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About Me 

I am a Family Worker for a charity called Circle in Edinburgh and I support children 

and families affected by parental substance use. Circle is a Scottish charity working 

at the heart of communities across central Scotland. Our aim is to support the most 

disadvantaged and vulnerable children and families to improve their lives and 

promote their healthy development and potential.  I am based within a multi-

disciplinary team called the recovery hub which supports individuals in Edinburgh 

who are looking for support to address their substance use. The team is made up of 

Addiction Nurses, Adult Social Workers, Counsellors and Third Sector Addiction 

Workers. Circle recognised many parents were presenting to adult treatment 

services however their role as parents was not being addressed and they were 

missing out on support, as were their children.  My role is to make contact with 

parents coming through the recovery hub to offer early intervention support before 

families potentially hit the point of crisis.  

Prior to my current job I have worked with Kinship Carers, many of whom were 

caring for children removed from their parent’s care due to substance use. I have 

also worked with minority ethnic women and children affected by domestic violence 

as well as providing respite for families with disabilities.   

Abbreviations 

ARC – Addiction Recovery Centre 

CPS – Child Protective Services 

DCF – Department of Children and Families 

FAS – Fetal Alcohol Spectrum 

FASD – Fetal Alcohol Spectrum Disorder 

FBR – Family Based Recovery  

PPW- Pregnant and Parenting 

NAS – Neonatal Abstinence Syndrome 

 

Copyright © 17 January 2018 by Lyndsay Fraser Robertson The moral right of the author has been 

asserted. 

The views and opinions expressed in this report and its content are those of the author and not of 

the Winston Churchill Memorial Trust, which has no responsibility or liability for any part of the 

report. 
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Executive Summary 

 

Parents who use substances are labelled as harder to reach and engage. However, 

when we consider their fear of being judged, fear of their children being removed 

and feelings of guilt and shame, it becomes understandable why they may not want 

to engage.  We should also consider whether it is the parents who are hard to reach 

or the services that are hard to access. Parents who use substances are more likely 

to have had poor experiences of being parented themselves resulting in the 

generational cycle particularly if parents are unable to address their traumatic 

experiences.  Women as primary care givers who use substances are often vilified 

and judged as bad mothers. We know however from the generational cycle these 

women who use substances are more likely to have grown up with parents who use 

substances in a childhood characterized by abuse, neglect, violence and criminal 

activity. These mothers go on to have their own children and parent the only way 

they know, based on how they were parented. Substance use whilst pregnant and/or 

parenting has a two-fold negative effect on both parent and child. A mother who 

uses substances may be less likely to be emotionally available for their child and a 

child who has been impacted by substance may not be able to read their mothers 

expressions and signs accurately, have difficulty focusing, becoming over stimulated 

and being hard to settle1. 

The impacts on children in Scotland from parental substance use was documented 

in the Hidden Harm Report published by the government in 2003. The report 

identified 250-350,000 children were affected by parental substance use across the 

UK and in Scottish hospitals in 2014/15, 313 babies were recorded as being affected 

by maternal use of drugs 2 . Evidence would suggest the most effective of 

interventions take place during pregnancy and childbirth and therefore I found 

several residential treatment facilities in operation for pregnant and parenting 

women in the United States. This type of facility does not exist in Scotland, so I 

wanted to learn more about the residential recovery models and how we might be 

able to use some of these to provide mothers and children with more choice in their 

recovery journey, whilst remaining together.  Separating children from their primary 

care giver can be damaging and the effects long lasting to the relationship. Mothers 

looking to address their drug use in Scotland are currently faced with the dilemma 

                                                           
1 Grant, T., Dimmich, S. 2017: Parent Child Assistance Program: A Model of Effective Case 
Management Intervention with High-Risk Families 
2 NHS, (2015). Births in Scottish Hospitals.   
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of leaving their children to access residential recovery services or not accessing 

residential facilities.  

This report will focus on the situation in Scotland as it directly links to my work with 

Circle however the findings would be beneficial for those working within family 

support across other areas of the UK.  

 

Objectives 

1. Demonstrate the benefits of different holistic models of care for women and 

children affected by parental substance use 

2. Increase the likelihood of babies remaining safely in their mother’s care who 

have been addicted to substances 

3. Evidence best support models for mothers who have used substances to 

become more confident when parenting their children 

4. Reduce barriers to mothers and children accessing recovery services 

 

Major Findings 

1. Family interventions for working with parental substance use include 

integrated substance use treatment  

2. Residential facilities provide safe environments for women and children 

3. Pregnant & parenting women benefit from longer periods of support 

4. Powerful dynamics in peer support and group work  

 

Recommendations 

1. Family support services should include substance use treatment  

2. Residential recovery facilities should be available for women and children in 

Scotland 

3. Support should be offered for longer periods of time based on the individual 

needs of the family  

4. A peer parenting mentor program should be piloted  
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Introduction – What the research says 

 

“Continuous effort- not strength or intelligence- is the key to unlocking our 

potential” 

~Winston Churchill  

 

I have worked with many amazing and inspirational parents who have overcome 

repeated traumatic experiences characterized by physical and sexual abuse, violence 

and drug use. I am continuously struck by the efforts made by these parents to 

protect their children and to demonstrate their love and affection for them. The 

parents I think of when I write this have not had positive experiences of being 

parented themselves and have often not been protected as children (or as adults) by 

the people and the systems around them.  I included the above quotes by Winston 

Churchill as they are relevant to the efforts shown by many of the parents I have met 

throughout my career. 

 

For the purposes of this project I will focus on Pregnant and Parenting Women 

(PPW) and when I refer to substance use I am including alcohol in this description.  

My objectives for this project are to: 

1. Demonstrate the benefits of different holistic models of care for women and 

children affected by parental substance use 

2. Increase the likelihood of babies remaining safely in their mother’s care who 

have been addicted to substances 

3. Support mothers who have used substances to become more confident when 

parenting their children 

4. Reduce barriers to mothers and children accessing recovery services 

 

Early intervention comes at its earliest when a child is in utero and there is research 

to suggest that pregnancy provides a unique opportunity for change.  Pregnancy 

provides women with an opportunity to identify themselves as something other 

than a drug user. Many women who find themselves pregnant and drug dependent 

will present late to maternity services due to the fear of their child being removed 

on the grounds of their substance use alone, without considerations for their ability 

to parent.  Rosenbaum & Murphy found that for drug using women ‘the major 

motivating force to enter treatment was concern over their children’s welfare, but the 
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most important obstacle to them actually entering treatment was the lack of child-

care facilities 3 ’. Few drug treatment services are built around child care 

responsibilities and the National Treatment Agency (2002) found most community 

treatment facilities are designed around white, opiate using males under 354.  Other 

barriers for women presenting to maternity services include fears of being judged 

and feelings of guilt around the impact of their substance use on their child which 

can lead to self-medicating5. Women who use substances to a problematic degree 

experience a higher prevalence of mental health disorders, trauma, victimization, 

criminality, unstable housing and unemployment6.  

When considering the current Scottish context, there have been significant 

movements towards integrated, multi-disciplinary services for drug using mothers 

and their children. The implementation of Getting It Right for Every Child (GIRFEC) 

in Scotland has been progressive in monitoring the wellbeing of all children in the 

country. The policy provides an assessment framework for practitioners to use when 

there are concerns regarding a child’s wellbeing, including an unborn child. The 

policy is an early intervention strategy and encourages joined up working amongst 

professionals to provide holistic support plans for the child.  

Scotland does not have a mother and child residential treatment facility despite the 

positive outcomes of allowing mothers and babies to remain together whilst 

addressing substance dependency in a controlled and safe environment. Residential 

treatment facilities that nurture the mother-child relationship allow women to 

remain caring for their baby whilst addressing their problematic substance use. 

Residential facilities offer a physically, emotionally and psychologically safe space 

for mothers to address the trauma which led to using substances, whilst also 

maintaining their role as a parent. Richards (2005) states that residential treatment 

services for women with their children need to be increased 7. Many women in 

Scotland, and across the UK, are forced to choose between retaining their role as the 

primary care giver to their child and not accessing intensive substance use treatment 

or give up their child to a family member or local authority to access this facility.  

Few women are likely to choose the latter and similarities have been drawn to the 

                                                           
3 Gift of Speech (15/09/17) Women: Research & Policy, Rosenbaum, M. Accessed 15/09/17 
http://gos.sbc.edu/r/rosenbaum.html  
4 McNulty, J. and Simpson, M. 2007: Different Needs: Womens Drug Use and Treatment in the UK. 
Amsterdam: Elsevier. 
5 McNulty, J. and Simpson, M. 2007: Different Needs: Womens Drug Use and Treatment in the UK. 
Amsterdam: Elsevier. 
6 Hanson, KE. et al. 2015: Family Based Recovery: An Innovative In-Home Substance Abuse 
Treatment for Families with Young Children. Washington: CWLA 
7 Richard, M. 2005: Working with women and children in alcohol and drugs in London improving 
the options for women. London: GLADA. 

http://gos.sbc.edu/r/rosenbaum.html
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hanson%20KE%5BAuthor%5D&cauthor=true&cauthor_uid=26827481
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position of mothers in residential facilities without their children and mothers in 

prison8.  

The effects of substance use during pregnancy can be lifelong and potentially fatal 

for mother and baby. Babies born to mothers with an opiate dependency can be 

born with Neonatal Abstinence Syndrome (NAS). This means the baby is born in 

withdrawal from opiates and can suffer with tremors, high pitched crying, seizures, 

vomiting and poor sucking and swallowing reflexes. It is difficult to isolate the long-

term effects of NAS due to variables in environmental factors however some 

conditions including short attention spans and poor social skills have been found in 

studies9.  Babies born to mothers with an alcohol dependency can be born on the 

Fetal Alcohol Spectrum (FAS) which is characterized by growth deficiency, central 

nervous system abnormalities resulting in learning difficulties and behavioural 

challenges. In some cases, babies are born with distinctive facial features10. This 

presents as a significant health issue In Scotland and the UK and has done for many 

years. This Fellowship aims to address this issue by looking at unique approaches 

being used in the United States. 

 

My Project 

 

I decided to travel to the United States for this project because The World Health 

Organisation found that the USA ranks 1st in the world for lifetime substance use of 

cocaine, cannabis, tobacco and 6th in the world for alcohol. Alongside this, 19 million 

children have been affected by parental alcohol use and 9.2 million by parental 

substance use in USA11.  There are various models of residential treatment facilities 

for women and children in the United States which would allow me to explore how 

we could best replicate models of support in Circle and Scotland.  The models of 

intervention used within the residential facilities are of significance as these models 

could be used out-with residential facilities and piloted in a service like Circle. Such 

an intervention would include the use of a ‘Big Sister’ peer mentoring model for 

                                                           
8 McNulty, J. and Simpson, M. 2007: Different Needs: Womens Drug Use and Treatment in the UK. 
Amsterdam: Elsevier 
9 Logan, B. et al. 2013: Neonatal Abstinence Syndrome: Treatment and Pediatric Outcomes. Maine: 
Clinical Obstetrics and Gynecology 
10 Scottish Executive Substance Misuse Research Program. 2006: Looking Beyond Risk Parental 
Substane Misuse: Scoping Study 
11 Degenhardt, L. et al. 2008: Toward a Global View of Alcohol, Tobacco, Cannabis, and Cocaine 
Use: Findings from the WHO World Mental Health Surveys. Sydney: University of Western Sydney 
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parents in recovery. The idea of peer mentoring is a well-established and successful 

model within the recovery community.  It seems to replicate this for family support 

models would be a logical step in providing mothers and families with more options. 

I identified several experts in the field of substance use during pregnancy including 

Dr Jim Walsh, Director of the Addiction Recovery Centre in Seattle, specialising in 

treating pregnant and post-partum women who are drug dependent.  Dr Susan 

Astley and Dr Therese Grant of the University of Washington have both worked 

tirelessly to provide more understanding about Fetal Alcohol Syndrome which will 

be detailed further in the report.  I contacted Nancy Suchman at Yale University’s 

Child Study Centre who has published papers regarding evidence-based approaches 

for working with substance using parents. This then led me to explore other 

evidence-based interventions within Yale for families affected by parental substance 

use.  By making these contacts my trip was taking shape and I would be spending 

my time between the North-East and North-West coasts of the US.  

 

Throughout my trip I spent time in team meetings, observing individual staff 

supervisions, attending group therapy sessions and examining outcomes of the 

services I visited. This gave me an in-depth understanding of the daily workings of 
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each service and I could make links between the practice I observed, and the 

outcomes presented.  

Considering the American context, Medicaid is the social health care program for 

families and individuals with limited resources. The Health Insurance Association 

of America describes Medicaid as a "government insurance program for persons of 

all ages whose income and resources are insufficient to pay for health care". Medical 

bills are paid using public money collected through taxes and each state can shape 

the program to its specific needs. Qualifying groups include pregnant women, single 

parents under 18, teenagers under 21 living independently, aged, blind or disabled. 

The ‘Affordable Health Care Act’ allows states to also provide Medicaid to 

individuals on a low income. Low incomes are defined based on an income that is a 

specific percentage below the Federal Poverty Level (FPL).  Benefits vary between 

states however basic Medicaid covers inpatient/outpatient hospital admissions, 

nursing homes and home healthcare, laboratory and x-rays, transport to medical 

facilities and tobacco cessation counselling for pregnant women. Most of the 

services I visited throughout my trip were mainly funded through Medicaid dollars.   

The recent changes in the political sphere is causing anxiety in many of the services 

I visited with many professionals worried for the future of their services with 

potential cuts to Medicaid packages on the horizon.  

During my time in America I was made aware of the ‘opiate epidemic’ that was 

sweeping the country.  Visiting services in Seattle and the surrounding area I learned 

anecdotally that heroin and alcohol  are common drugs used.. Opiate based pain 

killers and crack cocaine are also amongst the substances causing problems for 

individuals, communities and public health. Similar drugs were cited throughout 

the services visited in New Haven and the surrounding areas along with PCP or angel 

dust which causes dissociative hallucinogenic side effects. The substances do not 

differ hugely from the substances used in Scotland nor does the impact on family 

life of problematic substance use.  
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Findings and Recommendations 

 

As a result of my research both before and during my trip to the USA, I have 

consolidated the following findings and recommendations which will form the basis 

and content of this report.  

 

 

•RECOMMENDATIONS

FINDINGS

•Family Support Services should be more integrated with 

addiction treatment services

1. Evidenced based interventions include 

integrated substance use treatment

•Residential Recovery Programs should be an option available 

for women and children in Scotland 

2. Pregnant and Parenting Women residential 

facilities provide safe environments  

•Circle should work with parents longer than one year where 

necessary

3. Pregnant and Parenting Women benefit 

from longer periods of support

•Peer parenting model for Pregnant and Parenting Women

4. Powerful dynamics in group therapy and peer 

mentor models
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Finding no 1: 

Evidenced based parenting interventions include integrated 

substance use treatment 

 

Female substance users present with a different set of needs to male substance users 

however history and research show us recovery services are mainly designed for 

white, opiate using males over 3512. Studies have shown that many recovery services 

do not consider child care responsibilities and lack child care facilities. An 

overarching theme during all my visits was that a mother’s addiction was not treated 

in isolation to her role as a parent.   

Addiction Recovery Service 

I spent two days in the Addiction Recovery Service (ARS) in Seattle which is a 

hospital-based stabilisation and treatment program for pregnant and post-partum 

women. Once a woman has been medically stabilised they can be placed on the 26-

day in-patient program which involves 24- hour nursing care, intensive case 

management, after care planning, and intensive group therapy. Dr Walsh, Medical 

Director advised that 2 women are admitted to the program per day and according 

to state regulations, no more than 12 women should be in therapy at any one time. 

There are usually 8 women in the ward being medically stabilised waiting to join the 

treatment program.  During my two days on the ward I spoke to several women who 

advised they had tried detox several times in the past and the Addiction Recovery 

Service was the one place they had managed to remain in treatment. Dr Jim Walsh, 

Director at the ward informs me that roughly 2/3 of women entering treatment stay 

the duration. Many women entering treatment at the Addiction Recovery Service 

have been homeless and during my time on the ward many of the women I met had 

had previous pregnancies.  

I observed a Core Beliefs Group and was struck that every woman in the group had 

grown up in a household affected by addiction and almost all the women grew up 

in an abusive household. I attended a discharge planning meeting where the women 

were able to plan how to obtain their identification documents, their proof of 

pregnancy to get Temporary Assistance for Needy Families (TANF) payments and 

apply for longer term treatment placements. There are various community supports 

available to the women including access to a Public Health Nurse who will help 

during times of stress giving advice on lifestyle and behavioural risk factors, as well 

                                                           
12 McNulty, J. and Simpson, M. 2007: Different Needs: Womens Drug Use and Treatment in the UK. 
Amsterdam: Elsevier 
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as assisting families with matters concerning health. There are Maternity Support 

Services the women can access involving support to access and maintain housing. 

There was a lot of discussion regarding longer term residential treatment units such 

as the Evergreen Pregnant and Parenting Program. I went on to observe a lively 

Neonatal Abstinence Syndrome education group. The significant message conveyed 

to the women during this group was that not all babies are born in withdrawals if 

they have been exposed to drugs in utero. This came as a relief to many women in 

the group who were extremely anxious about this. The reinforced message delivered 

to the women was that there is not a definitive way of determining which babies will 

experience withdrawal symptoms before the baby is born. Dr Jim Walsh spoke of 

the importance of giving this clear message to the women in treatment who believe 

they have in some way ‘broken’ their babies. Dr Walsh believes this message can set 

women free of some of their anxieties and allow them to progress in their recovery. 

The Family Educator facilitating this group went on to demonstrate how to 

communicate with or stimulate and hold babies who are experiencing withdrawals. 

This includes speaking in low, hushed tones and ensuring babies are sitting in a V 

shape when held. The last exercise in the group was showing the women how to 

make informed choices regarding their healthcare and their babies healthcare by 

improving their assertiveness skills without being confrontational. 

I spent an afternoon in the pre-natal drop in clinic in a location off site from the 

recovery service. This is a clinic for women have been through recovery treatment 

to seek pregnancy medical advice. I shadowed Angie Dobbins, the Birth and Family 

Educator who spent time with the women in the waiting room providing guidance, 

advice and emotional support. The women and other parents in the waiting room 

were clearly relieved of this more informal support during their wait to see the 

specialist doctors.  

I was encouraged by the positivity of the women in treatment at the Addiction 

Recovery Service and the commitment of the staff I met. Everyone on the ward has 

such belief in this model and there is clear evidence the women on the ward believed 

in their own recovery. 

Family Based Recovery (FBR) 

Whilst at the Yale Child Study Centre I spent time with the Family Based Recovery 

(FBR) team. This program is an in-home clinical treatment program for families with 

children at birth to 36 months who are at risk of abuse, neglect, poor developmental 

outcomes and removal due to parental substance use.  The program is an 

attachment-based parent-child therapy and substance use treatment.  The mission 

of FBR is to ensure that substance affected children thrive in drug-free, safe and 
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stable homes with their parents.  FBR was piloted in response to findings by the 

Connecticut Department of Children and Families that children exposed in utero 

and environmentally to parental substance use are at high risk of compromised 

safety, development and being placed in the care system13.  

A family is allocated three clinicians who each carry out one home visit per week, 

for the first six months. For the duration of the one-year intervention the number 

of visits gradually decreases to one per week.  One clinician addresses the parent-

child relationship, another provides substance use treatment and the third clinician 

is a Family Support Specialist providing general supports based on the needs of the 

specific family. Each clinician tests the parents for drugs at each visit, so parents are 

drug tested up to three times per week. FBR clinicians are trained in all aspects of 

the model so can deliver substance use treatment and parent-child relationship 

support.  A behavioural health specialist provides supervision to clinicians and a 

psychiatrist is available to evaluate and review prescriptions when necessary. 

Parents involved with FBR do not participate in other substance use or mental 

health programs except opiate replacement treatment during this intervention.  

This model is being replicated in many different areas across the state with Yale 

providing quality assurance across the sites. A new research trial has recently been 

funded using the model with children aging from 3-6 years old. The FBR program is 

based on the premise that the shared joy of parenting a child in the parent-child 

relationship is a primary positive reinforcement in substance use recovery14. It is 

recognised by the FBR program that there are few substance use treatment programs 

that focus on parenting and parenting programs rarely address the needs of parents 

who use substances. For parents in this group, positive experiences of parenting can 

provide an opportunity for sobriety so FBR offers the opportunity to effect change 

in both parenting and recovery to bridge the gap within traditional services. 

FBR is a strength based model however it takes careful considerations of risk factors 

for leaving a child at home. Through assessments by both the FBR team and the DCF 

workers and close collaborations throughout the intervention, appropriate families 

are identified and monitored. Safety planning is carried out between FBR staff, DCF 

staff and parents. For successful completion of the program, parents must have 

completed six months of treatment and achieving at least three of five treatment 

goals. 44% of families were discharged after successfully completing the program 

                                                           
13 Hanson, KE. et al. 2015: Family Based Recovery: An Innovative In-Home Substance Abuse 
Treatment for Families with Young Children. Washington: CWLA 
14 Hanson, KE. et al. 2015: Family Based Recovery: An Innovative In-Home Substance Abuse 
Treatment for Families with Young Children. Washington: CWLA 
 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Hanson%20KE%5BAuthor%5D&cauthor=true&cauthor_uid=26827481
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hanson%20KE%5BAuthor%5D&cauthor=true&cauthor_uid=26827481
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which compares to 33% of the national average of clients involved in intensive 

outpatient programs15.  

What the FBR intervention demonstrates is that some children do not need to be 

separated from their parents during substance use treatment and can even remain 

in the home. With support, many parents can maintain stability and safety for their 

children. By focusing on the child and the role of the parent this motivates those 

reluctant to engage in substance use treatment. Workers can build a trusting 

relationship with the parents by working alongside the family in the home. FBR 

clinicians are trained in both areas of the intervention so can provide holistic 

support.  

Mothering from the Inside Out (MIO) 

I also visited the ‘Moms ‘n’ Kids’ office where the Mothering from the Inside Out 

randomised trials are conducted. The MIO intervention is supervised by Dr Nancy 

Suchman, Professor in the Psychiatry Department at Yale Child Study Center. 

Mothering from the Inside Out (MIO) is an individualised psychodynamic 

intervention that focuses on supporting a mother's capacity to make sense of her 

own and her child's emotional experiences and understand her child's behaviour is 

driven by thoughts and emotions16.  

The objectives of MIO are to: 

• Support a mother's capacity for emotional regulation  

• Restore a mother's capacity to build healthy attachments (replacing 

attachment to the substance with attachment to the child)  

• Support a mother to enjoy her child, manage her child's emotional distress 

and understand her child's needs 

• A mother’s thoughts and emotions are taken seriously  

• Assess a mother's psychological strengths and vulnerabilities, and the child’s 

developmental stage  

• Helping a mother make sense of her own and her child's experiences and how 

these are related to individual need, personality, and behaviour  

• Find long-term support for a mother’s psychological and emotional 

development 

MIO takes into consideration that chronic substance use adopts the same neural 

circuitry used during parenting activities and likely makes the parenting experience 
                                                           
15 Hanson, KE. et al. 2015: Family Based Recovery: An Innovative In-Home Substance Abuse 
Treatment for Families with Young Children. Washington: CWLA 
16 Suchman, N. et al. 2013: Parenting and Substance Abuse: Developmental Approached to 
Intervention. New York: Oxford Press 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Hanson%20KE%5BAuthor%5D&cauthor=true&cauthor_uid=26827481
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more stressful and less enjoyable. The findings of the trials of MIO evidence the 

importance of addressing a mother’s distress in her role as a parent while she is in 

recovery before addressing her parenting of her children17.  

‘Children’s unmet needs cannot be addressed without first meeting the needs of their 

primary caregivers, who are, most typically, their mothers’18 

The next phase of the MIO trial is to train addiction workers in attachment-based 

therapy, child development and parenting strategies to help close the gap between 

children’s services and addiction services19. 

Dr. Suchman has worked closely with Dr Helena Rutherford, Assistant Professor in 

the Yale School of Medicine. Dr Rutherford's research focuses on understanding the 

neurobiology of parenting and the development of new approaches to assess 

parenting in the laboratory.  She is interested in how addiction may impact 

processes involved with maternal sensitivity to children’s emotional cues. Dr 

Rutherford and her colleagues have found that the period of neural plasticity for 

pregnant mothers may be a uniquely sensitive time for parenting interventions to 

harness positive behaviour change. Dr Rutherford explains that interventions 

during this time need to recognise the importance of prior experiences in shaping 

maternal brain and behaviour when engaging substance using mothers and 

understanding of how early adversity can impact the child’s neurobiology21. 

 

 

 

 

 

 

 

                                                           
17 Suchman, N. et al. 2017: Mothering From the Inside Out: Results of a second randomized clinical 
trial testing a mentalization-based intervention for mothers in addiction treatment: Development 
and Psychopathology: Cambridge University Press 
18 Suchman, N. et al. 2017: Mothering From the Inside Out: Results of a second randomized clinical 
trial testing a mentalization-based intervention for mothers in addiction treatment: Development 
and Psychopathology: Cambridge University Press 
19  Suchman, N. et al. 2017: Mothering From the Inside Out: Results of a second randomized clinical 
trial testing a mentalization-based intervention for mothers in addiction treatment: Development 
and Psychopathology: Cambridge University Press 
21 Rutherford, H. and Mayes, L. 2016: Maternal Brain Plasticity. Wilmington: Wily Periodicals Inc 



PAGE 17 

Recommendation 1 

Addiction Treatment Services should be Integrated with Family 

Support Services 

 

The ARS and FBR services both combine substance use treatment whilst considering 

the patients/clients role as a parent and provide support to progress as a parent as 

well as a sober individual.  Considering the successes of these programs which are 

able to maintain the parent-child relationship provides the opportunity to develop 

similar models in Scotland and the UK. Circle and the Edinburgh recovery services 

have made progress in recognizing parents roles as we have family workers based in 

the recovery services throughout the city. However, there are still parents going 

through the addiction services who do not come into contact with family support 

services. This is can be linked to the assessment phase of treatment in the addiction 

services and a lack of confidence in staff asking questions regarding children and 

personal circumstances or a lack of knowledge of family services. The recovery 

services in Edinburgh are a myriad of services working under an umbrella 

partnership model which results in differing policies, processes and standards. 

Whilst we have made progress, services could be more integrated than they 

currently are. The PrePare team in Edinburgh is a good model of multi-disciplinary 

working which integrates addiction treatment for pregnant substance users with 

health services and family support. However, this is a small and unique team which 

serves a small population in one city of Scotland.  

My recommendation would be that a specialist drug treatment worker could be 

based within family support services like Circle. This would allow workers to 

collaborate to establish holistic support plans considering both areas of an 

individual’s life as substance user and a parent.  
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Finding no 2: 

Residential Facilities for Pregnant and Parenting Women Provide 

Safe Environments   

 

Evergreen Recovery Centre 

I visited the Evergreen Recovery Centre and spent time within the Pregnant and 

Parenting Women’s (PPW) residential facility.  The site offers a fourteen-bed unit 

and a nine-bed unit next door including day care facilities. The mothers involved 

can bring their children up to the age of 5 years old before they start school. During 

their stay women receive parenting support, mental health counselling, family 

counselling, relapse prevention planning and basic life skills. The day care facility 

offers play therapy, nurtures social skills, provides developmental assessments and 

observed interactive parenting. Each building has a monitor on duty at all times. 

These monitors can dispense medication (excluding opiate replacement 

medication) if needed, provide low level emotional support to the residents and are 

highly trained in order to be as understanding to the needs of the residents as 

possible. Every member of staff, from the Cooks to the Directors are provided 

training to have a better understanding of the needs and circumstances of the 

residents in the PPW program. 

The program is funded mainly through Medicaid dollars making this program 

accessible for those on a low income.  This is the only facility of its kind across three 

Counties, so demand is high for this service.  The program began in 1999, and about 

100 women go through every year. 1,524 pregnant women reported opiate use across 

Washington State in 2014 and the number of new-borns diagnosed with Neonatal 

Abstinence Syndrome has increased from 114 cases reported in 2000 and 881 cases 

in 2014.   

The Evergreen Recovery Centre runs a detox facility near the PPW program and 

more than 70 percent of admissions are for opioids. Heroin has also been an issue 

in Scotland for many years and of approximately 12,500 individuals who presented 

for treatment in 2015, 85% reported their primary problem substance to be heroin. 

Approximately 12.8 per 1,000 women who presented with pregnancies in 2014/15 

reported drug use, with 50 percent of those reporting opioid misuse in Scotland. 

Studies of Evergreen Recovery Centers’ PPW program have found that babies born 

to residents have better prenatal care and 66% with better birth weight. Mothers 

report to be less stressed about parenting and there are 35% fewer reports of 

inadequate parenting among women who took part in treatment.  The risk of 
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premature delivery, low birth weight and infant death was lower for women in 

treatment, compared with women who were actively using.   

Fifteen children were reunited with their mothers in 2017 so far and 8 healthy babies 

were born between the two units.  The program takes approximately 180 days 

although this timescale can be flexible if women complete their goals earlier than 

expected or cannot find suitable housing in time for their graduation. All the women 

are expected to complete their ‘Prep Project’ before they leave which involves a 

written history of their drug use and its consequences, a personal piece to their 

recovery and a relapse prevention piece. For example, for her personal piece, one 

resident chose to write about Down Syndrome as her child had been recently 

diagnosed.   

Wellmore Women & Children’s Program 

Whilst in New Haven I travelled to two PPW residential facilities. The first facility 

I visited was the Wellmore Women and Children’s Program. Wellmore is an 

umbrella organisation providing several residential rehabilitation facilities for 

adult men and various outpatient services for local communities. The Women and 

Children’s Program is funded jointly by the Department of Mental Health and 

Addictions through Medicaid grants. The program offers eight beds for women 

with one child under five or for women with an established rehabilitation plan 

with her child. Most of the women at intake to the Wellmore Women and 

Children’s program are pregnant. Fathers are welcome and are offered 

individualised visiting times which are monitored and supported where necessary. 

The program lasts for ninety days although this is flexible around community 

housing availability. During my visit I learned that women and children can stay 

much longer due to a lack of appropriate housing. Appropriate housing has been a 

common difficulty cited in most services I visited throughout my trip.  

Once a mother enters the program there is an expectation that she attends twenty 

hours of interventions per week. This includes  

• Parenting education 

• Domestic violence education 

• Parenting support 

• Creative therapy in arts and music 

• Anxiety groups 

• Seeking Safety (trauma) groups 

• Twelve Step Recovery groups 

• Individual counselling 

• Blood borne virus testing and education 
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During their stay mothers are expected to do weekly shops, plan meals and cook 

each night on a rota system. The rota system also includes weekly chores such as 

cleaning, and mothers are supported to attend community appointments. Morning 

and evening groups involve the mothers identifying three things they are grateful 

for and three goals they wish to achieve each day. The program only has eight 

bedrooms making it small and homely. The facility includes some common areas, a 

small library of donated books and a big kitchen with a table big enough for 

everyone to sit around at night. There is a creche facility to allow mothers to attend 

their groups. These strategies are ways to support women to learn independent 

living skills and equip them to be the best parents they can be. The program operates 

a tiered progression so that every thirty days the mothers can move up to the next 

tier. There are celebrations for mothers when they have moved up a tier so there are 

regular successes for mothers throughout their stay. As mothers work through the 

tiered progression they are given more responsibilities such as unsupervised 

community visits and co-running the groups. This also includes a peer mentor 

model so mothers in higher tiers buddy up with mothers in lower tiers for 

encouragement and guidance.  Once a mother completes the program she decorates 

a rock for the rock garden which will always be part of the facility and symbolises 

each mother’s journey to a sober life as a parent. Mothers are connected with 

previous residents in the community with the idea they can build support networks 

which last beyond their time within the program.  

Hallie House 

The second facility I visited was Hallie House run through the umbrella organisation 

‘The Connection’ which offers many supported housing facilities and residential 

rehabilitation for individuals and families.  The Connection is a private, non-profit, 

community development agency.  The Connection provides behavioural health, 

family support and community justice programs. These programs aim to reunite 

families, break the generational cycles of abuse and neglect, create safer, healthier 

communities and assist with mental illness and addiction issues. Hallie House for 

Women & Children, provides substance using women, a safe, home-like 

environment where they can learn life and parenting skills to be better mothers. 

Learning relapse prevention skills assists mothers in maintaining their sobriety 

along with developing coping skills to better deal with stresses in their life. Mothers 

can be self-referred or referred by the Department of Children and Families, and the 

Department of Correction. The program prioritises pregnant women who are 

injecting drug users and must have used in the last thirty days. Hallie House is also 

an eight-bed facility and will accept mothers with one child under the age of five. 

Fathers are also able to visit however there are strict criteria involving fathers 
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evidencing clean urine samples and involvement in a substance use program. 

Fathers are not allowed to visit if there has been any history of domestic violence 

within the family. The facility is funded similarly to the Wellmore mothers and 

Children program however it is a longer-term program offering residents a 6-9 

month stay. Similarly, Hallie House expects mothers to attend twenty hours of 

interventions which include: 

• Relapse prevention assistance 

• Drug and addiction education 

• Relationship and communication skills 

• Life skills 

• Parenting skills 

• Women’s issues 

• Community outreach activities 

• Counselling  

Hallie House also runs a peer mentoring program called Big Sisters which pairs new 

residents with residents who are further through the program and supports them to 

settle in and provide encouragement and guidance. Mothers are not allowed the use 

of their mobile phones during their stay and there is one pay phone in the house if 

mothers need to make a phone call. This is to combat abusive and controlling 

relationships from reducing the effectiveness of the therapeutic, safe space of the 

facility.  Once mothers have completed their stay they are not actively encouraged 

to keep in touch with other residents. The reason for this is a feeling from the 

program supervisors that mothers are still vulnerable to relapse which may be more 

likely to occur if they are with other individuals who also have a history of drug use. 

The two facilities have different views on this issue and is something that would 

need consideration if a UK facility was established. Hallie House also operates a 

tiered system which allows mothers to work their way through the tiers but can also 

move to previous tiers during relapses to address triggers again. Hallie House has a 

graduation rate of 80% making it a successful program. I spoke to a resident during 

my visit who was looking forward to her son being returned to her care whilst she 

was in the program. Facilities like Hallie House, Wellmore Women and Children’s 

Program and Evergreen allow for children to remain in their mother’s care whilst 

they carry out their substance use and parenting interventions leaving fewer effects 

on the parent-child relationship when compared to removing children during this 

process.  
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Department of Children & Families 

I met with Justin Rogola who is a Behavioural Health Consultant for the Department 

of Children and Families. Justin meets with Child Protective Services staff and 

clinical providers offering consultancy of individual cases. Justin will support staff 

to decide what steps are necessary with complex cases where children are at risk of 

or have already been removed due to substance use, domestic violence and/or 

mental health. I advised Justin about the situation in Scotland regarding the lack of 

options for pregnant and parenting women who use drugs and we discussed the 

importance of assessments of motivation for women entering treatment and the 

quality of the treatment. Most PPW residential facilities are a final option for women 

who have tried community outreach recovery programs and failed. It is unsurprising 

there is a demand for this kind of service when we consider that many service 

provisions for drug users are built around the needs of white, opiate using males 

over 35.  
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Recommendation 2 

Residential Recovery Programs should be an Option Available for 

Women and Children in Scotland 

 

Whilst residential facilities are not the right option for every mother who uses 

substances, it should be an option that mothers can consider if they have tried to 

stabilise their substance use in community outpatient services.  A potential 

challenge regarding most residential facilities is that only one child under five can 

attend with the mother which brings more dilemmas for those mothers with more 

than one child. Wellmore gave examples of working with mothers around this 

dilemma which included supporting Kinship arrangements for the family, allowing 

individualised visiting times and allowing children to swap so that each child could 

spend some time with their mother during her stay.  

Safe and appropriate housing has to be in place to allow mothers to concentrate on 

their recovery and their parenting. This involves having emotional, physical and 

psychological safety. Whilst the facilities I visited have difficulties providing long 

term safe housing for families after completing their programs, families can be 

offered support to make informed decisions regarding their long-term housing 

options and how this will impact their future.  

Residential facilities also allow for consistent and safe monitoring of mother and her 

child and is a positive way of managing risk rather than removing children whilst a 

mother accesses treatment. Removing a child can have devastating, long term 

impacts on both the child and mother which can be a cause of continued substance 

use and attachment issues. Some women may go on to have more children in an 

attempt to ease the extreme feelings of guilt, sadness and anger that comes with 

having a child removed.  

A well-established and robust argument against residential facilities of this kind is 

the costs involved. These types of facilities are expensive however if you compare it 

to the potential costs of accommodating a child/ren and the longer-term outcomes 

linked with children in the care system, the immediate costs of residential treatment 

far outweigh the longer-term costs. Outcomes for children in the care system 

include, but are not limited to, poor physical and mental health, lack of engagement 

in education, increased likelihood of being involved in the criminal justice system 

and increased chances of problematic substance use. This allows the generational 

cycle to continue and the longer-term costs to society become huge. 
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Whilst a small PPW facility would provide only 8-10 beds, the benefits of a mother 

gaining sobriety, independent living skills and coping mechanisms other than drug 

use far outweigh the costs of establishing such a service in Scotland. A mother who 

can learn how to cope with the stresses of parenting in a healthy way will provide 

more emotional security for their child’s upbringing which will allow that child to 

concentrate on their educational, social and emotional development. This child 

would then go on to provide a healthy environment for their children and so on. If 

ten mothers receive treatment every 6-9 months in a mother and baby facility, the 

positive outcomes over a generation would show the sustainable and long term cost 

effective option this type of service can offer.  
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Finding no 3: 

Pregnant and Parenting Women Benefit from Longer Periods of 

Support 

 

Whilst in Seattle I visited The Willows Transitional Housing Unit and the Parent 

Child Assistance Program (PCAP). Both services provide long term support of 

between 18 months and 3 years. The luxury of time is often not afforded in many 

services in Scotland due to conditions placed on funding, such as the number of 

families expected to access the service. However, the positive outcomes for many of 

the women engaging in the Willows and PCAP can be used to evidence the impact 

that increased time can have to change habits of a lifetime. Many parents I have 

worked with have been using substances as a coping mechanism for most of their 

adult life and even longer. Many parents need time to experiment with new coping 

mechanisms in an environment or situation that is physically, emotionally and 

psychologically safe. 

Parent Child Assistance Program 

The Parent Child Assistance Program (PCAP) is a home visiting, case management 

intervention model for women who use alcohol or drugs during pregnancy and have 

already delivered at least one substance exposed child. The primary goals of the 

program are to support families to achieve and maintain recovery, build healthy 

family lives and prevent future alcohol/drug exposed births. This is done by building 

trusting relationships with mothers, connecting clients with community services 

and teaching them to believe in themselves. The program is an evidence based 

model and workers are allocated to 15 families each over a three-year period visiting 

families approximately twice per month. The worker supports mothers to identify 

personal goals and the steps necessary to achieve them whilst monitoring progress. 

As a three-year intervention, PCAP offers a realistic length of time during which a 

woman can form a therapeutic relationship with her worker and make gradual 

behavioural changes. The model acknowledges the beginning of the process can be 

slow and tentative for most clients, who have never had a trusted parent or other 

individual in their lives (in fact, many mothers I met state that their own parents 

first introduced them to drugs). The three-year duration also provides a clear time 

frame during which clients know they’ll have assistance; this serves as a motivator 

to complete their goals22.  

                                                           
22 Grant, T., Dimmich, S. 2017: Parent Child Assistance Program: A Model of Effective Case 
Management Intervention with High-Risk Familie 
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Studies of PCAP show that many women in this high-risk population were 

themselves the abused and neglected children where no one protected them or 

intervened.  PCAP data illustrates this intergenerational cycle:  

Of 1160 PCAP mothers used in the studies: 

• 89% had one/both parents with problematic substances use 

• 63% were physically/sexually abused as a child  

• 23% experienced foster care as child  

• 58% ran away as a child  

• 37% did not finish high school23 

Many individuals have been living in stressful situations and environments since 

childhood so to achieve sustainable change is to change the habit of a lifetime. This 

is not something that can be done quickly if we consider Prochaska & DiClemente 

(1983) Cycle of Change24: 

                                                           
23 Grant, T., Dimmich, S. 2017: Parent Child Assistance Program: A Model of Effective Case 
Management Intervention with High-Risk Families 
24 Social Work Tech 09/01/2012 Cycle of Change Accessed 20/09/2017 
http://socialworktech.com/2012/01/09/stages-of-change-prochaska-diclemente/  

http://socialworktech.com/2012/01/09/stages-of-change-prochaska-diclemente/
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Workers are provided with 2 supervision sessions per month both lasting 2 hours. 

The first hour is dedicated to the client caseload and the second hour is purely for 

the worker to talk through any anxieties or triggers they have experienced. I 

observed a supervision session and heard how complex the cases are. In the context 

of the Seattle housing crises, the homelessness is visible and distressing with PCAP 

workers providing tents and sleeping bags for some clients who are sleeping on the 

streets. PCAP workers can continue supporting mothers who do not have the care 

of their children and the main goal will be to stabilise the mother and reassure her 

she has a source of support.  I have had many discussions with colleagues regarding 

the lack of support for parents who lose the care of their children. Many parents do 

not meet the criteria for supports once they have lost the care of their children and 

as a result are left to process the devastating impact of losing their child/ren.  

Broadhurst et al. suggest that 

“following the compulsory removal of children, the plight of birth mothers all too 

easily falls outside service provision, leaving women to make their own sense of the 

lifestyle and relationship circumstances that have led to compulsory child protection 

intervention ... In this context, mothers were unlikely to receive a comprehensive 

service until a further pregnancy propelled them back under the gaze of children’s 

services for pre-birth assessment.25”    

Among 1122 PCAP Graduates from 2010 to 2016, after completing 3 years in the 

program:  

• 91% Completed alcohol/drug treatment or were in progress  

• 78% Were abstinent from alcohol and drugs for 6 months or more during 

program 

• 55% Attended or completed college, or work training  

• 79% Children were living with their own families 

Willows Transitional Housing Unit 

I spent three days at the Willows Transitional Housing Program which is a 15‐unit 

facility for mothers who have co‐occurring mental health and substance abuse 

disorders, and their children. The facility was developed in partnership with the 

umbrella organisation; Community Psychiatric Clinic (CPC). The Willows is an 

integrated model designed to help residents achieve an alcohol and drug‐free 

lifestyle, gain psychiatric stability, and raise their children in a safe and healthy 

environment.  The goals of The Willows are to: 

                                                           
25 Broadhurst, K. and Mason, C. et al. 2013: Maternal outcasts: raising the profile of women who are 
vulnerable to successive, compulsory removals of their children. New York: Routledge: Journal of 
Social Welfare and Family Law 
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• Provide a safe and stable environment for homeless women with children 

who are recovering from mental health and substance abuse disorders. 

• Support recovery efforts that will prevent future alcohol and drug exposed 

births, homelessness and other trauma to children of these families. 

• Create an environment that will prepare these families for independent 

living. 

Three housing units accommodate five families and each family has two bedrooms 

with access to a common living area and kitchen. Most women have babies and 

children up to the age of 5 although when I visited, there was one family with a 17-

year-old child so there is no limit to children’s ages when entering the program.  All 

women have come from a 6-month residential detox program before entering to the 

Willows, and the average stay for women is around 15-18 months. Women go 

through three treatment phases each lasting approximately 3 months, although the 

length of phase depends on how quickly the woman completes the competencies 

expected of her. 

In phase one residents are working to develop a comprehensive care plan.  In phase 

2 the residents are expected to continue with phase one requirements, increase their 

independent living skills, and start to develop future goals that will support their 

return to living in the community.  In phase 3residents are supported to return to 

school or work in preparation for moving out.   

All women, on completion of all three phases and therefore the Willows program, 

are entitled to priority for new housing under a government scheme which is 

significant motivation for the women residing at the Willows. In Seattle and 

throughout King County, the average monthly cost of a basic apartment is 

approximately $1200, whilst families who are out of work are paid $325 from the 

Temporary Assistance to Needy Families grant (TANF).  When a family are ready to 

move onto independent living the woman will have completed an exit binder which 

she will keep.  It covers their individualised coping skills, crises planning, their 

support network, triggers and identified warning signs of when they are not coping. 

The individualised binder provides the women the information and guidance for 

moving on from the Willows to maintain a stable and healthy lifestyle for themselves 

and their children independently. During my visit I learned the Willows has a 

graduation rate of 95% meaning the majority of women successfully work through 

each stage and have maintained their stability and the care of their children for at 

least approximately two years.  
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During my visit I met most of the resident mothers whilst observing the support 

groups and all presented as motivated, articulate, intelligent and inspirational 

women. I had an informal chat with Hannahi who told me about her journey: 

Hannah 

Hannah* tells me how important the Willows has been for her and how it has helped her to 

move forward in her recovery.  

Hannah‘s Mum and partner introduced her to drugs and were her using partners.  Hannah 

struggled to become stable as her significant relationships were her trigger for using substances. 

Hannah found herself in a cycle of substance use which was tough to break as sobriety involved 

cutting out the two most significant people in her life.  Hannah found it hard to see outside of 

those relationships and learn to be self- sufficient.   

“Staff at the Willows are showing us how to figure things out for ourselves. The phases mean we 

are always achieving something.” 

“I wish I had more information regarding treatment at the start- things became clearer the more 

sober I got.” 

Hannah saw the importance in having consistent messages repeated in the groups each week 

and how the residents needed to buy into recovery on the outside too. Hannah explained this 

was the last chance at sobriety and stability for her as she had been sterilised and felt women get 

more help if they have children.  Hannah benefitted from the security net of housing during her 

recovery journey as she was admitted to the Addiction Recovery Centre for detox, received 

treatment for six months at the Evergreen PPW facility and has now learned to live a stable and 

independent life at the Willows.   

Hannah volunteers as a peer mentor for individuals in recovery with CPC and explained that 

most women in the Willows have experienced depression, Post Traumatic Stress Disorder and 

domestic violence. The women in the Willows don’t know who to trust because they have been 

betrayed by the people closest to them 

 “Anything is possible for me now.” 

Since returning from my travels I have learned that Hannah has graduated from the program, is 

in her own independent housing, is employed fulltime working as a peer support to others in 

recovery and has remained clean and sober. 

*Name has been changed 
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Recommendation 3 

Support Should be Offered for Longer Periods of Time Based on 

the Individual Needs of the Family  

 

Services like PCAP and the Willows allow mothers to use supports and whilst 

maintaining significant changes in their housing, finances, relationship choices, 

emotional management and parenting. Mothers who I have worked with involved 

in Child Protection systems have almost always experienced traumatic events such 

as abuse and neglect during their childhood and beyond. Considering this alongside 

living in deprivation makes being an emotionally available parent extremely 

challenging26. Substance use has been a coping mechanism for these mothers for a 

lifetime and the only coping mechanism they have ever known. Time is a necessity 

to allow mothers to address their substance use, identify and develop alternative, 

healthy coping mechanisms that allows them to remain emotionally available for 

their children.  

Families need time to use supports to stabilise their lives and funding constraints 

mean I can only offer support to families for up to one year.  For some families this 

is sufficient however for lots of families this is not enough time resulting in a 

revolving door to our service with families presenting repeatedly. 

The length of time a family is offered support should be based on the assessment of 

need for each individual family. Whilst working with a family indefinitely is equally 

as unhelpful when moving families onto sustained independent living, so is being 

forced to close a case when there are identified areas of support needs. 

Ideally individual services should be afforded the responsibility of assessing the 

length of time to offer support to a family with the justification of assessment behind 

it. This may help to prevent families being trapped in a revolving door to services.  

In the context of Scotland services are often withdrawn when a child is removed, 

already vulnerable mothers are left processing the trauma of losing a child with little 

or no support . This presents a strong trigger for substance use and repeated 

pregnancies resulting in a cycle of trauma. Longer periods of support would allow 

mothers to process this loss with support and learn to cope with the grief rather 

than replacing the removed child with another child. 

                                                           
26 Broadhurst, K. and Mason, C. et al. 2013: Maternal outcasts: raising the profile of women who are 
vulnerable to successive, compulsory removals of their children. New York: Routledge: Journal of 
Social Welfare and Family Law 
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Finding no 4: 

Powerful dynamics in group therapy and peer mentor models 

 

Throughout my trip I was struck by how powerful group dynamics can be combined 

with how mothers learn from each other. Mothers who had similar lived experiences 

supported each other and challenged feelings of self-doubt and guilt which were 

common themes for all the mothers I met. 

During my time at the Addiction Recovery Center in Seattle observing groups, 

despite a trained Counsellor facilitating the group, there was a strong emphasis on 

the women supporting each other and using their own experiences to advise and 

share with their peers. I met with one of the Recovery Counsellors in the Addiction 

Recovery Centre in Seattle who had a history of problematic substance and used her 

history to motivate the mothers in the group to contribute.  During one group, 

discussion was around what their ‘self-talk’ is when stressed and the common theme 

amongst the mothers was how inadequate they felt, and that failure was part of their 

daily lives. The mothers in the group were asked who had grown up in a household 

affected by addiction or in an abusive household and every mother in the group 

raised their hand.  It became clear the mothers had built up trust during their short 

time in treatment and were invested in their own recovery and each-others recovery. 

I joined the mothers for a ‘smudging ritual’; a Native American ritual which aims to 

cleanse negative energy. Smudging involves burning sacred herbs and washing your 

hands, eyes, ears, heart and brain in the smoke to cleanse negative energy in the 

body. The Chaplin used a giant feather she had been gifted to direct the smoke over 

our heads, bodies and the base of our feet. Once she had finished the Chaplin 

blessed the unborn babies. During this process the mothers who attended shared 

positive and negative experiences of their current and past pregnancies and their 

stories of parenting. This was complemented by a therapeutic mindfulness activity 

allowing the mothers and their babies to begin the day in a calm and connected way.  

British Journalist Johann Hari discussed addiction during a TED Talk “Everything 

You Think You Know About Addiction is Wrong,” describing the opposite of 

addiction as being connection.  

Resident Hannah from the Willows talked passionately about the challenges with 

her addiction was brought on by not knowing who to trust and those people closest 

to her were the people leading her down the road of addiction. All the residential 

facilities I visited had some form of peer mentoring model and each model involved 

an aspect of learning about parenting from their peers. For example, the mothers 

who enter Hallie House are allocated to a ‘peer sister’ when they arrive in order to 

http://www.ted.com/talks/johann_hari_everything_you_think_you_know_about_addiction_is_wrong#t-202527
http://www.ted.com/talks/johann_hari_everything_you_think_you_know_about_addiction_is_wrong#t-202527
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support them to settle into the program. A ‘Recovery Support Leader’ is identified 

in each building of the Evergreen PPW program by the manager to run in-house 

recovery meetings.  

During the various groups I attended and observed, many of the women became 

most animated and passionate when they were discussing their roles as parents. 

During a parenting group at the Willows I was admiring the mothers who identified 

strengths in their peers as mothers and the strengths in each other’s children. The 

mothers in the group listened intently to the group facilitator however most 

reflection occurred when the mothers were chatting to each other and reflecting on 

their own experiences.  

The Family Based Recovery model has a group component and it describes groups 

as a positive reinforcement for parents. The program has found that parents tend to 

engage with the group when they have tested positive for substances so use the 

group for accessing peer support and to reflect on the challenges of parenting and/or 

recovery27.  

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
27 Hanson, KE. et al. 2015: Family Based Recovery: An Innovative In-Home Substance Abuse 
Treatment for Families with Young Children. Washington: CWLA 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Hanson%20KE%5BAuthor%5D&cauthor=true&cauthor_uid=26827481
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Recommendation 4 

Circle to pilot a peer parenting model for pregnant and parenting 

women  

 

Circle support a variety of families with parents at different stages of their recovery. 

Some parents are much further on in their recovery and work hard at parenting their 

children who are often experiencing some emotional or social difficulties due to 

their challenges at the start of their young lives. Circle also support parents who are 

at the beginning of their recovery journey or are still using substances over and 

above their prescriptions.  

I would like Circle to gain funding to pilot a ‘Peer Parenting Mentor Program’. This 

program would provide identified individuals with training and supervision to fill a 

mentor role for other parents in recovery. A mentoring program is a well-established 

model in the recovery community however a peer parenting mentor would include 

and acknowledge the challenge of parenting whilst in recovery.  

This would provide an opportunity for those further on in their recovery journey to 

progress into volunteering and training whilst also providing those less advanced in 

their journey with a unique source of support and an example of what a stable life 

can be as a parent. This would serve to remind parents of the shared joy parenting 

can provide rather than being consumed with the challenges. 
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Conclusions 

 

When I first embarked on this journey and applied for the Travelling Fellowship, my 

aim was to promote the benefits of residential recovery facilities for pregnant 

and parenting women. There is a significant lack of residential recovery facilities 

in Scotland and none for women with children. My Fellowship demonstrated not 

only the benefits of residential treatment for this client group, but that Circle could 

use and adapt some of the models within the various types of residential facilities I 

visited. 

The main benefit I found regarding residential options for women and children is 

the provision of allowing mothers and their children to recover in a safe, stable 

and supervised environment. Many of the mothers I met had experienced abuse, 

neglect, violence, homelessness, poverty and other traumatic circumstances by the 

time they presented for a residential recovery option.  

Time is an important factor when providing sustainable recovery options for this 

client group. Many women and children have learned unhealthy coping 

mechanisms that have revolved around problematic substance use. We must allow 

mothers time to recover and practice healthy coping skills in a safe and 

predictable environment before expecting them manage this without support. 

Along with time comes building relationships and trust with support workers. 

The mothers I met and continue to meet in my work have been betrayed by those 

closest to them and are understandably mistrustful. Many mothers report unhealthy 

relationships throughout their lives so being able to parent in a healthy way is 

contradicting what they have learned. By allowing mothers time we are allowing the 

opportunity to start from scratch in respect to sobriety and parenting. The opposite 

of addiction is connection and the residential services I visited had peer mentor 

programs which provided a unique source of support from other mothers with 

similar lived experiences. The dynamics of learning from each other during group 

therapy was powerful and effective from my observations. 

Nurturing the mother-child relationship is important when considering 

effective interventions for keeping families together safely. When residential 

treatment is not an option, situations involving parental substance use become risky 

to manage and can make workers understandably anxious. However, by providing 

intensive and evidence-based parenting interventions alongside treatment, allows 

necessary monitoring, evaluation and supervision whilst causing the least 

disruption to the mother-child relationship. Allowing mother and child to maintain 

a positive attachment to each other will influence how the child goes on to form 
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other attachments in their life. Mothers who use substances display lower levels of 

sensitivity and responsiveness to their children’s emotional cues so providing 

support for mothers as early in their child’s life as possible is important when 

fostering that relationship and improving parenting styles.  

It is important to acknowledge that residential options are not an appropriate option 

for all mothers with addictions and thorough assessments must be carried out to 

make that decision. Similarly, it is important to acknowledge that not all children 

are able to remain with their families safely and removing a child may be the safest 

option. 

Residential facilities for Pregnant and Parenting Women alone are not a guaranteed 

recipe for sobriety and good parenting, however combining these with 

individualised assessments, longer periods of support and time to build trusting 

relationships which foster connections, can be vital in successful recovery as a 

family.  

Currently community drug treatment services are not designed to provide support 

to individuals in their role as a parent and are built around the needs of 

predominantly male opiate users. Family support services are not designed to treat 

problematic substance use which results in the two issues being treated as separate 

entities. The recovery services in Edinburgh have established good links and 

partnership working between drug treatment services and family support services, 

however these are still separate organisations under an umbrella service. Scotland’s 

GIRFEC policy does allow for all services to use the same assessment tools which 

helps workers collaborate and work together, however mothers and children 

affected by parental substance use present with a unique set of needs which calls for 

a holistic, intensive, supervised and timely support plan. 

 

“This is no time for ease and comfort. This is a time to dare and endure” 

~Winston Churchill 
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