
engagement by being responsive to clients’ needs. One
PRS remarked about the efforts put forth by one county
to engage parents and encourage sobriety and family
unification:

XX County is very big on whatever it takes. Um,
CPS, the courts, they're all—I mean, everyone’s on
the same page. They don’t really care what it is,
whatever we have to do to get you there, um, which
is a beautiful thing,

The structured framework provided by FTDC was
praised for giving clear metrics for completing case plans
and eventual reunification with children while reducing
the barrier of the legal consequences of parental sub-
stance use. For example, one caseworker described the
court process and how the expectations of the judge
encouraged clients to take responsibility for their experi-
ences and progress:

.. we make our referral to the court coordinator...
then she (court coordinator) will do the initial inter-
view with them to make sure that they are a fit for
the program. Once she decides that they're a fit for
the program, they have to sign off with their attor-
neys, and then they’ll start.

They have a strict program they have to follow. They
go to three A.A. or N.A. meetings in the first phase
a week. They have to meet with me. They have to
meet with their counselor and peer mentor, as well
as random drug screens... And they do two of those
a week...and a lot of the times if they've missed a
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phone call or miss a drug screen, they write a paper
on accountability, and we've even sanctioned all
the way up to jail time for noncompliance with the
program... Once they're in it, though, they seem to
thrive and understand the accountability part and
enjoy the rewards from it.

Some of the barriers are just clients are scared of the
sanctions, which I completely understand. At the
beginning, if they’re not completely engaged, they're
hesitant. I have noticed after the case is open for a
while is when they start thinking, this is probably the
better option for me, because they haven’t done any-
thing in the first couple months. And then the judge
is kind of on ‘em, like you're coming to the end of the
time we allow for you. So the only real barriers is
just themselves not being ready or the sanctions that
comes with it.

Another caseworker discussed how FTDC provided a
stabilizing, supportive experience for clients:

I think that our family court is very helpful, that it
wraps those supports around everybody,—our family
court has a case manager that works directly with
the family, gives us updates. I think the families that
report back to me that like family court, that it’s all
very positive. It’s not like a punishment or sanction
driven.

Another intervention, MOUD, provided structure
through medication control and testing. Because of this
increased oversight, caseworkers considered opting into
MOUD a positive indicator of clients’ level of motivation
and engagement to achieve sobriety.

We leave it up to them for MOUD....I mean I don’t
stress it with ‘em. I do make sure that if they enroll
in MOUD that we are keeping track of their pre-
scription. But really, I mean if they’re in the pro-
gram, they’re pretty consistent with going to those
appointments, and because they know they're
gonna be screened twice a week [laughter] and they
should have that in their system. So, we don’t have
to encourage them too much about being consistent.

A second caseworker explained that stabilization while
receiving MOUD was the primary motivating factor for
client engagement.

I feel like engagement isn’t an issue in that section
because getting their MOUD services is what'’s help-
ing them stay clean for the most part, and most peo-
ple if they want a referral are gonna want to do it.
So, 1 feel like it’s different than like, “Hey, go do a
drug screen today,” because that’s not something that
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most people wanna do, but the MOUD services are I
would say.

Incentives

FIDC encouraged client engagement by incentivizing
clients to participate and meet goals. A PRS describes
how the court set weekly goals, and clients received vari-
ous incentives for meeting goals and a continuation of
goals not met:

They have all these incentives that they do for—I
mean, every week, each, like—so I have three peo-
ple that are in it now. Every week, they’ll have a goal
that they have to meet, and if they don’t meet it,
then we'll try again next week. If you do it—if you
do meet it, then they get an incentive, whether it’s a
gift card or, like I said, family pictures being done, or
there’s board games for kids, I mean, like, all differ-
ent things.

In addition to various items, financial incentives were a
part of FTDC. One caseworker spoke to the motivation
provided by the financial incentive to participate in drug
court under EPIC:

..we've had a lotta people that have had a bad
experience. Because before, the judge would sanc-
tion, send ‘em to jail. Now, they don’t do that. For
me, an outsider looking in, I always tell people, it's
more support. And I hate to say, like, financially, but
there is financial help there. Like, take it. You need
it. You're checking in once a week for a couple weeks.
Then once every 2 weeks, and you have this support,
and they are really supportive. Like, I get a little
jealous sometimes. I'm like, man, can you pay a bill
for me, you know. It's super supportive.

Discussion

In the present study, we aimed to identify barriers and
facilitators to the implementation of and client engage-
ment with the main components of EPIC and to iden-
tify lessons learned to improve the delivery of the EPIC
program. Specifically, we assess stakeholder perceptions
related to each component as follows: 1) recruitment,
matching, and retention of peer recovery supporters; 2)
FTDC participation and support of clients; 3) access to
and engagement with MOUDs; 4) utilization of the NPP;
5) stakeholder perceived client engagement with the
EPIC interventions. We interviewed 17 stakeholders -
child welfare and BHS providers, front-line caseworkers,
and PRS working directly with EPIC participants — from
two counties in a Midwestern state. Participants detailed
barriers and facilitators to engagement in treatment.
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Participants agreed that transportation presented
a significant barrier to client engagement. This chal-
lenge, which aligned with findings from other studies
[16, 17, 19], caused clients to miss FTDC and MOUD
appointments and meetings with caseworkers and PRS.
Missing appointments could delay treatment and have
consequences in court. PRS were instrumental in help-
ing participants overcome transportation challenges
to meet EPIC program obligations and support basic
needs such as grocery shopping. However, clients not
providing timely transportation requests or remem-
bering appointments continued to be a problem. PRS
related that improving communication among case-
workers, PRS, and clients about scheduling in advance
would improve their ability to support transportation
needs of participants.

Similar to other studies [16, 17], client resistance
impeded client engagement and service delivery. Invol-
untary child welfare involvement fostered client resist-
ance, particularly for clients who did not acknowledge
they had a problem and were not ready to address sub-
stance use. Prior adversarial and punitive experiences
with child protective services and the court also contrib-
uted to client resistance to engagement in EPIC interven-
tions. PRS were instrumental in educating clients on the
intent of the EPIC interventions, especially the difference
between FTDC and other courts clients have experi-
enced, to help clients realize the value of engaging in ser-
vices. Caseworkers and administrators further explained
that because PRS have shared experience navigating
addiction treatment and child welfare systems, they com-
municate information and engage participants in a way
that caseworkers are unable.

In addition to navigating the multiple systems par-
ents with substance use encounter, EPIC PRS helped
participants work through the emotional turmoil from
the stigma and shame associated with parental sub-
stance use [16—19]. This revelation aligns with previous
research showing that PRS are likely to relate better to
challenges that parents face and, as such, offer them a
hopeful outlook [46]. However, the critical support
provided to clients through positive relationships with
PRS was at risk as implementation barriers limited
PRS service delivery quality. There was a disconnection
between BHSs’ management of the PRS workforce and
supporting clients. Caseworkers were particularly vocal
about PSR employment management contributing to
PSR turnover and disrupting the essential relation-
ships between PSRs and clients. Caseworkers argued
they would have improved working relationships with
PRS, there would be lower PRS turnover, and clients
would enjoy better continuity of care if child protective
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services managed PRS employment. Furthermore, case-
workers believed they would employ and retain more
PRS resulting in improved matching of PSRs to clients.

Respondents were also overwhelmingly positive
about FTDC and the additional accountability and
support provided for clients. Successful FTDC partici-
pation involved helping clients overcome their fear of
legal consequences [19], primarily from prior, mostly
punitive, experiences with court systems. This pro-
cess and the resulting ability of the participant to form
trusting relationships with judges echoes similar find-
ings in existing studies. For example, Lens [47] noted
the importance of judges building collaborative and
respectful environments and using empathy and sup-
port to create more therapeutic environments. Thera-
peutic jurisprudence had a positive recovery impact on
participants [48]. The relationships built with judges
and staff allowed participants to tell their stories, feel
respected, and build trust [47, 48] in a way that sup-
ported participants as they developed long-term
recovery and wellness [48]. Furthermore, the financial
incentives offered for participation helped with finan-
cial issues that can be a barrier to treatment [16, 17].

The structure and stabilization provided by MOUD
contributed to client engagement. MOUD promotes
recovery for parents involved with child welfare [49];
however, not all EPIC participants engaged in MOUD.
One issue may have been that EPIC participants were
not aware of the availability of MOUD or thought par-
ticipation in MOUD would be complex and cumber-
some. The most concerning barrier to MOUD was
the lack of available providers, especially when clients
were ready to engage. The scarcity of MOUD provid-
ers was an established problem not unique to the EPIC
program [15-19, 49].

EPIC offered the Nurturing Parent Program (NPP)
to help parents develop parenting and relational skills.
NPP can improve parenting efficacy and lower the rates
of subsequent investigations for child welfare-involved
parents [28]. However, NPP was the intervention par-
ents least engaged. The complexity of dual treatment
of substance use disorders and parenting was not spe-
cific to the EPIC program. The different priorities and
treatment goals presented challenges that prioritized
or sequenced treatment [50]. EPIC study participants
related similar circumstances, indicating that the lack
of NPP engagement may reflect prioritization of sobri-
ety over other identified goals. FTDC also includes a
parenting component, possibly making NPP redundant.
There was also a sentiment that EPIC-involved parents
perceived their substance use as the problem and did
not need parent training.
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Lessons learned and future directions

Relationships were the most critical component to
EPIC client engagement and increased successful cli-
ent sobriety and family unification. Meaningful inter-
personal connections PRS made with clients helped
clients overcome multiple barriers to engagement in
treatment. PRS bridged all of the interventions and
connected with clients at an experiential level that no
other participant could achieve. However, there were
insufficient PRS to meet the demand, and turnover was
problematic. Efforts are needed to increase and retain
the pool of PRS, especially in smaller counties. Further
study could uncover factors that promote and inhibit
those in recovery from becoming PRS. This knowl-
edge would inform recruitment strategies among par-
ticipants who successfully navigate addiction treatment
and child welfare systems. Increasing the pool of availa-
ble PRS should result in improved PRS-client matching
by providing choice among PRS. Investigation of fac-
tors contributing to PRS turnover would provide areas
of change to improve the retention of PRS. This study
also revealed communication challenges and incongru-
ence between the BHS providers that employ PRS and
the child welfare agencies that utilize PRS services for
their clients. Either improving collaboration and devel-
oping shared goals and vision for PRS or transferring
employment management to child protective services
agencies may provide more stability and consistency.

Additional efforts were needed with clients with pre-
vious contact with child welfare and courts as they were
less likely to engage in EPIC interventions. PRS empha-
sized the need to educate clients about the intentions
of EPIC as coordinated support for parent sobriety
and family unification to dispel beliefs that child wel-
fare and court systems are working against parents.
Intentionally assessing clients’ attitudes toward child
protective services and the courts at the start of the
EPIC intervention could better equip PRS, casework-
ers, and judges to combat associated client adversity
and possibly result in earlier and more dedicated client
engagement.

MOUD was a positive stabilizing option for parents
working toward sobriety, but the lack of available pro-
viders was problematic. Clients also had misconceptions
about the complexity of engaging in MOUD treatment.
Providing additional education about MOUD should
help remove confusion about the treatment. Broaden-
ing the network of reputable MOUD providers is more
complicated as EPIC provides funding for MOUD treat-
ment, but adding MOUD treatment providers is beyond
the scope of EPIC. However, continual evaluation of the
county and near-county landscapes for additional repu-
table MOUD providers could increase the number of
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providers that should improve the service delivery and
utilization of MOUD for treating parental SUD.

Limitations

Several study features may limit the interpretation or
generalizability of our findings. First, this study focuses
on the experiences and perceptions of stakeholders
implementing the EPIC program; thus, clients were not
included. The lack of the client perspective to understand
facilitators, engagement, and access may limit the appli-
cability of these findings to other contexts and settings.
Second, we could not interview FTDC staftf directly;
while caseworkers and PRS could speak to this inter-
vention, obtaining this perspective would undoubtedly
increase understating of barriers and strengths from their
viewpoint. Third, the current study exclusively focused
on the EPIC program components. Fourth, the stake-
holders and the participating counties are predominately
White and do not reflect the over-representation of Black
and Indigenous families, and the increasing trend of His-
panic families, in the child welfare system [51]. Therefore,
the findings may not be generalizable to other interven-
tions, treatment systems, or locations. Furthermore, the
affiliation of the interviewers with the university partner
of EPIC may have impacted the participants’ willingness
to discuss experiences openly. However, the interview-
ers were not involved in the implementation project and
did not know the interviewees, reducing the risk of inter-
viewer bias.

Conclusion

EPIC provides a comprehensive collaboration of child
welfare workers, judges, court staff, and peer mentors
that shows promise to help promote parent recovery,
sobriety, and family unification. EPIC centers interven-
tion efforts on positively supporting the needs of the
parent and family while the parent actively participates
in treatment planning and execution. This study high-
lighted that stakeholders perceive the program’s strength
as fostering supportive relationships among the stake-
holders and with clients; further research is needed to
capture the client perspective to understand better how
interpersonal relationships impact client engagement
and outcomes. In addition, the EPIC program will benefit
from continued efforts toward communication, program
education, and peer mentor recruitment and retention to
improve service delivery to these families in need.

Abbreviations

BHS: Behavioral Health Services; CPS: Child Protective Services; EBT: Evidenced-
Based Treatments; EPIC: Enhancing Permanency in Children and Families;
FTDC: Family Treatment Drug Court; MOUD: Medications for Opioid Use
Disorder; NPP: Nurturing Parent Program; PRS: Peer Recovery Support; RSB:
Relational Skill Building.



Shockley McCarthy et al. BMC Public Health (2022) 22:2261

Supplementary Information

The online version contains supplementary material available at https://doi.
org/10.1186/512889-022-14528-4.

Additional file 1: Appendix A. COREQ (Consolidated Criteria for Report-
ing Qualitative Research) Checklist [24].

Additional file 2: Appendix B. EPIC Process Review: Interview Questions.

Acknowledgments

The authors wish to acknowledge the conceptual contributions of Fairfield
County and Pickaway County Children’s Services, Ohio Guidestone, Integrated
Services for Behavioral Health, and the Fairfield County and Pickaway County
juvenile courts. The authors also wish to acknowledge the data collection
efforts of Abigail Underwood and Alexis Frazier.

Authors’ contributions

The authors confirm their contribution to the paper as follows: study concep-
tion and design: K. S. M, J. PW,, and E. D, data collection: K. S. M,; analysis and
interpretation of results: K. S. M. and J. P.W,; draft manuscript preparation: K.
S.M.and J. P W, manuscript review and editing: K. S. M., J. W, and E. D. The
authors read and approved the final manuscript.

Funding

This work is supported by the Administration for Children and Families:
Children’s Bureau [90CU00083-01-00]. The Administration for Children
and Families: Children’s Bureau is not involved in the design of the study,
data collection, data analysis, interpretation of data, or manuscript
preparation.

Availability of data and materials

The dataset analyzed during the current study is not publicly available due
to the protection of participant privacy but may be available from the cor-
responding author on reasonable request.

Declarations

Ethics approval and consent to participate

The Ohio State University Institutional Review Board (IRB protocol number
2019B0311) approved all human subjects study procedures. All methods were
performed in accordance with relevant guidelines and regulations. Partici-
pants provided written and verbal informed consent.

Consent for publication
Participants provided written informed consent.

Competing interests
The authors declare that they have no competing interests.

Author details

!College of Social Work, The Ohio State University, 1947 College Rd N, Colum-
bus, OH 43210, USA. 2School of Social Work, San Jose State University, One
Washington Square, San Jose, CA 95112, USA.

Received: 1 June 2022 Accepted: 2 November 2022
Published online: 03 December 2022

References

1. Eigen L, Rowden DW. A methodology and current estimate of the num-
ber of children of alcoholics in the United States. In: Abbott S, editor. Chil-
dren of alcoholics: Selected readings: National Association for Children of
Alcoholics; 1995. p. 1-21.

2. Takayama JI, Wolfe E, Coulter KP. Relationship between reason for place-
ment and medical findings among children in foster care. Pediatrics.
1998;101(2):201-7 [cited 2021 Aug 10]. Available from: https://pediatrics.
aappublications.org/content/101/2/201.

~

15.

20.

21.

22.

Page 14 of 15

Smith DK, Johnson AB, Pears KC, Fisher PA, DeGarmo DS. Child maltreat-
ment and foster care: Unpacking the effects of prenatal and postnatal
parental substance use. Child Maltreat. 2007;12(2):150-60.

Ammerman RT, Kolko DJ, Kirisci L, Blackson TC, Dawes MA. Child abuse
potential in parents with histories of substance use disorder. Child Abuse
Negl. 1999;23(12):1225-38.

Freisthler B, Maguire-Jack K, Yoon S, Dellor E, Price WJ. Enhancing
Permanency in Children and Families (EPIC): A child welfare intervention
for parental substance abuse. BMC Public Health. 2021;21:780. Available
from. https://doi.org/10.1186/512889-021-10668-1.

Walsh C, MacMillan HL, Jamieson E. The relationship between parental
substance abuse & child maltreatment: findings from the Ontario health
supplement. Child Abuse Negl. 2003;27(12):1409-25.

Radel L, Baldwin M, Crouse G, Waters A. Substance use, the opioid epi-
demic, and the child welfare system: Key findings from a mixed methods
study. 2018 [cited 2021 Jul 13]. Available from: https://aspe.hhs.gov/child-
welfare-and-substance-use.

Ghertner R, Baldwin M, Crouse G, Radel L, Waters A. The relationship
between substance use indicators and child welfare caseloads; 2018.
Sedlack AJ, Mettenburg J, Basena M, Petta |, McPherson K, Greene A,

et al. Fourth national incidence study of child abuse and neglect (NIS-4):
Report to Congress. Washington; 2010. [cited 2021 Sep 9]. Available
from: https://www.acf.hhs.gov/sites/default/files/documents/opre/nis4_
report_congress_full_pdf_jan2010.pdf

U.S. Department of Health & Human Services, Administration for Children
and Families, Administration on Children, Youth and F, Children’s Bureau.
Child Maltreatment 2020. 2020. Available from: https://www.acfhhs.gov/
cb/data-research/child-maltreatment.

. Young NK, Boles SM, Otero C. Parental substance use disorders and

child maltreatment: Overlap, gaps, and opportunities. Child Maltreat.
2007;12(2):137-49.

Young NK, Gardner SL, Dennis K. Responding to alcohol and other drug
problems in child welfare: Weaving together practice and policy: CWLA
Press; 1998. Available from: https://ncsacw.samhsa.gov/files/Responding
toAODProblems.pdf

Rudd RA, Seth P, David F, Scholl L. Increases in drug and opioid-involved
overdose deaths — United States, 2010-2015. MMWR Morb Mortal Wkly
Rep. 2016;65:1445-52.

Public Children Services Association of Ohio. PCSAO - Factbook. PCSAO
Website. 2019 [cited 2021 Aug 10]. Available from: https://www.pcsao.
org/factbook

Doab A, Fowler C, Dawson A. Factors that influence mother-child reunifi-
cation for mothers with a history of substance use: A systematic review of
the evidence to inform policy and practice in Australia. Int J Drug Policy.
2015;26:820-31. [cited 2022 Sep 8]. Available from. https://doi.org/10.
1016/j.drugpo.2015.05.025.

Ali MM, Nye E, West K. Substance use disorder treatment, perceived need
for treatment, and barriers to treatment among parenting women with
substance use disorder in US rural counties. J Rural Heal. 2022;38:70-6.
Feder KA, Mojtabai R, Musci RJ, Letourneau EJ. U.S. adults with opioid use
disorder living with children: Treatment use and barriers to care. J Subst
Abuse Treat. 2018;93:31-7. [cited 2022 Sep 11]. Available from. https.//
doi.org/10.1016/5at.2018.07.011.

Digiusto E, Treloar C. Equity of access to treatment, and barriers to treat-
ment for illicit drug use in Australia. Addiction. 2007;102(6):958-69.
Substance Abuse and Mental Health Services Administration. Clinical
guidance for treating pregnant and parenting women with opioid use
disorder and their infants. 2018. [cited 2022 Sep 11]. Available from:
http://store.samhsa.gov.

U.S. Department of Health & Human Services, Administration for Children
and Families, Administration for Children Youth and Families, Children'’s
Bureau, Office on Child Abuse and Neglect. Protecting children in families
affected by substance use disorders. 2009. [cited 2022 Aug 6]. Available
from: https://www.childwelfare.gov/pubpdfs/substanceuse.pdf

Connery HS. Medication-assisted treatment of opioid use disorder: Review of
the evidence and future directions. Harv Rev Psychiatry. 2015;23(2):63-75.
Saloner B, Barry CL. Ending the opioid epidemic requires a historic
investment in medication-assisted treatment. J Policy Anal Manag.
2018;37(2):431-8 [cited 2022 Aug 10]. Available from: https://onlinelibr
ary.wiley.com/doi/full/10.1002/pam.22047.


https://doi.org/10.1186/s12889-022-14528-4
https://doi.org/10.1186/s12889-022-14528-4
https://pediatrics.aappublications.org/content/101/2/201
https://pediatrics.aappublications.org/content/101/2/201
https://doi.org/10.1186/s12889-021-10668-1
https://aspe.hhs.gov/child-welfare-and-substance-use
https://aspe.hhs.gov/child-welfare-and-substance-use
https://www.acf.hhs.gov/sites/default/files/documents/opre/nis4_report_congress_full_pdf_jan2010.pdf
https://www.acf.hhs.gov/sites/default/files/documents/opre/nis4_report_congress_full_pdf_jan2010.pdf
https://www.acf.hhs.gov/cb/data-research/child-maltreatment
https://www.acf.hhs.gov/cb/data-research/child-maltreatment
https://ncsacw.samhsa.gov/files/RespondingtoAODProblems.pdf
https://ncsacw.samhsa.gov/files/RespondingtoAODProblems.pdf
https://www.pcsao.org/factbook
https://www.pcsao.org/factbook
https://doi.org/10.1016/j.drugpo.2015.05.025
https://doi.org/10.1016/j.drugpo.2015.05.025
https://doi.org/10.1016/j.jsat.2018.07.011
https://doi.org/10.1016/j.jsat.2018.07.011
http://store.samhsa.gov
https://www.childwelfare.gov/pubpdfs/substanceuse.pdf
http://dx.doi.org/10.1002/pam.22047
http://dx.doi.org/10.1002/pam.22047

Shockley McCarthy et al. BMC Public Health (2022) 22:2261

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33

34.

35.

36.

37.

38.

39.

40.

41.

Connock M, Juarez-Garcia A, Jowett S, Frew E, Liu Z, Taylor RJ, et al. Meth-
adone and buprenorphine for the management of opioid dependence:
A systematic review and economic evaluation. Health Technol Assess
(Rockv). 2007;11(9) [cited 2022 Aug 10]. Available from: http://www.hta.
ac.uk.

Showers B, Dicken D, Smith JS, Hemlepp A. Medication for opioid use
disorder in rural America: A review of the literature. J Rural Ment Heal.
2021;45(3):184-97.

Kaminski JW, Valle LA, Filene JH, Boyle CL. A meta-analytic review of
components associated with parent training program effectiveness. J
Abnorm Child Psychol. 2008;36:567-89.

Maher EJ, Marcynyszyn LA, Corwin TW, Hodnett R. Dosage matters: The
relationship between participation in the Nurturing Parenting Program
for infants, toddlers, and preschoolers and subsequent child maltreat-
ment. Child Youth Serv Rev. 2011;33(8):1426-34. Available from. https://
doi.org/10.1016/j.childyouth.2011.04.014.

Title IV-E Prevention Services Clearinghouse. Nurturing Parenting
Program for parents & their infants, toddlers, & preschoolers. 2020 [cited
2022 Aug 10]. Available from: https://preventionservices.acfhhs.gov/
programs/217/show

Greeno EJ, Cosgrove JA, Lee BR. The evaluation of a nurturing parenting
program implemented by child welfare workers. Child Youth Serv Rev.
2021;127:106118. [cited 2021 Aug 11]. Available from. https://doi.org/10.
1016/j.childyouth.2021.106118.

Center for Children and Family Futures, National Association of Drug
Court Professionals. Family Treatment Court best practice standards.
2019. Available from: https:.//www.cffutures.org/files/OJJDP/FDCTTA/
FTC_Standards.pdf

Zhang S, Huang H, Wu Q, Li Y, Liu M. The impacts of family treatment
drug court on child welfare core outcomes: A meta-analysis. Child Abuse
Negl. 2019;88:1-14 [cited 2022 Aug 10]. Available from: www.elsevier.
com/locate/chiabuneg.

Lloyd Sieger MH, Becker J, Brook J. Family treatment court participation
and permanency in a rural setting: Outcomes from a rigorous quasi-
experiment. Child Fam Soc Work. 2021;26:540-9.

Casey Family Programs, Children and Family Futures. Strong families:
What are family treatment courts and how do they improve outcomes
for children and families? 2021. Available from: https://caseyfamilypro-
wpengine.netdna-ssl.com/media/21.07-QFF-SF-FTC-brief-1_fnl.pdf
Stanojlovi¢ M, Davidson L. Targeting the barriers in the substance use
disorder continuum of care with peer recovery support. Subst Abus Res
Treat. 2021;15:1-10.

Mills Huffnagle S, Brennan G, Wicks K, Holden D, Kawasaki S. A com-
parison of patients with opioid use disorder receiving buprenorphine
treatment with and without peer recovery support services. J Subst Use.

2021;27(3):266-71 [cited 2022 Aug 11]. Available from: https://www.tandf

online.com/action/journallinformation?journalCode=ijsu20.

James S, Rivera R, Shafer MS. Effects of peer recovery coaches on
substance abuse treatment engagement among child welfare-involved
parents. J Fam Strengths. 2014;14:12-31 [cited 2022 Aug 11]. Available
from: https://digitalcommons.library.tmc.edu/jfs.

Mental Health America. The peer workforce. Mental Health America
Website. 2022 [cited 2022 Aug 11]. Available from: https://www.mhana
tional.org/peer-workforce

Akin BA, Brook J, Byers KD, Lloyd MH. Worker perspectives from the front
line: Implementation of evidence-based interventions in child welfare
settings. J Child Fam Stud. 2016;25(3):870-82.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): A 32-item checklist for interviews and focus groups. Int
J Qual Heal Care. 2007;19(6):349-57 [cited 2022 Jan 23]. Available from:
https://academic.oup.com/intghc/article/19/6/349/1791966.

Index Mundi. Fairfield County vs. Pickaway County: Comparison [Inter-
net]. Index Mundi. [cited 2022 Aug 7]. Available from: https://www.index
mundi.com/facts/united-states/quick-facts/counties/compare/39045.
39129

Cromartie J, Bucholtz S. Ohio - rural definitions: State-level maps [Inter-
net]. 2007. [cited 2022 Aug 7]. Available from: https://www.ers.usda.gov/
webdocs/DataFiles/53180/25590_OH.pdf?v=736.7.

Ohio Development Service Agency Research Office. The Ohio poverty
report. 2020 [cited 2022 Aug 7]. Available from: https://development.

Page 15 of 15

ohio.gov/static/community/redevelopment/The-Ohio_Poverty-Report-
June2020.pdf

42. ATLAS.1i Scientific Software Development GmbH [ATLAS.ti Web, v3.15.0].
2022. Available from: https://atlasti.com

43. Creswell JW. Qualitative Inquiry & Research Design: Choosing Among
Five Approaches. 2nd ed. Thousand Oaks: Sage Publications; 2007.

44. Hennink M, Kaiser BN. Sample sizes for saturation in qualitative research:
A systematic review of empirical tests. Soc Sci Med. 2022,292:114523.

45. Guest G, Nameyid E, Chen M. A simple method to assess and report the-
matic saturation in qualitative research. PLoS Med. 2020;15(5):e0232076.
[cited 2022 Aug 7]. Available from. https://doi.org/10.1371/journal.pone.
0232076.

46. Gladstone J, Dumbrill G, Leslie B, Koster A, Young M, Ismaila A. Looking
at engagement and outcome from the perspectives of child protection
workers and parents. Child Youth Serv Rev. 2012;34:112-8.

47. LensV. Against the grain: Therapeutic judging in a traditional family court.
Law Soc Ing. 2016;41(3):701-18.

48. Eschbach LA, Dalgin RS, Pantucci E. A three stage model for mental
health treatment court: A qualitative analysis of graduates’ perspectives.
Community Ment Health J. 2019;55(4):590-8.

49. Hall MT, Wilfong J, Huebner RA, Posze L, Willauer T. Medication-assisted
treatment improves child permanency outcomes for opioid-using
families in the child welfare system. J Subst Abuse Treat. 2016;71:63-7.
Available from:. https://doi.org/10.1016/jsat.2016.09.006.

50. Wiig EM, Halsa A, Bramness JG, Myra SM, Mowatt Haugland BS. Rescue
the child or treat the adult? Understandings among professionals in dual
treatment of substance-use disorders and parenting. Nord Stud Alcohol
Drugs. 2018;35(3):179-95 [cited 2021 Aug 11]. Available from: https://us.
sagepub.com/en-us/nam/.

51. Child Welfare Information Gateway. Child welfare practice to address
racial disproportionality and disparity. 2021. [cited 2022 Sep 12]. Available
from: https://www.childwelfare.gov/pubs/issue-briefs/racial-disproport
jonality/.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


http://www.hta.ac.uk
http://www.hta.ac.uk
https://doi.org/10.1016/j.childyouth.2011.04.014
https://doi.org/10.1016/j.childyouth.2011.04.014
https://preventionservices.acf.hhs.gov/programs/217/show
https://preventionservices.acf.hhs.gov/programs/217/show
https://doi.org/10.1016/j.childyouth.2021.106118
https://doi.org/10.1016/j.childyouth.2021.106118
https://www.cffutures.org/files/OJJDP/FDCTTA/FTC_Standards.pdf
https://www.cffutures.org/files/OJJDP/FDCTTA/FTC_Standards.pdf
http://www.elsevier.com/locate/chiabuneg
http://www.elsevier.com/locate/chiabuneg
https://caseyfamilypro-wpengine.netdna-ssl.com/media/21.07-QFF-SF-FTC-brief-1_fnl.pdf
https://caseyfamilypro-wpengine.netdna-ssl.com/media/21.07-QFF-SF-FTC-brief-1_fnl.pdf
https://www.tandfonline.com/action/journalInformation?journalCode=ijsu20
https://www.tandfonline.com/action/journalInformation?journalCode=ijsu20
https://digitalcommons.library.tmc.edu/jfs
https://www.mhanational.org/peer-workforce
https://www.mhanational.org/peer-workforce
https://academic.oup.com/intqhc/article/19/6/349/1791966
https://www.indexmundi.com/facts/united-states/quick-facts/counties/compare/39045.39129
https://www.indexmundi.com/facts/united-states/quick-facts/counties/compare/39045.39129
https://www.indexmundi.com/facts/united-states/quick-facts/counties/compare/39045.39129
https://www.ers.usda.gov/webdocs/DataFiles/53180/25590_OH.pdf?v=736.7
https://www.ers.usda.gov/webdocs/DataFiles/53180/25590_OH.pdf?v=736.7
https://development.ohio.gov/static/community/redevelopment/The-Ohio_Poverty-Report-June2020.pdf
https://development.ohio.gov/static/community/redevelopment/The-Ohio_Poverty-Report-June2020.pdf
https://development.ohio.gov/static/community/redevelopment/The-Ohio_Poverty-Report-June2020.pdf
https://atlasti.com
https://doi.org/10.1371/journal.pone.0232076
https://doi.org/10.1371/journal.pone.0232076
https://doi.org/10.1016/j.jsat.2016.09.006
https://us.sagepub.com/en-us/nam/
https://us.sagepub.com/en-us/nam/
https://www.childwelfare.gov/pubs/issue-briefs/racial-disproportionality/
https://www.childwelfare.gov/pubs/issue-briefs/racial-disproportionality/

	Promoting permanency in families with parental substance misuse: lessons from a process evaluation of a multi-system program
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 
	Trial registration: 

	Introduction
	EPIC program interventions
	Medication for opioid use disorder
	Nurturing parenting program
	Family treatment drug court
	Peer recovery support

	Methods
	Study participants
	Data collection procedures
	Data analysis

	Results
	Barriers
	Transportation
	Mandatory child welfare involvement
	Relationships and previous experiences
	Control of PRS employment
	Lack of MOUD service providers
	Parenting intervention unnecessary

	Facilitators
	Relationships
	Structure and stability
	Incentives


	Discussion
	Lessons learned and future directions

	Limitations
	Conclusion
	Acknowledgments
	References


