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Project Nurture Integrates Care
And Services To Improve
Outcomes For Opioid-Dependent
Mothers And Their Children

ABSTRACT Children born to women with substance use disorders are at
high risk for early foster care placement, which is associated with long-
term adverse outcomes for children and places additional pressure on
state budgets. Poor outcomes for drug-dependent mothers and their
children may be further exacerbated by a lack of coordination between
the health care and human services sectors. Project Nurture is an
innovative model in Portland, Oregon, that integrates maternity care,
substance use treatment, and social service coordination for Medicaid
beneficiaries. This study assessed the impact of Project Nurture on a
range of patient and child welfare outcomes. Among the “treatment”
population of opioid-dependent women enrolled in Medicaid, Project
Nurture was associated with reductions in child maltreatment, placement
of children in foster care, and increases in both prenatal visits and
maternal lengths-of-stay in the hospital, compared to opioid-dependent
women enrolled in Medicaid in Oregon counties not served by the
project. These results suggest that models based in a clinical setting that
engage the human services sector may improve overall outcomes, even
though the difficulty in sharing savings across sectors presents challenges
to sustainability.

A
fter a decade-long decline, the na-
tional foster care caseload began to
rise in 2012 and has steadily in-
creased since then.1 The increased
prevalence of substance abuse—

particularly the abuse of opioids—has been iden-
tified as a contributing factor.2–7 These shifts
have strained the child welfare system,1 increas-
ing the likelihoodof long-termadverseoutcomes
for children and families and creating significant
budget implications for states.8–10

Systemic separation between the health care
and human services sectors exacerbates the risk
of poor health and child welfare outcomes.Wom-
en with substance use disorders who become
pregnant may be reluctant to seek prenatal care

because of fears that the health care team will
report them to child welfare officials. This leads
many women to avoid or delay getting prenatal
care, which risks their infant’s health as well as
their own.11 In the absence of appropriate care,
these women are more likely to experience ad-
verse pregnancy and delivery outcomes such as
placental insufficiency, preeclampsia, cesarean
delivery, and premature labor.12–14 Their infants
are at higher risk of preterm birth and low birth-
weight, which are associated with a host of ad-
verse health outcomes later in life.15–17

New ways to address addiction treatment in
pregnant women are needed for several reasons.
First, these women have a variety of needs, in-
cludingmaternity care; substance use treatment;
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and support in navigating the legal, health care,
and human services systems. Second, most pro-
viders who focus on maternity care have little
experience in substance use treatment, while
providers who focus on substance use treatment
have little experience in caring for pregnant
women. In both cases, the identification of the
combination of pregnancy and substance use
disorder—by any provider—may trigger legal re-
quirements to place a newborn in foster care,
even if alternative arrangements would be better
for the mother and her child. Third, the chal-
lenges to working across sectors are numerous
and complicated. Historical examples of cross-
agency coordination between state health agen-
cies (including Medicaid) and human services
agencies are sparse. Thus, while there is a theo-
retical justification for models that successfully
integratematernity care and substance use treat-
ment, relatively little is known about the poten-
tial for these models to affect outcomes that ex-
tend beyond health care into the child welfare
setting.
Project Nurture is a potentially promising ap-

proach to these challenges. The Project Nurture
model was implemented in 2015 by a coalition of
maternity care and substance use treatment pro-
viders at three sites in Portland, Oregon, and
supported by one of Oregon’s coordinated care
organizations. The coordinated care organiza-
tion model, initiated across the state in 2012,
provided a new system of care delivery for the
state’s Medicaid enrollees that incorporates a

global budget andallows flexibility inusingMed-
icaid funding to experiment with new models of
care.18–20

Project Nurture integratesmaternity care with
substance use treatment and features coordina-
tion between the health care and human services
sectors. The model provides pregnant women
with peer support, clinical care, and links to so-
cial services with the goal of safe and healthy
parenting in an environment that patients view
as respectful and nonjudgmental (exhibit 1).
Cornerstones of the model include an emphasis
on building andmaintaining trust between clini-
cians and their patients and establishing a trans-
parent relationship between clinical providers
and the child welfare staff of the state’s Depart-
ment of Human Services (DHS).
Project Nurture’s linkage with the DHS con-

sists of both formal and informal ties. DHS lead-
ers served on the project’s steering committee in
its first two years. Child welfare workers and
DHS supervisors attended quarterly collabora-
tive meetings, which created the opportunity for
them to mingle with clinical and health care sys-
tem personnel. Personnel from the DHS provid-
ed guidance toProjectNurture staff about how to
serve as advocates for their patients (for exam-
ple, in court), how to navigate the child welfare
system, and the sequencing of events that would
result in foster care placement, as well as the
steps that women could take if they wished to
remain with their child.
Given the importance of cross-sector collabo-

Exhibit 1

The Project Nurture model of care

Model
elements

Project Nurture components

Maternity care Substance use treatment Peer support Social services coordination
Services Prenatal care, inpatient

maternity stay, postpartum
care (1 year), breast-feeding
support, reproductive health,
contraceptive services

SUD assessment, Level 1
outpatient care, opioid treatment
program, medication-assisted
treatment, coordination between
residential treatment and
prenatal/postnatal care

Mentoring—focus
areas include
pregnancy, addiction
recovery, parenting,
health system
interactions

DHS or child welfare navigation and
advocacy, housing and safety
planning, coordination of
probation or parole with
treatment needs, accessing
social assistance programs,
judicial advocacy

Providers Family physicians, nurse-
midwives

Alcohol and drug counselors, peer
recovery mentors

Peer recovery mentors,
doulas

Child welfare workers, alcohol and
drug counselors, peer recovery
mentors

Format or
frequency

Individual visits, group visits
(weekly)

Individual assessments, group visits
(weekly)

Group visits, one-on-
one meetings in the
community, frequent
phone and text
contact

Weekly or continually as needed

Principles or
approach

Team-based, high-touch, or
intensive interdisciplinary

Group model, trauma-informed,
nonjudgmental

Trust and confidence
building, healing and
change

Relationship building, cross-sector
coordination, communication

SOURCE Authors’ analysis of documents about the Project Nurture model. NOTES SUD is substance use disorder. DHS is Department of Human Services.
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ration in the Project Nurture model, we sought
to understand the project’s impacts on outcomes
in the health care and human services sectors.
We assessed foster care placement and child
maltreatment in the twelve months following
birth, infant birth outcomes, and use of key
health services—including prenatal visits and
high-needs care in the birth hospitalization.

Study Data And Methods
Study Population Our study population con-
sisted of women covered by Medicaid who had a
hospital birth and concurrent diagnosis of opi-
oid use disorder (OUD) in the period 2012–17.
We studied women with OUD because this was
the dominant condition treated in the Project
Nurture sites.We identified the birth event using
a published algorithm based on diagnosis-relat-
ed groups.21We includedwomenwhohad at least
one diagnosis code for OUD within fifteen
months before the delivery date (excluding the
delivery date). For our main analysis we restrict-
ed our focus to women ages 18–40 with OUD,
and we excluded women with a concurrent diag-
nosis of methamphetamine use.
We obtained linkedMedicaid claims data from

the Oregon Health Authority and birth certifi-
cate data from its vital records, as well as child
welfare records from the Oregon DHS. The DHS
maintains a crosswalk between agency-specific
identification numbers, which enables a wom-
an’s medical claims to be linked to her child’s
medical, child welfare, and birth certificate data.

Study Design We used a difference-in-differ-
ences analysis that compared outcomes in 2012–
14 to outcomes in 2016–17, after Project Nur-
ture’s implementation. We excluded 2015 as a
transition year because Project Nurture was im-
plemented across the three sites during that
year.
We defined our “treated” population as opioid-

dependent women with a hospital delivery in
Multnomah County, which includes the hospi-
tals that partnered with Project Nurture sites for
deliveries and contains themajority of the city of
Portland. Our comparison group included opi-
oid-dependent women in other counties in Ore-
gon, excluding two counties that were part of the
Portland tricounty area. (We excluded women
from these counties because of potential contact
with Project Nurture. In sensitivity analyses dis-
cussed below, we tested models that included
these counties as part of the comparison group).
Our choice of a treatment group reflects the

following practical and methodological con-
cerns. First, to avoid barriers to care, Project
Nurture never requiredwomen to sign a consent
form. Instead, participants were simply invited

into theprogramwithout being asked to enroll, a
practice that promoted use of the model but did
not allow for a registry of identified patients that
could be used for research purposes. Thus, our
definition of treatment as giving birth within
Multnomah County served as a proxy for expo-
sure to the Project Nurture model.
Second, defining the receipt of treatment at

the county level ameliorated potential selection
effects, according to which high-risk women
would have been more likely to be directed to
Project Nurture sites and outcomes for women
and children served by Project Nurture might
have looked worse than outcomes at other sites
within thePortlandarea—even if ProjectNurture
were providing better care. Because of this ap-
proach, ours may be seen as an intent-to-treat
analysis.
Variables We assessed two measures of out-

comes related to the human services sector:
foster care placement and substantiated reports
of child maltreatment within the first twelve
months of life. We also assessed five measures
related tohealthoutcomes: infantsbornwith low
birthweight, defined as less than 2,500 grams;
preterm birth, defined as birth at fewer than
thirty-seven weeks gestation; number of prena-
tal visits, based on birth certificate self-report;
newborns with high-needs care, defined as reve-
nue codes of 172, 173, or 174; and hospital
length-of-stay for mothers upon delivery, mea-
sured in days.
Statistical Analysis We used multivariate

linear models to conduct our difference-in-
differences analyses. Our models of human ser-
vices outcomes adjusted for maternal age, race/
ethnicity, education at time of birth, an indicator
of a short (less than eighteen months) interval
between the current and prior birth, an indicator
of tobacco use during pregnancy, and number of
previous births (parity). For health-related out-
comes, our models included the covariates de-
scribed above as well as the number of previous
pregnancies, the presence of any previous pre-
term births, the presence of a previous cesarean
section birth, the sex of the newborn, and the
number of infants born at the delivery in ques-
tion (plurality).We adjusted standard errors for
clustering at the county level. We tested the as-
sumption of pre-intervention parallel trends
across all outcomes.22,23

We conducted several sensitivity analyses, in-
cluding an analysis that broadened the compari-
son group to include two counties that were part
of the Portland metropolitan area (Clackamas
and Washington Counties), an analysis restrict-
ed towomen ages 18–35 (that is, excludingwom-
en of advancedmaternal age), and an analysis of
women with methamphetamine use. Our sensi-
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tivity analyses also included foster care place-
mentandsubstantiated reports of childmaltreat-
ment within the first six (as opposed to twelve)
months of life, the time period when Project
Nurture would be likely to have the greatest im-
pact.We used R (version 3.6.1) for all analyses.
The Institutional Review Board at Oregon

Health & Science University approved this re-
search.
Limitations Our study had several limita-

tions. First, we did not have identifiers ofwomen
served by Project Nurture, a limitation that
arose out of concerns about potential barriers
to care that a registration process would have
created, as well as 42 Code of Federal Regula-
tions, Part 2 restrictions on sharing information
about patientswith substance use disorders.24 As
a result, we defined our treatment group as all
opioid-dependent women with a hospital deliv-
ery in Multnomah County. As noted above, our
analysis should therefore be viewed as an intent-
to-treat analysis. This limitation—that our “treat-
ment” group included women who were not ex-
posed to ProjectNurture—would tend to bias our
results toward the null.
Second, our study period included the intro-

duction of a variety of national and statewide
initiatives designed to improve access to opioid
use treatment. We could not directly attribute
changes in outcomes to the Project Nurture in-
tervention, althoughourdifference-in-differenc-
es approach was designed to net out secular
changes occurring across the state.
Third, our study took place during a period

when Oregon’s child welfare system was under
significant stress and struggledwith overwhelm-
ing caseloads, funding constraints, and mis-
management. A report from the Oregon secre-
tary of state’s office released in January 2018
identified “chronic and systemic management
shortcomings that have a detrimental effect on
the agency’s ability to protect child safety.”25 This
stress occurred across the state.We are unaware
of any differences between the child welfare sys-
tem in Multnomah County and the rest of the
state that would have affected our results, but we
cannot rule such differences out.
Fourth,weusedadministrative data,which are

limited in their ability to adjust for differences in
riskor toprovide a comprehensive assessment of
thequality of life benefits that couldbe conferred
through a program like Project Nurture.
Fifth, our study did not address maternal

health outcomes or child health outcomes be-
yond birth.
Sixth, our analysis compared outcomes in the

urban center of Oregon to those in counties that
are a blend of smaller urban and rural centers.
Although we tested for parallel trends between

the intervention and comparison counties, it is
possible that differential shifts in opioid use and
dependence in rural and urban areas over our
study period influenced our results.
Finally, in contrast to many other states, Ore-

gon does not consider substance use during
pregnancy to be a form of child abuse under civil
child welfare statutes and does not mandate re-
porting by providers if drug use is diagnosed or
suspected.26 Certain components of the Project
Nurture model may be infeasible in states with
more restrictive laws.

Study Results
Our study included 1,531 Medicaid enrollees,
including 624 from Multnomah County and
907 from other counties in Oregon (exhibit 2).
Relative to women in our comparison group,
women who gave birth in Multnomah County
were slightly older, less likely to be white, and
less likely to use tobacco, as well as having a
higher number of previous pregnancies, on av-
erage. Across both the treated (Multnomah
County) and comparison counties, women in
the post-intervention period were slightly older
than women in the pre-intervention period. On-
line appendix A provides additional details.27

The implementation of Project Nurture in
Multnomah County was associated with reduc-
tions in the placement of children in foster care
within the first twelve months of life. Among
Medicaid-enrolled women with OUD who gave
birth in Multnomah County, the placement rate
dropped from 19.7 percent in 2012–14 to 16.6
percent in 2016–17, while the rate increased in
the comparison group from 14.2 percent to
19.4 percent (exhibit 3). In our adjusted differ-
ence-in-differences model, this translated into
a decrease of 8.3 percent associated with the
implementation of Project Nurture. The rate of
substantiated reports of child maltreatment
displayed a similar pattern, decreasing from
29.9 percent to 26.3 percent in Multnomah
County and increasing from 24.5 percent to
28.1 percent in comparison counties. In our ad-
justed difference-in-differences model, this
translated into a decrease of 7.2 percentage
points associated with the implementation of
Project Nurture. Our tests for parallel pre-inter-
vention trends across these measures did not
indicate significant differences in trends before
the intervention.
We also observed some changes in clinically

related outcomes. For example, Project Nurture
was associated with an increase of 1.13 prenatal
visits and an increase of 0.46 days in maternal
lengths-of-stay. Tests for parallel pre-interven-
tion trends across these measures did not indi-
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cate significant differences in trends before the
intervention.We did not observe any significant
differences associated with rates of preterm
birth, low-birthweight infants, or newborns re-
quiring high-needs hospital care. Full regression
results are in appendix B.27

Sensitivity analyses yielded similar results.
Analyses that broadened the comparison group
to include two counties that were part of the
Portland metropolitan area yielded results that
were similar to those in our main analysis (ap-
pendix C).27 We also observed similar findings in
analyses that excluded women of advanced ma-
ternal age (older than age thirty-five), although
this population experienced a significant in-
crease of 5.9 percent in preterm births (p =
0.005; appendix D).27

Our main analyses focused on women with
OUD and excluded women with any history of
methamphetamine use.However, since 2012 the
rate of foster care placements associated with
methamphetamine use has been increasing at
a pace similar to that associatedwithOUD,while
the rate of placements associated with other
substance use disorders has been relatively flat
(exhibit 4). Thus, we conducted sensitivity anal-
yses of women with methamphetamine use (ap-
pendix E).27 These analyses frequently failed the
parallel trends test, suggesting different trajec-
tories for these women in the treatment and
comparison counties before Project Nurture im-
plementation. Generally, these analyses did not
indicate benefits associatedwith ProjectNurture
among women with methamphetamine use.27

Exhibit 2

Characteristics of women in Project Nurture in Multnomah County, Oregon (treated group),
and comparison-group Oregon counties, before (2012–14) and after (2016–17) project
implementation

Treated group Comparison group

Characteristics
2012–14
(n = 335)

2016–17
(n = 289)

2012–14
(n = 473)

2016–17
(n = 434)

Mean age (years) 28.2 29.2 27.0 27.8

Race/ethnicity
White 79.1% 79.6% 87.9% 87.8%
Black 7.8 4.8 1.1 0.5
Hispanic 8.1 11.4 6.1 8.8
American Indian/Alaska Native 4.5 3.1 4.2 2.3
Other/unknown 0.6 1.0 0.6 0.7

Education
Less than high school 26.9% 24.9% 24.1% 25.1%
High school graduate or GED 29.3 25.6 35.5 35.3
Some college 42.7 44.6 37.4 35.7
College graduate 0.9 3.5 2.1 3.2
Unknown 0.3 1.4 0.8 0.7

Clinical risk factors
Tobacco use 63.0% 61.6% 70.6% 70.0%
Short interpregnancy interval 7.5% 8.7% 7.4% 6.5%
Prior preterm birth 9.6% 9.7% 6.6% 9.0%
Prior cesarean delivery 19.1% 21.8% 15.0% 12.4%
Prior pregnancies (no.) 3.8 3.6 3.3 3.3

Mean parity 2.5 2.5 2.4 2.4

SOURCE Authors’ analysis of 2012–17 linked Medicaid claims data from the Oregon Health Authority
and birth certificate data from its vital records, as well as child welfare records from Oregon’s
Department of Human Services. NOTES Project Nurture was implemented in 2015. Parity indicates
the number of pregnancies that reached viable gestational age.

Exhibit 3

Changes associated with Project Nurture implementation in 2015

Outcomes

Project Nurture county (n = 624) Comparison counties (n = 907)
Adjusted difference-
in-differences estimate

2012–14 2016–17 Change 2012–14 2016–17 Change Average 2-year effect
Human services outcomes

Placements of children into foster care within
first 12 months of birth 19.7% 16.6% −3.1% 14.2% 19.4% 5.2% −8.3%****

Substantiated maltreatment within first
12 months of birth 29.9% 26.3% −3.6% 24.5% 28.1% 3.6% −7.2%***

Clinical or utilization outcomes

Prenatal visits (no.) 9.7 10.0 0.3 10.4 9.6 −0.8 1.13****
Preterm births 17.6% 19.7% 2.1% 14.2% 12.7% −1.5% 0.04
Low birthweight 18.2% 18.3% 0.1% 13.1% 14.5% 1.4% −0.01
High-needs care for newborn 9.0% 6.6% −2.4% 4.4% 5.1% 0.6% −0.03
Maternal hospitalization length-of-stay (days) 4.4 5.0 0.6 3.5 3.7 0.2 0.46****

SOURCE Authors’ analysis of 2012–17 linked Medicaid claims data from Oregon Health Authority and birth certificate data from its vital records, as well as child welfare
records from Oregon’s Department of Human Services. NOTES The difference-in-differences estimates of human services outcomes are based on a regression model and
adjusted for maternal age, race/ethnicity, education at time of birth, an indicator of a short (less than eighteen months) interval between the current and prior birth, an
indicator of tobacco use during pregnancy, and number of previous births (parity). The difference-in-differences estimates of clinical or utilization outcomes adjusted for
these covariates as well as the number of previous pregnancies, the presence of any previous preterm births, the presence of a previous cesarean section birth, the sex of
the newborn, and the number of infants born at the delivery in question (plurality). ***p < 0:01 ****p < 0:001
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Discussion
Our study found that women with opioid use
disorder who gave birth in the Oregon county
served by Project Nurture experienced reduc-
tions in foster care placements and reports of
child maltreatment within twelve months after
birth. Project Nurture was also associated with
an increase in prenatal visits and maternal
lengths-of-stay, but we did not observe signifi-
cant changes in newborn outcomes—including
preterm birth, low birthweight, or high-needs
care.
Our study adds to the literature that identifies

benefits from multisector engagement for preg-
nant womenwith substance use disorders.28,29 In
our study the impact on outcomes related to the
human services sector may reflect the ways in
which clinical and administrative staff in Project
Nurture engaged with DHS staff in a variety of
problem-solving efforts. For example, DHS staff
drew attention to the chain of events that could
occur for women without a driver’s license or
state identification card. A lack of identification
could prevent women from obtaining a variety
of shelter or other housing protections, which
sometimes leads to living arrangements with
abusive partners—which would subsequently

compel child welfare to remove a child. To avoid
this cascade of events, Project Nurture staff en-
couraged their patients to obtain sanctioned
identification, which created more housing op-
tions that would allow them to keep their chil-
dren with them. In addition, peer mentors from
Project Nurture accompanied clients to court
and testified on their behalf, speaking to their
adherence to treatment programs. These were
significant departures from the standard of care
and created powerful opportunities for self-
advocacy thatwould otherwisehave been absent.
Although they had little to do with clinical care
and were closely tied to social outcomes, these
relationships and support systems arose out of
the Project Nurture model, which emerged from
the health care system.
The potential success of Project Nurture in

affecting outcomes in the human services
system—while being funded by the health care
system—exposed a discrepancy between those
who financed care and those who reaped poten-
tial cost savings. The Project Nurture program
requires additional resources and incurs greater
expense than traditional maternity care does—
for example, for the staff and time required to
work closely with women to navigate the com-
plex human services system. These financial in-
vestments could be justified in terms of improve-
ments to population health, particularly given
the magnitude of the opioid epidemic, the avail-
ability of effective treatments (includingmedica-
tion-assisted treatment30,31 for pregnant women
and extending to the “Eat, Sleep, Console” ap-
proach32 for drug-exposed newborns), and the
potential short- and long-term benefits to moth-
ers and their children. However, in the absence
of savings to thehealth system, long-term financ-
ing for programs such as Project Nurture can
be uncertain. To the extent that savings in the
health care system (for example, through reduc-
tions in high-needs care for newborns) are not
realized, health plans and other payers may be
reluctant to continue to subsidize or invest in
such programs.
Our study suggests that Project Nurture may

indeed produce savings, although theymay be in
the human services system as opposed to the
health care system. We estimated that the pro-
gram was associated with a reduction in the rate
of placement of children in foster care in the first
twelve months of life of 8.3 placements per 100
births to women with opioid use disorder. This
translates into approximately twelve fewerplace-
ments in Multnomah County per year. Using a
national estimate of 2010 maintenance and ad-
ministrative costs per foster child per year of
$25,782,33 we estimate that the direct savings
attributable to Project Nurture could exceed

Exhibit 4

Foster care placements in the first twelve months of life per 1,000 Oregon Medicaid
deliveries for women ages 18–40, by type of substance use disorder, 2012–17

SOURCE Authors’ analysis of linked Medicaid claims data for 2012–17 from the Oregon Health Au-
thority and birth certificate data from its vital records, as well as child welfare records from Oregon’s
Department of Human Services. NOTES “Any methamphetamine use” includes the use of any opioid.
“Opioid use disorder only” excludes the use of methamphetamine.
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$300,000 per year. Adjustments for inflation
and consideration of additional savings that
could arise from reductions in child maltreat-
ment and the lifelong physical and behavioral
health impacts of foster care would tend to in-
crease the estimate of potential savings.
However, health care and human services gen-

erally remain siloed, which limits opportunities
to share savings across systems. Savings to the
foster care systemremain inhumanservices, and
the cost of Project Nurture is borne by the health
care system. To some extent, the success of
Project Nurture and the barriers to sustainable
funding mirror the larger debate about the de-
gree to which social services and health care
may be complements or substitutes.34,35 New
approaches—such as “pay for success,” in which
interventions are financed by private investors
who receive a return on their investment from
the government if specific outcomes are
achieved—may help bring resources to initia-
tives such as Project Nurture.36

Although our study focused on OUD and the
links among maternity care, addiction care, and
humanservices, it also speaks to thepromise and
limitations associated with treatment for differ-
ent types of substance use disorders. Although
the opioid epidemic is far from over, the scien-
tific, medical, and public health communities
have made progress in the areas of prevention
and treatment. The story is quite different for
the use of methamphetamine—one of multiple
substances used by women treated in Project
Nurture sites. People with methamphetamine-
related disorders have not benefited from the
attention, federal funding, and development of
successful therapies that mark the nation’s re-
sponse to opioid abuse. Nonetheless, metham-
phetamine use amongpregnantwomen is signif-
icant and growing, particularly in the western
United States.37 Reducing adverse outcomes as-
sociatedwith substance use disorder will require
attention to the larger causes and consequences

of, as well as solutions for, addiction—beyond
a narrow focus on opioids.

Conclusion
Our analysis of ProjectNurture suggests that this
type of program may have significant impacts
related to the human services sector in addition
to improving prenatal care, even if the impact on
clinical outcomes and costs to the health care
system is harder to detect. The Project Nurture
model is slated for expansion in Oregon, with
legislation passed in 2019 that allotted $2.5 mil-
lion for Project Nurture and other supports for
pregnant and parenting women with substance
use disorders. These funds are anticipated to
allow the Project Nurture model to be imple-
mented in four additional counties in Oregon,
whichwill allow for additional studyof themodel
in the near future. In particular, we note that
aspects of the Project Nurture model—including
group meetings and coordination across service
systems—may be easier to implement in urban
centers. The state’s planned expansionwill allow
for greater understanding of the model’s appli-
cability in rural settings.
Nonetheless, for ProjectNurture to be success-

ful andachieve the best outcomes forwomenand
children, a number of challenges will need to be
addressed. These include acquiring long-term
financing; the ability to continue to engage staff
across sectors, as well as to protect and share
sensitive data that includes information on sub-
stance use and child maltreatment; and the po-
tential to offer treatment options to women with
a broad set of substance use disorders, including
methamphetamine addiction. Continued efforts
to enhance cooperation between and integration
of the health care and human services systems,
as seen in Project Nurture, will likely be an im-
portant foundation for a growing set of inter-
ventions and models to be tested in the years
ahead. ▪
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