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Abstract

Background: Across Ohio, parental substance abuse has contributed to a marked increase in the number of
children in foster care. Children exposed to parental substance use have a higher likelihood of physical abuse and
neglect, and consequently a variety of physical, psychological and cognitive problems. The Enhancing Permanency
in Children and Families (EPIC) program is a collaborative effort between the Ohio State University College of Social
Work, two county offices of the Ohio Department of Job and Family Services, two juvenile courts and local
behavioral health agencies. The goal of EPIC is to use three evidence-based and evidence-informed practices to
reduce abusive and neglectful parenting, reduce addiction severity in parents, and improve permanency outcomes
for families involved with the child welfare system due to substance abuse.

Methods: EPIC is a quasi-experimental study. Under the program, child welfare-involved adults who screen positive
for substances are matched with a peer recovery supporter. Participants are also incentivized to participate in family
treatment drug court, medications for opioid use disorders and home-based parenting supports. Participating
adults (N = 250) are matched with comparison groups from counties participating in a separate intervention (Ohio
START) and to those receiving treatment as usual, resulting in a final sample of 750 adults. Primary outcomes
including addiction severity, child trauma symptoms, resilience, and attachment are assessed at baseline and at
program completion. Additional outcomes include timely access to treatment services, length of placement in out-
of-home care and recidivism into the child welfare system.

Discussion: This intervention formalizes cross-system collaboration between child welfare, behavioral health and
juvenile courts to support families affected by addiction. The use of three evidence-based or evidence-informed
strategies presents the opportunity to determine specific strategies that are most effective for reducing addiction
severity. Lastly, the intervention combines several sources of funding to bolster sustainability beyond the life of the
Regional Partnership Grant (RPG).

Trial registration: NCT04700696. Registered January 7, 2021-retrospectively registered.
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Introduction

Background
A significant proportion of children in the United
States are exposed to substance-using parents, with
prior estimates suggesting 12% of children live in a
household where at least one parent is abusing or
dependent on alcohol or other drugs [1]. Children
exposed to parental substance misuse experience higher
risks for any array of physical, cognitive, psychological,
and social harms [2]. Some of these adverse conse-
quences are likely due to parental drug abuse or
dependence being associated with a higher likelihood of
child physical abuse or neglect, particularly when the
perpetrator is a biological parent [3, 4].
While no conclusive national estimate of the number

of children entering the child welfare system due to
parental substance use exists, an estimated 1 in 5 chil-
dren live in a home with an adult who misuses drugs
and alcohol [5]. Caseworkers estimate that 50–80% of
parents on their caseloads have problems with substance
use and that their children are more likely to enter foster
care [6–8]. The Fourth National Incidence Study of
Child Abuse and Neglect found that drug use was a fac-
tor in 9.5% of cases of abuse and 12.5% of all neglect
cases [4]. Parents with a diagnosed substance use dis-
order are more likely to be physically abusive, commit
child neglect, and have a higher child abuse potential
than those without a diagnosed substance use disorder
[9, 10]. In fact, children in these families are two times
more likely to be at risk for child maltreatment [11].
This evidence is especially relevant in Ohio, which has

the highest rates heroin and synthetic opioid-related
deaths in the country [12]. Between 2016 and 2017,
Ohio saw an 18.4% increase in the rate of drug over-
doses due to prescription opioid misuse. In 2017, there
were 46. 3 opioid-related deaths per 100,000 people,
more than double the national rate of 13. 3 deaths per
100,000 [12]. While the national rate of heroin overdose
decreased between 2016 and 2017, at 9. 2 deaths per
100,000 persons, the rate of heroin deaths in Ohio
remains significantly higher than the national rate of 5
deaths for every 100,000 Americans [12].
These trends have overwhelmed Ohio’s child welfare

system. Fifty percent of children placed in state custody
were due to parental substance use, with nearly half
(28%) due to opioid use [13]. Consequently, the number
of children placed in custody increased by 11% [13].

Need for services
Fairfield and Pickaway are adjacent counties in central
Ohio. As of the 2010 census, Fairfield County had a popu-
lation of 146,156, largely composed of Whites (90. 2%),
with Blacks representing 6.0% of the population.

Southwest of Fairfield is Pickaway County, with a much
smaller population of 55,698. Whites make up 94.5% of
the population followed by Blacks at 3.4%. Both counties
have high rates of opioid-addicted families involved with
the child welfare system. The rate of investigations for
child maltreatment in Fairfield County is above the state
average at 48.09 per 1000 children [14]. Though the rate
of child maltreatment investigations is lower in Pickaway
County (14.29 per 1000), the number of children in out-
of-home care rose over 200% from 23 in 2013 to 73 in
2018 [14, 15]. According to a survey conducted by the
Public Children Services Association of Ohio (PCSAO),
79% of families involved in Fairfield County Children’s
Services and 67% of families in Pickaway County Children
Services have identified substance use problems, both
higher than the state-wide average of 50% [16]. In Pick-
away County, all the substance-involved families were due
to opioid (including heroin) misuse, while 58% of all cases
in Fairfield County involved opioids [16]. These rates are
over twice the state average of 28% [16]. Thus, while opi-
oid addiction is a particular concern, all types of substance
use are affecting children involved in the child welfare
system.
The two county agencies have seen a significant

increase in the number of children on their caseloads.
This increase is attributed to the increase in parental
substance abuse and has contributed to a higher number
of children in foster care and rising foster care costs. In
2013, Pickaway County Children Services placed 10
children in foster care in contrast, a total of 46 children
were placed in foster care in 2018 [16]. In Fairfield
County, the overall number of children in agency
custody has remained steady from previous years, yet
the costs to house these children has increased dramat-
ically due to the needs of the children. In 2014, the
agency spent $1.6 million on out-of-home placement
costs, by 2018, the cost to house the same average num-
ber of children jumped to nearly $ 3.1 million [14].
Many of these children are placed with relatives who
may be ill-equipped to address the specific needs of chil-
dren exposed to substance use problems. As there are
limited non-relative foster homes available, children are
often placed several hours away from the agency creat-
ing challenges for staff to meet face-to-face requirements
and provide regular visitation between parents and
children.

Rationale for study
Both counties have taken significant steps to address
the needs of families, including the implementation of
Ohio START (Sobriety, Treatment, and Reducing
Trauma) [17].
Fairfield and Pickaway counties also have Family

Treatment Drug Courts (FTDC) in operation. FTDC
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includes frequent court hearings, judicial monitoring,
substance abuse treatment, drug testing, and rewards
and sanctions linked to parental compliance with service
plans [18]. However, only six residential or intensive
outpatient substance use providers are located within
the boundaries of the two counties, with only one pro-
viding residential or detoxification facilities. While a
31bed facility recently opened in Pickaway county [19],
the demand for detoxification beds still outweighs the
current supply. Fairfield County has little infrastructure
to support the use of medications for opioid use disor-
ders (MOUD) and has not used it systematically for
child welfare families. Further, while service providers
and local governments tend to think in terms of county
lines, families do not use that same thought process
when seeking help. In this way, the patchwork structure
of alcohol and other drug (AOD) services inhibits the
ability of both counties to address the AOD needs of
families involved in the child welfare system.
Funded by the federal Regional Partnership Grant

(RPG) Program, the Enhancing Permanency in
Children and Families (EPIC) is a partnership
between child welfare, juvenile count court and be-
havioral health, to holistically address substance mis-
use and associated parenting needs of child welfare-
involved families.

Methods / design
The overall goals and objectives of the intervention are:

1. Increase timely access to services among substances
abusing parents involved in the child welfare system
in Fairfield and Pickaway counties
1.1 Develop procedures to coordinate services
between the child welfare system, substance abuse
and behavioral health providers, and juvenile/family
court in a specified single MOU.
1. 2 Conduct substance abuse and trauma-exposure
screening and assessment within 30 days of entering
the child welfare system.
1. 3 Reduce the wait time between referral to
services and initiation of substance use and
behavioral health services.

2. Enhance child safety and improve permanency
2.1 Reduce length of stay in out-of-home placement
for children in EPIC program compared to
substance-affected families not receiving EPIC.
2. 2 Increase rates of reunification among families
involved in EPIC compared to substance-affected
families not receiving EPIC.
2. 3 Reduce recidivism for child welfare
investigations and re-entries into foster care among
parents receiving EPIC compared to substance-
affected families not receiving EPIC.

2.4 Identify which intervention components
implemented via EPIC were more likely to increase
positive outcomes for families.

3. Increase child, parent, and caregiver well-being
3.1 Decrease substance use/abuse addiction severity
among parents and the percentage of parents
completing substance abuse treatment who
maintained abstinence post-treatment.
3. 2 Reduce trauma symptoms experienced by
children.
3. 3 Increase resilience and attachment in children.
3.4 Increase knowledge about trauma-exposure
among kinship caregivers.
3.5 Improve parenting among kinship caregivers.

Study components
EPIC participants are incentivized to participate in (1)
family treatment drug court (FTDC), with medications
for opioid use disorders (MOUD); (2) peer recovery sup-
port and (3) home-based parenting supports based on
the Nurturing Parenting Program [20].

FTDC with MOUD
FTDC is considered the most effective intervention to
improve substance abuse treatment initiation and
completion in child welfare populations [21]. Parents
who participate in FTDC are more likely to enter sub-
stance use treatment, get into treatment quicker, stay in
treatment longer, and complete treatment more often
[22–24]. Additionally, families who complete FTDC are
more likely to be reunified with their children as com-
pared to parents who do not participate [22–25]. To bol-
ster the effects of FTDC, EPIC participants also have
access to MOUD, which has been shown to reduce with-
drawal symptoms, lower the risk of relapse, address crav-
ings, and provide medical supervision for individuals
struggling with addiction [26]. Further, MOUD is associ-
ated with an increased likelihood that children will re-
main in their parents’ custody [27].
Peer recovery supporters—also called “recovery coa-

ches”— are advocates for parents and their primary
focus is to help get parents into treatment and support
them so that they stay there. Peer recovery supporters
are certified by the Ohio Department of Mental Health
and Addiction Services [28] and must complete 40 h of
in-person training, 16 h of online training, and pass a
test. They are individuals who formerly had substance
use issues, but have been clean and sober for at least
3 years. Peer recovery supporters provide comprehensive
clinical assessments, service planning, referral, advocacy,
case management, and outreach services. Peer recovery
supporters have had great success in reducing substance
use and improving child welfare outcomes. Peer recovery
supporters improve access to substance use treatment,
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decrease time children spend in out-of-home care, in-
crease the odds of reunification, decrease maltreatment
recidivism, and reduce racial disparities in reunification
[29–31]. Under EPIC, peer recovery supporters are
trained and supervised by two partner behavioral health
agencies, Ohio Guidestone and Integrated Services. Peer
recovery supporters make individual or joint home visits
with child welfare caseworkers and are otherwise avail-
able via phone and text as needed. They also attend
multi-disciplinary child welfare team meetings to pro-
vide expert consultation on cases.
The third and final component of EPIC is parenting

support (Relational Skill Building) based on the Nurtur-
ing Parenting Program (NPP) [20]. NPP focuses on
parental expectations of children, empathy toward chil-
dren’s needs, alternatives to corporal punishment, appro-
priate parent-child roles, and children’s power and
independence [32]. Under EPIC, the program is further
enhanced with modules specific to substance use. For
example, unexpected challenges related to administering
naloxone, a drug that is used to revive individuals who
have overdosed on opioids and for kinship caregivers,
ways to maintain safe relationships with biological
parents. Under EPIC, parents and kinship caregivers
may participate in the home-based relational skill
building intervention.

Participant recruitment, eligibility and group assignment
Participants are recruited from Fairfield and Pickaway
County Children Services. The overall case flow is pro-
vided in Fig. 1. Within 7 days of the initial child welfare
investigation, parents complete the UNCOPE assess-
ment, a universal screening tool for substance use
administered to all parents entering the child welfare
system [33]. Parents who score a 3 or higher on the
UNCOPE, are considered eligible for EPIC and receive a
drug screen. Eligible parents are alternated into EPIC,
OhioSTART or treatment as usual (TAU). Ultimately,
assignment to EPIC is determined based on caseload,
but is typically offered to every third case in Fairfield
county and every other case in Pickaway county. Parents
who consent to EPIC are connected to peer recovery
supporters who mentor parents through the process.
Parents are also referred to FTDC with the option to
receive MOUD, and lastly when children are placed at
home with parents or with kinship caregivers, relational
skill building services that include financial assistance
for child care, respite and transportation services. EPIC
participants receive substance abuse and behavioral
health treatment services through local providers includ-
ing from two partner agencies: Integrated Services for
Behavioral Health and Ohio Guidestone.
To incentivize participation in FTDC, parents receive

a $200 gift card upon completing their substance abuse

assessment and an additional $200 retails gift card for
every 3 months they remain involved with the court.
Parents may consent to one or all three components of
EPIC based on the specific needs of each family, how-
ever all parents receive intensive case management
services, including frequent home visits from case-
workers and peer recovery supporters. All procedures
involving human participants were approved by The
Ohio State University’s Institutional Review Board
(#2018B0001).

Consent and withdrawal from study
Child welfare caseworkers obtain written informed con-
sent and release of information from all parents at intake
prior to study enrollment. Kinship caregivers consent for
their own participation. Participation is voluntary and
participants are free to withdraw from the study at any
time without consequences to their child welfare cases.

Collaboration, coordination and cross-training
Child welfare-involved parents with substance use disor-
ders must navigate multiple systems including behavioral
health, and juvenile/family courts in order to complete
case plans. To facilitate collaboration and coordination
of services for EPIC, all partner agencies entered into
one comprehensive memorandum of understanding
(MOU) to jointly administer and implement EPIC. All
partner agencies further agreed to use the Needs Portal
[34], a hybrid web-based resource and referral and Man-
agement Information System (MIS), as the organizing
body for communication around each case. The Needs
Portal is used to create referrals for services, track dates
of service provision, and record responses to the
UNCOPE and trauma screening and assessment tools.
The system works by opening a ‘ticket’ for each case
which allows caseworkers to complete substance abuse
and trauma assessments and indicate essential informa-
tion about service requests. Service providers respond to
requests and indicate when services have been initiated
and peer recovery supporters are able to log visits with
participants, all within the same environment. Case-
workers, service providers, and the evaluation team can
see this information. Lastly, the Needs Portal provides
differential access to the system based on the role of the
provider to limit access of information based on a per-
son’s assigned role in the case (i.e., caseworker, therapist,
peer recovery supporter).
Prior to implementation, partner agencies also

received cross-system training such that child welfare
workers become more knowledgeable of substance mis-
use and trauma-informed care, peer recovery supporters
understand the child welfare system and processes, and
family drug court coordinators and MOUD providers
have a thorough understanding of the child welfare
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Fig. 1 Enhancing Permanency in Children and Families (EPIC): Case Flow. Parents complete the UNCOPE assessment within 7 days of
substantiated report of child abuse or neglect. Parents receive a drug screen if they self-identify on the UNCOPE or a caseworker suspects
substance use. Parents who screen positive are eligible for EPIC and are 1) linked to a peer recovery supporter, 2) referred to family treatment
drug court, with the option of medications for opioid use disorders, and 3) receive in-home parenting based on the Nurturing Parenting
Program. Participants work with assigned caseworkers to determine the most appropriate combination of services
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system. Representatives from each system are also mem-
bers of a Steering Committee that meets every other
week, to resolve any implementation related problems
and address barriers.

Evaluation design
To evaluate EPIC, a quasi-experimental design will be
employed through a two-stage sampling procedure. This
design provides the ability to assess (1) the effects of
EPIC on access to services for the families in the two
intervention counties, and (2) the independent effects of
additional services provided under EPIC that may be
over and above interventions provided by Ohio START
and treatment as usual (TAU). In the first stage, two
comparison counties will be identified for each of the
two intervention counties. One comparison county will
be part of the Ohio START program while the second
will be a county that has no major interventions to ad-
dress substance use among child welfare families. Coun-
ties are matched based on child population size, rate of
child protective services referrals, percent of naloxone
administrations per adult population, percent white, per-
cent poverty, child welfare tax levy, and to the extent
possible, behavioral health service availability. During
the second stage, EPIC families (N = 250) are matched
with substance using families in Ohio START (N= 250)
and those receiving treatment as usual (N= 250).

Outcome measures
All outcome measures are assessed at baseline and again
at 6 months.

Sample characteristics
To describe the sociodemographic characteristics of par-
ticipants, all surveys include demographic information
(e.g., biological sex, age, race/ethnicity, nativity). In
addition, a clinical description of the sample will be pro-
vided using the 10-item Center for Epidemiological
Studies-Depression (CES-D) scale for depressive symp-
toms [35], the Perceived Stress Scale (PSS) [36] and per-
ceived availability of social support using the
Interpersonal Support Evaluation List (ISEL) [37].
Timely access to services is measured using dates of sub-
stance abuse screenings, trauma assessments and treat-
ment service provision recorded in the Needs Portal.
Child safety and permanency outcomes are operation-

alized as (1) the number of days in out-of-home care, (2)
whether the family re-unifies in out of home care and
(3) the number of new child welfare referrals occurring
after the initial referral that led to program participation
using administrative child welfare data from the state-
wide automated child welfare information system
(SACWIS).

Parent and child well-being outcomes
Addiction severity is measured using the drug and
alcohol use items in the Addiction Severity Index-Self
Report (ASI-SR) [38]. Trauma symptoms in children are
measured using the Children’s Trauma Assessment
Center (CTAC) trauma screening checklist [39]. The
CTAC—separately for children ages 0–5 and 6–18)—
can be administered by clinicians and child welfare case-
workers in evaluating children for exposure to trauma
and trauma-related symptoms. The effect of sensory
processing on functional performance among children
0–6 months and 7–17 months is measured using version
1 and 2 respectively of the Infant Toddler Sensory
Profile (ITSP) [40], behavioral and emotional problems
in younger children (18 months to 5 years) and in school
age children and adolescents (6 to 18 years) are mea-
sured using the Child Behavior Checklist (CBCL) [41]
and parenting skills is measured using the 40-item Adult
Adolescent Parenting Inventory, version 2 (AAPI-2)
[42]. The AAPI-2 breaks down into five parenting
behavior subscales: expectations of children, parental
empathy towards children’s needs, use of corporal pun-
ishment, parent-child family roles, and children’s power
and independence. Lastly, resiliency and attachment are
measured using the Protective Factors Survey [43].

Data sources and data collection procedures
Data are available from three different sources: 1) the
Needs Portal, 2) SACWIS archival data, and 3) EPIC
survey data. Needs Portal data are used to track fidelity
indicators in real benchmark dates over the course of
implementation. SACWIS data are obtained quarterly
from Ohio Department of Job and Family Services
(ODJFS) via an encrypted password-protected USB drive.
This is administrative data that are routinely collected as
part of the investigative and intervention process result-
ing from a referral for a child abuse and neglect investi-
gation. The final source of data are EPIC family surveys
administered at the time of enrollment and again at 6 to
12months following program completion. Parents
complete the survey for themselves and for one focal
child. Respondents receive a $25 gift card for completing
each survey.

Statistical plan
Baseline descriptive statistics including sociodemo-
graphic characteristics, addiction severity and child
welfare allegations will be provided for EPIC participants
and comparison groups. For continues variables, means
and SDs will be provided and for categorical variables,
counts and percentages are provided.
Due to the likelihood of censored measures when

families are still involved in the child welfare system,
survival analysis will be utilized to assess program effects
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on length of stay in out of home care. Logistic regres-
sions will be used to estimate the relationship between
activities and family was reunification, subsequent child
maltreatment investigations, and subsequent child mal-
treatment substantiations. A series of linear regressions
will be used to estimate the relationship between our
outcome measures and various independent variables
(e.g., age, biological sex). Additionally, a paired samples
t-test will be conducted to examine the changes in
mean scores in child, parent and caregiver well-being
outcomes (e.g. ASI or CBCL) between baseline and
6-months follow-up.

Power analysis
We performed a series of power analyses using G*Power
[44] and for each analytic method. Assuming a small
effect size of 0. 2, we will be able to reject the null hy-
pothesis with probability (power) of 1.00 (survival ana-
lysis, N = 750), 0.81 (logistic regression, N = 750), 0.88
(paird t-tests; N = 250) and 0.99 (linear regression, N =
250). The Type I error probability associated with these
tests is 0.05. A detailed report is presented in Additional
file 1.

Patient and public involvement
The design of this intervention did not involve patients,
however, the public’s experiences navigating the child
welfare and behavioral health systems was central to for-
mulating research questions, outcome measures as well
as the choice of evidence-based or evidence informed
practices selected. The activities conducted as part of
EPIC is of interest to partners and other public child
welfare agencies in Ohio and across the United States.
To that end we maintain a dissemination website
(https://u.osu.edu/epic/) that acts as a central repository
of information and resources.

Discussion
The EPIC program addresses current deficiencies in sub-
stance abuse treatment services for child welfare in-
volved parents by creating an inter-agency partnership
with cross-sectoral linkages to address the unique needs
of these families. Child welfare agencies, local behavioral
health agencies and the courts work jointly to administer
and implement EPIC, using the Needs Portal, a manage-
ment information system for communication and coord-
ination around each case. EPIC holistically addresses
substance abuse and associated parenting needs through
evidence-based or evidence informed interventions, in-
cluding FTDC and MOUD, peer recovery support, and
parenting supports based on the Nurturing Parenting
Program.
EPIC is intended to be a long-term and critical com-

ponent in the fight against the opioid epidemic in Ohio.

We expect to learn the most effective strategies for in-
creasing timely access to services, enhancing child safety
and permanency and increasing parent, child and care-
giver wellbeing. In this way, the partnership is expected
to help build infrastructure and a system of care for sub-
stance abusing parents in the child welfare system. By
fostering collaborations with County children services,
behavioral health experts and County juvenile courts we
hope to enhance the sustainability of EPIC. These efforts
are further bolstered by a braided funding approach that
uses RPG grant funds, Medicaid eligible services and
other state and local funding sources. On the individual
level, parents are expected to receive timely access to
services, reduce substance abuse addiction and reduce
recidivism for child welfare investigations and improve
resilience and attachment among participating families.

Abbreviations
AAPI-2: Adult Adolescent Parenting Inventory, version 2; ASI-R: Addiction
Severity Index-Self Report; AOD: Alcohol and other drugs; CES-D: Center for
Epidemiological Studies-Depression scale; CBCL: Child Behavior Checklist;
CTAC: Children’s Trauma Assessment Center trauma screening checklist;
EPIC: Enhancing Permanency and Children and Families; FTDC: Family
Treatment Drug Court; ITSP: Infant Toddler Sensory Profile; ISEL: Interpersonal
Support Evaluation List; MIS: Management Information System;
MOUD: Medications for opioid use disorders; NPP: Nurturing Parenting
Program; ODJFS: Ohio Department of Job and Family Services; Ohio STAR
T: Ohio Sobriety, Treatment, and Reducing Trauma; PCSAO: Public Children
Services Association of Ohio; PSS: Perceived Stress Scale; RPG: Regional
Partnership Grant; SACWIS: Statewide Automated Child Welfare Information
System; TAU: Treatment as usual

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12889-021-10668-1.

Additional file 1.

Acknowledgements
The authors wish to acknowledge the conceptual contributions of Fairfield
and Pickaway county Children’s Services, Ohio Guidestone, Integrated
Services for Behavioral Health, as well as the Fairfield and Pickaway county
juvenile courts.

Authors’ contributions
BF, KMJ, and SY conceptualized the project. ED drafted the manuscript. BF,
KMJ, SY, ED and JPW reviewed and edited the manuscript. All 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). RPG projects receive technical
assistance through the Children’s Bureau in the Administration on Children,
Youth and Families (Federal Project Officer), the Center for Children and
Family Futures (Change Liaison) and Mathematica Policy Research Evaluation
(evaluation liaison). Technical assistance focuses on collaborative practice
and policy, best practices in family-centered interventions, effective data col-
lection strategies, and best practices in program sustainability. The Adminis-
tration for Children and Families: Children’s Bureau is not involved in the
design of the study, data collection, data analysis, interpretation of data nor
in manuscript preparation.

Freisthler et al. BMC Public Health          (2021) 21:780 Page 7 of 9

https://u.osu.edu/epic/


Availability of data and materials
Data generated from this intervention will be available following study
completion from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethics approval was granted from the Ohio State University’s Institutional
Review Board (IRB #: 2018B0001). Participants provide written informed
consent prior to participating in the study and data confidentiality is
ensured.

Consent for publication
N/A

Competing interests
The authors declare no competing interests.

Author details
1College of Social Work, The Ohio State University, 208 Stillman Hall, 1947
College Road, Columbus, OH 43210, USA. 2School of Social Work, University
of Michigan, Ann Arbor, MI, USA. 3Division of Social Work, Sacramento State
University, Sacramento, California, USA. 4Prevention Research Center, Pacific
Institute for Research and Evaluation, Berkeley, California, USA.

Received: 24 February 2021 Accepted: 22 March 2021

References
1. Substance Abuse and Mental Health Administration. The NSDUH report:

children living with substance-dependent or substance-abusing parents:
2002 to 2007. Rockville: Substance Abuse and Mental Health Services
Administration; 2009. Retrieved from http://www.samhsa.gov/data/2k9/SApa
rents/SAparents.htm.

2. Smith VC, Wilson CR. Families affected by parental substance use. Pediatrics.
2016;138(2):e2016575.

3. Kelleher K, Chaffin M, Holleberg J, Fischer E. Alcohol & drug disorders
among physically abusive & neglectful parents in a community-based
sample. Am J Public Health. 1994;84(10):1586–90. https://doi.org/10.2105/A
JPH.84.10.1586.

4. Sedlak AJ, Mettenburg J, Basena M, Petta I, McPherson K, Greene A, et al.
Fourth National Incidence Study of Child Abuse and Neglect (NIS–4): Report
to Congress. Washington, DC: U.S. Department of Health and Human
Services, Administration for Children and Families; 2010.

5. Eigen LD, Rowden DW. A methodology and current estimate of the
number of children of alcoholics. In: Adger Jr H, Black C, Brown S, et al.,
editors. Children of Alcoholics: Selected Readings. Rockville: National
Association for Children of Alcoholics; 1995. p. 77–97.

6. Child Welfare League of America. Crack and other addictions: old realities
and new challenges. Washington, D.C.: CWLA; 1990.

7. U.S. Department of Health and Human Services. Blending perspectives and
building common ground. A report to congress on substance abuse and
child protection. Washington, D.C.: U.S. Government Printing Office; 1999.

8. Young NK, Boles SM, Otero C. Parental substance use disorders and child
maltreatment: overlap, gaps, and opportunities. Child Maltreatment. 2007;
12(2):137–49.

9. 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;23:1225–38.

10. Chaffin M, Kelleher K, Hollenberg J. Onset of physical abuse & neglect:
psychiatric, substance abuse, & social risk factors from prospective
community data. Child Abuse Negl. 1996;20:191–203.

11. 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.

12. 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.

13. PCSAO. PCSAO Factbook, 14th edition. Columbus; 2019.
14. Public Children Services Association of Ohio. PCSAO Factbook, 2017–2018.

14th ed. Columbus: Public Children Services Association of Ohio; 2019.

15. Public Children Services Association of Ohio. PCSAO Factbook, 2015–2016.
12th ed. Columbus: Public Children Services Association of Ohio; 2017.

16. Public Children’s Services Association of Ohio. The Opioid Epidemic’s Impact
on Children’s Services in Ohio. Columbus: Public Children’s Services
Association of Ohio; 2017. Retrieved from: http://www.pcsao.org/pdf/advoca
cy/OpioidBriefingSlides.pdf on April 2, 2017.

17. Bunger AC, Chuang E, Girth A, Lancaster KE, Gadel F, Himmeger M, et al.
Establishing Cross-Systems Collaborations for Implementation: Study
Protocol for Implementation Decision Support; 2020.

18. Center for Substance Abuse Treatment. Family dependency treatment
courts: addressing child abuse and neglect cases using the drug court
model. Washington, DC: Bureau of Justice Assistance; 2004.

19. Huebner RA, Willauer T, Posze L. The impact of sobriety treatment and
recovery teams (START) on family outcomes. Fam Soc J Contemp Soc Serv
Alliance Child Fam. 2013;93:196–203.

20. Bavolek S. Research and validation report of the Nurturing Parenting
programs. 2005. Retrieved from http://www.nurturingparenting.com/resea
rch_validation/a4_main_r& v_article.pdf.

21. Oliveros A, Kaufman J. Addressing substance abuse treatment needs of
parents involved with the child welfare system. Child Welfare. 2011;90(1):25–41.

22. Bruns E, Pullman M, Weathers E, Wirschem M, Murphy J. Effects of a
multidisciplinary family treatment drug court on child and family outcomes:
results of a quasi-experimental study. Child Maltreatment. 2012;17(3):218–30.

23. Burrus S, Mackin J, Finigan M. Show me the money: child welfare cost
savings of family drug court. Juv Fam Court J. 2011;62(3):1–14.

24. Worcel S, Furrer C, Green B, Burrus S, Finnigan M. Effects of family treatment
drug courts on substance abuse and child welfare outcomes. Child Abuse
Rev. 2008;17:427–43.

25. Gifford E, Eldred L, Vernerey A, Sloan F. How does family drug treatment
court participation affect child welfare outcomes? Child Abuse Negl. 2014;
38(10):1659–70.

26. Hatfield R. Medication assisted treatment (MAT) for opioid dependence.
2017. Retrieved from www.recovery.org on June 3, 2017.

27. Hall M, Wilfong J, Huebner R, Posze L, Willauer T. Medication-assisted
treatment improves child permanency outcomes for opioid-using families
in the child welfare system. J Subst Abus Treat. 2016;71:63–7.

28. Ohio Department of Mental Health And Addiction [website]. Retrieved from
https://mha.ohio.gov/Health-Professionals/About-Mental-Health-and-A
ddiction-Treatment/Peer-Support on November 13th, 2019.

29. Huebner R, Willauer T, Posze L. The impact of sobriety treatment and
recovery teams (START) on family outcomes. Fam Soc. 2012;93(3):196–203.

30. Ryan J, Perron BE, Moore A, Victor BG, Park K. Timing matters: A randomized
control trial of recovery coaches in foster care. J Subst Abus Treat. 2017;77:
178–84.

31. Ryan J, Victor B, Moore A, Mowbray O, Perron B. Recovery coaches and the
stability of reunification for substance abusing families in child welfare.
Child Youth Serv Rev. 2016;70:357–63.

32. Maher E, Marcynyszyn L, Corwin T, Hodnett R. Dosage matters: the
relationship between participation in the nurturing parenting program for
infants, toddlers, and preschoolers and subsequent child maltreatment.
Child Youth Serv Rev. 2011;33:1426–34.

33. Hoffmann NG, Hunt DE, Rhodes WM, Riley KJ. UNCOPE: A brief substance
dependence screen for use with arrestees. J Drug Issues. 2003;33(1):29–44.

34. Dellor E, Lovato-Hermann K, Price Wolf J, Curry SR, Freisthler B. Introducing
technology in child welfare referrals: A case study. J Technol Hum Serv.
2015;33(4):330–44. https://doi.org/10.1080/15228835.2015.1107520.

35. Radloff LS. The CES-D scale: A self-report depression scale for research in
the general population. Appl Psychol Meas. 1977;1(3):385–401.

36. Cohen S, Kamarck T, Mermelstein R. A global measure of perceived stress. J
Health Soc Behav. 1983:385–96.

37. Cohen S, Hoberman HM. Positive events and social supports as buffers of
life change stress 1. J Appl Soc Psychol. 1983;13(2):99–125.

38. McLellan AT, Luborsky L, Cacciola J, Griffith J, Evans F, Barr HL, et al. New
data from the addiction severity index. Reliability and validity in three
centers. J Nerv Ment Disord. 1985;173:412–23.

39. Henry J, Black-Pond C, Richardson M. The national child traumatic stress
network trauma screening checklist. Kalamazoo: Southwest Michigan
Children’s Trauma Assessment Center, Journ Child Adol Trauma Western
Michigan University; 2010. Retrieved from https://www.michigan.gov/
documents/dhs/trauma_screening_checklist_0_5_final_430775_7.pdf.

Freisthler et al. BMC Public Health          (2021) 21:780 Page 8 of 9

http://www.samhsa.gov/data/2k9/SAparents/SAparents.htm
http://www.samhsa.gov/data/2k9/SAparents/SAparents.htm
https://doi.org/10.2105/AJPH.84.10.1586
https://doi.org/10.2105/AJPH.84.10.1586
http://www.pcsao.org/pdf/advocacy/OpiateBriefingSlides.pdf
http://www.pcsao.org/pdf/advocacy/OpiateBriefingSlides.pdf
http://www.nurturingparenting.com/research_validation/a4_main_r&%20v_article.pdf
http://www.nurturingparenting.com/research_validation/a4_main_r&%20v_article.pdf
http://www.recovery.org
https://mha.ohio.gov/Health-Professionals/About-Mental-Health-and-Addiction-Treatment/Peer-Support
https://mha.ohio.gov/Health-Professionals/About-Mental-Health-and-Addiction-Treatment/Peer-Support
https://doi.org/10.1080/15228835.2015.1107520
https://www.michigan.gov/documents/dhs/trauma_screening_checklist_0_5_final_430775_7.pdf
https://www.michigan.gov/documents/dhs/trauma_screening_checklist_0_5_final_430775_7.pdf


40. Dunn W, Daniels DB. Initial development of the infant/toddler sensory
profile. J Early Interv. 2002;25(1):27–41.

41. Achenbach T. Manual for the child behavior checklist/4–18 and 1991 profile.
Burlington: University of Vermont Department of Psychiatry; 1991.

42. Conners NA, Whiteside-Mansell L, Deere D, Ledet T, Edwards MC. Measuring
the potential for child maltreatment: the reliability and validity of the adult
adolescent parenting inventory—2. Child Abuse Negl. 2006;30(1):39–53.

43. Counts JM, Buffington ES, Chang-Rios K, Rasmussen HN, Preacher KJ. The
development and validation of the protective factors survey: A self-report
measure of protective factors against child maltreatment. Child Abuse Negl.
2010;34(10):762–72.

44. Erdfelder E, Faul F, Buchner A. GPOWER: A general power analysis program.
Behav Res Methods Instrum Comput. 1996;28(1):1–11. https://doi.org/10.3
758/BF03203630.

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

Freisthler et al. BMC Public Health          (2021) 21:780 Page 9 of 9

https://doi.org/10.3758/BF03203630
https://doi.org/10.3758/BF03203630

	Abstract
	Background
	Methods
	Discussion
	Trial registration

	Introduction
	Background
	Need for services
	Rationale for study

	Methods / design
	Study components
	FTDC with MOUD

	Participant recruitment, eligibility and group assignment
	Consent and withdrawal from study
	Collaboration, coordination and cross-training
	Evaluation design
	Outcome measures
	Sample characteristics
	Parent and child well-being outcomes

	Data sources and data collection procedures
	Statistical plan
	Power analysis

	Patient and public involvement

	Discussion
	Abbreviations
	Supplementary Information
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

