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Abstract 
Thesis Advisor: Nancy Turnbull           Griffin Jones 

 

JUSTICE(IN)HEALTH::HEALTH(IN)JUSTICE: A Participatory Assessment of the Value Proposition 

of Medical-Legal Partnership for Mothers with Opioid Use Disorder 

ABSTRACT 

 

The Massachusetts Bureau of Substance Addiction Services funds integrated care clinics for 

mothers with opioid use disorder in Massachusetts through its Moms Do Care Program. Moms Do Care 

teams and participants experience many harmful impacts from laws and policies targeting opioid use 

disorder and its treatment. However, most care teams and participants lack the legal expertise and 

resources required to recognize and address these issues effectively. One of the Moms Do Care clinics has 

partnered with an organization called MLPB to receive legal education and supports to help them identify 

and problem-solve their law and policy issues. MLPB is interested in expanding its partnership to the 

other Moms Do Care Program clinics but lacks a clear understanding of its value proposition to these 

clinics. The objective of this thesis was to assess and improve MLPB’s value proposition to Moms Do 

Care Program clinics. 

This project applied Carlson’s NABCs of value proposition as a conceptual framework using 

qualitative research methods, including community-based participatory research approaches, to 

understand MLPB’s value proposition to customers. It produced findings across three different types of 

customer roles at Moms Do Care sites, and between one case and five control sites using an observational 

case-control study design. 

This thesis proposes five recommendations for MLPB to improve its value proposition to Moms Do 

Care Program clinics. The first recommendation is to help customers understand their legal needs through 

the novel lens of “disentitlement,” and its benefits as “legal harm reduction.” The second is for MLPB to 

clarify and reinforce the theory of change that is the basis for its Team-Facing Legal Partnering approach.  
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The third recommendation is to improve measurement of the impact of enhancing legal problem-solving 

capacity. The fourth is for MLPB to promote both individual and collective agency as an output of its 

approach. The final recommendation is for MLPB to distinguish itself from its ‘competition’ and as a way 

to maximize the “legal partnering village.” This thesis also presents important lessons that can inform 

further exploration of law as a determinant of health and interventions aimed at reducing the harm of 

disentitling laws and policies. 
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1. Introduction 
 

Opioid use disorder, or OUD, in pregnancy is exceptional in the US: It is the only health condition where, 

not only is the disorder criminalized, but so is its treatment (Flavin & Paltrow, 2010).  Massachusetts is 

one of 26 states that punishes pregnant women for accessing the standard of care for their OUD. Pregnant 

and post-partum women also face many socio-emotional barriers to seeking care for their OUD, including 

stigma and fear of legal consequences. Chief amongst these are fears of punitive treatment by child 

welfare systems (Saia et al., 2016; D. J. Goodman et al., 2020).  Mandated reporters, which include a 

woman’s health care providers, are required to report pregnant women receiving medications for OUD to 

the Department of Children and Families (DCF) for child abuse or neglect. The consequences of this 

reporting are far from trivial: Mothers reported to DCF for exposing their fetus to an opioid have a nearly 

50% chance of receiving DCF’s most severe determination (Massachusetts Department of Children and 

Families, 2021), potentially leading to actions and demands on the parents to change the family’s material 

circumstances, or even child removal.  

Pre-eminent social epidemiologist Rudolf Virchow said in 1848 that “physicians are the natural attorneys 

of the poor, and social problems fall to a large extent within their jurisdiction” (McNeely, 2002).  Today, 

although health care providers are just as likely to witness the negative impacts of economic inequalities 

(Bricker et al., 2020; Lynch, 2020; Schaeffer, 2020), they lack the expertise, time, and resources to 

effectively address the injustices facing low-income populations. For many health care providers, 

advocating for health justice is simply outside of their capacity. MLPB (formerly Medical Legal 

Partnership | Boston) is an interdisciplinary non-profit organization aiming to fix this. MLPB arms 

providers with the capacity to address and prevent harm from their patients’ legal issues. MLPB is 

comprised of attorneys and public health professionals who have been providing legal education and 

problem-solving support to care teams since 2012. For the past three years, MLPB has partnered with 

Lynn Community Health Center (LCHC) in support of its Moms Do Care clinic serving mothers with 

OUD. This clinic is one of seven Moms Do Care Program sites currently funded by the MA Department 



2 
 

of Public Health as full-spectrum recovery service clinics, but is the only one that partners with MLPB. 

MLPB provides training, consultative support and technical assistance to the LCHC Moms Do Care Team 

so that Care Team Members can help support their Moms Do Care Participant Moms prevent and resolve 

legal needs that would otherwise worsen their health. MLPB has been a highly valued partner of LCHC’s 

Moms Do Care team and has provided benefits for the team and their Participants that would likely be 

valuable to other Moms Do Care sites. Why, then, haven’t more Moms Do Care teams bought MLPB’s 

services? 

Much of my 15 years of work in health care has focused on health care innovation and the gap between 

the promising evidence-based interventions targeting the Social Determinants of Health and the lack of 

financial incentives to invest in implementing them more widely. Expanding the use of MLPB services to 

more Moms Do Care sites is a way of closing this gap so that MLPB’s important stabilizing services 

could reach more women who need them. 

As MLPB considers how to frame its value for other Moms Do Care sites so that they are inclined to 

spend their budget on its service, it must consider each of its customers, their goals, pain-points, and 

ultimate rationale for buying—or not buying—its services (Herzlinger, 2015).   In short, MLPB must 

understand its “value proposition” to Moms Do Care customers. A value proposition is the framework for 

answering the most essential questions for a business seeking to grow its innovation (Carlson et al., 

2019). Whether customers assess MLPB’s value proposition explicitly or not, they consider the benefits 

and costs of a service against their needs and alternative solutions (Lindi & Marques da Silva, 2011). The 

net result of these considerations is the customer’s choice to buy a service—or not. 

Moms Do Care sites considering whether to buy MLPB’s services must navigate complex and 

multifactorial calculations to decide whether to allocate money to a service like MLPB. The primary goal 

of this thesis was to explore how MLPB’s customers approach this calculation. This study sought to 

assess the value proposition of MLPB to Moms Do Care customers so that MLPB can strengthen its value 

proposition for this specific type of stakeholder. It did so by answering two research questions: 
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1. What is MLPB’s value proposition to Moms Do Care teams? 

2. How can MLPB improve its value proposition to Moms Do Care Teams? 

To answer these questions, I spent nine months as a Public Health Doctoral Fellow at MLPB during my 

final year of the Doctor of Public Health (DrPH) Program at the Harvard T.H. Chan School of Public 

Health.  

For this doctoral thesis, I used a multiple qualitative methods approach that included community-based 

participatory research to understand the subjective and dynamic phenomenon of value proposition 

assessment across different types of customers. I explored the experiences of stakeholders in similar 

Moms Do Care Program roles across the Moms Do Care sites to understand how their perspectives 

contribute to MLPB’s value proposition to a clinic. I also used the heterogeneity of exposure to MLPB 

amongst the clinics to compare MLPB’s value proposition across case (1 site) and control sites (5). 

This thesis is organized into four sections: Background and Conceptual Framework, Methods and 

Analysis, Results, and Conclusion. The first section, Background and Conceptual Framework, describes 

my motivation for this research and the programs at the center of this study. This section also reviews the 

relevant conceptual literature and introduces the conceptual framework underpinning the project, 

Carlson’s NABCs of value proposition. The Methods and Analyses section describes the data collection 

and analysis methods I used for this study. The Results section presents the findings and 

recommendations, including how MLPB should use the results of this work to improve its value 

proposition. This section also discusses the limitations of the study, and proposes next steps for 

elaborating on this research. 

2. Background and Conceptual Framework 

A. Project purpose 
Spurred by a wave of federal and state funding responding to the broadening overdose epidemic, the 

Commonwealth of Massachusetts launched the Moms Do Care Program in 2015 to augment care for a 

subpopulation especially vulnerable to the crisis: Mothers with Opioid Use Disorder (OUD). Moms Do 
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Care grants are transformative for the clinics that receive them. Each Moms Do Care clinic receives 

funding to provide interdisciplinary wrap-around health care support for mothers with Opioid Use 

Disorder from pregnancy through 1-2 years postpartum. The funding pays for services like extra time for 

patient care and interdisciplinary care coordination, training, and Peer Recovery Coaches—mothers in 

long-term recovery who themselves experienced OUD while pregnant. The Moms Do Care Program has 

demonstrated remarkable benefits for the Participant Moms and their families, including increases in 

Participants’ long-term adherence to OUD treatment and experience measures, and decreases in illicit 

drug use and overdoses (MA Health Policy Commission, 2021). For Participants’ newborn children, the 

Moms Do Care Program reduced the need for pharmacologic intervention, and decreased lengths of stay 

in the neonatal intensive care unit (NICU) (MA Health Policy Commission, 2021). However, their 

successes are hard won in the face of significant structural barriers facing patients and their care teams 

(MA Health Policy Commission, 2021): Participant Moms are subjected to extraordinary challenges to 

many rights and supports to which they are entitled.  Many of these challenges have origins in laws and 

policies and result in limiting access to vital services and freedoms that negatively impact their health. 

Moms Do Care Teams experience secondary impacts from these harms to Participants, and also have to 

navigate a complex legal and regulatory environment, themselves, in order to deliver evidence-based care 

to Participants. 

In spite of the burden these legal needs pose to Moms Do Care patients and teams, only one Moms Do 

Care site, Lynn Community Health Center, has used some of its grant funding to procure legal supports. 

For the last three years, the Lynn Moms Do Care team has partnered with MLPB to receive legal 

consultation, training, and support. MLPB provides legal education and problem-solving insight directly 

to health care teams to not only resolve legal problems, but to also identify law and policy risks early and 

prevent them from becoming legal—and health—crises (Sege et al., 2015; Morton, 2017; Morton, 2021). 

I first became aware of MLPB while working for the Commonwealth of Massachusetts as a funder 

investing in innovative cost-saving health care interventions. Although I found MLPB’s premise 
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intuitively attractive, identifying a way to scale its model in a health care payment system still 

predominately paid through fee-for-service was much harder. Legal supports, like much of social care, 

fall into health care’s “wrong-pocket” problem; a situation where the organization or entity that bears the 

cost of implementing a program or practice does not receive the benefits or savings. 

In this project I sought to understand MLPB’s value proposition to Moms Do Care customers across 

different customer roles, and to use LCHC’s unique “exposure” to MLPB as a natural experiment, 

allowing a better comparison of the relative value of MLPB across otherwise similar Moms Do Care 

clinics. I hypothesized that this understanding would have benefits not only for MLPB, but for other 

innovative efforts at social care integration. With these goals in mind, I structured the project to focus on 

understanding how Moms Do Care clinics perceive MLPB’s value proposition by seeking answers to two 

questions: 

1. What is MLPB’s value proposition to Moms Do Care teams? 

2. How can MLPB improve its value proposition to Moms Do Care Teams? 

Through this work I also hoped to advance aims related to the health and legal needs of other 

marginalized populations. Although Participant Moms experience unique barriers to health, understanding 

MLPB’s value proposition to Moms Do Care clinics can also inform how to improve MLPB’s value 

proposition for teams serving other marginalized populations. Finally, understanding the MLPB’s value 

proposition should inform other promising upstream social determinants of health (SDoH) interventions 

seeking to expand into more health systems—particularly as health care payment models transition from 

fee-for-service to more value-based methods. 

B. Project Overview 
I undertook this project as a part-time Public Health Doctoral Fellow at MLPB between July 2021 and 

April 2022.  My work consisted of four distinct but complementary approaches to answer my research 

questions:   

1. Literature Review: I conducted a literature review to understand the health and legal needs facing 
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mothers with OUD, the financing and delivery of value-based care, and the state of medical-legal 

partnerships in the US, and to identify a conceptual framework for my evaluation.  

2. Data Collection: Guided by a conceptual framework, I gathered qualitative data through field 

observation, participant interviews and focus groups. 

3.  Data Analysis and Recommendation Development: I analyzed the data to generate findings by 

customer type deductively according to the conceptual framework, and inductively across case-

control designation to advance understanding. I then proposed recommendations to enhance MLPB’s 

value proposition.  

C. Background 
The following background section will establish the context for my project, justifying my methodological 

approach and analysis. I will begin by describing the Moms Do Care Program, its history, and key 

components. I will then describe the history of MLPB and the key aspects of its Team-Facing Legal 

Partnering approach. Finally, I will describe the major player in this study as the Case site, the Lynn 

Community Health Center’s Moms Do Care clinic, the Sunflower Team. 

The Moms Do Care Program 
The Massachusetts Bureau of Substance Addiction Services (BSAS) created the Moms Do Care Program 

in 2015 to respond to the opioid overdose crisis in Massachusetts. The Moms Do Care Program 

marshalled federal funding from the Substance Abuse and Mental Health Services Administration1 

(SAMHSA) to address the increasing rates of maternal overdose deaths and incidence of neonatal 

abstinence syndrome (NAS) resulting from prenatal exposure to opioids. Moms Do Care is designed to 

bridge the gaps in access to care and lessen the burdens of stigma facing mothers with OUD during and 

after pregnancy. Program eligibility has included pregnant or parenting women2 18 years or older with 

 
1 The use of “Abuse” in the agency’s name is a stigmatizing vestigial, but has been left as-is, here. 
2 The Moms Do Care Program eligibility criteria limits eligibility to “women.” However, not all birthing people 
identify as women. In this thesis I utilize the Moms Do Care Program nomenclature referring to Participants as 
“Mothers” and “women,” but note important limitations in the Results section. 
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current or past history of OUD3 regardless of custody, insurance and citizenship status (Institute for 

Health and Recovery, 2021). The Moms Do Care Program funds clinics to provide an interdisciplinary 

model of perinatal health care services for participating mothers with OUD (Participant Moms) to support 

them “in their recovery before/after they give birth and through the early years of parenting” (LCHC, 

2021). BSAS awards a total of $500,000 per year for 2-year contracts to the selected clinics.  

The Moms Do Care Program underwrites the activities that are critical to coordinating the complex and 

high intensity care required, but otherwise unreimbursed, for perinatal OUD. This includes dedicated 

physician exam time and interdisciplinary case review meetings dedicated to care planning for Participant 

Moms. BSAS funding also allows Moms Do Care clinics to receive access to training, technical 

assistance, and collaborative support.  Moms Do Care teams are typically comprised of addiction 

medicine physicians and advanced practitioners, nursing staff, and behavioral health care providers such 

as psychiatrists, psychologists, social workers, and Community Health Workers.  Perhaps most 

importantly, the Moms Do Care Program funds Peer Recovery Coach Mothers (Peer Moms) to embed 

within the care team. Peer Moms are employed explicitly because they have experienced perinatal OUD 

and have been in long-term recovery (typically a minimum of 2 years). Peer Moms serve as a trusted link 

between the Participant Moms and care teams, and are often cited as playing a transformative role for 

both the patients and clinic staff (MA Health Policy Commission, 2021). The Moms Do Care program 

requires all Moms Do Care clinics to provide integrated behavioral and medical care, including maternal 

and pediatric medical care, behavioral health services, medications for opioid use disorder (MOUD), 

peer-based recovery services and parenting supports for 30-50 patients per year (MA Department of 

Public Health Bureau of Substance Addiction Services, n.d.). Moms Do Care clinics are also allowed to 

tailor their programs to their site- and regional-specific characteristics. Many clinics have different names, 

include providers from other specialties, or augment the Moms Do Care model with additional supports, 

 
3 From 2015-2021 the Moms Do Care Program eligibility required history or presence of opioid use disorder, 
primarily per the stipulation of the funding sources. As of 2022, the Moms Do Care Program has expanded 
eligibility criteria to “current or past experiences with substances.” (Institute for Health and Recovery, 2021). 
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resources, and collaborations with external partners. 

Participant Moms are models of resilience in the face of exceptional levels of trauma and adversity. Most 

Participants are 25-34 years old, and roughly 75% are unemployed and have low incomes (The MA 

Health Policy Commission, 2021b). Participant Moms’ family configurations are often complex and 

unstable, and many enter the program at high risk for opioid overdose, typically late in their pregnancy, in 

the 2nd or 3rd trimester (The MA Health Policy Commission, 2021b). Mothers with OUD have been 

subject to vast amounts of trauma that impact their mental health. Most Participants had parents who 

experienced substance use disorders, themselves, and nearly 50% had been involved with child protective 

services when they were children (The MA Health Policy Commission, 2021b). Participant Moms also 

enter the program with many social needs that impact recovery adherence and emotional wellbeing, such 

as unstable housing, lack of transportation and unemployment (The MA Health Policy Commission, 

2021b).  Although the demographic characteristics of Moms Do Care Participants resemble those of 

mothers with OUD statewide in most respects (Massachusetts Department of Public Health, 2017), Black 

Participants are underrepresented in the Moms Do Care Program (3%) compared to statewide rates of 

perinatal OUD for Black mothers (4.5%; Schiff et al., 2020), suggesting barriers to access on a racial 

basis.  

Host Organization: MLPB 
MLPB was conceived in the Pediatrics Department of Boston City Hospital (now Boston Medical Center, 

or BMC) in 1993 and is credited as being the first medical-legal partnership in the US. Then called 

“Medical-Legal Partnership | Boston,” it provided a range of services, with a dominant focus of providing 

direct legal representation to patients referred by physicians at BMC and affiliated community health 

centers for help with their acute legal problems. Patients could be referred to Medical-Legal Partnership | 

Boston for support with needs ranging from income to housing and utilities, education and employment, 

legal status, and personal and family stability. Within 20 years of its founding, Medical-Legal Partnership 

| Boston had inspired the development of 87 other MLP programs in over 225 hospitals and health centers 
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across the country (Tobin Tyler, 2011). 

Things changed in 2012 with several major developments in the organization’s trajectory. First, MLPB 

leadership and staff were weary of deploying scarce legal resources to patients only after they were 

already “headed to the legal emergency room,” or required intensive legal intervention from a licensed 

attorney. Instead, they saw an opportunity to multiply the impact of their limited legal resources by 

shifting to an area relatively underdeveloped in legal partnering: Training health care teams to engage 

with families in legally informed problem solving. Second, MLPB’s participation in a randomized 

controlled trial from 2010-2012 known as DULCE (Developmental Understanding and Legal 

Collaboration for Everyone) – and this study’s promising findings later published in Pediatrics in 2015 – 

validated the team’s instinct that deploying their expertise earlier in the life cycle of a legal 

question/risk/problem could be valuable for patients, providers, and systems. In a Center for the Study of 

Social Policy (CSPP) publication brief published in 2019, MLPB’s CEO, Samantha Morton, and CSSP 

collaborator, Stephanie Doyle, likened MLP’s impact theory of change to Thomas Frieden’s famed 

Health Impact Pyramid (Frieden, 2010; see Figure 1, below).  

 

Figure 1: Morton & Doyle’s “Health-Promoting Legal Partnering Impact Pyramid”;  (Morton & Doyle, 2019) 
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In this new chapter, MLPB’s focus shifted entirely away from “direct legal representation”—at the top of 

the pyramid—to team-facing capacity building in the middle of the pyramid. MLPB spun off from Boston 

Medical Center to achieve independence of any single health or legal institution and to foster new 

opportunities to partner with communities of care. Since 2012, MLPB has operated as a fiscally-

sponsored organization of TSNE MissionWorks, a national nonprofit dedicated to advancing a more just 

and democratic society (About Us, 2014). In this structure, MLPB has full strategic and operational 

independence in honoring its mission and pursuing impact., Thus, MLPB’s Team-Facing Legal 

Partnering (TFLP) approach (described in more detail, below) was born.  

Now known simply as MLPB, the small organization no longer provides direct legal representation for 

patients. Instead, MLPB engages exclusively in TFLP, embedding itself within communities of care 

(broadly conceived to include healthcare, public health, and early childhood settings, among others) in 

Massachusetts, Rhode Island, and some national contexts. MLPB provides care teams with “legal 

education and problem-solving insight that fosters prevention, health equity, and system transformation” 

(MLPB, 2021). By helping care teams identify and navigate legal risks before they evolve into problems, 

MLPB prevents the severity of patients’ legal risks from escalating to the point of requiring direct 

representation, or the “legal emergency room” (see Figure 2). Although MLPB’s staff lawyers, called 

Law and Policy Consultants (LPCs), strictly do not practice law, MLPB ensures that all LPCs are licensed 

and in good standing with the relevant state professional responsibility oversight bodies. MLPB primarily 

focuses its services in Massachusetts and Rhode Island, but is also engaged in technical assistance with 

communities of care nationally. Today, at nearly 10 years old, MLPB engages in approximately 30 

funded partnerships and collaborations (Our Partners & Collaborators, n.d.), but remains unique 

nationally in fully embracing the TFLP approach and forgoing any direct legal representation of patients. 
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Figure 2: MLPB Diagram of the Legal Need Continuum for Housing Insecurity; (MLPB, 2021) 

MLPB’s Team-Facing Legal Partnering (TFLP) approach 
The TFLP approach is predicated on the belief that legal problem-solving will be most effective coming 

from the person or entity most likely to be trusted by families, often their health care team  (Morton & 

Doyle, 2019). The TFLP approach removes the lawyer as the exclusive keeper of legal knowledge and 

instead seeks to empower the care team as part of a “community of practice” (Morton et al., 2021). By 

building capacity in the care team to recognize “legal rights, risks, and remedies,” TFLP improves care 

teams’ ability to help patients overcome barriers to concrete supports and better health (Morton et al., 

2021).  

The Team-Facing Legal Partnering approach consists of three branches of services and resources for care 

team members: 

- Training & Tools: Team members have access to live and recorded webinars and tools, 

templates, and other web-based resources regarding people’s rights, resources, and their larger 

policy context (Our Work - MLPB - Building Social Care Capacity, n.d.).  

- Consultation & Telementoring: embed in regular interdisciplinary care team meetings for case 

consultations and are also available to team members for rapid-response consultations outside of 

routine meetings. 
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- System Design & Technical Assistance: MLPB provides law and policy expertise to ad hoc 

research and strategic initiatives, including improving the design of social care programs, 

developing best practices for communication and outreach, and other opportunities (Our Work - 

MLPB - Building Social Care Capacity, n.d.). 

TFLP has been found to provide broad benefits for a variety of patient populations and needs, including 

increasing utilization of preventive care (Sege et al., 2015; Arbour et al., 2021), increasing access to 

social supports and services (Morton, 2017), preventing homelessness and housing instability (Morton, 

2017), and improving care team self-sufficiency (Morton et al., 2021); (The MA Health Policy 

Commission, 2021a).  

Due to LCHC’s budget constraints, its contract with MLPB is for approximately half the number of 

contacts with the MLPB Law and Policy Consultant as in typical implementations of the Team-Facing 

Legal Partnering approach. In spite of this, MLPB has high ratings on measures of satisfaction and 

proficiency growth as rated by LCHC Moms Do Care team members and community partners who 

participated in consultations and trainings (MLPB, 2020). As a non-reimbursable service through most 

types of insurance, however, MLPB’s primary challenge is determining how best to demonstrate its value 

to other Moms Do Care customers operating on fixed budgets in a fee-for-service health care payment 

environment. 

The Sunflower Team at LCHC 
The Sunflower Team is an integrative substance use disorder clinic for pregnant and parenting women at 

Lynn Community Health Center (LCHC), a Federally Qualified Health Center (FQHC). Like the rest of 

the seven Moms Do Care sites currently operating in the Commonwealth,4 the Sunflower Team is a free-

care clinic that had previously provided complex perinatal recovery services before applying for Moms 

Do Care funding. LCHC is now part of the third wave of Moms Do Care funding that enjoys technical 

 
4 The 7 MDC sites currently enrolling: The Duffy Health Center on the Cape; Brockton Neighborhood Health Center 
in Brockton; Whittier Street Health Center in Boston; Massachusetts General Hospital in Boston; Lynn Community 
Health Center in Lynn; Lahey-Beverly Hospital in Beverly; and Bay State Franklin Medical Center in Greenfield. 
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assistance and connection to a learning collaborative of 10 current and former Moms Do Care sites in the 

Commonwealth.5 Since launching its program in 2018, LCHC’s Moms Do Care team has served 

approximately 115 women, and currently engages with over 80 Participant Moms (E. Quinn, personal 

communication, July 20, 2021). 

D. Literature Review 
The following literature review highlights the key historical precedents, concepts, and research 

contributing to our understanding of the value proposition of TFLP to Moms Do Care teams. The breadth 

of topics covered reflects the complicated socio-political history of the disparate systems that face 

mothers with OUD and their care teams.  

Law and Health 
Although legal issues are embedded in most social determinants of health, law has been largely 

overlooked in discourse, research, and interventions related to the SDOHs (Harris & Pamukcu, 2020). 

Law interacts with SDOHs in at least two ways. First, formal laws and public policies affect and 

perpetuate inequities in the SDoHs. Second, the ways these formal laws and policies are implemented 

result in social structures that reinforce and replicate tiered distributions of health (Burris, 2011). 

Access to Justice 
The United States has a problem providing equitable access to justice. The number of civil legal needs 

Americans face is vast, and yet more than 50% of those seeking civil legal help are turned away for lack 

of resources (Civil Legal Aid 101, 2016). Because of this, civil rights and entitlements become 

inaccessible to many Americans who are forced to represent themselves and navigate an unnecessarily 

complicated legal system (Martínez et al., 2022). 

The sixth amendment of the US Constitution guarantees the right to free counsel to those charged with 

 
5 The second cycle of Moms Do Care Program sites were funded in part by the Massachusetts Health Policy 
Commission’s Health Care Innovation Investment Program, which I oversaw as an employee there (2014-2019). 
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most crimes if they demonstrate indigency. Exceptional amongst most civil legal cases, income-eligible 

mothers have a right to their own free counsel in child custody cases with DCF. However, the quality of 

representation from an under-funded public defense network is often insufficient (Public Defenders 

Nationwide Say They’re Overworked and Underfunded, n.d.; Public Defenders Fight Back Against 

Budget Cuts, Growing Caseloads, n.d.). In practice, therefore, the right to counsel applies to and 

adequately addresses a small minority of the needs for legal counsel. Because retaining private counsel is 

far too expensive for most, access to legal representation is effectively distributed by income.  

Civil Legal Aid 
Civil Legal Aid is a national network of organizations providing free legal assistance to low- and middle-

income people with civil legal problems (Legal Services Corporation, 2017). The US provides access to 

most civil legal aid through money disbursed by the quasi-public Legal Services Corporation (LSC). LSC 

was created in 1974 and achieved robust implementation of federal legal services across the country by 

1981. Today, LSC funds 132 grantees at close to 1,000 offices across the country, several of which 

include Medical-Legal Partnership projects (2020 LSC Annual Report, n.d.). And yet, people seeking 

support from legal aid organizations receive limited or no legal help for more than half of the problems 

because of lack of resources. There is less than one legal aid attorney per every 10,000 people in poverty 

(Fein, 2017), and low-income individuals have, on average, two to three legal issues; 86% of these needs 

went unresolved (Keene et al., 2020). 

Medical-Legal Partnerships 
Medical-Legal Partnerships (MLPs) are collaborations between lawyers and health care clinicians. Under 

the most frequent type of MLP, the traditional screen-and-refer variety, medical practitioners can refer 

patients who screen positive for legal needs to an MLP Lawyer. The lawyer can then provide or 

coordinate services to that patient to resolve their legal issue or hardship. One legal need screening 

framework commonly used is the National Center for Medical-Legal Partnership’s “I-HELP,” which 

outlines the five types of legal issues MLPs are effective at solving: Income, housing and utilities, 
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education & employment, legal status, and personal and family stability (see Figure 3). 

 

Figure 3: A selection of the NCMLP's examples of MLP services and impacts (NCMLP, 2020) 

Screen-and-refer MLPs can take the form of providing legal advice, facilitating referrals to outside 

representation, or providing direct legal representation. Some MLPs also provide direct assistance to 

health system staff such as training on laws and policies, and “curbside consults” where the MLP lawyers 

provide ad hoc legal guidance on patient cases. The National Center for Medical-Legal Partnership 

(NCMLP) also encourages MLPs to engage in clinic- and policy-level change projects. The NCMLP 

organizes the national network for MLPs, which currently includes over 250 sites. The majority of legal 

organizations hosting MLP projects are federally-funded civil legal aid agencies, but many others are 

supported through public and private grants. A minority are funded directly as internal units of a medical 

institution (NCMLP, 2020).  

The War(s) on Drugs 
The United States has waged a “War on Drugs” for over a hundred years. This “war” has been marked by 

three distinct waves: The first began with the passage of the Harrison Act of 1914, which exploited anti-

Chinese xenophobia and established a formal bifurcation of drug control that was largely influenced by 

by race and class. Medical and recreational drugs, which were more likely to be used by white, high-
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income populations, were regulated by the Food and Drug Administration. “Hard” drugs such as opium, 

marijuana, and methamphetamines, which were more likely to be used by Black, poor, and immigrant 

populations, were criminalized, and were regulated by the Federal Bureau of Narcotics (a predecessor of 

the Drug Enforcement Administration).  The second wave began with President Richard Nixon’s formal 

declaration of a “War on Drugs” in 1971.  This declaration was intentionally designed to marginalize and 

disrupt “the anti-war left and black people” (Baum, 2016). The third wave took the form of a chain of 

policy and financial investment in the War on Drugs that occurred during the Reagan, Bush Sr., and 

Clinton administrations. These administrations contributed to the villainization low-income and racial 

minority groups, and advanced tough-on-crime sentencing, militarization of local police, and a gutting of 

what was then referred to as the welfare system (Nunn, 2002). 

The American War on Drugs has failed to eliminate drug use. Instead, it has had the negative effect of 

increasing incarceration. The US currently incarcerates more of its population than any other country 

(Sawyer & Wagner, n.d.), and currently accounts for more than 20% of all incarcerated people, globally, 

despite representing only 5% of the global population (American Civil Liberties Union, n.d.). It has done 

so on a racial basis, effectively focusing injustice on Black, Indigenous, and People of Color (BIPOC) and 

poor populations. Black, Latinx and Native American populations use drugs at roughly the same rate as 

white populations, yet are arrested and convicted at 10 times the rate of white people  (Alexander, 2011).  

Punishment has long been the central instrument of the U.S. drug control system. This acts primarily 

through criminal laws and enforcement (Beletsky, 2019), but less appreciated is the similarly extensive 

and powerful civil legal apparatus that has disproportionately punished poor and BIPOC people who use 

drugs (Muhammad, 2022). Civil law has accompanied the expansion of the US carceral state to 

effectively become a “shadow carceral state” (Beckett & Murakawa, 2012), expanding penal power 

beyond criminal law enforcement structures to state agencies administering subsistence resources and 

social service agencies. Over the last 15 years, however, the tone of the American War on Drugs has 

undergone a softening. The changing demographics of addiction has provoked a humanization of drug 
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users. With the proliferation of a cheap and reliable supply of pharmaceutical opioids in the white 

suburbs, the Drug War became gentrified. 

The Modern Opioid Overdose Crisis 
Today, drug overdose is the leading cause of death for Americans under the age of 50 (Drug Overdose 

Deaths | Drug Overdose | CDC Injury Center, 2022). In every year since 2016, more Americans have 

died from overdose than the number of Americans who were killed in the entire Vietnam War (Deputy 

Attorney General Rod J. Rosenstein Delivers Remarks at the National Congress of American Indians, 

2018). While opioid overdoses are nothing new, the proximal origins of the modern overdose crisis lie in 

pharmaceutical company exploitation during the late 1990s. 

In 1996, the American Pain Society declared pain as “the Fifth Vital Sign.” This was a strategic coup for 

Purdue Pharmaceutical, which had recently introduced its potent, slow-release opioid pills, OxyContin, to 

a health care prescriber market now sensitized to their patients’ experience of pain. Purdue and other 

generic manufacturers and wholesalers used “turbocharged” sales tactics to aggressively push opioid pain 

reliever prescribing. These predatory companies and their similarly exploitative consulting and marketing 

firms falsely advertised them as negligibly addictive and less prone to “abuse.”  

Subsequent supply-side crackdowns on prescription opioids and prosecution of prescribers during the 

2010s led to a bottoming out of safe supply of opioids, forcing addicted people to seek opioids through 

unregulated, illicit heroin. High demand and aggressive policing of the illicit opioid market over the last 

ten years has prompted suppliers to increasingly use fentanyl to make their opioids more potent. This 

adulteration led to an illicit opioid supply that is unpredictable and often deadly. By 2015, the United 

States was truly in the grip of an overdose crisis: The life expectancy of Americans had declined for the 

first time in over two decades due to overdose deaths (US Centers for Disease Control, 2019). 

Recognizing the significant threat of overdose deaths, the MA Executive Office of Health and Human 

Services declared the “Opioid Crisis” a public health emergency and large public investments were 

deployed toward the prevention and treatment of OUD (“Opioid Addiction Epidemic Declared Public 
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Health Emergency in Massachusetts,” n.d.). Investments like the Moms Do Care Program in OUD 

prevention, response, and recovery helped Massachusetts achieve a reduction in overdose deaths for the 

first time in two decades in 2017. Progress was short-lived, however. Amidst the Covid-19 pandemic, 

overdose death rates increased again (MDPH, 2021; Massachusetts Department of Public Health, 2021a), 

and are now at an all-time high. And today, in Massachusetts, people in marginalized racial and gender 

groups have ascended to the highest rates of per capita overdose and death (Opioid-Related Deaths in 

Massachusetts Remain Elevated Four Years after Peak, n.d.).  

Mothers with Opioid Use Disorder (OUD) 
OUD in pregnancy is exceptional in the US as the only condition where both the disorder and its 

treatment are criminalized. Many legalized substances such as alcohol, tobacco, antidepressants, and 

benzodiazepines disturb the development of an embryo or fetus but are not subject to legal sanction 

(Terplan et al., 2015). However, receiving the standard of care for OUD during pregnancy requires 

exposing oneself to a host of stigma and punitive surveillance and sanctions, including from one’s own 

health care providers.  

Perinatal OUD: Incidence and Distribution 
The incidence of perinatal OUD mimics the trends of OUD overall (Gramlich, 2022). Opioid exposure in 

newborns, diagnosed as neonatal abstinence syndrome (NAS),6 is generally accepted as a proxy measure 

for the prevalence of prenatal OUD. As with OUD, overall, NAS spiked from the early 2000s and peaked 

in 2016. Pregnant women in Massachusetts experience relatively high rates of OUD compared to the rest 

of the US: Between 2012 and 2014, 2.3% of unique deliveries were to people with evidence of OUD in 

the year prior to delivery (Schiff et al., 2018).  In 2018, the most recent data available, Massachusetts 

showed progress in reducing the number of infants diagnosed with NAS (at 11.7 infants diagnosed with 

NAS per 1,000 live births; Massachusetts Department of Public Health, 2021b). This reflects a decline 

 
6 Formal tracking of diagnoses of substance exposure vary across settings but also include “substance-exposed 
newborn” (SEN) and “neonatal opioid withdrawal syndrome” (NOWS). 
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since the peak in 2016, but emerging reports of the resurging overdose crisis in the overall state 

population suggest a likely increase in resurgence of NAS. 

In utero substance exposure can occur primarily through two pathways: maternal and iatrogenic. Maternal 

exposure occurs when pregnant women use opioids non-medically, and iatrogenic exposure is most often 

from opioids prescribed by a physician for underlying conditions such as OUD or pain. In utero substance 

exposure can be identified prenatally through patient disclosure or toxicology screening, or neonatally by 

observation of withdrawal symptoms in the infant. People with low incomes and BIPOC people are much 

more likely to be screened for and diagnosed with OUD than white women (S. C. M. Roberts & Nuru-

Jeter, 2011), despite the fact that white mothers appear to use opioids at higher rates (MDPH, 2021). 

Health Burden of Perinatal OUD 
Substance use during pregnancy poses risks to the woman, fetus, and family (Keegan et al., 2010). 

Adverse outcomes for mother and baby are often linked to structural issues like inadequate food security, 

intimate partner violence and poverty (Stengel, 2014). The majority of health care costs associated with 

perinatal OUD arise not from primary care, but from relapse and overdose (Florence et al., 2016). 

Compared to non-relapsing mothers with OUD, relapsing mothers with OUD had significantly higher use 

for most services, and 2.5 times higher total health care costs (Relapse in Opioid Use Disorder, 2019). 

Although not strictly teratogenic (Saia et al., 2016) or, a cause of malformation in utero, opioid use during 

pregnancy can still be harmful to the child (Kaltenbach et al., 1998). Opioid-exposed infants often require 

special monitoring and treatment, and the total costs of care for a baby born with NAS are 20-27 times 

higher than uncomplicated term infants without NAS (National Institute on Drug Abuse, 2019; 

Massachusetts Department of Public Health, 2017), Intensive care in the NICU (an average length of stay 

of 16 days) accounts for most of these costs (Strahan et al., 2020). Evidence increasingly demonstrates 

that the best treatment for substance-exposed newborns are their mothers (The MA Health Policy 

Commission, 2021b). Separation of infants with NAS from the mother at birth leads to longer length-of-

stay and lower rates of access to their mother’s milk (The MA Health Policy Commission, 2021b). For 
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substance exposed newborns, thus, keeping mothers and newborns together is an effective non-

pharmacologic intervention for treating the transient condition of opioid withdrawal in neonates (White, 

2021; ACOG, 2017). 

Treatment of Perinatal OUD 
Untreated opioid addiction is dangerous for the mother and the fetus, but there are effective treatments 

available. The American College of Obstetricians and Gynecologists (ACOG) formally asserts that the 

standard course of treatment during pregnancy is “opioid agonist pharmacotherapy (medications for 

addiction treatment [MOUD], typically with either methadone or buprenorphine) combined with 

counseling and behavioral therapy” (ACOG, 2017). In Massachusetts, however, only two in every three 

women with prenatal OUD had received any pharmacotherapy in the year prior to delivery (Schiff et al., 

2018).  

The stigmatization and punishment targeting mothers with OUD compromises the decision to seek care 

and disclose their OUD (Paris et al., 2020). Accessing appropriate medical treatment for perinatal OUD 

requires disclosure of opioid use to a health care provider, which exposes the mother and fetus to 

surveillance and sanctions that often can compound and end with loss of custody, housing, and other 

benefits important for survival. 

Substance use treatment during pregnancy is already difficult to obtain for many reasons, including a 

shortage of programs willing to treat pregnant women, and lack of health insurance for many pregnant 

women, and the high costs of OUD treatment faced by women who have no or insufficient health 

insurance and even for some who do (D. J. Goodman et al., 2020; Saia et al., 2016). Laws and policies 

targeting mothers with OUD further exacerbate barriers to access. Mothers with OUD tend to manage 

their risk of detection by isolating themselves, self-treating their addiction, and avoiding surveillance by 

punitive systems ostensibly established to support their welfare (Stone, 2015). Pregnant women with 

OUD are twice as likely to receive MOUD in states that do not have laws that permit child abuse charges 

to be brought against women for prenatal illicit drug use (Angelotta et al., 2016). 
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If accessing MOUD prenatally is already difficult, continuing to engage in MOUD postpartum is even 

harder. Only half of pregnant women with OUD continue MOUD postpartum, and only 15% receive any 

postpartum SUD treatment with counseling and/or pharmacotherapy  (Faherty, Heins, Kranz, & Stein, 

2021). Mothers with OUD are at higher risk of death in the post-partum period. Loss of custody at birth is 

devastating, and the sudden absence of social supports further endangers post-partum mothers’ recovery 

(Kissin et al., 2001). In a 2018 study of perinatal opioid overdoses in Massachusetts, overdoses for 

mothers with OUD peaked at 12.3 overdoses per 100,000 person-days after nine months postpartum, 

compared to six overdoses per 100,000 person-days at 0-3 months postpartum (Schiff et al., 2018).  

Addiction recovery care is highly regulated in the United States compared even to prescribing opioids, 

themselves. Providers must adhere to strict confidentiality protections (42 CFR Part II) and laws related 

to the prescribing and dispensing of MOUD, as well as mandated reporting obligations. Prescribing 

regulations and payment policy make delivering the standard of treatment for OUD a cumbersome and 

risky process for providers (Wakeman, 2022), contributing to the lack of supply of health care for 

addiction in the US (Krawczyk et al., 2022). Even once prescribed, accessing MOUD is also difficult and 

stigmatizing. Pharmacies commonly choose not to dispense MOUD, particularly among those in 

nonwhite neighborhoods (“We Don’t Carry That” — Failure of Pharmacies in Predominantly Nonwhite 

Neighborhoods to Stock Opioid Analgesics | NEJM, n.d.) and, outside of temporary allowances during 

the Covid-19 pandemic, Methadone can only be accessed from a licensed opioid treatment program in 

one- or two-day supplies (Peterkin et al., 2022). 

Mandated Reporting for Opioid Use 
Massachusetts is one of over half of US states that considers opioid use during pregnancy to be child 

abuse.7 It does so through regulatory, rather than statutory code, under DCF’s interpretation of the 

 
7 Although the Guttmacher institute commonly cited in literature for tracking punitive policies around substance 
use during pregnancy lists MA as NOT categorizing prenatal substance use as child abuse and neglect, the Code of 
MA Regulations specifically includes “(iii) physical dependence upon an addictive drug at birth” as physical injury 
within its definition of ‘abuse or neglect’ (110 CMR 2.00). 
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Massachusetts “51A” law (Massachusetts General Laws, c.119 § 51A).8 This categorization compels 

certain classes of professionals, including health care providers, to report suspected abuse to DCF for 

investigation. Currently, substance exposure that is considered “neglect or abuse” includes the standards 

of care for OUD during pregnancy, such as the use of methadone and buprenorphine (White, 2021). As 

mandated reporters, therefore, health care providers are obligated to report pregnant patients receiving the 

standard of care for OUD for suspected abuse or neglect when they give birth to their baby. Providers 

failing to report and submit prospective evidence to DCF may be subject to fines, licensure suspension 

and imprisonment. The mandated reporting responsibilities of health care providers are cumbersome and 

inconsistently understood (Massachusetts Medical Society, 2021), and the standards for what constitutes 

abuse or neglect are vague and leave room for biases, interpretation, and speculation by case workers and 

system personnel with too little time to examine each situation judiciously.  Health care providers 

experience a profound tension between their role as caregivers and obligations as mandated reporters (L. 

A. Goodman et al., 2020). Mandated reporting obligations of caregivers exact a psychic and emotional 

toll on them, and the effectiveness of mandated reporting is questionable (McTavish et al., 2017). It also 

causes irreparable damage to the therapeutic relationships with patients, which ultimately harms patients 

(L. A. Goodman et al., 2020). 

Stigma against Mothers with OUD 
Mothers with OUD experience complex and layered stigma,9 not only from social supports, but from 

health systems.10 This complex stigma contributes to an intersectional structural vulnerability for these 

 
8 https://malegislature.gov/laws/generallaws/parti/titlexvii/chapter119/section51a; (Movement for Family Power, 
2020, p. 52).  
9 Foundational work by sociologist Erving Goffman defines stigma as ‘an attribute that links a person to an 
undesirable stereotype, leading other people to reduce the bearer from a whole and usual person to a tainted and 
discounted one’ (Goffman, 1974, p. 33).   
10 Different sets of laws for marginalized people is the most extreme manifestation of stigma and creates a “viral 
underclass” (Strubb, 2011). 

https://malegislature.gov/laws/generallaws/parti/titlexvii/chapter119/section51a
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mothers.11 In the early 1980s, prenatal substance use became the focus of America’s racist imagination 

and grew to a full-blown moral panic over the mythical “crack baby epidemic” (Singer & Page, 2016). 

Subsequent evidence has largely debunked diagnoses of “crack babies,” but the damage couldn’t be 

undone: Substance use during pregnancy became indelibly linked to Black maternal unfitness (Goode & 

Ben-Yehuda, 1994). 

For mothers with OUD today, stigma is a clinical risk facto: It delays treatment-seeking, reduces 

compliance, and increases the risk of relapse (Shrivastava et al., 2013; Tsai et al., 2019). Punitive policies 

for women with substance use during pregnancy lead to 55% less treatment (Angelotta et al., 2016) and 

do not reduce the incidence of NAS (Faherty, Heins, Kranz, Patrick, et al., 2021). 

Recovery-oriented treatment 
The practice philosophy of addiction care is different from other specialties (SAMHSA, 2010). Recovery-

oriented care emphasizes the person-centered and strengths-oriented coordination of disciplines and 

supports required to support people in recovery, including integration into their communities (US 

Department of Health and Human Services, 2006). It often incorporates humanist philosophies into its 

core practices such as harm reduction and trauma-informed care.  

Our understanding of opioid addiction has been changing, and so have our interventions. Faith-based, 

abstinence-only 12-step programs (such as Narcotics Anonymous) have dominated the drug addiction 

recovery space for decades but are less effective for OUD than evidence-based recovery-oriented 

treatments that combine medications and psychological therapy (Humphreys et al., 2020; Dodes, 2014). 

Abstinence-only treatment is being replaced by approaches that recognize OUD as a chronic, refractory 

disorder—meaning it reoccurs in cycles of recovery and relapse—rather than it being a lack of willpower 

 
11 The core insight of intersectionality is that individual life experiences are shaped not by a single status hierarchy 
but by multiple overlapping systems of oppression such as racism, sexism, and classism.11  Intersectional structural 
vulnerability, as coined by Friedman et al in the context of substance use policing “highlights how each individual's 
risk of a deleterious health outcome is related to their position in the wider social and economic hierarchies of 
their local environment” (Friedman et al., 2021). This is no less true in policing than in family policing and health 
care, where perceptions of discrimination differ significantly by intersectional identity (Mahabir et al., 2021). 
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or a moral deficiency. 

Harm Reduction Approaches to Drug Use 
For addiction treatment providers, harm reduction is an alternative ethos to a moralizing and stigmatizing 

regime of recovery.  Harm reduction grew out of the convergence of the AIDS epidemic in both the drug 

use and gay rights advocacy communities during the 1980s. Harm reduction philosophy sees recovery 

from addiction as “any positive change,” and discards purist notions of abstinence as the only path to 

healthy relationship with drugs (Szalavitz, 2021).  Rather than encouraging drug use, harm reduction 

reduces stigmatization of drug users and “promotes clients’ ability to make choices …and facilitate the 

development of more compassionate and autonomous approaches to risk management” (Stengel, 2014). 

Trauma-Informed Care 
Trust is an important tool for addiction care providers amidst a system rife with stigma (Renbarger et al., 

2022). Trauma-informed care (TIC) responds to the need for sensitizing care providers and staff to the 

experience of their patients and building empathetic systems of care for vulnerable patients. It emphasizes 

psychological safety, trustworthiness and transparency, collaboration, and empowerment (SAMHSA 

Trauma and Justice Strategic Initiative, 2014), and is recommended as the standard of care in tandem with 

harm-reduction (Weber et al., 2021). 

Value-Based Care 
Health care payment and delivery reforms over the last 20 years have focused on making organizations 

accountable for outcomes, quality, and costs (Zaki et al., 2021). Much of this attention has focused around 

reorienting the system’s financial incentives from paying providers based on volume (i.e., fee-for-service) 

to paying them based on members’ outcomes and experience. These new payment models are often 

referred to as “value-based care.”  

Massachusetts has been a national leader in advancing value-based care. Chief amongst its achievements 

has been launching the nation’s first Medicaid Accountable Care Organization program, the MassHealth 
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ACO Program. ACOs are provider-led organizations that take financial accountability for the cost, 

quality, and experience of physical, behavioral, and pharmaceutical care for their members (Chernew & 

McWilliams, 2022). 

The MassHealth Accountable Care Organization (ACO) Program 
Since 2016, Massachusetts’ Medicaid program, MassHealth, has established an ACO program through a 

CMS 1115 Demonstration Waiver that pays capitated rates for its members. Today, 17 MassHealth ACOs 

representing payer and provider collaborations, serve over 850,000 members across the Commonwealth  

(MassHealth Partners with 17 Health Care Organizations to Improve Health Care Outcomes for Members 

| Mass.Gov, n.d.). MassHealth ACOs are still paid primarily on a fee-for-service, but these payments are 

ultimately adjusted according to the total cost of care of their members relative to a benchmark, and also 

adjusted for risk factors of the members they serve. Value-based care programs such as the MassHealth 

ACOs could be an important means to provide financial incentives to encourage, and pay for, the type of 

integrated care that is best for mothers with OUD. Nationally, Medicaid covers about 50% of all 

deliveries, and 80% of deliveries of infants with NAS (Opioid Crisis In Medicaid: Saving Mothers And 

Babies | Health Affairs, n.d.). Because all Moms Do Care clinics are affiliated with a MassHealth ACO, 

and greater than 90% of their Participants are MassHealth members, MassHealth has an important 

influence on the Moms Do Care clinics (The MA Health Policy Commission, 2021b). 

Social Determinants of Health 
The World Health Organization defines social determinants of health as “the conditions in which people 

are born, grow, live, work and age” (World Health Organization, n.d.). They include factors like 

socioeconomic status, education, neighborhood and physical environment, employment, and social 

support networks, as well as access to health care.  

SDoHs are increasingly appreciated for their impact on health and health care costs. However, the US still 

maintains the lowest ratio of health care to social service spending ratio and achieves appreciably poor 



26 
 

health (Bradley et al., 2017).  This is partly to do with health care’s approach to SDoHs, which is to target 

the downstream symptoms of SDoH, Health-Related Social Needs (HRSNs) such as food insecurity and 

housing instability. For mothers with OUD, SDoH vulnerabilities are associated with greater likelihood of 

drug use (Shokoohi et al., 2019), and unmet basic needs related to housing, energy, food, and health care 

hardships are associated with preterm birth (Healthwatch, 2022). 

MassHealth’s ACO Program attempts to address social needs in two main ways: First, it represents one of 

the first risk adjustment models in Medicaid that incorporates social risk factors, including housing status, 

income level, and a measure of the economic stress in the members’ neighborhood. Second, the 

MassHealth ACO Program allows ACOs to use Medicaid funds to pay for goods and services for some 

health-related social needs (HRSNs) through its Flexible Services Program. 

Through the Flexible Services Program, members screening positive for a social need related to housing 

or nutrition can be referred to a community-based Social Services Organization partner for assistance. 

The Flexible Services program is a significant achievement in social care and supports. However, its 

implementation has been challenging. In the two years since it launched, only two ACOs met their goal 

for referrals, which typically took longer than one week from positive screen (longer for housing-related 

referrals) to service intake, leading to high levels of loss to follow-up (Mullarkey et al., 2021). 

Care Coordination 
Value-based care payment incentives put providers at financial risk for their patients’ care and outcomes. 

This shift in dynamics has provoked greater investment in care coordination for patients across their 

interactions with the health care system. Absent care coordination across the disciplinary siloes, patients 

tend to access more expensive care and have worse outcomes (Shier et al., 2013). The MassHealth ACO 

Program funds care coordination explicitly through two key referral programs: The Community Partners 

Program for Behavioral Health care, and the Flexible Services Program for health-related social need 

goods and services. For populations such as mothers with OUD who have complex health needs and are 

at-risk for high total costs of care, care integration through co-location of interdisciplinary staff and 
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services is a particularly effective type of care coordination (US Substance Abuse and Mental Health 

Services Administration, 2017).  

Social Care Workforces 
The responsibility for care coordination falls to the primary care team, and often to case management by 

Social Workers, Nurse Case Managers, and as well as community health workers (CHWs) and peer 

recovery coaches (Peers). The MassHealth ACO and Moms Do Care programs pay for these social care 

workers  (Massachusetts Medicaid Policy Institute, 2021). Social care coordination is often the 

responsibility of social care workers tasked with services such as screening and assessing a patient’s 

various medico-social needs and subsequently connecting that patient to appropriate services such as 

rehabilitation, respite care, housing navigation services, or Supplemental Security Income Program 

enrollment (Velasquez et al., 2022). The social-care and community-based professionals are integral to 

care teams serving marginalized populations, but they are often constrained by time due to high caseloads 

and lack of training and resources (Santos et al., n.d.; Shier et al., 2013). 

Family Regulation 
Child protective services (CPS) agencies are comprised of administrators, lawyers, and case workers 

imbued with extraordinary authority to monitor and sanction families in service of protecting the child. 

CPS also requires classes of professionals such as teachers and health care providers to participate in the 

surveillance system over parents to report suspected cases of abuse or neglect. The decisions of who to 

report, and for what types of infractions, however, is complex, and because of the subjectivity of loose 

categories of ‘fitness’ of parents. Myths from the War on Drugs promoting mothers as villains encourages 

pathologizing mothers with OUD and subjecting them to punishment and “regimes of compliance” (D. E. 

Roberts, 2002) instead of addressing the conditions and structural drivers of their health (Schenwar et al., 

2020; The Carceral Logic of the Family Policing System, 2021). Amidst the increase in incidence of NAS 

from 2000 to 2015, this carceral logic led to a doubling of the number of correctional (as opposed to 

supportive) measures targeting pregnant women in the US (Faherty et al., 2020). 
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The MA Department of Children and Families 
Massachusetts’ Department of Children and Families (DCF) is the Commonwealth’s child protective 

services department ostensibly responsible for protecting its most vulnerable residents from mistreatment 

and neglect. Parents reported to DCF for suspected neglect or abuse are “screened” by staff investigators. 

DCF has great power in investigating—and potentially removing children from—a family. DCF 

investigators have extraconstitutional powers of investigation that allow them to seek information from 

“collaterals” such as health care providers, including attempting to access health care diagnosis and 

treatment data. If the investigators find sufficient evidence of neglect or harm, the parent’s case is 

“screened-in,” and is assigned to Child Protective Services Responses to determine reasonable cause to 

believe the child has been a victim of maltreatment. Should the agent determine the allegation to be 

“substantiated” or “supported,” DCF will intervene to develop an Action Plan with the mother stipulating 

requirements and conditions for regaining custody of the child.  

Removal of custody from mothers with OUD – which can happen because of in utero opioid exposure 

and often takes place on the labor and delivery floor as the mother is recuperating from childbirth –

initiates a further series of administrative hurdles and timeframes. A mother seeking to regain custody 

must engage with a DCF caseworker inside and outside of court hearings for regaining custody. DCF 

typically imposes a Permanency Plan that includes requirements the mother must satisfy in order to get 

their child back. These requirements can span the domains of family, work, and health and often include 

submission to further inspections, and attending parenting classes, therapy, and 12-step meetings. 

Although DCF’s mandated reporting requirement does not discriminate between iatrogenic, or exposure 

caused by medical care, and maternal substance exposure, allegations of prenatal substance exposure are 

most likely to result in sanctions against a mother with OUD. Once a Moms Do Care Team member 

reports a Participant for substance use, as they are mandated to do, the Participant has a 49% chance of 

receiving a “supported” 51B finding, the most severe determination (Massachusetts Department of 

Children and Families, 2021). This is more than five times the rate of supported decisions that result from 
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allegations of physical abuse (9%; see  

Table 1 2021 DCF Annual Report Statistics by Allegation Category (adapted from Massachusetts 

Department of Children and Families, 2021), below).  

Table 1 2021 DCF Annual Report Statistics by Allegation Category (adapted from Massachusetts Department of Children and 
Families, 2021) 

Allegation Type 
Number of 
Protective 

Intakes (51As) 

As % of total 
51As 

“Supported” 
51B 

Investigations  

Screen-in Rate 
(# of Intakes/ # 
of Supported 

Decisions) 
Physical Abuse 16,120 19% 1,446 9% 
Other Neglect 64,021 77% 14,187 22% 
Neglect-SEN12  2,209  33%  1,076  49% 
Other 17,414 21% 1,087 6% 

Total 83,644 100% 16,350 20% 
After a series of highly public tragic cases and audits uncovering inadequate tracking and reporting of 

abuse of children under its supervision, reforms to DCF in 2017-18 saw increases in the department’s 

budget of nearly $100M and the addition of 400 staff (Dumcius, 2017).  In spite of this, DCF still 

struggles to keep up with the needs of the children it is tasked with tracking (Stout, 2021).  

DCF describes its goal as “connect[ing] families with services in the community and work[ing] with them 

to make sure children can grow and thrive in a safe, stable home” (Child Abuse and Neglect | Mass.Gov, 

n.d.). However, DCF still provides insufficient supports and protections for families under its discretion. 

An internal survey of DCF staff found that three out of four respondents reported that more services were 

needed for parents/caregivers with substance use disorder  (MA Department of Children and Families, 

2021). 

Negative Impacts of Family Regulation 
Child removal is a universally traumatic event to all parties involved. Caregivers for the mother (Donisch 

et al., 2016; Hensel et al., 2015), the child (Briggs-Gowan et al., 2019; Kisiel et al., 2013, Hageman, 

 
12 “Neglect-SEN” represents the sum of two categories of in utero substance exposure allegations: “Neglect-SEN” 
and “Neglect-SEN-NAS” 
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2018), and child protective services staff (Ezell, 2019; Bartlett et al., 2016; Garwood et al., 2020) all 

experience trauma from the removal of a child. The trauma of separation can be further exacerbated by 

the cumulative history of trauma for many mothers with OUD. Mothers describe the trauma of child 

separation as “unbearable” and report persistent symptoms of post-traumatic stress disorder and other 

mental health conditions resulting from removal (Högberg et al., 2020).  

For mothers with OUD, child removal can be deadly. Losing custody of a child is associated with 

increases in rates of substance use, mental illness, trauma, criminal activity, and mortality (Harp & Oser, 

2018; Mackay et al., 2020), especially from overdoses, which mothers with OUD without custody are 

55% more likely to experience (Thumath et al., 2021). 

Loss of custody can also cause the loss of eligibility for a range of public programs such as Supplemental 

Nutritional Assistance Program (SNAP; formerly “food stamps”), SSI, and Emergency Assistance (EA) 

shelter. In the case of vulnerable women who have lived in EA shelter throughout their pregnancy, the 

loss of custody propels them into an “EA Shelter Paradox,” whereby their access to the shelter is 

contingent upon custody, and custody is contingent upon shelter.  

Racism and Family Regulation 
Race, drugs, and parental fitness have been linked for much of modern American history (Muhammad, 

2022). Poor parents, and especially Black and Hispanic parents, are more likely than white parents with 

similar incomes to be pathologized and punished rather than supported (Terplan et al., 2015). Today, 

children of color are over-represented at all stages of involvement with child protective services agencies 

in the US (Massachusetts Mandated Reporter Commission, 2021; MA Department of Children and 

Families, 2021). In Massachusetts, Black and Hispanic/Latinx children are reported to DCF for 

allegations of abuse and neglect at 2.5 times the rate of white children (Massachusetts Department of 

Children and Families, 2021).  
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E. Conceptual Framework 

Selling Team-Facing Legal Partnering to a Moms Do Care clinic requires offering compelling value to a 

lean-budgeted team already operating with its embedded social care resources and patchwork of legal 

resources. Although the seven clinics in Massachusetts share the broad goals of the Moms Do Care 

program, each site has different characteristics that affect their assessment of MLPB’s value. Each site 

has a unique patient population, team composition, organizational priorities and pressures, community 

partners, inter-organizational dynamics, and other differences that contribute to its interpretations of the 

value of Team-Facing Legal Partnering. Furthermore, partnering with MLPB builds teams’ capacity to 

identify legal problems and opportunities for earlier prevention. I hypothesized that there was a difference 

in perceived value proposition for sites that had already partnered with MLPB compared to sites that had 

not. Because only one of the seven Moms Do Care sites has been partnering with MLPB, I used this as an 

opportunity for an observational case-control study to detect differences between the site with MLPB 

(i.e., the Sunflower Team) and control sites without MLPB (i.e., the five other Moms Do Care sites that 

participated in this study13).  

 

Figure 4: Case/Control Moms Do Care Sites 

 
13 Whittier St. Health Center was unresponsive to invitations to participate in the study and is not represented in 
the findings. 
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Understanding the nuances of how Moms Do Care customers perceive and evaluate MLPB’s value 

proposition will illuminate how MLPB can improve both its TFLP approach for the Sunflower Team and 

how it markets itself to potential customers (Lindi & Marques da Silva, 2011; Carlson et al., 2019). 

Carlson’s NABCs Framework 
Value proposition models attempt to understand the factors customers find salient in their decisions on 

whether to buy a good or service (Carlson et al., 2019). A buying decision for a service like MLPB in a 

small but complex organization such as an FQHC isn’t simple; it is the end-product of a process of dialog 

and considerations amongst many different roles at the customer organization. MLPB’s value proposition 

to Moms Do Care customers, therefore, must be understood from the perspective of each of these 

customer roles. 

I chose Carlson’s Value Proposition Framework from amongst many value proposition models (Lindi & 

Marques da Silva, 2011; Chesbrough & Rosenbloom, 2002). Carlson’s Needs-Approach-Benefit-

Competition framework, referred to as “the NABCs,” fits the needs of this study because of its ability to 

sort through multifactorial decisions to arrive at discrete categories of analysis, and further, to identify 

how to impact those elements to improve MLPB’s value proposition.  

“The value proposition,” which Carlson et al describe in their 2019 Harvard Business Review article 

describing their model, “defines what the end-user needs and the beginning plan to sustainably satisfy 

those needs better than any of the alternatives” (Carlson et al., 2019). Definitions of value commonly rely 

on either the price/quality ratio of a product, or the difference between perceived benefits and perceived 

costs. However, Carlson’s NABC model goes further to incorporate customer needs and competition into 

the equation. A compelling value proposition in Carlson’s model is composed of four elements (Carlson 

et al., 2019, p. 18): 

N represents “an important customer and market Need.” 

A represents how the Need will be addressed by a “unique, compelling, and defensible Approach for 

the offering and business model.” 
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B represents “the superior Benefits per costs” of the service 

C represents “the Competition and alternatives” to which the service compares favorably. 

Carlson’s NABCs allow for the decomposition and evaluation of the complex and subjective nature of 

customers’ buying decisions. The framework is intended to be descriptive rather than predictive or strictly 

formulaic and can be applied to MLPB’s offering to Moms Do Care customers to improve the 

attractiveness of MLPB’s value proposition.  This can be approached by maximizing the needs (N) 

addressed, the fit of the approach (A) and demonstrable benefits (B) while minimizing the costs of the 

service and attractiveness of alternatives (C).  

MLPB’s Customers and their Assessment of MLPB’s value proposition  
The first step of applying the NABC model is to identify MLPB’s Moms Do Care customers, where they 

sit in relation to the decision to buy, and how their relationship to the Moms Do Care program contributes 

to their perspective on MLPB. Although MLPB ultimately engages in a single contract with a Moms Do 

Care clinic, the clinic’s decision to buy is the net result of multiple individuals in different roles 

advocating for their perspective (Heiman, 1999; Herzlinger, 2015). To capture the complexity of 

customers’ buying decisions, this research disaggregates customers into three categories: Program Leads, 

Care Team Members, and Health System Leaders. (See Figure 5: MLPB Moms Do Care Customer Roles) 

 

Figure 5: MLPB Moms Do Care Customer Roles 
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Program Leads 

The most influential role in a clinic’s decision to buy MLPB is the “Program Lead.” All six of the 

participating Moms Do Care clinics have a designated clinician Program Lead who manages the clinic’s 

budget and has discretion to use their funding to hire staff and buy services such as MLPB. Program 

Leads uniquely have responsibility for the overall management of the clinic at the health system level.  

The Program Lead’s responsibilities and expansive role means their assessment of MLPB’s value 

proposition includes a comparably wide range of concerns. The value proposition of TFLP for Program 

Leads, therefore, may consist of some of the following types of considerations: 

Needs: Negative impacts of legal needs to the clinic’s overall health and productivity goals, goals 

related to outcomes for the mother-infant dyad such as custody and health outcomes, and the team’s 

organizational effectiveness and potential secondary traumatization 

Approach: Ease of integration of MLPB into the clinic, and MLPB’s coherence with practice 

philosophy 

Benefits: Improvements to clinic quality and outcome measures, team efficiency and morale 

Competition: Assigning more staff time to social care, referring questions to local civil legal aid, 

engaging a Patient-facing Medical-Legal Partnership, or continuing the status quo 

Care Team Members  
Care Team Members have primary responsibility for delivering services to Moms Do Care program 

participants. Although they are not ultimately responsible for the decision to buy, Care Team Members 

are important “strategic influencers” because they are the most impacted by, and critical to the success of 

partnership with MLPB. Their opinions and experiences with legal needs are enormously relevant to the 

adoption and ultimate success of MLPB. In the Team Facing Legal Partnering Approach, Care Team 

Members interact directly with MLPB’s law and policy consultant through regular case review meetings 

and ad hoc inquiries and have access to MLPB’s online tools and trainings. Care Team Members will 

experience the benefits and drawbacks of a buying decision most acutely in a Moms Do Care clinic 

(Herzlinger, 2015). The value proposition of TFLP for Care Team Members may consist of some of the 



35 
 

following types of considerations: 

Needs: Negative impacts of legal needs to Participants and their therapeutic relationship with the care 

team; job satisfaction and moral injury 

Approach: Ease of integration into workflow and applicability for Participants 

Benefits/Costs: Improvements to user experience, operational impact, impact on job satisfaction 

Competition: Spending free time to resolve issues, referring questions to civil legal aid, or continuing 

the status quo 

Health System Leaders 
Health System Leaders are organization- or system-level leaders at, or affiliated with, Moms Do Care 

Program sites. They are accountable for the performance of the organization, especially as affected by the 

Moms Do Care clinic.  However, they do not engage directly with Participants. The decision to buy 

MLPB is strongly influenced, and in many cases must be authorized, by Health System Leaders. These 

leaders can exert influence on the decision to buy directly through authorization or veto, or indirectly 

through organizational goal-setting and management influence. The Health System Leaders relevant to 

any given site may differ, but typically include the clinic’s organization’s CEO, CFO, a 

quality/compliance officer, and a business leader responsible for coordinating social care strategy for the 

system. These roles may be internal to the Moms Do Care site or at an affiliated institution, such as an 

ACO or an outside counsel contractor.  

The value proposition of TFLP for Health System Leaders may consist of some of the following types of 

considerations according to Carlson’s NABC framework: 

Needs: Impacts to organization-level goals for solvency such as quality, utilization, or total cost of 

care; workforce productivity and attrition; and legal liability 

Approach: Legal risk mitigation, cost of integration, ease of implementation, disruptiveness of 

coordination 

Benefits: Quality, workforce productivity and retention, compared to financial costs, and risk 

exposure 



36 
 

Competition: Adding additional staff, engaging legal aid community partners, engaging a patient-

facing MLP partner or continuing the status quo 

3. Methods and Analyses  

A. Methods 
I chose to use qualitative research methods for my project because Carlson’s value proposition framework 

is predicated on a keen understanding of the customers’ perspective. To best discern MLPB’s value 

proposition, I needed to compare perspectives across the three customer types (i.e., Care Team Member, 

Health System Leader, and Program Lead) and between the site that has engaged with MLPB (the case 

site) and those sites that have not (control sites).  

Importantly, participation in the study presented unique risks to one particular role on the care teams: Peer 

Moms. I needed a design that could capture their perspectives while minimizing risks to their health and 

safety. This ultimately led me to utilize a multiple qualitative method study design that incorporated 

community-based participatory research methods.14 

Because the assessment of MLPB’s value proposition is a subjective judgment for each customer, I 

utilized a phenomenological approach for my qualitative data collection and analysis. The 

phenomenological approach comes from the social constructivist school of thought. I chose it to help 

understand the experiences and perspectives of participants related to their decision to buy MLPB for 

their Moms Do Care clinic (Shelton et al., 2021, p. 16.6). Phenomenological inquiry demands sampling 

individuals with lived experience through methods such as field observation, in-depth interviews, and 

work products until thick description and saturation of concepts emerges (Guba & Lincoln, 2001). I used 

the following methods in this study to generate a rich understanding of value proposition assessment 

across sites, customer types, and levels of vulnerability to triangulate discrete themes and findings: 

 
14 This study received Human Subjects Research exemption from the Harvard T.H. Chan School of Public Health 
Office of Regulatory Affairs and Research Compliance Institutional Review Board (see Appendix B: Peer Mom 
Advisory Group Experience Survey Results). 
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• Field observation 

• Semi-Structured Interviews 

• Community-Based Participatory Research Methods, including 

o Community-Based Co-Researcher 

o Community-Based Focus Groups 

Sampling Strategy 
My sampling strategy had to ensure I would be able to develop a rich understanding of customers’ 

perspectives to detect differences between relatively small groups. I chose to use a matrixed sampling 

strategy that ensured representation from across customer types, case and control designations, and 

attempted to recruit all seven Moms Do Care sites.15 I chose a purposive sampling strategy for the Lynn 

Community Health Center’s Moms Do Care Program because they were the only site with exposure to 

MLPB, so I had to maximize data collection from as many customers from the site as possible. All 

customers identified by the Sunflower Team Program Lead were recruited to participate in interviews. 

Because there were many more control sites than case sites, I used a representative sampling strategy for 

control site that prioritized representation across sites and roles. At least one Health System Leader, Care 

Team Member, and Program Lead were recruited from each of the control sites. Because of the ubiquity 

and importance of their roles, all Program Leads and Peer Moms from control sites were recruited for the 

study. On the other hand, given the time constraints of this study, I sampled Health System Leaders 

representatively and prioritized interviewing only the Health System Leaders most influential to the 

Program Lead’s buying decision in their health system. I asked the Program Lead from the Sunflower 

Team and MLPB’s CEO to identify and help recruit the most influential Health System Leaders at the 

Lynn and other Moms Do Care sites, respectively, for interviews. 

 
15 Whittier St. Health Center was unresponsive to outreach and did not participate in this study. 
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Figure 6: Study participants by site designation and customer role 

To recruit control site Participants, Ms. Goullaud and I presented an overview of this study to a Moms Do 

Care Cross-Site Forum in February 2022 where all Moms Do Care sites were represented. We advertised 

the opportunity to participate in interviews and as paid members of the Peer Moms Advisory Group. I 

sent follow-up emails to control site Program Leads with a more detailed invitation to participate in the 

study (see Figure 7, below). 

 

Figure 7: Map of study participation by site and role 
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Field Observation 

I engaged in field observation throughout this project to understand how TFLP plays out in practice so 

that I could situate my data in a larger interpretive context (Geertz, 1973; Willig, 2013). From July 2021 

to March 2022 I observed the Sunflower Team as team members engaged with MLPB. This included 

virtually observing seven biweekly joint case review meetings and three live trainings by MLPB. To get a 

better sense of MLPB’s sales and strategy I also attended four internal strategy meetings with MLPB 

staff, and four MLPB sales calls with potential customers.  Field observation helped me contextualize the 

relationship between MLPB and its customers as I developed and executed my research strategy (Willig, 

2013, p. 33), and later as I interpreted and synthesized data from interviews and focus groups. 

Interviews  
I used semi-structured interviews with customers to explore the priorities and pain points of customers 

related to legal needs and get at the deeper ‘why’ behind their perception of the MLPB value proposition 

(Green, 2014). I asked open-ended questions broken by into Carlson’s NABCs (see: Appendix A: 

Interview Guides) but adapted the structure and topics as interviews progressed to allow for a natural flow 

of exploration of concepts as they emerged. I structured my questions to minimize directiveness and to 

elicit interviewees’ organic interpretations of legal needs while introducing as little bias (e.g., NABCs or 

MLPB) as possible. I conducted interviews with 27 customers between February and March 2022: seven 

interviews were with Health System Leaders; 14 with Care Team Members; and six with Program Leads. 

Of these, 17 were affiliated with LCHC’s Moms Do Care clinic, and 10 with other Moms Do Care sites.  

All interviews were conducted over Zoom and audio-recorded with participant consent for the purposes of 

transcription.  

Community-Based Participatory Research (CBPR) 
Understanding people’s lived experiences with legal needs can better enable the development of 

interventions to identify and address what participants perceive as sources of inequities (Shelton et al., 

2021), (Lett et al., 2022). Peer Moms, therefore, were key informants for this study; they were able to 
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represent both the experience of a Care Team Member as well as the lived experience of a mother with 

OUD.16 Although not considered a customer for the purposes of this study, Participant Moms are the 

ultimate beneficiaries of MLPB’s services, and their experience represents an important factor in 

customers’ evaluation of MLPB’s value proposition.  A challenge I faced, however, was accessing their 

wisdom despite my outsider status and while still minimizing risks to their recovery and stability. Two 

nested Community Based Participatory Research approaches provided models for engaging safely and 

ethically with Peer Moms while improving the validity and impact of my research (Acha et al., 2021).  

Community-Based Co-researcher 
I partnered with a co-researcher from the Care Team Member community of Peer Moms to co-develop 

and co-facilitate a Peer Mom Advisory Group (Advisory Group). This community-based co-researcher 

helped to ensure authentic representation of, and access to, lived experience in the study (About 

CitizenScience.Gov | CitizenScience.Gov, n.d.). She also helped to deepen my own sensitivity to the 

experience of Participant Moms, especially as a counterweight to my own positionality as a white, male 

doctoral student at an Ivy League school.  

The Sunflower Team’s Lead Peer Recovery Coach, Latisha (“Tisha”) Goullaud, served as my co-

researcher for all aspects of the participatory arm of this study. Ms. Goullaud and I met weekly beginning 

in the middle of November 2021 for a total of 10 times. In this time, we developed the research concept 

and protocols, obtained institutional permissions, and recruited participants, and executed the research 

together.  

Community-Based Focus Groups: Peer Mom Advisory Group 
Ms. Goullaud and I convened a Peer Mom Advisory Group to explore a wide array of experiences of 

legal needs from Peer Moms’ dual perspectives in as efficient and trauma-informed way as possible.  

 
16 Although not a requirement for hiring, many Peer Moms are former patients of the clinics they work with. 
However, because many engaged with the clinics prior to Moms Do Care funding, Peer Moms are not, as a rule, 
former Participant Moms.  



41 
 

Peer Moms’ schedules are necessarily unpredictable in order to be responsive to Participant Moms whose 

schedules are often unpredictable. A focus group format allowed us to advertise the Advisory Group to all 

12 Peer Moms currently working at the seven Moms Do Care sites with the expectation that we would 

yield a meaningful sample size even if many were unable to join. 

The Moms Do Care Program is most Peer Moms’ first experience in the role, meaning that many have 

only less than three years of experience, and that experience is often limited to their Moms Do Care site’s 

unique characteristics. The focus group format allowed us to elicit diverse perspectives and experiences 

and enhance the development of potential solutions through crosstalk and building on ideas shared 

amongst participants (Molina et al., 2022). 

Because we knew that the content of the focus groups could trigger strong emotions and re-

traumatization, we incorporated trauma-informed practices into the design of our group. The sessions 

began with celebrations and ended with centering meditations. Facilitators modeled assets-based framing 

and encouraged self-care during the session in order to provide a supportive and psychologically safe 

atmosphere. Asking Advisory Group members to share sensitive information such as illicit drug use or 

intimate partner violence could have presented risks to theirs and their patients’ confidentiality and safety, 

so we instead used story completion exercises (see: Figure 8) and cognitive interviewing (see: Figure 9) to 

elicit participants’ perspectives. For the story completion exercise, facilitators provided a hypothetical 

story about a Participant Mom’s journey through pregnancy, custody loss, and reunification and asked 

Advisory Group members to describe the Participant’s journey between and amongst the prepared story 

‘moments’ (i.e., points A, B, C, D, & E), emphasizing the imaginary Participant’s choices, rationale, and 

emotional journey. Facilitators then asked Advisory Group members to fill in the corresponding actions 

(i.e., points 1, 2, 3, & 4) of the imaginary Participant’s Moms Do Care Team; again, emphasizing the 

hypothetical care team’s choices, rationale, and emotional journey. 
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Figure 8: Peer Mom Advisory Group Story Completion Exercise (co-created with Ms. Goullaud) 

 

Figure 9: Peer Mom Advisory Group Cognitive Interviewing Exercise Template (co-created with Ms. Goullaud) 

By discussing an imaginary scenario and approaching potential survey questions from hypothetical 

perspectives of Participant Moms and Moms Do Care team members, Advisory Group members would be 

able to contextualize the situations while maintaining confidentiality and psychological distance from 

discrete acts of trauma.  
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Six Peer Moms from four Moms Do Care sites (Baystate Franklin Medical Center, Lahey – Beverly, 

Duffy Health Center, and Lynn Community Health Center) participated in both Peer Mom Advisory 

Group meetings via Zoom in March 2022. More than simply a source of data, the focus group participants 

were invited to participate as Advisors to our work. We tried to give participants agency in many aspects 

of our work together in order to improve engagement and ownership: Participants were asked to 

contribute to create ground rules for the sessions, co-develop survey questions, and report their 

satisfaction with the process after each meeting (unedited responses are presented in Appendix B: Peer 

Mom Advisory Group Experience Survey Results). 

Analysis methodology 
Phenomenological inquiry guided my analysis to focus on finding descriptions and statements that 

demonstrated the essences of customers’ lived experiences with legal needs through their Moms Do Care 

Programs (Shelton et al., 2021). I analyzed jottings, notes, and transcripts from field observation and 

interviews and coded them thematically in NVIVO. My coding applied themes both deductively 

(according to Carlson’s NABCs) and inductively (e.g., “Trust,” “Agency,” and “Moral Injury”) as 

similarities and contrasts emerged across sources. Ms. Goullaud and I independently reviewed Focus 

Groups transcripts which we analyzed and summarized thematically in parallel before synthesizing into 

findings. Transcripts for both focus group sessions were coded by these consensus themes as well as other 

themes in NVIVO. I then reviewed themes across all analyzed data for patterns and contrasts between 

customer roles and case and control sites to assemble findings and recommendations for MLPB. 

B. Analyses 

Findings 
The following section presents my findings from analyzing the interviews, focus groups and other data 

collected during my project. The findings are organized around customer role type and type of site. The 

findings are intended to provide actionable insights for MLPB to use in refining and communicating its 

value to Moms Do Care customers. Illustrative quotes are provided with only minor editing for clarity and 
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de-identified except to indicate the customer’s role to protect the confidentiality of participants while 

providing the context of their role. 

Findings By Customer Role 
Below, I summarize my analysis of MLPB’s value proposition for Moms Do Care Program Leads, Care 

Team Members, and Health System Leaders. The three different customer roles shared many similar 

considerations but also diverged in their conceptions of MLPB’s value proposition. I begin each role’s 

section by summarizing the customer’s top goals related to the Moms Do Care Program.  Understanding 

the overarching goals that animate customers is foundational context for how they interpret the impact of 

legal needs and the value of solutions to those needs. I then outline my findings about their perceptions of 

MLPB’s value proposition using Carlson’s value proposition framework (N, A, B, & C): 

Table 2: Summary of themes summarized for each customer type according to Carlson's NABCs 

Finally, I end the section on each customer section with a composite summary of the role’s overall 

perception of MLPB’s value proposition. The objective of each section is to provide MLPB with a greater 

sense of each customer type’s motivations, experience, and sense-making processes in regard to legal 

issues and their Moms Do Care work so that MLPB can adapt its approach and improve its value 

proposition for them.  

Carlson’s NABCs for Program Leads 
Table 3: Summary Table of Findings for Carlson's NABCs for Program Leads 



45 
 

Program Leads unanimously described their primary goal as engaging Participant Moms in humanizing, 

supportive care to help them lead better lives. Program Leads assess their Moms Do Care program’s 

success by the level of trust and engagement they can develop with their Participants. 

I think a lot of our clinic's goals are really just client satisfaction. I mean, 
this is a population of people who have very limited trust in the health care 
system, largely based on prior experiences …That's the most critical thing 
because, only when they feel supported, all those other [benefits] follow. 

 (Control Site Program Lead 2) 

Program Leads: Needs 
Program Leads recognize legal issues as some of the most time-consuming and harmful barriers to their 

goals for their Moms Do Care clinic. For Program Leads, legal needs manifest as harm to Participants, 

barriers to Participants’ ability to trust the care team, harm to the team members, themselves, and harm to 

the larger functioning of the clinic within the health system. 

Program Leads – Needs: Harm to Participants 
Program Leads see the legal needs facing their Participants and team as direct threats to the achievement 

of their goals. Program Leads unequivocally describe removal by DCF to be the top legal need for their 
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clinic, but other legal needs related to Participants’ housing and transportation also pose significant 

barriers. Providing equitable care is another strong concern for most Program Leads. They find troubling 

that the legal needs facing moms outside their clinic create deeply inequitable harms for their moms.  

They worry about their clinic’s role in participating in these harms, as in the case of mandated reporting: 

I am the one that faces these mothers…It's just terrible that we have to 
report [them to DCF]. I have to say in one breath to these moms ‘It is really 
important for you to stay on your medication… it's best practice for you’… 
And then, in another breath I need to say, ‘and because you're on this we 
need to file with the Department of Children and Families.’ It is ridiculous, 
and it is trauma-inducing. 

(Program Lead 4) 

Program Leads believed that legal problems contributed to racial and ethnic disparities both in under-

presentation of BIPOC women to the clinic, and in their access to justice once enrolled. They described 

how the “Public Charge Rule” penalties during the Trump Administration discouraged undocumented 

mothers with OUD from engaging with their clinic, and how they frequently observed more severe 

custodial arrangements for Black and Hispanic Participants. Program Leads saw the team’s mandated 

reporter obligations as a significant barrier to access for Participants—especially for immigrant 

populations.  

More personally, Program Leads described the moral dilemma they faced in rationing scarce social care 

resources for their Participants, and their fear of distributing resources based on implicit bias:  

 I have to be really like, “How did I cherry pick? Who were those two 
people that I decided I was going to take a half day out of my schedule 
where there was no time to do that?” And really think hard about who we 
decide to go to bat for. And I don't think that we do it equitably. 

(Control Site Program Lead 3) 

Program Leads – Needs: Harm to the therapeutic relationship 
Legal issues also threaten the therapeutic relationship that Program Leads seek to establish with 

Participants. Legal issues related to surveillance and privacy undermine trust between the Participant and 

the care team and threaten to destabilize Participants’ lives during an already vulnerable time. Many 

Program Leads resented how often they were put into situations where they felt they had to gate-keep 
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their Participants’ rights. Program Leads described having to aggressively defend their Participants from 

other non-health agencies “playing doctor” and interfering harmfully with their patient’s medical care: 

One thing that we also see is DCF trying to lead prospective individuals' 
treatment by saying, "Well, isn't that dose too high?" Or, you know, "do 
they really need those medications?" …Why does a system that is out to 
support safety for an infant and ultimately trying to reunify, trying to guide 
what a medical practitioner’s recommendations are for a person's health? 
For me, that kind of borders on illegal.  

(Control Site Program Lead 1) 

Program Leads found having to “play lawyer” in this way was time-consuming and frustrating. They 

often felt that taking on this role also risked straying “out of [their] lane” and endangering the patient and 

opening themselves up to liability. Program Leads described many such situations as illustrations of the 

seeming casualness with which external agencies would involve themselves to disrupt care. Program 

Leads believed this was illustrative of the dismissiveness of substance use disorder as simple “moral 

failure” that they felt was pervasive outside of their clinic. 

Program Leads – Needs: Harm to the Team 
Program Leads universally describe how legal needs profoundly harm Participants and Care Team 

Members. Many hold themselves accountable especially for the harm that comes to their teams from legal 

needs that feel overwhelming: 

It's very hard work and very draining, especially when you have a bunch 
of very difficult cases in a row. …Like, when we have a hard case or a 
baby that gets removed to the hospital it's devastating to everyone…It's 
been challenging for my team... I'm not sure how to get past the numbness 
that we're seeing with our inpatient staff.  

(Control Site Program Lead 2) 

Program Leads agreed that laws and policies targeted at OUD recovery often contribute to workforce 

burnout on their teams. Endless-seeming legal barriers combined with challenging work and too-low 

wages leave staff feeling despair and cynicism. 

Program Leads – Needs: Harm to the Clinic 
Unique among the customer roles, Program Leads experience the dilemma of delivering patient care that 

is concordant with their values, but that still adheres to their organization’s protocols and legal 
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obligations. Program Leads described finding themselves underequipped and overwhelmed in these 

situations. This tension showed up for many Program Leads in interpreting their obligations as mandated 

reporters or when they were confronted with a conflict between a patient’s rights to privacy and the care 

team’s obligations to DCF or the court.  

The grant funding that supports The Moms Do Care programs mostly relieves clinics from the financial 

and productivity demands that would otherwise make their clinic’s collaborative care model impossible. 

However, Program Leads report they must still balance their responsibilities to the grant with their other 

responsibilities to their organization, such as maintaining productivity, clinical performance, and goals 

related to screening.  

Program Leads: Approach 
Program Leads valued legal solutions that were accessible, routinized, and easy to integrate into an 

interdisciplinary environment. Learning that MLPB’s consultations took place with the whole team and 

were adaptive to whatever needs the team was experiencing in the moment was especially attractive for 

many Program Leads: 

I can't imagine that we haven't already thought of doing this because it is 
visionary and it's also foundational. …To have this care team consult just 
seems like it really could revolutionize better access to care for poor 
families struggling with these issues. 

 (Control Site Program Lead 4) 

Program Leads were eager to have a resource to turn to for help with their unique dilemma of having to 

advocate for their patients within their own organization. They found MLPB’s commitment to honoring 

and elevating the patient’s interests, rather than the CHC’s institutional interests, attractive. Program 

Leads also valued the potential of MLPB’s approach to clarify the coordination of legal resources and 

supports for legal needs. Without expert support, the time, confusion, and inefficiency of coordinating 

complex legal needs and resources diminishes team morale and collaboration. Even if MLPB couldn’t 

provide easy answers to legal questions, Program Leads valued MLPB’s potential for sorting through the 

legal complexity that they regularly face:  
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Understanding how to have a fuller understanding of how our legal and 
social support systems can both support and track our patients is one that 
if you're looking for an easy fix, it's not going to happen. It can feel 
intimidating and unsatisfying to bring a question and finds that there isn't 
an easy answer. But I feel like, “well, that's the truth.” If we get a greater 
knowledge of the true state of our systems and our patients’ lives initially, 
you're right: That doesn't fix the initial urgency. But it could help move us 
towards a better system.  

(Case Site Program Lead 6) 

Although Program Leads saw direct legal representation as a pressing need for their Participants, they 

worried about having to allocate such a scarce resource among their Participants; the equitable 

distribution of support inherent in MLPB’s approach was seen as a valuable benefit to this approach. 

Posed with a hypothetical choice between MLPB and the cost-equivalent amount of patient-facing legal 

partnership for their Participants, Program Leads often preferred MLPB on the basis of the equitable 

distribution of its benefits: 

  I [would prefer] the case consultation rather than the [direct legal 
representation], because I want to be fair. It's like having kids. You want 
to be fair to everybody…I don't want to weigh someone's case more than 
the other. They're all important cases to me.  

(Control Site Program Lead 5) 

Program Leads were divided, however, in how they viewed the MLPB consultant’s inaccessibility to 

Participants. On the one hand, Program Leads suspected that direct access to MLPB consultants would 

feel empowering to Participants and would avoid any mistranslation by the Care Team Member. On the 

other hand, some felt that remaining anonymous to MLPB would be an attractive feature for their 

patients, who would prefer a trusted care team member and be hesitant to expose themselves to the MLPB 

consultant.  

Program Leads: Benefits 

Program Leads – Benefits: Benefits to Participants 
Beneficial outcomes to the mother-infant dyad were universally paramount for Program Leads. 

Maintenance of custody was assumed as the most reliable measure of positive outcomes for Participants. 

Other important outcome measures included engagement in recovery, access to concrete supports and 
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services, and maternal morbidity and mortality: 

Really, though, the long legal game is all about having hope for 
reunification. Once that hope is gone then it's game over, unfortunately. 
…It's 'cause in six to 12 months, if they're not back with their kids, they 
lose hope, and they use, and they relapse. And especially if they haven't 
used for a while, and they're naive to opioids, that's when people overdose 
and die.  

(Control Site Program Lead 2) 

Program Leads believed unequivocally that alleviating legal needs would improve perinatal and OUD 

clinical quality measures such as prenatal care initiation, treatment engagement, stabilization on MOUD, 

birth weight, and preterm deliveries:  

We know that our moms who get into treatment for their substance use 
later in their pregnancy tend to have lower birth weights just given the 
nature of active use and gestational age. So, you know, that's directly 
impacted by fear of legal ramifications. 

 (Control Site Program Lead 1) 

Program Leads – Benefits: Benefits to the Team 
As leaders of their teams, furthermore, Program Leads were concerned with the safety and effectiveness 

of their Moms Do Care team. Benefits of MLPB that would be compelling to Program Leads include 

improved morale, productivity, effectiveness, and retention of their Moms Do Care staff. Program Leads 

were also protective of the already limited time their teams had to coordinate patient care with their 

Moms Do Care funding and were initially cautious of devoting too much of it to case reviews with the 

MLPB consultant. 

Benefits to the System 
Program Leads also suspected that MLPB could impact business indicators related to their clinic’s 

revenue by increasing the Participants’ adherence and appointment show-rates. They also hypothesized 

that MLPB could lower Participants’ total costs of care, an important factor in the system’s success in 

value-based care, by reducing relapses and birthing complications and avoiding expensive acute and sub-

acute care.  
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Program Leads: Competition 
Out of any customer type, Program Leads have the greatest exposure to legal needs across all levels of the 

Moms Do Care clinic, whether related to the Participants, the care team, at the clinic policy level or larger 

advocacy. Program Leads described a patchwork of resources they utilized to meet legal needs where they 

could. Most of these resources “got the job done,” but were often of variable quality, and the task of 

managing all of them emerged as a significant burden on Program Leads. Furthermore, most Program 

Leads lacked a resource they could turn to for satisfactory help reconciling their Participants’ rights with 

legal and organizational requirements related to privacy and mandated reporting. 

Program Leads – Competition: Civil Legal Aid 
Almost without exception, Program Leads observed that the only legal representation to which 

Participants have access is a public defender, and only in DCF and criminal cases. The quality of defense 

is highly variable for reasons including the overburden and disaffection of attorneys, miscommunication, 

and prejudice experienced by Participants: 

I'm not sure I've ever actually seen somebody really get great 
representation for supporting them where they are at that moment. 
…People meet their lawyers’ hours before the court case. They may or 
may not have connected with them at all prior to it. There are [also] 
lawyers who work with them when they’ve lost custody of [the Participant 
Mom’s] previous deliveries. And so those individuals feel jaded about a 
person's recovery journey or trajectory. 

 (Control Site Program Lead 3) 

A minority of Moms Do Care clinics had also established a referral partnership with local legal aid 

organizations to access support for a small number of minor legal representations. Several Program Leads 

were frequent utilizers of local legal aid organizations or court Lawyer-of-the-Day services for “curbside 

consults.” They reported satisfaction with these services when they used them but conceived of them 

primarily as reactive resources that they felt comfortable accessing only when they had “real questions” 

they were confident they could articulate to the service.  

Program Leads – Competition: Retained Counsel 
Program Leads report having more access to adequate formal legal resources for issues related to their 
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Moms Do Care Team. Most Program Leads have at least some access to counsel retained by their 

organization for support with formal questions related to Participants’ rights and Care Team Members’ 

legal obligations, including subpoenas and investigations. In the rare cases of formal suits by patients 

against members of the clinic, Program Leads at FQHCs are entitled to federal legal representation. For 

less formal care team-level legal questions inspired by patient care, however, Program Leads again relied 

chiefly on informal supports and services.  

At the system level, Program Leads reported having access to counsel retained by their organization for 

support in determining clinic protocols and policies. No Program Leads, however, had access to legal 

supports outside of MLPB to help them navigate the conflict-of-interest dilemmas they faced when 

organizational interests were at odds with Participants’ rights or clinical philosophy:  

We hit our heads against a wall. It's awful. … I've reached out to [our 
COO] a couple of times and our compliance personnel. …You know, 
“should we be doing this?” And we don't know what the rules are, so we 
don't know where to look for the rules because every word is different.  

(Control Site Program Lead 5) 

For advocacy concerning law and public policy advocacy beyond the health system, only one Program 

Lead reported being able to access organizational support outside of informal coordination. Most Program 

Leads seeking to engage in activism to change the hostile laws and policies facing Moms Do Care 

Participants did so with access only to informal resources. 

Program Leads – Competition: Informal Supports 
The vast majority of Participants’ legal needs fell outside of the domains of formal supports. Program 

Leads described how many minor legal questions and “nagging” suspicions that had implications for their 

teams and patients arose in their day-to-day work but were too nuanced or sensitive to bring to the 

retained counsel or legal aid services. Program Leads, thus, were limited to relying on their Moms Do 

Care colleagues and informal supports and services for most of Participants’ legal needs. Informal legal 

supports and services ranged from “asking Google” to asking friends and colleagues for advice. In many 

cases, Program Leads described how these services were adequate for “spot-treating” acute needs or 
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isolated questions, but ill-suited for the lion’s share of issues and patterns they experienced that were 

more complex, detailed, or abstract. 

Program Leads described the chaos and disruption caused by the legal issues that fell between the cracks 

of the limited formal legal resources to which they had access. When no legal resources were available, 

team members were forced to spend time and energy digging into the issue themselves. These informal 

needs tended to demand attention from across the entire teams and steal time from therapeutic care for 

patients:  

Staff time is probably one of the largest [burdens of legal needs]. I think 
the amount of time that is spent counselling and supporting women 
through these really challenging time periods is probably where our team 
is most utilized. …It could be focused in an alternative way (Control Site 
Program Lead 1) 

Program Leads: NABCs Summary 
Program Leads balance their roles as both a member of the care team and a health system leader. In spite 

of this dual role, Program Leads often present foremost as clinicians and are deeply invested in the 

personal outcomes for their Participant Moms. As the leaders of their Moms Do Care team, they are also 

concerned with the overall effectiveness and socio-emotional health of the team. Perhaps no other needs 

transcend and challenge the Program Lead’s goals as much as legal issues. Program Leads shoulder great 

responsibility for managing the impacts of laws and policies at all levels of their clinic’s operations.   

Compelling approaches to meeting these needs for Program Leads would offer support not only for the 

legal issues of their Participants and Care Team Members but would also help the Program Lead manage 

and equitably distribute limited legal resources. Top benefits of the MLPB approach to Program Leads 

would include improved outcomes for the mother-infant dyad, care team resilience and retention, and 

improved patient adherence and engagement. 

Carlson’s NABCs for Care Team Members 
Table 4: Summary Table of Findings for Carlson's NABCs for Care Team Members 
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Care Team Members are protective of Participants and often describe their primary goal as delivering a 

quality of humane care that Participants almost never experience elsewhere. They are deeply invested in 

the success of their Participants and focused on enabling any positive difference for their Participants:  

I consider it a success when they say they stayed in the program and their 
life changed. [crying] I'm sorry. We had a loss recently from one of the 
[Participants]. And it was really hard because she did really well, and her 
dad said to me that maybe you kept her alive for two years longer. And I 
think that the success was when they came and they knew they could count 
on us, even if they had a relapse, that we were there and we weren't going 
to judge them, and we were going to be there. [crying] I'm sorry. 

 (Case Site Care Team Member 6) 

Many described their goals as delighting their patients with the level of humanity and nonjudgmental care 

they offered; an anomaly among other systems that patients with OUD often find stigmatizing and 

punitive: 

Many of our patients have a very legitimate fear of the health care 
system… To be able to approach all of her care in a way that that keeps 
that kind of front and center and really makes me think like, "how would 
I want to be cared for in in a health care setting that just walking in the 
door might be traumatic?" …When a patient can say. Like, "Wow, thank 
you. That was really more than I expected to get." That's the best part. 

(Case Site Care Team Member 1) 
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Care Team Members: Needs 
Similar to Program Leads, Care Team Members are quick to acknowledge legal issues as some of the 

most time-consuming and frustrating barriers to care for their clinics. For Care Team Members, legal 

needs manifest as harms to Participants, barriers to Participants’ ability to trust the care team, and harms 

to the teams themselves. 

II. Care Team Members – Needs: Harms to Participants  
Care Team Members are keenly aware of the legal issues experienced by Participant Moms, for most of 

which they provide active support. Care Team Members described how legal needs tax Participant Moms’ 

energy and attention during the already vulnerable perinatal period. Care Team Members see a clear 

causal link between legal needs and participants’ health and social outcomes.   

Care Team Members described a wide range of issues that impact Participant Moms’ experience of legal 

needs and challenges to their rights. Needs were wide-ranging but the most dominant were DCF, housing, 

family court, transportation, criminal legal, and access to safety net supports. The acuity of the needs 

ranged from large to small categories of experiences, described below as sanctions, surveillance, stigma, 

and administrative burdens, delays, denials & discouragement. 

Care Team Members – Needs – Harms to Participants: Sanctions 
Participant Moms are subject to many punitive determinations and concrete actions that can deprive them 

of their rights and entitlements. These include denials of access to welfare safety net programs such as 

WIC and SNAP, evictions and utility shut-offs, license revocation and criminal determinations. Chief 

amongst these sanctions is the removal of custody by DCF.  

The depth of the impact of removal of custody is hard to overstate. Removal indelibly impacts not only 

the Participant Mom and child, but the Moms Do Care Team Members, too. Care Team Members report 

being profoundly affected by the brutality of removal, itself, as well as by the proximity of association 

with an inhumane system. Care Team Members found the obvious discrepancy between child removal 

and DCF’s stated goals of stabilization and support perplexing and dismaying. Care Team Members 

universally observed the long tail of repercussions of a custody removal: Beyond the emotional wound of 
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child removal, losing custody spirals into other sanctions on Participant Moms that lead to destitution and 

despair: 

To me, what doesn't make sense is, "Okay, the baby's maybe taken away, 
… and then what? And then what happens to the mother?" …Because if 
she ends up going back on the streets, then how are we expecting her to 
better herself and be in a better position to be a good mother to their child, 
or provide for their child. 

(Case Site Care Team Member 5) 

Care Team Members – Needs – Harms to Participants: Surveillance 
Care Team Members described how Participant Moms experience a heavy burden of surveillance that 

costs time and energy, and creates stress, all of which impacts their health and access to services. 

Surveillance often spirals into more scrutiny and denial of rights and freedoms.  Participant Moms are 

exposed to surveillance ranging from administrative and clinical monitoring, either actively by police and 

safety-net agents, or passively by mandated reporters. 

Moms Do Care Team Members try to limit their role in surveillance to the minimum required to protect 

the safety of the Participant Mom and her family. However, they are often legally obligated to participate 

in compelled into surveillance by other legal and policy systems, under the guise of professional or 

institutional compliance, as in the case of mandated reporting. They are also frequently forced to provide 

information on Participants via subpoena or court-order: 

I have seen with Section 8 housing for one of my Moms Do Care 
[Participants]. …There was one with domestic violence and they wanted 
her to bring in her restraining orders and all kinds of things. And you're 
like, "What? Why?" And things like that. I can't imagine. I don't think it's 
really any of their business. It's a little crazy what some of our moms has 
had to go through for housing.  I don't think that that would have been 
asked [of] anybody else. 

(Case Site Care Team Member 6) 

A common story amongst Care Team Members was defending against “aggressive” investigation by both 

state and private investigators.  Participants were frequently under investigation by external agencies 

seeking treatment and health information about them for the purposes of evaluating capacity to parent or 

checking on adherence to sobriety or mandated treatments. Care Team Members from multiple sites 
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described stories of attorneys, police, and agents of other systems exploiting trusting staff or otherwise 

circumventing data sharing protocols without appropriate privileges or consents. These cases stood out as 

grave injustices to Care Team Members. This was not only because of the transgression, itself, but 

because of the potential misuse of sensitive health care data. Care team members feel obligated to provide 

context for information about urine screens, prescriptions, and treatment information lest they are taken 

out of context and “weaponized” against Participants. 

Care Team Members see Participant Moms going to great lengths to navigate their surveillance, often at 

costs to their personal health. They do this by controlling disclosure of their OUD, seeking care at 

different sites, or by foregoing care, altogether: 

A lot of the times, the women, they want to not take any medication if that 
will mean that they can spare themselves being filed on at delivery, or 
maybe initiating care and then changing somewhere else.  

(Care Team Member 10) 

Care Team Members – Needs – Harm to Participants: Stigma 
Participant Moms face social disapproval and alienation from both outside and inside of the health care 

system. Care Team Members saw stigma toward Participants manifest as judgment and mistreatment by 

labor and delivery staff, or as presumptions by health center staff that Participant Moms would not want 

custody of their child:  

When they're in the hospital [and the staff discover the Participant’s OUD] 
everything changes-- even the staff, the nursing staff might be a little 
different. And these moms, like suffer because of the fear of being judged, 
you know, and then they get filed on right away and they could have done 
everything correctly, and their medicine is fine and it [still] just happens.  

(Case Site Care Team Member 6) 

Care Team Members described the precarious choices Participant Moms often faced in exercising their 

rights or agency, which risked causing more trouble for themselves. For instance, Participant Moms 

technically have the right to request different staff if they’re being treated unfairly by their DCF case 

workers, parole officers, and even public defenders. However, Care Team Members described instances 

of retribution by the replacement staff, the supervisor, or even the same worker, when the Participant 
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Mom was denied a new representative. Care Team Members took on the role of helping Participants 

navigate these situations amid the repercussions that could result from exercising their rights. 

Care Team Members – Needs – Harm to Participants: “Static,” or, administrative burdens, delays, denials & 
discouragement 
Care Team Members described the significant burden of cumbersome design and seemingly trivial 

bureaucratic administrative tasks that face Participant Moms. This ‘static’ serves to delay, deter, or 

otherwise disenfranchise Participant Moms from accessing benefits and exercising their rights. This static 

can include the high administrative burden and delays of means-tested benefits enrollment, missing a 

visitation opportunity because of a caseworker’s full voicemailbox, mishandling of paperwork, fines and 

fees of court costs and mandated parenting classes, overburdened and unresponsive publicly appointed 

legal representation, or the inconsistency and capriciousness of health care staff and DCF representatives: 

A lot of times [our Moms Do Care Team has to write] letters for families 
to get housing and shelter, why they shouldn't move them to Western Mass 
if they're living in the North Shore and all their doctors are here and their 
supports and their jobs because they will move that family to like Western 
Mass where nobody knows them. And if [the Participant Mom] doesn't 
take it, they're bad for a year. They can't get shelter for a year, which is 
crazy. 

(Case Site Care Team Member 6) 

Although any one experience may seem negligible—say, a delay in a 72-hour custody removal hearing, a 

DCF caseworker texting about a visitation opportunity the night before, or having to provide 

documentation justifying a $20 birthday check from one’s mom—Care Team Members described how the 

accumulation of static becomes a significant burden on Participant Moms that creates the need for support 

from Care Team Members. 

III. Care Team Members – Needs: Barriers to the therapeutic relationship 
As is true for Program Leads, legal issues are also a barrier to the most critical ingredient in the care 

relationship between the Participant and her Care Team: Trust.  Care Team Members consistently 

described trust as the single most important factor in the therapeutic relationship: 

I try to build a relationship with the patient. Because if you if you build a 
relationship and they have trust, you know, it means they'll be able to come 
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forward and you help them. So, building that relationship is very 
important.  

(Case Site Care Team Member 5) 

Care Team Members described how legal needs fray the trust that they can establish with Participants. 

Beyond Care Team Members’ mandated reporter obligations, they and their documentation are also 

frequently subjected to search and subpoena for civil and criminal investigations. A mental illness 

diagnosis, an SSRI on a medication chart, a urine screen result, or even having an addiction psychiatrist 

listed on one’s care team can be weaponized against Participants in custody battles or probate court. 

Because disclosure of any type of health conditions can expose Participant Moms to punitive 

consequences, they often adopt a defensive posture with the care team. To the Care Team Member 

unaware of the what’s going on “behind the scenes” for Participants, this can present as instability and 

disrupt the therapeutic relationship: 

Patients can be more volatile when, like everything seems all right this 
week, and then something happened with their DCF worker that, you 
know, their DCF worker is asking them to do this, this, this and that. And 
then they get overwhelmed. And then, you know, it just has a huge effect 
on the work that we do with them. And we got to go back into fishing for 
that trust and safety. 

(Case Site Care Team Member 4) 

Care Team Members described that it is an open secret that they often help Participants to navigate the 

issue of what to disclose to whom and when. Some Participant Moms will delay or avoid disclosure to 

their Moms Do Care Team altogether. They opt, instead, to separate the care for their OUD and seek 

OB/GYN care and deliver at a health system without awareness of their OUD. Many Participants censor 

or obfuscate their experiences in order to protect themselves and their family: 

A lot of patients, they will know what they can say to you. They're like, 
"Oh, Miss, I'm not going to say, ‘I'm going to kill myself.’ I'm not going 
to say ‘I want to beat my kid’ because then you'll report me [to DCF]. 

 (Case Site Care Team Member 6) 

This quote illustrates how Participants understand the punitive consequences of sharing concerning and 

potentially harmful information with an otherwise trusted resource like their Moms Do Care Team. Care 

Team Members can help Participants address and change destructive behaviors, but only if Participants 
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feel comfortable enough to share. 

IV. Care Team Members – Needs: Harms to the Team 
Care Team Members report experiencing significant secondary trauma from Participant Moms’ legal 

needs. Participant Moms’ loss of custody, are a universal source of secondary trauma for Care Team 

Members:  

…It's awful to see the fear in their eyes. …I had a mom that I've been 
working with for a long time …[who] requested for me to come while the 
removal was happening and I just had never witnessed anything like that. 
The look in her eyes and feeling in the room of her baby being taken from 
her-- that was chilling. Absolutely. It was just heartbreaking and 
emotional.  

(Control Site Care Team Member 4) 

Care Team Members with similar lived experiences are exposed to re-traumatization through Participants’ 

experiences.  They also describe feeling an extra burden of obligation to devote themselves to solving the 

Participants’ problems, often at costs to themselves.  

Care Team members feel that they do not have the expertise or time to handle most/many legal needs. 

Clinicians reported spending much of their time supporting the legal needs of their clients instead of the 

providing health care: 

We have to step outside of our comfort zone and we have to do a little bit 
of advocating at least a little bit of orientation and connecting patients to 
services for problem-solving and doing a web search. …It's challenging 
and it adds an additional layer of complexity on the work we do. … It's a 
multitude of roles we employ and sometimes we have to step a little bit 
out of what the ethics asks us to do. 

(Case Site Care Team Member 2) 

Care Team Members who focused on providing social care reported that they spent the majority of their 

time in a given week attending to the legal needs of Participants related to DCF alone. Particularly 

daunting to Care Team Members was feeling that it was impossible to stay on top of the wide breadth of 

topic areas and rate of change of the laws and policies that impacted their Participants. 

Care Team Members’ mandated reporter status and the state’s requirement to report Mothers on MOUD 

was a source of great angst and moral injury for them. Participating in the coerciveness of these systems 
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was particularly galling for Care Team Members, who saw automatic reporting on Participant Moms as 

antithetical to their recovery-oriented practice philosophy.  

Care Team Members experienced the Participants’ frustrations acutely—either bearing witness to, or 

experiencing alongside and on behalf of,  Participants. These experiences contributed to feelings of 

defeat, demoralization, and guilt for not being able to resolve patients’ needs:  

That's definitely the hardest part of our job is the guilt…You know? This 
constant "you need to maintain a margin of profit or else" is constant. It 
does result in a lot of moral injury for a lot of people, like, "I want to spend 
more time with this patient because this patient needs a certain amount of 
time. But I can't because I have three other patients scheduled in that hour 
that I need to see.”  

(Care Team Member 11) 

Care Team Members: Approach 
Care Team Members prided themselves in providing humane approaches to recovery, and valued 

MLPB’s philosophy, which they found to be consistent with their clinical principles. MLPB’s emphasis 

on prevention, person-centeredness, and giving the Participant agency for her own legal needs was 

attractive to Care Team Members. Care Team Members support Participants through many practical 

dilemmas to help them exercise their rights in a way that minimizes their chances of reprisal. Care Team 

Members found these questions particularly vexing because they fall outside the margins of formal legal 

code, which made them hard to navigate with only informal legal resources. They were happily surprised 

to find that MLPB’s preventive approach promised support for precisely these pseudo-legal questions:  

There's just so much fear when our families feel like they're getting unfair 
treatment from their caseworker. For instance, “does it make sense to try 
to go around them? But how much of a backfire is that likely to cause?” 
… All the ramifications of trying to stand up for your rights can have when 
you're at the mercy of an agency that we know is biased towards the kids 
being safe not in the custody of their parent that has a substance use 
disorder history.  

(Care Team Member 10) 

Care Team Members valued a solution that fit well into the interdisciplinary team format so that it would 

be easy to access regularly. Care Team Members were more ambivalent, however, about investing in a 
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legal service that didn’t directly take away some of the burden on them of dealing with legal needs. On 

the one hand, Care Team Members were wary about investing in a service that didn’t immediately resolve 

the burden of caring for acute legal issues. On the other hand, Care Team Members were eager for 

assistance in taking full advantage of the patchwork of other legal supports they accessed, and they were 

wary of having to manage yet one more screen-and-refer service.  

Care Team Members valued the accessibility of MLPB to the whole team. Without universally accessible, 

effective legal supports, Care Team Members observed how the burden of social care tended to fall onto 

the shoulders of the same person every time they occurred. Absent MLPB, Care Team Members reported 

how a single person on the team on whom the burden of tough cases fell disproportionately because they 

had developed a reputation for specialized expertise or had existing relationships with agency staff: 

[MLPB] doesn't rely on a single individual. And I think that's important 
because this work is hard and you want to do it in the long term. I think 
that the breadth of the areas that we are trying to understand-- and from 
the point of view of providers so that it doesn't fall on our shoulders… 
make[s] it more systematic.  

(Care Team Member 10) 

Care Team Members: Benefits 
Like Program Leads, Care Team Members readily believe MLPB could help improve outcomes for the 

Participants, including recovery and custody, access to concrete supports, and team morale.  

Care Team Members – Benefits: Benefits to Participants 
Equity and justice were themes that came up repeatedly in interviews. Care Team Members reported that 

providing “context” for participants to their colleagues and external systems was an important goal of 

their work. They anticipated that legal supports would help them achieve important improvements to 

racial and ethnic disparities in access and outcomes for their community:  

A lot of the times [families with illegal immigration status] are afraid to 
access resources that their U.S. citizen children have every legal right to. 
So having some clarity over that and being able to share that with families 
is really empowering.  

(Case Site Care Team Member 10) 



63 
 

Care Team Members – Benefits: Benefits to the Therapeutic Relationship 
Care Team Members strongly valued the fact the MLPB demonstrated benefits such as increased trust 

between patient and care team and improved patient comfort and experience. They felt confident that 

increased trust would lead to earlier engagement in care, better treatment engagement, and recovery 

adherence. 

Care Team Members – Benefits: Benefits to the Team 
Care Team Members desired less ambiguity and feeling of helplessness in their job, both in helping 

Participants navigate DCF and other safety net systems, and in coordinating social care with the rest of 

their team. Most importantly, Care Team Members were also eager for some way to reduce the moral 

injury and stop the cycles of trauma they encounter in their work:   

Let's look at improving their lives for them to be a better mom than just 
thinking, "Okay, you know what? You're not doing good? OK, bring this 
and that's it. You're done." That's not going to help them. And it's like from 
generation to generation, it's continuing. It's not stopping. What other new 
ways can we come up with to stop, you know, the cycle? 

(Case Site Care Team Member 5) 

Care Team Members: Competition 
Care Team Members have the most direct exposure to legal needs that Participants experience; and, it 

must be said, have greater personal familiarity with such legal needs than do either the Program Lead or 

the Health System Leader. As such, they are intimately familiar with legal resources available to help 

with Participant cases and legal needs. As with Program Leads, Care Team Members accessed mostly 

informal legal supports for the majority of their legal needs, which were often related to advocacy on 

behalf of Participants. 

Care Team Members – Competition: Civil Legal Aid 
Just as with Program Leads, Care Team Members experienced different access to legal supports based on 

the level of formality of the need.  Reflecting on their support for Participants’ legal challenges, Care 

Team Members agreed that the quality and level of direct representation of Participant Moms by civil 

legal attorneys and public defenders was highly variable, and in most cases, poor. Most Care Team 
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Members believed that the quality of that representation was the decisive factor in the adjudication of 

many of their Participant Moms’ custody.  However, posed with a hypothetical choice between access to 

MLPB for the whole care team or the equivalent value of patient-facing legal partnering for only some of 

their Participant Moms, Care Team Members almost always chose MLPB because of its ability to be 

applied equitably. 

Care Team Members – Competition: Flexible Services Community Partners 
For support around social determinants of health more broadly, Care Team Members reported referring 

Participants to their ACO’s Flexible Services Community Based Organizations partners. They noted, 

however, that these services were sometimes redundant with or inferior to the supports the Moms Do 

Care clinics provided.  

Care Team Members – Competition: Informal Legal Supports 
Care Team Members described seeking out legal support from a number of mostly informal sources. Most 

clinics had established relationships with local civil legal aid organizations and also utilized their local 

court’s Lawyer-of-the-Day service. Care Team Members were generally satisfied with the access they had 

to local legal aid services where they referred Participants or sought out advice on their behalf. However, 

they described utilizing them sparingly, and only in cases of acute legal need.  

In all other cases, Care Team Members leaned on informal sources of legal counsel such as colleagues, 

friends, and internet searches. However, this kind of searching took extra time and left Care Team 

Members with anxiety about the quality of their advice and their liability for giving it. 

Care Team Members: NABCs Summary 
Care Team Members see legal needs as tantamount to, if not more significant than, the high intensity 

needs related to perinatal and OUD care. They saw legal issues as contributing to the power imbalance 

that plagued both their Participants and punitive systems. Care Team Members were eager for a solution 

that improved their ability to establish trust with patients and to resolve Participants’ legal needs more 

effectively and efficiently across the team. However, Care Team Members were sometimes ambivalent 



65 
 

about investing in care-team oriented support instead of what they saw as more urgent needs for better 

legal representation for their Participant Moms, or more social care providers on the team. 

Attractive benefits to Care Team Members included improved outcomes for the mother-infant dyad, 

increased job effectiveness, decreased secondary traumatization, and improved patient adherence and 

engagement. 

Carlson’s NABCs for Health System Leaders 
Table 5: Summary Table of Findings for Carlson's NABCs for Health System Leaders 

Compared to Care Team Members, Health System Leaders see their goals as the larger functioning and 

role of the organization for the communities they serve. They think about their role in relation to the 

organization’s long-term obligations to the community, rather than to any individual service line or 

episode: 

My agenda from day one has always been …to create a measurably 
healthier community. So that's really been the North Star: “…What are the 
solutions I can bring to bear that actually create a measurably healthier 
community and address the health needs of the whole population?”  

(Control Site Health System Leader 5) 
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Health System Leaders: Needs 
Health System Leaders are aware of the Moms Do Care Program at their site but are not often familiar 

with the specifics. They appreciated the unusual robustness of the programming afforded by DPH 

funding, and that the Participants are a uniquely marginalized population. In this respect, the Moms Do 

Care Program was important to Health System Leaders for its role in meeting a need of the community 

that is both urgent and multi-generational: 

The question really is: …” What do we need to provide in terms of 
resources so that if you're in the womb today and a mother who is 
struggling with recovery, what resources does it take to have a five year 
old, five years later, ready for Kindergarten?”  

(Case Site Health System Leader 2) 

Of chief concern for most Health System Leaders was the harm to moms and organization staff of legal 

needs, and what that implied for equity within their community. However, the Participants’ total cost of 

care, and the clinic’s revenue and quality were also important to Health System Leaders. The potential 

impact of the MLPB program on measures that the MassHealth ACO program monitors for compliance 

and to risk-adjustment for payment were of particular concern, including Social Determinants of Health 

Screening completion rates and chronic disease control measures. 

Health System Leaders: Approach 
Health System Leaders valued the simplicity and low implementation costs of MLPB’s approach to 

partnership and viewed favorably MLPB’s emphasis on supporting the Care Team Members. Although 

the price of MLPB was a consideration for Health System Leaders, most ranked adoption of the service 

by the care team as a more important consideration in many respects. They believed that the success of 

any consultative partnership hinges upon the ability to integrate it into the health center’s workflow for 

the long-term: 

I find the 'how we accomplish it' becomes super important; as important 
as money because, as an ACO, we have a good appreciation for the value 
of this kind of engagement. But if it's so cost prohibitive in terms of time 
and workflow and the way you make it work [then it’s not feasible].  

(Case Site Health System Leader 8) 
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Health System Leaders: Benefits 
Health System Leaders saw the potential of MLPB to help Moms Do Care teams address the needs 

caused by legal issues. They described how any one of the benefits would be valuable in achieving their 

organizational goals. However, they were more skeptical of MLPB’s ability to demonstrate these impacts 

and described needing to see empirical evidence before being compelled of these benefits. 

Health System Leaders – Benefits: Benefits to Participants 
Health System Leaders saw the potential in MLPB for producing better outcomes for Participants and 

their families regarding recovery and custody and access to material supports, and better access to equity 

and health justice for the community their organization serves. 

Health System Leaders – Benefits: Benefits to the System 
Health System Leaders could also conceive of legal supports helping to improve a number of measures 

critical to their goals or the center’s operations, such as promoting conditions that enable continuity of 

benefits for the mother-infant dyad, as opposed to disruption of benefits for that dyad due to termination 

of parental rights, incarceration and similar legal events. Health System Leaders especially valued 

dividends that would stay in the organization long-term, such as workforce retention and upskilling. They 

were more skeptical, however, about MLPB’s ability to demonstrate impacts to Quality, Revenue, Total 

Cost of Care, and Workforce, but suggested that they would need empirical evidence in order to be 

compelling.  

Health System Leaders suspected that MLPB might be able to grow system revenue through increasing 

utilization and improving clinic productivity. Increased utilization of primary care, including perinatal and 

opioid use disorder care, would provide valuable revenue. Health System Leaders also anticipated that 

clinic productivity could be increased by enabling the clinic team to work more efficiently and allow staff 

to work more at top-of-license, and engender greater trust and stability for patients, thereby yielding 

fewer clinic appointment no-shows. Because the total cost of care related to perinatal OUD is particularly 

high, Health System Leaders saw potential for cost savings from MLPB’s approach to legal partnering. 

However, they still feel ‘stuck’ in a fee-for-service environment, and so were wary of the “wrong pocket 
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problem” of legal partnering:  

Let's say we loved what [MLPB is] doing with Moms Do Care, and we 
think, "Oh, actually, it makes sense to embed some kind of legal help or 
legal hotline or something within a routine." The benefits of that, from a 
financial perspective, don't accrue to us.  

(Case Site Health System Leader 3) 

Health System Leaders: Competition 
Health System Leaders are typically oriented at the organization and system levels, both in terms of 

resources, and law and policy.  They see legal needs as being addressed in ways similar to MLPB from 

two system-wide resources: Flexible Services Community Partners and system-wide law and policy 

training vendors. 

Health System Leaders – Competition: Flexible Services Community Partners 
At the System-level, Health System Leaders had a sophisticated awareness of their organization’s social 

care resources and spending, chiefly through MassHealth Flexible Services. However, they recognized 

that the complexity of patients’ legal needs created problems that Flexible Services referrals had only 

limited ability to solve systematically: 

If you're [eligible for] flexible services, we can pay for the [driver’s 
license], which is great, but we can't pay for the many years of parking 
tickets and speeding tickets required to pay off to reinstate the driver's 
license…some of these issues are far back in there, the foundation of what 
the problem is. And when we try to go one more step or two more steps, 
we discover that it's actually 10 more steps back that we have to go before 
we can find a solution.  

(Case Site Health System Leader 8) 

Health System Leaders were cognizant, that MLBP added costs, albeit funded through the Moms Do Care 

grant, but also took staff time away from providing other billable services when Participants could be 

referred to services paid for through the ACO: 

The first thing in Medicaid is "how do we pay for it? Are we allowed to 
pay for it?" So it's always going to be through TA dollars or at this point 
some of that was through admin dollars for flexible services that we did 
some of this work, and paying for legal consultation directly hasn't been 
possible with Medicaid.  

(Case Site Health System Leader 2) 
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Health System Leaders – Competition: System-wide Information and Training 
Vendors 
Health System Leaders noted their system-level legal support needs included clinic- and organization-

wide training for initiatives ranging from social need screening promotions and clinic-wide trainings and 

policy updates. These needs were typically met through funding allocations they received from the 

MassHealth ACO program.17  

Health System Leaders: NABCs Summary 
Health System Leaders are focused on population- and community-health goals for their communities and 

organizations. They see the legal needs of their Moms Do Care Participants as barriers to generational 

health and wellbeing, and as significant burdens on their staff. Health System Leaders are interested in 

approaches that are easy for care teams to adopt and sustain in the long-term, and saw promise in MLPB’s 

ability to support several important goals of Moms Do Care Participants and Team Members. However, 

without sponsorship from program champions, strong empirical evidence about effectiveness and impact 

that allows them to justify expenditure in a fee-for-service environment, or significantly more robust 

value-based payment, MLPB does not exhibit a strong value proposition for Health System Leaders. 

Findings By Site Type 
Analysis of data by site revealed differences between the case site (LCHC’s Sunflower Team) and the 

Moms Do Care control sites. Understanding how working with MLPB affects a Moms Do Care clinic 

compared to sites without MLPB can be instructive about the value MLPB can provide to customers. It 

can also illustrate how customers’ perceptions of legal needs and resources shift with exposure to MLPB. 

Three themes emerged from the analysis that differentiated case and control sites: Contextualizing law 

 
17 The Delivery System Transformation and Investment Program (DSRIP) provides funding to ACOs for Technical 
Assistance related to care coordination and other value-based care transformation priorities. (Massachusetts 
Delivery System Reform Incentive Payment Program | Mass.Gov, n.d.) MLPB is a DSRIP-approved vendor for 
consultative services akin to these trainings and policy design. This work falls outside of their core Team-Facing 
Legal Partnering Approach. 
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and policy systems, cultivating agency, and increasing resilience and stability. 

Contextualizing law and policy systems 
Sunflower Team members valued MLPB not only for case consultations but also for providing context for 

the origin and intent of the laws and policies they and their Participants faced. MLPB support helped Care 

Team Members understand the non-legal pathways that can lead to acute legal distress. In several case 

consultation meetings with MLPB, Sunflower team members engaged the MLPB consultant in 

discussions about the function of specific legal systems and how best to situate their roles within the 

system: 

[with MLPB,] you become very sensitized to all the structural limitations 
that people have in their lives. …Having access to staff who can take the 
time and legal services that can enlighten about what advocacy 
opportunities there are could make it possible to not have some of those 
interactions feel futile and to actually see some change and some growth 
and some healing.  

(Case Site Program Lead 6) 

Exposure to MLPB helped Sunflower Team members understand laws and policies in productive ways. 

This helped team members change their stance on laws and policies, sometimes flipping their conception 

of them from onerous barriers into assets for recovery.  In other cases, when Care Team Members 

interpreted rights narrowly or as absolutes, the MLPB consultant was able to help them understand the 

difference between a statutory right in theory and exercising it in practice. One Sunflower Team member 

told a story of proudly telling the MLPB consultant at some point in their working relationship that she 

wanted to make a “WWKD?” bracelet for herself to wear when she had to speak with DCF caseworkers. 

The letters stood for “What Would [My MLPB Consultant] Do?” and represented how her exposure to the 

MLPB consultant had entirely changed her thinking about her work. She was joking about the jewelry, of 

course, but the story illustrated how working with the MLPB consultant exposed a different way of 

navigating the world. 

Control sites, on the other hand, were more likely to recognize legal needs only narrowly as formal 

interactions with agents of the legal system such as lawyers, police, and judges. Regarding the impact of 
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law- and policy-related issues they experienced, control site stakeholders described more uncertainty and 

self-doubt about what they were “allowed” to do in their role than Sunflower Team members. They were 

also more likely to express hopelessness in the face of the volume of complex legal needs Participants 

experienced at the hands of what seemed to them inexplicable and callous treatment by DCF, courts, and 

safety net systems: 

There's actually one or two [DCF] staff members who have been around a 
very long time who hold the lock and key. And if you look at them the 
wrong way, then you're on the naughty list for the rest of your life. And if 
you need that resource or service again, you might as well try to get a 
pardon from the president.  

(Control Site Program Lead 1) 

Cultivating agency and action 
Sunflower Team Members universally found that MLPB opened avenues for action and advocacy that 

would otherwise have been unknown to them. These included intervening with a Participant Mom’s 

negligent or hostile lawyer, asserting the patient’s privacy rights against unlawful attempts at 

investigation, or submitting briefs or testimony in court or state policy hearings: 

The incredible value I've seen with MLPB is that there are legal options 
that the team is not aware of all the time. …Having a legal partner with 
legal eyes on it helps to craft a solution that really helps solve a problem 
that they probably couldn't solve on their own.  

(Case Site Health System Leader 7) 

Control site interviewees described much less certainty about being able to advocate or advocate 

effectively for their Participants, and are frustrated by being superseded by other actors and systems: 

[We keep] feeling ill-equipped to know how [to advocate for our 
Participants]. You know, we write a lot of letters, but that doesn't feel 
sufficient. …It's not enough, and it feels like it takes an enormous amount 
of resources from our clinic, even to support them with those letters.  

(Control Site Program Lead 3) 

Perhaps just as critically, MLPB revealed to the Sunflower Team that there are legal problems that can 

sometimes be solved best by means other than legal action.  In these areas, the MLPB consultant was able 

to provide Sunflower Team members with legal and practical expertise that could be shared with 
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Participants in order to negotiate a successful outcome.  

Despite feeling that MLPB services had been valuable, the Sunflower Care Team Members were unable 

to consistently describe exactly how MLPB had impacted their legal problem-solving capacity their three 

years of working with MLPB. But many Sunflower Team Members did feel they had gained increased 

knowledge, skills, and confidence from MLPB, which has become integral to serving Participant Moms 

and feeling effective in their work: 

We've had enough engagement that we've been sensitized to these sets of 
legal issues. …I think there's a tremendous amount of learning that has 
happened such that I think some of the benefits are long lasting.  

(Case Site Program Lead 6) 

Although Case and Control sites described exactly the same types of issues with static, stigma, 

surveillance and sanctions, Control sites did not often recognize these needs as legally-related or 

remediable. Instead, they interpreted legal problems more narrowly as opportunities for direct 

representation or development of clinic protocols to address the issue. 

Sunflower Team members often had a greater awareness, and confidence in their role—and their 

teammates’—in relation to support for Participants’ legal and administrative needs. Sunflower Team 

members with greater responsibility for social care described more confidence handling legal needs than 

control team members who had similar roles. Team members primarily responsible for medical and 

behavioral health care also appreciated how MLPB’s support for the entire team allowed them to spend 

more of their time working at the top of their license: 

I think sometimes when there's not access directly to something like 
MLPB, different staff tend to take on, like the quote-unquote “expert role.” 
…When there's not direct access to something like MLPB we try to fill the 
role in other ways. But then it's hard for each provider to stay totally up to 
date with things that are kind of like out of their scope.  

(Case Site Care Team Member 2) 

Sunflower Team members appeared more consistently aware of, and engaged in, opportunities to 

advocate for their Participants in both formally legal settings (e.g., with courts and the Participant’s public 

defender) and in extra-legal contexts (e.g., with shelter providers and intimate partners). Many Sunflower 
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Team Members described MLPB as an antidote to feeling stuck in problems: 

Having like a legal consult, …it's something that [the Care Team 
Members] can't provide for each other; it's a partner that can help solve a 
problem that they can't solve. It's that piece, the last piece of the puzzle 
that maybe makes all the difference in the world.  

(Case Site Health System Leader 7) 

Control site team members, on the other hand, often described uncertainty and painful processes of trial 

and error in supporting patients’ legal needs. They expressed discomfort and uncertainty about how to 

support patients, which frequently prevented them from acting: 

I don't know if it's so much legal, but I feel like it might be? Folks who 
have lost their [driver’s] license and who are on medication for addiction 
treatment; they aren't able to get their license back unless a doctor signs 
off on this form. …Doctors are a little leery about signing a form like that, 
but it's also a huge barrier because folks feel as though they need to get off 
the medication which is working for them and is part of their recovery 
journey and to get their license back.  

(Control Site Health System Leader 1) 

Increasing resilience and stability 
MLPB appeared to support the resilience and stability of the Sunflower Team, both in its positive impact 

on outcomes for Participant, as well as its impact on the team. Sunflower Team members felt strongly that 

MLPB’s support helped their Participants achieve better outcomes. Sunflower Team members reported 

that these positive impacts sustained them in doing their work amidst otherwise overwhelming adversity 

and tragic outcomes. In contrast, Control Sites expressed greater frustration and potential for burnout 

related to legal needs: 

I will be candid: It's incredibly hard to get answers and to figure [out legal 
problems]. We are not legal experts by any means and we do the best that 
we can to support our women in navigating [legal needs]. But sometimes, 
as terrible as it sounds, we hit roadblocks. We have to put our hands up 
and say "Here are some options for you. You need to pursue this yourself 
because we can't get any further."  Which doesn't feel all that good, right? 
We want to see folks through to the finish line.  

(Control Site Program Lead 1) 

Although MLPB wasn’t always able to provide a satisfying resolution to legal needs, Sunflower Team 

members expressed appreciation that the MLPB consultant unfailingly provided a productive way of 
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sorting through the complexity to clarify next steps and ways to approach the problem. And, even when 

the MLPB consultant could only validate that all legal options were exhausted, Sunflower Team members 

described how this confirmation felt validating for them and, instead of defeating them allowed them to 

move on to more useful ways of supporting the Participant: 

Having the legal counsel is just another partner that can help solve 
problems that don't seem to be solvable.  That's a big part of sustainability: 
It adds another layer of hope. …Sometimes that makes all the difference; 
knowing that there was just another angle, another tool to solve the 
problem.  

(Case Site Health System Leader 7) 

Sunflower Team members also described a democratizing effect of MLPB that helped spread out the 

burden of social care from just certain team members, which reduced the risk of burnout of certain team 

members. 

Recommendations 
The following recommendations summarize MLPB’s opportunities to adapt its marketing and 

measurement in response to the opportunities presented in the Findings, above. The recommendations are 

interdependent and are presented in the sequence (1-5) in which they should be staged by MLPB. For 

instance, before engaging in a full-scale evaluation (as described in Recommendation #3), MLPB should 

first clarify which of its customers’ needs it meets (Recommendation #1) through its Team-Facing Legal 

Partnering approach’s theory of change (Recommendation #2) so that it can choose which measures to 

evaluate. 
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Table 6: Summary table of recommendations and sub-recommendations 

 

Recommendation #1: MLPB should help customers understand their legal needs 
through the lens of “disentitlement,” and its benefits as “legal harm reduction” 
As the only organization employing the Team-Facing Legal Partnering Approach, MLPB finds itself in 

the difficult position of establishing a new market. This means that it has the burden of describing needs 

that customers, themselves, may not even recognize. MLPB must help customers identify and 

conceptualize their legal needs in relation to their goals and pain points or else customers won’t 

understand the value of its legal problem-solving care. 

MLPB should illuminate the problems created by law and policy through the frame 
of “Disentitlement”18 
In interviews, Moms Do Care customers described the significant impact of unmet basic needs that have 

 
18 Disentitlement draws from the work of legal anthropologist Sally Engle Merry, who introduced the concept of 
“legal entitlement” in her work, Getting Justice and Getting Even: Legal Consciousness Among Working-Class 
Americans (1990). It also borrows from legal sociologist Monica Bell’s “Legal Estrangement” (Bell, 2017) theory 
from the field of criminal law.  “Disentitlement” draws from the work of legal anthropologist Sally Engle Merry, 
who introduced the concept of “legal entitlement” in her authoritative work, Getting Justice and Getting Even: 
Legal Consciousness Among Working-Class Americans (1990). It also borrows from legal sociologist Monica Bell’s 
“Legal Estrangement” (Bell, 2017) theory from the field of criminal law.  
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their origin in laws and policies. However, what they initially considered “legal needs” rarely 

encompassed the full range of these issues. MLPB’s challenge, therefore, is to help customers appreciate 

that many of these issues are, indeed, legal needs that arise from disentitlement.  In the case of Moms Do 

Care Program, I propose the word “disentitlement” to describe the broad category of “justiciable” 

actions19 taken against Participant Moms to separate them from the rights and resources to which they are 

entitled. 

Interviewees described disentitlement in many forms: Repeated arbitrary-seeming denial of WIC benefits, 

indecipherable online interfaces for benefits enrollment, a hostile DCF caseworker who significantly 

amends an action plan without consulting the Participant, or a months-long delay in a 72-hour custody 

hearing due to lack of public defense counsel. Disentitlement of Participant Moms takes the form of 

static, surveillance, stigma, and sanctions that discourage, delay, or prevent access to Participant Moms’ 

legal rights and safety net entitlements. Perhaps the most infamous illustration of the disentitlement of 

Participant Moms is the “EA Shelter Paradox.” For many Moms Do Care Team members, the EA shelter 

paradox was emblematic of the cruel and hypocritical laws and policies facing Participant Moms.  

Disentitlement is a way that MLPB can name and appreciate the systemic forces targeting Participant 

Moms with justiciable challenges to their health and rights, whether civil or criminal, legal or extra-legal.  

 
19 Legal scholars Hazel Genn and Rebecca Sandefur have, separately, documented how legal problems often 
emerge from dysfunctional patterns of interactions—and that those patterns may not explicitly carry a “legal” 
label. Genn and Sandefur provide a framework for exploring this liminal space between law and everyday 
adversity: Justiciability. Justiciable issues are “happenings and circumstances that raise legal issues but that people 
may never think of as legal.” (Sandefur, 2007)  Justiciable issues, furthermore, “are not necessarily best solved or 
only remediable through use of law.” (Genn, 1999) 
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Figure 10: A summary of the "Four S's" of Disentitlement 

As the only organization dedicated to the Team-Facing Legal Partnering approach, MLPB finds itself in 

the difficult position of establishing a new market. This means that it has the burden of describing needs 

that customers, themselves, may not even recognize. 

MLPB Should Market TFLP as a Means of Harm Reduction for harm caused by Laws 
and the Legal System, including from the Care Teams 
Moms Do Care programs have a strong desire to deliver recovery-oriented care. Harm Reduction is a key 

component of this care philosophy. However, Moms Do Care team members described a variety of ways 

in which Participants were subjected to disentitlement from both outside of the clinic (external 

disentitlement) and as a result of care from the Moms Do Care clinic (iatrogenic disentitlement). This 

latter form of disentitlement is especially galling to care teams because it is so contrary to their principles. 

Interviewees described many different types of iatrogenic disentitlement that Participant Moms face, 

including: Delays in getting appointments, hostile treatment by health center staff, and unlawful 

disclosure of protected health information to external investigators. Nothing is more impactful or 

emblematic of iatrogenic disentitlement, however, than that of the Moms Do Care Teams’ mandated 
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reporter obligations. 

MLPB’s impact on the Sunflower Team wasn’t exclusively to solve or prevent problems. Instead, 

Sunflower Team members described many scenarios when, faced with impossible-seeming legal 

challenges for themselves and their Participants, the highest value of MLPB was perhaps best described 

as legal harm reduction. No other competitor or alternative appeared to provide this kind of support for 

care teams. Thus, MLPB has an opportunity to offer a unique and desirable legal harm reduction solution 

to Moms Do Care customers.  

Recommendation #2. MLPB should clarify and reinforce the theory of change that 
is the basis for its Team-Facing Legal Partnering approach 
MLPB advertises preventive legal care and a “capacity building” strategy that “unlocks access.”   

However, “capacity for,” and “access” to, what, exactly, are unclear even to longtime collaborators. As 

long as its Team-Facing Legal Partnering Approach remains obscure, MLPB will experience difficulty 

convincing customers of its potential benefits. MLPB should clarify its theory of change and reinforce its 

approach so that it will resonate with customers.  Key themes MLPB should consider include identifying 

as a recovery-oriented approach that helps Moms Do Care teams sort through complexity and reduce 

harm and inequities. 

Being able to clearly understand and describe MLPB’s impact and how it achieves it is critical to 

maximizing MLPB’s value proposition to Moms Do Care customers. Moms Do Care teams are uniquely 

adapted to sitting with complexity. To care for their patients, they must navigate complicated dynamics 

between maternal-fetal medicine and substance use disorder treatment, and help patients negotiate 

complex and fragile family and living situations. To the Sunflower Team, therefore, MLPB’s primary 

value wasn’t in giving a “yes” or “no” to basic legal questions, but in helping them sort through legal 

nuance and complexity outside of their expertise. MLPB should avoid confusing its value with simplicity, 

and instead clarify how its approach can help Moms Do Care customers sort through the complexity they 

face. 
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MLPB should explain what “Legal Problem Solving-Capacity” is and how to grow it 
MLPB often uses its “Legal Emergency Room” slide (recall Figure 2, above) to illustrate the escalation of 

legal needs and opportunities to prevent them. What remains unclear to customers, however, is exactly 

how MLPB’s Team-Facing Legal Partnering Approach works to arrest that process. MLPB should clarify 

its theory of action for legal problem-solving capacity; how it develops, how it manifests for Moms Do 

Care teams, and how it transmits from care teams to Participants.  A theory of action should describe how 

MLPB’s services contribute context and agency,20 and ultimately reduces harm from disentitlement for 

Participants and care teams. 

A strong theoretical model will interpret the actions of Participant Moms and Moms Do Care Team 

Members as the fluid ways they contextualize their rights and assert agency. MLPB should also consider 

utilizing interventional models from the public health field to capture the multilevel effects of the team-

facing Legal Partnering Approach on the legal consciousness and agency on care teams and participants. 

These could include Ajzen’s Theory of Planned Behavior (1991) or Resilience Theory (e.g., as studied by 

Chmitorz et al (2018)). MLPB consultants should also reinforce this theory of action regularly and 

consistently in their interactions with customers. Better understanding legal problem-solving capacity will 

help MLPB refine its solution and project a more coherent approach that will appeal to customers. 

Finally, MLPB should prominently advertise the equitability of its approach. The equitable distribution of 

its services to Care Team Members and Participants was a highly valued aspect of its approach and allows 

MLPB an easy way to differentiate itself from its competition. 

 
20 Law and policy scholars have developed sophisticated frameworks that integrate power imbalances and inequity 
as determinants of health. Diana Hernandez has advanced Merry’s “legal entitlement” to specifically look at the 
impact of civil legal interventions, including a Boston-based MLP for children and mothers (Hernandez, 2016). In 
criminal legal scholarship, Monica Bell has looked beyond fixed jurisprudent roles like’ Defendant’ or ‘Witness’ to 
explore how community members navigate power imbalances and “legal estrangement” amidst marginalization 
(Bell, 2019). 
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Recommendation #3. MLPB should conduct an evaluation of the outcomes it 
achieves with Moms Do Care clinics to demonstrate the value of its approach and 
benefits to customers 
Health System Leaders expressed the most skepticism of MLPB’s benefits, but all customers expressed at 

least some interest in seeing empirical evidence of MLPB’s benefits. MLPB reports only a few measures 

to the Sunflower Team, many of which are limited to self-reported care team measures and interim 

operational achievements. This leaves much of MLPB’s impact on the Sunflower Team unknown. Based 

on its theory of change, MLPB should engage in an evaluation of its outcomes for Moms Do Care clinics. 

It should prioritize evaluating the benefits that are most important to customers. Measures that would 

likely be demonstrative of MLPB’s impact and useful to customers would likely fall into two categories: 

“Light-Lift” measures, and “Big-Lift” measures. 

Light-Lift Measures 
Light-lift measures are mostly process and interim measures able to be recorded by the MLPB consultant 

and Moms Do Care Team members. Based on customer interviews, MLPB should consider looking at 

light-lift measures including: 

• Descriptive indicators of MLPB’s progress developing the team’s legal problem-solving capacity, 

such as: Complexity of questions discussed, timeliness of consultation. 

• Outcomes for mother-infant dyads, such as: Custody maintenance, visitation rights, housing 

stability, access to concrete supports and recovery engagement. 

• Benefits to care team members, such as: Morale, feelings of agency, exposure to trauma, 

resilience, job satisfaction, ability to work at top of license, and productivity. 

Big-Lift Measures 
Big-lift measures, on the other hand, are mostly measures of MLPB’s outcomes, but include some 

descriptive measures that require greater effort between MLPB and its customers. Big-lift measures that 

MLPB should consider evaluating include:  
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• Measures related to the drivers of the total cost of care for Participant Moms, such as: Relapse 

and overdose rates, emergency department utilization, and neonatal intensive care unit utilization. 

• Revenue-related measures, such as: Primary care visit utilization, clinic productivity, clinical 

hours, and appointment no-show rates. 

• Quality measures, such as: SDoH screening and resolution, and clinical quality indicators (CQI) 

like recovery adherence, perinatal care visit attendance, and chronic condition maintenance 

• Health justice and equity-related measures, such as: Race and ethnicity self-identification, and 

Participant perceptions of stigma and trust. 

Recommendation #4. MLPB should promote both individual and collective agency 
as an output of its approach 
Moms Do Care customers consistently described the system’s unfairness and intractability as an 

existential barrier to their program’s success and their own longevity in this work. The benefits of the 

MLPB’s services to resilience, agency, and contextualization will be temporary and palliative if 

customers don’t view larger systemic change as an achievable byproduct of the partnership with MLPB. 

Amid persistently more urgent legal problems facing customers, therefore, MLPB must keep system 

accountability, law reform, and policy advocacy top of mind. 

Customers reported feeling hopelessness due to laws and policies they felt were entirely out of their 

control. They described feeling this lack of control both in the face of difficult individual cases, as well as 

in the drudgery of “fighting” the same barriers over and over in their work. However, they often only 

perceived legal supports as helping them resolve the former. However, MLPB provided context and 

agency for Sunflower team members that helped them not only achieve victories for their Participant 

Moms, but to collaborate around opportunities for larger social change. Over the course of the three-year 

engagement with MLPB Sunflower team members reported engaging more in advocacy not only for 

individual Participants, but also at the system-level, including submitting coordinated testimony and 
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responses to a DCF RFI issued late in 2021. Moms Do Care customers would be more attracted to MLPB 

if it prominently advertised individual-level and collective agency as byproducts of its approach. 

Recommendation #5. MLPB should distinguish itself from its ‘competition’ and as a 
resource for maximizing the “legal partnering village”  
Care Team Members experience a wide variety of legal needs that require support from many different, 

relatively siloed, sources of aid. This leads to many needs being met only partially, or not at all, and the 

task of managing all the solutions—itself, a legal need—becoming complex and burdensome. MLPB 

should distinguish itself as both a source of support for unmet needs, as well as a solution for the larger 

task of coordinating legal resources across all needs of the clinic. 

A core question for any health care innovation is how to categorize its service (Herzlinger, 2015; 

Herzlinger, 2015). Within the market it is trying to establish, MLPB must distinguish its service as a 

superior solution compared to the alternatives available to Moms Do Care teams. In interviews, customers 

weighed MLPB primarily against two such alternatives: Direct legal representation and community-based 

workforces. 

Perceived alternative to MLPB: Direct Legal Representation 
Customers often evaluate MLPB first against their most pressing legal need: Patients who lack sufficient 

direct legal representation. However, direct legal representation, such as through patient-facing legal 

partnership models, is vastly more expensive than MLPB, limiting the number of Participants able to 

benefit to only a lucky handful. Even with access to direct representation, furthermore, patients’ legal 

rights are not always appropriately defended and require care team attention and advocacy. In practice, 

MLPB’s consultants often serve as a valuable secondary resource and advocate for care teams as they 

seek to advocate for the Participant’s rights and access to justice.  

Perceived alternative to MLPB: Community-Based Workforces 
Customers often viewed community-based workforces such as Community Health Workers and Peer 
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Recovery Coaches as natural alternatives to MLPB. However, interviews revealed that using these 

workforces to address disentitlement raises both practical and ethical concerns. Tasking CHWs and Peers 

with solving complex legal problems without the expertise required is akin to sending a person who 

escaped a housefire back into the burning building to lead more people out. Perhaps this time the burn-

survivor has been provided with protective equipment, but the underlying conditions of the raging fire 

haven’t changed—nor will they absent the axes, specialized hoses, and access to regulated sources of 

water that only specialized professional firefighters have—or, in the case of legal needs, without the legal 

technical expertise and tools that MLPB’s lawyers can provide. 

MLPB should promote its ability to help Moms Do Care teams coordinate legal 
needs at all levels of their clinic 
MLPB has distinguished its Team-Facing Legal Partnering Approach as situated in the middle of the 

Health-Promoting Legal Partnering Impact Pyramid (see Figure 11, below; Morton & Doyle, 2019). 

 

Figure 11: Representation of limited scope of MLPB Partnering Impact (adapted from Morton & Doyle, 2019) 

However, just as Frieden describes in his original articulation of the Health Impact Pyramid, 
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“comprehensive public health programs should generally attempt to implement measures at each level of 

intervention to maximize synergy and the likelihood of long-term success” (Frieden, 2010).  

Moms Do Care customers described how they play roles throughout the Health Partnering Legal Impact 

Pyramid, but many customers approached buying MLPB as a zero-sum choice between supporting their 

care team and supporting their participants. In practice, however, MLPB’s support for the Sunflower 

Team achieved benefits that spanned all levels of the Health-Promoting Legal Partnering Impact Pyramid. 

MLPB, therefore, should better articulate how it can support care teams at all levels of the Pyramid, 

including supporting coordination across what MLPB calls the “legal partnering village.”   

The problem facing Moms Do Care Teams is not a total lack of legal supports and services. Rather, they 

often have many different legal resources available to them. Nearly all of these resources, however, 

provide only informal support for narrow areas of focus. Even when available, the quality of resources are 

highly variable between and within the sources. The responsibility of becoming educated consumers of all 

these resources and coordinating amongst them often falls to Program Leads and Care Team Members.  

MLPB’s own literature inconsistently advertises a feature of its services as “a population health- and 

panel management-aligned approach to allocating scarce legal resources to strengthen care” (Morton, 

2021). But it also contributes to the underestimation of its scope when defining itself as mutually 

exclusive with other types of legal resources. While the Health-Promoting Legal Partnering Impact 

Pyramid describes a taxonomy of potential impact, it does not reflect the lived reality and needs of Care 

Teams saddled with coordination of services across all levels of the pyramid. MLPB should promote how 

its approach responds to the needs of customers across and between all three levels (see Figure 12, 

below). 
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Figure 12:Representation of expansive scope of MLPB Legal Partnering Health Impact (adapted from Morton & Doyle, 2019) 

4. Discussion 

A. Study Limitations  
The limitations of this study ranged from the technical, to the social, and contextual. The framework and 

methods I used for this study allowed me to answer my research questions but also had limitations that 

should be considerations for their use in future research. The following sections describe observations on 

the usefulness of Carlson’s NABCs framework and Community-Based Participatory Research and the 

substantive limitations affecting this study. 

Carlson’s NABCs of Value Proposition Framework 
Carlson’s NABCs were a useful model for this study because of their flexibility and coverage of salient 

categories of consideration. They were less useful, however, in discerning nuance within customer Needs 

and amongst the customers, themselves.  

One asset of Carlson’s NABCs framework’s is its flexibility. In order to be adaptable for many types of 

sales situations, it avoids prescribing relative importance to any of its four factors, essentially weighting 
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them equally. In practice, however, I found that much of customers’ assessment of value was tied directly 

to their perception of “Need.” What the NABCs lack is any structure to help deal with additional 

granularity in customers’ needs as they emerged. Customers variously described their needs as goals, pain 

points, hopes, and desires that became hard to distinguish within the confines of the framework. 

Second, Carlson’s NABCs center the customer, but do not go into detail about who the customer is in the 

buying context. This is especially important in strategic sales situations that have different types of 

customer roles contributing to a decision to buy, as was the case for this study. The sorting I used to 

distinguish customers by type of strategic influence on the decision to buy MLPB was sufficient for the 

research questions and size of this study. However, my framework lumped together many functionally 

disparate roles, which risked conflation and loss of nuance in analyzing their unique perspectives. A 

larger evaluation of specific research questions should apply frameworks in use by sales organizations 

and business research that can better distinguish specific categories of customer roles. 

Community-Based Participatory Research approaches 
Community-based participatory research contributed to this work in three important ways: authenticity, 

accuracy, and safety. Engaging members of the Peer Mom community in this research enabled 

touchpoints to ensure the research being done, questions being asked, and findings and recommendations 

that emerged were evaluated for their resonance with the lived experiences of the Peer Moms. The 

extended engagement of Peer Moms through CBPR allowed us to collectively explore topics deeply and 

from multiple angles. This allowed nuances to emerge that would otherwise likely not have been as rich, 

especially given the sometimes-esoteric topics under consideration.  

Holding focus groups at multiple Moms Do Care sites allowed the identification of commonalities and 

contrasts across sites. The story completion and survey development exercises were a valuable as a means 

for exploring concepts and perceptions across two disparate identities (i.e., Participant Mom and Care 

Team Member).  The engagement of trained professionals with lived expertise also ensured that safety 

was a priority. The community was skilled in trauma-informed care and highly attuned to protecting 
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themselves and each other from the risks of the study, including secondary trauma and accidental 

disclosure of sensitive information. 

Site Sample Limitations 
With only seven Moms Do Care sites, my access to interviewees was constrained in three ways: The 

absence of participation from an entire site (Whitter St. Health Center), limited access to Control Site 

Health System Leaders, and the availability of only one case site. The lack of participation of Whittier St. 

Moms Do Care Program staff introduced potential selection bias and also meant that these results do not 

represent views from all seven Moms Do Care sites. Including only sites that responded to outreach 

related to legal needs may have introduced bias toward overestimation MLPB’s value proposition. 

Limited participation from Control Site Health System Leaders, on the other hand, led to less thematic 

saturation. This was impactful given the wide range of roles relevant to the research question. Finally, 

with only one case site, this study was able to reflect only the experience of one team’s experience with 

MLPB. This means that the case site findings should be generalized with caution. 

Implementation Limitations 
Covid-19 posed challenges both to care teams implementing Moms Do Care Program and to data 

collection for this study. Turnover of MLPB staff related to Covid-19 meant that the case site had been 

assigned three different consultants in as many years. With the onset of the pandemic, moreover, MLPB’s 

consultations with the Sunflower Team were paused for part of 2020 and, thereafter, moved from in-

person to Zoom. The experience of the Sunflower Team, therefore, does not reflect full implementation of 

MLPB’s Team-Facing Legal Partnering approach. Because, as previously mentioned, the Sunflower 

Team received a smaller ‘dose’ of MLPB’s Team-Facing Partnering Approach than is typical, there was 

likely a less discernable effect in the case site compared to the controls. 

Covid-19 also created barriers to data collection for this study. This manifested primarily as difficulty 

scheduling or keeping scheduled appointments with study participants. Study participants were often 
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diverted away from Moms Do Care to Covid-19 related care and sometimes difficult to reach due to 

Covid-19-related sickness and staffing shortages. Covid-19 also forced me to complete all data collection 

virtually over Zoom. 

Fear of Retaliation 
Participating Program Leads and Care Team Members described being cautious about providing negative 

feedback related to the public agencies and community-based organizations working with them and their 

Participants for fear of retaliation. Although I made clear the protections of the study, the consequences of 

creating a bad relationship with powerful systems were regarded as high risk and likely contributed to 

self-censorship. 

Access to Participant Moms 
Although they have little formal authority in the decision to buy MLPB services, patients and their 

experience of MLPB’s services are a critical factor in the decision to buy MLPB. However, I refrained 

from including patients for two reasons: 1. The Team-Facing Legal Partnering approach eschews direct 

connection between MLPB and the patient, meaning the patient’s experience of MLPB services would be 

oblique and, in most cases, undetectable; and 2. Moms Do Care Participant Moms are a population that 

were especially vulnerable to risk from participating in this study. Instead, my approach was to seek out 

engagement with people as proximate as possible to Participant Moms and their experiences, and to 

develop other methods that can be used by Moms Do Care in the future to gather input from Participant 

Moms. 

Much research on people with substance use disorders fails to accurately represent the experiences of 

people who use drugs and perpetuates stigmatization of people who use drugs. I used Community-Based 

Participatory Research methods precisely to mitigate this bias. Meaningfully integrating the perspectives 

of Peer Moms, furthermore, increased the relevance of the study and contributed to the safety of research 

participants (Ross et al., 2010; Yonas et al., 2016).  
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Positionality 
As a white male without opioid use disorder from an elite institution, I occupied an ‘outsider’ position in 

relation to the impacted community for this study in nearly every respect. Amidst the power dynamics 

inherent in my relationship with the study and Participants, this introduced two forms of bias into this 

study: Outsider bias and social desirability bias. I attempted to minimize these biases through inclusive 

design and reflexive practice. 

Outsider Bias 
In addition to involving community partners in all phases of the research process, a foundational ethical 

principle of CBPR is for researchers to practice cultural humility, listen, and build true working 

relationships (Chavez et al., 2008). In order to engage with my community-based co-researcher ethically, 

therefore, I sought to address positional dynamics wherever possible. This included acknowledging my 

positionality as contrasted with that of participants’ and sharing personal experiences related to the 

themes under discussion. Prominently sharing authority with my co-researcher was also explicitly 

intended to balance the advantages afforded me by my privileged positionality. To further balance the 

power dynamics, both my co-researcher and Peer Mom Advisors were offered direct access to my 

Committee Chair, and Peer Mom Advisors were surveyed anonymously after each session to gauge their 

comfort and rating of accessibility of the session. The survey results are presented, unedited, in Appendix 

B: Peer Mom Advisory Group Experience Survey Results. 

Social Desirability Bias 
Although hosted by MLPB, my engagement was structured as an independent consultant. This allowed 

me to operate with both autonomy and access to MLPB and the Moms Do Care program. However, I 

didn’t always have control over my characterization, and was sometimes misunderstood as “the PhD from 

MLPB” sometimes preceded me. This risked introducing social desirability bias of participants who may 

have expected that I wanted to hear perspectives that were favorable toward MLPB.  To limit this bias, I 

made my independence and the study’s protections clear at the outset of interactions and in the rare cases 
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where participants misunderstood. 

In my position as researcher, I risked introducing bias through my funding relationship with MLPB. 

MLPB funded a portion of my work as a contracted part-time Public Health Doctoral Fellow for the 

duration of this project. However, my payment was not contingent upon results, and an Memorandum of 

Understanding (MOU) ensured investigative independence and established clear expectations to protect 

proprietary assets and data. Because MLPB’s CEO granted me broad access to its staff members, events, 

and even proprietary program and organizational data, she retained discretion to review this research prior 

to submission and withhold proprietary information from publication.  

Reflexivity 
Throughout this project, I reinforced my role to participants as an observer, and also practiced reflective 

journaling, noting my own reactions and biases as I heard stories and opinions about traumatizing 

interactions with the legal and policy systems. In field observation, I attempted to maintain a critical 

distance from MLPB and Moms Do Care by minimizing my direct participation and making my 

independence explicit.  For the Community-Based Participatory elements of this study, on the other hand, 

my reflexive practice included explicitly sharing my biases and inner observations with co-participants. 

This modeled vulnerability and engagement in ways that helped establish trust and reciprocal 

relationships with co-participants (Chavez et al., 2008). For instance, I shared a difficult personal story of 

the birth of my twin daughters with all CBPR participants and acknowledged how my positionality 

contributed to an easier experience in the context of the power dynamics at play.  

B. Contributions & Next Steps 
This work has implications for learning and application beyond this study. The following sections 

describe benefits and opportunities both for stakeholders from MLPB and the Moms Do Care Program, as 

well as broader opportunities for application and expansion in the Commonwealth and public health 

scholarship. 
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Contributions to the Host Organization and study participants 
My hope for this project is that it will provide clarity and opportunity for the expansion of MLPB’s 

partnerships with Moms Do Care clinics. Beyond the opportunity that Moms Do Care customers presents 

for MLPB, my wish for this work is to contribute to MLPB’s continued refinement and expansion of its 

Team-Facing Legal Partnering approach to other care teams serving mothers with OUD. The focus of this 

study was strictly Moms Do Care customers and, while this opportunity is idiosyncratic for MLPB in 

ways I have discussed, I believe that a better understanding of MLPB’s value proposition for this sub-

population of customers will help MLPB identify how to improve its services and value proposition for 

other customers and populations.  

As illustrated in interviews, Moms Do Care Teams and their Participants face overwhelming odds in 

relation to their rights and safety. Whether or not this work leads to more partnering with MLPB in the 

future, I hope that the telling of their accounts of injustice and harm provides recognition and a sense of 

validation, feelings that, in many interviews, study participants said they lacked. 

The goal of this study was to assess what MLPB’s value proposition could be for customers, not what it 

should be. MLPB’s work to incorporate its customers’ needs and estimations of value is just one input 

into developing their strategy for growth. The other must include MLPB’s own best strategic assessment 

of where to invest time and resources to improve its value proposition to customers. 

Finally, because Participant Moms were unrepresented in this study, MLPB’s value proposition for them 

as the ultimate beneficiary is still unknown. Further study is required to understand Participant Moms’ 

experience of legal needs. This is especially true of transgender birthing people not historically included 

in the Moms Do Care Program for whom the experience of disentitlement is likely to only be more 

pronounced.  

Contributions to broader learning 
As MLPB continues to lead the vanguard for the MLP community, I hope this work will be a useful tool 
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as it continues to innovate and demonstrate the potential of its team-facing legal partnering approach for 

others to replicate. 

Massachusetts has long been a progressive national leader on health care and the overdose crisis. 

However, it still retains punitive laws and policies that harm mothers with OUD and their families. This 

study seeks to contribute to evidence of the harm being done by these policies and to ground advocacy for 

sensible alternatives, starting with undoing the overreach of mandated reporting obligations.21 From there, 

I hope this work will be a steppingstone for more research on the harms of the family regulation system 

and disentitlement facing mothers with OUD more broadly. 

Disentitlement 
I hope that proposing the Disentitlement frame will contribute to other recent scholarship that has 

demonstrated how justiciable issues present in the “shadow carceral” systems (Beckett & Murakawa, 

2012) that have emerged in parallel with the prison industrial complex.22 More recently, scholars have 

recognized other structural sources of justiciable needs. These phenomena range from the “administrative 

burden” (Herd, 2018) meant to obstruct access to social supports, and “hostile architecture” (de Fine 

Licht, 2020) meant to obscure the visibility of homelessness. Central to this study, the legal sociologist, 

Dorothy Roberts, has warned for decades of the child welfare system’s role of racially-targeted “Family 

Policing” (D. E. Roberts, 2002) hidden behind the innocuous label of “child protection.” These seemingly 

unrelated structural design choices are, in effect, linked, and are as harmful as they are ubiquitous. They 

are all, in their own way, forms of hostile architecture, but are allowed to quietly persist in part because 

they are not often understood as part of the same phenomenon. Through this study, I propose 

“disentitlement” as a tool to help correct this. 

 
21 A bill revising reporting requirements to exclude mothers on MOUD from automatic reporting is currently 
awaiting review by the Committee on Children, Families, and Persons with Disabilities; 
https://malegislature.gov/Bills/192/H221  
22 Legal scholar Fiona Doherty developed the theory of the “shadow carceral system” in the context of criminal 
probation (Doherty, 2015), and Nicole Summers expanded on how it applies to evictions to create a condition of 
“Civil Probation.” (Summers, 2022) 

https://malegislature.gov/Bills/192/H221
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Public Health Scholarship 
This study advances our understanding of social care integration and preventive interventions to address 

the Social Determinants of Health (SDoH). Attempts to integrate SDoH interventions into health care 

settings—and to do so through partnership—is still a nascent field with few consistent approaches or 

strong evidence of efficacy. This study provides evidence of the impacts and value of intentional 

partnership around law and policy as determinants of health and hopes to encourage greater study of law 

as one of the most significant determinants of health. Finally, this study hopes to illuminate the 

inextricable relationship between the law and health. Failing to recognize this connection limits our 

ability to see the structural drivers behind disparities.  

5. Conclusion 
The opioid overdose crisis continues to rage in the US, accelerated by the Covid-19 pandemic’s toll on 

mental health and access to treatment. Mothers with OUD, while only a small portion of people suffering 

from opioid addiction, represent a particularly vulnerable group. This dissertation has proposed that law 

and policy contribute to this group’s intersectional structural vulnerability in ways that have far more 

damaging repercussions than the opioid use, itself. Chief amongst these harms is disentitlement they 

experience from DCF, but also from other welfare and social safety-net systems, as well as from Moms 

Do Care Teams. While MLPB provides its legal problem-solving support solution to only one of the 

seven Moms Do Care sites currently operating in Massachusetts, there is opportunity for it to better 

understand its value proposition to these customers and improve it.  

Just as a recovery-orientation provides a humanizing lens for addiction medicine, MLPB’s rights-based 

framework has the potential to help Moms Do Care teams advocate for people with addiction as resilient 

survivors of structural oppression, rather than as pathological criminals. Recognizing disentitlement can 

help Moms Do Care teams to see how mothers choosing not to disclose their OUD are neither delinquent 

nor irrational; they are merely shrewd observers of the hostile architecture erected around them. 
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7. Appendices 

A. Appendix A: Interview Guides 

Case Site Program Leads 

Note: Interviewer will provide a brief introduction to the project, including how the interviewee and 
their organization were identified. Interviewer will also review informed consent sheet and emphasize 
the research team’s goal to maintain confidentiality. 

 
Note: Since these are semi-structured interviews, this guide includes broad questions or topics which 
allow each participant to share their view of the issued being explored. Not all questions will 
be appropriate to all interviewees, nor will they necessarily be asked in the same order. Interviewer will 
tailor question selection in light of the interviewee’s role, exploring some topics in greater or lesser 
depth, depending on the role and perspective of the interviewee and their responses (i.e., the extent to 
which they feel able to speak to one issue vs another). Interviewers will use probing questions (e.g., ‘can 
you say more about what you mean by that?’) flexibly as participants’ responses organically allow. 
Interviewers will ensure the interview does not exceed the agreed length/time available.  

 

TOPIC: Understanding the role of in the interviewee within the organization, the Moms Do Care 
Program and its context 

Questions: 

• Tell us a bit about your role in the Moms Do Care Program – what do you do, and how long have 
you been at LCHC? 

• Can you tell us a bit more about your professional background and how you came to work here? 
• How would you describe the Moms Do Care Program to someone who did not know it – what is 

it/ what does it do?  

 

TOPIC: Exploring views of how legal needs affect patients 

Questions: 

• Please tell us about what you’ve observed about legal needs that affect your patients. 
• How do legal needs affect your patients? 
• How do the legal needs of patients affect their engagement with the MDC Program? 
• How do legal needs compare with, say, medical needs of your patients? 

TOPIC: Understanding the experience of supporting MDC patients 

Questions: 

• How do legal issues affect you the work you do with MDC patients? 
• How would you describe the difference between ‘legal’ and ‘non-legal’ needs? 
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• What is it like to support MDC patients’ legal needs? 
• What are barriers to addressing legal questions regarding care for your patients? 

 

TOPIC: Exploring the experience of team-facing legal partnering 

Questions: 

• What is your experience of team-facing legal partnering with MLPB? 
• What is working well? 
• What is not working well? 
• What are the challenges of implementing this strategy effectively? 
• What would enhance your experience of team-facing legal partnering? 
• How has your experience supporting Participant Moms changed after working with MLPB? 

In the case of your MDC program, how has MLPB affected the care provided to MDC 
participants? 

• What problems does MLPB address for the clinic and organization? 
• What problems does MLPB not address for the clinic and organization? 
• How does MLPB impact your organization? 
• What benefits would be compelling for you to consider greater partnership with MLPB? 

 

Case Site Care Team Members 

Note: Interviewer will provide a brief introduction to the project, including how the interviewee and 
their organization were identified. Interviewer will also review informed consent sheet and emphasize 
the research team’s goal to maintain confidentiality. 

 
Note: Since these are semi-structured interviews, this guide includes broad questions or topics which 
allow each participant to share their view of the issued being explored. Not all questions will 
be appropriate to all interviewees, nor will they necessarily be asked in the same order. Interviewer will 
tailor question selection in light of the interviewee’s role, exploring some topics in greater or lesser 
depth, depending on the role and perspective of the interviewee and their responses (i.e., the extent to 
which they feel able to speak to one issue vs another). Interviewers will use probing questions (e.g., ‘can 
you say more about what you mean by that?’) flexibly as participants’ responses organically allow. 
Interviewers will ensure the interview does not exceed the agreed length/time available.  

 

TOPIC: Understanding the role of in the interviewee within the organization, the Moms Do Care 
Program and its context 

Questions: 

• Tell us a bit about your role in the Moms Do Care Program – what do you do, and how long have 
you been at LCHC? 
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• Can you tell us a bit more about your professional background and how you came to work here? 
• How would you describe the Moms Do Care Program to someone who did not know it – what is 

it/ what does it do?  

TOPIC: Exploring views of how legal needs affect patients 

Questions: 

• Please tell us about what you’ve observed about legal needs that affect your patients. 
• How do legal needs affect your patients? 
• How do the legal needs of patients affect their engagement with the MDC Program? 
• How do legal needs compare with, say, medical needs of your patients? 

TOPIC: Understanding the experience of supporting MDC patients 

Questions: 

• How do legal issues affect you the work you do with MDC patients? 
• How would you describe the difference between ‘legal’ and ‘non-legal’ needs? 
• What is it like to support MDC patients’ legal needs? 
• What are barriers to addressing legal questions regarding care for your patients? 

TOPIC: Exploring the experience of team-facing legal partnering 

Questions: 

• What is your experience of team-facing legal partnering with MLPB? 
• What is working well? 
• What is not working well? 
• What are the challenges of implementing this strategy effectively? 
• What would enhance your experience of team-facing legal partnering? 
• How has your experience supporting Participant Moms changed after working with MLPB? 

 

Case Site Health System Leaders 
Note: 

• Interviewer will provide a brief introduction to the project, including how the interviewee and 
their organization were identified. Interviewer will also review informed consent sheet and 
emphasize the research team’s goal to maintain confidentiality. 

• Since these are semi-structured interviews, this guide includes broad questions or topics which 
allow each participant to share their view of the issued being explored. Not all questions will 
be appropriate to all interviewees, nor will they necessarily be asked in the same order.  

• Interviewer will tailor question selection in light of the interviewee’s role, exploring some topics 
in greater or lesser depth, depending on the role and perspective of the interviewee and their 
responses (i.e. the extent to which they feel able to speak to one issue vs another).  
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• Interviewer will use probing questions (e.g. ‘can you say more about what you mean by that?’) 
flexibly as participants’ responses organically allow. Interviewers will ensure the interview does 
not exceed the agreed length/time available.  

 

TOPIC: Understanding the role of in the interviewee within the organization, and how it relates to the 
Moms Do Care Program 

Questions: 

• Tell us a bit about your role in your organization – what do you do, and how long have you been 
at your organization? 

• How would you describe the Moms Do Care Program to someone who did not know it – what is 
it/ what does it do as part of your organization?  

• How does this program fit into your organization’s mission? 
 

 

TOPIC: Exploring the ‘needs’ of the organization related to the legal needs of Moms Do Care Participant 
Population 

Questions: 

• How do legal needs affect your organization’s care for MDC Patients? 
• How do the legal needs of patients affect the success of the MDC program? (e.g., quality, 

experience, outcomes) 
• How do the legal needs of patients affect the larger goals of your organization? (e.g., quality, 

experience, outcomes) 
• What key performance indicators are impacted by the legal needs of MDC patients? 

 

TOPIC: Understanding the ‘costs’ of supporting MDC patients 

Questions: 

• How does handling MDC patient legal needs ‘cost’ your organization? (e.g., care team time, $ for 
Flexible Service referrals, time for policy development, risk exposure, staff turnover)? 

• How do the legal needs of the MDC Patients impact the sustainability of the MDC initiative?  
• How do the legal needs of the MDC Patients impact the sustainability of your organization? 

 

TOPIC: Assessing MLPB’s partnership and impacts 

Questions: 

• In the case of your MDC program, how has MLPB affected the care provided to MDC 
participants? 

• What problems does MLPB address for the clinic and organization? 
• What problems does MLPB not address for the clinic and organization? 
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• How does MLPB impact your organization? 
• What benefits would be compelling for you to consider greater partnership with MLPB? 

 

Control Site Program Leads 
Semi-structured interview guide: Program Leads 

Note: 

• Interviewer will provide a brief introduction to the project, including how the interviewee and 
their organization were identified. Interviewer will also review informed consent sheet and 
emphasize the research team’s goal to maintain confidentiality. 

• Since these are semi-structured interviews, this guide includes broad questions or topics which 
allow each participant to share their view of the issued being explored. Not all questions will 
be appropriate to all interviewees, nor will they necessarily be asked in the same order.  

• Interviewer will tailor question selection in light of the interviewee’s role, exploring some topics 
in greater or lesser depth, depending on the role and perspective of the interviewee and their 
responses (i.e., the extent to which they feel able to speak to one issue vs another).  

• Interviewer will use probing questions (e.g., ‘can you say more about what you mean by that?’) 
flexibly as participants’ responses organically allow. Interviewers will ensure the interview does 
not exceed the agreed length/time available.  

 

TOPIC: Understanding the role of in the interviewee within the organization, and how it relates to the 
Moms Do Care Program 

Questions: 

• Tell us a bit about your role in your organization – what do you do, and how long have you been 
at your organization? 

• How would you describe the Moms Do Care Program to someone who did not know it – what is 
it/ what does it do as part of your organization?  

• How does this program fit into your organization’s mission? 

 

TOPIC: Exploring the ‘needs’ of the organization related to the legal needs of Moms Do Care Participant 
Population 

Questions: 

• How do legal needs affect your organization’s care for MDC Patients? 
• How do the legal needs of patients affect the success of the MDC program? (e.g., quality, 

experience, outcomes) 
• How do the legal needs of patients affect the larger goals of your organization? (e.g., quality, 

experience, outcomes) 
• What key performance indicators are impacted by the legal needs of MDC patients? 
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TOPIC: Understanding the ‘costs’ of supporting MDC patients 

Questions: 

• How does handling MDC patient legal needs ‘cost’ your organization? (e.g., care team time, $ for 
Flexible Service referrals, time for policy development, risk exposure, staff turnover)? 

• How do the legal needs of the MDC Patients impact the sustainability of the MDC initiative?  
• How do the legal needs of the MDC Patients impact the sustainability of your organization? 

 

TOPIC: Understanding the ‘competition’ to TFLP for MDC patient care teams 

Questions: 

• How are legal needs of MDC Patients currently handled? 
• What other solutions might meet the needs of your organization related to patients’ legal needs? 
• How are other health-related social needs handled in your organization? 
• What works well for your organization in those cases? What doesn’t work as well? 

 

TOPIC: Exploring team-facing legal partnering (TFLP) as a potential intervention 

Questions: 

[Provide a brief description of MLPB for MDC patients] 

• In the case of your MDC program, how do you think MLPB would or wouldn’t affect the care 
provided to MDC participants? 

• What problems would MLPB address for the clinic and organization? 
• What problems wouldn’t this address for the clinic and organization? 
• What evidence of impact would be compelling in a choice to contract MLPB for your 

organization? 

 

Control Site Care Team Members 
Note: 

• Interviewer will provide a brief introduction to the project, including how the interviewee and 
their organization were identified. Interviewer will also review informed consent sheet and 
emphasize the research team’s goal to maintain confidentiality. 

• Since these are semi-structured interviews, this guide includes broad questions or topics which 
allow each participant to share their view of the issued being explored. Not all questions will 
be appropriate to all interviewees, nor will they necessarily be asked in the same order.  

• Interviewer will tailor question selection in light of the interviewee’s role, exploring some topics 
in greater or lesser depth, depending on the role and perspective of the interviewee and their 
responses (i.e., the extent to which they feel able to speak to one issue vs another).  
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• Interviewer will use probing questions (e.g., ‘can you say more about what you mean by that?’) 
flexibly as participants’ responses organically allow. Interviewers will ensure the interview does 
not exceed the agreed length/time available.  

 

TOPIC: Understanding the role of in the interviewee within the organization, the Moms Do Care Program 
and its context 

Questions: 

• Tell us a bit about your role in the Moms Do Care Program – what do you do, and how long have 
you been at your organization? 

• Can you tell us a bit more about your professional background and how you came to work here? 
• How would you describe the Moms Do Care Program to someone who did not know it – what is 

it/ what does it do?  

 

TOPIC: Exploring the needs of the organization related to Moms Do Care Participant Population 

Questions: 

• Please tell us about what you’ve observed about legal needs that affect your patients. 
• How do legal needs affect your patients? 
• How do the legal needs of patients affect their engagement with the MDC Program? 

 

TOPIC: Understanding the experience of supporting MDC patients 

Questions: 

• How do civil-legal issues affect the work you do with MDC patients? 
• How would you describe your role in identifying and resolving civil-legal questions? 
• How would you describe the difference between ‘legal’ and ‘non-legal’ needs? 
• Can you describe the experience of supporting MDC patients’ civil-legal needs? 
• How does a ‘legal problem’ feel different from a ‘medical problem’? 
• How do you screen for civil-legal needs? How does it feel when you screen people?  
• What are barriers to addressing legal questions regarding care for your patients? 
• How do you go about addressing the civil-legal questions regarding your MDC patient 

population? 
• What would help you better address the civil-legal questions facing caring for the MDC patient 

population? 
• What proportion of your patients have lawyers? Do you work with them? 

 

TOPIC: Exploring team-facing legal partnering (TFLP) as a potential intervention 

Questions: 

[Provide a brief description of TFLP for MDC patients] 
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• In the case of your MDC program, how do you think TFLP would or wouldn’t affect the care you 
were able to give to MDC patients? 

• What problems would this address? 
• What problems wouldn’t this address? 

 

Control Site Health System Leaders 
Note: 

• Interviewer will provide a brief introduction to the project, including how the interviewee and 
their organization were identified. Interviewer will also review informed consent sheet and 
emphasize the research team’s goal to maintain confidentiality. 

• Since these are semi-structured interviews, this guide includes broad questions or topics which 
allow each participant to share their view of the issued being explored. Not all questions will 
be appropriate to all interviewees, nor will they necessarily be asked in the same order.  

• Interviewer will tailor question selection in light of the interviewee’s role, exploring some topics 
in greater or lesser depth, depending on the role and perspective of the interviewee and their 
responses (i.e. the extent to which they feel able to speak to one issue vs another).  

• Interviewer will use probing questions (e.g. ‘can you say more about what you mean by that?’) 
flexibly as participants’ responses organically allow. Interviewers will ensure the interview does 
not exceed the agreed length/time available.  

 

TOPIC: Understanding the role of in the interviewee within the organization, and how it relates to the 
Moms Do Care Program 

Questions: 

• Tell us a bit about your role in your organization – what do you do, and how long have you been 
at your organization? 

• How would you describe the Moms Do Care Program to someone who did not know it – what is 
it/ what does it do as part of your organization?  

• How does this program fit into your organization’s mission? 

 

TOPIC: Exploring the ‘needs’ of the organization related to the legal needs of Moms Do Care Participant 
Population 

Questions: 

• How do legal needs affect your organization’s care for MDC Patients? 
• How do the legal needs of patients affect the success of the MDC program? (e.g., quality, 

experience, outcomes) 
• How do the legal needs of patients affect the larger goals of your organization? (e.g., quality, 

experience, outcomes) 
• What key performance indicators are impacted by the legal needs of MDC patients? 
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TOPIC: Understanding the ‘costs’ of supporting MDC patients 

Questions: 

• How does handling MDC patient legal needs ‘cost’ your organization? (e.g., care team time, $ for 
Flexible Service referrals, time for policy development, risk exposure, staff turnover)? 

• How do the legal needs of the MDC Patients impact the sustainability of the MDC initiative?  
• How do the legal needs of the MDC Patients impact the sustainability of your organization? 

 

TOPIC: Understanding the ‘competition’ to TFLP for MDC patient care teams 

Questions: 

• How are legal needs of MDC Patients currently handled? 
• What other solutions might meet the needs of your organization related to patients’ legal needs? 
• How are other health-related social needs handled in your organization? 
• What works well for your organization in those cases? What doesn’t work as well? 

 

TOPIC: Exploring team-facing legal partnering (TFLP) as a potential intervention 

Questions: 

[Provide a brief description of TFLP for MDC patients] 

• In the case of your MDC program, how do you think TFLP would or wouldn’t affect the care 
provided to MDC participants? 

• What problems would TFLP address for the clinic and organization? 
• What problems wouldn’t this address for the clinic and organization? 
• What evidence of impact would be compelling in a choice to contract TFLP for your 

organization? 

 

B. Appendix B: Peer Mom Advisory Group Experience Survey Results 

Session #1, March 4, 2022: 

5 Attendees, 4 responses 

"Today’s session 
felt like a good 
use of my time. 100% “Strongly Agree” (5) 

"I felt like I was 
able to share my 
honest opinions 
and be heard in 
today's session." 

100% “Strongly Agree” 
(5) 
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"This work feels 
important to 
helping my Moms 
Do Care Program 
clients and 
colleagues." 

100% “Strongly Agree” (5) 

"I felt safe and 
comfortable 
discussing the 
topics covered 
during today’s 
session." 

100% “Strongly Agree” 
(5) 

What would add 
to the value of 
this work?   

• “It is clarifying for me to 
articulate answers to your 
questions, helpful for me to hear 
other people's answers. I don't 
have a lot of opportunities to 
speak with others across 
programs or at the macro level 
about our work.” 

• “Finding out where the gaps are 
in the services we provide.” 

• “n/a” 

• “I believe it would be helpful to 
have professionals from DCF as 
well as the court system to 
exchange information with our 
program, To better support our 
participants thank you.” 

• “just continuing to support 
eachother. story telling is super 
helpful in this roll as peers. 
because, most of us have had 
some if not all expierenced what 
one has already gone thought. “ 

What would help 
make you feel 
more 
comfortable? 

• “it felt great!” 

• “N/A” 

• “I felt completely comfortable.” 

• “Everything was great as far as 
comfortability wise thank you.” 

• “n/a” 

What would you 
suggest to 
improve this 
session?   

• “I truly believe the session went 
great. I wasn't sure what to 
expect. I feel I was able to share 
from my heart and experiences. I 
look forward to building this 
survey to figure out where the 
gaps are and how I can best 
help.” 

• “No Improvements at this time, 
thank you.” 

• “n/a” 

• “nothing, i feel it went well” 

• “nothing” 

What other 
suggestions do 
you have to 
improve the work 
being done in this 
project? 

• “I don't have any” 

• “continuous trainings on how to 
approach or deal with certain 
potential situations.” 

• “No suggestions at this time 
thank you.” 

• “I would love in the end to have a 
legal advocate on the MDC team 
who can help advise our moms 
and answer questions so our 
moms (parents) have more 
control over what is happening in 
there life and with there baby’s.” 
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Session #2, March 11, 2022:  

5 Attendees, 4 responses 

"Today’s session 
felt like a good 
use of my time. 100% “Strongly Agree” (4) 

"I felt like I was able 
to share my honest 
opinions and be 
heard in today's 
session." 

100% “Strongly Agree” 
(4) 

"This work feels 
important to 
helping my Moms 
Do Care Program 
clients and 
colleagues." 

100% “Strongly Agree” (4) 

"I felt safe and 
comfortable 
discussing the topics 
covered during 
today’s session." 

100% “Strongly Agree” 
(4) 

What would add 
to the value of 
this work?   

 “the importance of getting all the resources needed to be the best peer 
support we can be” 

 “Really discussing MOUD and DCF and how to best help our moms navigate 
this experience.” 

 “You guys are great and I’m so appreciative of this. Doing maybe multiple 
surveys.” 

What would help 
make you feel 
more 
comfortable? 

 “N/A” 
 “Nothing, I feel very comfortable with this group.” 

 “Nothing you guys are amazing seriously !” 

What would you 
suggest to 
improve this 
session?   

 “nothing it seems very open to change and suggestions” 
 “I cant think of anything.” 
 “Maybe little longer next time ? Lol I know everyone is super busy !” 

What other 
suggestions do 
you have to 
improve the work 
being done in this 
project? 

 “I love the idea of being able to provide legal services to our participants and 
have a place to call and reach out for help. This would lessen the amount of 
time we spend trying to find info and allow me to work more productively 
with all of the moms I work with and not feel burnt out” 

 “Just doing groups in this setting more often.” 
 “n/a” 
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C. Appendix C: IRB Exemption 

 

D. Appendix D: Peer Mom Advisory Group Facilitation Guides 
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Semi-structured facilitation guide: Peer Mom Council 

Note: Facilitators will provide a brief introduction to the project, including how the participants and their 
organizations were identified. Facilitators will also review informed consent sheet and emphasize the 
research team’s goal to maintain confidentiality and avoid disclosure of sensitive data. 

 
Note: Since these are semi-structured facilitated sessions, this guide includes broad questions or topics 
which allow participants to share their views of the issues being explored. Facilitators will tailor 
questions organically as the conversation explores and evolves from the group’s natural conversation.  
Facilitators will use probing questions (e.g., ‘can you say more about what you mean by that?’) flexibly 
as participants’ responses organically allow, emphasizing psychological safety and respectful 
participation. Interviewers will ensure the sessions do not exceed the agreed length/time available.  

Session #1, March 4, 2022: 

1. Introductions: Researchers and participants 
a. “We’d like to go around the Zoom room and have everyone introduce themselves, and 

their roles with the MDCP.” [Griffin and Latisha start introductions] 
2. Reorientation to consent agreement, voluntary participation, and protocol to avoid disclosure of 

PHI or sensitive data  
a. “We appreciate all of you submitting your signed consent forms. We want to remind 

you of some of the important guidelines it included, since observing them will make 
sure that everyone can participate comfortably and safely today. 

i. Your participation is voluntary; you may opt out at any time for any reason, and 
you don’t need to tell us why. 

ii. We will not discuss sensitive information in these sessions. Please do not share 
protected information about yourself or your patients. Instead, we ask that you 
stick to generalized observations about the experience of legal needs in the 
MDCP. We’ve created a story completion exercise with an imaginary situation 
for just this purpose. 

3. Description of research objectives and background: 
a. “This study aims to assess the value proposition of team-facing legal partnering (TFLP) as 

an intervention for the Moms Do Care program (MDCP) serving pregnant and post-
partum people with opioid use disorder (P4WOUD) at Lynn Community Health Center 
(LCHC) and to develop sustainability & scale recommendations for expanding TFLP more 
broadly for moms and their families. 

4. Co-creation of group norms 
o “We now invite you to share norms and rules that we will respect as a group during our 

time together.  These will underpin our conversations and create a trauma-informed 
space and ensure mutual respect and psychological safety (e.g., “listening with respect, 
non-judgement, and compassion” and “Feel free to care of yourself by eating, turning 
off your camera if needed.” etc.)” 

a.  
5. Discussion: How do legal needs affect Moms Do Care Program (MDCP) Patients? 
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a. “Let’s start off by sharing observations about how legal needs affect the experience of 
your MDCP patients…” 

6. Orientation 
7. Story completion exercise: Describing ‘the typical patients’ legal journey through recovery 

a. “We’ll now describe an imaginary scenario of a MDCP Participant Mom experiencing 
legal challenges typical for the population. At the end, we’d like you to imagine and 
describe the potential experience of the Participant Mom in that scenario and describe 
the possible paths the imaginary situation may take next.” 

b. “An imaginary MDC Participant Mom with active OUD finds out she’s 3-months 
pregnant. What might happen next in a typical MDC scenario? 

c. ...Later in the story, the Care Team files a mandated report to DCF about this mother.  
What might happen next in a typical MDC scenario? 

d. ...Later in the story, DCF takes custody of the child.  What might happen next in a typical 
MDC scenario? 

e. ...Later in the story, Mom is able to have supervised visits with her child. What might 
happen next in a typical MDC scenario? 

f. …Later in the story, Mom regains custody of her child. What might happen next in a 
typical MDC scenario?...” 

8. Discussion: How do care teams support the legal needs of MDCP Patients? 
a. “Next, we’d like to start off by sharing observations about how Participant Moms’ 

experience of legal needs affect the how MDCP care teams support them…” 
b.  

9. Story completion exercise: Describing ‘the typical care team support’ for a patient’s legal 
journey through recovery 

a. “Recall our first scenario. Now, however, please describe the potential actions of the 
Participant Mom’s care team providers. What might be the experience of those 
providers as they try to support the imaginary Participant Mom through her legal 
challenges?” 

b.  
10. Wrap-up (allow 5 extra minutes to complete experience survey) 

a. “Thank you all for your time and thoughts, today. We invite you to use the remainder of 
our time together to complete the experience survey so that we can improve your 
experience.” 

 

Session #2, March 11, 2022: 

1. Re-orientation to consent agreement, voluntary participation, sensitive data non-disclosure 
protocols and group norms. 

a. “Let’s first recall the important ground rules of our group, including your voluntary 
participation, agreement not to disclose any sensitive information, and the ground rules 
you created as a group…[reads ground rules]” 

2. Review of Session 1 concepts and stories 
3. Review of Potential MDCP Participant Mom Survey 
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a. “Based on our first session, we’ve created questions that will explore the experience of 
legal needs of MDCP Participant Moms. 
We will read each question together, discuss what they’re asking, and ask you to 
propose edits and additions to the questions.” 

4. Review of Potential MDCP IDT Member Survey 
a. Facilitators will present Peer Moms with potential survey questions targeted toward 

MDCP IDT Members based on the discussions and insights elicited by Peer Moms during 
Session 1. 

b. Peer Moms will read, discuss, and propose edits and additions to the questions. 
c.  

5. Discussion 
6. Wrap-up (allow 5 extra minutes to complete experience survey) 
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