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Full review 

The full Health Impact Review report is available at: 

https://sboh.wa.gov/sites/default/files/2026-02/HIR-2026-05-HB2560.pdf 
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Executive Summary 

HB 2560, Concerning facilities licensed to provide pediatric transitional care services 

(2026 Legislative Session) 

 

 

 

 

 

 

 

 

BILL INFORMATION 

 

Sponsors: Hill, Macri, Ormsby, Parshley, Gregerson, Davis, Obras, Stonier, Reed, Goodman, 

Thomas, Fosse, Duerr 

 

Summary of relevant provisions of the bill: 

Full details about provisions of this bill can be found in the bill text linked above. Given the 

large number of provisions, this summary only highlights sections relevant to this review. 

• Directs the Washington State Health Care Authority (HCA) to develop and submit a state 

plan amendment (SPA) by July 1, 2027, to the U.S. Centers for Medicare and Medicaid 

Services (CMS) to allow facility-based payments to RPRCsa as provided in the federal 

Substance Use-Disorder Prevention that Promotes Opioid Recovery and Treatment 

(SUPPORT) for Patients and Communities Act (Section 1007 of Public Law 115-271). 

• Directs the Washington State Department of Children, Youth, and Families (DCYF), in 

coordination with HCA, to develop and implement a bundled funding modelb for 

 
a Section 1007 “Caring Recovery for Infants and Babies” (CRIB Act) of the federal “Substance Use-Disorder 

Prevention that Promotes Opioid Recovery and Treatment [SUPPORT] for Patients and Communities Act” added a 

new section (1902[a][86]) to the Social Security Act.23 The new section added an optional provider type of 

“residential pediatric recovery center” (RPRC) for treatment of infants with neonatal abstinence syndrome 

(NAS).23,24 States use various terms to refer to these centers and the licenses required to operate them. In 

Washington State, the Washington State Department of Health (DOH) licenses residential treatment facilities 

(RTFs) and provides a carve-out, or exception to the broader rules, for establishments licensed to offer pediatric 

transitional care services (PTCS) to infants who have been exposed to drugs before birth (Chapter 246-337 WAC). 

Reflecting the federal law, HB 2560 would direct HCA to submit a SPA to allow facility-based payments to RPRCs, 

which the bill defines as RTFs licensed by DOH to provide PTCS. In Ohio, the Ohio Department of Medicaid 

(ODM) licenses pediatric recovery centers (PRCs) to provide services to infants affected by substance use.58 A PRC 

must hold a Residential Infant Care Center (RICC) certification from the Ohio Department of Children and Youth 

(ODCY).33 This Health Impact Review uses the terms “RPRC”, “RTF licensed to provide PTCS”, “PRC”, and 

“RICC” to refer to facilities licensed in their respective context to provide medical and nonmedical services to 

infants affected by substance use and without any other significant medical risk factors and their families.  
b A bundled funding model generally pulls in differing fund sources. 

 

Evidence indicates that HB 2560 may lead to some facilities licensed to provide pediatric 

transitional care services (PTCS) offering dyadic care, enrolling as a Washington State 

Apple Health (i.e., Medicaid) residential pediatric recovery center (RPRC) provider, and 

receiving reimbursement for PTCS and nonmedical programmatic services, which may 

result in increased access to evidence-based practices (EBPs) for some infants who were 

exposed to substances in utero and their parents, which would likely improve health 

outcomes. There is unclear evidence how HB 2560 may impact equity.  

 

 

https://app.leg.wa.gov/billsummary/?BillNumber=2560&Chamber=House&Year=2025
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nonmedical maternal and child health programmatic services provided by RPRCs to 

infants born substancec exposed and their families by July 1, 2027.  

• Amends RCW 71.12.455 to revise the definitions of: 

o “Pediatric transitional care services” (PTCS) to mean any medical and 

nonmedical treatment and wraparound support services for substance-exposed 

infants and 1 or more parents of the infant according to the requirements of 

Chapter 71 RCW and provided in an establishment licensed by the Washington 

State Department of Health (DOH).  

o “Residential treatment facility” (RTF) to include care for substance-exposed 

infants and their parents.  

• Amends RCW 71.12.680 to establish new requirements of RTFs licensed to provide 

PTCS to substance-exposed infants and their parents.  

• Amends RCW 71.12.684 to require the Secretary of Health, in consultation with DCYF, 

to adopt certain rules on PTCS.  

• Amends RCW 71.12.686 to identify duties of DCYF following referral of an infant by 

the agency to an RTF providing PTCS.  

HEALTH IMPACT REVIEW 

 

Summary of Findings:  

This Health Impact Review found the following evidence for HB 2560: 

Pathway 1: Dyadic care 

• Informed assumption that directing DOH to incorporate changes to the requirements for 

RTFs licensed to provide PTCS would likely result in DOH developing and adopting 

rules to incorporate legislative changes. This assumption is based on bill provisions, 

information from key informants, and the fiscal note for SB 6094 (the direct companion 

to HB 2560).  

• Informed assumption that DOH developing and adopting rules to implement legislative 

changes may result in some facilities providing dyadic care (i.e., collective medical and 

nonmedical support for the infant and parent/caregiver). This assumption is based on 

provisions of the bill and information from key informants.  

• Informed assumption that some facilities providing dyadic care may result in increased 

access to EBPs for some infants who were exposed to substances in utero and their 

parents. This assumption is based on information from key informants.  

Pathway 2: New funding mechanisms 

• Informed assumption that directing HCA to develop and submit a SPA to CMS to allow 

facility-based payments to RPRCs would likely result in HCA developing and submitting 

 
c Key informants stated “substance” can refer to a wide range of compounds, including illicit substances, 

prescription drugs, alcohol, tobacco, and caffeine (personal communication, DOH, January 2026). This Health 

Impact Review uses “substances” to refer to any chemical compound – legal or illegal – that alters a person’s mood, 

perception, consciousness, or behavior and has addiction potential.  

https://app.leg.wa.gov/rcw/default.aspx?cite=71.12.455
https://app.leg.wa.gov/RCW/default.aspx?cite=71.12.680
https://app.leg.wa.gov/RCW/default.aspx?cite=71.12.684
https://app.leg.wa.gov/RCW/default.aspx?cite=71.12.686
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a SPA for this purpose to CMS. This assumption is based on federal law, bill provisions, 

and information from key informants. 

• Informed assumption that HCA submitting a SPA to CMS may result in CMS 

approving the amendment. This assumption is based on CMS guidance, information from 

states where CMS has approved SPAs to provide facility-based payments to RPRCs, and 

information from key informants. 

• Informed assumption that CMS approving a SPA allowing facility-based payments to 

RPRCs may result in some RPRCs enrolling as a Washington Apple Health (i.e., 

Medicaid) provider, contracting with 1 or more managed care organizations (MCOs), and 

receiving PTCS reimbursement. This assumption is based on information included in 

HCA’s fiscal note as well as information from key informants. 

• Informed assumption that some RPRCs enrolling as an Apple Health provider, 

contracting with 1 or more MCOs, and receiving PTCS reimbursement may result in 

increased access to evidence-based practices (EBPs) for some infants who were exposed 

to substances in utero and their parents. This assumption is based on information from 

states with approved SPAs to provide facility-based payments to RPRCs and information 

from key informants. 

• Informed assumption that directing DCYF, in consultation with HCA, to develop and 

implement a bundled funding model for nonmedical maternal and child health 

programmatic services provided by RPRCs would likely result in DCYF doing so. This 

assumption is based on bill provisions, information from key informants, and Ohio’s 

bundled funding model for nonmedical services. 

• Informed assumption that DCYF developing and implementing a bundled funding 

model may result in some RPRCs providing dyadic care and receiving payment for 

nonmedical programmatic services. This assumption is based on information from key 

informants. 

• Informed assumption that some RPRCs providing dyadic care and receiving payment 

for nonmedical programmatic services may result in increased access to EBPs for some 

infants who were exposed to substances in utero and their parents. This assumption is 

based on information from key informants. 

• Strong evidence that increased access to EBPs for some infants who were exposed to 

substances in utero and their parents would likely lead to improved health outcomes. 

• Unclear evidence how improving health outcomes for some infants who were exposed to 

substances in utero and their parents may impact equity. 

Additional Considerations includes discussion of: 

• Access to PTCS in a non-dyadic care model  

• Medicaid waivers  
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Introduction and Methods 

 

A Health Impact Review is an analysis of how a proposed legislative or budgetary change will 

likely impact health and health disparities in Washington State (RCW 43.20.285). For the 

purpose of this review “health disparities” have been defined as differences in disease, death, and 

other adverse health conditions that exist between populations (RCW 43.20.025). Differences in 

health conditions are not intrinsic to a population; rather, inequities are related to social drivers 

or determinants (access to health care, economic stability, racism, etc.). This document provides 

summaries of the evidence analyzed by State Board of Health’s Health Impact Review staff 

during the Health Impact Review of House Bill 2560 (HB 2560).  

 

Health Impact Review staff analyzed the content of HB 2560 and created a logic model visually 

depicting the pathways between bill provisions, social drivers or determinants, and health 

outcomes and equity. The logic model reflects the pathways with the greatest amount and 

strongest quality of evidence. The logic model is presented both in text and through a flowchart 

(Figure 1). 

 

We conducted an objective review of published literature for each step in the logic model 

pathways using databases including PubMed, Google Scholar, and University of Washington 

Libraries. The annotated references are only a representation of the evidence and provide 

examples of current research. In some cases, only a few review articles or meta-analyses are 

referenced. One article may cite or provide analysis of dozens of other articles. Therefore, the 

number of references included in the bibliography does not necessarily reflect the strength-of-

evidence. In addition, some articles provide evidence for more than one research question and 

are referenced multiple times. 

 

We consulted with people who have content and context expertise about provisions and potential 

impacts of the bill. The primary intent of key informant interviews is to ensure staff interpret the 

bill correctly, accurately portray the pathway to health and equity, and understand different 

viewpoints, challenges, and impacts of the bill. For this Health Impact Review, we spoke with 20 

key informant interviewees, including: 5 people from organizations working with infants born 

substance-exposed and their families; 4 people from Washington State agencies with expertise in 

Apple Health; 4 people from state agencies outside Washington State with expertise establishing 

policies and providing payment to RPRCs; 3 people from Washington State agencies with 

expertise in child welfare policy, substance use disorder systems, and cross-system coordination; 

2 researchers with expertise in substance use, pregnancy, and public policy; 1 person from a 

Washington State agency with expertise in facilities providing PTCS; and 1 physician and public 

health consultant specializing in the care of dyads affected by substance use. Additionally, a 

previous Health Impact Review evaluated a legislative proposal related to Medicaid waiver 

requests (2026 Legislative Session). As part of that analysis, staff completed key informant 

interviews with people with experience in Medicaid waivers and policy. Staff have retained 

relevant information gathered during the prior analysis in this Health Impact Review. More 

information about key informants and detailed methods is available upon request. 

 

http://apps.leg.wa.gov/rcw/default.aspx?cite=43.20.285
https://app.leg.wa.gov/RCW/default.aspx?cite=43.20.025
https://app.leg.wa.gov/billsummary/?BillNumber=2560&Chamber=House&Year=2025
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We evaluated evidence using set criteria and determined a strength-of-evidence for each step in 

the pathway. The logic model includes information on the strength-of-evidence. The strength-of-

evidence ratings are summarized as: 

 

• Very strong evidence: There is a very large body of robust, published evidence and some 

qualitative primary research with all or almost all evidence supporting the association. There 

is consensus between all data sources and types, indicating that the premise is well accepted 

by the scientific community. 

• Strong evidence: There is a large body of published evidence and some qualitative primary 

research with the majority of evidence supporting the association, though some sources may 

have less robust study design or execution. There is consensus between data sources and 

types. 

• A fair amount of evidence: There is some published evidence and some qualitative primary 

research with the majority of evidence supporting the association. The body of evidence may 

include sources with less robust design and execution and there may be some level of 

disagreement between data sources and types. 

• Expert opinion: There is limited or no published evidence; however, rigorous qualitative 

primary research is available supporting the association, with an attempt to include 

viewpoints from multiple types of informants. There is consensus among the majority of 

informants. 

• Informed assumption: There is limited or no published evidence; however, some qualitative 

primary research is available. Rigorous qualitative primary research was not possible due to 

time or other constraints. There is consensus among the majority of informants. 

• No association: There is some published evidence and some qualitative primary research 

with the majority of evidence supporting no association or no relationship. The body of 

evidence may include sources with less robust design and execution and there may be some 

level of disagreement between data sources and types. 

• Not well researched: There is limited or no published evidence and limited or no qualitative 

primary research and the body of evidence was primarily descriptive in nature and unable to 

assess association or has inconsistent or mixed findings, with some supporting the 

association, some disagreeing, and some finding no connection. There is a lack of consensus 

between data sources and types. 

• Unclear: There is a lack of consensus between data sources and types, and the directionality 

of the association is ambiguous due to potential unintended consequences or other variables. 

 

This review was requested when the Legislature was in session and was therefore subject to the 

10-day turnaround required by law. This review was subject to time constraints, which 

influenced the scope of work for this review. 
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Analysis of HB 2560 and the Scientific Evidence 

 

Summary of relevant background information 

• Systemic issues such as lack of access to health care, mental health care, and treatment; 

inequitable distribution of wealth; and stigma, discrimination, and marginalization 

contribute to substance used and misuse.4-6 Further:  

socioeconomic factors and environmental stressors, including poverty, maternal 

education levels, stress, family history, family separation, use of legal substances like 

tobacco and alcohol, exposure to domestic violence, housing instability, and lack of 

social support all can negatively impact maternal and fetal health, and [people] with such 

stressors are more likely to engage in substance use.7 

• Pregnant people are criminalized in unique ways that do not exist for other groups of 

people.7 For example, a person may be charged with criminal child abuse or 

endangerment while pregnant or may be charged with murder or manslaughter if they 

experience a pregnancy loss.7 Data show there have been more than 2,000 instances of 

pregnancy criminalization since 1973, with the most recent data showing that 90% of 

cases involve allegations of substance use.7  

• In 2025, DOH prepared a Report to the Legislature, “Maternal Mortality Review Panel: 

Maternal Deaths 2021-2022.”8 In the report, the Maternal Mortality Review Panel 

recommended improving health care quality and access and strengthening community 

support services.8 More specifically, these recommendations included improving access 

to mental health care, substance use disorder (SUD) treatment, and preventative care 

throughout pregnancy, birth, and postpartum; and enhancing home visiting programs, 

social work services, doula care, wraparound support for mental health and SUD, and 

housing and food assistance.8  

Substance exposure in utero 

• Research shows that in utero “substance exposure on its own does not necessarily mean 

toxicity,” meaning exposure to a certain substance in utero does not automatically mean 

the infant was harmed due to that exposure.7 

• Neonatal Opioid Withdrawal Syndrome (NOWS) refers to withdrawal symptoms 

experienced by newborns exposed to opioids only in utero.9  

o NOWS includes gastrointestinal disturbances, irritability, hypertonia (i.e., 

excessive muscle tone, stiffness, difficulty with movement), and seizures.10  

 
d The terms “substance use”, “substance misuse”, and “substance use disorder (SUD)” are often used 

interchangeably, despite having distinct definitions. For this Health Impact Review, “substance use” refers to the use 

of selected substances, including alcohol, tobacco products, illicit drugs, inhalants, and other substances that can be 

consumed, inhaled, injected, or otherwise absorbed into the body with possible dependence and other detrimental 

effects.1 “Substance misuse” refers to the use of substances for a purpose that is not consistent with legal or medical 

guidelines.2 “SUD” refers to the recurrent use of substances that cause clinically significant impairment, including 

health problems, disability, and failure to meet major responsibilities at work, school, or home. SUDs encompass 

both the use of illicit, or illegal, substances and the misuse of legal substances like alcohol, nicotine, and prescription 

drugs. The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders, Fifth 

Edition, Text Revision (DSM-5-TR) outlines 11 defining behaviors and patterns associated with SUD.3 This Health 

Impact Review retains the term “substance abuse” where it is used in Washington State statute.  
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o Research shows that in the U.S. a newborn is diagnosed with NOWS every 18 

minutes.10  

• The rise in polysubstance use (i.e., use of more than 1 substance at a time, either 

intentionally or unintentionally11) and accessibility of counterfeit opioid pills (i.e., with 

unknown composition and high amounts of fentanyl) have led to challenges treating 

birthing people and their infants.9  

• Neonatal Abstinence Syndrome (NAS) refers to withdrawal symptoms experienced by 

newborns exposed to substances (e.g., opioids, psychotropic medications, nonopioid 

illicit substances) in utero.9,12  

o Rates of NAS are driven by structural drivers of health. For example, research 

indicates a significant association between NAS and areas with higher long-term 

unemployment and higher mental health clinician shortages.4 Further, evidence 

indicates children with a history of NAS may grow up in rural, impoverished 

areas, unstable living conditions and experience socioeconomic impacts of 

parental substance use.4,12  

• In 2014, the Eat, Sleep, Console (ESC) approach was introduced for NOWS treatment. 

The ESC approach:  

relies on a function-based assessment of withdrawal severity that is focused on an 

infant’s ability to eat, sleep, and be consoled, along with the use of nonpharmacologic 

interventions (e.g., low-stimulation environment, skin-to-skin contact, clustered care, and 

breast-feeding) as the first line of treatment and empowerment of families and caregivers 

in the care of their infants.10  

Child Protective Services (CPS) and NAS 

• Changes made in 2016 to the federal Child Abuse Prevention and Treatment Act 

(CAPTA) require health care providers involved in the delivery or care of infants to 

notify the CPS system when an infant is born and identified as being affected by 

substance use or withdrawal symptoms resulting from prenatal substance exposure (PSE) 

or a Fetal Alcohol Spectrum Disorder (FASD).13 This type of notification is not a report 

of child abuse or neglect.13 CAPTA further states that these infants must receive a Plan of 

Safe Care.13 

• In Washington State, DCYF is responsible for completing a Plan of Safe Care with 

families when newborns are diagnosed with NAS or NOWS by a health care provider; 

identified as having withdrawal symptoms, are substance-affected, or have FASDs 

resulting from prenatal drug and alcohol exposure; or born to a dependent youth.13 

o Notifications and reports may be submitted to DCYF regarding child protection 

and PSE.13 A notification occurs when a newborn is prenatally exposed to 

substances and there are no child protection concerns.13 A notification does not 

contain identifying information.13 If PSE is accompanied by child abuse or 

neglect concerns or if there is imminent risk of serious harm to the child, a report 

to DCYF is required in addition to a Plan of Safe Care.13  

• Researchers have stated, “[w]hile CPS involvement has the potential to assist parents in 

accessing services, punitive policies may subject a family to unnecessary scrutiny, stress, 

and child removal.”14 Research has also found that “understanding the type of opioid 
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exposure during pregnancy, NAS diagnosis, and access to treatment [for opioid use 

disorder (OUD)] is important for referrals to child welfare agencies.”14 

• Chater 26.44 RCW pertains to the abuse of children.  

o RCW 26.44.020 defines “negligent treatment or maltreatment” and states that 

when considering whether a clear and present danger exists, evidence of a 

parent’s substance abuse as a contributing factor to negligent treatment or 

maltreatment shall be given great weight. 

o RCW 26.44.195 requires that evidence of a parent’s substance abuse as a 

contributing factor is given great weight when evaluating whether a child has 

been subject to negligent treatment or maltreatment, and when evaluating whether 

to initiate a dependency proceeding. 

o RCW 26.44.030 requires DCYF to use a risk assessment process when 

investigating alleged child abuse and neglect referrals and states that substance 

abuse must be a risk factor. 

o RCW 26.44.170 states that when a report of alleged child abuse or neglect is 

made, DCYF is required to determine if the use of alcohol or controlled 

substances is a contributing factor to the alleged abuse or neglect. If a 

determination is made that there is probable cause that abuse of alcohol or 

controlled substances has contributed to child abuse or neglect, DCYF is required 

to initiate a chemical dependency evaluation of the person who is alleged to have 

committed the abuse or neglect, conducted by a physician or another person 

certified to make the evaluation.  

• The intent section of Washington State law Chapter 512, Laws of 2005 states that 

whenever possible, children should remain in the home of their parents and it is only 

when the safety of the child is in jeopardy that the child should be removed from the 

home. The intent section also states if a parent fails to engage in available substance 

abuse or mental health services necessary to maintain the safety of a child or a parent 

fails to correct substance abuse deficiencies that jeopardize the safety of a child, the state 

has the authority to intervene to protect a child. 

Provision of Medicaid services 

• Medicaid is a joint federal-state program which provides comprehensive coverage for 

health and long-term care to people with low income.15 As of September 2025, about 70 

million people in the U.S. were covered by Medicaid.15 

o In Washington State, 1.86 million children and adults are enrolled in Washington 

Apple Health (i.e., Medicaid), and Apple Health covers 35% of births in the 

state.16  

• Under the U.S. Social Security Act, states are required to provide all mandatory Medicaid 

benefits.17 States may provide Medicaid Optional Services if they choose to add these 

benefits through the state plan process (i.e., as a State Plan Amendment [SPA]) or 

Medicaid waiver program.17 

o Medicaid Mandatory Benefits are provided under a Medicaid state plan (i.e., state 

plan) an entitlement program, meaning that services must be available to all 

https://app.leg.wa.gov/rcw/default.aspx?cite=26.44
https://app.leg.wa.gov/RCW/default.aspx?cite=26.44&full=true#26.44.020
https://app.leg.wa.gov/RCW/default.aspx?cite=26.44&full=true#26.44.195
https://app.leg.wa.gov/RCW/default.aspx?cite=26.44&full=true#26.44.030
https://app.leg.wa.gov/RCW/default.aspx?cite=26.44&full=true#26.44.170
https://lawfilesext.leg.wa.gov/biennium/2005-06/Pdf/Bills/Session%20Laws/Senate/5922-S.SL.pdf?cite=2005%20c%20512%20s%202
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people statewide who are enrolled in Medicaid and may not be limited by age, 

service, condition, geography, etc.18  

▪ Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) is a 

Medicaid benefit that provides comprehensive and preventive health 

services (i.e., preventive, dental, mental health, and specialty services) for 

children younger than 21 years of age.19 States are required to provide “all 

1905(a) Medicaid coverable, appropriate, and medically necessary 

services needed to correct and ameliorate health conditions, based on 

certain federal guidelines.”19  

▪ States may choose to add Medicaid Optional Services through the state 

plan process as a SPA.17 If approved by the U.S. Centers for Medicare & 

Medicaid Services (CMS) through the state plan process, these benefits 

must also be offered as an entitlement program.18 

o Medicaid Optional Services may also be offered through a Medicaid waiver 

program.17 Unlike services included in the state plan, waiver programs may be 

limited by age, service, condition, geography, funding, etc.18,20 

▪ CMS may grant demonstrations and waivers (i.e., a Medicaid waiver 

program) to allow states to test new or existing ways to deliver and pay for 

health care services in Medicaid and the Children’s Health Insurance 

Program (CHIP).21 Authority is provided by the U.S. Social Security Act 

sections 1915(b), 1915(c), and 1115.21 Medicaid waiver programs are 

unique for each authority. 

▪ In July 2025, CMS announced a shift in Medicaid policies and limitations 

to section 1115 waivers related to continuous eligibly and workforce 

initiatives.22 CMS stated the intent of the changes was to “refocus future 

section 1115 funding on high value activities aligned with the core 

mission of Medicaid and CHIP.”22  

• In 2018, the U.S. Congress enacted the “Substance Use-Disorder Prevention that 

Promotes Opioid Recovery and Treatment (SUPPORT) for Patients and Communities 

Act” (Public Law No: 115-271).23 Section 1007 of the Act, titled “Caring Recovery for 

Infants and Babies,” added a new section 1902(a)(86) to the Social Security Act, which 

authorizes a new optional provider type of “residential pediatric recovery center” (RPRC) 

for treatment of infants with NAS.23,24 The law allows state Medicaid programs to cover 

RPRC services for infants with NAS. 

o The Center for Medicaid & CHIP Services has stated:  

RPRCs may treat infants with less severe NAS or care for infants with NAS who 

are not medically stable and ready to go home, but who are stable enough to 

transfer to a lower level of care and can be safely discharged from the hospital.23 

o States are responsible for determining and enforcing any licensing or certification 

standards for RPRCs.23 

• In July 2025, the passage of H.R. 1 (Public Law No: 119-21) included policy and funding 

changes that impact states, including changes to Medicaid.15,25  

https://www.congress.gov/bill/119th-congress/house-bill/1/text
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Pediatric transitional care services (PTCS) in Washington State 

• Washington State has 2 facilities licensed by DOH to provide PTCS to infants who were 

exposed to substances in utero (personal communications, January-February 2026).  

o One facility is in Western Washington, and 1 facility is in Eastern Washington.  

• In 1990, the Pediatric Interim Care Center (PICC), was established in Kent, Washington, 

as the first interim care nursery in the U.S. for newborns who were medically fragile and 

exposed to substances in utero.26  

o PICC is licensed to provide immediate, short-term medical care between hospital 

and home for medically fragile infants who experienced PSE.26 PICC has treated 

approximately 3,500 infants prenatally exposed to a wide variety of substances 

(personal communication, PICC, February 2026). 

o Historically, PICC has been contracted with DCYF to treat infants experiencing 

the medical effects of PSE placed at the center (personal communications, 

January-February 2026).  

o In May 2025, citing Washington State’s significant fiscal challenges, the 

Governor vetoed Section 234(27) of the 2025-2027 Operating Budget which 

would have directed funding to DCYF to contract with PICC.27  

o In July 2025, PICC suspended its infant care program26 due to the loss of state 

funding and DCYF’s decision to not renew PICC’s contract to receive infant 

placements (personal communication, PICC, February 2026). 

• In 2022, Maddie’s Place, a non-profit recovery nursery in Spokane, Washington, began 

caring for infants with PSE.28 Maddie’s Place offers a residential dyadic care model in 

which parents or caregivers often reside in the same room (“room-in”) with the infant to 

promote bonding and skill-building (personal communications, January 2026).  

o Maddie’s Place follows the ESC model and focuses on attachment-based care, 

environmental regulation, and holistic comfort.28  

o In 2023, the Washington State legislature authorized use of $5.5 million of the 

Opioid Abatement Settlement Account (Section 215[117] of Chapter 475, Laws 

of 2023) to establish a pilot program to reimburse a licensed pediatric transitional 

care facility in Spokane County (i.e., Maddie’s Place) to provide NAS services to 

infants who have PSE. The legislature required the pilot program and a study to 

evaluate the efficacy, outcomes, and impact of providing NAS services to avoid 

more costly medical interventions.29 

▪ HCA currently provides Maddie’s Place a $2 million per year grant set to 

end in State Fiscal Year 2026.30 HCA contracted with Washington State 

University (WSU) to complete the study. The final report described the 

evaluation of Maddie’s Place from July 2023 through August 2024.9 The 

report was submitted to the legislature December 1, 2024.  

RPRCs in other jurisdictions 

• Three states currently include RPRCs as part of their Medicaid state plan: Arizona, Ohio, 

and West Virginia (personal communications, January-February 2026). 

https://lawfilesext.leg.wa.gov/biennium/2023-24/Pdf/Bills/Session%20Laws/Senate/5187-S.sl.pdf
https://lawfilesext.leg.wa.gov/biennium/2023-24/Pdf/Bills/Session%20Laws/Senate/5187-S.sl.pdf
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• In 2017, West Virginia was the first state to submit a SPA for its NAS treatment services 

and receive approval through CMS.31 In 2022, the state submitted an updated SPA for its 

Drug Free Moms and Babies care coordination services and received approval from 

CMS.32 

• Most recently, in September 2025, the Ohio Department of Medicaid (ODM) submitted a 

Medicaid SPA (25-0019), which proposed establishing coverage and a per diem payment 

rate for services provided by pediatric recovery centers (PRCs).33 PRCs are residential 

infant care centers (RICCs), a new provider type, created to treat infants with significant 

substance exposure resulting in physical withdrawal symptoms.33 

o In December 2025, CMS’s Medicaid and CHIP Operations Group approved 

Ohio’s SPA.33 The approval was retroactive and became effective July 1, 2025.33 

o A PCR must hold a RICC certification from the Ohio Department of Children and 

Youth (ODCY).33  

o Stays at a PRC for more than 30 consecutive days require prior authorization.33 

o Room and board services are not included among PRC covered services.33 

However, room and board services are included in ODCY’s nonmedical 

programmatic services reimbursement, funded by state appropriations.34   

 

Summary of HB 2560 

• Directs HCA to develop and submit a SPA by July 1, 2027, to CMS to allow facility-

based payments to RPRCs as provided in the federal SUPPORT for Patients and 

Communities Act (Section 1007 of Public Law No: 115-271). 

o Directs HCA to submit a status report by January 1, 2027, to the appropriate 

policy and fiscal committees of the legislature detailing the feasibility of an 

approval for a SPA.  

o Directs HCA to provide grant funds to the facility that was the subject of the pilot 

project created in Section 215(117), Chapter 475, Laws of 2023, (i.e., Maddie’s 

Place) until the SPA is approved and the bundled funding model is implemented. 

• Directs DCYF, in coordination with HCA, to develop and implement a bundled funding 

model for nonmedical maternal and child health programmatic services provided by 

RPRCs to infants born substance-exposed and their families by July 1, 2027.  

o Defines “residential pediatric recovery center” (RPRC) as a health care facility 

licensed or certified by DOH to provide PTCS that is able to provide medically 

necessary recovery services to infants affected by NAS, NOWS, or PSE, as well 

as nonmedical treatment and wraparound support services for infants born 

substance-exposed and their families.  

o Requires that the bundled funding model support family centered nonmedical 

maternal and child health services that promote infant stabilization, caregiver 

capacity, and safe transition to the home environment.  

o Requires DCYF to identify allowable service components, which may include, 

but are not limited to:  

https://lawfilesext.leg.wa.gov/biennium/2023-24/Pdf/Bills/Session%20Laws/Senate/5187-S.sl.pdf
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▪ Caregiver coaching, education, and skill building related to infant care, 

feeding, soothing, safe sleep, and developmental support;  

▪ Dyadic services that promote bonding, attachment, and caregiver-infant 

interaction;  

▪ Family support services, including peer navigation, case management, and 

coordination with child welfare and community-based providers;  

▪ Respite care, overnight accommodations, and on-site supports for 

caregivers while the infant is receiving services at the RPRC; and 

▪ Discharge and transition planning, including linkages to early intervention, 

home visiting, SUD treatment, primary care, and community supports.  

• Amends RCW 71.12.455 to revise the definitions of:  

o “Pediatric transitional care services” (PTCS) to mean any medical and 

nonmedical treatment and wraparound support services for substance-exposed 

infants and 1 or more parents of the infant according to the requirements of 

Chapter 71 RCW and provided in an establishment licensed by DOH.  

o “Residential treatment facility” (RTF) to include care for substance-exposed 

infants and their parents. 

• Amends RCW 71.12.680 to establish new requirements of RTFs licensed to provide 

PTCS to substance-exposed infants and their parents.  

o An establishment must demonstrate it is capable of providing services for infants 

who:  

▪ Have been exposed to substances before birth; 

▪ Have been determined by the clinical or medical director of the 

establishment to respond favorably developmentally to specialized care to 

assist bonding and attachment from 24-hour continuous residential care 

treatment services including nursing and infant care services as a result of 

PSE; and 

▪ Are referred by DCYF, regional hospitals, and private parties.  

o An establishment shall:  

▪ Provide services including, but not limited to: Medication management for 

withdrawal of NAS and NOWS; specialized feeding in collaboration with 

the early support for infants and toddlers program at DCYF; oxygen 

therapy; feeding tubes when necessary; wound care; and comorbid 

conditions that are managed in a nonacute setting; 

▪ Have capacity to provide room and board to 1 or both parents of an infant 

receiving treatment at the establishment; and  

▪ Provide wraparound services to 1 or both parents of an infant receiving 

treatment at the establishment regardless of whether the parent is residing 

at the establishment when the infant is receiving treatment.  

• Amends RCW 71.12.684 to require the Secretary of Health, in consultation with DCYF, 

to adopt certain rules on PTCS.  

o Directs DOH to establish supportive family rules for the parent of an infant to stay 

at a facility while the infant is receiving care. Rules shall provide for:  

https://app.leg.wa.gov/rcw/default.aspx?cite=71.12.455
https://app.leg.wa.gov/RCW/default.aspx?cite=71.12.680
https://app.leg.wa.gov/rcw/default.aspx?cite=71.12.684
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▪ Room and board for any parent deemed eligible for such services;  

▪ Access to and secure storage for medication-assisted treatment 

medications;  

▪ Training on infant cues to promote bonding and attachment;  

▪ Transportation to inpatient or outpatient SUD services for the parents;  

▪ Training on safe sleep techniques;  

▪ Coordination between providers from DCYF’s early support for infants 

and toddlers programs and parents to promote continuity of care;  

▪ Training on basic parental skills;  

▪ Care management services;  

▪ Support in securing housing;  

▪ Peer support;  

▪ Supervised visitation services; and  

▪ Education on secondary exposure to opioids.  

• Amends RCW 71.12.686 to identify duties of DCYF following referral by the agency of 

an infant to an RTF providing PTCS. It states DCYF:  

o Retains primary responsibility for case management and must provide 

consultation to the RTF licensed to provide PTCS regarding all placements and 

permanency planning;  

o Must work with DOH and the RTF licensed to provide PTCS to identify and 

implement EPBs that address current and best medical practices and dyadic 

participation; and  

o Must work with facilities to ensure Medicaid-eligible services are so billed.  

 

Health impact of HB 2560 

Evidence indicates that HB 2560 may lead to some facilities licensed to provide PTCS offering 

dyadic care, enrolling as a Washington State Apple Health RPRC provider, and receiving 

reimbursement for PTCS and nonmedical programmatic services, which may result in increased 

access to EBPs for some infants who were exposed to substances in utero and their parents, 

which would likely improve health outcomes. There is unclear evidence how HB 2560 may 

impact equity.  

 

Pathway to health impacts 

The potential pathways leading from provisions of HB 2560 to health and equity are depicted in 

Figure 1.  

 

Pathway 1: Dyadic care 

We have made the informed assumptions that directing DOH to incorporate changes to the 

requirements for RTFs licensed to provide PTCS would likely result in DOH developing and 

adopting rules to incorporate legislative changes, which may result in some facilities providing 

dyadic care. These assumptions are based on bill provisions and information from key 

informants. We have also made the informed assumption that some facilities providing dyadic 

care may result in increased access to EBPs for some infants who were exposed to substances in 

utero and their parents. This assumption is based on information from key informants. 

https://app.leg.wa.gov/rcw/default.aspx?cite=71.12.686
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Pathway 2: New funding mechanisms 

We have made the informed assumption that directing HCA to develop and submit a SPA to 

CMS to allow facility-based payments to RPRCs would likely result in HCA developing and 

submitting a SPA for this purpose to CMS. This assumption is based on federal law, bill 

provisions, and information from key informants. We have also made the informed assumption 

that HCA submitting a SPA to CMS may result in CMS approving the amendment. This 

assumption is based on CMS guidance, information from states where CMS has approved SPAs 

to provide facility-based payments to RPRCs, and information from key informants. We have 

made the informed assumption that CMS approving a SPA allowing facility-based payments to 

RPRCs may result in some RPRCs enrolling as an Apple Health provider, contracting with 1 or 

more MCOs, and receiving PTCS reimbursement. This assumption is based on information 

included in HCA’s fiscal note as well as information from key informants. We also made the 

informed assumption that some RPRCs enrolling as an Apple Health provider, contracting with 1 

or more MCOs, and receiving PTCS reimbursement may result in increased access to EBPs for 

some infants who were exposed to substances in utero and their parents. This assumption is 

based on information from states with approved SPAs to provide facility-based payments to 

RPRCs and information from key informants. 

 

We have made the informed assumption that directing DCYF, in consultation with HCA, to 

develop and implement a bundled funding model for nonmedical maternal and child health 

programmatic services provided by RPRCs would likely result in DCYF doing so. This 

assumption is based on bill provisions, information from key informants, and Ohio’s bundled 

funding model for nonmedical services. We have made the informed assumption that DCYF 

developing and implementing a bundled funding model may result in some RPRCs providing 

dyadic care and receiving payment for nonmedical programmatic services. This assumption is 

based on information from key informants. Finally, we have made the informed assumption that 

some RPRCs providing dyadic care and receiving payment for nonmedical programmatic 

services may result in increased access to EBPs for some infants who were exposed to 

substances in utero and their parents. This assumption is based on information from key 

informants.  

 

There is strong evidence that increased access to EBPs for some infants who were exposed to 

substances in utero and their parents would likely lead to improved health outcomes.4,9,10,12,35-49 

There is unclear evidence how improving health outcomes for some infants who were exposed to 

substances in utero and their parents may impact equity. 

 

Scope 

Due to time limitations, we only researched the most linear connections between provisions of 

the proposal and health and equity and did not explore the evidence for all possible pathways. 

For example, we did not evaluate potential impacts related to:  

• Federal funding. Passed in July 2025, “H.R. 1 [Public Law No: 119-21] makes key 

changes to Medicaid: who qualifies and how often, how states can finance their share of 

costs, and how much they can pay health care providers.”15 Specifically, most adults 

covered as part of the 2010 Affordable Care Act (ACA) expansion will be required to 

document 80 hours of work or qualifying activities each month.15 All Medicaid enrollees 
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will be subject to eligibility checks every 6 months, rather than annually.15 The law 

restricts state financing of Medicaid by banning new or higher taxes on health care 

providers and phasing down existing taxes in states that chose to expand the program.15 

The law also caps “state-directed payments—extra payments states require Medicaid 

managed care plans to make to providers to help increase access and quality of care— 

[…] at lower rates, [which reduces] how much federal matching funding states can 

claim.”15 In 2029, federal oversight will be expanded so that “any claim paid without 

verified eligibility will be treated as an ‘erroneous payment,’ increasing audit and funds 

recoupment risk for states that fall behind on documentation.”15 States have not yet 

received guidance from CMS about how to implement changes from H.R. 1.20,25 

State budget impacts are expected in 2 waves: near-term administrative costs (e.g., to 

carry out new eligibility and work rules) followed by longer-term pressure as financing 

limits are phased in.15 States with larger ACA expansion populations will face greater 

administrative demands due to the new work and verification rules.15 According to the 

Congressional Budget Office, H.R.1 will increase the number of uninsured people by an 

estimated 7.5 million in 2034, “with expansion states seeing uninsured rates rise [5] times 

more on average than non-expansion states.”15 This is expected to affect state budgets 

because as coverage drops, hospitals and other Medicaid providers will see more 

uninsured patients, increasing uncompensated care costs and reducing revenue, which 

will increase demand for state and local funding to support safety-net and rural hospitals 

from closing.15 The “reduction in Medicaid funding to [Washington State] will cause 

legislators to look to reduce spending to balance the state budget.”20 This Health Impact 

Review did not evaluate how changes to federal funding of Medicaid may impact 

implementation of HB 2560 or availability of PTCS.  

• State funding. If passed, HB 2560 would direct HCA to submit a Medicaid SPA to allow 

facility-based payments to RPRCs and direct DCYF to establish a bundled funding model 

for nonmedical maternal and child health programmatic services provided through 

RPRCs to infants born substance-exposed and their families. Key informants stated that 

both the facility-based payments and bundled funding model would rely on some level of 

state funding (personal communications, January 2026). In the fiscal note for SB 6094 

(the direct companion to HB 2560), HCA assumes an average federal participation of 

52.25% for Medicaid activities directed in this bill,30 indicating an average 47.75% as 

Washington State’s match. If added to the Medicaid state plan, any facility that met 

requirements to provide PTCS and enrolled as an Apple Health provider could provide 

these services (personal communications, January 2026).  

In December 2025, Washington State faced an estimated $4.3 billion budget shortfall 

over the next 4 years.25 The state budget shortfall is exacerbated by the federal “reduction 

in Medicaid funding to [Washington State which] will cause legislators to look to reduce 

spending to balance the state budget.”20 Key informants raised concerns related to state 

funding if HB 2560 were to pass, including whether state funding would be available to 

support implementation given the budget shortfall (personal communications, January 

2026). For example, key informants stated that state funding for PTCS was cut from last 
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year’s budget (personal communication, DCYF, January 2026). This Health Impact 

Review did not evaluate how state funding may impact implementation of HB 2560. 

• Grant funding. Maddie’s Place currently receives grant funding from HCA through State 

Fiscal Year 2026 (personal communications, January 2026).30 If passed, HB 2560 would 

direct HCA to provide grant funds to the facility that was the subject of the pilot project 

created in section 215(117), Chapter 475, Laws of 2023 (i.e., Maddie’s Place) until the 

SPA is approved and the bundled funding model is implemented. The bill states the 

legislature’s intention to appropriate funds from the Opioid Abatement Settlement 

Account. Key informants stated that funds would need to be appropriated in the state 

operating budget for HCA to make grants available (personal communication, HCA, 

January 2026). Key informants questioned whether or to what extent funding may be 

available due to the current state budget shortfall (personal communications, January 

2026). This Health Impact Review did not evaluate whether term-limited grant funding 

may be available or how it may affect availability of PTCS and broader implementation 

of HB 2560.  

• All services and programs that might be implemented at RPRCs. HB 2560 directs DCYF 

and HCA to develop and implement a bundled funding model to support family centered 

nonmedical maternal and child health services that promote infant stabilization, caregiver 

capacity, and safe transition to the home environment (caregiver coaching, education, and 

skill building, family support services, respite care, discharge and transition planning, 

etc.). As facilities would not be required to implement all services identified in the 

bundled funding model, it is not possible to determine all services that might be 

implemented if HB 2560 were to pass. If HB 2560 were to pass, key informants stated the 

main EBPs likely to be implemented across relevant facilities would be medical and non-

pharmacologic and alternative approaches such as rooming-in, the Eat, Sleep, Console 

(ESC) approach, and providing wraparound services for parents (e.g., peer navigation, 

case management, linkage to treatment and health care) (personal communications, 

January-February 2026). See “Summaries of Findings” for additional discussion. This 

Health Impact Review did not evaluate the breadth of services that may be implemented 

if the bill were to pass. 

• Updated agency references and associated rulemaking. In 2017, the Washington State 

Legislature passed legislation (Chapter 6, Laws of 2017) creating DCYF with the goal of 

improving service delivery and outcomes for children and families by housing early 

learning, child welfare, and juvenile rehabilitation services in the same agency. Child 

welfare functions were transferred from the Washington State Department of Social and 

Health Services (DSHS) to DCYF on July 1, 2018 (Chapter 6, Laws of 2017). HB 2560 

would amend various sections of Chapter 71.12 RCW (Private establishments), which 

were adopted in 2017 before DCYF was established and have not been updated since. 

These sections of law (RCWs 71.12.680, 71.12.684, and 71.12.686) related to PTCS 

include outdated references to DSHS. While the RCWs retain references to DSHS, 

DOH’s rules (WAC 246-337-081 and 246-337-082), which became effective January 1, 

2019, and implement the law, currently identify DCYF as the appropriate agency for 

https://lawfilesext.leg.wa.gov/biennium/2017-18/Pdf/Bills/Session%20Laws/House/1661-S2.SL.pdf#page=1
https://app.leg.wa.gov/RCW/default.aspx?cite=71.12
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these activities (e.g., referral; consultation; visitation planning, if applicable). Therefore, 

these provisions do not change current practical operations.  

For example, the individualized safety planning referenced in HB 2560 aligns with the 

federal CAPTA requirements related to infants identified as being affected by substance 

use or withdrawal symptoms (personal communication, DCYF, January 2026). Under 

CAPTA, Plans of Safe Care are required to address the health and safety needs of infants 

and their families, and DCYF currently has responsibilities related to coordination and 

oversight of these plans (personal communication, DCYF, January 2026). DOH’s rules 

require PTCS licensees to collaborate with DCYF and families regarding individual 

safety plans (RCW 246-337-081). Plans of Safe Care are generally coordinated through 

child welfare and public health partnerships (personal communication, DCYF, January 

2026). Key informants clarified that a Plan of Safe Care can exist without child welfare 

involvement (personal communications, February 2026).  

HB 2560 also updates referral authority to include DCYF, rather than DSHS, among 

entities which can refer an infant (i.e., DCYF, hospitals, and private parties) to an RTF 

licensed to provide PTCS. For reasons similar to those previously discussed (e.g., WAC 

identifies DCYF as the appropriate agency for these activities), DSHS is not currently 

referring infants to RTFs for PTCS (personal communications, January 2026). In 

addition, key informants from DCYF stated that direct referral authority to RPRCs, as 

described in the bill, would represent either an expansion or clarification of DCYF’s role, 

depending on how referrals would be operationalized (personal communication, DCYF, 

January 2026). However, DOH’s rules currently identify DCYF as an entity that can refer 

an infant to receive PTCS, and key informants from both facilities licensed to provide 

PTCS in Washington State stated a significant portion of the infants they serve are, or 

have been, referred through DCYF (50-100% of infants) (personal communications, 

January-February 2026). Key informants from DCYF stated the agency would prefer 

families be able to access PTCS as a Medicaid state plan benefit without requiring DCYF 

referral or involvement (personal communication, DCYF, January 2026). Key informants 

had different interpretations as to whether HB 2560 would require DCYF involvement 

for every infant and family who received services at a RPRC or if the bill would maintain 

current operations as outlined in WAC and only involve DCYF (i.e., case management) 

in cases where DCYF makes a referral to an RPRC (personal communications, January 

2026).  

Finally, HB 2560 would require DCYF to ensure Medicaid-eligible services are 

appropriately billed. Key informants stated this provision would represent new or 

expanded coordination responsibilities as it is not a core DCYF function (personal 

communication, DCYF, January 2026). This Health Impact Review did not examine how 

all aspects of DOH rulemaking or statutory clean up provisions may affect infants and 

families who access services through RPRCs.  

• Facility construction requirements. If passed, HB 2560 would require a facility providing 

PTCS to infants born substance-exposed and their parents to have capacity to provide 



20                                                                    February 2026 – Health Impact Review of HB 2560 

room and board to 1 or both parents of an infant receiving treatment at the facility. Key 

informants stated facilities providing PTCS are currently addressed as a carve-out, or 

exception, within DOH’s Residential Treatment Facilities (RFT) rules (Chapter 246-337 

WAC) (personal communication, DOH, January 2026). For example, parents of an infant 

receiving PTCS are not currently considered residents of the facility (personal 

communication, DOH, January 2026). The bill language would include parents as facility 

residents and would likely prompt DOH to conduct rulemaking to account for this 

change, which may affect construction requirements (e.g., relevant fire codes) (personal 

communication, DOH, January 2026). This Health Impact Review did not evaluate how 

construction requirements potentially addressed in rulemaking may affect the operation 

of RPRCs licensed to provide PTCS.  

 

Magnitude of impact 

HB 2560 has the potential to affect infants born substance-exposed and their parents or 

caregivers in Washington State.  

 

The perinatal period runs from conception through the end of the first year postpartum (i.e., after 

birth). Perinatal populations (birthing people, their infants, and families) often face co-occurring 

mental health conditions (i.e., coexistence of both a mental health condition and SUD),50 other 

medical comorbidities, and barriers to housing, addiction treatment, and mental health services, 

all of which hinder their engagement in prenatal care (i.e., during pregnancy) and postnatal care 

(i.e., postpartum recovery). 

 

NAS refers to withdrawal symptoms experienced by newborns exposed to substances (e.g., 

opioids, methamphetamines, alcohol) in utero.9,12  There is no comprehensive, unified 

surveillance system that shows newborn exposure across all substances (personal 

communication, DOH, January 2026). The most consistently tracked national indicator for 

neonatal substance exposure is NAS, which is identified in hospital discharge data (personal 

communication, DOH, January 2026). Researchers have noted challenges and barriers to 

consistent and valid reporting of NAS.9 

 

Many studies have noted rising rates of NAS cases since 2010.46 The prevalence rate (rate per 

1,000 live births) of NAS in Washington State is consistently higher than the national rate and 

has increased year-over-year from 2019 to 2022.9 Meanwhile, the national rate of NAS remained 

relatively stable during this period and has decreased over time (personal communication, DOH, 

January 2026).9 In 2022, the national rate was 5.4 infants hospitalized with NAS out of every 

1,000 live births or about 18,830 total NAS hospitalizations (personal communication, DOH, 

January 2026). For historical context, the rate per 1,000 live births was 7.3 in 2022, 6.3 in 2020, 

and 6.2 in 2021 (personal communication, DOH, January 2026). Examining claims data for 

Medicaid covered births is another strategy used to estimate PSE (personal communication, 

DOH, January 2026). One national Medicaid analysis estimated that in 2020 there were about 

28.4 PSE cases per 1,000 Medicaid births and about 12.4 NAS cases per 1,000 Medicaid births.51 

 

In 2022, the Washington State rate was 11.2 infants hospitalized with NAS out of every 1,000 

live births or 912 NAS hospitalizations (personal communication, DOH, January 2026).9 From 

https://app.leg.wa.gov/WAC/default.aspx?cite=246-337
https://app.leg.wa.gov/WAC/default.aspx?cite=246-337
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2002 to 2024, more populous counties in Washington State such as King, Pierce, Snohomish, 

Spokane, and Yakima Counties experienced increases in NAS of more than 300%, while several 

smaller counties saw fivefold or greater growth (personal communication, DOH, January 2026). 

Key informants stated the increases have accelerated in recent years and are largely driven by the 

rise of synthetic opioids, particularly fentanyl and related analogues (personal communication, 

DOH, January 2026). 

 

Since implementation of HB 2560 would initially affect 1 facility in Spokane, data specific to 

Spokane County and Maddie’s Place are highlighted. Spokane County has higher rates of infants 

hospitalized with NAS than the overall Washington State rate (21.1 infants hospitalized with 

NAS out of every 1,000 live births in 2022).9 Data also show overall rates of overdoses in 

Spokane County increased 37% in 2024 (unpublished data, DOH, January 2026). As rates of 

NAS in Spokane County are nearly double the Washington State rate, DOH and HCA have 

flagged this region as an area of heightened concern (personal communication, DOH, January 

2026). 

 

Data from DSHS, Research and Data Analysis Division (RDA) show that many more infants are 

born to birthing parents with SUD than are diagnosed with PSE.48 Data show 4% of infants with 

Apple Health coverage were diagnosed with prenatal exposure to alcohol or substances, and 14% 

of enrolled infants potentially had exposure (i.e., infants diagnosed with PSE and those whose 

birthing parents had SUD during pregnancy).48 About 2% of infants were potentially exposed to 

alcohol, while 13% were potentially exposed to non-prescription drugs.48 Further, 38% of infants 

diagnosed with PSE experienced houselessness or housing instability in their first year of life, 

which is about 3.5 times higher than all children born during the same time who were enrolled in 

Apple Health (i.e., “Apple Health comparison group”).48 In addition, these infants with potential 

and diagnosed PSE were involved with the child welfare system at much higher rates than the 

Apple Health comparison group.48 For example:  
CPS intakes were much higher among infants with diagnosed PSE in their first year (72[%]) than 

for infants with potential PSE (42[%]) […and,] out-of-home placement remained higher, about 

twice the rate, for infants with diagnosed PSE compared to those with potential PSE at each year 

of life (45 versus 20[%] in year 1; 36 versus 18[%] in year 2, and 28 versus 15[%] in year 3, 

respectively).48  

Rates of receiving Temporary Assistance for Needy Families (TANF) were higher for infants 

with potential or diagnosed PSE (32-48%) than the Apple Health comparison group (14-17%).48  

 

Key informants from Maddie’s Place stated as of January 2026, the facility had served 172 

infants since October 2022 (personal communication, Maddie’s Place, January 2026). 

Information from DOH shows the primary medical diagnoses at Maddie’s Place are feeding 

problems (52.1%), respiratory distress (33.8%), insufficient prenatal care (19.7%), preterm birth 

(19.7%), and small for gestational age (16.9%) (unpublished data, DOH, January 2026). Data 

from DOH also show the average length of stay for discharged infants was 56 days, with a 

median of 48 days (unpublished data, DOH, January 2026). 

 

Most (52%) infants served at Maddie’s Place were involved in a dependency hearing, where 

43% of patients voluntarily sought services.52 The majority (84%) of families served qualify for 

the Supplemental Nutrition Assistance Program (SNAP) (i.e., food stamps) or other assistance 

and 62% of parents were unhoused or at risk of houselessness at intake.52 Among parents who 
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stayed with their infant full time while at Maddie’s Place, as of January 2026, 88% were housed, 

in recovery, and had maintained custody of their child.52 Most (66%) parents staying at Maddie’s 

Place receive Medically Assisted Treatment Services.52 The majority (58.5%) of infants were 

placed with parents after discharge, 22.6% were placed in foster care, and 18.9% were placed 

with a relative or alternative caregiver.52 Among infants who received care at Maddie’s Place, 

67.3% were white, 12.7% were American Indian or Alaska Native, 8.5% were Black or African 

American, 7.9% were Hispanic or Latino, 1.2% were Multi-Ethnic, and 0.6% were Asian.52 

Maddie’s Place has received referrals from Spokane, Moses Lake, Seattle, Federal Way, 

Tacoma, Aberdeen, and Wenatchee, Washington, as well as Idaho.52  

 

Overall, HB 2560 has the potential to affect infants who are born substance-exposed and their 

parents or caregivers in Washington State.   
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Summaries of Findings  

 

Pathway 1: Dyadic care 

Would directing the Washington State Department of Health (DOH) to incorporate 

changes to the requirements for residential treatment facilities (RTFs) licensed to provide 

pediatric transitional care services (PTCS) result in DOH developing and adopting rules? 

We have made the informed assumption that directing DOH to incorporate changes to the 

requirements for RTFs licensed to provide PTCS would likely result in DOH developing and 

adopting rules to incorporate legislative changes. This assumption is based on bill provisions, 

information from key informants, and the fiscal note for SB 6094 (the direct companion to HB 

2560).  

 

Washington State law (RCW 71.12.455) defines PTCS as short-term, temporary, health and 

comfort services for drug exposed infants provided in an establishment licensed by DOH. 

Currently, facilities providing PTCS to drug exposed infants must demonstrate capability to 

provide services for children who: are no more than 1 year of age; have been exposed to drugs 

before birth; require 24-hour continuous residential care and skilled nursing services as a result 

of prenatal substancee exposure (PSE); and are referred to the establishment by the Department 

of Social and Health Services (DSHS), regional hospitals, and private parties (RCW 71.12.680). 

Additionally, the Secretary of Health must, in consultation with DSHS, adopt rules on PTCS 

(RCW 71.12.684). For example, rules must establish medical examinations and consultations 

requirements, medical supervision based on established staffing ratios, a maximum number of 

days an infant may be placed at the establishment, parental visitation, etc. (RCW 71.12.684).  
 

State codes (i.e., RCWs) specific to PTSC were adopted in 2017 before the Washington State 

Department of Children, Youth, and Families (DCYF) was established as a state agency and 

have not been updated since. Child welfare functions were transferred from DSHS to DCYF on 

July 1, 2018 (Chapter 6, Laws of 2017). While RCWs retain references to DSHS, DOH’s rules 

implementing the law (WAC 246-337-081 and 246-337-082) identify DCYF as the appropriate 

agency for these activities (e.g., referral; consultation; visitation planning, if applicable). See 

“Scope” for additional discussion. 

 

DOH rules for facilities providing PTCS are included as part of Chapter 246-337 WAC. RTFs 

must have a license to provide PTCS. DOH rules allow RTFs to provide services to an infant for 

up to 45 days, unless the pediatrician, physician’s assistant, or pediatric advanced registered 

nurse practitioner (ARNP) on staff determines it to be medically necessary and the infant’s 

parent, legal guardian, or state agency with placement and care authority consents for care 

beyond that time (WAC 246-337-081). If seeking an extension, the assessment and 

determination must be conducted and entered into the infant’s record no less than 2 days before 

day 45 of the infant’s stay at the RTF and must include the medical reason for the extended stay. 

Under current rules, the infant’s parent(s) or caregiver(s) are not considered residents of the RTF 

providing PTCS (personal communication, DOH, January 2026). Key informants stated that 

 
e Key informants stated “substance” can refer to a wide range of compounds, including illicit substances, 

prescription drugs, alcohol, tobacco, and caffeine (personal communication, DOH, January 2026). This Health 

Impact Review uses “substances” to refer to any chemical compound – legal or illegal – that alters a person’s mood, 

perception, consciousness, or behavior and has addiction potential.  

https://app.leg.wa.gov/rcw/default.aspx?cite=71.12.455
https://app.leg.wa.gov/RCW/default.aspx?cite=71.12.680
https://app.leg.wa.gov/RCW/default.aspx?cite=71.12.684
https://lawfilesext.leg.wa.gov/biennium/2017-18/Pdf/Bills/Session%20Laws/House/1661-S2.SL.pdf#page=1
https://app.leg.wa.gov/WAC/default.aspx?cite=246-337-081
https://app.leg.wa.gov/WAC/default.aspx?cite=246-337&full=true#246-337-082
https://app.leg.wa.gov/WAC/default.aspx?cite=246-337
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under current rules it has been challenging to adapt to a residential dyadic care model (i.e., 

collective medical and nonmedical support for the infant and parent/caregiver), as is offered at 

Maddie’s Place, in which parents or caregivers often reside in the same room (“room-in”) with 

the infant to promote bonding and skill-building (personal communications, January 2026).  

 

HB 2560 would amend the definitions of PTCS and RTF to include parent involvement. PTCS 

would mean any medical and nonmedical treatment and wraparound support services for 

substance-exposed infants and 1 or more parents of the infant. RTF would be updated to include 

24-hour on-site care for infants born substance-exposed and their parents. The bill would also 

establish new requirements of RTFs providing PTCS to substance-exposed infants and their 

parents (RCW 71.12.680). Specifically, it would require a facility be able to demonstrate it is 

capable of providing services for infants who: have been exposed to substances (rather than 

drugs) before birth; have been determined by the clinical or medical director of the establishment 

to respond favorably developmentally to specialized care to assist bonding and attachment from 

24-hour continuous residential care treatment services including nursing and infant care services 

as a result of PSE (rather than require 24-hour continuous residential care and skilled nursing 

services); and are referred by DCYF, regional hospitals, and private parties (updated to reflect 

current DOH rules). The bill further identifies services that an RTF providing PTCS should 

provide (e.g., medication management for withdrawal; specialized feeding; oxygen therapy; 

feeding tubes when necessary; wound care; and management of comorbid conditions in a 

nonacute setting). Additionally, the bill requires an RTF providing PTCS to have capacity to 

provide room and board and wraparound services to 1 or both parents of an infant receiving 

treatment at the establishment. Wraparound services must be made available regardless of 

whether the parent is residing at the establishment.  

 

The bill would also amend and add rulemaking authority for the Secretary of Health to adopt 

certain rules on PTCS in consultation with DCYF. For example, the bill would remove the 

requirement that DOH establish a maximum number of days an infant may be placed at an RTF 

for PTCS and would instead require a minimum of weekly assessments of each infant to 

determine whether the infant continues to benefit from receiving care or services. The bill would 

also direct DOH to establish supportive family rules for the parent of an infant to stay at the 

facility while the infant is receiving care.  

 

Key informants from DOH stated that, if HB 2560 passed into law, the agency would likely 

develop and adopt rules in WAC 246-337-081 to implement provisions of the bill as required 

(personal communication, DOH, January 2026). According to DOH’s fiscal note, staff expect the 

rulemaking process would “include two meetings with interested parties as well as one formal 

rules hearing, all held virtually, and [would] take approximately 12 months to complete.”30 Key 

informants at DOH indicated that the bill provisions would not significantly change what is 

already in rule (personal communications, DOH, January 2026).  

 

Key informants identified a few examples of potential challenges. First, staff from DOH 

identified the change in verbiage from “drug exposed infants” to “substance-exposed infants” as 

potentially more inclusive, but overly broad (personal communication, DOH, January 2016) as 

Chapter 71.12 RCW does not include a working definition of “substance”. Additionally, the 

bill’s removal of a maximum length of stay may affect development, review, and approval of 
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new funding mechanisms discussed in “Pathway 2” of this Health Impact Review. Specifically, 

it is unknown how requiring “weekly assessments on each infant to determine whether the infant 

continues to benefit from receiving care or services” may affect costs of care provided by 

residential pediatric recovery centers (RPRCs). See “Scope” for additional discussion of state 

and federal funding.  

 

Since both key informants from DOH stated and DOH’s fiscal note described how the agency 

would develop and adopt rules to implement the bill, we have made the informed assumption 

that directing DOH to incorporate changes to the requirements for RTFs licensed to provide 

PTCS would likely result in DOH developing and adopting rules to incorporate legislative 

changes. 

 

Would DOH developing and adopting rules to implement legislative changes result in some 

facilities providing dyadic care? 

We have made the informed assumption that DOH developing and adopting rules to implement 

legislative changes may result in some facilities providing dyadic care. This assumption is based 

on bill provisions and information from key informants.  

 

If HB 2560 passed, the most substantive changes to RTF rules would relate to the addition of the 

infant’s parents. Rules would need to be updated to require an RTF providing PTCS to have 

capacity to provide room and board and wraparound services to 1 or both parents of an infant 

receiving treatment at the facility. DOH rules would also need to establish supportive family 

rules for the parents of an infant to stay at the facility while the infant is receiving care. 

Specifically, the bill would require rules to provide for: room and board for any eligible parent; 

access to and secure storage for medication-assisted treatment medications; training on infant 

cues to promote bonding and attachment; transportation to inpatient or outpatient SUD services 

for the parents; training on safe sleep techniques; coordination between providers from DCYF’s 

early support for infants and toddlers programs and parents to promote continuity of care; 

training on basic parental skills; care management services; support in securing housing; peer 

support; supervised visitation services; and education on secondary exposure to opioids. 

 

Key informants from DOH indicated that the bill language appears to make it easier for DOH 

and current and future RTFs licensed to provide PTCS to adapt to a dyadic care model (inclusive 

of both infant and parents/caregivers) (personal communication, DOH, January 2026). For 

example, Maddie’s Place currently offers a dyadic care model, but under the RTF and PTCS 

licensing rules, parents/caregivers are not considered residents (personal communications, 

January 2026). Key informants suggested that providing DOH rulemaking authority around 

family involvement may allow for clearer guidance and expectations (personal communications, 

January 2026). As the bill language reflects the dyad model used at Maddie’s Place, key 

informants expected Maddie’s Place to be able to continue providing dyadic care and to begin 

receiving payment for nonmedical programmatic services provided to infants and their families 

(personal communications, January 2026). See “Pathway 2” for a discussion of new funding 

mechanisms. 

 

However, PICC, Washington State’s first RTF licensed to provide PTCS, uses an infant focused 

medical model in which the infant is the facility’s primary client (personal communication, 
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PICC, February 2026). While PICC staff are available to work with parents/caregivers daily 

during visitations, the center does not provide on-site accommodations for parents/caregivers to 

room-in with the infant (personal communication, PICC, February 2026). For the last 5 years, 

PICC has paid for up to 5 nights per week at a local hotel for parents/caregivers to make visiting 

their infant accessible (personal communication, PICC, February 2026). Key informants from 

PICC stated that amending the licensing rules to require an establishment providing PTCS to 

have capacity to provide room and board to 1 or both parents of an infant receiving treatment 

would make PICC unable to meet new licensing requirements or access new funding streams 

(personal communication, PICC, February 2026). See “Additional Considerations” for additional 

discussion.  

 

Since provisions of the bill would direct DOH rulemaking related to dyadic care, we have made 

the informed assumption that DOH developing and adopting rules to implement legislative 

changes may result in some facilities providing dyadic care.  

 

Would some facilities providing dyadic care result in increased access to EBPs for some 

infants who were exposed to substances in utero and their parents? 

We have made the informed assumption that some facilities providing dyadic care may result in 

increased access to EBPs for some infants who were exposed to substances in utero and their 

parents. This assumption is based on information from key informants.  

 

In Washington State, 1 RTF currently offering PTCS (Maddie’s Place) provides nonmedical 

programmatic services to the infant and their parent/caregiver (personal communications, 

January-February 2026). For example, available services include room and board for the 

parent/caregiver while the infant is being treated at Maddie’s place, peer support, transportation 

to and from appointments, and referrals to community resources.28  

 

HB 2560 would require DCYF to work with DOH and RTFs providing PTCS to identify and 

implement appropriate EBPs for medical care and dyadic participation. This would likely 

involve DCYF participation in collaborative planning and consultation, and the scope of work 

would depend on rulemaking and implementation decisions (personal communication, DCYF, 

January 2026). Key informants were unsure whether EBPs currently exist for the specific 

wraparound model outlined in HB 2560 (personal communication, DCYF, January 2026). Key 

informants from DCYF stated implementation would likely rely on existing EBPs already 

available in the community (personal communication, DCYF, January 2026). 

 

If HB 2560 were to pass, key informants stated they would expect relevant facilities to use EBPs 

that fit the services available at that facility, that are peer-reviewed and have been implemented 

in different settings with a diverse range of dyads (personal communication, WSU, February 

2026). A key informant specializing in care of dyads affected by substance use described the 

postpartum period as a critical period during which to provide support to birthing parents and 

infants generally, noting the particular importance for dyads navigating substance usef (personal 

 
f The terms “substance use”, “substance misuse”, and “substance use disorder (SUD)” are often used 

interchangeably, despite having distinct definitions. For this Health Impact Review, “substance use” refers to the use 

of selected substances, including alcohol, tobacco products, illicit drugs, inhalants, and other substances that can be 

consumed, inhaled, injected, or otherwise absorbed into the body with possible dependence and other detrimental 
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communication, Johns Hopkins University School of Medicine [JHU], February 2026). 

Providing critical supports, including wraparound services during the early postpartum period, 

offers a better launching pad for parent and infant as well as long-term child health (personal 

communication, JHU, February 2026). Key informants suggested that facilities providing PTCS 

may offer a unique opportunity to support and engage a parent while their infant is receiving 

PTCS and to connect them to community resources to support their own recovery and longer-

term family preservation goals (personal communications, January-February 2026). For 

additional discussion of EBPs, see “Pathway 2” and “Would increased access to EBPs for some 

infants who were exposed to substances in utero and their parents lead to improved health 

outcomes?” 

 

While some EBPs (e.g., rooming-in) are already offered at Maddie’s Place, provisions in HB 

2560 would likely increase access to these services because the new bundled funding for dyadic 

care creates a mechanism for sustained funding of certain nonmedical programmatic costs (e.g., 

room and board) provided by RTFs licensed to provide PTCS, currently or in the future. See 

“Pathway 2” for additional discussion of new funding mechanisms. 

 

Since the bill directs DCYF and DOH to work with facilities to identify and implement EBPs, 

we have made the informed assumption that some facilities providing dyadic care may result in 

increased access to EBPs for some infants who were exposed to substances in utero and their 

parents. 

 

Pathway 2: New funding mechanisms 

Would directing the Washington State Health Care Authority (HCA) to develop and 

submit a Medicaid State Plan Amendment (SPA) to the Centers for Medicare & Medicaid 

Services (CMS) to allow facility-based payments to residential pediatric recovery centers 

(RPRCs) result in HCA developing and submitting a SPA? 

We have made the informed assumption that directing HCA to develop and submit a SPA to 

CMS to allow facility-based payments to RPRCsg would likely result in HCA developing and 

 
effects.1 “Substance misuse” refers to the use of substances for a purpose that is not consistent with legal or medical 

guidelines.2 “SUD” refers to the recurrent use of substances that cause clinically significant impairment, including 

health problems, disability, and failure to meet major responsibilities at work, school, or home. SUDs encompass 

both the use of illicit, or illegal, substances and the misuse of legal substances like alcohol, nicotine, and prescription 

drugs. The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders, Fifth 

Edition, Text Revision (DSM-5-TR) outlines 11 defining behaviors and patterns associated with SUD.3 This Health 

Impact Review retains the term “substance abuse” where it is used in Washington State statute. 

 
g Section 1007 “Caring Recovery for Infants and Babies [CRIB Act]” of the federal “Substance Use-Disorder 

Prevention that Promotes Opioid Recovery and Treatment [SUPPORT] for Patients and Communities Act” [Public 

Law 115-271] added a new section (1902[a][86]) to the Social Security Act.23 The new section added an optional 

provider type of RPRC for treatment of infants with NAS.23,24 States use various terms to refer to these centers and 

the licenses required to operate them. In Washington State, DOH licenses RTFs which may be licensed to offer 

PTCS to infants who have been exposed to drugs before birth. Reflecting the federal law, HB 2560 would direct 

HCA to submit a SPA to allow facility-based payments to RPRCs, which the bill defines as RTFs licensed by DOH 

to provide PTCS. In Ohio, the Ohio Department of Medicaid (ODM) licenses pediatric recovery centers (PRCs) to 

provide services to infants affected by substance use.58 A PCR must hold a Residential Infant Care Center (RICC) 

certification from the Ohio Department of Children and Youth (ODCY).33 This Health Impact Review uses the 

terms “RPRC”, “RTF licensed to provide PTCS”, “PRC”, and “RICC” to refer to facilities licensed in their 
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submitting a SPA for this purpose to CMS. This assumption is based on federal law, bill 

provisions, and information from key informants. 

 

A Medicaid and Children’s Health Insurance Program (CHIP) state plan (state plan) is an 

agreement between a state and the Federal government, which describes how the state 

administers its Medicaid and CHIP programs.53 Each state and territory is required to have a state 

plan that documents who is eligible, what services are covered, and how the state will reimburse 

providers.54 The state plan gives an assurance that the state “will abide by Federal rules and may 

claim Federal matching funds for its program activities.”53 When a state is planning to make a 

change to its program policies or operational approach, states send a SPA to CMS for review and 

approval.54 States submit multiple SPAs each year, as a SPA submission is required anytime a 

change to the state plan is requested or needed.54,55 Factors that can prompt a SPA submission 

include changes to state law, changes to federal law, and updates to state operations for items 

like reimbursement changes.55  

 

Medicaid Mandatory Benefits are provided under a state plan, which is an entitlement program, 

meaning that services must be available to all people statewide who are enrolled in Medicaid and 

may not be limited by age, service, condition, geography, etc.18 States may choose to add 

Medicaid Optional Services through the state plan process (i.e., as a SPA).17 If approved by CMS 

through the state plan process, these benefits must also be offered as an entitlement program.18 

 

In 2018, the U.S. Congress enacted the “Substance Use-Disorder Prevention that Promotes 

Opioid Recovery and Treatment [SUPPORT] for Patients and Communities Act” (Public Law 

No: 115-271).23 Section 1007 of the Act, titled “Caring Recovery for Infants and Babies” (CRIB 

Act), added a new section 1902(a)(86) to the Social Security Act to add RPRCs as an optional 

provider type for treatment of infants with neonatal abstinence syndrome (NAS).23,24 NAS refers 

to withdrawal symptoms experienced by newborns exposed to substancesh (e.g., opioids, 

psychotropic medications, nonopioid illicit substances) in utero.9,12 The law allows state 

Medicaid programs to cover RPRC services for infants with NAS who do not have any 

additional significant medical risk factors.23 The Center for Medicaid & CHIP Services has 

stated, “RPRCs may treat infants with less severe NAS or care for infants with NAS who are not 

medically stable and ready to go home, but who are stable enough to transfer to a lower level of 

care and can be safely discharged from the hospital.”23 States are responsible for determining and 

enforcing any licensing or certification standards for RPRCs.23 DOH licenses RTFs which may 

be licensed to provide PTCS (Chapter 246-337 WAC).  

 

Infants with NAS may receive services including, but not limited to, assessments, 

pharmacological treatment, development of care plans, swaddling, feeding, and specialized 

medical care.23 Services may be covered under a variety of state plan benefits if they meet the 

requirements for the benefit under which the services are provided.23 For example, these services 

 
respective context to provide medical and nonmedical services to infants affected by substance use and without any 

other significant medical risk factors and their families.  
h Key informants stated “substance” can refer to a wide range of compounds, including illicit substances, 

prescription drugs, alcohol, tobacco, and caffeine (personal communication, DOH, January 2026). This Health 

Impact Review uses “substances” to refer to any chemical compound – legal or illegal – that alters a person’s mood, 

perception, consciousness, or behavior and have addiction potential.  

https://www.congress.gov/115/plaws/publ271/PLAW-115publ271.pdf
https://www.congress.gov/115/plaws/publ271/PLAW-115publ271.pdf
https://www.ssa.gov/OP_Home/ssact/title19/1902.htm
https://app.leg.wa.gov/WAC/default.aspx?cite=246-337&full=true#246-337-082
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may be provided under physician services, diagnostic and rehabilitation services, prescription 

medications, non-emergency transportation to medical care, case management, etc.23 Key 

informants stated RPRCs in Washington State may seek Medicaid reimbursement for billable 

services (e.g., medication management) as long as the facility meets requirements and is enrolled 

with a Managed Care Organization (MCO) as a Washington Apple Health (i.e., Medicaid) 

provider (personal communication, HCA, January 2026). However, key informants from 

Maddie’s Place, a facility licensed with the DOH to provide PTCS in Spokane, Washington, has 

stated that fewer than 5% of the services it provides are covered by Apple Health (personal 

communication, Maddie’s Place, January 2026).  

 

Federal law also allows RPRCs to offer specific “services to [birthing parents] and other 

appropriate family members and caretakers that are for the benefit of infants receiving treatment 

at RPRCs if the services are otherwise covered under the state plan (or a waiver of the state 

plan).”23 Moreover, CMS has previously stated:  
whether or not a [birthing parent] is Medicaid eligible, [they] may receive some benefit from 

certain services that are for the direct benefit of the child and directed at treating and promoting 

the health of the child to reduce or treat the effects of the [birthing parent’s] condition on the 

child.23  

  

Federal guidance provides flexibility in how states may pay for services for treating infants with 

NAS.23 For example: 
[a] state may pay providers for medically necessary Medicaid state plan services provided to 

infants with NAS who are receiving services in the hospital or other facility setting, in a RPRC, 

or at home and […] States may also pay for individually covered services or, if determined as a 

more efficient payment method, may develop bundled rates for services provided to infants by 

providers like RPRCs.23  

Bundled rates generally include differing fund sources in one funding model. If a state chooses to 

pay for Medicaid covered services provided within RPRCs differently from other provider types, 

the state must issue a public notice and amend the state plan to comprehensively describe the 

payment methodology.23 The Center for Medicaid & CHIP Services provided guidance to states 

for implementation of the treatment for infants with NAS in RPRCs in a 2019 Informational 

Bulletin.23 

 

HB 2560 would direct HCA to develop and submit a SPA to CMS by July 1, 2027, to allow 

facility-based payments to RPRCs as provided in Section 1007 of the SUPPORT for Patients and 

Communities Act. A facility-based payment is a comprehensive payment mechanism that 

reimburses for the provision of all medically necessary services rendered by a facility in lieu of 

paying only for specific professional services (e.g., prescriptions or evaluation visit) (personal 

communication, HCA, January 2026). A rate is established, usually an amount paid per patient 

per day (per diem) (personal communication, HCA, January 2026). The rate becomes the 

Medicaid fee-for-service reimbursement and is used as a baseline for an MCO reimbursement to 

the facility (personal communication, HCA, January 2026).  

 

Before developing and submitting a SPA to CMS, HCA would conduct an actuarial analysis to 

determine likely costs of providing facility-based payments to RPRCs (e.g., which services could 

be billable) (personal communication, HCA, January 2026). HCA has not conducted this 

modeling work and no facility-based rate for RPRCs has been previously developed for 
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Washington State (personal communication, January 2026). Three states (Arizona, Ohio, and 

West Virginia) include RPRC services in their state plan (personal communications, January-

February 2026). Most recently, the Ohio Department of Medicaid (ODM) submitted a SPA to 

CMS in September 2025, in which it proposed establishing coverage and a per diem payment 

rate (day rate) for services provided by Ohio’s pediatric recovery centers (PRCs).33 Key 

informants from ODM shared that in developing Ohio’s SPA staff reviewed West Virginia’s 

SPAs, the first of which was approved in 2018 and effective as of 2017, as a proof of concept 

(personal communication, ODM, January 2026). Key informants from HCA stated that if HB 

2560 passed, HCA would review Ohio’s SPA and underlying methodologies and policies 

specific to its facility per diem rate (personal communication, HCA, January 2026). HCA may 

seek additional consultation from CMS as needed (personal communication, HCA, January 

2026). Key informants stated, based on what staff learn through the initial review and 

consultation, HCA would develop a reimbursement rate for a facility-based model and submit a 

SPA to CMS (personal communication, HCA, January 2026).  

 

When submitting reimbursement SPAs, a state must answer standard Medicaid funding questions 

(e.g., How is the state share of each type of Medicaid payment funded? Do providers receive and 

retain the total Medicaid expenditures claimed by the state?).56 When states submit SPAs 

establishing coverage of new services, a CMS approved reimbursement methodology for the new 

service must be included in Section 4 of the state plan.55 If there is not already an approved 

methodology, the state must include details to establish a reimbursement methodology in the 

SPA.55 For new bundled rates (i.e., as a fee-for-service payment methodology), “CMS requests 

information on how states developed the rates, including: assumptions regarding the type, 

quantity, intensity, and price of the component services typically provided to support the 

economy and efficiency of the rate.”57  

 

To inform its reimbursement methodology, ODM surveyed providers in Ohio currently operating 

similar care models for infants with substance exposure on a variety of expenditures (e.g., salary 

wages for different provider types, staffing, turnover rates, caseloads) to understand the full 

landscape of expenses (personal communication, ODM, January 2026). ODM staff also reviewed 

literature on care of infants experiencing withdrawal outside of a NICU setting (personal 

communication, ODM, January 2026). Using this information, ODM developed a per diem rate 

for infants served at PRCs.33 In another example, West Virginia’s Bureau of Medicaid Services 

developed a per-month-per-member reimbursement approach for its Drug Free Moms and 

Babies care coordination services.31-33 Key informants in Ohio stated that the rate setting process 

was challenging as perspectives differed on the rate at which clinically appropriate services 

would be reimbursed in a setting outside of a NICU (personal communications, January-

February 2026).  

 

Since federal law allows states to make medical assistance available at a RPRC to infants with 

NAS, key informants from HCA stated they would develop and submit a SPA if directed by HB 

2560, and states have previously established facility-based payment methodologies for RPRCs, 

we have made the informed assumption that if HB 2560 were to pass and direct HCA to develop 

and submit a SPA to CMS to allow facility-based payments to RPRCs, HCA would likely do so.  
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Would HCA submitting a SPA to CMS result in CMS approving the amendment? 

We have made the informed assumption that HCA submitting a SPA to CMS may result in CMS 

approving the amendment. This assumption is based on CMS guidance, information from states 

where CMS has approved SPAs to provide facility-based payments to RPRCs, and information 

from key informants.  

 

Once HCA submits a SPA, CMS staff review the submission for compliance with statutory and 

regulatory requirements.54 After their initial review, CMS staff may have questions about the 

submission and may provide technical assistance to the state.54 The CMS review team will also 

offer to schedule an introductory call (colloquially known as “the 15-day call”) for the state to 

provide an overview of the SPA submission.54 The 15-day call is meant to “simplify the initial 

CMS review, allow CMS to communicate any areas of incomplete information, and identify 

major policy issues, which can help shorten processing time.”54 As part of its review, “CMS will 

request information on the source of non-federal share of the service payments and information 

on the rate setting methodology.”23  

 

Section 1915(f) of the Social Security Act requires CMS approve, disapprove, or request 

additional information on a SPA within 90 days of submission or the amendment is deemed 

approved.54 The 90-day review period can be stopped only once by a written request from CMS 

for additional information (RAI).54 Upon receipt of the RAI response from the state, a new 90-

day review period is initiated.54 CMS may informally request additional information (i.e., issuing 

clarification), which does not stop the 90-day period.54 Following the 15-day call, clarification 

questions are typically the next step in the process.55 

 

State agency staff then provide responses to CMS questions and revised documents.54 This 

process may occur multiple times before the SPA is compliant with relevant statutes and 

regulations.54,55 While some work with federal partners has slowed since January 2025, key 

informants confirmed that SPA reviews and approvals have continued (personal 

communications, January 2026). From January 1, 2026, to January 28, 2026, CMS approved a 

total of 34 SPAs submitted by 19 states, Washington, D.C., and 2 territories on a range of 

topics.53 No SPAs approved during this time related to RPRCs.  

 

Ohio is the most recent state to add facility-based payments for RPRCs to its state plan (personal 

communications, January 2026). In September 2025, ODM submitted a SPA to CMS.33 The SPA 

proposed establishing coverage and a per diem payment rate for services provided by PRCs, a 

new provider type in Ohio created to define the treatment of infants with significant substance 

exposure resulting in physical withdrawal symptoms.33 State law requires a PRC to hold a 

Residential Infant Care Center (RICC) certification from the Ohio Department of Children and 

Youth (ODCY).33 Ohio’s SPA proposed a per diem rate for medically necessary services 

provided to an infant during their stay for up to 30 consecutive days.33,58 Prior authorization is 

required for stays at a PRC longer than 30 consecutive days.33 If treatment goals are not 

accomplished within 30 days, the PRC is responsible for justifying why a longer stay is needed.58 

Room and board services are not included among PRC covered services.33 However, room and 

board are considered in ODCY’s nonmedical programmatic services reimbursement, which is 

funded through state appropriations (personal communications, January-February 2026). In 
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December 2025, CMS’ Medicaid and CHIP Operations Group approved Ohio’s SPA.33 The 

approval was retroactive and became effective July 1, 2025.33 

 

ODM established its per diem rate “using an independent rate model approach with documented 

assumptions for specific reasonable and allowable costs including staffing, including shift 

workers and wages, employee related expenses, administration, overhead, census and caseload 

efficiency.”33 Per Medicaid rules, room and board costs are not included in the per diem 

reimbursement rate calculation (personal communication, ODM, January 2026). Ohio’s PRC 

rule (Ohio Administrative Code Rule 5160-18-02) defines coverage and payment for providers in 

RICCs (Ohio Revised Code Section 5103.60). The Medicaid base per diem rate includes 

medically necessary PRC services provided to the infant during their stay at the PRC for up to 30 

consecutive days.58 Effective July 1, 2025, the per diem rate was $559.68 per infant per day.59 

Services included in the per diem rate include: activities to encourage caregiver-infant bonding; 

advising on caring for infants with physical withdrawal symptoms; referrals for services and 

counseling; direct care costs; discharge planning; non-pharmacological and pharmacological care 

for infants with substance exposure resulting in withdrawal; pediatric medical services (i.e., 

prescribing medication, administering rectal or intravenous medication, outpatient laboratory 

services, sick visits, and onsite well child exams); training on caring for infants.59  

 

Ohio’s SPA also allows a PRC to bill for services not included in the per diem reimbursement 

rate.33 For example, “direct services provided to Medicaid-eligible parents or caregivers, 

healthcare-related transportation services, services rendered by a practitioner of physician 

services, and other services specifically authorized in the state plan” may be billable.33 Ohio’s 

policy states, “PRC services provided to parents and/or caregivers are for the direct benefit of the 

[Early and Periodic Screening, Diagnostic, and Treatment (EPSDT)]-eligible infant.”33  

 

Key informants from ODM stated that during the SPA review process, CMS asked questions 

about how the state set its per diem rate, confirmed and requested that the policy explicitly state 

the rate does not cover room and board, and directed ODM to include new pages in the EPSDT 

program chapter of the state plan (personal communication, ODM, January 2026). ODM staff 

stated that it was helpful to provide CMS with documentation to show that the ODCY offered a 

daily rate and no Medicaid funding would be used to pay for room and board (personal 

communication, ODM, January 2026). CMS reviewers also asked how often ODM intended to 

update its rate, so the state added language indicating the rate will be periodically reviewed 

through Ohio’s biennial budget process (personal communication, ODM, January 2026). Many 

of these requests reflect guidance provided in CMS’ Bundled Rate Payment Methodology 

guidance.57   

 

Some key informants from Washington State questioned whether CMS may approve a facility-

based rate if only 1 provider is initially available in the state (personal communication, January 

2026). Staff from ODM stated that CMS reviewers did not ask questions about whether services 

in Ohio would initially be available through multiple PRCs (personal communication, ODM, 

January 2026). As of January 29, 2026, 2 facilities in Washington State are licensed with DOH 

to provide PTCS (personal communication, DOH, January 2026). Of those, 1 facility currently 

uses a model that offers dyadic services, for the infant and parent(s), as described in HB 2560 

(personal communications, January 2026). Generally, services included through the state plan 

https://codes.ohio.gov/ohio-administrative-code/rule-5160-18-02
https://codes.ohio.gov/ohio-revised-code/section-5103.60
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must be available statewide by at least a small group of providers who are geographically 

dispersed (personal communication, HCA, January 2026). However, both West Virginia’s and 

Ohio’s SPAs were initially approved with and currently have 1 RPRC operating within each state 

(personal communications, ODM, January 2026). Arizona also has an approved SPA for RPRCs 

with 2 centers operating in the state and allows facilities to bill Medicaid for services provided to 

adults (i.e., parents) experiencing withdrawal (personal communication, Brigid’s Path, February 

2026).  

 

Since CMS is actively reviewing and approving SPAs and since both West Virginia and Ohio 

have been approved to provide facility-based payments to RPRCs providing services to infants 

affected by substance use with only 1 active facility, we have made the informed assumption that 

HCA submitting a SPA to CMS may result in CMS approving the amendment.  

 

Would CMS approving a SPA allowing facility-based payments to RPRCs result in some 

RPRCs enrolling as an Apple Health provider, contracting with 1 or more MCOs, and 

receiving PTCS reimbursement? 

We have made the informed assumption that CMS approving a SPA allowing facility-based 

payments to RPRCs may result in some RPRCs enrolling as an Apple Health provider, 

contracting with 1 or more MCOs, and receiving PTCS reimbursement. This assumption is based 

on information included in HCA’s fiscal note as well as information from key informants.  

 

When a SPA is approved, CMS provides the requesting state Medicaid agency an approval letter 

with an effective date.31-33 Upon SPA approval, HCA would amend billing guides and provide 

MCOs compliance training and education regarding the SPA update (e.g., associated contract 

amendments, billing and rate impacts, and ongoing monitoring).30 When services are covered by 

the state plan, any willing provider who meets enrollment, quality, and certain additional 

standards may provide services to Apple Health clients and receive Apple Health reimbursement 

(personal communication, HCA, January 2026). Key informants suggested that including a 

facility-based payment for PTCS as part of the state plan may affect whether and how providers 

establish a RPRC, which may affect statewide access to services (personal communication, 

January 2026).  

 

Key informants shared that challenges accessing sustainable funding is a significant barrier to 

establishing and operating RPRCs (personal communications, January-February 2026). RPRCs 

generally provide services at no cost to the families of infants being served and instead rely on a 

mix of public and private grants, state funding, and philanthropy to meet operation costs 

(personal communications, January-February 2026). However, without a sustainable funding 

model, facilities providing these services risk closure (personal communications, January-

February 2026). For example, in July 2025 the Pediatric Interim Care Center (PICC) in Kent, 

Washington, suspended its infant care program due to loss of state funding.26 Similarly, in 2025, 

Brigid’s Path, an RPRC operating in Ohio, closed 1 of its nurseries due to insufficient funding 

(personal communications, Brigid’s Path, February 2026). 

 

Key informants generally agreed, if a pathway was available for RPRCs to access some level of 

Medicaid reimbursement for services provided to infants who are substance-exposed and their 

families, some facilities would likely pursue reimbursement (personal communications, January-
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February 2026). Multiple key informants also stated that becoming a Medicaid enrolled provider 

requires time and administrative capacity both initially (e.g., to ensure the facility meets 

requirements, to complete and submit the application) and then continuously to bill for services 

and maintain records (personal communications, January-February 2026). In Ohio, it took 

Brigid’s Path roughly 7 weeks to enroll as a Medicaid provider, then the facility began the 

process of contracting with MCOs within the state (personal communication, Brigid’s Path, 

February 2026).  

 

To seek reimbursement through Apple Health, RPRCs would need to enroll as an Apple Health 

provider (personal communication, HCA, January 2026). Providers interested in becoming an 

Apple Health provider can access enrollment support from HCA online or through its call 

center.60 Once enrolled, providers may begin contracting with 1 or more MCOs to seek 

reimbursement for covered services provided (personal communication, HCA, January 2026). 

Prior to contracting with MCOs, enrolled providers would be able to bill Apple Health’s Fee-

For-Service program (personal communication, HCA, February 2026). HCA staff stated that, 

due to administrative capacity, it can take smaller, independent providers more time than larger 

providers to learn how to bill Apple Health (personal communication, HCA, January 2026). 

While HCA cannot tell Apple Health providers how to bill, HCA can direct providers to the 

area(s) of the billing manual that lists billing codes which a facility may be able to submit for 

reimbursement (personal communication, HCA, January 2026). Ultimately, once enrolled, the 

facility needs to decide which billing codes are most appropriate based on the services it 

provides (personal communication, HCA, January 2026).  

 

Neither Maddie’s Place nor PICC are currently enrolled as Apple Health providers (personal 

communication, January-February 2026). Maddie’s Place estimates that about 5% of the services 

it provides are currently reimbursable through Apple Health (personal communication, Maddie’s 

Place, January 2026). A key informant from Maddie’s Place indicated that if more PTCS 

provided by RPRCs were reimbursable through Apple Health and reimbursement offered a 

sustainable funding stream, it would be worthwhile to become an Apple Health provider 

(personal communication, Maddie’s Place, January 2026). Key informants from PICC stated that 

the facility has previously received Apple Health reimbursement for some services and has relied 

on community support for most services (personal communication, PICC, February 2026). 

Additionally, key informants from PICC stated that if HB 2560 were passed, PICC would be 

unable to meet new requirements for RTFs licensed to provide PTCS (i.e., capacity to provide 

room and board to 1 or both parents) (personal communication, PICC, February 2026). 

Therefore, key informants stated PICC would be unable to access facility-based payments for 

RPRCs through Apple Health as a new funding stream (personal communication, PICC, 

February 2026). See “Additional Considerations” for additional discussion.  

 

Maddie’s Place has reported a cost of $804 per day for both medical and nonmedical services it 

provides to infants and their parent(s) or caregivers, but information was not available on the 

proportion of daily costs that would be considered medical versus nonmedical.30 Using 

information from Maddie’s Place and ODM’s per diem rate for medical services, HCA estimated 

a $565.32 medical services component for RPRCs providing PTCS, if HB 2560 were to pass.30 

HCA stated the estimated facility base payment amount is an example as it is based on currently 

available information.30 Moreover, the RPRC rate methodology must be approved by CMS and 
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could yield different results.30 In Ohio, Brigid’s Path estimates that approximately 30% of its 

budget will be reimbursable through either Medicaid (under ODM’s SPA) or ODCY’s per diem 

rate for nonmedical programmatic services (personal communication, Brigid’s Path, February 

2026).  

 

Moreover, some key informants stated that establishing consistent funding streams through 

Medicaid reimbursement may prompt new RPRCs to open in additional areas of states where 

CMS has approved SPAs allowing facility-based payments (personal communications, January-

February 2026). For example, key informants stated that at least 2 entities in Ohio, including 1 

children’s hospital in the state, have expressed interest in replicating the PRC model (personal 

communications, January-February 2026). ODM staff expect additional PRCs may open in other 

areas of the state to serve infants born in Ohio each year who need these services (personal 

communications, ODM, January 2026). Key informants in Washington State similarly stated 

sustainable funding to reimburse for some portion of services provided may result in additional 

RPRCs opening to provide PTCS locally in additional parts of the state (personal 

communication, Maddie’s Place, January 2026). Key informants in Ohio stated approximately 

500 infants per year may qualify for services under its model, which provides a natural cap on 

the number of providers (personal communication, ODM, January 2026). An estimate was not 

readily available for the number of infants born in Washington State who may require these 

services. 

 

Since services covered by the state plan may be provided to Medicaid clients by any willing 

provider who meets certain standards; since HCA would likely take steps to ensure MCOs are 

informed of the SPA and offer enrollment support to providers; and since RPRCs described 

Medicaid reimbursement as a potential pathway to securing a more sustainable funding stream, 

we have made the informed assumption that the approval of a SPA allowing facility-based 

payments to RPRCs may result in some RPRCs enrolling as an Apple Health provider, 

contracting with 1 or more MCOs, and receiving PTCS reimbursement. 

 

Would some RPRCs enrolling as an Apple Health provider, contracting with 1 or more 

MCOs, and receiving PTCS reimbursement result in increased access to EBPs for some 

infants who were exposed to substances in utero and their parents? 

We have made the informed assumption that some RPRCs enrolling as an Apple Health 

provider, contracting with 1 or more MCOs, and receiving PTCS reimbursement may result in 

increased access to EBPs for some infants who were exposed to substances in utero and their 

parents. This assumption is based on information from states with approved SPAs to provide 

facility-based payments to RPRCs and information from key informants.  

 

While HB 2560 addresses both medical and nonmedical EBPs, the discussion in this section 

prioritizes evidence related to medical EBPs as this step of the logic model specifically relates to 

Apple Health reimbursable services. See “Pathway 1” and “Would increased access to EBPs for 

some infants who were exposed to substances in utero and their parents lead to improved health 

outcomes” for additional discussion on EBPs, including detailed information on dyadic care. 

 

Ohio currently has 1 licensed PRC (Brigid’s Path), and the facility has enrolled as a Medicaid 

enrolled provider and is in the process of contracting with the state’s 7 MCOs (personal 
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communication, Brigid’s Path, February 2026). The facility provides both medical and 

nonpharmacological techniques to support infants through withdrawal.61 Key informants stated 

enrolling as a Medicaid provider has helped cover some costs of facility operations which allows 

for increased access to care for dyads (infant and parent/caregiver) at Brigid’s Path (personal 

communication, Brigid’s Path, January 2026).  

 

In Washington State, 1 RTF currently offering PTCS provides a combination of medical and 

professional care to the dyad. Maddie’s Place offers 24/7 nursing care; a pediatrician on-site or 

on call 24/7; on-site care provided by Early Services for Infants and Toddlers (ESIT) providers, 

local agencies with experienced occupational therapists, physical therapists, feeding therapists, 

lactation consultants and dietitians; medication management such as morphine treatment and 

weaning, and over-the-counter and/or prescription medication as needed; and, warm hand-offs to 

an identified community pediatrician to encourage well-baby care after discharge.28  

 

HB 2560 would require DCYF to work with the DOH and RTFs providing PTCS to identify and 

implement appropriate EBPs for medical care and dyadic participation. Key informants at DYCF 

stated this would likely involve DCYF participation in collaborative planning and consultation, 

and the scope of work would depend on rulemaking and implementation decisions (personal 

communication, DCYF, January 2026). Key informants stated implementation would likely rely 

on existing EBPs already available in the community (personal communication, DCYF, January 

2026). 

 

If HB 2560 were to pass, key informants stated they would expect relevant facilities to use best 

practices that fit the services available at that facility, that are peer-reviewed and have been 

implemented in different settings with a diverse range of dyads (personal communication, WSU, 

February 2026). Evidence indicates non-pharmacological interventions (e.g., skin-to-skin care, 

newborn-led care, safe swaddling, gentle waking, quiet environment, minimal stimulation, lower 

lighting, developmental positioning) should be prioritized for infants born substance-

exposed.35,37 A key informant specializing in care of dyads affected by substance use described 

the continuum of care that infants may require based on the severity of withdrawal symptoms 

(personal communication, JHU, February 2026). Best practices in managing NAS/NOWS 

include specific handling, low stimulation environments, and rooming-in (personal 

communication, JHU, February 2026). Some infants may need pharmacological interventions in 

addition to these nonpharmacological measures if they are not able to eat, sleep, and self-soothe 

(personal communication, JHU, February 2026). In SAMHSA’s “Clinical Guidance for Treating 

Pregnant and Parenting Women with Opioid Use Disorder and Their Infants,” the agency stated 

“[r]esearch supports using nonpharmacological interventions to reduce the severity of NAS 

before or in conjunction with medical treatment.”36  

 

The medical services offered at Maddie’s Place are recognized best practices. For example, 

clinical guidance from SAMHSA states best practices include monitoring, standardized 

assessment, and treatment that follows a formal protocol for NAS.36 Depending on the severity 

of NAS, some infants born substance-exposed require pharmacotherapy to treat opioid use 

disorder (OUD).36 NAS varies among infants and depends on what types of substances the infant 

was exposed to and the individualized care provided by medical professionals.50  
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It is unknown how, under passage of the bill, additional RPRCs might interpret EBP language in 

the bill or how the requirement may be implemented and communicated through rulemaking. See 

“Pathway 1” for additional discussion of DOH rulemaking. 

 

While evidence-based medical services are already offered at Maddie’s Place, provisions in HB 

2560 would likely increase access to these services because the new funding model creates a 

mechanism for sustained funding of certain costs. Since the new funding mechanism would 

support facilities implementing EBPs and since the bill directs DCYF and DOH to work with 

facilities to identify and implement EBPs, we have made the informed assumption that some 

RPRCs enrolling as an Apple Health provider, contracting with 1 or more MCOs, and receiving 

PTCS reimbursement may result in increased access to EBPs for some infants who were exposed 

to substances in utero and their parents. 

 

Would directing DCYF, in consultation with HCA, to develop and implement a bundled 

funding model for nonmedical maternal and child health programmatic services provided 

by RPRCs result in DCYF developing and implementing a bundled funding model?  

We have made the informed assumption that directing DCYF, in consultation with HCA, to 

develop and implement a bundled funding model for nonmedical maternal and child health 

programmatic services provided by RPRCs would likely result in DCYF doing so. This 

assumption is based on bill provisions, information from key informants, and Ohio’s bundled 

funding model for nonmedical services.  

 

HB 2560 would create a new funding stream for RPRCs by directing DCYF, in coordination 

with HCA, to develop and implement a bundled funding model for nonmedical maternal and 

child health programmatic services provided by RPRCs to infants born substance-exposed and 

their families. Specifically, the funding model would support family centered nonmedical 

maternal and child health services that promote infant stabilization, caregiver capacity, and safe 

transition to a home environment. Key informants stated that DCYF would likely need to 

conduct rulemaking to identify allowable service components (personal communications, DCYF, 

January 2026). The bill identifies potentially allowable services: caregiver coaching, education, 

and skill building related to infant care, feeding, soothing, safe sleep, and developmental support; 

dyadic services that promote bonding, attachment, and caregiver-infant interaction; family 

support services (e.g., peer navigation, case management, coordination with child welfare and 

community-based providers); respite care, overnight accommodations, and on-site supports for 

caregivers while the infant is receiving services at an RPRC; and discharge and transition 

planning, linkage to early intervention, home visiting, SUD treatment, primary care, and 

community supports.  

 

Key informants from DCYF stated DCYF implementation activities would likely focus on 

planning and coordination rather than direct service delivery (personal communication, DCYF, 

January 2026). This could include collaborating with HCA, DOH, and other partners to clarify 

the scope of nonmedical services, roles and responsibilities, and how a bundled funding model 

might align with existing funding and service structures (personal communication, DCYF, 

January 2026). If the bill were to pass as written, DCYF staff stated operational steps, fiscal 

impacts, and timeline are not currently estimable and would depend on appropriations, 

interagency decisions, and rulemaking (personal communication, DCYF, January 2026).  



39                                                                    February 2026 – Health Impact Review of HB 2560 

 

Key informants identified Ohio as an example where a bundled funding model has been 

developed and recently implemented to provide payment to RPRCs for nonmedical dyadic care, 

including room and board (personal communications, January-February 2026). In 2024, the Ohio 

State Legislature directed ODCY, in coordination with ODM, to establish a bundle of funding 

for nonmedical and child health programmatic services provided by RICCs to infants born 

substance-exposed and their families (personal communication, ODCY, February 2026). Ohio’s 

Operating Budget (Fiscal Years 2024-2025) required a permanent reimbursement model for 

services provided by RICCs be established by June 30, 2025 (personal communication, ODCY, 

February 2026). The model was required to include reimbursement for both medical services and 

non-medical services (personal communications, ODCY, February 2026). Key informants stated 

this bundled funding was designed to pay for a portion of services provided by PRCs (e.g., room 

and board, some nonmedical services) which are not reimbursable through Medicaid (personal 

communications, January-February 2026).  

 

Ohio requires a PRC to hold a RICC certification from ODYC.33 A RICC certification indicates 

the facility’s primary purpose is “the provision of residential services for infants affected by 

substance use and the preservation of families through infant diversion practices and 

programs.”34 By law, a RICC may provide residential care for up to 90 consecutive days.34 

ODCY rules require that a RICC develop and implement a program for parents and caregivers of 

the infant to address teaching parenting skills, bonding with the infant, and caring for the infant’s 

special needs.34 Additionally, the RICC is to have a staff position to provide wraparound services 

to the infant’s family or caregiver, refer the parent or caregiver to appropriate community 

agencies and services for support and aftercare, and follow-up after the infant’s discharge.34 

Additionally, rules encourage employee-supervised dyad care and permit 1 of the infant’s 

parents or caregivers to room-in with the infant for bonding and education.34 For dyad care and 

rooming-in stay, the RICC is required to provide: 1) a single bed and all necessary bedding, 2) 

all meals and snacks during rooming-in, 3) a minimum of 1 private shower and toilet for use of 

any parents or caregivers rooming-in, and 4) all rules and policies to the parent or caregiver and 

notification of restriction or cancellation if rules are not followed.34  

 

To establish a daily rate, ODCY staff worked closely with ODM staff and the licensed RICC 

(Brigid’s Path) to understand the scope of medical and nonmedical services provided to infants 

who were substance exposed and their parents and/or caregivers (personal communications, 

January-February 2026). The actuarial analysis ODM used to inform the PRC rates with ODCY 

was also used to inform the RICC rate (personal communication, ODCY, February 2026). Staff 

from ODM and ODCY worked together to identify which medical and nonmedical services were 

Medicaid eligible and could be incorporated into the PRC per diem rate (paid for by a mix of 

federal and state Medicaid funding) (personal communications, January-February 2026). Those 

nonmedical services which were not Medicaid eligible were considered for inclusion in ODCY’s 

per diem rate for nonmedical programmatic services (paid for by state appropriations) (personal 

communication, ODCY, February 2026). For example, ODCY’s rate includes costs of room and 

board which are not eligible for reimbursement under Medicaid (personal communications, 

January-February 2026). ODCY stated that working transparently with partners at ODM and 

Brigid’s Path helped ensure that the 2 sources of funding only reimbursed for services once, as 
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RICCs cannot receive dual payment for a service (personal communication, ODCY, February 

2026).  

 

In setting its rate, ODCY considered care costs eligible for reimbursement in different 

programmatic contexts, including under Title IV-E of the Social Security Act (personal 

communication, ODCY, February 2026). Title IV-E funds are available to agencies (referred to 

as “Title IV-E agencies”) for a portion of the cost of foster care maintenance payments, which 

includes the daily care and supervision of eligible children.62 Although Brigid’s Path is not Title 

IV-E eligible, this consideration allowed ODCY staff another way to calculate costs (personal 

communication, ODCY, February 2026). ODCY considered the per diem cost of placing a 

medically fragile infant in a family foster home for 30 days as well as the cost of placing an 

infant in a family foster home for 60 days, representative of the 90 days for which RICCs may 

receive reimbursement for providing family preservation services (personal communication, 

ODCY, February 2026).  

 

In February 2026, ODCY’s nonmedical bundled funding model provides a $236.28 per diem 

payment to RICCs for up to 90 consecutive days (personal communication, ODCY, February 

2026). Ohio’s FY 2026-2027 Operating Budget specifies that up to $1 million of the Infant 

Vitality Grants and Programs appropriation each fiscal year must be used to support the per diem 

nonmedical services provided by RICCs.63 With only 1 licensed RICC operating in Ohio, this 

means Brigid’s Path may currently receive up to $1 million in Ohio State funds per fiscal year in 

per diem payments for nonmedical programmatic services provided to infants born substance-

exposed and their parents (personal communication, ODCY, February 2026). If additional 

RICCs were to open, the current funding in the budget would support all certified RICCs as long 

as funding allowed (personal communication, ODCY, February 2026). Rates will be reassessed 

at regular intervals, and that timing is still being finalized (personal communication, ODCY, 

February 2026). Key informants stated that when/if additional RICCS open, the new facility’s 

model and services would be considered (personal communication, ODCY, February 2026). 

ODCY remains open and may consider alternative rate setting measures if services were to vary 

widely by facility (personal communication, ODCY, February 2026). 

 

Using information from Maddie’s Place and Ohio’s per diem rate for nonmedical services, HCA 

estimated a $236.68 nonmedical wraparound services, if HB 2560 were to pass.30 HCA stated the 

estimated facility base payment amount is an example as it is based on currently available 

information.30 

 

While key informants at DCYF identified multiple unresolved questions which would influence 

implementation (e.g., appropriations, interagency decisions), based on bill provisions, some 

implementation information from DYCF, and Ohio’s bundled funding model for similar 

nonmedical services, we have made the informed assumption that if directed to develop and 

implement a bundled funding model for nonmedical maternal and child health programmatic 

services provided by RPRCs to infants born substance-exposed and their families, that DCYF 

would likely do so.  
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Would DCYF developing and implementing a bundled funding model result in some 

RPRCs providing dyadic care and receiving payment for nonmedical programmatic 

services?  

We have made the informed assumption that DCYF developing and implementing a bundled 

funding model may result in some RPRCs providing dyadic care and receiving payment for 

nonmedical programmatic services. This assumption is based on information from key 

informants.  

 

HB 2560 would allow RPRCs to receive payment for nonmedical maternal and child health 

programmatic services (e.g., room and board) provided to infants born substance-exposed and 

their families. If DCYF were to develop and implement a bundled funding model, key 

informants from Maddie’s Place stated the facility would take steps to access that funding 

(personal communication, Maddie’s Place, January 2026). Key informants from PICC, an RTF 

licensed to provide PTCS in Kent, Washington, stated that the bundled funding model for 

nonmedical programmatic services would likely not fit PICC’s program model which provides 

medical care for the infant who has been exposed to substances and offers training and skill 

building for parent(s) and/or caregivers but does not include residential dyadic care for parents 

(personal communication, PICC, February 2026). See “Additional Considerations” for additional 

discussion. 

 

It is unknown whether HB 2560 may prompt additional facilities to become an RPRC (i.e., RTF 

offering PTCS) and seek reimbursement. Some key informants questioned how new funding 

mechanisms and streams may affect providers’ decision-making (personal communications, 

January 2026). Some key informants stated that establishing these funding streams may prompt 

more RPRCs to open in additional areas of Washington State (personal communication, 

Maddie’s Place, January 2026). For example, in Ohio, at least 1 hospital is currently exploring 

steps necessary to establish a PRC to provide this type of residential dyadic care model (personal 

communications, January-February 2026). However, some key informants questioned whether 

sufficient state funds would be appropriated, based on the current state budget outlook, to fully 

implement the models (personal communications, January 2026). See “Scope” for additional 

discussion. It is unknown whether or where additional RPRCs may provide care in the future in 

Washington State. 

 

In Ohio, ODCY operationalized its bundled funding model for nonmedical programmatic 

services by establishing a contract with the state’s sole RICC (Brigid’s Path) (personal 

communications, February 2026). The contract includes elements like the Plan of Safe Care for 

each infant and requires monthly reporting on the infants the RICC is serving (personal 

communication, ODCY, February 2026). Key informants stated it is not a requirement for an 

infant or family to be involved in the child welfare system for a RICC to provide services for the 

dyad and to receive reimbursement from ODCY for those services (personal communication, 

ODCY, February 2026). For infants remaining at a RICC beyond 30 days, ODCY requires 

written justification explaining why a Plan of Safe Care cannot meet the infant’s needs and 

outlining necessary resources for safe discharge, while ODM requires preauthorization based on 

medical necessity, including diagnosis, ongoing withdrawal symptoms, and a care plan (personal 

communication, ODCY, February 2026).  
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Historically, Brigid’s Path received funding from legislative line-item appropriations (personal 

communications, January-February 2026). Key informants from Brigid’s Path stated the facility 

is in the process of adjusting its administrative processes to account for the additional time it 

takes to receive reimbursement for services, rather than receiving grant funds or line-item 

appropriations before services are provided (personal communication, Brigid’s Path, February 

2026). Still, key informants stated the bundled funding model is an effort to move the state 

toward a more sustainable funding path for these services (personal communications, February 

2026).  

 

Based on information from key informants from RTFs licensed to provide PTCS in Washington 

State and information from key informants in Ohio, we have made the informed assumption that 

DCYF implementing a bundled funding model for nonmedical programmatic services may result 

in some RPRCs providing dyadic care and receiving payment for nonmedical programmatic 

services.  

 

Would some RPRCs providing dyadic care and receiving payment for nonmedical 

programmatic services result in increased access to EBPs for some infants who were 

exposed to substances in utero and their parents? 

We have made the informed assumption that some RPRCs providing dyadic care and receiving 

payment for nonmedical programmatic services may result in increased access to EBPs for some 

infants who were exposed to substances in utero and their parents. This assumption is based on 

information from key informants.  

 

Ohio’s RICC provider is currently contracted with ODCY for the primary purpose of providing 

residential services for infants affected by substance use and the preservation of families through 

infant diversion practices and programs.34 Brigid’s Path offers EBPs like rooming-in and 

wraparound services and connections to services to support the infant’s family or caregiver 

(personal communication, Brigid’s Path, February 2026). In 2025, Brigid’s Path closed 1 of its 

nurseries due to insufficient funding (personal communications, Brigid’s Path, February 2026). 

Key informants shared that reimbursement for the dyadic care model and the nonmedical 

programmatic services (e.g., room and board for parents/caregivers) supports Ohio’s current 

RICC and may prompt new providers to establish additional RICCs using a similar dyadic care 

model, which would increase access to EBPs available to infants and their parents/caregivers 

affected by substance use (personal communications, January-February 2026).  

 

In Washington State, 1 RTF currently offering PTCS (Maddie’s Place) provides nonmedical 

programmatic services to the infant and their parent/caregiver (personal communications, 

January-February 2026). Maddie’s Place relies on a mix of public and private grants, state 

funding, and philanthropy to meet operation costs including services for parents/caregivers 

(personal communication, Maddie’s Place, January 2026). For example, available services 

include room and board for the parent/caregiver while the infant is being treated at Maddie’s 

place, peer support, transportation to and from appointments, as well as referrals to community 

resources.28  

 

HB 2560 would require DCYF to work with DOH and the RTF providing PTCS to identify and 

implement appropriate EBPs for medical care and dyadic participation. This would likely 
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involve DCYF participation in collaborative planning and consultation, and the scope of work 

would depend on rulemaking and implementation decisions (personal communication, DCYF, 

January 2026). Key informants were unsure whether EBPs currently exist for the specific 

wraparound model outlined in HB 2560 (personal communication, DCYF, January 2026). Key 

informants from DCYF stated implementation would likely rely on existing EBPs already 

available in the community (personal communication, DCYF, January 2026). 

 

If HB 2560 were to pass, key informants stated they would expect relevant facilities to use EBPs 

that fit the services available at that facility, that are peer-reviewed and have been implemented 

in different settings with a diverse range of dyads (personal communication, WSU, February 

2026). A key informant specializing in care of dyads affected by substance use described the 

postpartum period as a critical period during which to provide support to birthing parents and 

infants generally, noting the particular importance for dyads navigating substance use (personal 

communication, JHU, February 2026). Providing critical supports including wraparound services 

during the early postpartum period supports a better launching pad for parent and infant as well 

as long-term child health (personal communication, JHU, February 2026). Key informants 

suggested that RPRCs may offer a unique opportunity to support and engage a parent while their 

infant is receiving PTCS and to connect them to community resources to support their own 

recovery and longer-term family preservation goals (personal communications, January-February 

2026). See “Pathway 1” and “Would increased access to EBPs for some infants who were 

exposed to substances in utero and their parents lead to improved health outcomes?” for 

additional discussion of EBPs. 

 

While some EBPs (e.g., rooming-in) are already offered at Maddie’s Place, provisions in HB 

2560 would likely increase access to these services because the new bundled funding for dyadic 

care creates a mechanism for sustained funding of certain nonmedical programmatic costs (e.g., 

room and board). Since the funding for nonmedical dyadic care would support facilities 

implementing EBPs and since the bill directs DCYF and DOH to work with facilities to identify 

and implement EBPs, we have made the informed assumption that some RPRCs providing 

dyadic care and receiving payment for nonmedical programmatic services may result in 

increased access to EBPs for some infants who were exposed to substances in utero and their 

parents. 

 

Would increased access to EBPs for some infants who were exposed to substances in utero 

and their parents lead to improved health outcomes?  

There is strong evidence that increased access to EBPs for some infants who were exposed to 

substances in utero and their parents would likely lead to improved health outcomes.4,9,10,12,35-49 

Research is available on some infant and dyad outcomes of rooming-in and the Eat, Sleep, 

Console (ESC) approach, as well as navigation supports for the birthing parent and family. 

However, there are limitations on data of longer-term outcomes of NAS,42 and polysubstance use 

(i.e., use of more than 1 substance at a time, either intentionally or unintentionally11) and 

fentanyl exposure may require alternative strategies to adequately address symptoms and 

functioning.35,44 

 

Substance use during pregnancy is a known health risk for both pregnant people and newborn 

infants.64 In utero exposure to opioids and other substances may increase the risk of conditions 
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like low birth weight, preterm birth, respiratory issues, feeding difficulties, gastrointestinal 

issues, pulmonary issues, hearing loss, and seizures.9 Infants born substance-exposed often 

experience NAS, or withdrawal symptoms experienced by newborns exposed to substances (e.g., 

opioids, psychotropic medications, nonopioid illicit substances) in utero.9,12  

 

Evidence suggests infants born substance-exposed are most commonly exposed to multiple 

substances in utero, including opioids.9 Research from meta-analyses show that children who 

experienced exposure to opioids in utero tend to have lower cognitive language and motor skills 

compared to those not exposed.46 The long-term effects of PSE can extend beyond the neonatal 

period, potentially impacting the child’s cognitive development, behavior, and overall health.64 

Some evidence shows longer-term outcomes may include higher likelihood of hospital 

readmission and higher risk for maltreatment, trauma, and behavioral and mental health 

conditions.12 One cohort study of infants born in Washington State found that children with a 

history of NAS had increased risk of hospital readmission during the first 5 years of life, 

compared to unexposed children, even after adjusting for maternal age and education, gestational 

age, and tobacco use during childbirth.12 However, longer-term outcomes of NAS are difficult to 

predict due to multiple interrelated factors that influence developmental outcomes, and data is 

limited on long-term follow-up on these infants and families.35 

 

Limitations of research in this area include: 
studies with flawed designs or statistical methods, such as differences in the types of opioids 

investigated, varied definitions of exposure categories, small participant samples, no comparisons 

of long term outcomes between infants [who] developed NAS/NOWS and those who did not, no 

accounting of gender differences in long term outcomes, and a limited scope focused only on 

early developmental stages.46  

Researchers have stated environmental factors (e.g., nutrition, stress, racism, genetic factors, 

polysubstance use, quality of the home environment, etc.) appear to play a significant role in 

long-term outcomes of children born substance-exposed.46  

 

The rise in polysubstance use and accessibility of counterfeit opioid pills (i.e., with unknown 

composition and high amounts of fentanyl) have led to challenges treating birthing people and 

their infants.9 In a small qualitative study in Washington State, providers reported that neonatal 

treatment (i.e., treatment for newborns) is complicated by fentanyl and polysubstance use as 

some protocols for “managing infant withdrawal are not as effective for infants exposed to 

fentanyl and other substances simultaneously,” resulting in the need for additional interventions 

and longer treatment courses for withdrawal symptoms.9 For example, use of multiple substances 

(e.g., alcohol, tobacco, cannabis, opioids, stimulants) can complicate fetal development, and 

there is not currently any pharmacotherapy EBP for use of methamphetamines (personal 

communication, Washington State University [WSU], February 2026). Key informants stated 

that care providers have reported increased difficulty consoling infants exposed to multiple 

substances, which may be due to substance interaction, decreased bonding and birthing parent 

exposure among these dyads, or some other reason (personal communication, WSU, February 

2026). Key informants from DOH stated shifting substance use trends over the past 3 years, 

particularly in Spokane County, have resulted in fewer families meeting the criteria for effective 

ESC care (personal communication, DOH, January 2026). Many infants require NICU admission 

due to medical complications, while ongoing parental substance use or withdrawal may prevent 

consistent parental participation in ESC activities (personal communication, DOH, January 
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2026). Although hospitals initially saw reduced length of stay following ESC implementation, 

recent increases in fentanyl and polysubstance exposure have decreased program effectiveness 

(personal communication, DOH, January 2026). Key informants stated this decline is driven both 

by more complex withdrawal presentations in infants and reduced caregiver engagement 

(personal communication, DOH, January 2026). 

 

Care for infants with NOWS and NAS is highly varied.10 Evidence supports keeping birthing 

parents who are opioid-dependent with their newborns to support early attachment and 

bonding.35 Pharmacological intervention (e.g., morphine, methadone) may be needed for 

newborns whose withdrawal symptoms persist after non-pharmacological interventions have 

been introduced or who are unable to eat, maintain sleep, or be consoled.35 In SAMHSA’s 

“Clinical Guidance for Treating Pregnant and Parenting Women with Opioid Use Disorder and 

Their Infants,” the agency stated “[r]esearch supports using nonpharmacological interventions to 

reduce the severity of NAS before or in conjunction with medical treatment.”36 Research is 

varied on how many infants with NAS/NOWS need pharmacological treatment (ranging from 

50% to 80%).35 However, researchers have stated non-pharmacological interventions (e.g., skin-

to-skin care, newborn-led care, safe swaddling, gentle waking, quiet environment, minimal 

stimulation, lower lighting, developmental positioning) should be prioritized for infants born 

substance-exposed.35,37  

 

Further evidence “supports the importance of the involvement of [the birthing person] and their 

physical interaction with the newborns during treatment for NAS.” 23 For example:  
supporting [the birthing person] and other appropriate family members and caretakers […] 

provides a direct benefit to the infant by encouraging the future caretakers to learn and practice 

specialized strategies to comfort and assist an infant with NAS, which would benefit the infant 

throughout all phases of treatment.23  

A systematic review of mostly community-based programs across Canada found that most 

pregnant and postpartum birthing people have positive experiences with and prefer integrated 

models of care that provide medical or behavioral health services to both the infant and the 

parent.38 A qualitative study that interviewed programs for women and children affected by OUD 

found, among additional results, that families require supportive, frequent visits with a range of 

providers and addressing dual, sometimes competing responsibilities for both parental and infant 

health can pose unique challenges.38  

 

If HB 2560 were to pass, key informants stated the main EBPs likely to be implemented across 

relevant facilities would be medical and non-pharmacologic and alternative approaches such as 

rooming-in, the ESC approach, and providing wraparound services for parents (e.g., peer 

navigation, case management, linkage to treatment and health care) (personal communications, 

January-February 2026). Key informants stated effective EBPs are those that recognize the 

importance of the health of both the infant and the parent together (personal communication, 

WSU, February 2026). 

 

Infant health interventions 

While non-medical approaches are to be prioritized, evidence also shows standardized, 

individualized medical care (access to trained physicians, nurses, medical assessment, etc.) for 

infants born substance-exposed is necessary, particularly initially after birth. Standardized 

medical protocols have “been shown to reduce the duration of pharmacological treatment and the 
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number of infants discharged on medication.”36  One multicenter study that compared infants 

managed with a standard NAS treatment and weaning protocol with infants managed without 

such a protocol found, “regardless of medication type (methadone or morphine), infants managed 

with the standard protocol required a shorter duration of NAS medication treatment and a shorter 

hospital stay.”36 

 

Rooming-in is defined by the World Health Organization and United Nations Children’s Fund as 

a “hospital practice where postnatal [birthing parents] and normal infants stay together in the 

same room for 24 hours a day from the time they arrive in their room after delivery.”65 In 

practice, rooming-in is where the birthing parent and their newborn stay together for at least 23 

hours a day in the hospital (or other care facility).65 Researchers have pointed to bonding time 

that occurs during rooming-in as important for infants with NAS.7 For example, “skin-to-skin 

contact, […] promotes reciprocal hormonal interactions critical to attachment and to managing 

the physiology of NAS.”7  

 

Evidence indicates separation at birth can: 
result in numerous and severe harms down the road. Later in life, this can include low self-

esteem, less successful relationships, and difficulty coping with life stressors. For the person 

giving birth, removal of their child may be associated with increased substance use, mental 

illness, and death from overdose.7  

In contrast, rooming-in “is associated with decreased severity and duration of [NAS], decreased 

NICU admissions, shorter hospital stays, increased likelihood of breastfeeding during the 

hospital stay, decrease in loss of child custody, and no increase in readmission rates or hospital 

adverse events.”40,41 One systematic review and meta-analysis stated, “[r]ooming-in should be 

considered as the preferred inpatient care model for all opioid-exposed newborns, including 

those with [NAS].”42 

 

ESC was introduced in 2014 for treatment of infants born substance-exposed, which uses: 
a function-based assessment of withdrawal severity that is focused on an infant’s ability to eat, 

sleep, and be consoled, along with the use of nonpharmacologic interventions (e.g., low-

stimulation environment, skin-to-skin contact, clustered care, and breast-feeding) as the first line 

of treatment and empowerment of families and caregivers in the care of their infants.10  

The primary intervention of ESC is keeping parent-baby dyads together. Research shows, among 

infants with NOWS and NAS, ESC leads to decreased length of hospital stays, decreased NICU 

use, decreased need for pharmacological treatment, and increased number of infants who 

consumed their birthing parent’s milk without significantly increasing adverse events or 

readmissions.10,35,43 One study found a decrease from 96% to 28% among methadone-exposed 

infants requiring medication treatment.44 A cluster randomized trial of infants with NOWS at 26 

U.S. hospitals found that “infants cared for with ESC were more likely to initiate and continue 

breastfeeding and had no difference in percentage weight loss [than infants who did not receive 

ESC care].”45 The researchers stated the improvement in breastfeeding may have been due to the 

reduction in pharmacologic treatment and provision of effective nonpharmacologic care.45 In 

addition, a meta-analysis found that ESC is more effective than previous tools in improving the 

assessment and management of NOWS.44 Additional studies have found ESC improves parent 

and staff satisfaction.44  
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In the 2025 Maternal Mortality Review Panel (Panel) report, DOH stated pregnant and 

postpartum people in Washington State face barriers to accessing family-friendly SUD treatment 

that supports birth parents staying with their children.8 The Panel recommended implementing 

best practices in supporting the parent-infant dyad, including ESC.8 However, key informants 

stated infant withdrawal from polysubstance use is unique (personal communication, WSU, 

February 2026) and researchers have stated fentanyl exposure may require alternative strategies 

to adequately address symptoms and functioning.44 Data on the effects of in utero fentanyl 

exposure is emerging and limited (personal communication, WSU, February 2026). 

 

There is currently 1 facility in Washington State that provides care to infant-parent dyads who 

are substance-exposed (personal communications, January-February 2026). Maddie’s Place 

follows the ESC model, provides standardized individualized medical care, and focuses on 

attachment-based care, environmental regulation, and holistic comfort.28 The facility provides 

certain therapeutic handling techniques (e.g., skin-to-skin, neuro and sleep protective care, 

feeding plans, reading infant cues) and medical and professional care (e.g., 24/7 nursing care, on-

site or on-call pediatricians, lactation consultation).28 The facility also provides referrals to 

services including Parent-Child Assistance Program (PCAP); Women, Infants, and Children 

Nutrition Program (WIC); identification/driver’s license; substance use assessment and 

treatment; primary, behavioral/mental and dental care; postpartum care; and housing.28 

 

Key informants from Maddie’s Place stated as of January 2026, the facility had served 172 

infants since October 2022 (personal communication, Maddie’s Place, January 2026). Data from 

Maddie’s Place shows the primary medical diagnoses are feeding problems (52.1%), respiratory 

distress (33.8%), tongue tie (25.4%), insufficient prenatal care (19.7%), preterm birth (19.7%), 

and small for gestational age (16.9%).9 Most (66%) parents staying at Maddie’s Place receive 

Medically Assisted Treatment Services.52 

 

HCA contracted with WSU to complete a pilot program study to evaluate the efficacy, outcomes, 

and impact of providing NAS services to avoid more costly interventions.9 The report was 

submitted to the legislature December 1, 2024. The final report described the evaluation of 

Maddie’s Place from July 2023 through August 2024.9 The evaluation used the Hopkin’s Tool (a 

peer-reviewed assessment tool based on scientific and developmental principles) to examine 

infant and dyadic state.9 Key informants stated more than 100 additional dyads have been served 

by Maddie’s Place since the publication of the evaluation (personal communication, Maddie’s 

Place, January 2026). Overall, the evaluation stated: 
while infant functioning clearly improved during their time at Maddie’s Place, it is unclear how 

this improvement compares to the expected progress in the absence of the services provided 

there, especially in the absence of further research validating the Hopkins tool as well as 

additional, longitudinal, cohort-matched research.9  

Key informants from WSU stated the evaluation was limited to 18 months of follow-up of dyads 

(personal communication, WSU, February 2026).  

 

The evaluation found that of the 70 infants included in the study, 57.7% had a family member 

rooming-in with them during their stay and caring for them continuously.9 The evaluation found 

that 61.4% of infants were provided morphine at the hospital with 2 infants completing their 

morphine tapers at Maddie’s Place.9 In addition, 10% of infants were given clonidine at the 

hospital with 3 completing their tapers at Maddie’s Place.9 
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Overall, comprehensive, long-term neurodevelopmental outcome data of non-pharmacologic 

interventions are limited and heterogenous (personal communication, WSU, February 2026). In 

addition, key informants identified ways in which infant health is dependent on parent and/or 

caregiver health (personal communication, WSU, February 2026). For example, a parent and/or 

caregiver must be present and able to engage with the infant to engage in rooming-in and ESC, 

meaning the parent and/or caregiver must have access to stable recovery supports, food, housing, 

and additional resources (personal communication, WSU, February 2026). 

 

Birthing parent and family health interventions 

Rates of NAS are driven by structural drivers of health which affect the infant-parent dyad and 

family.46 Evidence indicates children with a history of NAS may grow up in rural, impoverished 

areas, unstable living conditions, and with socioeconomic impacts of parental substance use.4,12 

One study found a significant association between higher rates of NAS among higher long-term 

unemployment, higher mental health clinician shortage areas, and higher county-level rates of 

NAS.4 Further, due to limited availability of reproductive care and addiction treatment during 

postpartum, “return to use, SUD recurrence, overdose, and overdose death are more common 

postpartum than in pregnancy, and drug deaths have become a leading cause of maternal deaths 

in the U.S.”47 

 

Care and treatment for birthing parents who use substances is highly varied and may include 

medication treatment (e.g., methadone and buprenorphine), integrated and collaborative care of 

obstetrics with addiction care, and various harm reduction strategies (e.g., Naloxone access, safer 

use supplies and sites, outreach).47 Data from the DSHS, Research and Data Analysis Division 

(RDA) show that among mothers of infants with potential PSE who have Apple Health, 42% 

received any SUD treatment in the first 2 years of the infant’s life.48 Data show the rate is higher 

(69%) for mothers of infants with diagnosed exposure.48 Researchers have recommended the 

expansion of collaborative care models and harm reduction strategies to support birthing parents 

of infants born substance-exposed.47  

 

Data from RDA show:  
[f]amilies of infants with substance exposure [who receive Apple Health] often have additional 

areas of need besides substance use treatment. For example, they experience higher rates of 

homelessness and housing instability, involvement in the child welfare system, Temporary 

Assistance for Needy Families (TANF) and Basic Food receipt, and diagnoses of mental health 

and developmental conditions than [infants born without substance exposure who also receive] 

Apple Health.48  

RDA data show that 38% of infants diagnosed with PSE experienced homelessness or housing 

instability in their first year of life.48 Information from DOH shows the biggest barrier that 

parents of infants at Maddie’s Place face is homelessness (unpublished data, DOH, January 

2026). The majority (84%) of families served qualify for the Supplemental Nutrition Assistance 

Program (SNAP) (i.e., food stamps) or other assistance and 62% of parents were unhoused or at 

risk of houselessness at intake.52 

 

In 2025, DOH prepared a Report to the Legislature, “Maternal Mortality Review Panel: Maternal 

Deaths 2021-2022.”8 In the report, the Maternal Mortality Review Panel recommended 

improving health care quality and access and strengthening community support services.8 More 
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specifically, these recommendations included improving access to mental health care, SUD 

treatment, and preventative care throughout pregnancy, birth, and postpartum and enhancing 

home visiting programs, social work services, doula care, wraparound support for mental health 

and SUD, and housing and food assistance.8  

 

There is limited data available on health outcomes of birthing parents in evidence-based practice 

models of care for infant-parent dyads. Some research is available on outcomes of certain 

wraparound services. A systematic review that evaluated patient navigation models of care for 

perinatal people who use substances found that “patient navigation was associated with reduced 

maternal substance use, increased receipt of services, and improved maternal and neonatal 

health.”49 Results were mixed for engagement in SUD treatment and child custody outcomes. 

The review also found that “programs that co-located care, engaged patients across the perinatal 

period, and worked to build trust and communication with family members and service providers 

were particularly successful.”49 

 

Maddie’s Place provides wraparound services for birthing parents and caregivers.28 While health 

outcome data on birthing parents at Maddie’s Place are not available; there are limited data 

available related to structural determinants of health among birthing parents and families.9 

Among the 44 birthing parents for which treatment data are available, the most common 

treatment was an intensive outpatient program (50%), followed by inpatient (38.6%), and 

standard outpatient treatment programs (11.4%).9 A total of 34 birthing parents were documented 

by the Maddie’s Place team as receiving medications for OUD during their stay.9 Among parents 

who stayed with their infant full time while at Maddie’s Place, as of January 2026, 88% were 

housed, in recovery, and had maintained custody of their child.52 The majority (58.5%) of infants 

were placed with parents after discharge, 22.6% were placed in foster care, and 18.9% were 

placed with a relative or alternative caregiver.52  

 

While there is very strong evidence that certain EBPs for infants born substance-exposed and 

their parent and/or caregivers improves health,4,9,10,12,35-49 we have downgraded the evidence (to 

strong evidence) for 2 reasons. First, data on long-term neurodevelopmental outcomes are 

limited, and long-term follow-up on these infants and families as well as longer-term outcomes 

of NAS may be due to multiple interrelated factors that influence developmental outcomes.35 

Second, polysubstance use is common and withdrawal from polysubstance use is complex and 

appears to be unique (personal communication, WSU, February 2026). While data on in utero 

fentanyl exposure is limited, researchers have stated fentanyl exposure may require alternative 

strategies to adequately address symptoms and functioning.44 Therefore, there is strong evidence 

that increased access to EBPs for some infants who were exposed to substances in utero and their 

parents would likely lead to improved health outcomes. 

 

Would improved health outcomes impact equity?  

There is unclear evidence how improving health outcomes for some infants who were exposed to 

substances in utero and their parents may impact equity. Systemic issues such as lack of access 

to health care, mental health care, and treatment; inequitable distribution of wealth; and stigma, 

discrimination, and marginalization contribute to substance use and misuse.4-6 CMS approval of 

a SPA would establish RPRC benefits as an entitlement program, meaning services must be 

available to all people statewide who are enrolled in Medicaid who require the service and may 
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not be limited by age, service, condition, geography, etc.18 Key informants suggested that 

including a facility-based payment for PTCS as part of the state plan may affect whether and 

how providers establish a RPRC, which may affect statewide access to services (personal 

communication, January 2026). Some key informants stated that establishing the funding streams 

described may prompt more RPRCs to open in additional areas of Washington State (personal 

communication, Maddie’s Place, January 2026). However, it is unknown whether or where 

additional facilities may provide care in the future in Washington State. It is unclear to what 

degree HB 2560 may mitigate systemic issues that contribute to inequities since bill provisions 

would initially affect 1 facility (in Spokane); it is uncertain whether statewide access to EBPs 

would increase for infants and dyads affected by NAS; and bill provisions would provide time-

limited assistance. Further, it is not possible to determine how any future RTFs offering PTCS 

may choose to operate or how they may prioritize equity considerations.  

 

In addition, research is limited on how treatment of NAS affects various groups of infants. For 

example, there is no comprehensive, unified surveillance system that shows newborn exposure 

across all substances (personal communication, DOH, January 2026). The most consistently 

tracked national indicator for neonatal substance exposure is NAS, which is identified in hospital 

discharge data (personal communication, DOH, January 2026). Demographic data on NAS and 

NAS treatment outcomes are not available.  

 

It is well-documented that pregnant and parenting families and infants who are affected by 

substance use experience inequities. Research shows that pregnant people using substances, 

“especially from minoritized and marginalized populations, are at increased risks of violence, 

child protective services [CPS] referral and involvement, family separation, and criminal [legal] 

system involvement.”46 Further, these “stressors negatively affect the mental and physical health 

of pregnant [people], limiting their access to quality prenatal care. Together with substance 

exposure, these factors significantly influence neonatal and developmental outcomes in 

children.”46  

 

Research has stated:  
[t]he fragmented healthcare system in the U.S. and the resulting lack of access to comprehensive 

both mental health services and substance use treatment are particular barriers for perinatal 

[people] with SUDs, which contributes to worse infant and child outcomes via multiple 

epigenetic and environmental pathways.46  

For example, people with OUD often have co-occurring mental health conditions (e.g. 

depression, posttraumatic stress disorder [PTSD], and anxiety) and higher rates of postpartum 

depression.46 Research shows “nearly a third of pregnant [people] in SUD treatment report 

moderate to severe depression.”46 Having co-occurring mental health conditions can “further 

hinder their access to SUD treatment and negatively impact NAS/NOWS symptoms and infant 

outcomes.”46 

 

In addition, pregnant and parenting people with SUD experience stigma, particularly from health 

care providers.66 One study found that intensive monitoring of infants born substance-exposed 

and that being scrutinized as caregivers “undermined [pregnant and postpartum people with 

SUD’s] confidence as parents, contributed to self-blame, and damaged their trust in health care 

teams.”66 Key informants elaborated, stating pregnant or early parenting people with SUD often 

experience judgement from family, self, and medical providers (personal communication, JHU, 
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February 2026). Parents accessing developmental services for their child may experience 

significant shame related to SUD during pregnancy (personal communication, JHU, February 

2026). Moreover, stigma has been shown to negatively affect engagement with care (prenatal 

care, pediatric care, etc.) (personal communication, JHU, February 2026). Conversely, 

wraparound services that allow a parent with SUD to feel supported, valued, and capable of 

being a good parent are beneficial (personal communications, January-February 2026). 

 

Although received at a critical period, within the first year of an infant’s life and the birthing 

person’s postpartum period, the time-limited nature of medical and non-medical assistance may 

limit impacts on longer-term health and equity outcomes. Under current DOH rules, licensees 

may provide PTCS for up to 45 days, with an option for extension if deemed medically 

necessary and with consent of the infant’s parent, legal guardian, or state agency with placement 

and care authority (WAC 246-337-081). It is unknown what rules DCYF may put in place to 

structure reimbursement for nonmedical programmatic services (e.g., room and board). For 

example, in Ohio, RICCs may seek reimbursement for non-medical services provided to the 

infant during their stay for up to 90 consecutive days.34 After the initial 30 days, a PRC/RICC 

must provide written justification explaining: 1) why the current Plan of Safe Care is not 

adequately meeting the infant’s medical, behavioral, or social service needs and 2) the 

recommended resources, interventions, or services necessary to ensure the infant’s safe discharge 

(personal communication, ODCY, February 2026). It is unknown to what degree the time-

limited assistance and wraparound services (e.g., referrals to community resources) offered by 

RPRCs may provide connection to longer-term supports to benefit both the infant and their 

parents’ long-term health.  

 

Inequities due to structural racism 

Structural racism contributes to health inequities among infants and dyads of color.46 National 

data from 2015-2019 show past-year SUD rates were 4.3% for Asian adults, 7.3% for Native 

Hawaiian or other Pacific Islander adults, 7.5% for Hispanic or Latino adults, 7.6% for Black or 

African American Adults, 8.2% for white adults, 10.8% for adults identifying as more than one 

race, and 12.2% for American Indian or Alaska Native adults.67 Further analysis of this data 

show that people with more than one race and American Indian or Alaska Native people had 

significantly higher rates of any non-alcohol SUD than the median group.67 Key informants at 

WSU stated data on the general population rates of substance use among groups of people by 

race and ethnicity mirror usage among pregnant people (personal communication, WSU, 

February 2026). 

 

Further, it is well-documented that communities of color, including pregnant and postpartum 

people, have less access to SUD treatment than their white counterparts.67 For example, research 

shows “white non-Hispanic women are more likely than Black and Hispanic women to receive 

[medications for OUD] during and after pregnancy.”46 In an analysis of Medicaid claims data, 

OUD was documented 5 times more in the claims of white enrollees compared to Black and 

Hispanic enrollees.68 Researchers have stated existing inequities in structural determinants of 

health contribute to lower substance use treatment completion than their white counterparts.69 

There is limited evidence on “models of culturally and linguistically effective care that address 

SUD and social service needs among diverse people of color.”67 
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Evidence indicates: 
[n]on-Hispanic Black women often face both overt and implicit biases in healthcare, along with 

societal obstacles like lack of insurance and discrimination. Structural racism results in 

inadequate care, limited treatment options, and increased legal repercussions for women of color, 

particularly Black women, who are more frequently reported to child welfare services and 

subjected to drug testing. This scrutiny can discourage disclosure of substance use and rapport 

with healthcare providers, further reducing SUD treatment access and as a result, worsening 

outcomes for children.46 

 

Since implementation of HB 2560 would initially affect 1 facility in Spokane, data specific to 

this facility (Maddie’s Place) are highlighted. Among infants who received care at Maddie’s 

Place, 67.3% were white, 12.7% were American Indian or Alaska Native, 8.5% were Black or 

African American, 7.9% were Hispanic or Latino, 1.2% were Multi-Ethnic, and 0.6% were 

Asian.52 Infant health outcome data by race/ethnicity are not available, and it is unknown how 

any future RTFs offering PTCS in Washington State might prioritize equity considerations.  

 

U.S. policies on substance use have contributed to these inequities. For example, “the 

criminalization of substance use has led to disproportionate criminal [legal] involvement, 

particularly among Black/African American people who are disproportionately targeted, 

arrested, convicted, and incarcerated on drug charges.”67 

 

Overall, infants and dyads of color experience inequities due to structural and overt racism. It is 

unclear how HB 2560 may impact inequities due to racism. 

 

Inequities due to having low income 

Infants and dyads with substance use exposure who also have low-income experience health 

inequities. People who access Medicaid or who do not have health insurance experience greater 

difficulty accessing SUD treatment and mental and behavioral health services.70 An analysis of 

Medicaid claims data from 2017 to 2018 showed that only 55% of pregnant and postpartum 

Medicaid enrollees with documented OUD received medication as part of their care. Data from 

the DSHS RDA show that among mothers of infants with potential PSE who have Apple Health, 

42% received any SUD treatment in the first 2 years of the infant’s life.48 Data show the rate is 

higher (69%) for mothers of infants with diagnosed exposure.48  

 

Researchers have stated, “children raised in poverty or exposed to chronic stress may face 

additional challenges beyond the direct effects of [PSE].”46 RDA data show Washington State:  
[f]amilies of infants with substance exposure [who receive Apple Health] often have additional 

areas of need besides substance use treatment. For example, they experience higher rates of 

[houselessness] and housing instability, involvement in the child welfare system, [TANF] and 

Basic Food receipt, and diagnoses of mental health and developmental conditions than [infants 

born without substance exposure who also receive] Apple Health.48  

Further, “the lack of universal paid family leave means that people who are economically under 

resourced must work even within days after giving birth in order to survive.”47 In addition, legal 

action is more commonly raised against pregnant people who use substances and have low 

income.71 For example, people who use public services are subjected to increased surveillance 

and testing requirements, which can lead to increased criminal legal involvement.71  
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Having low income can also lead to challenges getting and maintaining stable housing, which 

also impacts health outcomes.72 RDA data show that among children who have Apple Health 

coverage, 38% of those diagnosed with PSE experienced houselessness or housing instability in 

their first year of life.48 HB 2560 would initially affect 1 facility in Spokane, and information 

from DOH shows the biggest barrier that parents of infants at Maddie’s Place face is 

houselessness (unpublished data, DOH, January 2026). Data from Maddie’s Place the majority 

(84%) of families served qualify for the SNAP or other assistance and 62% of parents were 

unhoused or at risk of houselessness at intake.52 

 

In Ohio, the PRC/RICC enrolled as a Medicaid enrolled provider stated enrolling has helped 

cover some costs of facility operations which allows for increased access to care for dyads 

(infant and parent/caregiver) at Brigid’s Path (personal communication, Brigid’s Path, January 

2026). Services at Maddie’s Place are currently provided at no cost to families.28 As such, 

Maddie’s Place operations may decrease inequities due to having low income. However, it is not 

possible to determine how potential future statewide RPRCs may operate, what their fee 

schedule may consist of, and what costs families may incur under passage of HB 2560. 

Therefore, there is unclear evidence how HB 2560 may impact inequities due to having low 

income. 

 

Inequities due to settler colonialism  

The impacts of settler colonialism (e.g., generational trauma, root causes of poverty among 

American Indian and Alaska Nativei peoples) have affected the ways in which people in the U.S. 

experience substance use. For example:  
the impact of family separation and historical trauma due to the Federal Government’s forced 

assimilation of American Indian children in non-Native boarding schools and placement in non-

Native homes has led to higher rates of alcohol and [substance] use and incarceration among this 

population.67 

 

In addition, it is well-documented that due to these same harms of colonization, American Indian 

and Alaska Native people “experience higher levels of maternal mortality and morbidity than 

non-Hispanic [w]hite people.”75 

 

Key informants also stated there are unique health care delivery services offered by and across 

Washington State Tribes, which may impact health and equity outcomes under passage of HB 

2560 (personal communication, WSU, February 2026). For example, different services may be 

offered at different facilities, and Tribal health system interaction with non-Tribal systems can be 

nuanced (personal communication, WSU, February 2026).  

 

Key informants from DOH stated Tribal consultation would be 1 component of rulemaking if 

HB 2560 were to pass (personal communication, DOH, January 2026). However, the bill does 

 
i It is well-documented that there is a lack of robust data regarding American Indian and Alaska Native people. 

American Indian and Alaska Native people have been misclassified, under-counted, and misrepresented in data 

collection and research. American Indian and Alaska Native is first and foremost “a unique political status, and is 

only secondarily, and in specific contexts, a racial identity.”73 American Indian and Alaska Native identity is 

“typically defined by citizenship in a [T]ribe or Native [N]ation, regardless of an individual’s racial background.”74 

To retain accuracy, the language used to describe American Indian and Alaska Native people in this Health Impact 

Review reflects the language used by the cited source. 
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not include provisions to alleviate impacts of settler colonialism, so it is unclear how HB 2560 

may impact these inequities. 

 

Inequities by geography  

Differences in maternal and child health exist for urban and rural populations. Generally, people 

who live in rural areas experience more limited access to wealth and education.76 Further, 

pregnant people in rural areas are more likely to experience adverse outcomes and pregnancy 

mortality compared to pregnant people in urban areas.76 For example, research shows:  
[r]ural pregnant [people] are more likely to delay initiation of prenatal care, experience perinatal 

depression, and have a higher probability of severe maternal morbidity and admission to intensive 

care units. Residents in rural areas are also more likely to have a higher abbreviated 

preconception health risk index, which assesses risk factors for poor nutrition, influenza 

vaccination rates, and prepregnancy weight.76 
In addition, it is well-documented that people living in rural areas are disproportionately affected 

by drug overdose death.76  

 

Key informants stated there are inequities across Washington State regarding access to SUD 

treatment facilities (personal communication, WSU, February 2026). For example, rural areas 

generally have less access than urban areas, and there is often not enough treatment center 

capacity to meet the growing need for SUD services even within urban areas (personal 

communication, WSU, February 2026). People in both rural and urban areas across Washington 

State experience challenges accessing prenatal care, substance use treatment, and postpartum 

support (personal communications, January-February 2026). For example, residents of Island 

County experience challenges related to ferry transportation to care and limited specialty care, 

while residents of King County face persistent community-level challenges such as limited 

behavioral health access (personal communication, DOH, January 2026). Key informants also 

discussed the intersection of geographic location with poverty, access to housing, and additional 

structural determinants of health (personal communications, January-February 2026). For 

example, pregnant and postpartum people who are unhoused or living far distances from 

treatment centers and RTFs offering PTCS are less likely to access and engage in EBPs and are 

therefore less likely to have improved health and equity outcomes (personal communications, 

January-February 2026). 

 

Nationally, results vary regarding rural and urban trends of substance use during pregnancy and 

NAS.76 Some limited national data show rates of NAS in rural areas have increased by more than 

double the rates in urban areas.76 However, a study analyzing 2015-2019 National Survey on 

Drug Use and Health data found that pregnant people in rural settings were more likely than their 

counterparts in urban settings to have used tobacco, less likely to have used alcohol, and there 

were no differences in odds of binge drinking, illicit drug use, or cannabis‐only use in the past 

month.76 

 

NAS data suggest there are inequities across Washington State. In 2022, the Washington State 

rate of NAS was 11.2 infants hospitalized with NAS out of every 1,000 live births or 912 infant 

hospitalizations (personal communication, DOH, January 2026).9 From 2002 to 2024, more 

populous counties in Washington State such as King, Pierce, Snohomish, Spokane, and Yakima 

Counties experienced increases in NAS of more than 300%, while several smaller counties saw 

fivefold or greater growth (personal communication, DOH, January 2026). Key informants stated 
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the increases have accelerated in recent years and are largely driven by the rise of synthetic 

opioids, particularly fentanyl and related analogues (personal communication, DOH, January 

2026). 

 

Since implementation of HB 2560 would only immediately affect 1 facility (located in Spokane), 

data specific to Spokane County are highlighted. Spokane County has higher rates of infants 

hospitalized with NAS than the overall Washington State rate (21.1 infants hospitalized with 

NAS out of every 1,000 live births in 2022).9 Data also show rates of overdoses in Spokane 

County increased 37% in 2024 (unpublished data, DOH, January 2026). As rates of NAS in 

Spokane County are nearly double the Washington State rate, DOH and HCA have flagged this 

region as an area of heightened concern (personal communication, DOH, January 2026). Key 

informants from WSU stated parents whose infants receive services at Maddie’s Place in 

Spokane often wait 3-6 weeks to get into SUD treatment (personal communication, WSU, 

February 2026).  

 

It is unknown whether HB 2560 may prompt additional facilities to become an RTF offering 

PTCS and seek reimbursement as a RPRC through Apple Health and the bundled funding model. 

Some key informants questioned how these new funding mechanisms and streams may affect 

providers’ decision-making (personal communications, January 2026). Key informants suggested 

that including a facility-based payment for PTCS as part of the state plan may affect whether and 

how providers establish a RPRC, which may affect statewide access to services (personal 

communication, January 2026). Some key informants stated that establishing these funding 

streams may prompt more RPRCs to open in additional areas of Washington State (personal 

communication, Maddie’s Place, January 2026). In Ohio, at least 1 hospital is currently 

exploring steps necessary to establish a PRC to provide this type of residential dyadic care model 

(personal communications, January-February 2026). However, it is unknown whether or where 

additional facilities may provide care in the future in Washington State, and HB 2560 does not 

include provisions to encourage equitable geographic access to RPRCs.  

 

Overall, infants and dyads experience inequities by geography. Since NAS rates are higher in 

Spokane than other areas of Washington State, and since HB 2560 may increase access to EBPs 

for some infants and dyads who receive care in Spokane, the bill may decrease some inequities 

by geography. However, it is unclear how HB 2560 may impact statewide inequities. 

 

Inequities due to criminal legal system involvement  

Pregnant people are criminalized in unique ways that do not exist for other groups of people.7 

For example, a person may be charged with criminal child abuse or endangerment based on their 

actions while pregnant or may be charged with murder or manslaughter if they experience a 

pregnancy loss.7 Data show there have been over 2,000 instances of pregnancy criminalization in 

the U.S. since 1973, with the most recent data showing that 90% of cases involve allegations of 

substance use.7  

 

The Network for Public Health Law has stated, pregnant people who use substances may choose 

to actively hide their pregnancy, substance use, or both from their provider due to fear of legal 

repercussions.71 This fear may lead to avoiding medical treatment altogether, which can 

negatively impact the health of the pregnant person and the fetus.71  
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Criminal legal system involvement, structural racism, and inequitable access to wealth are 

intersectional issues affecting pregnant people and dyads. For example, 1 analysis found that 

“Black women represented over 18[%] of arrests in the U.S. due to pregnancy criminalization 

[…] despite making up only 13[%] of the population.” In addition, Black people are more likely 

to be non-consensually drug tested during pregnancy, “placing them at particular risk of 

unnecessary criminal intervention even after just a single test.”39 Further, “[i]n a preliminary 

2024 post-Dobbs review of cases of pregnancy criminalization, 163 out of the 210 cases 

reviewed were low-income women.”39 Data show that “Black people are arrested far more 

frequently and punished more severely than white people for [substance use-related] crimes, 

even though [substance] use within the two racial groups is roughly the same.”77 

 

HB 2560 does not include specific provisions to mitigate inequities due to criminal legal system 

involvement among pregnant people and dyads who are substance-exposed. It is unclear how HB 

2560 may impact inequities due to criminal legal system involvement. 

 

Overall, pregnant people who use substances and infants who are substance-exposed experience 

systemic factors such as stigma, lack of access to health care, racism, inequitable distribution of 

wealth, settler colonialism, and inequities due to geography and criminal legal system 

involvement. Since HB 2560 does not mitigate these inequities, the bill would initially affect 1 

facility, and it is unclear how additional facilities may operate or prioritize equity considerations, 

there is unclear evidence how HB 2560 may impact equity.  

 

Additional Considerations  

This Health Impact Review focused on the most linear pathway between provisions in the bill 

and health outcomes and equity. Additional considerations are discussed below, including 

evidence for how HB 2560 may impact facilities that do not use a dyadic care model and access 

to PTCS in these settings as well as Medicaid waivers as an alternative option to provide facility-

based payments to Apple Health enrolled RPRC providers. 

 

Facilities that do not use a dyadic care model 

There is currently 1 facility in Washington State licensed to provide PTCS that does not use a 

dyadic care model (i.e., PICC). Some key informants expressed concern that HB 2560 may limit 

access to PTCS based on program model, excluding parents/families unable or unwilling to 

participate in a residential program (personal communications, January-February 2026). PICC 

opened in Kent, Washington, in 1990 as the first interim care nursery in the U.S. for newborns 

who were medically fragile and exposed to substances in utero.26 PICC is licensed through DOH 

as an RTF licensed to provide PTCS (personal communications, January-February 2026). PICC 

uses an infant-focused, medical model to offer immediate, short-term medical care between 

hospital and home for medically fragile infants who experienced PSE.26 Since 1990, PICC’s 

infant care program has provided PTCS to approximately 3,500 infants prenatally exposed to a 

wide variety of substances (personal communication, PICC, February 2026). PICC’s model has 

informed pediatric transitional care centers in the U.S. and abroad (personal communication, 

PICC, February 2026). 
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Historically, PICC has been financially supported by direct budget appropriations from 

Washington State, grants, and philanthropy (personal communication, PICC, February 2026). 

Until July 2025, PICC held a DCYF contract to treat infants experiencing the medical effects of 

PSE symptoms, and all but 1 of the infants served have been referred by DCYF (or DSHS prior 

to the establishment of DCYF) (personal communications, January-February 2026). In May 

2025, citing Washington State’s significant fiscal challenges, the Governor vetoed Section 

234(27) of the 2025-2027 Operating Budget which would have directed funding to DCYF to 

contract with PICC.27 In July 2025, PICC suspended its infant care program due to the loss of 

state funding and DCYF’s decision not to renew PICC’s contract to receive infant placements 

(personal communication, PICC, February 2026). Key informants from PICC stated they are 

exploring next steps to reopen the infant care program and nursery (personal communication, 

PICC, February 2026).  

 

However, key informants from PICC stated that, if implemented, provisions of HB 2560 would 

substantially change licensure requirements through DOH and would likely make PICC unable 

to meet some of the new requirements (personal communication, PICC, February 2026). If 

passed, HB 2560 would amend the definitions of PTCS and RTF to include parents and would 

direct DOH to develop and adopt rules to incorporate parents into the care model (e.g., 

supportive family rules). Specifically, the bill would require an RTF licensed to provide PTCS 

have capacity to provide room and board and wraparound services to 1 or both parents of an 

infant receiving treatment at the establishment. See “Pathway 1” for additional discussion of 

rulemaking. Key informants from PICC stated that amending these licensing rules would make 

PICC unable to meet new requirements and would therefore prevent the facility from accessing 

facility-based funding for RPRCs through Apple Health reimbursement (personal 

communication, PICC, February 2026). Key informants from PICC expressed concern that the 

bill would limit licensure and funding to include only those centers that have residential 

programs for parents (personal communication, PICC, February 2026). PICC’s infant based 

program has historically provided support to parents and caregivers, including caregiver training, 

regular visitation, and, through grant funds, stays at a local hotel for up to 5 nights per week for 

parents whose infants are placed at the center (personal communication, PICC, February 2026).  

 

Some key informants also expressed concern that HB 2560 may limit access to PTCS by 

geography (personal communications, January-February 2026). Two facilities are currently 

licensed to provide PTCS in Washington State: PICC in Kent and Maddie’s Place in Spokane 

(personal communications, January-February 2026). Key informants at PICC stated many 

parents may be unable or unwilling to go to Spokane to participate in a residential program for a 

variety of reasons (e.g., parent of additional children, participation in another program) (personal 

communication, PICC, February 2026). PICC offers access for infants and families in the Puget 

Sound Region to receive PTCS locally (personal communication, PICC, February 2026). Key 

informants from PICC stated there is value in Washington State having both residential program 

models and medical models (personal communication, PICC, February 2026). For example, key 

informants stated since temporarily closing the infant program in July, staff have received many 

calls from contacts (social workers, medical staff, family members, etc.) who are looking for a 

location to care for an infant experiencing the medical effects of PSE (personal communication, 

PICC, February 2026). 
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Overall, key informants expressed concern that HB 2560 may limit access to PTCS by program 

model and by geography (personal communications, January-February 2026). Since PICC is not 

currently funded or contracted with DCYF to provide PTCS and would not offer a dyadic care 

model, this pathway was not included in the main Logic Model pathway.  

 

Medicaid waivers  

Under the U.S. Social Security Act, states are required to provide all mandatory Medicaid 

benefits.17 States may provide Medicaid Optional Services if they choose to add these benefits 

through the state plan process or Medicaid waiver program.17 Medicaid Mandatory Benefits are 

provided under a State Medicaid Plan, which is an entitlement program, meaning that services 

must be available to all people statewide who are enrolled in Medicaid and may not be limited by 

age, service, condition, geography, etc.18 States may choose to add Medicaid Optional Services 

through the state plan process as a SPA.17 If approved through the state plan process, these 

benefits must also be offered as an entitlement program.18 

 

Medicaid Optional Services may also be offered through a Medicaid waiver program.17 These 

programs may be limited by age, service, condition, geography, funding, etc.18,20 CMS may grant 

demonstrations and waivers (i.e., a Medicaid waiver program) to allow states to test new or 

existing ways to deliver and pay for health care services in Medicaid and CHIP.21 Authority is 

provided by the U.S. Social Security Act sections 1915(b), 1915(c), and 1115.21 Medicaid waiver 

programs are unique for each authority. 

 

Previously, key informants shared that, while some CMS routine business operations (e.g., 

annual rate approvals, SPAs, communication with state Medicaid agencies) have continued in 

2025, some work with CMS has stalled or slowed under the current federal administration 

(personal communications, December 2025-January 2026). Moreover, key informants expressed 

uncertainty about current CMS priorities and what work CMS may prioritize under the current 

federal administration (personal communications, December 2025-January 2026). Consideration 

and approval of Medicaid waivers by CMS may vary by federal administration.78,79 For example, 

Medicaid “1115 waivers generally reflect priorities identified by states as well as changing 

priorities from one [federal] administration to another.”78 The current federal administration has 

not outlined priorities for Medicaid waiver programs (personal communications, December 

2025).79 In May 2025, the Kaiser Family Foundation reported that “the future direction of [1115] 

waivers is uncertain,” and “recent actions from the [federal] administration could signal efforts to 

curtail waivers related to social determinants of health and to limit waiver financing tools and 

flexibility.”78 Changing priorities for Medicaid waiver programs, or reductions or restrictions of 

Medicaid waivers generally, may impact consideration and approval of Medicaid waivers 

generally.  

 

In addition, H.R. 1 (Public Law No: 119-21) is estimated to reduce federal Medicaid funding by 

14% or $911 billion between 2025 and 2034.80 H.R. 1 includes potential impacts to Medicaid 

that phase in over multiple years, and states have not yet received guidance from CMS about 

how to implement changes from H.R. 1.20,25 The “reduction in Medicaid funding to [Washington 

State] will cause legislators to look to reduce spending to balance the state budget.”20 Moreover, 

“the waiver landscape will also change dramatically as the Medicaid cuts in [H.R. 1] go into 
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effect.”79 It is unclear how H.R. 1 and reductions in Medicaid funding may impact services 

(personal communications, December 2025).20 

 

In July 2025, CMS announced a shift in Medicaid policies and limitations to certain Medicaid 

demonstrations (i.e., 1115 waivers) related to continuous eligibility and workforce initiatives.22,79 

Key informants stated it is unclear whether CMS may request other Medicaid waiver programs 

to respond to these policy shifts (personal communications, December 2025). 

 

Additionally, some key informants anticipated there may be heightened scrutiny of some types of 

waiver requests and additional questions from CMS (personal communications, December 

2025). For example, key informants stated that funding requests to CMS are receiving greater 

scrutiny (personal communication, HCA, January 2026). 

 

The fiscal note for SB 6094 (the direct companion to HB 2560) states that in addition to 

reviewing the SPA, HCA would also review 1115 waivers as an option to provide facility-based 

payments to RPRCs. Key informants stated the Ohio Department of Medicaid (ODM) also 

considered using a waiver to allow for Medicaid reimbursement, but staff decided for a variety of 

reasons, including West Virginia’s approved SPA as proof of concept, to submit a SPA (personal 

communications, ODM, January 2026).  

 

Since the bill directs HCA to submit a SPA, this pathway was not included in the main Logic 

Model pathway. 
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and discrimination) contribute to vulnerability to sustance use. The authors include information 

on research gaps and areas for future research.  

 

7. Strategies Pregnancy Justice and Vital. Interrupting Punitive Responses to 

Substance Use and Pregnancy 2025. 

Pregnancy Justice and Vital Strategies published this report on the criminalization of pregnancy 

and punitive responses to substance use while pregnant. The report includes information on 

current best practices and aims to promote a shift towards a public health approach that 

prioritizes the health and dignity of pregnant individuals and their families. The toolkit is 

designed for members of law enforcement, prosecutors, judges, and probation officers.  

 

8. Health Washington State Department of. Maternal Mortality Review Panel: 

Maternal Deaths 2021–2022. Report to the Legislature.2025. 

The Maternal Mortality Review Panel (MMRP, the Panel) reviews deaths of Washingtonians 

who died during pregnancy or up to 1 year after pregnancy. The MMRP identifies which deaths 

were pregnancy-related and preventable, then makes recommendations to save lives and improve 

care. As required every 3 years by RCW 70.54.450, this report presents the Legislature 

with data from 2014–2022 deaths and recommendations from reviews of 2021–2022 deaths. 

 

9. (WSU) Washington State University, (HCA) Washington State Health Care 

Authority. Research and analysis of Neonatal Abstinence Syndrome.Olympia, Washington: 

Washington State Health Care Authority; 12/1/2024 2024. 

This report funded by the Washington State Health Care Authority (HCA) was developed by the 

Washington State University (WSU) at the direction of the Washington State Legislature. 

Engrossed Substitute Senate Bill 5187 (Section 215[117], Chapter 475, Laws of 2023) required 

WSU to  analyzing the prevalence of neonatal abstinence syndrome and infant and maternal 

health outcomes associated with pediatric transitional care facilities in Washington State. The 

report was completed with support from HCA and the Washington State Department of Health 

(DOH). The report describes the evaluation of Maddie's Place that occurred from July 2023 

through August 2024. Authors aimed to: "1. Report the existing limitations and challenges with 

accurately measuring neonatal abstinence syndrome (NAS1) in Spokane County, and potential 
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recommendations for improving measurement and monitoring: 2. Describe the health outcomes 

of maternal-infant dyads utilizing Maddie’s Place services across the previous two years. 3. 

Qualitatively analyze parental experiences at Maddie’s Place, exploring experiences with 

pregnancy, birth, and postpartum periods and describe perceived benefits of services provided by 

Maddie’s Place." Overall, authors found "rising fentanyl and polysubstance use, which has 

complicated neonatal treatment, requiring longer and more complex interventions for infant 

withdrawal while also accelerating severe SUDs in parents, limiting their ability to engage in 

post-birth infant care." Observational data indicate that infant functioning improved while at 

Maddie’s Place. However, researchers stated "it is unclear how this improvement compares to 

the expected progress in the absence of the services provided there, especially in the absence of 

further research validating the Hopkins assessment tool as well as additional, longitudinal, 

cohort-matched evaluation." Finally, researchers found the most significant barrier for parents at 

Maddie's place was houselessness. Staff ensured parents were discharged to stable environments 

(e.g., long-term treatment, sober housing, with family, or temporary shelter arrangement. 

Authors stated, "very few of the services currently provided at Maddie’s Place are eligible for 

payment by Medicaid, [therefore] additional information showing cost-neutrality would be 

needed for submission of a waiver request to CMS if additional Medicaid funding is desired [as] 

Medicaid waivers are only approved for new service types if current Medicaid costs are 

maintained." 

 

10. Young L. W., Ounpraseuth S. T., Merhar S. L., et al. Eat, Sleep, Console Approach 

or Usual Care for Neonatal Opioid Withdrawal. N Engl J Med. 2023;388(25):2326–2337. 

Young et al. conducted this multi-center, stepped-wedge, cluster-randomized controlled trial at 

26 U.S. hospitals to examine 1305 infants with neonatal opioid withdrawal syndrome who had 

been born at 36 weeks gestation or later. Clinicians have historically used the Finnegan Neonatal 

Abstinence Scoring Tool to assess the severity of neonatal opioid withdrawal. Researchers 

stated, “[d]espite concerns that this assessment tool overestimates the need for pharmacologic 

treatment, clinical management has remained largely dependent on its use in the absence of an 

evidence-based alternative.” This research examined outcomes among hospitals who transitioned 

from this tool to the Eat, Sleep, Console approach. “The Eat, Sleep, Console Care Tool relies on 

a function-based assessment of withdrawal severity that is focused on an infant’s ability to eat, 

sleep, and be consoled, along with the use of nonpharmacologic interventions (e.g., low-

stimulation environment, skin-to-skin contact, clustered care, and breast-feeding) as the first line 

of treatment and empowerment of families and caregivers in the care of their infants. This 

approach has been favorably evaluated by several statewide and regional quality improvement 

initiatives, as compared with care using the Finnegan tool, and is consequently being adopted 

and implemented into clinical practice across the United States and internationally.” Prior 

research shows that “[r]eceipt of pharmacologic treatment is the primary driver for an increased 

length of hospital stay for infants with opioid withdrawal.” This research primarily examined 

time from birth until medical readiness for discharge and also assessed in-hospital safety, 

unscheduled health care visits, and nonaccidental trauma or death. The researchers evaluated 

sites that were geographically diverse, and included both academic centers and community 

hospitals. Study methods also included variation in the sites’ volume of infants, the proportion 

who received pharmacological treatment, the location of care, and the extent of 

nonpharmacologic interventions available. The analysis included regression models that 

accounted for the intervention design, demographic characteristics, and a sensitivity analysis. 
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Study results show that the Eat, Sleep, Console approach significantly decreased the number of 

days until infants with neonatal opioid withdrawal syndrome were medically ready for discharge 

(by a mean of 6.7 days), without increasing specified adverse outcomes. The approach also 

decreased the proportion of infants who received pharmacologic treatment by 32.5 percentage 

points. The study authors discuss limitations and need for further study.  

 

11. CDC. Polysubstance Use Facts. 2024; Available at: https://www.cdc.gov/stop-

overdose/caring/polysubstance-use.html. Accessed 2/10/2026. 

This U.S. CDC factsheet provides an overview of polysubstance use. Polysubstance use includes 

when 2 or more drugs are taken together or within a short time period, either intentionally or 

unintentionally. For example, "[u]nintentional polysubstance use occurs when a person takes 

drugs that have been mixed or cut with other substances, like fentanyl, without their knowledge." 

The effects of combining substances may be stronger and more unpredictable than a single drug. 

Results can be deadly.  

 

12. Witt C. E., Rudd K. E., Bhatraju P., et al. Neonatal abstinence syndrome and early 

childhood morbidity and mortality in Washington state: a retrospective cohort study. J 

Perinatol. 2017;37(10):1124–1129. 

Witt et al. conducted this cohort study of infants born in Washington State to evaluate the 

association between neonatal abstinence syndrome (NAS) and long-term childhood morbidity 

and infant mortality. The researchers examined data on infants born in Washington State 

between 1990 and 2008 who were diagnosed with NAS or were unexposed. Washington State 

Vital Statistics birth certificate data, death certificate data, and Washington State Comprehensive 

Hospital Abstract Reporting System (CHARS) data were used. The primary exposure was 

diagnosis of NAS at birth hospitalization and primary outcome was the occurrence of at least one 

hospital readmission in the first 5 years of life. Secondary outcomes were infant mortality and 

reason for readmission. The analysts accounted for potential confounders (maternal age, 

maternal cigarette use during pregnancy, maternal education, year of birth, maternal 

race/ethnicity, gestational age, prolonged infant length of stay during the birth hospitalization, 

and whether the infant had a concomitant medical condition or congenital anomaly during the 

birth hospitalization. The study found that children with a history of NAS had increased risk of 

readmission during the first 5 years of life, compared to unexposed children, even after adjusting 

for maternal age and education, gestational age, and intrapartum tobacco use. The study found, 

“[c]hildren with history of NAS were more likely than unexposed children to be readmitted for 

several conditions, including infectious and parasitic diseases, diseases of the nervous system, 

diseases of the respiratory system, diseases of the digestive system, diseases of skin and 

subcutaneous tissue, infections and cellulitis, and perinatal conditions.” The authors stated it is 

unclear whether these results stem from exposure to unhealthy environments and less 

preventative care or from biological changes related to NAS. Having NAS was also associated 

with increased infant mortality risk, but these results were not present after adjustment for 

maternal age, maternal education, gestational age, and intrapartum smoking status. The study 

authors discussed limitations and need for future research.  

 

13. Welfare National Center on Substance Abuse and Child. Defining "Infants affected 

by substance abuse, withdrawal, and FASD": Washington State Workgroup Findings. 

https://www.cdc.gov/stop-overdose/caring/polysubstance-use.html
https://www.cdc.gov/stop-overdose/caring/polysubstance-use.html
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A cross-system team of state representatives and local organizations came together to develop 

definitions of “affected by substance abuse, withdrawal, and a fetal alcohol spectrum disorder 

(FASD)” to align Washington State’s practice with changes to the 2016 Child Abuse Prevention 

and Treatment Act. This brief provides background on the changes to CAPTA, an overview of 

the process to develop the definitions, and a discussion proposed changes to current reporting 

practices. At the end of this brief, the workgroup’s full product is included.  

 

14. Durrance C. P., Pac J., Berger L. M., et al. Prenatal opioid exposure, neonatal 

abstinence syndrome diagnosis, and child welfare involvement. Child Abuse Negl. 

2025;161:107246. 

Durrance et al. studied the relationship between prenatal opioid exposure, NAS diagnosis, and 

CPS involvement during the (early) neonatal period. Prior research indicates NAS diagnosis or 

other evidence of prenatal substance exposure may lead to a child protective services (CPS) 

referral. The implications for infant safety and CPS involvement may differ depending on the 

type and timing of exposure, NAS diagnosis, and state statutes. For this study, the researchers 

analyzed data on Medicaid-covered live births from the Wisconsin Administrative Data Core 

using linked birth records, Medicaid claims, CPS records, and benefit/earnings data from 2010 to 

2018. The study results showed “prenatal opioid exposure is associated with increased CPS 

involvement and that NAS diagnosis plays a mediating role, particularly with respect to non-

MOUD and MOUD.” In addition, the research shows that observed pharmacological opioid use 

during pregnancy bears a negative association with CPS involvement only when interacted with 

NAS diagnosis. The authors stated that this finding “indicates that, when mothers are receiving 

non-MOUD and MOUD prescription opioids, NAS diagnosis is protective against unwarranted 

CPS involvement, i.e., where the risk to the infant is low.”  The authors conclude by stating, 

“[u]nderstanding the type of opioid exposure during pregnancy, NAS diagnosis, and access to 

treatment OUD is important for referrals to child welfare agencies.” 

 

15. Judd R. , Theal J. . New Federal Medicaid Policies Compound State Budget 

Pressures. The Pew Charitable Trusts; 2026. 

This article from the Pew Charitable Trusts is 1 of 5 examining debates expected to unfold in 

statehouses across the U.S. in 2026. The article describes how state governors and legislators 

will need to manage the budgetary and operational impacts of changes enacted through H.R. 1 

(i..e, the federal budget reconciliation law passed in July 2025) while also contending with 

substantial and growing underlying cost pressures. Specifically, authors note while down, 

Medicaid enrollment is still higher than pre-pandemic levels, rising costs (e.g., prescription drug 

prices, higher hospital and clinic payments to help address workforce shortages, and greater need 

related to the pandemic and an aging population), and lower state tax collections. Additionally, 

"H.R. 1 makes key changes to Medicaid: who qualifies and how often, how states can finance 

their share of costs, and how much they can pay health care providers." Costs associated with 

H.R. 1 "will arrive in two waves: near-term administrative costs for carrying out new eligibility 

and work rules, followed by a longer-term squeeze as financing limits are phased in." Risks vary 

across states based on whether states expanded coverage under the ACA. For example, "the CBO 

estimates that H.R.1 will increase the number of uninsured individuals by 7.5 million in 2034, 

with expansion states seeing uninsured rates rise five times more on average than non-expansion 

states." As a result of declining coverage, hospital are expected to face higher uncompensated 

care costs and reduced revenues, with safety-net and rural hospitals particularly vulnerable due to 



65                                                                    February 2026 – Health Impact Review of HB 2560 

generally operating on thin margins. States are expected to consider how to manage pressures of: 

1) elevated enrollment and per-enrollee costs through cost containing measures (e.g., reducing 

coverage of certain benefits, decreasing provider reimbursement rates, or limiting eligibility.); 

and 2) implementation of administrative requirements (e.g., 2-yearly renewals and new work-

requirement tracking). Federal agencies have yet to finalize formal federal rules to guide states' 

implementation of new requirements. 

 

16. Foundation Kaiser Family. Medicaid in Washington. Kaiser Family Foundation 

2025. 

This Kaiser Family Foundation fact sheet provides an overview of Medicaid in Washington 

State. Approximately 1.86 million children and adults are enrolled in Washington Medicaid. Of 

enrollees in the state, 39% are children and 16% live in a rural area. Additionally Medicaid 

covers 35% of births in Washington State.  

 

17. Mandatory & Optional Medicaid Benefits. 2025; Available at: 

https://www.medicaid.gov/medicaid/benefits/mandatory-optional-medicaid-benefits. 

Accessed 11/25/2025. 

This Centers for Medicare & Medicaid Services (CMS) webpage provides information about 

mandatory and optional Medicaid services. 

 

18. Services Washington State Department of Social and Health. Addressing Home 

Care Workforce Shortages: Exploring Paying Parents of Minors to Provide Personal 

Care.Report to the Legislature: Engrossed 2nd Substitute House Bill 1694 Sec 11. 2023. 

In 2023, the Washington State Legislature passed Engrossed 2nd Substitute House Bill (E2SHB) 

1694, Addressing home care workforce shortages (Chapter 424, Laws of 2023). Among other 

provisions, the bill directed Washington State Department of Social and Health Services (DSHS) 

to study the feasibility and cost of paying parents of children under 18 years old who are 

medically complex or who have complex support needs related to behaviors. Nationally, and in 

Washington State, there is a shortage of paid caregivers. DSHS identified two options to provide 

payment to parental caregivers. First, DSHS examined providing payment to parental caregivers 

through the Community First Choice program. This program is under the Medicaid State Plan 

(i.e., Apple Health) and is an entitlement program, meaning that services may not be limited (by 

age, service, condition, geography, etc.) and must be available to all people statewide. Therefore, 

this option would allow parents of all children to be paid as a provider. DSHS stated, “[m]ost 

individuals receive their personal care benefit in Washington State through this program. The 

federal regulation that governs the Community First Choice program does not expressly prohibit 

nor does it specifically allow paying legally responsible parties [(e.g., parents of children under 

18 years old)]; it is unknown if CMS would approve this.” Second, DSHS examined providing 

payment to parental caregivers through a HCBS waiver. This option would require DSHS to 

amend existing HCBS waivers or seek a new waiver. DSHS states, “[DDCS] was unable to 

receive technical assistance from CMS on whether there are other options to allow parents to be 

paid to care for their children or whether one of the options identified by [DDCS] staff would be 

approved. However, information provided by other states that we connected with indicated they 

are all paying parents through personal care services in their waivers or seeking to do so.” This 

report includes discussion of background context, federal and state law, programs in other states, 

potential impacts, and next steps related to paying parent caregivers. 

https://www.medicaid.gov/medicaid/benefits/mandatory-optional-medicaid-benefits
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19. Early and Periodic Screening, Diagnostic, and Treatment.  Available at: 

https://www.medicaid.gov/medicaid/benefits/early-and-periodic-screening-diagnostic-and-

treatment. Accessed 1/27/2026. 

This U.S. Centers for Medicare & Medicaid Services webpage provides an overview of the Early 

and Periodic Screening, Diagnostic, and Treatment (EPSDT) Medicaid benefit for children 

younger than 21 years of age.  

 

20. Work Session: Impact of House Resolution 1 on Medicaid relating to the intellectual 

and developmental disability community and the Supplemental Nutrition Assistance Program 

2025. 

The Washington State Senate Human Services Committee met on December 5, 2025. As part of 

a public Work Session, the Committee heard from various speakers about potential impacts of 

H.R.1 on Medicaid and people who have an intellectual or developmental disability. Speakers 

provided an overview of current services and discussed potential changes to services resulting 

from H.R. 1. 

 

21. State Waivers List 2025; Available at: https://www.medicaid.gov/medicaid/section-

1115-demo/demonstration-and-waiver-

list?q=washington&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_ap

proval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter

%5Bfield_effective_date%5D%5Blte%5D=&limit=10&sort=. Accessed 11/21/2025. 

This U.S. Centers for Medicare & Medicaid Services (CMS) webpage provides information 

about Section 1115 demonstrations and Section 1915 waivers. Section 1115, 1915(b), and 

1915(c) waivers allow states to test new or existing ways to deliver and pay for healthcare 

services in Medicaid and the Children's Health Insurance Program (CHIP). This webpage 

provides options to conduct an advanced search by state, authority, approval date, etc. of state 

waivers. As of December 15, 2025, Washington State had 12 approved Medicaid waivers, 

including 8 1915(c) waivers; 2 1915(b) waivers; and 2 1115 waivers. 

 

22. CMS Reinforces Medicaid and CHIP Integrity by Strengthening Eligibility 

Oversight and Limiting Certain Demonstration Authorities [press release]. 2025. 

In this press release, CMS announced a shift in Medicaid policies and limitations to 1115 

waivers related to continuous eligibly and workforce initiatives. CMS stated the intent of the 

changes were to “refocus future section 1115 funding on high value activities aligned with the 

core mission of Medicaid and CHIP.”  

 

23. (CMS) Centers for Medicare & Medicaid Services. Center for Medicaid & CHIP 

Services (CMCS) Informational Bulletin. In: Services CfMaC, ed. Baltimore, Maryland: 

U.S. Department of Health & Human Services; 2019. 

This Informational Bulletin from the Center for Medicaid & CHIP Services provides State 

Guidance for Implementation of the Treatment for Infants with Neonatal Abstinence Syndrome 

(NAS) in Residential Pediatric Recovery Centers provisions of Section 1007 of Pub. L. 115-271, 

the Substance Use-Disorder Prevention that Promotes Opioid Recovery and Treatment 

(SUPPORT) for Patients and Communities Act. A “residential pediatric recovery center" is 

defined as “a center or facility that furnishes items and services for which medical assistance is 

https://www.medicaid.gov/medicaid/benefits/early-and-periodic-screening-diagnostic-and-treatment
https://www.medicaid.gov/medicaid/benefits/early-and-periodic-screening-diagnostic-and-treatment
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list?q=washington&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_approval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5Bfield_effective_date%5D%5Blte%5D=&limit=10&sort
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list?q=washington&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_approval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5Bfield_effective_date%5D%5Blte%5D=&limit=10&sort
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list?q=washington&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_approval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5Bfield_effective_date%5D%5Blte%5D=&limit=10&sort
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list?q=washington&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_approval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5Bfield_effective_date%5D%5Blte%5D=&limit=10&sort
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list?q=washington&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_approval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5Bfield_effective_date%5D%5Blte%5D=&limit=10&sort
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available under the state plan to infants with the diagnosis of [NAS] without any other significant 

medical risk factors.” Additionally, a RPRC “may offer counseling and other services to mothers 

(and other appropriate family members and caretakers) of infants receiving treatment at such 

centers if such services are otherwise covered under the State plan under this title or under a 

waiver of such plan. Such other services may include (A) Counseling or referrals for services, 

(B) Activities to encourage caregiver-infant bonding, and (C) Training on caring for such 

infants." The bulletin provides guidance to states as they consider whether and how to 

implement.  

 

24. State Plans for Medical Assistance, Sec. 1902 [42 U.S.C. 1396a] (2018). 

This compilation of the Social Security Laws address State Plans for Medical Assistance.  

 

25. Munroe Mary. 2026 Session Budget Preview: House Appropriations Committee, 

December 4, 2026. Office of Program Research, Washington State House of 

Representatives;2025. 

On December 4, 2025, the Washington State House of Representatives, Office of Program 

Research provided an overview of the state budget to members of the House Appropriations 

Committee. The presentation included information and context for legislators developing the 

2026 Supplemental State Budget. 

 

26. Pediatric Interim Care Center the Newborn Nursery.  Available at: 

https://www.picc.net/. Accessed 2/6/2026. 

This webpage provides an overview of the Pediatric Interim Care Center (PICC) located in Kent, 

Washington, which is licensed to provide care for newborns who are substance exposed and 

medically fragile.  

 

27. 2025-2027 Biennial Operating Budget Partial Veto Letter. In: Ferguson WSOoGB, 

ed. Olympia, Washington2025. 

This letter from the Governor to the President and Members of the Senate of the State of 

Washington documents Governor Ferguson's partial veto of the 2025-2027 Operating Budget as 

passed the legislature.  

 

28. About. 2023; Available at. Accessed 1/26/26. 

Maddie's Place webpage includes information about services offered at the facility. The facility 

is a non-profit recovery nursery in Spokane, Washington, began caring for infants with prenatal 

substance exposure. Maddie’s Place follows the Eat, Sleep, and Console model, and focuses on 

attachment-based care, environmental regulation, and holistic comfort. The facility provides 

certain therapeutic handling techniques (e.g., skin-to-skin, neuro and sleep protective care, 

feeding plans, reading infant cues, etc.) and medical and professional care (e.g., 24/7 nursing 

care, on-site or on-call pediatricians, lactation consultation, etc.) The facility also provides 

referrals to services including Parent-Child Assistance Program (PCAP), Women, Infants, and 

Children Nutrition Program (WIC), identification/driver’s license, substance use assessment and 

treatment, primary, behavioral/mental and dental care, postpartum care, and housing. Services at 

Maddie’s Place are provided at no cost to families.  

 

https://www.picc.net/


68                                                                    February 2026 – Health Impact Review of HB 2560 

29. Engrossed Substitute Senate Bill 5187 (Operating Budget), Chapter 475, Laws of 

2023 Revised Code of Washington, §Section 215(117) (2023). 

Section 215(117) appropriated $5.5 million of the Opioid Abatement Settlement Account to fund 

a pilot program to provide NAS services to infants who had prenatal substance exposure. The 

legislature directed $190,000 to WSU to study and evaluate the program's efficacy, outcomes, 

and impact of providing NAS services to infants.  

 

30. Multiple Agency Fiscal Note Summary for SB 6094, Pediatric transitional care. 

2026. 

This Multiple Agency Fiscal Note includes details form the Washington State Health Care 

Authority (HCA), Department of Health (DOH), and Department of Children, Youth, and 

Families (DCYF) regarding the assumptions and costs associated with implementing SB 6094. 

HB 2560 is a direct companion to the Senate bill.  

 

31. (CMS) Centers for Medicare & Medicaid Services. West Virginia's State Plan 

Amendment 17-004. In: (HHS) USDoHaHS, ed. Philadelphia, Pennsylvania2018. 

This document includes the U.S. Department of Health and Human Services (HHS), Centers for 

Medicare & Medicaid Services (CMS), Region III/Division of Medicaid and Childrens Health 

Operations approval of West Virginia's SPA 17-004, Neonatal Abstinence Syndrome Treatment 

Services, effective October 1, 2017.  

 

32. (CMS) Centers for Medicare & Medicaid Services. West Virginia State Plan 

Amendment (SPA) # 22-0003. In: (HHS) USDoHaHS, ed. Kansas City, Missouri2022. 

This document includes the U.S. Department of Health and Human Services (HHS), Centers for 

Medicare & Medicaid Services (CMS), Medicaid and CHIP Operations Group approval of the 

West Virginia Bureau for Medical Services' Medicaid State Plan Amendment (SPA) filed March 

28, 2022. The SPA sought approval for reimbursement for its Drug Free Moms and Babies care 

coordination services. The letter from CMS states that agency staff conducted a review of the 

submittal according to statuatory requirements in Title XIX of the Social Security Act and 

implementing regulations. West Virginia's Medicaid SPA TN 22-0003 was approved on 

September 6, 2022, effective June 9, 2022.  

 

33. (CMS) Centers for Medicare & Medicaid Services. Ohio State Plan Amendment 

#25-0019. In: (HHS) USDoHaHS, ed. Kansas City, Missouri2025. 

This document includes the U.S. Department of Health and Human Services (HHS), Centers for 

Medicare & Medicaid Services (CMS), Medicaid and CHIP Operations Group approval of the 

Ohio Department of Medicaid's Medicaid State Plan Amendment (SPA) filed September 25, 

2025. The SPA sought approval to establish coverage and a per diem rate for services provided 

by pediatric recover centers (PRCs) to treat infants with significant substance exposure resulting 

in withdrawal symptoms. The letter from CMS states that agency staff conducted a review of the 

submittal according to statuatory requirements in Title XIX of the Social Security Act and 

implementing regulations. Ohio’s Medicaid SPA TN 25-0019 was approved on December 18, 

2025, effective July 1, 2025.  

 

34. Rule 5180:2-9-43 | Residential infant care center., Ohio Administrative Code(2023). 
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This Ohio Administrative code (Rule 5180:2-9-43) details the rules specific to facilities certified 

as a residential infant care center (RICC). Rules state a RICC's primary purpose is "the provision 

of residential services for infants affected by substance use and the preservation of families 

through infant diversion practices and programs." 

 

35. Narvey M., Hamilton D., Paquette V. Managing newborns at risk for neonatal 

abstinence syndrome (NAS)/neonatal opioid withdrawal syndrome (NOWS): Updates and 

emerging best practices. Paediatr Child Health. 2025;30(7):624–640. 

Narvey et al. published this position statement which focuses people with a substance-exposed 

pregnancy (SEP) who are taking opioids, their newborns, and the effects of withdrawal and 

management strategies on newborns. The statement includes recommendations and best practices 

for prenatal care and screening, newborn clinical presentation and assessment, interventions, and 

discharge considerations. The authors conclude with additional recommendations including 

trauma-informed approaches, dyad care, assessment using the Eat Sleep Console tool, 

coordinating follow-up care, and longitudinal follow up research.  

 

36. (SAMHSA) Substance Abuse and Mental Health Services Administration. Clinical 

Guidance for Treating Pregnant and Parenting Women With Opioid Use Disorder and 

Their Infants. Vol HHS Publication No. (SMA) 18-5054. Rockville, MD2018. 

The Substance Abuse and Mental Health Services Administration (SAMHSA) published this 

clinical guidance document on the individualized management of pregnant and parenting women 

with OUD. The document includes and introduction and background information, and factsheets 

specific to prenatal care, infant care, and maternal postnatal care.  The guide recommends 

feasible, standard approaches to the care of pregnant and parenting women with OUD and their 

infants that can be adopted in care settings throughout the United States. It also provides clinical 

guidance for healthcare professionals seeking to optimize outcomes for women and infants in 

their care. 

 

37. Pediatrics American Academy of. Recommendations to the Indian Health Service 

on Neonatal Opioid Withdrawal Syndrome. 

The American Academy of Pediatrics (AAP) compiled this document of recommendations to the 

Indian Health Service on Neonatal Opioid Withdrawal Syndrome. The recommendations in this 

document were developed by a multidisciplinary workgroup convened by AAP Committee on 

Native American Child Health (CONACH) with support from the U.S. Indian Health Service 

(IHS). The document includes background information and recommendations for care. The 

report stated, "[i]mplementation of programs to foster early universal screening, brief 

intervention, and referral to treatment of pregnant women with opioid use disorder can improve 

maternal and infant outcomes." The report also discusses the importance of the infant-parent 

dyad, trauma-informed care, long-term follow-up, the need for evaluation and engagement, and 

the need for policies and procedures to assess infants.  

 

38. Schiff D. M., Partridge S., Gummadi N. H., et al. Caring for Families Impacted by 

Opioid Use: A Qualitative Analysis of Integrated Program Designs. Acad Pediatr. 

2022;22(1):125–136. 

Schiff et al. conducted 23 in-depth interviews with programs for women and children affected by 

OUD across North America. The research sought to 1) identify models of integrated care that 
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offer medical care and social services for children and families impacted by opioid use disorder 

(OUD) in the postpartum year; and 2) describe how each program was developed, designed, and 

sustained, and explore facilitators and barriers to implementation of a dyadic, two-generation 

approach to care. The results showed, the key components of dyadic care models for families 

impacted by OUD included prioritizing care coordination, removing barriers to integrating 

medical and behavioral services, and ensuring the safety of children in homes with ongoing 

parental substance use while maintaining parental trust. 

 

39. Strategies Pregnancy Justice; Vital. Interrupting Punitive Responses to Substance 

Use and Pregnancy.2025. 

Pregnancy Justice published this toolkit with funding and technical assistance from public health 

organization Vital Strategies. The toolkit is designed for key stakeholders in the criminal legal 

system and is intended to serve as a comprehensive resource on current best practices and to 

promote a shift towards a public health approach that prioritizes the health and dignity of 

pregnant individuals and their families. It was developed with input from prosecutors, 

community corrections, physicians, attorneys, and people with lived 

experience. 

 

40. Holmes A. V., Atwood E. C., Whalen B., et al. Rooming-In to Treat Neonatal 

Abstinence Syndrome: Improved Family-Centered Care at Lower Cost. Pediatrics. 

2016;137(6). 

Holmes et al. evaluated a coordinated program for NAS (including standardized protocols for 

scoring, medications and weaning, and a calm rooming-in environment) in a children’s hospital 

in New Hampshire. The researchers trained nurses in modified Finnegan scoring, ensured 

scoring only after on-demand feeds during skin to skin care, and standardized physician score 

interpretation. The researchers also provided prenatal family education, increased family 

involvement in symptom monitoring and nonpharmacologic treatment, and treated otherwise 

healthy infants on the inpatient pediatric unit instead of in the NICU. The researchers found that 

the program reduced pharmacologic therapy, length of stay, and hospital costs. The authors 

stated rooming-in and decreased use of NICU beds were important components to the study 

outcomes. 

 

41. Mackay L., Ickowicz S., Hayashi K., et al. Rooming-in and loss of child custody: key 

factors in maternal overdose risk. Addiction. 2020;115(9):1786–1787. 

Mackay et al. provide a review of evidence on the effectiveness of rooming-in and discuss how 

the loss of child custody is connected to substance use and trauma in this letter to the editor. The 

authors published this article in response to a separate research article published in 2019. The 

letter includes 6 references of specific evaluations of rooming-in, and  5 references of research 

related to substance use and child custody.  

 

42. MacMillan K. D. L., Rendon C. P., Verma K., et al. Association of Rooming-in With 

Outcomes for Neonatal Abstinence Syndrome: A Systematic Review and Meta-analysis. 

JAMA Pediatr. 2018;172(4):345–351. 

MacMillan et al. conducted this systematic review and meta-analysis to evaluate how rooming-in 

affects outcomes for newborns with NAS. The research included review of 413 publications, 

where 6 studies met inclusion criteria. The research included randomized clinical trials, cohort 
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studies, quasi-experimental studies, and before-and-after quality improvement investigations 

comparing rooming-in vs standard NICU care for newborns with NAS. The results showed that 

opioid-exposed newborns rooming-in with their mother or other family members appear to be 

significantly less likely to be treated with pharmacotherapy and have substantial reductions in 

length of stay compared with those cared for in NICUs. The authors concluded stating rooming-

in should be recommended as a preferred inpatient care model for NAS. 

 

43. Haaland G., Kunkel M., Nguyen C. M., et al. Using the Eat Sleep Console Model to 

Promote Optimal Care and Outcomes for Infants With Neonatal Abstinence Syndrome: A 

Nurse-Driven, Multidisciplinary Initiative. Adv Neonatal Care. 2023;23(4):320–329. 

Haaland et al. conducted a comparative effectiveness study design to evaluate the Eat, Sleep, 

Console approach (ESC) compared to the Finnegan treatment approach. The study was 

conducted at a single hospital site in the Midwestern U.S. The study evaluated differences in 

infants’ pharmacotherapy use (morphine), length of stay (LOS), weight loss, consumption of 

mother’s own milk by any feeding method within 24 hours of discharge, Neonatal Intensive Care 

Unit (NICU) use, and Pediatric Unit utilization. The study found that ESC contributed to a 

significant reduction in morphine treatment, decrease in LOS among morphine-treated infants, 

increase in weight loss in infants who did not require morphine treatment, less NICU use, and 

greater Pediatric Unit utilization. In addition, a “nonsignificant increase was found in the number 

of infants who consumed their mother’s own milk by any feeding method in the 24-hour period 

prior to discharge.” The authors conclude with implications for practice and research.  

 

44. Gold C., Wheeler C., Hwang S. S. Eat, Sleep, Console Approach: Effectiveness, 

Outcomes, and Future Considerations. Neoreviews. 2025;26(4):e223–e232. 

Gold, Wheeler, and Hwang published this review of the effectiveness, outcomes, and future 

considerations related to the Eat, Sleep, Console approach (ESC) to caring for infants with 

neonatal opioid withdrawal syndrome (NOWS). The article defines and describes ESC, discusses 

outcomes associated with ESC, and identifies fentanyl exposure as a specific subset of this work 

which may require adaptations of ESC.  

 

45. Merhar S. L., Hu Z., Devlin L. A., et al. Infant Feeding and Weight Trajectories in 

the Eat, Sleep, Console Trial: A Secondary Analysis of a Randomized Clinical Trial. JAMA 

Pediatr. 2024;178(10):976–984. 

Merhar et al. published this article about a cluster randomized trial of infants with neonatal 

opioid withdrawal syndrome (NOWS). The study evaluates feeding practices and weight 

trajectories in infants cared for with the Eat, Sleep, Console approach (ESC) compared to usual 

care. The study includes data across 26 U.S. hospitals from September 2020 to March 2022. 

Feeding and weight outcomes were assessed at hospital discharge. Study results showed that 

“infants cared for with ESC were more likely to initiate and continue breastfeeding and had no 

difference in percentage weight loss.” The researchers stated, the improvement in breastfeeding 

could be driven by a reduction in pharmacologic treatment as well as provision of effective 

nonpharmacologic care. 

 

46. Burduli E., Jones H. E. Beyond a simple cause and effect relationship: Exploring the 

long-term outcomes of children prenatally exposed to opioids and other substances. Semin 

Perinatol. 2025;49(1):152010. 
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Burduli and Jones published this summary of research on the long-term outcomes of children 

prenatally exposed to opioids and other substances. The researchers describe the complex 

interaction of different factors that affect these outcomes. The authors define NAS and its 

clinical presentation, provide an overview of NAS prevalence, recent trends, and significance of 

NAS in the context of the rising synthetic opioid and polysubstance use. The researchers also 

describe the identified risk factors for NAS, especially regarding the role of environmental and 

psychosocial stressors during pregnancy. The authors include literature gaps and limitations, and 

suggested recommendations for future research and policy considerations for improving care for 

children and families impacted by NAS. 

 

47. Mazel S., Alexander K., Cioffi C., et al. Interventions to Support Engagement in 

Addiction Care Postpartum: Principles and Pitfalls. Subst Abuse Rehabil. 2023;14:49–59. 

Mazel et al. published this review of interventions to support engagement in addiction care 

during postpartum. The authors conducted a scoping review of model programs and evidence-

informed interventions. The article includes suggestions of strategies (clinical, research, and 

policy) to improve care postpartum and highlight potential pitfalls in the uptake of evidence-

based and person-centered services. 

 

48. Patton D., Potter, M., Schaffnit, S. Prenatal Substance Exposure in Washington 

State. In: Washington State Department of Social and Health Services RaDD, ed. Vol RDA 

Report 4.116. Olympia, WA2025. 

The Washington State Department of Social and Health Services Research and Data Division 

prepared this report for the Washington State Health Care Authority Division of Behavioral 

Health and Recovery on prenatal substance exposure in Washington State. The report 

summarizes recent trends in prenatal substance exposure among infants in Washington’s 

Medicaid program (Apple Health); mothers’ access to treatment during pregnancy and 

postpartum; and opportunities to supplement treatment with additional supports. 

 

49. Wouk K., Caton L., Bass R., et al. Patient navigation for perinatal substance use 

disorder treatment: A systematic review. Drug Alcohol Depend. 2024;260:111324. 

Wouk et al. conducted a systematic review of patient navigation models of care for perinatal 

people who use substances, and associated outcomes. The researchers included 17 studies in the 

review that were published between 2000 and 2023. Results of the review included that patient 

navigation was associated with reduced maternal substance use, increased receipt of services, 

and improved maternal and neonatal health. Research was mixed for engagement in substance 

use disorder treatment and child custody outcomes. Programs that co-located care, engaged 

patients across the perinatal period, and worked to build trust and communication with family 

members and service providers were particularly successful. The authors concluded stating 

patient navigation may be a promising strategy for improving maternal and infant health 

outcomes among perinatal persons who use substances. The researchers called for more 

experimental research to test the effect of patient navigation programs for perinatal persons who 

use substances compared to other models of care. 

 

50. Co-Occurring Disorders and Other Health Conditions. 2025; Available at: 

https://www.samhsa.gov/substance-use/treatment/co-occurring-disorders. Accessed 

12/29/2025. 

https://www.samhsa.gov/substance-use/treatment/co-occurring-disorders
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This SAMHSA webpage provides an overview of co-occurring disorders and other health 

conditions. Specifically, "the coexistence of both a mental health disorder and a substance use 

disorder (SUD) is referred to as co-occurring disorders." Mental disorders are identified in the 

Diagnostic adn Statistical Manual of Mental Health Disorders, Fifth Edition (DSM-5-TR). The 

most common mental disorders include anxiety and mood disorders, schizophrenia, bipolor 

disorder, major depressive disorder, conduct disorders, post-traumatic stress disorder (PTSD), 

and attention deficit hyperactivity disorder (ADHD). Patients being treated for mental disorders 

may misuse a variety of substances (e.g., alcohol, tobacco, opioids, stimulants, cannabis, 

hallucinogenz, prescription drugs). While co-occuring disorders may include any combination of 

2 or more SUDs and mental health disorders, no specific combinations of mental and substance 

use disorders are uniquely defined as co-occurring disorders.  

 

51. West K. D., Ali M. M., Blanco M., et al. Prenatal Substance Exposure and Neonatal 

Abstinence Syndrome: State Estimates from the 2016-2020 Transformed Medicaid 

Statistical Information System. Matern Child Health J. 2023;27(Suppl 1):14–22. 

West et al. analyzed 2016-2020 Transformed Medicaid Statistical Information System (T-MSIS) 

Analytic Files (TAF) Research Identifiable Files (RIF) to estimate Neonatal Abstinence 

Syndrome (NAS) and prenatal substance exposure rates in Medicaid. Results show that between 

2016 and 2020, the estimated national rate of NAS experienced a 18% decline, while the 

estimated national rate of prenatal substance exposure experienced a 3.6% increase. The 

estimated rate of NAS has declined nationally, but rate of prenatal substance exposure has 

increased, with considerable state-level variation. The authors stated the reported increase in 

prenatal substance exposure in the majority of US states (38) suggest that substances other than 

opioids are influencing this trend. The researchers include future program considerations.  

 

52. Place Maddie's. Baby, Parent, and Community Facts. maddiesplace.org2026. 

Maddie's Place published this infographic with data on infants and families served by the facility. 

The infographic was published January 8, 2026 and include data from the facility's inception in 

October 2022.  

 

53. U.S. Department of Health and Human Services. Medicaid State Plan Amendments. 

2026; Available at: https://www.medicaid.gov/medicaid/medicaid-state-plan-

amendments?q=&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_appr

oval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5

Bfield_effective_date%5D%5Blte%5D=&limit=100&sort=field_approval_date%3Adesc. 

Accessed 1/29/2026. 

This Medicaid.gov webpage provides an overview of Medicaid State Plan Amendments and 

includes a running list of approvals.  

 

54. (CMS) Centers for Medicare & Medicaid Services. State Plan Amendment 

Submission and Processing for State Medicaid Agencies. 2025. 

This CMS presentation provides an overview of the processing of Medicaid State Plan 

Amendments (SPAs). 

 

55. Medicaid State Plan Amendment (SPA) Training for State Staff. Atlanta, Georgia: 

U.S. Department of Health and Human Services; 2025. 

https://www.medicaid.gov/medicaid/medicaid-state-plan-amendments?q=&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_approval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5Bfield_effective_date%5D%5Blte%5D=&limit=100&sort=field_approval_date%3Adesc
https://www.medicaid.gov/medicaid/medicaid-state-plan-amendments?q=&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_approval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5Bfield_effective_date%5D%5Blte%5D=&limit=100&sort=field_approval_date%3Adesc
https://www.medicaid.gov/medicaid/medicaid-state-plan-amendments?q=&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_approval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5Bfield_effective_date%5D%5Blte%5D=&limit=100&sort=field_approval_date%3Adesc
https://www.medicaid.gov/medicaid/medicaid-state-plan-amendments?q=&filter%5Bfield_approval_date%5D%5Bgte%5D=&filter%5Bfield_approval_date%5D%5Blte%5D=&filter%5Bfield_effective_date%5D%5Bgte%5D=&filter%5Bfield_effective_date%5D%5Blte%5D=&limit=100&sort=field_approval_date%3Adesc
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This Centers for Medicare & Medicaid Services training gives an overview of the processing of 

Medicaid State Plan Amendments (SPAs). It was developed to assist staff of State Medicaid 

agencies in understanding the rules, procedures, and systems that CMS use to process Medicaid 

SPAs. 

 

56. Services Centers for Medicare & Medicaid. Medicaid Funding Questions. 

This document lists questions in relation to all amended payments made to providers paid 

pursuant to a methodology described in Attachments 4.19-A, 4.19-B, and 4.-19-D of an SPA. 

 

57. (CMS) Centers for Medicare & Medicaid Servcies. Bundled Payments. U.S. 

Department of Health and Human Services. 

This CMS guidance document applies to states that develop bundled rates as a fee-for-service 

(FFS) payment methodology. The document includes information that states should include 

within the Attachmetn 4.19-B pages for bundled rates: 1) title for the service bundle; 2) a list of 

covered 1905(a) services included in each service bundle; 3) the service bundle payment unit; 4) 

a statement identifying which provider will bill for the bundled service; 5) a statement that any 

provider delivering services through a bundle will be paid through that bundle’s payment rate 

and cannot bill separately, and, that Medicaid providers delivering separate services outside of 

the bundle may bill for those separate services in accordance with the state’s Medicaid billing 

procedures; 6) a statement indicating that at least 1 of the services included in the bundle must be 

provided within the service payment unit in order for providers to bill the bundled rate; 7) an 

assurance that the rate does not include costs to room and board or other unallowable facility 

costs; 8) 1 of the following: a) an effective date for the fee schedule that includes the bundled 

rate(s), language that ensures governmental and private providers are paid the samebundled rates, 

and a web-link to the fee schedule; b) the actual amount of the bundled rate; or c) the precise 

formula in the state plan that explains how rates are set, allowing providers to calculate their 

Medicaid payment; and 9 an assurance that the state will periodically monitor the actual 

provision of services paid under the bundled rate.  

 

58. Rule 5160-18-02 | Pediatric recovery centers (PRCs). Ohio Administrative 

Code(2025). 

This Ohio Administrative code (Rule 5160-18-02) details the rules specific to providers who 

meet the provsions for pediatric recovery centers (PRCs).  

 

59. Medicaid Ohio Department of. Pediatric Recovery Center Billing Guidelines. 1 

ed2025. 

This document provides the Ohio Medicaid Department's pediatric recovery center (PRC) billing 

guidelines adapted from the Ohio Administrative Code (OAC) Rule 5160-18-02. It details 

information specific to eligible provider types, provider enrollment, member eligibility, coverage 

and payment, prior authorization, documentation detail, provider compliance, billing and claims 

submission, coordination of benefits, denied claims, and payment questions.  

 

60. Enroll as a provider.  Available at: https://www.hca.wa.gov/billers-providers-

partners/become-apple-health-provider/enroll-provider. Accessed 2/5/2026. 

https://www.hca.wa.gov/billers-providers-partners/become-apple-health-provider/enroll-provider
https://www.hca.wa.gov/billers-providers-partners/become-apple-health-provider/enroll-provider
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This Washington State Health Care Authority (HCA) webpage provides an overview of of how 

to become an Apple Health provider, including how to enroll, provider type, enrollment type, 

and how to access help completing a provider application.  

 

61. Brigid's Path. Brigid's Path | About Our Work. 2026; Available at: 

https://brigidspath.org/about/our-work/. Accessed 2/8/2026. 

This webpage provides an overview of Brigid's Path. Founded in 2014 and located in Kettering, 

Ohio, the center cares for infants born exposed to addictive substances.  

 

62. Evangelista S. , Gaston, R. J. . Reminders to State and Tribal Title IV-E agencies 

about the Social Security Representative Payee Program and the Title IV-E Federal Foster 

Care Program. In: U.S. Social Security Administration and Administration on Children Y, 

and Families ed2023. 

The U.S. Social Security Administration and Administration on Children, Youth, and Families 

issued this joint letter on August 17, 2023. The letter regards reminders to State and Tribal Title 

IV-E agencies about the Social Security Representative Payee Program and the Title IVE Federal 

Foster Care Program. 

 

63. Amended Substitute House Bill Number 96, (2025). 

Section 423.30 of Ohio's Fiscal Years 2026-2027 Enacted Operating Budget includes language 

specific to Infant Vitality Grants and Programs (appropriation item 830404). The line item states, 

"up to $1,000,000 in each fiscal year shall be used to support the per diem nonmedical services 

provided by residential infant care centers [RICCs]." 

 

64. Pattnaik P., Zirkin, L., Carlson, K., Pomar, E. G. . Substance Use in Pregnancy and 

Neonatal Withdrawal Syndromes. Treasure Island, FL: StatPearls Publishing 2025. 

Pattnaik et al. published this document on substance use in pregnancy and neonatal withdrawal 

syndromes. The authors reviewed the causes, pathophysiology, and presentation of perinatal 

substance use and neonatal abstinence syndrome. The book includes ways to identify the 

etiology of perinatal substance use and substance use disorders and assess the symptoms of 

perinatal substance use and neonatal abstinence syndrome. The publication also inclues 

information on how to select appropriate management options for perinatal substance use and 

neonatal abstinence syndrome, and implement interprofessional team strategies for improving 

care coordination and communication to advance the treatment of perinatal substance use and 

neonatal substance withdrawal to improve patient outcomes. 

 

65. Theo L. O.; Drake, E. Rooming-In: Creating a Better Experience. J Perinat Educ. 

2017;26(2):79–84. 

Theo and Drake conducted this qualitative analysis of the practice of rooming-in in the hospital 

after birth. The researchers conducted interviews with 25 postpartum mothers. The majority of 

study participants reported a positive experience with rooming-in. However, many factors 

contributed to poor sleep quality and a range of rooming-in experiences.  

 

66. Goodman D. Self-fulfilling Prophecy: Does Structural and Interpersonal Bias 

Against Pregnant and Postpartum People With Substance Use Disorders Undermine 

Parenting Identity? J Addict Med. 2024;18(1):6–8. 

https://brigidspath.org/about/our-work/
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Goodman describes research on how structural and interpersonal bias contribute to reluctance to 

engage in prenatal, postpartum, and well-child care for pregnant and parenting people with 

substance use disorder. The author describes available research, and stated the findings show 

“the voices of pregnant and parenting individuals need to be present at local, regional, and 

national levels to mitigate harm when redesigning programs for this population.” 

 

67. Health Assistant Secretary for Planning and Evaluation; U.S. Department of Health 

and Human Services Office of Minority. Substance Use and Substance Use Disorders by 

Race and Ethnicity, 2015-2019. In: Health ASfPaEUSDoHaHSOoM, ed2023. 

In this brief, the national Assistant Secretary for Planning and Evaluation; U.S. Department of 

Health and Human Services Office of Minority Health assess whether and how rates of substance 

use and SUD among adults (ages 18 and older) differ by race and ethnicity. The authors 

combined five years of data, 2015-2019, from the National Survey on Drug Use and Health 

(NSDUH) to create sample sizes large enough to examine specific racial and ethnic groups for 

specific categories of drug use. The authors stated understanding substance use and SUD by race 

and ethnicity is critical to informing equitable policy and culturally effective prevention, 

treatment, and recovery efforts that can help address disparities in health and well-being. 

 

68. Opioid Use Disorder and TreatmentAmong Pregnant and PostpartumMedicaid 

Enrollees. 2023; Available at: https://www.kff.org/medicaid/opioid-use-disorder-and-

treatment-among-pregnant-and-postpartum-medicaid-enrollees/. Accessed, 2026. 

KFF published this issue brief which examines the rates of clinically documented OUD in 

pregnant and postpartum women as well as the percentage of diagnosed women who receive 

MOUD treatment. The analysis also explores disparities in clinical diagnosis and treatment based 

on demographics, such as race/ethnicity and age, along with geographical differences. 

Differences in clinically documented OUD and treatment rates across various demographics and 

regions offer insight to help inform ongoing policy conversations aimed at improving access to 

OUD treatment for pregnant and postpartum parents. 

 

69. Suntai Z. Substance use among women who are pregnant: Examining treatment 

completion by race and ethnicity. J Subst Abuse Treat. 2021;131:108437. 

Suntai conducted this study to examine racial differences in sub stance use treatment completion 

among women who are pregnant. Study data from the 2017 Treatment Episode Data-Discharges 

(TEDS-D) of the Substance Abuse and Mental Health Services Administration (SAMHSA) were 

used. The study results showed, Black and Hispanic women who were pregnant were 

significantly less likely to complete treatment compared to white women. These differences were 

evident even after examining the interaction between race and substance of use. The author 

stated results indicate the need to examine cultural, historical, and systemic factors that could 

affect lower treatment completion among Black and Hispanic women who are pregnant.  

 

70. SUD Treatment in Medicaid: Variation by Service Type, Demographics, States and 

Spending. 2024; Available at: https://www.kff.org/mental-health/sud-treatment-in-

medicaid-variation-by-service-type-demographics-states-and-spending/. Accessed, 2026. 

In this analysis, KFF examines Medicaid claims data from 2020 to understand clinically-

identified rates of SUD (referred to as diagnoses throughout the brief) as well as treatment 

patterns across SUD services, how treatment rates vary across groups of Medicaid enrollees and 

https://www.kff.org/medicaid/opioid-use-disorder-and-treatment-among-pregnant-and-postpartum-medicaid-enrollees/
https://www.kff.org/medicaid/opioid-use-disorder-and-treatment-among-pregnant-and-postpartum-medicaid-enrollees/
https://www.kff.org/mental-health/sud-treatment-in-medicaid-variation-by-service-type-demographics-states-and-spending/
https://www.kff.org/mental-health/sud-treatment-in-medicaid-variation-by-service-type-demographics-states-and-spending/
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states and spending among Medicaid enrollees aged 12-64 who have a diagnosed SUD. The 

analysis found that only 55% of pregnant and postpartum Medicaid enrollees with documented 

OUD received medication as part of their care. 

 

71. The Persistent Criminalization of Pregnant People Who Use Drugs. 2022; Available 

at: https://www.networkforphl.org/news-insights/the-persistent-criminalization-of-

pregnant-people-who-use-drugs/. Accessed, 2026. 

The Network for Public Health Law published this overview of the criminalization of pregnant 

people who use drugs. The article finds that legal action is more commonly raised against 

pregnant people who use substances and have low income. For example, people who use public 

services are subjected to increased surveillance and testing requirements, which can lead to 

increased criminal legal involvement.  

 

72. Fornaro M., Dragioti El., De Prisco M., et al. Homelessness and health-related 

outcomes: An umbrella review of observational studies and randomized controlled trials. 

BMC Medicine. 2022;20:224–. 

Fornaro et al. conducted a review of 1,549 systematic reviews and meta-analyses published 

through April 28, 2021 that evaluated the association between homelessness and health. Using 

strict inclusion criteria, the authors included findings from 2 systematic reviews and 8 meta-

analyses in this report. The authors then ranked the credibility of evidence using 5 categories of 

evidence: Convincing (Class I); Highly suggestive (Class II); Suggestive (Class III); Weak 

(Class IV); or Non-significant. Across these studies, the authors identified 23 unique associations 

between homelessness and housing, including 12 associations that were statistically significant. 

Overall, the authors found 2 associations with Convincing evidence; 5 associations with Highly 

suggestive evidence; 5 associations with Suggestive evidence; 4 associations with weak 

evidence; and 7 associations with non-significant evidence. The two associations with 

“Convincing evidence” were: 1) Hospitalization among people experiencing homelessness and 

living with HIV and 2) Falls in the past year among people experiencing homelessness. The 5 

associations with Highly suggestive evidence were: 1) Mortality due to any cause; 2) Mortality 

due to intentional and unintentional injury among people experiencing homelessness compared 

to the general population; 3) HIV infection among people experiencing homelessness who used 

injection drugs compared to those who did not; 4) Limitations in “activities of daily living” (e.g., 

dressing, eating, using the bathroom); and 5) Limitations in “instrumental activities” (e.g., using 

the phone, using transportation, taking medications) among people experiencing homelessness 

compared to people not experiencing homelessness. The authors found that people experiencing 

homelessness “had a mortality rate [6] times [people not experiencing homelessness or the 

general population] and they were about 15 times more likely to die from either accidents or 

intentional self-harm.” The authors also noted that people experiencing homelessness “may face 

social and economic challenges that may lead to poor health, such as poverty, poor nutrition, and 

social exclusion” and may experience less access to healthcare compared to the general 

population. Moreover, “people who lack stable and appropriate housing appear to be at relatively 

high risk for a broad range of acute and chronic illnesses, especially infectious diseases, heart 

diseases, substance use disorders, and severe mental disorders.” Researchers also noted that it is 

unclear whether poor health outcomes contribute to homelessness or whether homelessness 

contributes to worse health outcomes.  

 

https://www.networkforphl.org/news-insights/the-persistent-criminalization-of-pregnant-people-who-use-drugs/
https://www.networkforphl.org/news-insights/the-persistent-criminalization-of-pregnant-people-who-use-drugs/
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73. Health Equity in Indian Country National Indian Health Board; March 2023 2023. 

In 2022, the National Indian Health Board (NIHB) received support from the Centers for 

Medicare and Medicaid Services (CMS) and the CMS Tribal Technical Advisory Group (TTAG) 

to convene Native health leaders from across the U.S. to discuss what health equity means from a 

Tribal perspective. The "Health Equity in Indian Country: Rethinking How the Centers for 

Medicare & Medicaid Services Approaches Health Equity for American Indians and Alaska 

Natives" report summarized the results of 3 events focused on Tribal health equity. It discusses 

"the historical injustices and longstanding structural inequities that have led to the dire health 

inequities not experienced by Tribal communities" as well as the "consequences of such 

longstanding structural discrimination" including, but not limited to, "structural racism and the 

conceptualization of AI/AN as a 'race' [...] erasure of AI/AN peoples, identities, and histories". 

 

74. Maxim R., Sanchez, G.R., Huyser, K.R. Why the federal government needs to 

change how it collects data on Native Americans. Research: Brookings Institute; 2023. 

In this article, authors discussed the White House's proposals for reclassifying racial data 

collection in the 2030 census and the absence of proposals to improve data representation for 
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