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Breaking the Cycle is one of Canada's first early identification and
prevention programs for pregnant and parenting women who are
using substances and have young children. It serves a high-risk
population: drug-involved pregnant women and families who
have a history of family/partner abuse, few supports, and are 
experiencing chaotic, unstable and often violent environments.

The first section of this report describes how and why BTC was
created. It describes BTC's "one-stop" service delivery model with
six partner agencies and non-partner agencies working together to
offer integrated addiction, parenting, health and child develop-
ment services in downtown Toronto. It also describes BTC's values
and philosophy, its harm reduction approach and recent BTC
service, research and teaching initiatives to build increased capaci-
ty to address the complex needs of these women.

The remainder of this report examines BTC's success in engaging
a high-risk community and the clinical outcomes achieved by
these vulnerable families through their participation at BTC.

The demographic profile of clients from 1995-2000 provides 
evidence that BTC is achieving its objective of reaching and engag-
ing a very high-risk population, many of whom are still using sub-
stances or in the very early stages of their recovery when they first
come to BTC. One-quarter of women attending BTC were preg-
nant at intake, and one-third of these women were in their first
trimester.

Executive 
Summary

1

“
W

h
e

n
I

f
i

r
s

t
c

a
m

e
h

e
r

e
I

s
a

i
d

,
I

j
u

s
t

w
a

n
t

t
o

k
n

o
w

h
o

w
t

o
d

e
a

l
w

i
t

h
t

h
i

s
l

i
t

t
l

e
p

e
r

s
o

n
t

h
a

t
I

p
r

o
d

u
c

e
d

,
b

e
c

a
u

s
e

I
h

a
v

e
n

'
t

g
o

t
a

c
l

u
e

.
”



From a clinical outcomes perspective, early identification of
pregnant women has contributed to BTC families 
having increased access to prenatal health services, child
welfare services and permanency planning. Engagement of
pregnant women has also resulted in better newborn health
outcomes, including: reduced prenatal substance exposure;
fewer birth complications; better post-natal health; higher
birth weight; reduced length of hospital stay; and fewer
childhood health concerns.

Mothers reported significant knowledge, attitudinal and
behavioral changes related to parenting skills which affect
the mother-infant relationship. There is a high level of
satisfaction with the range and scope of services that they
and their child (or children) can access. Quantitative 
measures indicated that BTC mothers experienced varying
degrees of parental distress, but reported less parent-child
dysfunctional interactions and fairly stable stress related to
a difficult child. Mother reported less use of inappropriate
discipline, more mother-child activities, and increased 
positive feelings about parenting. This improvement in
mother-infant interactions and the attachment relationship
should be viewed as a significant accomplishment of BTC
with both short- and long-term implications for the
healthier psychological development of this child and 
others that she may have in future.

The maternal use of substances during pregnancy and/or
exposure to a substance-involved environment, can
increase the risk of negative outcomes for both the 
mother and the child. The children of BTC mothers made
developmental progress over a six-month period, as
assessed by the Battelle Developmental Inventory. In the
absence of a matched-comparison group, it is difficult to
evaluate if the developmental progress made by BTC 
children is comparable to child populations in general.
Moreover, potential developmental delays may have yet to
be manifested and/or detected. Irrespective of these expla-
nations, it is promising that the BTC children made sub-
stantial growth during the evaluation period and 
continued developmentally-appropriate progress could be
anticipated.

The one stop, integrated services model 'works': it helps to
engage a high-risk population. In a warm, supportive
atmosphere, vulnerable families can safely disclose their
health worries and parenting concerns without risk of
censure, and they can access a wide range of services that
they need. The harm reduction model is another major
contributing factor to the success of BTC.

Working collaboratively has produced synergistic benefits
to the partner and non-partner agencies. Staff have learned
from one another and developed cross-disciplinary 
awareness, sensitivity and skills.

Through its service, research, teaching and consultation
initiatives, BTC is also building increased capacity in other
communities in Canada to better meet the needs of very
vulnerable families.
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The Development Process

The initial impetus for Breaking the Cycle grew out of a 1992 
conference organized by the Infant Mental Health Promotion
Project (IMP) and Metro Toronto Addiction Treatment Services
Committee (MTATSC). The conference, Addressing Addiction
Together: Focus on Infants, Parents, Professionals -- The
Foundation for Collaboration, noted the urgent need to develop an
integrated early identification and prevention program for preg-
nant women and drug-involved families with young children.

During 1993/94, four agencies collaborated in designing a 
cross-sectoral initiative, drawing upon their respective expertise
(women's addiction services, child and family development, child
welfare and health care). In February 1994, a proposal for Breaking
the Cycle was submitted to Health Canada's Community Action
Program for Children (CAPC).

In May 1994, with funding provided by CAP-C, a consultant was
contracted to examine the unique Metro Toronto market needs; to
undertake community consultations; and to review literature on
model programs elsewhere.

In April 1995, BTC was launched by four lead partners: The
Canadian Mothercraft Society; Jean Tweed Treatment Centre;
Children's Aid Society of Metropolitan Toronto; and MotheRisk
Program, Hospital for Sick Children. Subsequent to the opening of

Program
Background
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the Centre, a fifth partner was added: City of Toronto,
Department of Public Health. In 1996, the Catholic
Children's Aid Society of Metropolitan Toronto became
the sixth partner.

In February 1998, BTC submitted a preliminary evalua-
tion report to Health Canada on its performance from
May 1995 to December 1997. This report now documents
the evolution of BTC since its inception in May 1995 to
September 30, 2000 and presents data on more than 200
families.

Why BTC Was Created 

BTC was designed to address the needs of:

1. Women who are pregnant or parents of young children,
and who are also struggling with problems 
related to substance abuse or recovery issues; and

2. Young children (prenatal-6 years) whose physical,
developmental and psychosocial health and well-being are
at risk -- prenatally, at birth, in infancy, in early childhood
-- because of their prenatal exposure to drugs, or their
exposure to postnatal environments in which substances
are used.

Recent research on prenatal and postnatal substance 
exposure has drawn attention to how contextual factors
can influence and interact with the impact of maternal
substance use on developmental outcome. This research
makes clear that the use of alcohol and other substances
does not occur in a vacuum but co-varies with other 
serious conditions, including maternal psychopathology,
trauma, poverty, abuse and neglect, domestic violence and
homelessness. Current emphasis in research on the effects
of prenatal substance exposure is based on a transactional

model of development.1

1 In this approach, developmental outcomes are a product of
an individual's characteristics and his or her experiences in multiple
contexts (e.g. family, day care).

There has been increasing recognition of environmental
influences that may mediate or moderate the relations
between prenatal substance exposure and developmental
outcomes. Because there are so many factors that can
potentially mitigate the impact, there is huge diversity in
the individual expression of prenatal substance exposure.
The genetic resilience of the fetus, the health of the 
mother, her prenatal care, and the developmental status of
the fetus at the time of exposure all influence what effects
the substance will have on the fetus and subsequently the
child.

Nevertheless, it is clear that maternal use of substances
during pregnancy can increase the risk of negative 
outcomes for both the mother and the fetus. BTC was
created with an awareness of the known and suspected
biological risks associated with alcohol, opiates, cocaine,
and tobacco, as well as the psychosocial risks to an infant
exposed to substance use in the context of high risk 
factors, such as homelessness, transient or unsafe housing,
poverty, a family history of substance use, and abuse. A
brief summary of the biological and psychological risks is
presented below.
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Risks of Alcohol Use During Pregnancy

In the pregnant woman, alcohol easily crosses the placenta
into the circulatory system of the fetus. Because of the
baby's small size and underdeveloped liver and enzyme
system, it cannot eliminate the alcohol at the same rate as
the mother can, so the fetus is exposed to alcohol for
longer periods than the drinking mother. Alcohol is a
toxic agent that can damage cells in the developing organs.
Damage to the cells causes malformation to growing
organs, and all fetal organs can be adversely affected. The
fetus is forced to divert its energy to metabolize the 
alcohol instead of using energy to grow healthy cells and
tissues. While the alcohol is in the unborn baby's system,
it causes damage. The damage caused by fetal alcohol
exposure is permanent. Because fetal brain development
occurs throughout pregnancy, drinking at any time during
pregnancy can damage the brain. Alcohol affects neural
organization in the cortex, and thus may impair the ability
for reasoning and problem-solving later in life.

Prenatal use of alcohol during pregnancy can result in a
constellation of characteristics known as Fetal Alcohol
Syndrome (FAS). While FAS is caused by prenatal 
exposure to alcohol, effects vary widely and are influenced
by the pattern of alcohol exposure (i.e., threshold
amounts of alcohol in the blood, as well as the timing of
the exposure), maternal health and nutrition, genetic 
susceptibility, the use of other substances, and a host of
other biological and environmental variables that may
have an impact in the prenatal and postnatal periods
(Institute of Medicine, 1996).

FAS is a medical diagnosis that refers to a set of alcohol-
related disabilities associated with the use of alcohol 
during pregnancy and is characterized by:

• Prenatal and/or postnatal growth restriction: This may
be indicated by characteristics such as low birth weight;
decelerating weight over time, not due to malnutrition;
disproportionate low weight to height; height and weight
below the 10th percentile when corrected for gestational
age.

• Characteristic facial features: These may include short-
ened eye slits, flattened mid-face, a flattened midline ridge
between nose and lip, thin upper lip, and other 
features. A child with FAS may have some or all of these
features, and these features may fade or change as the
child grows.

• Central nervous system involvement: The most 
important effect of alcohol on the fetus is the permanent
damage to the brain and central nervous system. This
may include small brain and head circumference; brain
malformations; developmental delay; intellectual imp
airment; behavioral disorders; learning disabilities;
attention deficit disorder and hyperactivity.

Partial FAS (pFAS), Alcohol-Related Birth Defects
(ARBD) and Alcohol-Related Neurodevelopmental
Disorder (ARND) are additional diagnostic categories
used to describe individuals who have some, but not all, of
the characteristics of FAS, and for whom there is 
a confirmed history of maternal alcohol exposure
(Institute of Medicine, 1996).

Patterns of heavy per-occasion drinking (5 or more drinks
per occasion) and frequent drinking (7 or more drinks per
week) by a woman during pregnancy are both associated
with Fetal Alcohol Syndrome (FAS) and Fetal Alcohol
Effects (FAE). Although FAS is thought to be the result
of heavy maternal alcohol use, the threshold of exposure
which results in fetal damage has not yet been determined
(Passaro and Little, 1997). Other factors, such as the
mother's age, health, use of other substances, and the
genetic susceptibility of the child, also affect the likelihood
and severity of disabilities in the child.

The incidence rate of FAS in North America can be 
compared to the incidence of Down Syndrome and spina
bifida. It appears to be considerably higher among certain
populations, such as Aboriginal Canadians and other
socially disadvantaged groups, including inner-city 
populations. FAS and FAE are recognized as the leading
known causes of birth defects and mental handicaps
among the general population. (Aboriginal Nurses
Association of Canada, 1997).

Women who have given birth to a child affected by 
alcohol use during pregnancy are considered high risk for
giving birth to subsequent children affected by prenatal
alcohol use (Hankin and Sokol, 1995). Women who have
low levels of literacy, are of minority status, or are living in
poverty are over-represented among those who have given
birth to one or more children with FAS and related effects
(Ernst et al., 1999).

Early identification and diagnosis of children affected by
prenatal alcohol exposure have been emphasized in order
to prevent future affected births and to refer the infant to
appropriate services as early as possible.
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Risks of Other Substance Use During Pregnancy

Researchers have also examined the use of other 
substances such as opiates, cocaine and tobacco during
pregnancy.

Opiates - Heroin, methadone, morphine and codeine are
opiates. Opiate drugs easily cross the placenta and have
effects on the fetus that can be clearly observed during the
neonatal period. An opiate neonatal abstinence or with-
drawal syndrome (NAS) has been defined, and is estimated
to occur in 50% to 94% of infants prenatally exposed to
opiates (American Academy of Pediatrics, 1998).
Withdrawal symptoms can start at birth or as late as 7-10
days after birth, and usually last from 2-8 weeks. Most
infants in withdrawal require drug therapy (Zuckerman,
1991). Among the most frequently observed medical signs
of neonatal abstinence syndrome are: poor sleeping,
hyperactive reflexes, convulsions, poor feeding, regurgita-
tion, diarrhea, dehydration, yawning, sneezing, nasal stuffi-
ness, sweating, skin mottling, fever, rapid 
respiration and excoriation of skin (Hans and Jeremy,
2001). Methadone, given to heroin-addicted pregnant
women in registered treatment programs, contributed to
better pregnancy outcomes, perhaps due to the medical
management and lifestyle changes made by women in
treatment as compared to the pregnant heroin addict on
the street  (Constant, 1991). Maternal use of opiate drugs is
related to lower birth weight and to reduced head 
circumference.

There have been no reports of serious developmental prob-
lems attributable solely to prenatal opiate exposure in stud-
ies with infant samples (Hans and Jeremy, 2001). Studies
examining longer-term effects of prenatal opiate use have
shown that the quality of prenatal care and 
postnatal home environment are more highly associated
with developmental outcome than prenatal opiate 
exposure. Unfortunately, ongoing non-medical use of
opiates by mothers results in sub-optimal prenatal care and
creates high-risk postnatal caretaking environments for
infants and children.
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Cocaine - Cocaine is a vasoconstricting central nervous
system stimulant and, like the other substances, it passes
through the placenta. Cocaine use is a marker variable for
a lifestyle that includes polydrug use, and alcohol is the
drug most commonly used with cocaine (Berger et al.,
1990). Cocaine use increases the maternal blood flow,
respiration and heart rate; decreases appetite; produces
contractions of the uterus; and decreases the flow of blood
and nutrient transfer through the placenta (Gustavsson,
1992). Prenatal cocaine use is associated with increased
risk of spontaneous abortions, premature labour, abruptio
placentae, lower birth weight, and intrauterine growth
retardation. These conditions may contribute to the risk
of developmental problems;
however, not all infants with these conditions develop
more serious problems. The risk is strongly influenced by
the child's caregiving environment. In fact, a secondary
risk factor for infants exposed to cocaine is that their
mothers are less likely to use health and treatment 
services, and are at higher risk for STDs and HIV. Cocaine
is a marker for a lifestyle that includes caregiving environ-
mental factors that have been shown to negatively affect
child development without drug exposure.

Early reports on the devastating effects of prenatal cocaine
exposure led to a "rush to judgment", resulting in the
labeling of affected children as "crack babies". The recent
evidence has presented a different picture,
suggesting that the effects of cocaine are more subtle
(Lester, Boukydis and Twomey, 2000), but real, and involve
intelligence, attention and gross motor 
development (Zickler, 2000). Nulman, et al (1994) have
associated cocaine exposure with poor organizational
skills, reading problems, and mild language delays in 
children at three years of age.

Tobacco - Cigarette smoking during pregnancy has 
consistently been associated with lower birth weight in
newborns: the greater the number of cigarettes smoked,
the lower the birth weight. In addition, many studies have
documented the relationship between smoking during
pregnancy and decreased length and head circumference
in newborns. These conditions are associated with
increased risk for learning and developmental problems.
Researchers have reported a regular and consistent pattern
of lower IQ and ability and less advanced verbal, reading
and mathematical skills associated with maternal smoking
during pregnancy (Kronstadt, 1991). Smoking also appears
to be related to behavioral and temperamental 
difficulties. Children of smokers appear to have more
behavioral problems, hyperactivity and inattention, and
poorer social adjustment. Babies of mothers who smoke
are more likely to be premature. Smoking is also known to
increase the risk of miscarriage, stillbirth and SIDS
(Kronstadt, 1991). Research evidence from the Hospital
for Sick Children indicates that a fetus can also be affected
when non-smoking mothers breathe "second-hand"

7



tobacco smoke (The Globe and Mail, February 23, 1994).
Canadian population-based data regarding other substance
use (i.e., opiates, hallucinogens, cannabis, crack/cocaine and
inhalants) during pregnancy are not available. However, a
U.S.A. general population survey in 1995 found that an
estimated 7.2% of all women of child-
bearing age used an illegal substance at least once in the
previous month, whereas 2.3% of pregnant women report-
ed use of these substances in the same period. In another
nation-wide U.S.A. study conducted in hospitals following
delivery, 5.5% of women reported use of an 
illegal substance during pregnancy. Cannabis was the most
commonly reported illegal substance used (2.9%), followed
by cocaine (1.1%). In contrast, 18.8% reported alcohol use
and 20% reported smoking (National Institute on Drug
Abuse, 1996).

Although American data indicate that the use of cocaine by
the general public may have decreased, estimates for preg-
nant women, especially poor, minority, inner-city 
pregnant women have not changed substantially since the
mid-1980s. The prevalence rate for cocaine in the U.S.A. is
approximately 1.1%, or 45,000 cocaine-exposed infants per
year. Estimates of opiate use during pregnancy 
indicate that as many as 10,000 American children per year
are affected (Bays, 1990). A study of newborns conducted in
three Metropolitan Toronto hospitals found that 6.25% (or
4,000 - 6,000 newborns per year) had been exposed to crack
cocaine during the last trimester of pregnancy (Forman et
al, 1994).

Loebstein and Koren (1997) reported on data collected
from women counseled by the MotheRisk Program at The
Hospital for Sick Children. They concluded that the study
sample of pregnant cocaine users could be divided into two
groups: dependent users and social users. Dependent
women generally used cocaine throughout their 
pregnancies, along with other substances such as tobacco
and alcohol; were more likely to be of lower socio-
economic status; and less likely to receive adequate 
prenatal medical care. Social users, on the other hand, were
of mixed socio-economic status, and maintained 
satisfactory prenatal medical care.

The biologic vulnerability created by exposure to 
substances in utero can be highly modified or exacerbated
by social factors. It is important to study the psychological
and social influences that contribute to a woman's taking
drugs, as well as the nature of the family and community
contexts in which a child is being raised, to understand the
factors that determine developmental outcomes of
prenatally substance-exposed infants.
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Psychosocial Risks to Child Development

Mothers experiencing problems with alcohol or other 
substance use are more likely to experience difficulties in
their role as parents. Infants and young children of
mothers experiencing problems with alcohol or other 
substance use may be exposed to two major psychosocial
risk factors affecting their development:

Risk of Abuse or Neglect - Children whose 
mothers are using drugs are considered to be at higher risk
for maltreatment (U.S. General Accounting Office, 1997;
Reid et al., 1999; Lester et al., 2000). Leslie (1991) found
that, among a child welfare population, children 
living with drug-using parents were more likely to be
removed from their homes than those whose parents were
not using drugs. Lifestyle issues related to cocaine use, in
particular, are usually not conducive to providing a child
with a consistent and secure caregiving environment. In
fact, cocaine is a marker variable for a lifestyle that
includes caregiving environmental factors that have been
shown to affect child development and well-being without
drug exposure (Lester, et al., 2000).

One of the reasons that crack cocaine use is associated
with a higher risk of subsequent maltreatment may be that
women crack cocaine users are more difficult to engage
and retain in treatment than users of other drugs. Crack
cocaine users were found to have lower retention rates
than non-crack cocaine users, even after controlling for
education, age, history of arrests, and alcohol use 
(Rowan-Szal et al., 2000)

Risk of Attachment Disturbances - Children who are
prenatally exposed to substances often experience multiple
placements and caregivers during the early years, which
may impair the formation of strong, positive attachment
relationships.

Attachment develops out of patterns of early interactions
between the infant and his/her primary caregiver (usually,
but not necessarily, the mother): the child expresses a
need - to be fed, to be comforted, to be played with - and
the mother responds. As the attachment relationship
develops over the first 6 months of life, it serves four main
functions:

• providing a sense of security;
• regulation of affect and arousal;
• promoting the expression of feelings and communication; and
• serving as a base for exploration.

A sensitive, responsive caregiver is fundamental to the
development of a secure, as opposed to an insecure,
attachment bond during the early years of life.
Consistency, sensitivity and contingent responsiveness on
the part of the primary caregivers are essential to the

baby's psychological development. When the attachment
relationship is pervaded by the caregiver's inconsistency,
insensitivity, lack of responsiveness, negativism or rejection
of the baby, the baby's psychological development is at
risk.

Three major factors affect the caregiver's capacity for
responsiveness:

1. the caregiver's internal working models of
caregiving,assumed to be derived from her own early expe-
riences with being cared for;

2. parental risk factors such as substance use or mental 
illness;

3. whether the caregiver is receiving outside support from
other adults (Davies, 1999).

In considering women who have used drugs during 
pregnancy, it is important to examine their ability to 
develop interactions with their infants that will promote
the child's development. Past history and lifestyle issues
related to drug use are usually not conducive to providing
a child with a consistent and secure caregiving 
environment. Basic parental functions, such as facilitating
sleeping and feeding routines, an ability to understand a
child's developmental needs, and providing consistent 
limits and guidance, are often skills that substance-using
parents lack. (Lester et al, 2000).

The evidence shows that mothers who use substances pro-
vide less sensitive and responsive caregiving during infancy
and toddlerhood, and the incidence of insecure attach-
ments among their children is greatly increased. The
majority of the children of substance-using women who
are insecurely attached demonstrate Disorganized
Attachments, a pattern used to describe infants who lack a
coherent strategy for accessing their attachment figure and
who show confused, conflictual or fearful behavior in the

Strange Situation2 (Espinosa, 2001).

Disorganized Attachment has been linked to fear of the
parent, uncertainty about how a parent will react, and a
history of contradictory responses by the parent ranging
from inviting closeness to angry rejection (Lyons-Ruth, et
al., 1987). There is also evidence that Disorganized
Attachment is a symptom of the disintegrative effects that
multiple interacting risk factors can have on families.
Families characterized by poverty, parental psychiatric 
disturbance, parental substance abuse, and a history of
abuse of the parent in childhood have much higher rates of

2 The Strange Situation is an experimental procedure devised by
Mary Ainsworth, which is designed to create mild but increasing
stress on the attachment relationship between mother and child
(through a series of separations and reunions) in order to observe the
infant's attachment strategies and the degree of security of attach-
ment.
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Disorganized Attachment (Carlson et al., 1989)
There are strong links between quality of attachment and
later development. The quality of early infant-mother
interactions and subsequent attachment has long-term
consequences for the development of cognitive and social
skills.

Of most importance, however, is that it precedes and gives
rise to the organization of the self, which has significance
for ongoing adaptation and experience, including later
social relationships. Secure attachment in infancy predicts
social competence, good problem-solving abilities, and
other personality qualities associated with successful 
adaptation in later childhood. Insecure attachment has
been linked to problematic behavior and social difficulties
in school-aged children (Davies, 1999).

A strong attachment between a mother and her infant
decreases the chances of abuse and neglect, and energizes
and motivates her to participate in the services she and the
infant may need (Stump, 1992). There is evidence that the
resources a mother has available to her are a greater 
predictor of maternal interaction performance than
whether or not she used substances (Jeremy & Berstein,
1984).

Lief (1985) found that participation in a comprehensive
parenting program enabled women who use opiates to be
able to have positive interactions with their children and
respond to them in a way that fostered the children's 
development.
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BTC Service Delivery Model 

Prior to BTC, services in Toronto for women and children affected
by substance use were fragmented. The partners of BTC designed a
service delivery model around six key features:

1. A collaborative, community-based response.
2. A comprehensive, integrated cross-sectoral system response.
3. Prevention through early identification.
4. Improved parenting skills and prevention of child abuse.
5. "Single access" and "one-stop" model.
6. Rigorous evaluation of this service delivery innovation.

Evidence from programs in the United States in the 1990's 
indicated that women stay in drug treatment significantly longer
when they have their children with them (Hughes et al., 1995;
Szuster et al., 1996). There is also evidence that the extent of
comprehensive resources a mother has available to her is a greater 
predictor of maternal interaction performance than whether or not
she used drugs. The key service delivery innovations at BTC were:
organizing a "one-stop" model; keeping women and their infants
together, whenever possible; and supporting and working with the
mother-child relationship through a comprehensive array of
services.

The BTC Program
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The BTC service delivery model incorporates the 
following features:

• Services are family-centered, recognizing that 
relationships are central in women's lives and that work
with the family system is important in successful 
treatment. This includes supporting and working with
the mother-child relationship.

• Services promote self-esteem, competence, self-control,
and empowerment.

• Services are coordinated to be maximally available to
each woman. A full range of services for a woman and her 
family (prenatal care, pediatric care, substance use 
treatment, nutritional services, mental health services,
social services, parenting education and vocational/
educational training) is part of a coordinated program.

• Services are based in the community, responsive to the 
cultural and linguistic needs of the neighborhoods served
and easily accessible.

• Children of mothers in treatment are provided with 
services, including pediatric care, early stimulation and
education, early intervention, and mental health services.

• Services are responsive to individual needs and change
in type over time and are available in the long term.

• Services address the multiplicity of problems with
which women in treatment must deal (physical health,
homelessness, unemployment, child care and custody;
such psychosocial issues such as depression and dual diag-
nosis; and issues of physical violence, sexual abuse, and
incest) (Lester et al., 2000).

BTC Values and Philosophy

BTC is committed to the provision of services reflecting
the following values:

• Programs and services must be offered in an 
environment of supportive, encouraging, respectful and
non-judgmental regard of all individuals regardless of
race, gender, sexual orientation, or religious beliefs.

• All parents have the desire for their children to grow
and develop to their potential.

• All children have the right to have the opportunity to
develop into healthy, happy and  productive individuals.

• Many children do not have this opportunity for a 
variety of reasons, including the impact of poverty,

parental inexperience and lack of knowledge, emotional
or developmental vulnerabilities of the mother, maternal 
substance use, and maternal isolation.

• The most critical environmental contributor to infant
development is the nature and quality of the mother-
infant relationship.

• Interventions and supports can contribute to
enhanced parenting skills and developmental gains of 'at-
risk' infants if the interventions focus on supporting and 
strengthening the mother-infant attachment relationship
and supporting healthy family functioning.

• Intervention is most effective when it occurs at the
earliest possible opportunity in the development of the
mother-infant relationship.

• Maternal nurturing styles and responses to infants
derive from the mother's past history and nurturing 
experience, the stressors and supports in her current life
situation, and the mother's response to the individual 
characteristics of the infant.

• Interventions and supports must take a holistic
approach which acknowledges the complexity and 
diversity of women's lives, particularly with respect to the
impact of trauma such as childhood abuse, adult violence,
and violence in intimate relationships.

• Services must be offered in a flexible, responsive 
manner which addresses each woman and child's 
individual needs and circumstances ("meeting families
where they are at").

• Woman-centred and child services must protect and
respect the integrity of the woman's family as she defines
it and acknowledge the impact of significant 
others in the woman's life.

• By fostering an enhanced sense of self, and the 
attainment of skills and resources, women will assume
mastery of their lives.

• A culturally/racially sensitive, inviting, warm, accessi-
ble and non-threatening environment enhances 
programme effectiveness.

• A commitment to supporting and nurturing the 
emotional well-being of staff, volunteers and students is
reflected through opportunities for training, supervision,
and consultation.
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BTC Theoretical Framework

BTC is a harm reduction program. Harm reduction is a
public health alternative to the moral/criminal and disease
models of drug use and addiction, and is based on the
principles of compassionate pragmatism versus moralistic
idealism. It recognizes abstinence as an ideal outcome but
accepts alternatives that reduce harm (Marlatt, 1988).
Implicit in this approach is a shift away from stigma, guilt,
confrontation and shame, towards an empowering and
strengths-based approach. A respectful, non-judgmental
approach allows women to set goals for improving their
health that may not give immediate priority to substance
use issues. When the issues of substance use are
addressed, the approach accommodates goals of reduced
use rather than immediate abstinence. Use of this
approach is critical to engaging pregnant/and or parenting
women in treatment, to addressing their shame and guilt
around using, and to understanding women's use in the
context of other complex and interrelated factors in their
lives (such as poverty, trauma, homelessness, social is
olation, and mental health problems). Use of a harm
reduction approach is consistent with Health Canada's
best practice statements on successful approaches in 
preventing FAS and the effects of other substance use
which indicate that: " … services employing a respectful,
flexible, culturally appropriate and women-centred
approach that is open to intermediary harm reduction
goals, based on client circumstances, are effective in engag-
ing and retaining women in supportive programming and
in improving the quality of their lives" (Roberts et al, 2000,
pg.88).

The Transtheoretical Model Of The Stages Of Change
(usually called the Stages Of Change) is the theoretical
framework for BTC (Prochaska et al, 1986). In this
model, change is not seen as a single or sudden event:
instead it happens in stages or cycles. The model identifies
six stages through which people move when they change a
problem 
behavior. These are:

1. Pre-contemplation - the individual is not 
considering change.

2. Contemplation - the individual is thinking about
change in the near future.

3. Preparation - the individual has decided to change
and is seeking information about how to do it.

4. Action - the individual makes a plan and changes the
problematic behavior.

5. Maintenance - the individual sticks with their new
changed behavior but needs support to maintain it.
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6. Termination - the individual maintains the new
changed behavior and no longer needs support.

The Stages of Change model encompasses the reality of
relapse as part of the process of recovery; that relapse can
occur at any stage; and that it can occur more than once
during the process. It also acknowledges that all 
individuals, including pregnant and parenting women
using substances, need different kinds of help depending
on which stage of change they are in. In the BTC program,
this framework guides the interventions that are offered at
the different stages.

BTC uses a Motivational Interviewing approach to help
build commitment and to reach a decision to change
(Miller et al, 1991). In this approach, motivation is seen
not as a trait or personality characteristic, but as something 
determined by the interaction between the woman and her
counselor. A motivational counseling approach:

• is interactive -  it is based on the belief that everything
the counselor does affects the quality of the interaction
with the client

• places equal responsibility for change on the 
counselor - the counselor's characteristics are one of the
most important predictors of success in interactions 

• is client - centred and empathic

• avoids labels, such as "alcoholic" or "drug addict"

• reduces client resistance by meeting it with 
reflection rather than confrontation

• fosters a commitment to change and brings a client to
greater awareness of, and responsibility for, her 
substance use

• emphasizes personal choice regarding use, and 
personal control over decisions, by providing a range of
possible alternatives for assistance

• negotiates (rather than imposes) treatment goals
between client and counselor

• removes barriers to change (such as providing child
care, transportation and any other accessibility issues a
woman might face)

• accepts relapse as part of the process of change
(Reynolds et al, 2002)
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BTC Goals 

The initial goals of BTC (1995-1997) were:

1. To identify early and engage pregnant and/or 
parenting women experiencing substance use problems in
order to break the cycle of inter-generational patterns of
addiction and reduce the risk of mother/infant health
problems, developmental delay or maltreatment of infants.

2. To develop and implement, through an innovative
inter-agency partnership, a single access, transdisciplinary
model program to integrate services directed to pregnant
and/or parenting women experiencing substance use 
problems and their children addressing: maternal addiction
and recovery issues, infant and child development issues,
the mother-child relationship, and larger family issues.

3. Design and conduct an evaluation to assess the 
short- and long-term outcomes and the effectiveness of the
partnership in implementing a single access,
trans-disciplinary model program integrating mother/child 
services for a high-risk population. Document and widely
disseminate the evaluation assessment to assist other 
communities in replicating this model approach elsewhere.
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The evaluation of BTC's performance from 1995-19973

concluded that:

1) BTC was achieving its objective of reaching and engag-
ing a very high-risk population of women, many of whom
were still using substances or in the very early stages of
their recovery when they first came to BTC.

2) BTC was achieving its objectives of early 
identification and intervention with pregnant women in
that one-quarter of women attending BTC were pregnant
at intake, and one-third of these women were in their first-
trimester.

3) BTC was successful in identifying children of
substance-using mothers at a very early stage and this
resulted in BTC families having increased access to 
prenatal health services and child welfare services.

4) There was a noted trend towards fewer birth 
complications, fewer separations from their mothers, and
fewer maternal developmental concerns.

5) From a process objective standpoint, the "one-stop"
(single access) and integrated service model was proving to
be advantageous to clients, and was deemed to be very
effective by the partner agencies and other referral sources
in the community.

6) The partnership model was found to be working well,
had had synergistic impacts, and was continuing to evolve
with the changing needs of its clients.

3 BREAKING the CYCLE: The Evaluation Report (1995-1997),
submitted to Health Canada's Community Action Program for
Children, February 1998.

New Service, Research and Teaching Initiatives

Since 1997, BTC has continued to evolve in response to
the needs of its clients and the community, and to 
findings gathered through evaluation and research 
activities. It has also responded to considerable interest in
this program from other communities facing similar 
challenges. Highlights of its evolution from 1997-2000 are 
summarized below.
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Withdrawal Management Centre. An evaluation of the
pilot indicated successful outcomes of this outreach model
as measured by the numbers of women and 
community providers who accessed the project. The
majority of women were being engaged in the first
trimester of their pregnancy, which provides a greater
opportunity for them to receive information and 
education regarding services, resources and supports in
the community. The vast majority of women seen were
able to use the support to access appropriate health and
treatment services. The pilot project also strengthened the
development of a network of support for homeless,
pregnant women who are using substances.
Demonstration of successful outcomes in this pilot phase
led to success in securing funding from Health Canada's
Canada Prenatal Nutrition Program (CPNP) to enhance
and expand the program in 2001.

Licensed Child Care:
BTC was successful in its application to license the child
care program offered on-site. This enhances the supports
available for women and children at BTC by providing an
opportunity for woman to access subsidized and licensed
child care while they move forward into other community
training or pre-employment initiatives. The program
offers flexible care in a familiar setting and with caregivers
who are known and trusted by both the children and their
mothers. For children and mothers whose early 
relationships are often disrupted by many separations, the
opportunity for this continuity of care is important.

Program/Service Evolution (1997-2001)

Expanded Service Relationships:
BTC has expanded the range of services available on-site
to better address the complexity of needs faced by 
high-risk families.

In addition to services provided by its six partner 
agencies, BTC clients can now receive additional services
from:

• Society, Women and Health Program of the Centre for
Addiction and Mental Health (CAMH) (service delivered
at BTC)

• Department of Community and Family Medicine, St.
Joseph's Health Centre (off-site from BTC)

• Women's Own Withdrawal Management Centre,
Toronto Hospital-Western Divisions(off-site from BTC)

BTC Pregnancy Outreach Pilot Program:
Lisa Hicks' research (see below) confirmed that the 
"pregnant and homeless" status of women who are using
substances is a significant barrier to their capacity to
access health and effective treatment interventions. The
United Way of Toronto provided funding to support a
demonstration project assessing the effectiveness of a
"pregnancy outreach program" to engage this population
of women. The pilot project operated between May 2000
and May 2001, in partnership with Women's Own
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Toronto Drug Treatment Court Parent-Child Advocate:
The Toronto Drug Treatment Court (DTC) provides 
voluntary court-supervised treatment for people addicted
to cocaine and/or opiates. Non-violent offenders charged
with possession of, or trafficking in, small quantities of
crack/cocaine or heroin, or with prostitution-related
offenses, are eligible to participate. Rather than 
incarceration, offenders receive a non-custodial sentence
upon successful completion of the program, which
includes participation in a treatment program that is 
monitored by the court. Breaking the Cycle participants
have benefited from the opportunities offered through the
DTC. Breaking the Cycle is a member of the Community
Advisory Committee (CAC) of the DTC, and the Women
and Children's Issues Subcommittee of the CAC. This
subcommittee identified a need to provide additional 
supports to clients of the DTC who are parents, and their
children. The Women and Children's Issues
Subcommittee sought funding to hire a Parent-Child
Advocate, whose role is to provide DTC clients with 
parenting supports and services that identify and prevent
high-risk situations. Funding for this position was
approved by the Children's Aid Society Foundation, and a
20 month pilot project was launched in June 2001 to
assess the impact of the role of the Parent-Child Advocate
on outcomes for both children and parents in the DTC
program. The DTC Parent-Child Advocate is a staff mem-
ber of BTC, whose activities are dedicated to clients of the
DTC. This is a unique and exciting 
collaboration that expands BTC's cross-sectoral 
partnerships to include the justice system.
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Research Activities

In June 1998, BTC organized a one-day research 
conference at the Hospital for Sick Children to make the
findings of its evaluation study and other BTC-related
research better known to other service providers and
researchers in Toronto. The following are some of the
research activities which have been centered on BTC's high-
risk population:

• Hicks, Lisa (1997) Addiction & Pregnant/Parenting
Women:  Factors Affecting Client Engagement
(Unpublished). Hicks reviewed the literature on the preva-
lence of drug use during pregnancy and the maternal, fetal
and child health implications of this practice. Then, using a 
retrospective file analysis, she characterized Breaking the
Cycle participants with respect to demographic 
information, social stability, obstetric history, involvement
with child welfare services, primary addiction, history of
abuse, and mental health. She identified two client 
factors which are associated with poor engagement and
treatment maintenance: low education and a primary
addiction to crack or cocaine. She also confirmed that fully

49% of the population surveyed were homeless4. A rela-
tionship between engagement and age, duration of addic-
tion and history of previous treatment was not found.
Finally, it was determined that pregnancy is not correlated
with better maintenance of treatment. An important find-
ing, however, was that women who 
presented for treatment while pregnant were significantly
more likely to be homeless than non-pregnant women and
that they were significantly more likely to be addicted to
crack/cocaine than they were to alcohol. Both of these find-
ings suggest that women who present for treatment while
pregnant may represent a higher-risk sub-population of
women using substances, whose barriers to health and effec-
tive treatment are even greater than those within the larger
population of pregnant and parenting women.

• Leslie, M. and Roberts, G. (2001). Enhancing Fetal
Alcohol Syndrome (FAS)-related Interventions at the
Prenatal and Early Childhood Stages in Canada. Ottawa:
Canadian Centre on Substance Abuse. Many of Health
Canada's Community Action Program for Children
(CAPC), Canada Prenatal Nutrition Program(CPNP) and
Aboriginal Head Start (AHS) projects have undertaken Fetal
Alcohol Syndrome (FAS)-related activities since the incep-
tion of these programs in the early 1990s. The aim of this
project, funded by Health Canada's National Project Fund,
was to account for this activity and 
surrounding issues. Co-managed by BTC and the Canadian

Centre on Substance Abuse (CCSA)5, the 
project surveyed approximately 1,000 CAPC/CPNP/AHS
projects to identify and analyze best practices and service
gaps arising from front-line experience. Key informant
interviews, together with in-depth examinations of
projects demonstrating examples of "good practice", were
used to enrich the learnings from the survey. An initial
premise of this project was that CAPC, CPNP and AHS
projects held considerable potential in supporting the reduc-
tion of harm associated with substance use and pregnancy
in their communities. The non-judgmental, respectful and
culturally-sensitive environment cultivated by these pro-
grams is fundamental to working with women and children
on this issue.

5 The Canadian Centre on Substance Abuse is Canada's princi-
pal national NGO addressing substance use.

4 Twelve percent reported that they had no fixed address; 23%
reported that they were staying at a hostel/shelter; 14% reported
that they were residing temporarily with friends or family members.
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Moreover, the holistic, family-centred approach taken by
these programs situates them well to work with the 
contextual issues that usually arise when addressing alcohol
and other substance use during pregnancy. The 
investigation confirmed that CAPC, CPNP and AHS 
projects, in fulfilling their basic mandate, do present a milieu
that effectively engages high-risk families and is supportive
of particular work on this issue. The 
investigation also identified potential barriers to enhanced
FAS activities in these projects, including: perceived 
mandate, limited funding resources, inadequate
training/expertise among staff to undertaken certain 
activities, level of public awareness, existing collaborative
activity regarding FAS. The results strongly confirm the
value of locating FAS-related activities within CAPC, CPNP
and AHS projects. These programs are ideally 
suited to prevent and reduce the harm associated with 
prenatal substance use and are, in many cases, currently
doing so. The prospect for enhancement is great and will be
driven by the efforts to share learnings that exist in the
CAPC, CPNP and AHS projects and networks.

• "Demonstration Project to Provide On-Line Training and
Consultation on Evidence-Based Practices for Front-Line
Practitioners in Health Canada's CAPC/CPNP Network":
In partnership with the Canadian Centre on Substance
Abuse, BTC, and Health Canada, this project is assessing the
use and effectiveness of web-based information,
communications, consultation and training approaches to
support the adoption of recommended FAS-related 
practices by CAPC and CPNP programs. This initiative,
funded by HRDC's Office of Learning Technologies, trans-
lates the content generated from the Enhancing Fetal Alcohol
Syndrome (FAS)-Related Interventions at the Prenatal and
Early Childhood Stages in Canada to an internet-based 
learning environment, and enhances it with the capacity for
web-board intercommunication among participants, and
individualized consultation with experts across the country.
This project is in its pilot phase in 2001.
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a. Teleconferences: Accessible distance education
was provided through a series of eleven monthly 
teleconferences between June 1999 and June 2000.
Presentations were delivered by FAS experts across Canada
on topics that ranged from the effects of FAS on infants and
children to working with pregnant women using substances,
and community prevention of FAS. Participants across
Ontario listened to the presentations at their own site at
their convenience, and participated in 
follow-up interactive discussion/question sessions with the
presenter following the teleconference. Handouts,
presentation materials and discussions on an interactive web
conference site supplemented the effectiveness of this train-
ing. Evaluation of the tele conference component of this ini-
tiative indicated positive outcomes. Beyond 
generating awareness and providing the resources needed to
support parents and children, its effectiveness is 
reflected in the stimulation of ongoing, widespread 
distribution of information, conference presentations, publi-
cations, and the development of community 

networks and collaboration around FAS in the region7.

b. Training Video: A video, Different Directions:
Understanding Fetal Alcohol Syndrome, was produced.
Through stories from mothers of children with FAS and
messages from professionals in the field, the video 
touches on issues of prevention, intervention, challenges, as
well as the strong need for information and training. A sec-
ond video, Different Directions:  Community Prevention has
also been released, and illustrates examples of successful
community-based FAS public awareness campaigns.

c. Training Manual: A training manual was
designed for use in both train-the-trainer and self-study
programs. It was developed to provide opportunities for
increasing knowledge about FAS, developing a network with
other service providers and parents, reflecting on 
personal philosophy, attitudes and practices, and increasing
awareness of cultural, linguistic and regional relevance of
community resources.

• "FAS Regional Education Initiative": This initiative,
delivered in partnership with Ontario's North for the

Children6, assessed the impact of a variety of strategies to
deliver FAS education, training and support to Health
Canada's Ontario region CAPC/CPNP project staff,
volunteers and community participants in delivering 
prevention services for mothers at risk for delivering 
children affected by FAS, and in delivering early 
intervention services for children and families affected by
FAS. Components of this initiative included training on
FAS, the creation of professional development resources,
and the facilitation of information sharing and increased
regional collaboration on this issue. The project 
components included:

7 BTC's collaboration with AWARE (Action on Women's
Addictions - Research and Education), in the delivery of two of the
FAS teleconferences focusing on working with pregnant women
using substances, has led to the co-development of a training guide
for providers on working with this vulnerable population of
women.

6 Ontario's North for the children is a coalition of the eight
CAPC projects in Northern Ontario.
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Building Community Capacity  

BTC has contributed to an increased community capacity to
respond more effectively to the needs of pregnant and/or
parenting women who struggle with substance use through
its participation in numerous community 
networks and research activities. For example:

a. Hamilton: Since 1993, BTC has provided 
education, training and consultation to the Hamilton 
community as they have developed an understanding of
their community needs and designed a response to the
problem of pregnant and parenting women struggling with
substance use. The efforts of the Hamilton 
community have resulted in the development of the New
Choices program.

b. Windsor: The Windsor community received 
funding to review its service needs around pregnant and
parenting women using substances and their children.
BTC was contracted to deliver a series of training sessions
to a cross-sectoral representation of service providers in
order to improve awareness and practice related to 
services for this high-risk population of women and 
children. Two full-day training sessions and one planning
session were delivered from October, 1998 to March,
1999. Evaluations indicated that the training increased
participants' skills and awareness of the issues, and also
stimulated community interest in working together in a
cross-sectoral model. A decision was made to work
together to develop a proposal for funding to develop a
collaborative service based on the BTC model. In Spring
2001, Windsor received approval for funding to implement
its program, Welcome Change.

c. London: In 2001, the community of London,
Ontario received funding to replicate the BTC model. BTC
was invited to present the program model at the first meet-
ing of community representatives interested in being
involved in this initiative. London's efforts have resulted in
the development of the Heartspace program.

d. Kingston: Over the past three years, BTC has 
delivered three full-day training sessions to a broad 
community of service providers in the Kingston  
community.

e. Thunder Bay: BTC was invited to provide a 
full-day training session to a cross-sectoral group of
service providers on issues related to women, children and
addictions. The training consisted of a review of the addic-
tions/health/developmental issues related to 
substance-involvement as well as a description of the BTC
service model.

f. Peel: The Region of Peel has launched a 
community initiative to respond to the problem of
substance use among pregnant and parenting women in
that community, and the BTC program model has been pre-
sented as an example of a successful program model.

In addition to working with communities in Ontario,
Breaking the Cycle receives requests for information regard-
ing the program model from communities across Canada
and around the world. It also receives guests from across
Canada and internationally who come to visit and learn
about the BTC model.
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BTC SERVICES IN 2000

A. Addictions

Relapse Prevention Group - This group is offered to
women who are in the early stages of their recovery.
Behavioral and cognitive-behavioral approaches are used
to assist women to develop strategies to manage cravings
and other pressures to use substances.

Life Skills - This group offers structured lessons that are
developed specifically for women recovering from 
addiction. They provide an opportunity for women to
learn problem solving behaviors or skills in order to be
able to manage their lives more effectively while in 
recovery. Topics covered include: building trust,
journaling to express feelings, building self-esteem,
recognizing strengths, dealing with anger, creating 
supports, humour in recovery.

Recovery Group - This group assists women to identify and
address the issues and feelings that emerge when their use
of substances is no longer an option for them. Women
who are eligible for this group are working to consolidate
gains made in the earlier stages of their recovery by
addressing the underlying issues related to their substance
use in order to prevent a return to old behaviors

Individual Addiction Counseling - Addiction counseling is
available on an individual basis for all women at BTC.
Services offered on an individual basis include assessment,
pre-treatment preparation, case management of
addictions-related problems, and educational and support
on addictions-related issues. Many women benefit from a
combination of individual and group support for their
recovery.

B. Parenting

New Mom's Support Group - This group is devoted to 
pre- and post-natal education and support. The group is
delivered jointly by the Department of Public Health and
Mothercraft. The focus of the group includes preparation
for childbirth and parenting, and involves discussion of
issues such as prenatal nutrition, breastfeeding, and 
prenatal attachment. Mothers may attend the group until
their infant is 6 months of age. Topics such as 
breastfeeding, sleeping and feeding issues, infant 
development and infant stimulation, and bonding and
attachment are discussed.
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Nobody's Perfect Parenting Program - This program is 
facilitated by a nurse from the Department of Public
Health and a Breaking the Cycle counselor. This Health
Canada-funded parenting program is group-based and is
directed to families with children from birth to 5 years of
age who have one or more of the following 
characteristics: young, single, low-income, or poorly 
educated, and socially, culturally or geographically isolated.

Cooking Healthy Together - The purpose of this program,
offered by the Department of Public Health, and 
co-facilitated by a Breaking the Cycle counselor, is to
increase knowledge regarding the nutritional needs of
children, women and pregnant women living with a fixed
and limited income. Women also gain skills in meal
preparation, which increases their self-esteem and sense of
self-efficacy. Since meals prepared in this communal cook-
ing environment are shared and taken home by the women
who have participated, this program also offers a nutri-
tional supplement.

Parent-Child Mother Goose Program - This is a preventa-
tive program designed to assist parents to gain skills and 
confidence which can enable them to create new and 
positive family patterns during their children's early years.
This group for mothers and their babies and young 
children focuses on the pleasure and power of using
rhymes, songs and stories together. The group is delivered
by BTC Child Development Counsellors.

Hanen "You Make the Difference" Group - This is a 
communication-based prevention program, aimed at 
helping parents establish the kinds of interactions with
their children that foster self-esteem, the desire to explore
and learn, and language development. It makes extensive
use of video technology as a powerful teaching tool. This
group is co-facilitated by a BTC Parent-Child Counselor
and a therapist with the Mothercraft Parent-Infant
Program.

Mothercraft "Learning Through Play" Group - The goals of
this facilitated parent-child play group is to support and
expand on children's existing skills using didactic
approaches combined with opportunities for parents and
children to experience play-based activities in a facilitated
and supportive environment.

Access Visits - In some situations - With the agreement of
BTC, child welfare, and the family -access visits for 
mothers whose children are in foster care may be held at
BTC. Mothers and children receive the support of BTC
staff and services during their access visits in order to facil-
itate preparation and planning for the smooth and positive
transition of the child from foster care to the mother's
care.
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C. Developmental Clinic

Developmental Screening and Assessment - As part of the
intake process, and at 6 month intervals thereafter, the
Battelle Developmental Inventory Screen is administered
to all children in order to assess and monitor their 
developmental status. The child's mother is involved in
the screening process and participates in creating a 
developmental plan, which incorporates the results of the
screen, as well as her observations of her child. The devel-
opmental plan forms the basis for interventions for the
child, and these are jointly implemented by BTC staff and
the mother. Complete developmental assessments are
administered to those children whose screens indicate the
need for further assessment. Additional resources (e.g.,
speech and language services, occupational therapy,
physiotherapy) are made available to the child and family
based on assessed developmental needs. The
Developmental Clinic is coordinated by the Mothercraft
Parent-Infant Program, and developmental assessments
are administered by psychometrists in that program.

Parent-Child Counseling - Parent-child counseling is deliv-
ered in centre-based and home-based sessions involving
the mother and child. Various dyadic interventions are
used including mediated play, interaction guidance using 
videotape, and parent-infant psychotherapy. The goal of
this work is to enhance the stability and security of the
attachment relationship between the mother and child by
increasing the awareness of factors (past and present) that
influence her parenting, as well as by increasing her 
understanding of her child's developmental and 
social-emotional needs.

Home Visiting - Home visiting is offered to complement
the centre-based activities in which the mother and child
participate, and as a vehicle to deliver parent-child 
counseling services. Home visiting is offered to all BTC
participants and is delivered by Mothercraft's Parent-
Infant Therapists.

C. Child Care

Parent Relief - Child Care - BTC offers licenced child care
for children of mothers who are attending appointments,
groups or other activities at Breaking the Cycle, or in the
community. Children are cared for by early childhood
educators who provide a nurturing, stimulating and 
structured play environment. Individual developmental
planning is implemented for each child based on his/her
assessed strengths and vulnerabilities.

D. Health/Medical Services

Pediatric Clinic - BTC benefits from the service of a 
pediatrician/toxicologist from the Hospital for Sick
Children - MotheRisk Program who holds a weekly clinic
on site. The pediatrician sees all of the children and takes
a detailed prenatal exposure history. The children are seen
in the clinic every six months, or more frequently based on
either the assessment of the physician or questions and
concerns of the mother. When appropriate, additional
referrals are made for further assessments and/or 
diagnoses. Information and education is provided to the
mother regarding the effects of her prenatal substance use,
and any questions regarding breastfeeding and 
substance use are addressed.

Medical Services - BTC works closely with Addiction
Medicine specialists in the Department of Family and
Community Medicine at St. Joseph's Health Centre.
Women who require general medical care, prenatal health
care, a medically-managed withdrawal, and/or a
methadone maintenance program are referred. The 
medical services provided are responsive, respectful, and
consistent with BTC's philosophy of care.
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E. Basic Needs Support

Lunch Program - With the support of the Second Harvest
food recovery program, BTC offers a daily lunch to 
participants as a nutritional supplement. The lunch 
program meets a basic need for food and also relieves some
financial stress for families on very limited incomes.

Clothing Exchange - Through clothing donations, we 
maintain a supply of children's and adult clothing which is
available to participants.

Transportation - TTC tickets are provided to participants
to travel to and from BTC.

F. Mentoring

Women at BTC have access to individual counseling with a
trained mentor, i.e. another mother who has experienced
similar difficulties. The mentoring program broadens the
range of services offered at BTC to include a "peer 
support" component.

G. Mental Health Services

Individual Counseling - Through a relationship with the
Women, Society and Health Program of the Centre for
Addiction and Mental Health, women at BTC have access
to support from a mental health clinician who provides
on-site individual counseling, as well as referral for mental
health assessments and other services as required.

Women's Issues Group - This group is offered to women
who have achieved stability in their abstinence from drugs
and alcohol, and focuses on issues of trauma and abuse in
their past and present lives. The group is co-facilitated by a
mental health clinician and a BTC addiction counselor.
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H. BTC Pregnancy Outreach Program

BTC's Pregnancy Outreach Program is designed to
decrease the barriers to health and effective treatment 
services for women who are pregnant, using substances,
and homeless. Using a proactive street-outreach approach,
the program delivers support, information and resources
to women with the goal of facilitating their access to 
services as early as possible during their pregnancies in
order to positively influence maternal and fetal health 
outcomes. This program is delivered in partnership with
Women's Own Withdrawal Management Centre, and is
funded by Health Canada's Canada Prenatal Nutrition
Program (CPNP).
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MENTAL HEALTH COUNSELLING

MEDICAL SERVICES

BTC PREGNANCY OUTREACH 
PROGRAM

-Society, Women and Health
ProgramSt.

-Joseph's Health Centre - Dept.
of Family and Community
Health

-Breaking the Cycle & Women's
Own Withdrawal Management
Centre

-Centre for Addiction and Mental
Health

-St. Joseph's Health Centre - Dept. of
Family and Community Health

-Breaking the Cycle & The Toronto
Hospital (Western Division) -
Women's Own Withdrawal
Management Centre

Services delivered by non-partner agencies

SERVICES DELIVERED by: SUPERVISED by:

SERVICES PROVIDED ON SITE AT BREAKING THE CYCLE

Services delivered or supervised by partner agencies of Breaking The Cycle:

CHILD CARE Breaking the Cycle Mothercraft

ADDICTIONS
Relapse Prevention Group
Recovery Group
Life Skills Group
Women's Issues Group
Individual Counseling
PARENTING
New Moms' Support Group

Nobody's Perfect Parenting Program
Cooking Healthy Together

Parent-Child Mother Goose Program
Parent- Child Counseling
Hanen "You Make the Difference" Group

Child Welfare Access Visits

-Breaking the Cycle
-Breaking the Cycle
-Breaking the Cycle
-Breaking the Cycle/CAMH
-Breaking the Cycle

-Department of Public Health
Mothercraft
-Department of Public Health
-Department of Public Health
&Breaking the Cycle
-Breaking the Cycle
-Breaking the Cycle
-Breaking the Cycle 
-Mothercraft
Breaking the Cycle
CAS/CCAS

-Jean Tweed Centre
-Jean Tweed Centre
-Jean Tweed Centre
-Jean Tweed Centre/CAMH
-Jean Tweed Centre

-Department of Public Health
Mothercraft
-Department of Public Health --
Department of Public Health 

-Mothercraft
-Mothercraft
-Mothercraft

Mothercraft
CAS/CCAS

DEVELOPMENTAL CLINIC
Developmental Screening and 
Assessment

Learning Through Play Group
Home Visits
HEALTH/MEDICAL SERVICES 
Pediatric Clinic

Individual Pre-Postnatal Counseling

BASIC NEEDS SUPPORT
Clothing Exchange
Daily Lunch
Transportation

MENTORING

-Breaking the Cycle
Mothercraft

-Breaking the Cycle
Mothercraft

-Pediatric/toxicologist
Pediatric/toxicologist
-Department of Public Health
Mothercraft

-Breaking the Cycle
-Second Harvest
-Breaking the Cycle

Clients/Peers

-Mothercraft

-Mothercraft
Mothercraft

-HSC - MotheRisk
HSC - MotheRisk
-Department of Public
HealthMothercraft

-Mothercraft/Jean Tweed
-Mothercraft/Jean Tweed
-Mothercraft/Jean Tweed

Mothercraft/Jean Tweed
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This section describes how Breaking the Cycle was evaluated, the evaluation measures used and
the limitations of this evaluation. It then presents the evaluation findings and draws conclusions
about the effectiveness of the program. The evaluation is based on data collected from May
1995 to September 30, 2000.

Program Evaluation
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Evaluation Design, Measures and Limitations

The evaluation was designed to assess the extent to which
BTC is successful in:

• Identifying and engaging the high risk population

• Improving maternal and child outcomes

• Satisfying its clients

The measures were chosen to assess these domains and, as
indicated in Table 1, were administered approximately
every six months.

Intake Form - The intake form captured demographic
data on mothers and their children. The Mother's section
was adapted from similar forms used at the Jean Tweed
Centre and Canadian Mothercraft Society, two BTC 
partner agencies. The Child's section of the Intake Form
was adapted from a similar form used by the Canadian
Mothercraft Society's Parent Infant Program.

Battelle Developmental Inventory  (BDI) - This 
standardized instrument, developed by Newborg, Stock
and Wneck (1984), assesses key developmental skills of
children from birth to eight years. The test can be 
administered in 10 to 30 minutes depending on the age of
the child and was designed for administration by teachers,
special educators, speech pathologists, psychologists, and
clinical diagnosticians. The intended purposes of the BDI
include assessment and identification of the handicapped
child, assessment of the non-handicapped child, planning
and providing instruction, and evaluation of groups of
handicapped children.

Parental Stress Index (PSI) - Developed by Abidin
(1990), this screening and diagnostic instrument identifies
parent-child systems under stress, dysfunctional parent-
ing, and the development of social-emotional problems in 
children.

The PSI has been validated on a substance-using parental
population. Previous research indicates that mothers who
used drugs during pregnancy experienced significantly
more parenting stress than did either foster mothers of
prenatally drug-exposed children or a group of similar

SES others whose children were not prenatally 
drug-exposed (Kelley, 1992). When assessed using the PSI
long form, mothers of prenatally drug-exposed children
scored significantly higher than the SES comparison group
on the Parent Domain, Demandingness, Competence,
Isolation, and Attachment sub-scales.

In studies to assess reliability, test-retest reliability was
assessed using a sample of 270 participants over a six
month period. Test-retest reliability ranges from .68 to .85
for the three main sub-scales and the Total Stress 
sub-scale. Coefficient alpha was calculated on a sample of
800 participants and ranged from .85 to .91. The PSI
short form was validated against the long form with a
Total Stress correlation of .94 and a test-retest reliability
rate of .95, both of which are exceptionally high (Abidin,
1990).

The sub-scale components which comprise the PSI are as
follows:

• Defensive Responding. This sub-scale examines the
extent to which the respondent attempts to minimize the
degree to which they are affected by distress as measured
by the questionnaire. Scores over the 85th percentile 
indicate that the respondent may be trying to 
over-represent the amount of distress they are 
experiencing. Scores under the 15th percentile may 
suggest one of the following:

(a) the parent is attempting to under-represent the
amount of distress they are experiencing to appear more
competent and capable of handling the stresses of
parenting well; or 

(b) they are not investing in the parent-child 
relationship and are therefore not experiencing the normal
stresses associated with this interaction.

Intake Form
Battelle Developmental Inventory (BDI)
Parental Stress Index (PSI)
Child-Family-Community Questionnaire 

BDI
PSI

CFCQ

BDI
PSI

CFCQ

BDI
PSI

CFCQ

BDI
PSI

CFCQ

Time 1 
Intake

Time 2
6 months

Time 3
12 months

Time 4
18 months

Time 5
24 months

Table 1: Evaluation Measures Implementation Schedule
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• Total Stress. This sub-scale was designed to assess the
amount of overall stress experienced by the parent in the
three subscale areas. It is suggested that scores over the
90th percentile indicate clinically significant levels of dis-
tress and should be either closely monitored or referred
for further diagnostic study.

• Parental Distress. This sub-scale examines the
amount of stress the respondent is experiencing with
respect to her parenting role. The component stresses
assessed by this subscale include: impaired sense of par-
enting 
competence; stresses associated with the restrictions
placed on other life roles by parenting responsibilities;
conflict with the child's other parent; lack of social 
support; and depressive feelings.

• Parent-Child Dysfunctional Interaction. This 
sub-scales assess the parent's perception of her 
interactions with her child, as well as satisfaction with
these interactions. High scores indicate parental 
dissatisfaction in interactions with child and can indicate
a threat to the parent-child bond. Scores over the 95th 
percentile may suggest the potential for child abuse 
especially when the scores of the three main sub-scales are
all above the 90th percentile.

• Difficult Child. This sub-scale focuses on 
behavioral characteristics of children that may cause 
parents to perceive them as difficult to manage. In cases
where parents indicate scores higher than the 95th 
percentile, child psychopathology should be assessed.

Child-Family-Community Questionnaire (CFCQ).
This questionnaire (formerly Form E) was developed by
Health Canada to assess Community Action Programs for
Children (CAPC). Many of its questions are identical to
those in the National Longitudinal Survey of Children
and Youth (NLSCY). Where comparable questions were
available, we compared BTC families with national data.

Focus group interviews were undertaken with BTCclients
to assess client satisfaction. These focus group interviews
were about one and a half hours in duration.

The limitations of this evaluation design are:

Use of Self-Report Measures. This evaluation is based on
information supplied by clients. The validity of
self-report measures can be affected in two ways. Clients
will often underreport problems if they are concerned
about legal ramifications, confidentiality, or moral 
judgments being placed on them. In contrast, clients will
often over-report problems if they are trying to attract
service attention to themselves or their children. Given
the profiles of the BTC families and their histories of
social service involvement, it would be expected that these

mothers would be likely to underreport their problems.
Self-report questionnaires were deemed to be the most
useful measure, but their limitation should be noted in
interpreting these data.

No Control Group. There was no control group with
whom to compare treatment effects.

Limited Objective Substance Use Data. An extensive sub-
stance use history (based on maternal self-report) is taken
at intake. Substance use is also monitored via maternal 
self-report throughout the mothers' involvement at BTC.
BTC originally planned to use the Inventory of Drug
Taking or Drinking Situations as an objective measure of
substance us, but an early assessment of this measure
revealed that it did not provide reliable data on a sufficient
number of clients.
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Engagement Success Indicators 

Service Volume Statistics

From May 1995 until September 30, 2000, BTC has 
provided direct service to 426 families. BTC has also 
indirectly provided service to hundreds of other families
by referring them to more appropriate programs. As of
September 30, 2000, the BTC client families consisted of:

The intake process takes between 3 weeks to 3 months.
"Families discharged from intake" are those whose file did
not go beyond intake into ongoing/active service. This
may have been due to a variety of reasons, including the
fact that families were not yet ready to engage in 
programs, or that families were referred elsewhere for
services that would more appropriately meet their needs.
"Families receiving ongoing/active service" are those
receiving a full range of services at BTC as of September
30, 2000.

Table 2 indicates the referral pattern over the five-year
period, as well as the frequency of mother and child visits.

• An average of 74 new families access the 
program per year. BTC has been providing service to a 
relatively consistent number of new families each month
since the commencement of the program in May 1995. In
addition, 94% of the mothers who came to BTC were 
parenting at intake and almost 25% of them were 
pregnant at intake.

• Of the 221 women who have closed files at BTC, 22
of them (10%) returned at a later date and thus their
files have been closed on two occasions. Of the 199
women whose files have been closed once, the average
number of months in the program was 10 months 
(standard deviation  = 7.5 months) with a median of 8
months. Of the 22 women whose files have been closed
on two occasions, their average length of time engaged
in the program for the first time was 9 months (standard
deviation = 7.0; median = 6 months) and for their sec-
ond time was an average of 10 months (standard 
deviation = 10.0; median = 5.5 months). Therefore,
women who engage at BTC are receiving an average of
10 months of service. Those women who are returning
to the program are receiving an average of 19 months of
total service.

From the total population of 426 BTC client families,
demographic data are available on 197 families. This is a
40% increase in the number of families included in a
preliminary evaluation of BTC conducted in 1997.

The Mother's portion of the Intake Form was 
completed first. Fewer complete data are available on
the children of BTC families. The reasons for this
include instances where there were plans for women to
parent their children in the future, but they had limited
access and/or did not regularly bring their children to
BTC. As well, in some instances, mothers did not stay
long enough with the program to complete the Child's 
portion of the Intake Form or declined to answer some
of the many questions on this lengthy and 
comprehensive form.

Families discharged from ongoing/active service 221
Families discharged from intake services 148
Families receiving ongoing/active service (at Sept.30.00) 24
Families going through the intake process (at Sept.30.00) 33

Total families served (May/95-Sept30/00) 426

TimePeriod New Referrals # of Mother
Visits

# of Child Visits

Table 2: Service Volume Statistics

May-Dec 1995
1996
1997
1998
1999
Jan-Sept 2000

59
64
59
95

103
56

774
1257
1210
1403
1116

917

496
493
575

1001
670
466
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Client Referral Source

The referral sources for the women who were referred to
BTC are located in Table 3.

• 43.4% (79/182) of referrals to BTC are from its six
partner agencies, with child welfare service partners
accounting for the largest proportion (55 or 69%) of these
cases.

• Other Toronto area addictions system agencies (for
women or youth) refer a large number of clients.

• Positive promotion (self-referral, another client, fami-
ly/friends, lawyer) continue to represent 
approximately 10-13% of all referrals.

• In total, there have been 41 referral sources, which
indicates a high level of awareness of BTC amongst com-
munity-based and institutional service providers.
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Table 3: Referral Source (N=182)

Referred by Frequency % % Pregnant at
Referral

Child Welfare Services (Partners)
(CAST/CCAS)
Women's Own Detox
Jean Tweed Centre (Partner)
Centre for Addiction and Mental Health 
Self Referred
Another Client
Just for Today
St. Michael's Hospital
Toronto Public Health (Partner)
Family/Friend
Metro Addiction Assessment Referral
Native Child and Family Services
Mothercraft  (Partner)
Lawyer
Renascent House
Homestead
Jessies Centre for Teenagers
St. Joseph's Health Centre 
The Works
Youth Clinical Services
501 Detox Centre
Breakaway
Centenary Hospital
Toronto Drug Treatment Court
Elizabeth Fry Society
Healthy Beginnings
Jewish Family and Child Services
Massey Centre
Physician 
Media
Mount Sinai Hospital
Nazareth House Recovery Home
Nellie's Hostel for Women
Peel Addiction Services
Regent Park Community Health Centre
Rendu House
Street Outreach Services
St. Christopher House
Women's College Hospital
Women in Transition
YSAP

55

17
16
11

8
6
6
6
5
4
4
4
3
3
3
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

30.2

9.3
8.8
6.0
4.4
3.3
3.3
3.3
2.7
2.2
2.2
2.2
1.6
1.6
1.6
1.1
1.1
1.1
1.1
1.1
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5

20

47
13
18
25
33
33

0
60

0
25
25
33

0
0
0
0

50
0

50
0

100
0
0
0
0
0

100
0
0

100
0
0

100
100
100

0
100

0
0
0

The demographic data on 197 client families confirm that
BTC is successfully reaching its target population, and that
it primarily served marginalized, hard-to-reach, and often
transient and poor families who are in need of this unique
"one-stop" model.
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Age of Mothers

The distribution of mothers' age is provided in Table 4.

• The median age of mothers was 30 years with a 
standard deviation of 6.5 years, and a range of 16 to 48
years of age

• 11% of mothers were 20 years of age or younger

• 86% of the mothers were between 21-40 years old

Accommodation

Table 5 describes the type of accommodation in which
BTC mothers reside.

• Almost one-quarter (23%) did not have a permanent
residence at intake.

• What is described as accommodation in an
"Apartment" or "House" may in fact be one room in a
rooming house or space temporarily shared with others. It
does not reflect the transient, sub-standard, or unsafe
housing situations in which many BTC families live. Safe
and affordable housing are overriding concerns for the
majority of women.

Age # %

Table 4: Age of mothers (N=196)

16-20
21-25
26-30
31-35
36-40
40+

21
36
49
53
30

7

10.7
18.4
25.0
27.0
15.3

3.6

Accommodation # %

Table 5: Accommodation (N=191)8

Street
Shelter/Residential Program 
Apartment
House

3
41

104
43

1.5
21.5
54.5
22.5

8 Variations in the 'n" reflect the fact that the sample size varies
among the tables because mothers may have refused to answer
questions that they did not want to discuss or that they found too
sensitive.
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Assessment of their Current Neighborhood

Clients living in semi-stable housing environments were
asked to assess the quality of their neighborhood, to indi-
cate the extent to which they are involved in it, and to
assess risk factors for their children in the neighborhood.

Neighborhood. Of the 58 respondents, most women
reported at intake that their neighborhood was an
Excellent (25.8%) or Good (34.5%) place to bring up 
children and 15.5% perceived their neighborhood to be
Average. The remaining mothers deemed their neighbor-
hood to be either a Poor (19.%) or Very Poor (5.2%)
environment in which to raise children.

Integration into the Neighborhood. 77.6% of the 
mothers are not involved in local voluntary organizations;
74.1% believe there are enough services in the community
for the families living there; 84.5% were satisfied with the
quality of community services available.

Neighborhood Quality. Mothers reported their 
perceptions of neighborhood safety, neighborhood prob-
lems, and cohesiveness within their neighborhoods on the
Community-Family-Child Questionnaire (CFCQ).
These three scales were comparable to scales from the
NLSCY. When the NLSCY data are compared to BTC
mothers'
perceptions, it indicates that mothers may not be 
registering the extent of neighborhood risk for their 
children. On the NLSCY, 60% rated neighborhoods as
excellent or good; whereas in comparison to national
norms, the average for the BTC families was at the 39th
percentile for neighborhood safety and at the 80th 
percentile for neighborhood problems. BTC mothers
reported:

Garbage/litter/broken glass
People selling or using drugs
People drinking in public
Groups of young people causing trouble
Burglary
Unrest due to ethnic or religious difference

12.1%
32.8%
25.9%
20.7%
13.8%

3.4%

32.8%
17.2%
22.4%
27.6%
31.0%
13.8%

55.2%
43.1%
51.7%
50.0%
41.4%
77.6%

0.0%
6.9%
0.0%
1.7%

13.8%
5.2%

Problems Big Problem Somewhat of a
Problem

Not a Problem Don't Know

Table 6: Mothers' Perceptions of Neighborhood Problems (N=58) 

• lower levels of neighborhood safety (39th 
percentile) compared to other Canadian parents with 
children the same age

• higher levels of neighborhood problems (80th per-
centile) compared to other Canadian parents with 
children the same age
• their connectedness with neighbours was low,
relative to the national norms (36th percentile).

The comparison of the BTC mothers' responses to the
national survey data illustrates the extent to which these
mothers are isolated and marginalized-within their 
communities, which may contain more risk factors for 
children than other communities.

As can be seen in Table 6, mothers were fairly evenly 
distributed in indicating that there were or were not 
problems in their neighborhoods. It is interesting to note
that the problem most frequently identified by the BTC
mothers was people selling or using drugs.
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Living Arrangement

Table 7 describes the composition of the living 
arrangements of the mothers.

• 59.5% of BTC mothers had no other adult living in
the household at intake. The lack of support from other
adults may increase risk to mother and child. Where there
are other adults, however, these individuals may not be
positive influences on women with substance use 
problems who are trying to parent a substance-exposed
infant or young child.

Relationship Status

• At intake, almost 75% of BTC mothers reported that
they were single, separated, divorced or widowed.

Living in Household Frequency %

Table 7: Living Arrangement (N=183)

Mother alone
Mother with Children
Mother with Partner (and Children)
Mother with Family (and Children)
Mother with Friends (and Children)

63
46
33
31
10

34.4
25.1
18.0
16.9

5.5

Status Frequency %

Table 8: Relationship Status (N=185)

Single/Never Married
Married
Common Law/Living with Partner
Separated
Divorced
Widowed

105
15
33
22

9
1 

56.8
8.1

17.8
11.9

4.9
0.5

Country of Birth and Preferred Language

• Most BTC mothers were born in Canada.

• The vast majority identified English as their preferred
language of communication

Country Frequency %

Table 9: Country of Birth (N=188)

Canada
Other

162
26

86.2
13.8

Language Frequency %

Table 10: Preferred Language (N=189)

English
Other

185
4

97.9
2.1

37



Socio-economic Indicators: Education, Jobs and
Income

The severity of the financial pressures experienced by BTC
families is evident from the following data:

• As indicated in Table 11, 27.1% of BTC mothers
reported that they had completed less than Grade 10. The
average education level was Grade 10 (mean=10.5,
standard deviation=1.7). This low level of education has 
implications for treatment.

Hicks' (1997) research concluded that women 
with less education had more difficulty engaging 
at BTC.
Those with higher levels of educational 
attainment were more receptive to engagement 
and it appears that they have greater success in 
addressing their substance abuse problems.

• Virtually all BTC mothers were unemployed at intake,
as indicated in Table 12.

86.3% of BTC families live on less than $15,000 a 
year. The low level of income shapes the service 
required by the women. Those earning less than 
$10,000 per year may not be receiving social 
assistance benefits when they first come to BTC 
and may need staff help in obtaining these 
benefits.
Although they are a minority, BTC also serves 
some women from other socio-economic groups 
(i.e., 6% of the families served earn more than 
$30,000 per year) 

Grade Frequency %

Table 11: Highest Grade Completed (N=184)

Less than 8
8
9
10
11
12
13

3
21
26
40
33
47
14

1.6
11.4
14.1
21.7
17.9
25.5

7.6

Status Frequency %

Table 12: Employment Status (N=183)

Not Employed
Full-time employed
Part-time employed
Other (not started job yet) 

171
4
6
2

93.4
2.2
3.3
1.1

Amount Frequency %

Table 13: Yearly Income (N=138)

Less than $9,999
$10,000- $14,999
$15,000- $19,999
$20,000- $29,999
$30,000- $39,999
$40,000- $49,999
$50,000 or more

61
58

6
6
2
3
2

44.3
42.0

4.3
4.3
1.4
2.2
1.4
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Current Legal Problems and Past Convictions

In addition to living in inadequate housing and extreme
poverty, many BTC mothers also have current legal 
problems and/or past convictions, as indicated in Table
14. More than a third (37.8%) had legal problems; 28.3%
were awaiting trial, hearing, or sentencing; and more than
one-quarter (27.6%) of BTC mother were on probation or
parole at intake. Another 17 women stated they had 
various convictions but were unable to say how many
(mean = 1.38; median = 0; and standard deviation = 2.5.).

Problem # %

Table 14: Legal Problems at Intake (N=156)

Yes
No

59
97

37.8
62.2

# of Convictions Frequency %

0
1
2
3 or more

67
20
19
19

53.6
16.0
15.2
15.2

Multiple Pregnancies, Child Welfare, and
Custody Experiences

One of the psychosocial risk factors for infants of
substance using women is the risk of multiple placements
and caregivers. The next five tables examine the 
experience of BTC mothers with previous pregnancies,
child welfare involvement, and the custody experiences
with their children.

As indicated in Table 15, BTC mothers have had an
average of 4 pregnancies each (mean = 4.1; median= 4.0;
standard deviation = 2.4). Two women stated that they
had had numerous pregnancies, but were unable to say
how many.

As shown in Table 16, BTC mothers had an average of
2.1 live births (mean  = 2.19; median = 2.0; standard 
deviation = 1.4). Other pregnancies resulted in 
terminations (miscarriages or abortions).

There were 423 children within the 193 BTC families.
Children over six years of age were not part of the BTC
program; however, they may have been affected by 
exposure to substances.

There was an average of 2 children in each BTC 
family (mean = 2.19; median = 2.0; standard deviation =
1.4). Women who reported having no children were 
pregnant with their first child at intake.

84.7% (149 families) were receiving the services of a
child welfare agency.

# of Pregnancies Frequency %

Table 15: Number of Pregnancies (N=159)

1
2
3
4
5
6
7
8
9
10
11
12

20
22
34
25
17
18
10

5
2
3
1
2

12.6
13.8
21.4
15.7
10.7
11.3

6.3
3.1
1.3
1.9
0.6
1.3

# of Children Frequency %

Table 16: Number of Children (N=193)

0
1
2
3
4
5
6
7

10
73
37
35
26

7
3
2

5.2
37.8
19.2
18.1
13.5

3.6
1.6
1.0
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BTC Children

Demographic data were available on 171 of the children
under six years of age who attended BTC between May
1995 and September 30, 2000 inclusive.

• The median age of the children seen at BTC during the
evaluation period time frame is 1.2 years (mean = 1.6 years
-- or one year and seven months of age; standard deviation
= 1.6 years)

Age Frequency %

Table 17: Age of Children (N=171)

0-5 Months
6-11 Months
12-17 Months
18-23 Months
2nd Year
3rd Year
4th Year
5th Year
6th Year

56
22
13
15
23
20

9
5
8

32.7
12.9

7.6
8.8

13.5
11.7

5.3
2.9
4.7

Sex Frequency %

Table 18: Sex of Children (N=171)

Female
Male

85
75

53.1
46.9
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Children in Mothers' Custody, Foster Care and
Others' Custody

• Of 423 children born to BTC mothers, we had 
information on the custody arrangements for 402 
children.

136 (33.8%) were in the custody of BTC mothers
134 (33.3%) were in foster care
132 (32.8%) in other's custody (grandparents,
other family)

• Table 19 indicates that one-half of the women did not
have custody of their children and the other half had 
custody of at least one of their children. 182 children were
in the custody of 91 mothers. (BTC provided service to
171 of these children).

• Table 20 indicates that over 40% of BTC mothers had
at least one child in the custody of child welfare services
when the mother first came to BTC. Therefore, 134 
children of these 76 mothers were in foster care.

• Table 21 indicates that over 40% of BTC mothers had
at least one child in the care of a family member. In many
instances, these children were being raised by their 
grandmothers or another family member. These 
arrangements may have been negotiated with the family
by the mother or placement of the child/ren was arranged
through a child welfare agency. A total of 132 children of

these 75 mothers were in a relatives' custody.9

As an indication of the inter-generational nature of family
problems, we learned that over four-fifths of the BTC
mothers had been Crown Wards or had been in foster
care themselves as children, as illustrated in Table 22.

9 These data represent custody information for all of the children
born to mothers at BTC. For data on custody of children who are
clients of BTC, and whose mothers are currently 
participants in the program, see Table 26, pg. 43.

# of Children Frequency %

Table 19: Children in Mothers' Custody (N=181)

0
1
2
3
4
5

91
63
16

8
3
1 

50.0
34.6

8.8
4.4
1.6
0.5

# of Children Frequency %

Table 20: Children in Foster Care  (N=182)

0
1
2
3
4
5

105
38
23
11

3
1 

58.0
21.0
12.7

6.1
1.7
0.6

# of Children Frequency %

Table 21: Children in Others' Care (N=181)

0
1
2
3
4
5

106
43
16

9
5
2 

58.6
23.8

8.8
5.0
2.8
1.1

Involvement Frequency %

Table 22: Mothers' Child Welfare Involvement (N=176)

Yes
No

149
27

84.7
15.3
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Pregnancy Status at Intake

• As indicated in Tables 23 and 24, one-quarter of the
women who came to BTC were pregnant and of these,
25% were in the first trimester (11/43).

• BTC clients were on average 5.5 months pregnant at
admission (mean = 5.5 months; median = 6.0 months;
standard deviation = 2.2 months).

• BTC's objective of "early identification and 
engagement" is being met in that 24.4% of the women
were in their first trimester of pregnancy at intake.

• As shown in Table 25, most women who were pregnant
at intake reported that they had seen a doctor about this
pregnancy. The data, however, do not distinguish between
the doctor at BTC or one outside the program.

Pregnant Frequency %

Table  23: Pregnancy Status at Intake (N=192)

Yes
No
Don't Know

45
145

2

23.4
75.5

1.0

# of Months Frequency %

Table 24: Number ofMonths Pregnant at Intake (N=43)

1
2
3
4
5
6
7
8
9

2
2
7
1
8
6
8
7
2

4.7
4.7

16.3
2.3

18.6
14.0
18.6
16.3

4.7

Seen a Doctor Frequency %

Table  25: Pregnant and Have Seen a Doctor (N=45)

Yes
No
No Response

31
3

11

68.8
6.7

24.4
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Custody of BTC Children

• As indicated previously, over one-half of the children
seen at BTC are in the custody of their mother or a mater-
nal family member.

• Since the preliminary evaluation of BTC in 1997, the
percentage of BTC children who were in the custody of a
child welfare agency has doubled (11.8% in the 
preliminary evaluation and 25% in this evaluation period).
This increase is related to the process of Child Welfare
Reform underway in this jurisdiction, including enactment
of the Child and Family Services Amendment Act (Child
Welfare Reform), 1999 which confirmed that the para-
mount purpose of Ontario's child welfare legislation is to
promote the best interests, protection and well being of
children, and expanded the reasons for finding a child in
need of protection to encourage earlier action to protect
children.

Contact with Non-custodial Mother and
Biological Father

• 91% (51/56) of BTC children had contact with their
mother, even when they were not in her custody.

• At intake, mothers reported that 64% (95/148) of BTC
children had contact with their biological father.

Mothers' Relationships with Partners and
Family

We asked mothers a number of questions to assess their
perceptions of their close relationships. These data should
be interpreted cautiously given the potential for biased
responding. As indicated in Table 27, the BTC mothers
generally indicated that they had support in their relation-
ships.

• At intake, over three-quarters of the mothers disagreed
or strongly disagreed (48.3% and 32.8% respectively) that
if something went wrong there would be no one to help
them.

• In addition, most women reported that they had family
and friends who help to make them feel safe, secure, and
happy (34.5% strongly agreed and 50.0% agreed).

• When asked if there was someone to turn to for advice,
a large majority of women indicated they had this type of
support (36.2% strongly agreed and 60.3% agreed). Most
women did not agree that they have no one with whom to
talk about problems (48.3% disagreed and 34.5% strongly
disagreed).

• Finally, most mothers believed there were people they
could count on in case of an emergency (39.7% strongly
agreed and 53.4% agreed).

• Given the above, it is interesting to note that many
women also indicated that they do not feel they have an
intimate connection with another person. Almost half stat-
ed that they lack this close connection (1.7% strongly
agreed and 44.8% agreed).

Custody Frequency %

Table 26: Custody of Children (N=152)

Mother/Maternal Family Member
Father/Paternal Family Member
Mother and Father
Child Welfare Agency
Other

82
6

25
38

1

53.9
3.9

16.4
25.0

0.7

Present Partner (n=96)
1st Past Partner (n=80)
2nd Past P. (n=28)
Mother (n=132)
Father (n=117)
Sibling (n=125)

4.2
21.3

7.1
7.6

10.3
14.4

0.0
0.0
0.0
1.5
0.0
0.0

19.8
5.0

25.0
22.7
12.0

9.6

10.4
11.3
53.6
19.7
40.2
29.6

Problems % Fine/OK % Variable % Difficult % Little/No
Contact

Table 27: Maternal Perceptions of Relationships 

% Good

6.3
13.8
14.3
48.5
37.6
46.4

% Abusive

59.4
48.8

0.0
0.0
0.0
0.0

43



Mothers' Physical Health

• At intake, 59.4% of women reported having health
concerns about themselves (N=138).

• 38.7% had concerns about a present medical 
condition or infection (N=116).

• 12.8% were concerned about present or potential 
diagnosis of Hepatitis C (N=116).

• 9.5% were concerned about their pregnancy and 
prenatal care (N=116).

• Other primary concerns included HIV infection, lack
of general health care or knowledge, substance use and
problems related to their use; iron deficiency, problems
related to an eating disorder, chronic injury; menstrual
problems; high blood sugar; and potential pregnancy.

• As shown in Table 28, many women reported having
one or two conditions/symptoms. The median was 1
(Mean = 1.05, Standard deviation = 1.19). Median 
number of conditions/symptoms = 1.0; Mean number of
conditions/symptoms = 1.05; Standard deviation = 1.19.

Number of Conditions/
Symptoms Reported

Frequency %

Table 28: Medical Conditions/Symptoms (N=129)

0
1
2
3
4
5
6

54
37
25

6
6
0
1

41.9
28.7
19.4

4.7
4.7
0.0
0.8

Substance Use History

In the next nine tables, we examine the substance use 
history of the mothers' partners and family members, her
own personal substance use history, her current substance
use (at time of intake) and her prior attempts to make use
of existing addiction treatment services.

We then examine other related personal mental health
issues, including the abuse history of the mother, eating 
disorders, suicide and self-harm attempts and her 
emotional/psychological health. The severity of both the
historical and current mental health issues that they are 
facing when they first come to BTC is made apparent
through these analyses. They underscore the high-risk
nature of the particular population served by BTC.

It is important to study the psychological and social 
influences that contribute to a woman's substance use, as
well as the nature of the community in which a child is
being raised, to understand the factors that determine
developmental outcomes of prenatal drug-exposed infants.

Substance Use of Mothers' Partners and Family
Members 

• The abuse of substances by those close to the BTC client
mothers is a salient risk factor that was evaluated as part of
the intake process. As indicated earlier, many BTC children
may be in the custody of a partner or family members, or
be in close contact with them.

• As indicated in Table 29, a high percentage of
partners, parents and siblings were reported by the mothers
to be substance users. This pattern raises questions about
BTC mothers' own exposure to substances prenatally and
about whether they, themselves, are victims of a cycle of
intergenerational substance use.

• Although 48.5% of BTC mothers reported
Good/Supportive relationships with their own mothers (see
Table 28), 47.9% indicated that their mothers were current-
ly, or had been, substance users.

Relationship to Client % That Live With
Client

% That Are
Substance Users

Table 29: Substance Use of Mothers' Partners and Family Members

Present Partner
First Past Partner
Second Past Partner 
Mother 
Father
Sibling

42.1 (N=114)
0.0   (N=96)
3.0   (N=33)

11.4 (N=176)
3.0 (N=169)
4.1 (N=148) 

68.8   (N=96)
79.5   (N=88)
70.0   (N=30)
47.9 (N=169)
65.5 (N=148)
46.4 (N=140)
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Women's Personal History of Substance Use

• Given the nature of the program, all mothers 
attending BTC have had a personal history of substance
use. The most common substances used by mothers were
alcohol, nicotine, cannabis, crack cocaine, and cocaine.
Table 30 below identifies substances that mothers 
reported to have ever used, the percentage who reported
using each substance at some point, the average age of
first use; and the percentage of women who reported that
they were still using each substance at the time of intake.

• Mothers reported that they first used their 
substance of primary addiction at a median age of 17.5
years and that it first became a problem at a median age of
20.0 years. As the average age of BTC women was 30
years, one could conclude that, on average, they had been
experiencing problems with substance use for 
approximately 10 years.

• A finding with significant program implications is the
percentage of women who are still abusing various 
substances when they initially attend BTC. This defines
the high-risk population that this program engages and is
consistent with the expected profile for the program.

• The data in Table 30 also confirm that the BTC
women were using multiple drugs. These findings also
have implications for the risk factors experienced by BTC
children.

Substance Median Age of First
Use

% Using at Intake 
(of those who have used)

Table 30: Maternal Substance Use History

Alcohol
Nicotine
Cannabis
Crack
Cocaine
Hallucinogens
Tranquilizers
OTC/Prescription*
Amphetamines
Antidepressants
Barbiturates/Sleeping Pills
Heroin
Inhalants
Other Substances**

14.0 (N=162)
13.0 (N=148)
14.0 (N=152)
21.0 (N=102)
18.0   (N=97)
15.5   (N=74)
20.0   (N=55)
20.0   (N=25)

17.0 (N=40)
26.0 (N=31)
17.5 (N=26)
22.0 (N=42)
14.0 (N=21)
18.0 (N=12)

51.4 (N=142)
93.0 (N=142)
40.8 (N=103)
46.8   (N=94)
20.3   (N=69)

9.1   (N=33)
36.7   (N=30)
40.0   (N=20)

6.0   (N=17)
60.0 (N=15)
31.6 (N=19)
20.8 (N=24)

0.0   (N=7)
37.5   (N=8)

%  Who Have Ever
Used

95.0 (N=179)
88.4 (N=172)
87.2 (N=180)
64.0 (N=175)
58.6 (N=174)
47.1 (N=174)
33.3 (N=177)
19.1 (N=173)
26.4 (N=174)
23.7 (N=173)
16.8 (N=173)
25.1 (N=175)
13.3 (N=173)

8.1 (N=173)

* OTC (Over the counter)/prescription drugs" include substances
such as: Gravol, Nytol, Tylenol with codeine, and cough syrup.
**  "Other substances" may include: Ecstasy, Amyenitrate, and non-
beverage alcohol (e.g., mouthwash, cooking wine).
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Current Substance Use

Primary Addiction. As indicated by Figure 1, of the 173
mothers who reported their type of addiction at intake,
39% identified crack and 34% identified alcohol as their
primary addiction. Cocaine was identified by only 10% of
these women. The median age of first use of secondary
substances was 15.0 years and the median age when the
secondary substance became a problem was 19.0 years.
Figure 2 shows the frequency of primary addiction use.
Nearly half of the women (48%) reported using their 
primary substance every weekend, with 17% reporting
daily use.

Secondary Addiction. Most BTC mothers reported addic-
tion to at least one other substance at intake

Figure 1: Primary Substances Used at Intake (N=173)

Figure 2: Frequency of Use of Primary Substance (N=154)
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Substance Treatment History

Most of the women who were involved with BTC had pre-
vious substance use treatment experiences, as indicated in
Tables 31 and 32.

• The majority of mothers (82%) who attended BTC
during the study time frame had had previous involve-
ment in other treatment programs in an attempt to deal
with their addictions. Only 30 of the 167 mothers for
whom intake data were available had not sought previous
help to deal with their addictions.

• Most women had attempted to find help from more
than one source (mean number of treatment types used =
2.19; median number of treatment types used = 2.0;
standard deviation = 1.67).

• Although the majority of mothers indicated that 
previous treatment attempts had been helpful (ranging
from 57.1% to 72.8%), the reported length of
effectiveness of these programs was very short, according
to the mothers.

% of Women Who
Used The Treatment

% of Women Who Found
It Helpful

Median # Weeks of
Abstinence

Table 31: Previous Substance Treatment

44.4 (N=171)
45.5 (N=167)
10.9 (N=165)
50.3 (N=171)
29.5 (N=166)
28.6 (N=166)
13.1 (N=168)

71.6 (N=67)
69.1 (N=68)
66.7 (N=15)
72.7 (N=77)
62.8 (N=43)
77.5 (N=40)
57.1 (N=14)

3.0
12.0

0.0
8.0
4.0
4.0
3.0

Detoxification
Self Help
Antabuse/Temposil
Residential
Day Program
Individual Counseling
Hospital Program

Type of Treatment

# of Types of Treatment Frequency %

Table 32:Number of Types of Substance Treatment Used (N=167)

0
1
2
3
4
5
6

30
33
41
31
10
15

7

18.0
19.8
24.6
18.6

6.0
9.0
4.2
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Physical, Emotional and Sexual Abuse History

Physical, emotional and sexual abuse affected a majority of
the women and 46% stated that they were currently 
experiencing flashbacks related to their abuse.

Physical Abuse - As indicated in Figure 3, of the 152
women who answered this question, 124 (or 82%) had
been physically abused. The mean age of the first 
occurrence was 15.2 years of age (median 15.0; standard
deviation - 8.9). The perpetrator was most likely their
mother (47.9%); their partner or ex-partner (33.6%) or
their father/mother's partner (15.9%).

Emotional Abuse - Figure 4 shows that a slightly higher
percentage (N=126 or 84%) of mothers reported that they
had been emotionally abused. The median age of the first
occurrence was 14.0 years of age (standard deviation =
10.3). Of the 118 who revealed the perpetrator, it was
most likely to be their mother (57.6%); their partner/ex-
partner (28.0%); or their father/mother's partner (10.1%).

Sexual Abuse - Figure 5 illustrates that a majority of
women also reported that they had been sexually abused
(N=104 or 70.0%) with a mean age of first occurrence at
10 years of age (median age of 8.0; standard deviation =
7.6). More than half reported they were sexually abused by
various perpetrators; 10.9% by a date or acquaintance and
8.7% by father/mother's partner.

Figure 3: Physically Abused (N=152)

Figure 4: Emotionally Abused (N=150)

Figure 5: Sexually Abused (N=149)
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Others' Current Emotional/Psychological
Symptoms

Mothers were asked to indicate the type of
emotional/psychological symptoms they experienced in
the six-month period prior to their intake at BTC. As 
indicated by Table 33, mothers self-reported a high 
frequency of symptoms of emotional/psychological poor
health.

Symptoms Experienced Frequency %

Eating Disorders

• 30.3% reported a problem with eating disorders
(N=142).

• 25.0% of those with an eating disorder reported 
seeking treatment (N=32).3

• 46.9% of those with an eating disorder reported that it
was and ongoing and current problem for them (N=32).

Table 33: Emotional/Psychological Health

Tension/Anxiety/Nervousness (N=149)
Depression (N=155)
Eating Pattern Disturbance (N=154)
Sleeping Pattern Disturbance (N=153)
Fears or Phobias (N=151)
Thought someone was trying to harm them (N=153)
Violent thoughts or feelings (N=153)
Amnesia (N=151)
Thoughts of suicide (N=151)
Other emotional/psychological problems (N=151)

130
121
104
109

72
53
56
68
38
34

87.2
78.1
67.5
71.2
47.7
34.6
36.6
45.0
25.2
22.5

Figure 6: Eating Disorders (N=39)
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Suicide Attempts and Self-Harm Behaviors 

• Of the 148 respondents, 68 or 46.6% reported that
they had attempted suicide.

• Women reported between 1 and 15 attempts (N=62)
with an average of 2.13 attempts and a median or 2.0
attempts (standard deviation = 2.08).

• In addition, 26.8% reported self-harm behaviors
(N=142). The most common self-harm behavior was 
cutting/slashing (56.3% of first attempts and 83.3% of
second attempts). 55.9% of women who engaged in 
self-harm behaviors had received treatment (N=34).

The severe histories of trauma and emotional/
psychological issues related to trauma further illustrate the
degree of disorganization, marginalization, chaos, and 
violence in the lives of these families. These findings led
BTC to establish a consultation and service relationship
with the Society, Women and Health Program, the Clarke
Institute of Psychiatry (now the Centre for Addiction and
Mental Health).

It is evident that, for the women at BTC, substance use is a
maladaptive method of coping with severe histories of
trauma and emotional/psychological issues related to 
trauma. BTC's attempt to deal with these issues included
providing women with support for the development of
adaptive alternatives for coping and managing emotions.

Figure 7: Suicide Attempts (N=148)

Mothers' Worries and Goals at Intake

• Most common worries of mothers at intake were:

o custody of their children and child welfare 
involvement (26.5%)

o their addiction and staying straight 
(20.0%)

o housing and finances (19.3%).

• Their most common goals were:

o to learn better parenting skills and strategies 
(34.4%)

o to stop using and to deal with their addiction 
(22.8%)

o to learn better coping strategies (10.7%).

It is interesting to note the higher priority placed by BTC
women on their parenting concerns, rather than their
addiction issues, at intake.
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Children's Prenatal Risk Factors

Numerous prenatal risk factors were identified for 
children of substance using mothers including: exposure
to alcohol, crack/cocaine, nicotine, prescription drugs and
other drugs. Over 70% of BTC mothers reported using
substances during their pregnancy.

Factors related to pregnancy were also examined,
including minimal prenatal care, history of miscarriages,
placenta previa, low weight gain.

The risk assessment also included factors related to 
maternal health such as anemia, high blood pressure,
diabetes, infections, and obesity. Finally, general 
characteristics about the mothers were assessed, such as
maternal age, transience, twin birth, maternal stress,
domestic violence, and other maternal health factors
including Hepatitis C.

As indicated by Table 34, BTC mothers reported that their
children were exposed to multiple risk factors, with an
average of 3.5 of the above noted risk factors (standard
deviation=2.1; median=3.0).

Children's Postnatal Health

• 79.6% of BTC children were born at full-term
(N=151).

• 35.9% had birth complications (N=156). Birth 
complications included:

o Caesarian birth
o Placenta previa
o Induced labour
o Infection or infection risk
o Meconium stain
o Child with a slow heartbeat or difficulty breathing

• As indicated in Table 35, 31.9% of children were
reported to have been diagnosed with postnatal problems
including:

o Breathing difficulties
o Birth defects
o Drug withdrawal
o Fetal Alcohol Effects
o Genetic disorder
o Cardiac complications
o Birth injuries
o Seizes or tremors
o Low birth weight
o Other diagnoses

• BTC children weighed an average of 6 lbs 15 oz (stan-
dard deviation = 1 lb 8 oz; median=7 lbs 0 oz; N=167).

• Average length of hospital stay was 5.7 days (standard
deviation = 8.3 days; median=3.0 days; N=129).

• 31 of the children were premature and needed some
type of intervention such as: an incubator,
medication, apnea monitor, respirator, feeding tube, or
other.

• The BTC children who were born prematurely
required an average of 1.2 interventions (standard 
deviation=1.2; median=1.0; N=23).

# of Prenatal Risk
Factors

Frequency %

Table 34:Number of Prenatal Risk Factors (N=171)

0
1
2
3
4
5
6
7
8
11

4
6

14
19

9
6
9
3
1
1

5.6
8.3

19.4
26.4
12.5

8.3
12.5

4.2
1.4
1.4

# of Postnatal Diagnoses Frequency %

Table 35: Postnatal Diagnoses (N=72)

0
1
2
3
4

49
17

4
1
1

68.1
23.6

5.6
1.4
1.4
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Child Welfare Involvement

In 1999 and during the first nine months of 2000, under
the Duty to Report section of the new child welfare 
legislation in Ontario, BTC made 34 reports to child 
welfare agencies (an average of 1.5 per month) with 
concerns that a child was suffering from physical or 
emotional harm, or that there was a risk that the child is
likely to suffer emotional, physical or sexual abuse. These
calls usually resulted in an investigation by a child welfare
agency. These figures do not represent the other types of
contact that BTC staff have with child welfare workers,
such as calling CAS/CCAS for consultation in cases in
which it is not clear whether a situation is reportable under
legislation. BTC staff also has ongoing and regular contact
with child welfare workers to share information,
communicate progress/concerns about families on a 
case-by-case basis.

One of the goals of the BTC program is to identify 
families at-risk as early as possible so that intervention can
be expedient and effective. Data on the timing of child
welfare involvement indicate that families attending BTC
were receiving support before the infant was 6 months old
when support was deemed necessary.

The data concerning prenatal risk factors, postnatal health
and child welfare involvement reflect that substance-using
mothers who come to BTC while they are pregnant are
often in their second or third trimester at intake. Their
children have been exposed to substances prenatally prior
to admission to BTC.

According to the maternal intake data, at least 70% of the
mothers report that they are still using substances during
pregnancy. In these situations, there is often not enough
time to make the significant changes in lifestyle and 
functioning in order to be an adequately prepared parent,
and this results in a need for child welfare and other 
supports to the mother and child.

Women who come to BTC while they are pregnant receive
addiction counseling, health care and information, and 
parenting education. One would expect to see the effects of
these interventions after the neonatal period and in any
subsequent children that are born.

Time of
Intervention

Frequency %

Table 36: Child Welfare Intervention (N=71)

Hospital Visit
Within 6 months
6-12 months
After 12 months 

39
15

5
12

54.9
21.1

7.0
16.9
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Mothers' Perceptions of their Children's Health

• 87% of BTC mothers perceived their child's health to
be Excellent or Very Good.

• 28% reported concerns about their child's health.
Types of concerns included:

o Infection or disorder - e.g. asthma, Cerebral 
Palsy, allergies (28.9%)

o Other health concerns - e.g. cold, difficulty 
breathing, eating problems (20.0%)

o Effect of maternal substance use (15.6%)
o Physical development of child (13.3%)
o Effect of maternal STD (8.9%)
o Breastfeeding concerns (4.4%)
o Other developmental concerns  - e.g. language 

delay (4.4%)
o Transient living environment (2.2%)

• Mothers reported an average of .9 health concerns
about their children (standard deviation=1.4 concerns;
N=65).

• With respect to injuries:

o 42.5% of mothers reported that their child had 
been injured.

o 88.9% of mothers who reported injuries,
indicated that they occurred at one time only; the
other 11.1% reported two injuries.

o Injuries consisted of cuts/scrapes/bruises/ 
bumps (96.4%), broken/fractured bones (1.8%),
and dental injury (1.8%).

o a child welfare agency was notified in 5.5% of
these cases.

Children's Separations from their Mother

• As indicated in Table 37, 88 (61.2%) mothers reported
one or more separations from their children.

• 78.4% experienced one separation from their children.

• Average age of child at first separation was 1.2 years
(standard deviation=1.4 years; median=. 71 years; N=80)

• Average number of days of first separation was 71
(standard deviation=78.7 days; median=34 days; N=44) 

• 41 mothers reported ongoing separations from their
children.

# of Separations Frequency %

Table 37:Number of Child Separations from Mother (N=88)

1
2
3
4
5
6
Numerous

69
10

6
1
0
1
1

78.4
11.4

6.8
1.1
0.0
1.1
1.1
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Mothers' Concerns Regarding their Children's
Development

• 34.2% of BTC mothers reported developmental 
concerns about their children. Their concerns included
the following:

o Possible language delay (29.2%)
o Effects of prenatal substance exposure (16.7%)
o Behavioral problems (14.6%)
o Long-term developmental issues (6.3%)
o Emotional development/attachment (6.3%)
o Mental health (4.2%)
o Motor development (4.2%)
o Cognitive development (4.2%)
o Hearing problems (2.1%)
o Exposure to violence (2.1%)
o Poor peer interactions (2.1%)
o Sleeping difficulties (2.1%)
o Eating difficulties (2.1%)
o Toileting difficulties (2.1%)

• When asked about their goals for their children, the
three most frequent responses were:

o For their child to interact better with peers 
(27.5%)

o To have fun and good playtime (14.0%)
o To improve the mother-child relationship (11.7%)

Mothers' Perceptions of Parenting

• At intake, almost half of the BTC mothers (47.6%)
reported that it was difficult for them to determine, on
their own, whether they were parenting well.

• 80.9% of mothers reported that there are particular
times of the day that are more difficult in managing their
child or children.

• 42.2% indicated that "before naptime or bedtime" is
the most difficult time 

• Other times that were deemed difficult by mothers
included:

-early in the morning (18.3%)
-afternoon (11.3%)
-late afternoon (8.5%)
-mealtimes (7.0%)
-getting ready to go out (2.8%)

• 10% stated that numerous times of day are 
difficult.

Parenting Stress

On the Parental Stress Index, the average percentile score
on the Parental Distress scale for BTC mothers was 65.4.
This indicated that BTC mothers experienced significantly
more maternal distress, on average, than mothers on
whom the scale was normed. The standard deviation for
the 
sample on this scale was 27.4, indicating much variability
within the sample.

Children and Discipline

On the Difficult Child scale of the Parental Stress Index,
the average percentile score for BTC mothers was 53.5.
Although this score is in the normal range, it is important
to note that the standard deviation was 31.5 indicating
great variability among the scores of the BTC mothers. At
intake, mothers reported a high frequency of times that
they needed to discipline their children.

Frequency of Need to Discipline Their Children (N=76)

o More than 5 times per day 19.7%
o 3-5 times per day 26.3%
o 1-2 times per day 25.0%
o Less than daily 13.2%
o Less than weekly 1.3%
o Never 14.5%
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Methods of Discipline Used

At intake, BTC mothers reported the use of both adaptive
and maladaptive discipline methods. As shown in Table
38, 40% reported that they "Never" use the recommended
non-hostile strategy of Time Out, whereas almost one-
third (30.0%) reported that they Slap/Hit their very young
children on a "Less than weekly" basis or more frequently.
Almost 2/3 (64.6%) reported they shout at their children
at least daily or weekly; 60% of mothers reported getting
angry at least daily or weekly. Taken together, this 
parenting profile suggests that mothers need considerable 
support in developing positive attachment relationships
with their children, and in developing non-hostile meth-
ods of discipline. These data indicate that these stressed
mothers are in need of supportive parenting programs.

Mother-Child Interaction 

The Mother-Child Interaction profile is based on mothers'
response on the Parental Stress Index and the CFCQ. The
PSI contains a defensive responding subscale which 
examines the extent to which mothers over- or under-
represent the stress they experience in interactions with
their children. The mothers who completed it had a mean
percentile of 77.6 on the defensive responding subscale
(median=90.0). BTC mothers tended to respond 
significantly more defensively than parents on whom the
test was normed. The standard deviation of 28.1 
indicated that there was much variation within this sample.
This result is not unexpected given that these mothers are
particularly sensitive to having their parenting judged and
are often fearful of the consequences of being labeled bad
parents.

Time out (N=78)
Shout (N=79)
Get angry (N=81)
Slap/hit (N=80)
Difficulty managing (N=76)
Punishment Depends on Mood (N=73) 
Child Ignores Discipline (N=75)
Need to Discipline Repeatedly (N=75)

12.8%
20.3%
13.6%

1.3%
14.5%

8.2%
25.3%
17.3%

20.5%
21.5%
21.0%

2.5%
19.7%
11.0%
14.7%
17.3%

10.3%
15.2%
21.0%
11.3%
19.7%
12.3%
10.7%
12.0%

10.3%
8.9%

12.3%
13.8%
18.4%
11.0%

4.0%
5.3%

Discipline
Styles/Issues

3-5 /day 1-2 /day < than daily < than weekly

Table 38: Maternal Methods of Discipline

> 5 /day

6.4%
7.6%
4.9%
1.3%
3.9%
5.5%

22.7%
21.3%

Never

39.7%
26.6%
27.2%
70.0%
23.7%
52.1%
22.7%
26.7%
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The average percentile score on the Parent-Child
Dysfunctional Interaction scale of the PSI suggested that
BTC mothers' responses were in the normal range (50.3)
with a median score slightly below normal (45.0). BTC
mothers reported experiencing an average amount of
parent-child dysfunctional interaction. However, there was
marked variability with a standard deviation of 27.4.
When asked about the frequency of various parenting
behaviors there was also much variability in the answers of
BTC mothers.

Table 39 presents the types of interaction in which these
high-risk mothers engaged with their children. For 
example, over 20% reported that they talk to their children
less than 5 times per day. In addition, over one-third
(36.9%) reported that they tell stories or read to their 
children either less than daily, less than weekly, or never.

Hold/Kiss/Cuddle (N=99)
Praise (N=98)
Talk (N=97)
Play (N=94)
Laugh (N=93)
Tell stories/read (N=92)
Go on walks/outings (N=95)
Play games/sports (N=58)

23.2%
31.6%
17.5%
34.0%
26.9%
16.3%
25.3%
32.4%

8.1%
10.2%

4.1%
17.0%

8.6%
42.4%
53.7%
24.3%

0.0%
1.0%
0.0%
0.0%
0.0%

30.4%
7.4%

16.2%

0.0%
0.0%
0.0%
2.1%
0.0%
1.1%
1.1%
2.5%

Interaction 3-5 /day 1-2 /day < than daily < than weekly

Table 39: Parent-Child Interaction

> 5 /day

68.7%
57.1%
78.4%
43.6%
60.2%

4.3%
12.6%
12.2%

Never

0.0%
0.0%
0.0%
3.2%
4.3%
5.4%
0.0%

13.5%

Feelings about Parenting - Overall 95.2% of BTC mothers
reported that parenting was a positive experience for them,
3.8% noted the experience to be positive and negative, and
only 1.0% said that parenting was a negative experience.
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Clinical Outcome Success Indicatorsl

Early Identification and Engagement of
Pregnant Women

• Of the 192 women who completed the Intake Form, 45
(or 23.4%) were pregnant at intake.

• BTC's objective of "early identification and 
engagement" of pregnant women experiencing substance
use problems is being met in that 29% (13/45) were in
their first trimester of pregnancy or entered prior to
becoming pregnant. As indicated previously, 70% of these
women were using substances during their pregnancy.

• BTC's new Pregnancy Outreach Program has been
specifically created to enable it to identify and engage a
particularly high-risk population: pregnant and homeless
women experiencing problems with substance use. Early
indications are that this approach will result in an increase
in the number of pregnant women using BTC in future.

• One of the main goals for BTC is to identify women as
early as possible during their pregnancies so that there is
opportunity for intervention and planning. This early
identification has a great impact on whether the women
ultimately choose to or are able to parent the children. For
many women, especially those experiencing particularly
severe and complex problems, there may not be adequate
time to make preparations to parent their child in an emo-
tionally and physically nurturing and safe environment.

Month of Pregnancy that Mother Became
Engaged at BTC

Frequency %

Table 40: Time of Engagement at BTC (N=45)

Prior to becoming pregnant
1
2
3
4
5
6
7
8
9

7
1
0
5
2
7
1
8

13
1

15.6
2.2
0.0

11.1
4.4

15.6
2.2

17.8
28.9

2.2
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Better Newborn Health Outcomes from Early
Engagement

A comparison of the differences between children who
were born from early-identified pregnancies (i.e., within
the first 2 trimesters) versus those born from late-
identified pregnancies (i.e. in the last trimester) will help
to show whether early engagement of pregnant women at
BTC influences child well-being in a positive manner.
Due to the small sample size, this analysis should be seen
as preliminary, but the trends are encouraging.

Fewer Prenatal Risk Factors 

On average, mothers of children from early- identified
pregnancies reported that their children were exposed to
an average of 4 prenatal risk factors (standard 
deviation=3.2; median=2.0; N=11). Children from 
late-identified pregnancies were exposed to an average of 5
risk factors (standard deviation=2.0; median=5.5; N=16)
as per mothers' report. Hence, two-thirds of the early-
identified children had 3 prenatal risks or fewer in contrast
to one-third of late identified children.

Reduced Prenatal Substance Exposure

Almost ninety-two (91.7%) of the mothers whose chil-
dren were from late-identified pregnancies reported that
they had used some substance during their pregnancy.
This is in contract to just over half (53.8%) of the mothers
whose children were from earlier identified pregnancies
who 
stated that their infant had been exposed to some 
substance during their pregnancy. This robust effect 
indicates that early engagement at BTC is critical in 
providing women with awareness of prenatal risk factors
and with the impact of substance use during pregnancy.

# of Prenatal 
Risk Factors

Early Identified
(N=11)

Late Identified
(N=16)

Table 41: Number of Prenatal Risk Factors

1
2
3
4
5
6
7
8
11

36.4%
18.2%

9.1%
0.0%
0.0%

27.3%
0.0%
0.0%
9.1%

0.0%
6.3%

31.1%
6.3%
6.3%

25.0%
12.5%

6.3%
0.0%

Figure 8: Prenatal Substance Exposure
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Higher Birth Weight

Children born from earlier identified pregnancies, on 
average, had higher birth weights than their later identi-
fied counterparts. The average weight for the earlier iden-
tified group was 7lbs 2oz (standard deviation=1lb 6oz;
median=7lbs 2oz; N=13) and for the later identified
group was 6 lbs 11oz (standard deviation=1lb 6oz;
median=6lbs 8oz; N=31).

Reduced Length of Hospital Stay 

Children born from early-identified pregnancies, on 
average, had a slightly shorter length of stay in hospital
that did children born from late- identified pregnancies.
The average for the earlier identified group was 5 days
(standard deviation=1.9 days; median=5.5 days; N=10)
and for the late- identified group was 6 days (standard
deviation=8.1 days; median=3.0 days; N=17). The longest
stay was 7 days for the early identified group, however, in
the late-identified group one child was in hospital for 2
weeks and another for over 1 month. It is important to
note that there are only data available for about half of the
late-identified group.

# of Post-Natal
Diagnoses

Earlier Identified (N=10) Later Identified (N=19)

Table 44: Postnatal Diagnoses

0
1
2
3
4

70.0%
30.0%

0.0%
0.0%
0.0%

47.4%
21.1%
15.8%

5.3%
10.5%

Figure 9: Birth Complications
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Fewer Birth Complications 

There was no difference between the early-and late-
identified groups in the likelihood of having a full-term
baby (83.3% and 80%, respectively). However, mothers of
the early- identified children were less likely to indicate
their children had birth complications than were mothers
of the late-identified children (16.7% versus 45.0% 
respectively).

Better Post-Natal Health

Post-Natal Diagnoses - In addition to fewer birth 
complications, children from early- identified pregnancies
were less likely to have post-natal diagnoses. None of the
early-identified children had more than one post-natal
diagnosis; 31.6% of the late-identified children had more
than one diagnosis.



Earlier Child Welfare Involvement-

Child welfare opened cases with 37.5% of the children
born from earlier identified pregnancies and with 77.8%
of later identified pregnancies. Due to the involvement of
BTC with these families, when child welfare involvement
was required it occurred early, within the first 6 months of
the child's life for children in both groups.

Fewer Childhood Health Concerns

Mothers of children from early-identified pregnancies were
more likely to rate their child's health to be "Excellent" and
were less likely to have ratings of "Good" than were moth-
ers of children from later identified pregnancies.

It should be noted that data were only available for half of
the later identified group. With respect to health concerns,
however, 12.5% of mothers with early identified children
indicated they had health concerns about their children
versus 31.3% of mothers with later identified children.

Clinical Outcome Data

In this section, we examine the available clinical data on
outcomes achieved with respect to changes in sobriety and
parenting; parental stress measures; and child develop-
ment outcomes.

Improvement in Sobriety and Parenting

For the years 1999 and 2000 data have been kept about the
BTC mothers' sobriety and their parenting status once
they have been discharged from the program. Of the 31
women of BTC families whose files were closed during this
period, about two-thirds (64.5%) were maintaining their
sobriety and 61.8% were parenting their children on a 
full-time basis.

Figure 10: Child Welfare Involvement

When Child Welfare
Became Involved

Early Identified
(N=3)

Later Identified
(N=12)

Table 45: Child Welfare Intervention

Hospital Visit
Within 6 months

66.7%
33.3%

66.7%
33.3%

Health Rating Early Identified
(N=3)

Later Identified
(N=12)

Table 46: Mothers' Perceptions of their Children's Health

Excellent
Very Good
Good

90.0%
10.0%

0.0%

75.0%
18.8%

6.3%

Figure 11: Child Health Concerns
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Parental Stress Unchanged 

The three main sub-scales of the PSI short form are
Parental Distress, Parent-Child Dysfunctional Interaction,
and Difficult Child. A total Stress and Defensive
Responding Scale is also a part of this measure. The PSI
short form is based on the assumption that parental 
distress and/or a difficult child affects parent-child 
interaction and excessive stress in either or both of these
areas can lead to dysfunction in the interaction. The
model suggests that distress, as measured by the three 
sub-scales, affects parenting behaviors, which in turn
affect child outcomes.

• 78 mothers completed the PSI for Time 1 - Mean per-
centile is 59.1; standard deviation = 30.1

• 31 mothers completed the PSI for Time 2 - Mean per-
centile is 60.1; standard deviation = 27.8

• 15 mothers completed the PSI for Time 3 - Mean per-

centile is 70.3; standard deviation = 25.2 10

There was a stable report in overall stress between Time 1
and Time 2 reports among the 31 mothers who completed
the PSI on both occasions. The average raw score for Time
1 was 77.4 (standard deviation=16.5) and for Time 2 was
76.4 (standard deviation=17.1).

There was an increase in overall stress between Time 2
and Time 3 reports among the 15 mothers who completed
the PSI on three occasions. The average raw score for
Time 3 was 82.3 (standard deviation=16.3). However, this
increase was not significantly different from Time 1 
(t=-1.10, p=. 29) or from Time 2 (t=-1.32, p=. 21).

Results for the subscales follow the same pattern found in
the Total Stress Scale. It is interesting to note that the
Parent Distress and Parent-Child Dysfunctional
Interaction Scales remain relatively stable from Time 2 to

3; however, mothers' reports of stress correlated with a
Difficult Child increase from Time 2 to 3. As children age,
they become more demanding and more challenging to
parent, which is perhaps the trend reflected in these data.

The paradoxical results of the PSI, which indicate an
increase in levels of parenting stress between Time 2 and
Time 3, warrant further examination. Cavanagh (1998)
has argued that such paradoxical PSI results may be a
reflection of defensive responding and distorted 
perceptions of reality on the part of women with 
addictions at Time 1 and Time 2 (which span the first six
months of participation in the program).

10 The reason for the decrease in n across time may be due to participant refusals, or
to implementation difficulties (i.e. scheduling, availability of participants, etc.). If
attrition is one of the reasons for the decrease in n, the attrition is likely to be of people
who are doing more poorly than those who are not, and who consequently drop out
because of their inability to engage in the program at that time. The distribution of
the graph is identical if the same families were followed across time.

Subscale Time 1(N=78) Time 2(N-31) Time 3(N=15)

Table 47: PSI Subscale Results 

Parent Distress
Parent-Child Dysfunctional Interaction
Difficult Child

29.5(7.6)
19.6 (6.1)
27.3 (8.3)

29.5(7.6)
19.6 (6.1)
27.3 (8.3)

29.9 (7.4)
19.3 (6.6)
32.3 (1.9)
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There is some evidence that substance-using people may
represent a particularly defensive population for whom
self-reported information must be interpreted cautiously
(Miesczkowski, Barzelay, Gropper, & Wish, 1991). Past
studies have indicated that people who use substances, and
particularly those who use cocaine, have a tendency to
respond defensively on standardized measures (Ehrman
et.al., 1997; Schumacher et al., 1995). Questions that deal
with parenting and the parent-child relationship may
cause a particularly high degree of defensiveness among
women with substance use problems. Because many BTC 
mothers feel threatened and are fearful of about losing
their children` they are highly motivated to present their
parenting behavior in the best possible light. This is 
particularly true in the early months of involvement in the
program, when they may have a greater degree of mistrust
for the clinical staff.

There is also evidence that distorted perception of reality
does occur among women who use substances (Camp &
Finkelstein, 1997). Women who are still using substances,
or who are in the early stages of recovery, may hold 
inaccurate or unrealistic perceptions of their level of
parenting stress. They may not have a realistic picture of
their children's needs. They may feel they are caring
responsibly for their children, but their preoccupation
with obtaining drugs, or with learning to live without
drugs, may prevent them from realistically assessing their 
children's needs. As they become more stable in their
recoveries, their perceptions of their children's needs, of
their parenting responsibilities, and of their relationships
with their children, become more realistic.

In general, the mothers' reports of stress on the PSI were
well within the normal range for the scale. With mean
percentiles for Total Stress of 59, 60 and 70 at Times 1, 2,
and 3, respectively, these mothers on average are not
reporting levels of stress that raise clinical concerns. That
being said, there are other reasons to be concerned for the
general stresses in these women's lives (e.g. poverty,
unstable housing) and for difficulties in the parent-child
relationship (e.g. discipline strategies). As indicated
above, these data need to be interpreted cautiously given a 
tendency for substance-using women to be defensive in
responding to questions related to their parenting 
behaviors.

Improved Child Development Outcomes 

The Battelle Development Inventory (BDI) was used to
measure changes in the development of 25 BTC children
from Time 1 to Time 2. Higher scores on the domain
scales indicated that a child is able to complete an 
increasing number of developmental tasks.

The BDI is comprised of assessment domains and the
Screen is comprised of 96 items: 20 items from each of the
Personal-Social, Adaptive, and Motor Domains; and 18
items each from the Communication and Cognitive
Domains. Items are presented by age in months starting
from 0-5 months in five-month intervals for the first two
years, and then in 11-month intervals until 84-95 months.
There are rarely more than six items per domain 
administered at one time.
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The five assessment domains are as follows:

• Personal-Social Domain - which assesses abilities and
characteristics that allow the child to engage in meaning-
ful social interactions.

• Adaptive Domain - which examines the child's abilities
to make use of the information and skills that have been
assessed in other domains. It examines self-help skills,
which enable the child to become more independent in
their lives; and task-related skills, which involve the child
increasing their attention span, assuming personal 
responsibility for their actions, and initiating purposeful
activity.

• Motor Domain - which assesses the child's ability to
use small and large muscle groups and is divided into fine
and gross muscle subdomains.

• Communications Domain  - which is divided into
receptive and expressive language subdomains. The
Receptive subdomain can be classified into discrimination
and meaning, while the Expressive subdomain can be 
classified into sounds, grammar/rules, and
meaning/usage.

• Cognitive Domain - which measures a child's 
conceptual skills and abilities.

As expected, there was a significant increase in the Total
BDI scores between Time 1 (65.2; standard deviation-
26.1) and Time 2 (86.9; standard deviation=25.1) for the
25 children on whom reports were available
(t=9.3,p=.000). Due to the developmental nature of the
BDI, one expects increased scores over time. The change
data indicates that the children were able to complete 
significantly more developmental tasks after a six month
period while they and their mothers attended BTC.

Children involved at BTC are meeting developmental
milestones and are not demonstrating lags in develop-
ment that have been reported in the literature on children
living in conditions of prenatal and postnatal risk.

The BDI manual suggests using 1.5 standard deviations
from the normal cut-off score to reveal noteworthy 
developmental difficulties in the specific domains. Table
48 examines the number of children who scored higher
than the -1.5 standard deviation cutoff, versus those who
scored at or below this level. The number of scores at
Time 1 is 23 versus 25 at Time 2 because there are no 
cut-off scores available for children under 6 months,
which accounts for 2 in the Time 1 sample.

All of the children's domain scores were significantly 
higher after 6 months' involvement at BTC, when assessed
statistically.

Personal/Social
Adaptive
Motor-Total
Motor - Gross
Motor - Fine
Communication - Total
Communication - Receptive
Communication - Expressive
Cognitive
Total Scale

15
17
20
22
19
18
15
14
14
16

19
21
21
24
21
21
19
20
19
19

8
6
3
1
4
5
8
9
9
7

6
4
4
1
4
4
6
5
6
6

BDIDomain
Time 1 (N=23); Time 2 (N=25) Time 1 Time 2 Time 1 Time 2

Table 48: BDI Scores Above and Below the Cut-off Score

Above cut-off At or below cut-off
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Client Satisfaction Success Indicators

We conducted focus groups, or semi-structured interviews
conducted in a group setting, to obtain insights into client
satisfaction with BTC. These groups enabled an 
assessment of the experiences of those being interviewed,
as well as the thoughts, feelings and interpretations 
associated with their experiences. They also offer insight
into the personal perspectives of those involved with the
program, providing a deeper understanding of the ways in
which BTC has affected its target community. In focus
groups held in Fall 2000, clients gave their candid opinions
on what they like most about BTC and ideas for future 
initiatives. The focus groups were conducted by
researchers at arms' length from the BTC program.

Access to Child Care Services 

Clients reported that onsite access to child care is the most
important and distinguishing feature of BTC. They spoke
of how they had tried to obtain addiction treatment 
services for themselves and the hardship they had 
experienced because of the lack of child care services at
other programs. The integration of child care with 
addiction treatment and other services  -- the "one-stop"
model -- is very positively viewed by the clients. Clients
noted that children are very welcome at BTC and that the
children love to come. Several mothers noted that they
had often made the decision to come because their 
children wanted to spend the day at BTC.

Friendly, Warm and Non-judgmental BTC Staff

The friendly, warm and non-judgmental staff was 
commended for having helped to create an open, inviting
atmosphere at BTC. Words used to describe the staff
included:

-helpful
-supportive
-non-threatening
-open and welcoming regardless
-always make me feel safe
-they offer a sense of stability and continuity
-trustworthy ("They keep confidential things 
confidential.")
-"staff make me feel looked after and cared for, and 
I've never had that"
-thoughtful 
-flexible and accommodating

Quality of and Access to Wide Range of BTC
Programs

• The group programs and individual counseling 
available to support mothers and their children at BTC
were consistently described as helpful and good.

• Having multiple partners offering services on site is
viewed very positively.

• BTC was described as having more services available
on-site than other programs. For example, having access
to a physician on site, was described as being "really cool".

• Nobody's Perfect program was seen as very helpful and
reassuring.

• Lunch and cooking classes were cited as important
learning opportunities.

• Access to clothing was also very much valued, as was
the availability of TTC tickets.

• Clients reported that they came to the program 
knowing very little about how to parent and that they had
no positive role models prior to BTC.

• They said they had "learned a lot" at BTC, and that
they were putting what they learned into use every day and
that this was having a major impact on their lives and the
lives of their children.
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Knowledge, Attitudinal and Behavioral Changes

Clients described the many changes that BTC had helped
them through and the impact that this had on their lives
and the lives of their children. For example:

Knowledge change - In their discussions about BTC,
clients described how much knowledge they had gained in
multiple areas of concern to them or their children. Their
unprompted comments reveal the extent to which their
participation in the diversity of on-site BTC programming
is having a positive impact. For example:

• drugs ("I learned that I can't have just one drink.")

• parenting ("I knew nothing about parenting before I
came here!")

• food preparation ("I learned how to cook things and
to make good food.")

• child discipline ("I learned how to talk to my kid and
not abuse him.")

• child development ("I saw on the video the good stuff
I was doing, and learned what I could do to improve. I
learned so much.")

• relating to people ("I have different expectations now. I
can relate better.")

• planning skills ("I didn't even realize how long I had
been homeless until we talked about it at BTC. Now I have
an apartment. Now I can set goals.")

• community involvement ("Because of BTC, I'm
involved at the school.")

• child health care ("Now I know what to do about my
son's allergies.")

Attitudinal change - Clients remarked upon the 
significant and profound attitudinal changes which had
occurred because of their participation in BTC in three
dimensions:

Attitude towards self - clients noted that they were
more confident, had greater self-esteem; had greater 
tolerance for their own mistakes (were less critical of
themselves) and had developed a greater tolerance and
compassion for other people. They also noted that they
were less fearful and had an improved ability to trust.
They felt that they had an improved ability to set limits,
rules and boundaries; and had an improved ability to be a
more self-responsible adult. They were more assertive and
less prone to over-reacting. They felt more capable of
making plans and setting goals for themselves and their
children.

Attitude towards parenting - clients reported that
they felt far more confident about their abilities to parent 
successfully and had developed an even stronger resolve to
break the cycle of inter-generational drug addiction.
Clients were adamant about not wanting their child or
children to grow up to experience the difficulties that they
had had to face. They reported being highly motivated to
learn how to become good parents and to break away
from the "crazy dysfunctional environment" that they had
experienced as a child.

Attitude towards child welfare services and other
support agencies - clients noted that they have moved
away from being fearful, distrustful, and angry about child
welfare agencies. One client said, "I was terrified when I
first came here and found out that Children's Aid was
involved. I thought there were cameras hidden in the wall.
It took me a long time to trust them and to accept that
people weren't waiting for me to make a mistake to
report. I eventually got comfortable with the Children's
Aid. I 
didn't see them as the big bad wolf waiting to take my
child."  Clients now perceive CAS/CCAS as being helpful
and supportive.
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Behavioral change - Clients also noted that they had 
incorporated many small, but often very significant 
behavior changes as a result of their participation in BTC.
For example, clients noted the following positive behavior
changes:

-more routines of daily living and less chaotic lifestyles
-change in friends (dropping or avoiding friends who 
use drugs)
-more self-imposed rules and limits (trying hardevery 
day to avoid drug use)
-better eating habits 
-more time spent actively playing with their kids
-better anger management techniques used when 
disciplining their children

Clients also noted, however, that some of these changes
had had negative repercussions which they are now having
to deal with. For example, dropping friends who use drugs
had meant that they are suffering from increased 
loneliness and isolation. One participant noted "I'm still
learning how to be friends, how to make friends, how to
keep friends. I'm 100% better than I used to be, but I still
have like maybe three people in my life that I can call on
for support."

Many clients who participated in the focus group sessions
readily acknowledged that they are either still using or
only in the very early stages of their addiction recovery
and that they need constant reinforcement and support
from BTC (and others) to continue to make behavior
changes 
related to drug use. The increased stability in their lives
because of their improved parenting was reinforcing their
motivation to make changes in their drug use. Now they
listen when their child says "But mommy I saw you taking
drugs".

Suggestions on New Initiatives

When asked to provide suggestions on what BTC should
do in future, clients identified the following:

-a residential program for pregnant women with child 
care
-(more) mentoring to encourage women to help one 
another
-a shuttle bus (to transport families to/from BTC)
-pre-natal and post-natal exercise classes
-alumni "get together" sessions 

Clients stated that BTC should make its services better
known to hospitals. Additional publicity about BTC could
help the program to serve more families in need. One
client said "If you went to all of the hospitals where these
women are having these babies and you put posters up
telling them about BTC, I'll bet that you could get a lot
more clients. Maybe some of these women are not 
drinking or using drugs, but they might be slapping their
kid or whatever. They still need to come here to get the
proper access and learn how to look after the kid without
slapping it."
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When asked what drew them to BTC and how to engage
more women, clients described a need for women "to be
ready to make a change".

There was a consensus that BTC is a unique and 
invaluable resource for substance-using mothers.

"I can't imagine I would have the same skills and the same
relationship that I have with my child if I hadn't come
here. When I first came here I said, I just want to know
how to deal with this little person that I produced,
because I haven't got a clue. I just want to know what
makes her work and what makes her tick. I also wanted to
make sure that she doesn't grow up to be like me because
that would kill me. I'm an addict, so she's got a really
heavy chance to become an addict. BTC taught me a lot
about how to deal with my child. The groups for the
women were good too. I got a lot of support. I always got
help. I can't imagine what I would have done with it." 

"I enjoy coming to BTC. My child just likes the outing. It
has helped me and it's keeping me straight. It's obviously
working because I still have my child. I'm bonding with
her even stronger. It helps a lot. My child is really doing
well here. Everything I'm doing here is better for me, and
if it's better for me, it's better for her. And I'm learning off
of her and I'm learning interaction and I'm watching
mothers and I'm getting tips. I'm learning how to be a
part of the community just by reaching out to these other
women and staff."

"Without this place, I don't think that there would be that
many straight women. Both getting straight and staying
straight, knowing they're going to get their kids back.
They are going to get their child, their kid's life and their
life back."

"I've got my son back in my life again. I've got more 
stability in my life. I'm able to keep things going. I've got
my routine and the kids feel more secure. You know
they're feeling safer. I had trouble doing all of this. It
helped me to come here, talk to other mothers. They're
experiencing the same problems. It's like "Oh my 
goodness, I'm not the only one going through this". You
don't feel alone. I found out that I'm not the only one."  

67



During the period May 1995 to September 30, 2000,
Breaking the Cycle has been successful in developing and
delivering a comprehensive, integrated cross-sectoral 
service delivery model. As evidenced by this evaluation,
BTC is achieving the following outcomes:

Conclusions
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• Prevention through Early Identification of a High Risk
Population. BTC is achieving its objective of reaching and
engaging pregnant women and mothers with young chil-
dren who are struggling with substance use. Many of
these women were still using substances or were only in
the very early stages of their recovery when they first came
to BTC. It is important to note that the vast 
majority of these women are using substances while 
pregnant and/or parenting young children in the context
of multiple other high risk factors including: poverty,
homelessness, transient or unsafe housing, a family histo-
ry of substance use, a history of physical, sexual or 
emotional abuse, multiple previous pregnancies with child
welfare and custody experiences, mental health problems
and previous addiction treatment experiences. An average
of 74 new families consistently access the program per
year. Mothers parenting children under six years of age
represent 94% of the clients. Almost 25% of them were
pregnant at intake. One-quarter of these women were in
their first trimester. BTC is continuing to devise new
approaches to identify more pregnant women with 
multiple contextual risk factors and to engage them earlier
in their pregnancy. BTC's new Pregnancy Outreach
Program (piloted between May 2000 and May 2001) is
now identifying and making intervention services far
more accessible to one of the most vulnerable, marginal-
ized and isolated sub-populations in Toronto: homeless,
pregnant women using substances. It is reasonable to
expect, therefore, that BTC will in future serve an even
higher percentage of pregnant women.

• Improved Child Health and Functioning. Earlier 
identification is enabling BTC families to have better
access to prenatal health services, child welfare services,
child development services and licensed child care on site.
The range and scope of services offered by partner and
non-partner agencies has evolved in response to the 
complex medical and psycho-social needs of these 
families, as well as a greater understanding of the high-
risk environmental context in which these women live and 
parent very young children. It is interesting to note that
women coming to BTC report that their primary concern
is their child's health and functioning, rather than their
own struggles with substance use while pregnant or 
parenting. The BTC model, of course, is an integrated
one which is specifically designed to help them address
child/parent issues. As indicated through this evaluation,
services offered by BTC are contributing to fewer birth
complications, decreased postnatal diagnoses and shorter
hospital lengths of stay. In addition, BTC children had
better maternal health ratings, fewer health concerns,
fewer separations from their mothers, and fewer 
developmental concerns as expressed by the mothers.
The psychosocial risks of abuse, neglect or attachment
disturbances have been lessened. This improvement in
child health and functioning in families facing multiple
risks not only represents a considerable saving in health
care and child welfare expenditures, but also can be seen
as a factor contributing to a mother's increased capability
and motivation to take steps to address her problems with
substance use and break the cycle of inter-generational
drug use.
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• Improved Parenting Skills and Mother-Infant
Attachment. More than 60% of BTC clients have had
children previously and many of these children had 
experienced separations at a very early age. At intake,
mothers indicated that they were unable to assess by 
themselves whether they were parenting appropriately.
Many of these mothers reported that they had grown up
in the dysfunctional family context with histories of poor
relationships with family members; sexual or physical
abuse by family members or partners, and that they had
used substances at an early age. As a result of their 
participation in BTC programming, these mothers 
reported significant knowledge, attitudinal and behavior
changes related to parenting skills, which affect the 
mother-infant attachment. Quantitative measures 
indicated that BTC mothers experienced varying degrees
of parental distress, but reported less parent-child 
dysfunctional interactions and fairly stable stress related to
a difficult child. In addition, mothers reported less use of
inappropriate discipline, more mother-child activities, and
increased positive feelings about parenting since they have
attended BTC. This improvement in mother-infant 
interactions and the attachment relationship should be
viewed as a significant accomplishment of BTC with both
short- and long-term implications for the healthier 
psychological development of this child and others that
she may have in future. It also reduces the chances of
abuse and neglect, and energizes and motivates mothers to
get the services they need. Providing vulnerable parents
with access to child development expertise and helping
them to improve their parenting skills may be seen as 
offsetting or moderating the negative effects of prenatal or
young child substance exposure. It may also be seen as one
of the means through which inter-generational drug use is
more effectively prevented in that a secure child may be
less likely to have problematic behavior or social 
difficulties at school-age.

• Child Developmental Outcomes. The maternal use of
substances during pregnancy can increase the risk of
negative biological outcomes for both the mother and the
fetus. It was anticipated that children born to BTC 
mothers who were using substances during their 
pregnancy, or who were exposed to a substance-using 
environment, would most likely experience child 
development delays. Evidence to support this hypothesis
remains equivocal. Certainly, the children of BTC mothers
made developmental progress over a six-month period as
was evident in significantly higher domain scores at Time
2 than Time 1 on the Battelle Developmental Inventory. In
the absence of a matched-comparison group, it is difficult
to evaluate if the developmental progress made by BTC
children is comparable to child populations in general.
Moreover, potential developmental delays may have yet to
be manifested and/or detected. Irrespective of these 
alternative explanations, it is promising that the BTC 
children made substantial growth during the evaluation
period and continued developmentally-appropriate
progress could be anticipated.
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• One Stop, Integrated Services Model. The BTC 
one-stop, integrated model works: it helps to engage a
high risk population and makes a wide range of necessary
mother and child services far more accessible to these 
vulnerable families in a warm, supportive atmosphere in
which families can safely disclose their health worries and
parenting concerns without risk of censure. Clients, staff
and the partners of BTC all view the one-stop service
delivery approach, and the use of a harm reduction
model, as major contributing factors to the success of
BTC in engaging women pregnant women who are 
experiencing problems with substance use and providing
them and their children with the services they need. The
model has had synergistic benefits beyond those initially
envisioned. Staff has learned from one another and has
developed cross-disciplinary awareness, sensitivity and
skills. Knowledge gained from BTC has been transferred
to staff of the partner agencies working elsewhere in
Toronto, thus increasing Toronto's capability to do early
identification and be able to refer clients to BTC. The
referral patterns indicate that the partner agencies 
continue to generate the largest number of referrals to
BTC.

• Building Capacity through Service, Research, and
Teaching. BTC is building increased capacity for Toronto to
address the needs of vulnerable families with substance use
issues. The partnership of initially four agencies was
expanded to six, and there are now non-partner agencies
contributing specialized expertise to address the adjunctive
needs of women with addictions, including mental health
services, withdrawal management services, access to
methadone maintenance programs, and addiction medicine
specialists. In addition to building greater on-site capacity,
BTC's involvement with the Toronto Drug Treatment Court
is helping the Court to work more successfully with its
clients. Beyond a service role, BTC is a training ground for
students from many different disciplines. The experience
gained by BTC from 1995-2000 has enabled research to be
undertaken on these vulnerable families, particularly with
respect to FAS-related interventions. In its first five years,
BTC has developed a large number of training resources
and has provided consultation assistance to other commu-
nities in Ontario and elsewhere in Canada. BTC has
encouraged these communities to develop a cross-sectoral
response and use a harm reduction model. Through these
capacity building initiatives, BTC is making a contribution
far beyond its downtown Toronto site.
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