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Abstract

Home visiting programs can provide critical support to mothers in recovery from substance 

use disorders (SUDs) and young children prenatally exposed to substances. However, families 

impacted by maternal SUDs may not benefit from traditional child-focused developmental home 

visiting services as much as families not impacted by SUDs, suggesting the need to adjust service 

provision for this population. Given the need to implement tailored services within home visiting 

programs for families impacted by SUDs, we sought to investigate the implementation barriers and 

facilitators to inform future integration of a relationship-based parenting intervention developed 

specifically for parents with SUDs (Mothering from the Inside Out) into home visiting programs. 

We conducted nine interviews and five focus groups with a racially diverse sample (N = 38) of 

parents and providers delivering services for families affected by SUDs in the USA. Qualitative 

content analysis yielded three most prominent themes related to separate implementation domains 

and their associated barriers and facilitators: (1) engagement, (2) training, and (3) sustainability. 

We concluded that the home visiting setting may mitigate the logistical barriers to access for 

families affected by SUDs, whereas relationship-based services may mitigate the emotional 
barriers that parents with SUDs experience when referred to home visiting programs.

Permission to reproduce material from other sources: Figures 1 and 2 have been reproduced from Lowell et al., (2021) with 
permission from Springer.

Correspondence: Elizabeth Peacock-Chambers, MD, MS, Department of Pediatrics, UMMS-Baystate, 3601 Main St, Floor 3, 
Springfield, MA 01199, 413-794-8301, Elizabeth.Peacock-ChambersMD@baystatehealth.org. 

Conflicts of interest statement: The authors have no potential conflicts of interest to disclose.

HHS Public Access
Author manuscript
Infant Ment Health J. Author manuscript; available in PMC 2024 March 01.

Published in final edited form as:
Infant Ment Health J. 2023 March ; 44(2): 166–183. doi:10.1002/imhj.22041.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Keywords

parental substance use disorder; relationship-based parenting intervention; home visiting; 
implementation; barriers; facilitators

Infants and toddlers who are prenatally exposed to substances may demonstrate a variety 

of developmental concerns including motor delays (Hans & Jeremy, 2001; Yeoh et al., 

2019), language and cognitive delays (Beckwith & Burke, 2015; Skumlien et al., 2020), 

and emotional and behavioral problems (Hall et al., 2019). Participation in home visiting 

programs, such as Maternal, Infant, and Early Childhood Home Visiting Programs or Part 

C Individuals with Disabilities Education Act Early Intervention, is related to positive 

developmental outcomes for infants and young children who were prenatally exposed 

to substances (Frank et al., 2002), highlighting the importance of implementing these 

services with this population of high-risk families. However, families impacted by substance 

disorders (SUDs) frequently face unique challenges engaging in home visiting services such 

as stigma, fear of child welfare involvement, and mistrust (Peacock-Chambers et al., 2020; 

Peacock-Chambers et al., 2019), thus limiting the potential benefit of these programs. One 

key method for increasing family engagement and mitigating the negative effects of prenatal 

substance exposure on child development is to address parental mental health and its impact 

on parent-child relationships (Ko et al., 2017). Providing parenting supports in settings that 

are most accessible to families (e.g., in the home) may also increase receipt of integrated 

parental mental health treatment that ultimately benefits children (Zhou et al., 2019).

Although helpful in decreasing psychiatric symptoms and increasing abstinence, adult 

mental health and substance use treatment alone is not sufficient to improve child and 

family outcomes (Barth et al., 2006; Choi & Ryan, 2007; Dore & Doris, 1998; Niccols et 

al., 2012). In contrast, treatment programs that view women with SUDs more holistically 

and focus on nurturing their roles as mothers tend to have long-lasting and meaningful 

positive outcomes including decreased maternal depression, decreased parenting stress, 

higher likelihood of substance use treatment completion, fewer new reports of child abuse or 

neglect, better adherence to routine well-child care, increased dyadic reciprocity, enhanced 

caregiving sensitivity, and improved child attachment security (Dore & Doris, 1998; Hanson 

et al., 2019; Pajulo et al., 2011; Suchman et al., 2004; Suchman et al., 2017). Similarly, 

child-focused programs that integrate parental mental health supports demonstrate direct and 

indirect benefits to the child including improved parenting strategies, decreased maternal 

distress, decreased child behavior problems, and more secure parent-child attachment 

(Lieberman et al., 2006; Shafi et al., 2019; Suchman et al., 2017).

The selection and implementation of services for families impacted by SUDs within 

home visiting programs should be considered thoughtfully. Several studies suggest that 

commonly used psychoeducational, behavioral, and skills-based approaches may not lead 

to the desired lasting improvements for families impacted by SUDs on important indices 

of family bonding, family conflict, children’s prosocial skills, children’s perceptions of 

their parents’ love and involvement, and children’s risk for developing SUDs later in 

life (Catalano et al., 1999; Haggerty et al., 2008; Kumpfer, 1998; Suchman et al., 2004; 
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Suchman et al., 2006). This is likely related to a multitude of factors. Notably, many 

widely available skills-based approaches rely on teaching or coaching parents to engage 

in caregiving behaviors thought to support child development. However, these approaches 

typically focus on addressing child behavior without resolving the underlying causes of the 

parenting challenges experienced by mothers with SUDs. Substance use may be initiated 

in an attempt to cope with or tolerate psychiatric illness or symptoms, or to self-regulated 

difficult affect. Simply coaching mothers with SUDs to engage in caregiving behaviors 

such as co-regulation, time-out, and limit-setting may be particularly difficult for mothers 

in recovery, may even elevate stress, and trigger cravings for substance use (Rutherford et 

al., 2011). Service providers and parents have previously identified the potential need for 

service provision to this population to require a paradigm shift from child-focused services 

toward family-oriented services in order to enhance the emotional quality of the parent-child 
relationship (Peacock-Chambers et al., 2022).

Mothering from the Inside Out (MIO) is one such approach specifically designed for 

mothers with SUDs that has the potential to be integrated into home visiting programs 

to improve the quality of mother-child relationships in dyads affected by substance use. 

MIO is a 12-week, individual approach to parenting intervention that fosters a mother’s 

capacity to mentalize, or make sense of behavior in terms of underlying mental states 

(Allen et al., 2008). MIO specifically targets mothers’ parental reflective functioning, or 

her ability to meaningfully and accurately understand the thoughts, emotions, wishes, and 

attachment needs that drive her child’s behavior and her own caregiving behavior (Slade, 

2005). Grounded in the principles of reflective parenting programs first described by Slade 

(2007), MIO directly addresses parental reflective functioning by engaging the mother in 

explicit discussion about what her child’s behavior may be trying to communicate, how 

this makes her feel, and how these emotions impact her caregiving. This is achieved by 

building a safe and strong therapeutic alliance, maintaining a reflective stance, supporting 

mothers’ self-focused mentalization, facilitating mothers’ child focused mentalization, and 

providing attachment-based developmental guidance (See Figures 1 and 2). The ultimate 

goal is to improve the emotional quality of the parent child relationship by increasing 

the mother’s interest and curiosity in her child’s internal world (Suchman et al., 2018; 

Suchman et al., 2013; Suchman, 2016; Suchman & DeCoste, 2018). Previous trials testing 

MIO have demonstrated its efficacy at improving parental reflective functioning, caregiving 

sensitivity, maternal depression and substance use, and children’s positive involvement with 

their mothers during dyadic interactions (Suchman et al., 2008; Suchman et al., 2010; 

Suchman et al., 2011; Suchman et al., 2017).

Although originally designed as an adjunct to outpatient addiction treatment and previously 

studied in the SUD treatment setting (Suchman et al., 2008; Suchman et al., 2010; Suchman 

et al., 2011; Suchman et al., 2017), we proposed that child or family-focused home visitors 

with training in counseling or therapy could also feasibly deliver the intervention in the 

home setting. Feasibility and acceptability of an evidence-based intervention in a new 

context are important implementation outcomes to consider (Proctor et al., 2011). Such 

outcomes help to ensure a goodness of fit between the proposed new intervention and the 

treatment setting. However, many factors about this treatment setting, provider training, and 
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the broader home visiting systems and culture must first be carefully understood in order to 

optimize implementation of this intervention.

Implementation frameworks can be particularly useful in guiding the adaptation of 

evidence-based practices for existing service settings (G. A. Aarons et al., 2012). The 

EPIS (Exploration, Preparation, Implementation, Sustainment) framework in particular 

stresses the importance of dedicating sufficient time and resources to understand the 

treatment setting and to adequately prepare and adapt the intervention to meet the 

needs of that setting prior to implementation (G. A. Aarons et al., 2011). This can 

improve the implementation process upon its introduction and avoid wasted efforts and 

resources on costly implementation attempts (Saldana et al., 2012). Thus, through the 

use of a community-engaged research approach, we sought to identify the most salient 

implementation considerations needed for integrating MIO into the home visiting setting. 

We employed qualitative methods identify themes related to potential implementation 

barriers and facilitators. Knowledge gained from this study is needed to understand whether 

integration of MIO into home visiting services is likely to be feasible and acceptable, and 

which adaptations or specific implementations strategies are needed in the implementation 

process.

Methods

Participant Recruitment

We employed a community-engaged research approach in the design, participant 

recruitment, data collection, and analysis of this qualitative study. We recruited participants 

(i.e., parents in recovery from SUDs, home visiting program providers, and directors, 

physicians, nurses, social workers, child welfare staff, and addiction treatment providers) 

via local perinatal collaboratives and coalitions focused on improving healthcare for 

pregnant and postpartum mothers with SUDs in several urban and rural communities in 

western Massachusetts. Members of the research team distributed study advertisements 

and contact information to members of perinatal coalitions at in-person meetings and 

through email list serves. Staff members at the same community organizations represented 

in these coalitions also subsequently distributed flyers to other potentially interested parents. 

Members of the research team screened potential participants who expressed interest in 

participating to ensure that they were English-speaking and at least 18 years old. To be 

eligible, parents also had to identify as people with lived experience with SUDs, and 

providers had to have experience working directly with families affected by SUDs. We 

provided eligible participants with the option to participate in a focus group with lunch 

provided, or in an individual interview at a time of their choice. Interviews and focus 

groups have different methodological strengths and weaknesses when discussing potentially 

stigmatizing topics (Ruff et al., 2005). For example, focus groups provide insight into 

social norms as well as observation of interactive discussion between group members. 

However, logistical challenges associated with focus group participation, particularly for 

under-resourced communities, can be a barrier to enrollment particularly for parents in 

recovery. Therefore, we offered participants the choice for either form of participation based 

on preference, availability, and logistical considerations. We conducted the focus groups and 
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interviews at healthcare facilities, community-based service organizations, or participant’s 

homes, and compensated participants for their time with a $50 gift card. We screened 43 

potential participants and recruited participants until thematic saturation was achieved (N = 

38). This study was approved by the Baystate Medical Center Institutional Review Board 

and deemed exempt based on the minimal risk posed to study subjects.

Data Collection

Participants met with the PI (E.P.C.) and one or more additional study team member(s) 

to complete verbal informed consent, an interview or focus group, and a brief written 

questionnaire. Interviews ranged from 30 to 60 minutes in length, and focus groups ranged 

from 90 to 120 minutes in length. Interviews and focus groups were audio-recorded, and 

field notes were handwritten or typed by the PI and an additional study team member.

At the time of each interview or focus group, participants were first informed that the 

research team was proposing to integrate and deliver services specifically tailored for 

parents in recovery from SUDs within the context of home visiting programs, particularly 

Part C Early Intervention or other similar programs. Participants were provided with 

a description of Mothering from the Inside Out (MIO), a relationship-based reflective 

parenting intervention specifically designed for parents in recovery from SUDs (Figure 

1 and 2). Participants were also provided with a summary of MIO’s evidence base, 

including findings from multiple randomized controlled trials demonstrating MIO’s efficacy 

at improving the parent-child relationship as well as children’s interactional behavior 

and attachment security, mothers’ caregiving behaviors, and mothers’ substance use and 

psychiatric symptoms (Suchman et al., 2008; Suchman, 2017; Suchman et al., 2010; 

Suchman et al., 2011; Suchman et al., 2017; Suchman et al., 2016). Lastly, participants 

were provided with some background about the similarities and differences between MIO 

and behaviorally-based parenting interventions that are widely available but potentially less 

efficacious among parents with SUDs at improving the parent-child relationship (Suchman 

et al., 2004; Suchman et al., 2006).

After learning about MIO and reading a passage from a parent about what they gained from 

MIO (Suchman et al., 2013), participants were asked two primary questions: “What is your 
initial reaction to the information you just heard?” and “How would the program need to be 
adapted to meet your needs (or the needs of your community)?” Additional probes focused 

on potential individual and program level challenges that could arise during integration of 

the intervention into the home visiting setting. Probes were informed by a conceptual model 

of service engagement developed in prior qualitative work and the EPIS implementation 

framework (Gregory A Aarons et al., 2011; Peacock-Chambers et al., 2022). The conceptual 

model describes the interaction of important factors that drive perinatal service engagement 

among mothers with SUD and informed the need for more in-depth questions about home 

visiting. Demographic data were collected at the conclusion of each interview and focus 

group. Recruitment continued until thematic saturation was achieved, i.e., when no new 

themes emerged in the final interviews or focus groups.
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Data Analysis

Recordings were transcribed verbatim, and transcripts were coded independently by two 

members of the research team. NVivo software (QSR International Pty Ltd, 2018) was 

used to organize the analysis, which included inductive and deductive analytic codes 

and corresponding definitions in a codebook (Fereday & Muir-Cochrane, 2006; Hsieh & 

Shannon, 2005). Deductive codes originated from the EPIS framework and conceptual 

model referenced above while inductive codes allow for exploration of unforeseen 

concepts that may be important in this particular context. Coders met biweekly to resolve 

discrepancies between codes until consensus was achieved. The codebook described 

definitions for specific codes, and memos were used to document discussion of the codes. 

Themes were iteratively identified through open coding, with monitoring for thematic 

saturation. Deductive codes and thematic analysis were guided by the EPIS implementation 

framework (Gregory A Aarons et al., 2011). Interviews and focus group data were analyzed 

together using the same codebook a thematic analysis process. A descriptive thematic 

analysis, themes, and sub-themes are reported below (Boyatzis, 1998).

Results

Participants

Five focus groups and 9 individual interviews were conducted. Participants included 

25 providers (i.e., home visiting staff and directors, physicians, nurses, social workers, 

addiction counselors, and recovery coaches) and 13 parents in recovery from SUDs. 

Participant characteristics are summarized in Table 1. Home visiting programs represented 

included Early Intervention, Head Start, Healthy Families, Parents as Teachers, and in-home 

therapy. Participants came from racially diverse urban areas as well as predominantly white 

rural areas in [state], however individual race/ethnicity data was not collected.

Themes

Analysis of implementation considerations for integration of MIO into the home visiting 

setting resulted in the emergence of three primary themes: (1) engaging families affected 

by SUDs, (2) preparing the clinical team, and (3) ensuring sustainability, as well as several 

corresponding sub-themes. Each theme and its corresponding sub-themes are presented in 

Table 2 and described below in more detail.

Theme 1: Engagement - Engaging Families affected by SUDs

Thoughtfully Framing MIO to Families Impacted by SUDs: A primary barrier to 

overcome in terms of bringing MIO into the home visiting setting was the perception by 

parents with SUDs that home visiting programs are meant for children with developmental 

problems. This was particularly true of the Individuals with Disabilities Education Act, 

Part C Early Intervention (EI) programs, that are available to children with or at risk for 

developmental delay. One EI provider indicated that many parents with SUDs refrain from 

engaging in EI because “it makes them sound like their kid has special needs.” Another 

provider indicated that “I’ve seen mothers in recovery, they’re so anxious about the fact that 
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‘something that I’ve done has hurt my child.’ And we’re a reminder that maybe it did.” One 

mother in recovery echoed this sentiment firsthand and offered a solution:

I think a lot of people think Early Intervention is just for kids with disabilities, 

because that’s what I used to think, when it’s a lot more than that. So I feel 

like putting this program in it as well would really give it like, “Okay, Early 

Intervention has this as well. It’s not just for kids with disabilities or developmental 

issues.”

Overall, parents and providers stressed the importance of framing home visiting as a support 

that could be beneficial to many types of families with infants and toddlers.

In order to shift the perception of programs like EI, participants indicated that home visiting 

programs would need to be extremely thoughtful in how they described and presented 

MIO to parents in recovery. The importance of engaging families thoughtfully was echoed 

by mothers with SUDs who indicated that they are frequently offered programs that are 

not clearly distinguishable: “I feel like everybody is trying to do the same thing but put 

a different name on it… but it’s all the same.” This perception by parents about the 

redundancy of parenting programs appears again when mothers describe how they are not 

getting anything new out of the programming they are being offered, suggesting the need 

to be extremely thoughtful and intentional when marketing MIO in order to lessen parental 

concerns. One mother said:

It seems like there’s so much that we’re missing, you know? We keep readdressing 

the same things over and over, and rehashing the same things over and over again. 

It’s not going to make a difference in the outcomes. Somebody really needs to think 

outside the box and really come up with some ideas, you know? What we’re doing 

isn’t really working in my opinion.

When described to families in detail, mothers and fathers with SUDs were extremely open to 

the MIO framework and could see its strong potential within home visiting.

Ultimately, however, if home visiting programs were to begin to have the opportunity to 

provide MIO to families, participants emphasized the need for a concerted effort on the 

part of programs to overcome preexisting perceptions of these programs and to describe 

how MIO may be different from traditional service delivery models. One solution involved 

selecting who should provide families with a description of MIO. For example, one father 

expressed that he would feel most receptive to MIO if it were presented to him by his 

addiction treatment providers because “my providers know about my addiction and aren’t 

judging me.” Similarly, one mother in recovery noted that “the best kind of people to reach 

people [in recovery] are people that understand and have been through it.” Another mother 

suggested:

The initial meeting where you guys are bringing it on to a person – have that person 

[who has already completed MIO] come in and be like, ‘Well, hey, you know? I’ve 

been in this program for this long. This is what it did for me’ … And it might even 

help them be like, ‘Good. You know what? This could end up great.’
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Participants repeatedly emphasized that parents with SUDs may be more likely to engage 

in services if they were to learn about MIO from a peer they perceived as trustworthy 

or someone who had previously participated in the intervention and experienced positive 

results.

Building Strong Therapeutic Relationships: When engaging families with SUDs, 

providers recognized the importance (and challenge) of building strong therapeutic 

relationships: “Once we get them in Early Intervention, it’s a really hard population to 

keep… it’s really hard to build that relationship.” Fortunately, providers were able to make 

good guesses about the reasons that families with SUDs had difficulty engaging with home 

visiting programs, including previous experiences of judgement and worries about stigma. 

One provider described the therapeutic relationship as a remedy to these challenges:

I also feel that when a parent is coming from a background where they’ve dealt 

with substance use issues, they probably have more of a history of being judged 

by service providers… and systems that are supposed to be helping systems. And I 

wouldn’t want to come in and kind of portray [the MIO approach] as another one of 

those sorts of experiences and I think that having that kind of rapport-building and 

really ‘What can we do to support you because this is about you and your family 

and not us and whatever agenda we’re coming in with.’ I think it’s helpful to have 

that piece in place, particularly when you do have a vulnerable client who may have 

a history with helping systems that is not so great.

Parents with SUDs agreed that building a strong therapeutic alliance was a key starting 

point, with one mother in residential substance use treatment noting that “I’m very open 

to things when it’s genuine.” More specifically, mothers indicated that building a strong 

relationship made it possible to do meaningful therapeutic work: “I’ve definitely come to 

the point where I’ve actually gained a lot of good relationships with all of my service 

providers… So, we actually talk about all of these things.”

Finally, the need for building strong therapeutic relationships with parents was highlighted 

by several parents’ indication that their childhoods were not characterized by supportive or 

healthy relationships. One mother noted that MIO would be beneficial given that “especially 

parents in recovery need to hear those kinds of things, because we never really—some of us 

didn’t have the upbringing.” The experience of building a strong therapeutic alliance with an 

MIO clinician was therefore additionally seen as a way for parents to build skills for forming 

other healthy relationships within the family or the larger community that they could then 

call upon in times of need.

Theme 2: Training - Preparing the Clinical Team

Training in Attachment, Mentalization, and Reflective Functioning: The second theme 

that participants identified as a critical focus for integration of MIO into home visiting 

programs was the preparation of the team. Participants emphasized various training needs 

that providers would require to be well-equipped to work with families impacted by SUDs. 

Specifically, given that many members of home visiting teams (e.g., physical therapists, 

occupational therapists, speech-language pathologists, special educators) may not have 
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formal training or background in providing mental health counseling, it was suggested that 

in addition to training social workers in MIO, it would also be necessary to give all home 

visiting providers on a team an “understanding of attachment theory and… some language 

around helping parents to kind of reframe what they think maybe their child is saying to 

them” (Provider). While providers felt confident in delivering many forms of developmental 

services and parent skills training, the task of fostering parents’ ability to reflect on their 

own and their children’s mental states was regarded as potentially new for some providers.

Notably, providing greater training in attachment theory and mentalization was seen as a 

way to boost providers’ confidence and competence in working with families impacted by 

SUDs, particularly when providers are new to the field. One provider gave an example of 

what she might say to a parent, and the potential value of the MIO framework: “‘Let’s think 

about what might be happening in that moment? Let’s try to imagine what your child’s 

going through’… I think a lot of staff, especially young staff, feel a little stuck by not 

knowing that piece of it.” MIO was thus seen as a framework which could supply providers 

with concrete techniques for fostering a reflective stance in parents.

Training in SUDs: Home visiting providers recognized that despite their high educational 

attainment and advanced practical training, their background in child development had not 

fully prepared them to work with families impacted by SUDs. As the number of these 

high-risk families enrolled in home visiting programs such as EI have increased with the rise 

of the opioid epidemic, providers acknowledged their need for additional specialty training 

in SUDs:

I’ve been in Early Intervention for 35 years, and it’s been in the past 10 years 

that I’ve had to shift my practice… ‘cause I haven’t had this population in such 

numbers before, and learning skills that I haven’t previously had to have… we need 

more training in how do we work with this population.

Parents with SUDs were in agreement that they would benefit from providers having 

additional background in and understanding of SUDs. They saw this as a key component 

of establishing a strong relationship which could lead to other meaningful work: “Having 

that service provider be… a recovery coach in a way… I could see it may be helping that 

initial bond and comfort to want to continue the program and being able to open up with 

that person.” In this case, the mother thought that parents with lived experience of their own 

SUDs could help bridge connections to the service and develop a bond with home visitors.

Similarly, participants recognized the importance of providing evidence-based intervention 

in the context of an understanding, validating, and judgement-free environment. In 

particular, one NICU nurse mentioned the value of providers developing their own tools 

to mentalize for the parents with whom they are working: “I absolutely think [providers] 

need training on addiction as a disease, as well as sensitivity training. You’ve got to make 

it relevant to the workers and give them the tools to check their judgments at the door.” In 

other words, training in SUDs was seen as a stand-alone training need, as well as an integral 

component of reflective practice.
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Training in Trauma and Adult Mental Health: Some providers also acknowledged that 

in addition to training in the area of SUDs, more general clinical background was needed 

to work directly with parents through MIO: “Historically, the [home visiting] system’s 

been a child-serving system, so the people who are employed in it are more oriented 

towards serving kids rather than parent[s].” Training in adult mental health was also seen 

as necessary given the overlap between SUDs, other psychiatric disorders, and their impact 

on child development. One recovery coach summarized: “We often run into co-occurring 

disorders. We have this, we have that, and we have this, and they all play a role in a person’s 

recovery and success.” Providers were aware of their varying levels of training and comfort 

in the mental health issues that often occur alongside SUDs:

There’s such a diverse professional background of all of the different disciplines 

within EI and some folks probably had a heavier training background in substance 

use and some people might have had none. So… it might be helpful to have that 

additional background in substance use, substance abuse, and the mental health 

issues that surround that, as well.

Notably, participants acknowledged the potential role that trauma may be playing the in 

the mental health and parenting behaviors of mothers and fathers with SUDs. As a result, 

they saw the need for training in how to support families impacted by trauma: “I’m a firm 

believer if you’re going to have … people working with families, to have them well-trained 

and well-versed in dealing with situations like trauma” (Provider). In addition to childhood 

trauma that parents may have experienced, it was suggested that providers would also need 

to have an understanding that many parents with SUDs had experienced trauma in the form 

of child removal by child protective services: “It did ruin everything, I lost my job, my 

car, everything, and I lost my dignity on top of it… I had to really fight a lot of bullets… 

just to get my kids” (Mother). This experience (or even the potential of this experience) 

was enough to induce significant fear in parents which in turn impacted their willingness to 

engage in home visiting programs:

I’m so afraid of what’s going to happen to me, what’s going to happen to my 

children, the displacement possibilities, you know, the foster care system, the – just 

everything, everything is frightening. That parent, the parent who is sitting there not 

knowing which way to go, what’s the right thing to do at this point, who is scared 

to make the right move, that’s the parent that needs the help the most.

Participants were hopeful that the reflective nature of MIO could facilitate parents’ 

recognition and regulation of their anxiety and the ways in which it may be impacting 

caregiving capacities and relationship with their child.

When discussing the role of trauma and adult mental health in the lives of parents with 

SUDs, providers expressed concern about whether services like MIO fell beyond the scope 

of home visiting programs: “Because if they’re bringing this trauma up and they’re speaking 

about things that they’re really not ready to speak about, then who’s going to provide that 

emotional support?” In fact, one provider noted that “a lot of us are not counselors or 

therapists or maybe not that comfortable going to that place with a family or a parent.” 

Given the interdisciplinary nature of programs like EI, some participants questioned how 
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much involvement with parental mental health fell within their services designation and 

skillsets. As a result, other members of home visiting teams (e.g., physical therapists, 

occupational therapists) wondered how they might still integrate core components of MIO 

(such as building a strong therapeutic alliance and maintaining a mentalizing stance) within 

their work in order to support parental mental health and the parent-child relationship, even 

if their role did not involve the direct provision of mental health counseling.

Theme 3: Sustainability - Ensuring Sustainability

Promoting a Mentalization-based Relational Framework within Home Visiting 
Programs: In order to ensure sustainability of MIO within home visiting settings, 

participants acknowledged that a relational framework would need to be consistently 

prioritized in their programs. Although programs such as EI have already begun the shift 

toward a more relational approach, there were apparent differences in the current model and 

the MIO framework being proposed. In particular, the focus of MIO is on building parents’ 

reflective capacities so they may begin to understand their own (and their child’s) thoughts 

and emotions, how thoughts and emotions are impacted by interpersonal interactions and 

past experiences, and how mental states impact behavior. This is in contrast to other widely 

used models which encourage parents’ and children’s confidence, competence, and mutual 

enjoyment through the facilitation of parent-child interaction. One provider described her 

perception of the differences between the MIO approach and the current model of service 

delivery, as well as how MIO would be particularly beneficial for parents in recovery from 

SUDs:

The ability to help [the] parent to be able to reflect on their parenting is so critical. 

And building that level of insight is not easy, especially for a lot of the parents 

where substance abuse has been part of their background… You’re helping parents 

to be able to step back by asking them reflective questions, by encouraging them 

to think, “What was that about?” The ability to analyze perhaps their own feelings 

or be empathetic with their child [by] saying, “What do you think your child was 

feeling in that moment?”… You’re helping the parent to understand and you’re 

helping the parent to learn… You’re helping them to really be mindful of how it is 

that they act, [and] how they react.

Generally, when the specific goals and nuances of the MIO approach were made explicit, 

participants expressed an appreciation of how it differs from the general approach across the 

broader home visiting program and how it could potentially be impactful for parents with 

SUDs.

Fortunately, providers expressed openness to learning and willingness to provide 

relationship-based services to complex parent-child dyads: “We work with the whole family. 

Our focus is yes, the child, but our focus really is the family. That’s how Early Intervention 

works now.” Additionally, there has been a recent shift at the governmental level away from 

providers engaging in direct service provision with children, to instead focus on empowering 

parents to interact with their children therapeutically and in ways that will facilitate optimal 

development: “This falls within [the] model that [the department of public health] is kind 

of pushing for EI right now… it fits the model that they’re trying to institute across the 
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state” (Provider). Providers also indicated that they were comfortable with taking a relational 

approach, and they expressed familiarity with describing this type of approach to families.

Ensuring Appropriate Funding and Staffing: Participants expressed concern regarding 

how MIO would be funded long-term. They expressed enthusiasm and desire to keep it 

sustainable but raised several possible barriers to its implementation given the financial 

position of state agencies. Participants emphasized that limited funding often equates to 

limited personnel. One provider expressed that home visiting agencies and their employees 

are strained as-is— without adding a new framework to their workload: “We are chronically 

short of staff. So while I love an intensive model, and I think there are populations that really 

would benefit, we’re not positioned in a place where we have more to give” (Provider). 

In addition, these staffing constraints are amplified by frequent staff turnover which raised 

concern (and solutions) about the costs of training new providers:

I think staff turnover is a big thing because we have had several staff that have been 

trained in these different areas and have then left and gone to other programs or 

gone on back to school, gone to other areas… What are we able to do after that? 

It’s kind of a big expense up front, and [how] are we able to then sustain that with 

the model that we have? I think a train the trainer model would be beneficial.

Ultimately, participants believed that “the services themselves are somewhat self-sustaining 

because they’re [billable], so providing the service itself [is not a problem], it is the training 

that is the cost that might be more difficult” (Provider).

Additional creative solutions to reduce financial burdens placed on individual agencies 

included fostering collaborative relationships among local and state organizations. One 

provider indicated the importance of “making sure that knowledge is passed down… 

[through] a statewide collaboration” in which home visiting programs could share 

centralized resources for training. In addition to sharing resources, others noted the 

importance of sharing ownership of the task of helping families impacted by SUDs rather 

than assuming that any one type of service bears sole responsibility for children impacted by 

prenatal exposure: “If you’re looking to keep it sustainable, you could convince [multiple] 

state agencies that it’s worth collaborating around, I think that would offset the cost 

hugely… because they’re all our kids” (Provider). It became evident that inter-agency 

collaboration was seen as particularly valuable given that various types of programs may 

touch the lives of families living with SUDs at different points in time (e.g., prenatally, 

postnatally, early childhood): “that’s gonna make it more sustainable as well- if it’s carried 

across systems” (Provider). Simply put, it was suggested that “we share our resources 

financially… as well as the expertise everyone has throughout this journey” (Provider).

Finally, when discussing the impact of funding in the quest to scale these services and 

meet the needs of more families impacted by SUDs, some participants brought up the need 

for equitable access to MIO among further marginalized populations, including families 

of color. Notably, one provider stated worry about a “lack of services that are typically 

provided to communities of color because there are large barriers to access, either insurance 

or state-based, on subvert-prejudicial grounds… I want to see it flourish and actually be used 

in an equitable way.” Participants recommended the need for a concerted effort to address 
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inequity in access to the intervention and home visiting services across different racial and 

ethnic communities when planning the integration of MIO.

Capitalizing on the Flexibility of Service Provision: One factor that emerged as a way of 

ensuring the sustainability of MIO was the overall flexibility of the home visiting system. 

This flexibility came in many forms, including duration, location, and inclusion of multiple 

child caregivers. With respect to duration, home programs are not as time-limited (i.e., 

birth to 3- or 5-years) as the treatment period in previous MIO efficacy trials (12 weeks). 

Providers thus indicated optimism that greater treatment progress could possibly be achieved 

over a longer period of time working with a family: “We follow kiddos for three years… 

Early Intervention could be an ideal place to have ongoing [support], not just 12 weeks.” 

One recovery coach noted: “I think longer would absolutely be better because it’s just 

a blip on the radar of what’s gonna happen because brain chemistry changes, I mean, 

everything [changes] for moms, everything.” Flexibility of the location of treatment delivery 

was another important benefit of providing MIO within home visiting programs, with one 

mother indicating: “A lot of people in recovery, especially early in recovery, they don’t have 

vehicles… Just convenience-wise and bringing their kids out, it’s just a lot more comfortable 

for them in the home. Some people don’t have transportation.”

Another area in which the flexibility of home visiting programs was seen as beneficial to 

the sustainable implementation of MIO included the ability to involve both mothers and 

fathers. Interventions such as MIO are often implemented in female-dominant settings (such 

as residential treatment facilities for pregnant and parenting women), thereby excluding 

fathers, if unintentionally. For example, one father described how his role as a parent was 

often neglected as a treatment need: “I’ve always just gone to therapists myself… I’ve 

gone to AA, you know, NA… But as far as parenting, no.” Another father highlighted the 

importance of including fathers as well as the universality of MIO: “The program should be 

both [mothers and fathers]. The same [intervention] you would give mom at counseling… 

that would be the same intervention I would take.” Given that a majority of home visiting 

programs do not have constraints about which parents may participate, it was therefore seen 

as an ideal setting to touch all caregivers in a child’s life.

In contrast to the ways in which home visiting programs were described as flexible, one 

major limitation in the flexibility of some home visiting programs, specifically EI, included 

a generally standard protocol of beginning services after the birth of the child. Both 

providers and parents wished programs such as EI could be begin prenatally. There were 

several reasons for this, including providing emotional support to mothers with SUDs during 

labor and delivery, a time that is often complicated by fear and uncertainty: “my experience 

with moms here at the hospital is that they come with so much anxiety” (Provider). 

Participants also saw value in beginning services “ideally before the baby is born so the 

[therapeutic] relationship is established” and can continue seamlessly during the stressful 

transition to parenting a newborn.
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Discussion

Given that families impacted by SUDs have shown a need for tailored services within home 

visiting programs in order to improve engagement and child development outcomes, we 

sought to determine potential barriers and facilitators that would inform implementation 

strategies for integrating an evidence-based parenting intervention designed specifically for 

parents with SUDs: Mothering from the Inside Out (MIO). Exploration of potential barriers 

and facilitators prior to delivery of a new intervention is an important step in adaptation and 

implementation meant to ensure appropriateness of fit between the intervention and setting, 

optimize implementation, and avoid wasted resources and efforts in failed implementation 

attempts (G. A. Aarons et al., 2011; Saldana et al., 2012). We anticipated that participants 

would identify many barriers to integrating MIO into the home visiting setting. However, 

we also sought to elicit and identify potential adaptations to the integration of MIO into 

community settings that could be made to address these barriers. We aimed to discover 

which facilitators could be leveraged for successful implementation and learn about the 

unique ways in which home visiting programs may be well-suited for the implementation of 

MIO.

Overall, our results suggest the need for a variety of nuanced implementation considerations 

that address contextual determinants for families affected by SUDs at multiple levels of 

implementation. Participants’ descriptions of barriers and facilitators when adopting this 

new approach coalesced upon three specific implementation domains: 1) engagement, 2) 

training, and 3) sustainability. Within each of these three domains, we encountered potential 

implementation strategies across many of the six broad implementation categories identified 

by Powell et al. (2012): planning, educating, restructuring, financing, managing quality, 

and attending to the policy context. Our study further emphasizes the need to consider the 

emotional experiences of families and providers in order to shift organizational culture and 

improve receptiveness to a new framework. In this study, the engagement domain required 

greater consideration of emotional barriers whereas the sustainability domain addressed 

primarily logistical barriers. The training domain encompassed both emotional and logistical 

barriers, bridging the gap between the interpersonal and the organizational implementation 

settings (See Table 2).

The specific implementation themes that arose as most salient to support integration of 

MIO into the home visiting programs (engagement, training, sustainability), are frequently 

identified as important considerations for other community-based mental health programs 

(Gregory A Aarons et al., 2012; Banwell et al., 2021; Scantlebury et al., 2018; Velasco et al., 

2020; Webb et al., 2021). Our findings describe nuances in these themes specific to working 

with families affected by SUDs as well as the implementation of a parenting intervention 

that is not curriculum based. As a relationship-based treatment, MIO is naturally designed 

to address some of the emotional barriers identified. However, the flexible content may 

require greater upfront investment to train providers, shift organizational culture, and ensure 

sustainability long-term. Below we discuss each of the three themes and the implementation 

considerations in greater detail.
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MIO may address emotional barriers to engagement in home visiting programs

Our findings that parents with SUDs demonstrate limited enrollment and engagement in 

home visiting programs help us to better understand previous qualitative and quantitative 

studies demonstrating limited engagement in home visiting programs among this population 

(Peacock-Chambers et al., 2020; Peacock-Chambers et al., 2019). The qualitative findings 

from our current study provide a more nuanced understanding of the myriad reasons for 

this, namely the difficulty of introducing a new approach and building a lasting therapeutic 

alliance with parents with SUDs. Notably, parents’ limited engagement may be related to 

the possibility that the developmental assessment and treatment services that are typically 

associated with home visiting programs, such as EI, could confirm fears that their substance 

use has somehow damaged their infant. Our findings therefore highlight the importance 

of thoughtful marketing of services for this population in ways that address their fears 

and establish trust in the program, including learning about MIO from parents who had 

participated in it previously.

It may be possible that if a description of MIO is included in an initial explanation of 

home visiting services offered to families with SUDs, engagement in these services in 

general may be more successful. Notably, relationship-based approaches like MIO provide 

a roadmap to addressing barriers to engagement in home visiting programs described 

previously, including parents’ fear, shame, and guilt related to their substance use, parents’ 

perceived judgement, and parents’ difficulty feeling comfortable within the therapeutic 

relationship (Peacock-Chambers et al., 2020). Prior qualitative work also suggests that 

pregnant mothers with SUDs often hold beliefs that substance use during pregnancy can 

negatively impact their baby by causing birth defects and learning problems, or encouraging 

the intergenerational transmission of addiction (Van Scoyoc et al., 2017). The worry that 

one has damaged their infant has been shown to drive feelings of guilt, shame, and failure, 

a common experience reported by pregnant women struggling with substance use (Ehrmin, 

2001; Kruk & Banga, 2011; Shieh & Kravitz, 2002; Silva et al., 2013; Söderström, 2012; 

Wiewel & Mosley, 2006). Interventions aimed specifically at managing these unresolved 

emotions within the maternal role are greatly needed (Ehrmin, 2001), and relationship-based 

treatments like MIO are uniquely suited to help parents manage the guilt and worry they 

often describe as holding them back from engaging in treatment by facilitating parents’ 

self-focused reflective capacity (see Figure 1) and addressing the emotional aspects of the 

parent-child relationship in the context of addiction.

Training providers in MIO, including how to maintain a mentalizing stance toward families 

(see Figure 2) may serve as a key facilitator for parental engagement in home visiting 

services more broadly given that it equips providers with skills to work collaboratively, 

demonstrate curiosity, maintain transparency, and build strong therapeutic relationships with 

parents in recovery. This stance could be one key factor in lessening the likelihood that 

parents will feel judged and avoid engaging in services. Best practice guidelines suggest 

that providers must be able to empathize with parents with SUDs in order to build trust, a 

prerequisite for meaningful recovery work to take place (McLafferty et al., 2016). Similarly, 

other qualitative work points to the necessity of safety within relationships between 
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healthcare professionals and pregnant women with SUDs (Söderström, 2012) which can 

potentially serve as a model for secure attachment (Peacock-Chambers et al., 2020).

Beyond the capacity to empathize, our findings suggest that is also important for providers 

to be aware of and understand parents’ experiences of stigma (Yonkers et al., 2011) and 

fear of punishment by helping agencies (Jessup et al., 2003) in order to foster parents’ 

reflective capacities. Overall, the importance of the therapeutic relationship between parents 

with SUDs and their providers cannot be overstated when addressing feelings of guilt, 

shame and promoting engagement in services. Countless studies demonstrate the positive 

effects of taking a relationship-based approach with parents in recovery from SUDs (Berlin 

et al., 2014; McLafferty et al., 2016; Pajulo et al., 2012; Pajulo et al., 2006; Suchman et 

al., 2004; Suchman et al., 2006). As eloquently stated by Söderström (2012, p. 465), “Just 

as the child needs relational safety, acceptance and psychological availability in order to 

thrive, interventions must offer these mothers a safe base from which they can explore and 

reprocess their often troubled relational experiences, including those with drugs.”

Implementing MIO in home visiting will require both training and programmatic shifts

Preparing the clinical team to provide this relational safety for parents with SUDs emerged 

as another important area full of barriers and facilitators to adopting MIO. It was evident 

that providing high quality care to families impacted by SUDs would require training in 

the family-related domains of attachment, mentalization, and reflective functioning. This 

presents a particular challenge given previous literature suggesting that home visitors rate 

their confidence and competence relatively low in the area of family-centered practices as 

compared to other areas of their work (Bruder et al., 2011). Fortunately, our results suggest 

that providers are open to this more reflective way of working with families, particularly if 

they are provided with training and ongoing support in the work.

Importantly, our results also suggest that more training would likely be needed in the adult-

focused domains of SUDs, trauma, and mental health. Our findings corroborate previous 

work demonstrating that patients with SUDs expressed concern that their providers had little 

knowledge about addiction, which made them hesitant to openly discuss their substance 

use and related issues (McNeely et al., 2018). This suggests the importance of training 

in this area even for professionals in traditionally child-serving systems. One overarching 

related challenge from our finding further suggests that providers who are drawn to careers 

in home visiting programs are often understandably more invested in child development 

rather than adult psychopathology. An important training consideration that may increase 

providers’ buy-in around learning more in this area may be framing training in SUDs 

and psychopathology in terms of the effects of developmental trauma. Providers may also 

be able gain insight into a parent’s own childhood and how early adverse experiences 

can influence adult trajectories in ways that shape both addiction and caregiving. In our 

experience, including this content area in the training of new MIO providers has the added 

bonus of helping to maintain a mentalizing stance toward parents with SUDs.

Fortunately, providers’ self-efficacy was positively related to the number of in-service 

trainings and amount of clinical supervision they received (Bruder et al., 2013), suggesting 

that providing training and supervision in MIO could be quite beneficial in addressing this 
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discrepancy. Despite the great importance of training, however, previous work suggests 

that education in this area is not enough, and providers must also be held within safe 

environments by their agencies when working with parents in recovery (Söderström, 2012).

Concomitant with the theme of preparing the clinical team were the broad sustainability 

matters of funding and staffing. With regard to sustainability, healthcare providers noted that 

even with extensive training background in SUDs, they felt they would benefit from ongoing 

administrative and reflective supervision of their work with patients with SUDs (McNeely 

et al., 2018). Previous work also emphasizes the importance of ongoing supervision in 

predicting better treatment outcomes and confidence on the part of the provider (Dunst et al., 

2011). Though helpful, these organizational practices require additional funding, a resource 

that is often scarce in federally funded agencies and home visiting programs. Participants 

in our study generated several solutions to this issue, predominantly the formation of 

collaborative efforts across agencies within a given state and the adoption of a train-the-

trainer model.

Home visiting programs may address logistical barriers to delivering MIO

Participants also described ways in which home visiting already lends itself to the 

implementation of MIO. Specifically, participants noted that MIO could be successfully 

delivered within the home visiting setting given its flexibility in treatment location and 

duration, which early work suggests is extremely important for parents with SUDs (Dore 

& Doris, 1998). For example, literature indicates that when offering integrated support 

to mothers with SUDs, longer length of treatment was associated with more favorable 

outcomes (Conners et al., 2006). Similarly, in conjunction with longer length of services, 

earlier engagement was associated with greater service use, which was in turn related 

to favorable treatment outcomes such as decreased substance use, improved parent-child 

relationships, positive child development, and higher likelihood of retaining custody of 

their child (Andrews et al., 2018). Overall, the home visiting setting may support similarly 

positive outcomes by mitigating the logistical barriers to access for families affected by 

SUDs. Conversely, MIO may facilitate positive outcomes by limiting the emotional barriers 

that parents with SUDs experience when referred for home visiting services.

Strengths, Limitations, and Future Directions

This study recruited parents as well as providers to participate in rich discussions about 

their perceptions of a proposition to integrate MIO within existing home visiting programs 

for families affected by SUDs. We obtained valuable insight from multiple perspectives, 

allowing for thematic analysis, and providing directions for future research. Although our 

participants represented a diverse array of viewpoints, we did not collect specific race/

ethnicity data to describe participants. Our findings and conclusions were also limited to 

what could be learned from English-speaking individuals in the northeast United States. 

Importantly, home visiting systems vary widely across the country, and the priorities, 

regulations, and organizational culture of home visiting programs, including EI, within 

Massachusetts may differ from those of other states. However, given that our qualitative 

findings are highly specific to the context and community in which our larger program of 

research may be embedded, we are poised to precisely address the distinct barriers and 
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facilitators identified in this study as we conduct future research. Moving forward, studies 

should examine the implementation of MIO within home visiting programs, including its 

acceptability to both parents and providers, as well as its efficacy at improving outcomes for 

infants and toddlers impacted by parental SUDs.

Conclusions

Our study delineated several potential implementations considerations for the integration 

of an evidence-based parenting intervention designed specifically for parents with SUDs, 

MIO, within the home visiting setting. Interestingly, several of the barriers identified may 

be successfully addressed by the MIO framework itself, thereby suggesting the advantage 

of adopting it more broadly. Overall, MIO was seen as a potentially valuable approach 

to facilitate the work home visitors are already doing with families impacted by SUDs, 

encourage greater engagement in home visiting services, and equip providers with tools that 

address the unique needs of this population. The home visiting setting was also seen as 

an ideal setting for the provision of MIO given its flexibility and built-in organizational 

structure. Despite the barriers to its implementation, providers expressed eagerness to 

develop new skills for helping parents with SUDs to improve the emotional quality of 

the parent-child relationship and facilitate positive developmental outcomes for their young 

children.
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Key Findings

• Parent engagement, provider training, and sustainability were the 

implementation domains identified as having the greatest impact on 

integration of an evidence-based parenting intervention for parents with 

substance use disorder into existing home visiting services.

• Home visiting services have the potential to address logistical barriers to 

accessing support services for families affected by substance use disorders.

• Integrated relationship-based treatment has the potential to address the 

emotional barriers to accessing home visiting services among families 

affected by substance use disorders.
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Statement of Relevance

Families affected by substance use disorder often do not benefit fully from home visiting 

programs for a variety of reasons. Integrating targeted, relationship-based parenting 

interventions may make home visiting programs more beneficial to families; however, 

barriers and facilitators to integration are not well understood. In this study, we 

identify the implementation domains and themes that are most important to consider 

when integrating relationship-based interventions for families affected by substance use 

disorder into home visiting programs.
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Figure 1. 
MIO Core Components
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Figure 2. 
Mentalizing Stance
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Table 1.

Participant Characteristics – Focus Groups and Interviews

Providers Duration 
(minutes)

Providers 
(n)

Setting Age 
Range 
(years)

Occupations Work Experience Mean 
Years (range)

Focus group 74 10 Rural 24–63 Substance use treatment (n=2)
Healthcare (n=2)
Early Intervention (n=1)

Other* (n=4)

Multiple
¥
 (n=1)

15 (1–38)

Focus group 66 4 Urban 36–58 Substance use treatment (n=2)
Healthcare (n=1)

Other* (n=1)

7 (1–15)

Focus group 71 7 Urban 27–59 Healthcare (n=1)
Early Intervention (n=4)

Multiple
¥
 (n=2)

11 (2–20)

Interviews Mean: 38
Range: 26–

56

4 Rural 
(n=2)
Urban 
(n=2)

27–65 Healthcare (n=1)
Early Intervention (n=2)

Multiple
¥
 (n=1)

15 (4–26)

Parents Duration 
(minutes)

Parents (n) Setting Age 
Range 
(years)

Demographic information primary language, number of 
children (range), education

Focus group 30 Father (n=1)
Mother (n=1)

Urban 27–30 English speaking (n=2), 2–2 children, 10th grade (n=1), some 
college (n=1)

Focus group 35 Mothers 
(n=6)

Rural 20–48 English speaking (n=6), 1–3 children, 10th grade (n=1), some 
college (n=1), college graduate (n=2), graduate school (n=1), 
unknown (n=1)

Interviews Average: 36
Range: 25–

45

Fathers (n=2)
Mothers 

(n=3)

Rural 
(n=0)
Urban 
(n=5)

25–45 English speaking (n=4), other language (n=1), 1–6 children, 7th 

grade (n=1), GED/high school graduate (n=2), some college 
(n=2)

*
Other occupations included: Child welfare services, department of public health, home visiting programs, Early Head Start, social work, 

outreach specialist/case management.

¥
Multiple occupations included: Developmental Specialist, Parent Educator/Home Visitor Specialist and Recovery Coach, clinical social worker, 

mental health counselor and supervisor, and registered nurse.
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Table 2.

Implementation Considerations for integrating Mothering from the Inside Out into home visiting settings

Implementation 
Considerations
Themes & Subthemes

Barriers Facilitators Future Implementation 
Strategies

1. Engagement - Engaging families affected by SUDs

1.1 Thoughtfully framing 
MIO to families impacted 
by SUDs

Parents believe home visiting is only for 
children with delays or developmental 
disabilities
Engagement in home visiting services 
can trigger feelings of guilt
Parents do not distinguish among 
parenting interventions

When MIO is described 
in detail, parents are more 
receptive

Inform local opinion leaders
Identify and prepare champions
Involve patients/consumers and 
family members
Prepare patients/consumers to be 
active participants
Conduct educational outreach 
visits

1.2 Building strong 
therapeutic relationships

Home visiting programs have not 
traditionally succeeded in retaining 
families impacted by SUDs
Parents report experiencing judgement 
and stigma by child-serving systems 
Parents may not have experienced strong 
healthy relationships in childhood

Clinicians recognize the 
importance of building strong 
therapeutic relationships
MIO focuses specifically on 
supporting the development of a 
strong relationship

Obtain and use patient/consumer 
and family feedback

2. Training - Preparing the clinical team

2.1 Training in 
attachment, mentalization, 
and reflective functioning

Providers have variable background in 
attachment and reflective practice
Home visiting programs employ 
behavioral, psychoeducational, parent 
coaching approaches

Clinicians have strong 
background in child 
development
Home visiting programs have 
adopted models that emphasize 
the parents’ role in their 
children’s development

Conduct ongoing training
Make training dynamic
Provide clinical supervision
Create a learning collaborative

2.2 Training in SUDs Providers have variable formal training 
in treating individuals with SUDs

Clinicians may already have on-
the-job experience working with 
families impacted by SUDs

Conduct ongoing training
Make training dynamic
Provide clinical supervision
Create a learning collaborative

2.3 Training in trauma and 
adult mental health

Home visiting programs have 
traditionally been child-focused 
Home visiting agencies may attract 
professionals who are more interested in 
working with children than parents

Clinicians recognize the role of 
parents’ mental health in their 
children’s development
MIO includes components that 
can be integrated into the work 
of non-mental health providers

Conduct ongoing training
Make training dynamic
Provide clinical supervision 
Revise professional roles
Create a learning collaborative

3. Sustainability - Ensuring sustainability

3.1 Establishing a 
relational framework 
within the home visiting 
system

There are important differences between 
MIO and parent coaching models that 
have already been widely adopted within 
EI

Clinicians are open to learning 
how to implement more holistic, 
family-focused services

Provide ongoing consultation
Build a coalition

3.2 Ensuring appropriate 
funding and staffing

State agencies have limited funding 
Clinicians are overburdened
There is frequent staff turnover at home 
visiting agencies
Cost of training new providers

MIO would be a billable service
Providers expressed desire to 
share knowledge and training 
resources

Fund and contract for the clinical 
innovation
Make billing easier
Develop resource-sharing 
agreements
Use train-the-trainer strategies
Build a coalition
Create a learning collaborative
Centralize technical assistance

3.3 Capitalizing on the 
flexibility of service 
provision

Services begin after a child is born Home visiting services like EI 
can have up to a 3-year duration
Location of service provision is 
flexible
Ability to involve both mothers 
and fathers

Place on fee for service lists/
formularies
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