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Key points

e Health care providers overreport birthing people who use drugs to child welfare. This
overreporting disproportionately affects Black and Indigenous birthing people, babies,

and families.

e Reporting requirements do not keep babies safe. Reporting requirements expose

babies to the harms of family separation.

e Health professionals should focus on reducing overreporting by limiting the use of urine
drug tests to the very few clinical indications.

Background

Health care providers are a significant source of child welfare reports related to pregnant and
birthing people’s substance use. A key policy relevant to this reporting is the Child Abuse Prevention
and Treatment Act (CAPTA), a federal law first enacted in 1974. CAPTA provides funding and
guidance regarding prevention, investigation, and intervention of child abuse and neglect. Although

CAPTA did not originally include reporting requirements related to pregnant and birthing people’s
substance use, subsequent CAPTA reauthorizations introduced reporting requirements related to
pregnant and birthing people’s substance use." In the past two decades, state governments have

adopted a range of reporting requirements, many of which go above and beyond federal
requirements. The number of states that have one or more child welfare reporting requirements

related to pregnant or birthing people’s substance use increasing from 11 in 2000 to 26 in 2021.2

While some reports to child welfare related to birthing people’s substance use by medical
professionals are legally required, many are not and consist of “overreports” to child welfare
agencies. “Overreports” are reports that go beyond what is legally mandated, for example reporting

a birthing person based solely on them having a history of a substance use disorder or receiving

treatment for a substance use disorder.3#

Between 2000 and 2021, the rates of infants
investigated by child welfare have doubled, with
investigations following reports by medical
professionals increasing more rapidly than
investigations following reports by other
mandatory reporters.® More than one-third of

“Overreports” are reports that go beyond
what is legally mandated, for example
reporting a birthing person based solely on
them having a history of a substance use
disorder or receiving treatment for a
substance use disorder.
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these investigations of infants relate to birthing people’s substance use.® The racial inequities in
these investigations are stark, with 5.4% of Black, 3.2% of Indigenous, and 2.5% of White infants
investigated.® Healthcare provider reports are a big source of these racial inequities in investigations.
Research has found that health care providers report Black newborns to child welfare or health
authorities up to four to 10 times more often than they report White newborns.%® There are racial
inequities at each step along the child welfare pathway (i.e. from report, to investigation, to
temporary family separation, to permanent severance of legal ties).®

U.S. child welfare investigations of infants initiated
following a medical professional report, 2010-2019, by
child race/ethnicity
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One reason health care providers overreport to child welfare is that they believe that, if they do not
report, the baby might be harmed.'° Unfortunately, evidence does not support that reporting
requirements actually keep babies safe or improve their health. Statutes that mandate child welfare
reporting related to pregnant people’s substance use are not associated with reduced infant
maltreatment or improved infant health.'-'* Instead, a long body of research indicates that these
reports lead pregnant and parenting people who use drugs to mistrust healthcare providers and thus
avoid and disengage from health care and treatment,'>'® and increase risk for adverse maternal and
infant health outcomes, including maternal morbidity and mortality.
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Urine drug testing is oft(_an the first step in starting a Making urine drug testing universal or
process that leads providers to report a pregnant standardizing urine drug testing and

or birthing person to child welfare.’® Healthcare reporting protocols does not reduce racial
providers disproportionately test Black birthing inequities in reporting.

people and newborns for drugs.’®? For decades,
people have suggested that making drug testing
universal eliminates bias related to urine drug testing. Unfortunately, making drug testing universal
does not actually eliminate bias, as there are racial inequities in responses to positive drug tests,
with providers reporting more Black than White newborns after positive tests.”?' For decades,
people have suggested that standardizing hospital protocols regarding urine drug testing and child
welfare reporting related to birthing people’s drug use will reduce racial inequities in reporting.
Unfortunately, standardizing these protocols has not helped and instead institutionalizes the racism
that already existed.®

Routine drug testing of birthing people and newborns conflicts with professional society
recommendations.??23 Research indicates that routine urine drug testing of birthing people and
newborns does not affect clinical care,?* which means that standardized testing policies and
universal testing policies that increase testing just expose more people to the adverse
consequences of a positive test, including a report to child welfare. Instead, health professionals
should address overreporting by restricting urine drug testing to only the very few clinically indicated

reasons.?
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