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May 21, 2026


William Anderson, Esq. Office of the General Counsel Department of Public Health
250 Washington Street, Boston, MA 02108. VIA E-MAIL: Reg.Testimony@mass.gov

RE: 105 CMR 272: Department of Public Health Care of Infants with Prenatal Substance Exposure

Dear Attorney Anderson,
Thank you for the opportunity to submit comments on the proposed regulations of the Department of Public Health on the care of infants with prenatal substance exposure found at 105 CMR 272.000.
I am the Executive Director of South Coastal Counties Legal Services, Inc. ("SCCLS"), and I am writing on behalf of the clients we have worked with through the Family Preservation Project ("FPP"). SCCLS is a private, non-profit law firm which provides free legal help. Our mission is to fight injustice and poverty by advocating on behalf of low-income individuals and families across Southeastern Massachusetts, the Cape and Islands, in civil matters when their basic needs are at stake.
Through the FPP, we represent parents facing involvement from the Department of Children and Families ("DCF"). With an interdisciplinary team that combines lived experience, holistic case management, and direct legal representation, our goal is to preserve family unity and prevent removals by DCF. We have worked with families that have directly experienced the harms of the mandated reporting requirements for infants born exposed to substances and our comments reflect their lived experiences and the potential impacts of this proposed regulation on situations like theirs.
We support the changes proposed by the Department of Public Health ("DPH") to replace automatic reporting to DCF with updated reporting requirements to DPH. These changes are necessary to respond to the harms caused by unnecessary reporting that leads to extended oversight and unnecessary surveillance of families by DCF. We urge the importance of additional guidance, support, and training around the creation of Family Care Plans. We also offer some cautionary notes about the potential unintended consequences of the updated reporting regulations, specifically on the reporting of identifiable information of birthing people and infants with prenatal substance exposure to DPH.
I. Replacing automatic reports to DCF of all newborns with exposure to substances is necessary to address the significant harm caused to families.
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Automatic reporting to DCF of families based solely on positive drug tests causes significant harm, and the proposed regulations are necessary to mitigate some of that harm.
We have worked with a number of families that have experienced the long-term consequences of these automatically triggered reports. We've had multiple clients that were reported to DCF following their children's birth solely because their children tested positive for methadone-a medication they were prescribed
and receiving as part of active and heavily monitored substance use treatment plans.1 These parents were labeled as "neglectful'' and penalized for taking their prescribed medications. Many of these parents chose to start taking methadone and begin their recovery journeys when they found out they were pregnant-they made the brave and difficult choice, in consultation with medical professionals, to engage in medication assisted treatment as the safest option for their baby. Yet their children testing positive for this substance was treated not as an indicator of compliance with a prescribed medication regime, but rather a marker of danger.
For these families, this report triggered years of involvement from the Department of Children and Families. This ongoing involvement and surveillance are often coupled with outdated and harmful views of substance use treatment-especially for those parents engaged in medication assisted treatment. The families we have worked with have demonstrated strong commitment to their recovery, yet these outdated views have created impossible standards for "safety" that have prevented case closure.
For example, one client we've worked with, Angie*, described the incredibly invasive surveillance her family experienced throughout DCF's involvement following her child's birth. She had decided to start methadone during her pregnancy, as was recommended by her doctor to ensure the safety of her baby. DCF was called to the hospital after her daughter's birth solely because she tested positive for methadone upon delivery. What should have been a joyous occasion-welcoming the birth of their healthy baby-turned into a nightmare of stress, allegations, and intrusion into this intimate moment the family should have been entitled to celebrate. From that call followed over two years of ongoing surveillance from DCF, at the same time that Angie and her partner were living in residential treatment facilities and engaging with a rigorous care plan including support group meetings and classes, meetings with clinicians, drug screening, and other programming. Fully compliant with their treatment programs, Angie and her partner were still viewed with distrust and labeled as "neglectful" for "concerns" that were clearly rooted in biases about a history of substance use and symptoms of poverty, such as housing instability. When we met Angie, she was working with a strong network of substance use providers, including recovery coaches, clinicians, and parent partners-all of whom denied having any concerns of substance use in the household. Yet the ongoing DCF worker continued to do random, unannounced visits (that interrupted the in-home services they wanted the family to complete) and pushed the family to enroll their child in daycare so there could be "extra eyes" on her, based on an unwarranted mistrust of their parenting and recovery.
Drug screens and testing alone are not metrics by which parenting capabilities should be automatically determined. Yet the injustices our clients have experienced reflect the devastating consequences for families across the state when these tests serve as the sole basis for a report to DCF.
II. The proposed regulations would prevent harm to families, not put children at greater risk of harm.
The data does not support the proposition that the proposed changes to these regulations would make children less safe or at greater risk of harm. Eliminating this automatic trigger to DCF involvement makes



1 National Institute on Drug Abuse, "Medications for Opioid Use Disorder," March 2025, https://nida.nih.gov/research-topics/medications-opioid-use-disorder#few-people.
*Angie is a pseudonym for this client.

families safer-a position shared by medical experts in the field. Indeed, according to the American College of
0bstetrician-Genecologists,
"[s]eeking obstetric-gynecologic care should not expose a woman to criminal or civil penalties, such as incarceration, involuntary commitment, loss of custody of her children, or loss of housing. These approaches treat addiction as a moral failing. Addiction is a chronic, relapsing biological and behavioral disorder with genetic components. The disease of substance addiction is subject to medical and behavioral management in the same fashion as hypertension and diabetes. Substance abuse reporting during pregnancy may dissuade women from seeking prenatal care and may unjustly single out the most vulnerable, particularly women with low
incomes and women of color."2
In New York City, the city experienced a decrease in the number of calls made to their child welfare agency without any increase in harm to infants following policy changes that eliminated nonconsensual drug testing at birth and encouraged providers to directly connect parents with substance use disorder with resources
and supports.3 These policies are similar to the regulations proposed here, which redirect the response to substance exposure to focus on connection to resources through family planning, rather than an immediate call to report child neglect.
Research by Dr. Davida Schiff also demonstrates that the previous mandated reporting scheme was actually more dangerous for birthing parents, and by extension, their children. Her research focused on the decision making of birthing parents in Massachusetts around medication for treating/opioid use disorder.4 The research documents the harmful impact of this reporting requirement, including increased anxiety and stress,
knowing that they would be subject to invasive investigations as soon as their babies were born, and cessation
of treatment that had been effective for years5. Coupled with the significant stigma that already exists for
people with a history of substance use disorder that creates barriers to engaging with treatment, the previous reporting requirements made families less safe because it caused parents to risk their own health to avoid unnecessary involvement from the state. Too often, the law considers the safety of children as separate from that of their parents and their families. In reality, and in our experience representing parents in these situations, ensuring that parents have access to the supports, resources, and treatments they need makes the whole family safer.
III. Additional training, guidance, and clarity must be implemented to ensure that the Family Care Plans are rooted in clinically appropriate responses to concerns of substance use.
A care-based approach to responding to concerns of prenatal substance use exposure is necessary to ensure that both the birthing parent and the newborn have access to the resources and supports they need. Our

2 The American College of Obstetrician-Genecologist Committee on Health Care for Underserved Women, "Substance Abuse Reporting and Pregnancy: The Role of the Obstetrician-Genecologist," Committee Opinion Number 473 (January 2011) (reaffirmed 2022), https://www.aco2.org/clinical/clinical-guidance/committee-opinion/articles/2011/01/substance-abuse-reporting-and-pregnanc -the-role-of-the-obstetrician-gynecolo!!ist.
3 Cat Pisciotta and Nora McCarthy, "Newborns and Infants," NYC Family Policy Project, 2023, ht1ps://familypolicynvc.or data-brief/newborns-and-infants-2023/.
4 Davida M. Schiff, Erin C. Wolk, Serra Muftu, Shayla Partridge, Kathryn Dee L. MacMillan, JessicaR. Gray, Bettina B. Hoeppner, John F. Kelly, Shelly F. Greenfield, Hendree E. Jones, Timothy E. Wilens, Mishka Terplan, Judith Bernstein, "You have to take this medication, but then you get punished for taking it:" lack of agency, choice, and fear of medications to treat opioid use disorder across the perinatal period, Journal of Substance Abuse Treatment, Volume 139, 2022, https://www.sciencedirect.com/science/article/pii/S0740547222000472.
5 Massachusetts General Hospital, "Researchers question law requiring CPS notification when medications for opioid use disorder are used during pregnancy," Medical Xpress, (May 31, 2023) hllps://medicalxpress.com/news/2023-05-law-reguiring-cps-notification-medications.html.

work has especially highlighted the need for subject-matter expertise in creating plans with families that are effective, reduce harm, and responsive to evidence-based practices in substance use treatment.
All too often, our clients have experienced the pervasive and damaging effects of biases associated with a history of substance use, especially from those without this subject matter expertise. From dismissive treatment at medical providers' offices to inappropriate and offensive comments made by people providing services to their families, these biases have caused harm and reflect the reality that while a care-based approach is vital to supporting families with prenatal substance exposure, so too is additional work to address the stigma and inaccurate information often associated with substance use. For example, one client was engaging with an Early Interventionist for her child and the worker reported to the ongoing DCF worker that she thought the client had the "heroine hunch" after the client reported experiencing back pain and being unable to stand upright. Another client's sister was told by the ongoing DCF worker that DCF's intervention was necessary because the worker was worried that the client's child would "wake up one day to find both her parents dead from an overdose"-after the parents had provided multiple negative drug tests and had glowing recommendations from their ongoing substance use treatment providers denying any concerns of ongoing use. These were inappropriate comments made by the very providers that parents were told were there to help them and support their children.
In our experience, when DCF gets involved following an allegation of neglect based on parental substance use, they will create a "safety plan" that they expect parents to follow in order to prevent the removal of their children. These plans are often not made in collaboration with the parents, are not responsive to the families' actual needs, and are overburdensome and difficult to fully comply with. These plans also often do not reflect the evidence-based practices followed by substance use treatment providers. Significantly, they also carry the threat of penalization for non-compliance-parents are told that if they do not follow these plans (sometimes informally handwritten on a piece of notebook paper or just told orally to the parents with no written documentation), their babies will be taken away from them. Taken in full, this means that these "safety plans" do not result in greater safety and lead to unnecessary and traumatic removals of children from their homes when parents are "non-compliant" with these ineffective plans.
For example, we worked with a client who had to agree to a safety plan that required her mother, who was also low-income and renting her own apartment, to move in with the client indefinitely, so that there would be constant oversight of the parent and the baby. This plan was not written down anywhere, just told to our client before she was discharged from the hospital with her newborn. She was told that if she did not agree to the plan, DCF would take her baby away from her. The unrealistic expectations set by DCF and the parent's very real worries of having her child removed prevented the family from being able to openly engage with dialogue about what supports they needed and what effective safety measures could actually look like for her and her child. She was not better able to engage with treatment, nor better connected with resources as a result of this plan. She was not in a safer position, nor was her child. Instead, her and her child were at greater risk of trauma, given the heightened risk of removal if she was not able to follow through on the "safety plan" to which she had been forced to agree.
We share this to highlight the importance of a non-penalizing approach to creating the Family Care Plans outlined in the regulations, and to raise the concern of the need for additional training and support for those that would be completing these Care Plans with families, to combat the pervasive stigma that, as outlined above, cause significant harm for patients. While the Family Care Plans have the potential to better meet the needs of families and provide the kind of holistic care that parents and children need, it is also necessary to respond to the realities of biases that individuals with a history of substance use disorder confront on a daily basis, even (and sometimes especially) in healthcare settings.
IV. Collecting identifiable data about birthing people and infants may have detrimental consequences.

Finally, we also have concerns about the potential consequences of collecting identifiable information about birthing people with substance use disorder and infants with prenatal substance exposure.
In our work representing parents with DCF involvement, we continually see the negative impacts of the Department's database collecting identifiable information about people who have had allegations of abuse or neglect associated with them. For example, because of the cyclical nature of involvement with the family regulation system, our clients often had some involvement with the Department from when they were
children-involvement that is brought up and referenced decades later as "a history of involvement with DCF." To create a database collecting this same kind of information for infants exposed to substances or birthing people who have substance use disorder may have similar unintended consequences for those identified-particularly in thinking about how that data may be used across agencies.
Given that agencies may share data and information with one another, we raise concerns about the potential negative impacts of this data collection beyond the initial report made to DPH. For example, would DCF be able to access the information about parents with substance use disorder and their newborns with prenatal exposure? Is this something that could be used as evidence against them if they were to later become involved with DCF, months or years after the data was collected? The purpose of the 2024 legislation and these regulations is to better serve both birthing parents and their infants, rather than overreporting and penalizing parents for their medical conditions. This should necessarily include considerations beyond just avoiding the initial triggering report, looking towards the potential long-term consequences of the creation of this kind of database of information.
We appreciate your consideration of these comments in response to the proposed regulations. We look forward to further discussions with you to advance our shared goals of best supporting families across Massachusetts.






· opher Oldi, Esq. Executive Director
South Coastal Counties Legal Service
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